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ABSTRACT
Aims: To identify the barriers and enablers of effective transitions of care between the emergency department and primary 
care providers.
Background: Successful patient care transitions from the emergency department to primary care providers are important be-
cause this process has implications for the quality, patient safety, and cost of patient care. Failure in follow- up consultations with 
primary care can result in representations to the emergency department, which can impact negative emergency department 
operational issues throughout the entire hospital.
Design and Methods: An integrative systematic review was reported according to PRISMA guidelines. The reviewers followed 
a systematic review protocol registered with PROSPERO (CRD42022316165). A search strategy was applied to extract articles 
from included databases: CINAHL, MEDLINE, PsycINFO, Scopus, ProQuest Nursing and Allied Health databases. Articles 
were assessed using a predetermined eligibility criterion. Quality assessment and a narrative synthesis were conducted.
Results: Of the 1200 articles screened, 25 studies were included. Four additional articles were identified from reference lists. The 
range of study designs included: four qualitative, three mixed methods and 22 quantitative studies. A total of 291,012 patients 
were represented. Successful care transition was enhanced by access to insurance, ease of payment methods, effective commu-
nication, prior booked primary care provider appointments and access to transportation. Many patients experienced financial 
toxicity, and the shortfall between fees charged and rebates provided was found to influence primary care provider follow- up 
compliance.
Conclusion: Future recommendations to provide safe and effective transitions of care would be to optimise supported self- 
management for patients and deliver timely and clear communication with standardised discharge documentation to be shared 
between the emergency department and primary care providers.
Relevance for Clinical Practice: There is no one- size- fits- all approach to delivering safe care transitions between emergency 
department and primary care providers, and future research should target high- risk groups.
Trial Registration: Prospero: CRD42022316165
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1   |   Introduction

Successful patient care transitions from the emergency depart-
ment (ED) to primary care (PC) are important because this 
process has implications for the quality, patient safety, and 
cost of patient care (Carmel et al. 2017; Huang et al. 2019; Lin 
et al. 2020). The timely transition of care from the ED setting 
to the PC provider is centrally important in addressing the in-
creased vulnerability of patients to adverse events within the 
transition timeframe (Huang et  al.  2019; Rider et  al.  2018). 
Timely follow- up with PC improves disease prevention, moni-
toring and supported self- management of acute and long- term 
conditions (Schrader et al. 2019) and can provide support and 
ongoing clinical management of conditions that were addressed 
during ED visits (Carmel et al. 2017). Failure of safe and effec-
tive care transitions may be related to a lack of patient under-
standing of the discharge instructions, reduced adherence to 
prescribed medications, poor self- management of specific con-
ditions, 8 and a lack of adherence to care plans (Lin et al. 2020). 
Additionally, early PC provider follow- up can assist patients 
in medication adherence, provide education and address any 
difficulties with navigating the healthcare system (Huang 
et al. 2019; Schrader et al. 2019).

Patients who do not follow- up with PC providers may re- present 
to ED for further assessment and treatment of the same recur-
ring problem with an increased risk of hospitalisation (Croake 
et al. 2017; Lin et al. 2020; Luciani- McGillivray, Cushing, and 
Lee  2020; Magidson et  al.  2020). Failure in follow- up consul-
tations with primary care can result in representations to ED 
which impact negative ED operational issues such as overcrowd-
ing and crippling constraints on clinical services throughout the 
entire hospital (Luciani- McGillivray, Cushing, and Lee  2020; 
Morley et al. 2018).

Rising healthcare expenditure is a challenge and concern 
globally. Healthcare organisations are continuously exploring 
new models of care and opportunities to reduce or contain 
costs without sacrificing the quality of healthcare. Therefore, 

understanding the transition of care between ED and PC is 
important for optimising patient care and the delivery of cost- 
effective services. Reducing unnecessary hospital admissions 
and ED re- presentations has the potential for cost- savings while 
simultaneously avoiding the cost of hospital- acquired compli-
cations such as delirium, infections, pressure ulcers, pneumo-
nia, and urinary tract infection (Australian Commission of 
Safety and Quality in Health Care 2018; Independent Hospital 
Pricing Authority 2021). Some patients with long- term condi-
tions may be discharged home from the ED instead of being 
admitted to the hospital if follow- up care can be guaranteed 
(Atzema et al. 2018; Carmel et al. 2017).

Several systematic reviews have explored the transition of care 
from ED to PC (Aghajafari et al. 2020; Glick et al. 2017; Katz 
et  al.  2012; Lowthian et  al.  2015; Schatz, Rachelefsky, and 
Krishnan 2009; van Loon- van Gaalen et al. 2021). Firstly, most 
of the existing systematic reviews on the topic are more than 
5 years old and therefore, may not be relevant to current prac-
tices (Glick et al. 2017; Katz et al. 2012; Lowthian et al. 2015; 
Schatz et al. 2009). Secondly, there were shortcomings in some 
of the previous systematic reviews, such as selection bias (Katz 
et al. 2012), and half of the studies by Glick et al. (2017) had a 
weak overall quality rating. Thirdly, the scope of some of the 
reviews was restricted by the study population to either chil-
dren or adults discharged from the ED, which means nuanced 
differences in care transitions across the age span are unknown 
(Aghajafari et al. 2020; Glick et al. 2017; Lowthian et al. 2015). 
Finally, no systematic reviews to date have examined newer 
models of care, for example, initiatives such as ‘health care 
homes’ for long- term complex conditions and the introduction 
of, and ongoing support delivered by telehealth (Australian 
Government 2021).

There has been considerable research in relation to the transition 
of care from hospital to PC providers (Barr et al. 2021; Hesselink 
et  al.  2012; Huang et  al.  2019; Thygesen et  al.  2015), but very 
little research on transitions from ED to PC and so this area is 
not well known. Furthermore, to the best of our knowledge, the 
evidence is yet to be pooled and critically synthesised to under-
stand the barriers and facilitators to successful care transitions. 
Understanding contemporary evidence in relation to the transi-
tion of care for patients discharged from the ED to PC providers is 
timely because government bodies are faced with the increasing 
number of patients presenting to the ED and are looking for solu-
tions (Australian Institute of Health and Welfare 2021). Therefore, 
this integrative systematic review aimed to identify the barriers 
and enablers of effective transition of care between ED and PC 
providers.

2   |   Methods

2.1   |   Study Design

An integrative systematic review was reported according to pre-
ferred reporting items for systematic reviews and meta- analyses 
(PRISMA) guidelines (Moher et  al.  2009)—see Appendix  S1. 
A systematic review protocol was registered with Prospero 
(CRD42022316165).

Summary

• Successful patient care transitions from the ED to 
PC providers are important because this process has 
implications for the quality, safety, and cost of patient 
care.

• The follow- up rates between ED and PC providers var-
ied considerably due to various barriers (financial tox-
icity, patient perceptions of clinical need, low acuity 
patients, minority groups, and no prior use of PC pro-
viders, or no regular GP) and enablers (health insur-
ance, having a PC provider, renumeration methods, 
effective communication, higher- income, and access 
to transportation).

• Future targeted care transition interventions are 
needed to address identified barriers to create opti-
mised efficiencies in the healthcare system.
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2.2   |   Search Strategy and Study Selection

A list of preliminary search terms was generated and com-
bined with Medical Subject Heading (MeSH) terms to gener-
ate key search terms in consultation with a research librarian. 
Electronic databases CINAHL, MEDLINE, PsycINFO, Scopus, 
ProQuest Nursing and Allied Health databases were searched 
and further supplemented by hand searching the reference lists 
of the final included studies; see Appendix S2 for search strat-
egy. Publications were managed using Endnote X20.4 and then 
imported to Covidence Systematic Review Software (Veritas 
Health Innovation, Melbourne, Australia) where the duplicate 
records were removed (Bramer et al. 2016).

2.3   |   Study Screening and Selection

All the titles and abstracts were screened against preselected 
eligibility criteria independently by three reviewers. Any dis-
agreements were resolved by discussion (Centre of Reviews and 
Dissemination 2008; Lefebvre et al. 2021). Full- text articles were 
subsequently reviewed independently by two reviewers, and 
any disagreements were resolved by discussion by all review-
ers. Multiple records of the same study were noted in the re-
view process. Reasons for the exclusion of full- text studies were 
documented.

2.4   |   Eligibility Criteria

Inclusion criteria:

• Studies published in the English language until 19 March 
2022.

• Peer- reviewed publications.

• All quantitative, qualitative and mixed- methods studies ir-
respective of research design.

• All adults and children discharged from the emergency 
department.

• Context related to barriers and facilitators on the transition 
of care from ED to PC providers.

Exclusion criteria:

• All editorials, discussions, research protocols, published ab-
stracts and systematic reviews.

• Patients transferred from ED to another health or care facil-
ity, such as aged care home or another hospital ward.

• Related to discharge from hospital ward (not ED) to PC 
providers.

• Studies focused on follow- up to ambulatory care clinics, 
outpatient clinics, urgent care clinics, speciality clinics and 
specialist doctors.

• Related to barriers and facilitators of effective hospital fol-
low- up following a care episode in ED.

• Studies that focused on the transfer of care in the opposite 
direction (e.g., PC to ED).

2.5   |   Data Extraction and Management

One researcher conducted data extraction and was quality 
checked by a second reviewer. The data extraction table was 
piloted on a small number of studies first, refined by consen-
sus among all reviewers and then completed for all included 
studies. The extracted data included: authors, year, country, 
clinical setting, institution, study design, study aim, partici-
pants, age, diagnostic group, study period, study limitations 
and enablers and barriers of transitions of care from ED to PC 
providers.

2.6   |   Risk of Bias Assessment of Included Studies

All included studies underwent a methodological quality as-
sessment using the Mixed Methods Appraisal Tool (MMAT) 
Version 2018 (Hong et al. 2018). The MMAT (Pluye et al. 2011) 
has separate subsets of question items which enabled a plethora 
of study designs to be appraised including qualitative methods, 
quantitative and mixed- methods studies (Hong et  al.  2018). 
There are seven questions for each category of study design 
and scored as ‘Yes’ (green), ‘Unclear’ (yellow) or ‘No’ (red). No 
study was excluded based on individual methodological quality 
appraisal scores to enable an understanding of the current state 
of the evidence base. One reviewer completed the appraisal 
process and was checked by a second reviewer until consensus 
was reached.

2.7   |   Data Synthesis

The data synthesis followed the integrative review methodology 
proposed by Whittemore and Knafl (2005). The narrative syn-
thesis involved the following sequential steps; data reduction 
which was a subgroup classification based on the levels of evi-
dence and the review question, narrative data comparison which 
was an iterative process of making comparisons and identifying 
relationships and finally, drawing conclusions and verifications 
which was a synthesis of subgroup analysis to enable a compre-
hensive understanding of the topic, verified with primary source 
data for accuracy.

3   |   Results

3.1   |   Characteristics of Included Studies

Of the 1200 articles screened, 56 were assessed in full text and 
25 studies were included (see Figure 1). Four additional articles 
were identified from reference lists. There was a range of study 
designs which included: four qualitative, three mixed- methods 
and 22 quantitative studies (see Table 1). The quantitative stud-
ies consisted of five randomised control trials; four quantitative 
descriptive studies and 13 quantitative nonrandomised studies. 
There were varying levels of methodological quality across the 
studies (see Table 2).

Outcomes assessors were blinded to intervention and ex-
posure status, and study participants were blinded to the 
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research question in only one of the five RCT studies. 
Many studies used convenience sampling to obtain the 
population sample (Atzema et  al.  2015, 2018; Broadwater- 
Hollifield et al. 2015; DeRemer et al. 2021; Hanna et al. 2020; 
Hastings et al. 2012; Nielsen et al. 2019; Qureshi et al. 2012; 
Rider et al. 2018; Schenhals, Haidet, and Kass 2019; Watson 
et  al.  2017; Williams et  al.  2013; Winders et  al.  2018). Many 
studies relied on patient- reported follow- up rates outcomes 
and thus may be subject to social desirability and recall 
bias (Broadwater- Hollifield et al. 2015; DeRemer et al. 2021; 
Ferayorni et al. 2011; Hanna et al. 2020; Qureshi et al. 2012; 
Merritt et al. 2020; Smith et al. 2004; Wang et al. 2003; Watson 
et al. 2017; Williams et al. 2013). Few studies were able to verify 
follow- up rates using computer systems (Atzema et al. 2015; 
Atzema et al. 2018; Grimholt et al. 2015). Population bias may 
have occurred in some studies, where patients with single 
presenting symptoms may not be representative of the pa-
tient population presenting with a variety of other problems. 
Selection bias may be problematic in some studies as it was 
necessary to approach many people to identify patients will-
ing and able to participate in the various studies.

The studies had global representation of care transitions 
from ED to primary care, including 22 studies in North 
America, three in Australia (Hanna et  al.  2020; Qureshi 
et al. 2012; Watson et al. 2017) and one in Brazil (Day, Witt, 
and Oelke 2016), Denmark (Nielsen et al. 2019), Israel (Vinker 
et  al.  2004) and Norway (Grimholt et  al.  2015). Among the 
North American studies, three studies were conducted in 
Canada (Afilalo et  al.  2007; Atzema et  al.  2015, 2018) and 
the remaining 19 studies were from the United States (Baren 
et  al.  2006; Blanchard et  al.  2008; Broadwater- Hollifield 

et al. 2015; Chou et al. 2018; DeRemer et al. 2021; Ferayorni, 
Sinha, and McDonald  2011; Foster et  al.  2018; Hastings 
et al. 2012; Hunchak et al. 2015; Merritt et al. 2020; Nielsen 
et al. 2019; Rider et al. 2018; Schenhals, Haidet, and Kass 2019; 
Schrader et al. 2019; Sharp et al. 2015; Smith et al. 2004; Straus, 
Orr, and Charney 1983; Wang et al. 2003; Williams et al. 2013; 
Winders et al. 2018).

Nineteen studies were conducted at single centres (Afilalo 
et  al.  2007; Baren et  al.  2006; Broadwater- Hollifield 
et  al.  2015; DeRemer et  al.  2021; Ferayorni et  al. 2011; Foster 
et  al.  2018; Hanna et  al.  2020; Merritt et  al.  2020; Nielsen 
et al. 2019; Qureshi et al. 2012; Schenhals, Haidet, and Kass 2019; 
Schrader et al. 2019; Sharp et al. 2015; Smith et al. 2004; Straus, 
Orr, and Charney  1983; Wang et  al.  2003; Watson et  al.  2017; 
Williams et al. 2013; Winders et al. 2018). Ten studies included 
multiple sites (Atzema et al. 2015, 2018; Blanchard et al. 2008; 
Chou et al. 2018; Day, Witt, and Oelke 2016; Grimholt et al. 2015; 
Hastings et  al.  2012; Hunchak et  al.  2015; Rider et  al.  2018; 
Vinker et al. 2004).

All included studies except two (Atzema et  al.  2015, 2018) 
were conducted in urban hospitals (Afilalo et al. 2007; Baren 
et al. 2006; Blanchard et al. 2008; Chou et al. 2018; Broadwater- 
Hollifield et  al.  2015; Day, Witt, and Oelke  2016; DeRemer 
et  al.  2021; Ferayorni et  al. 2011; Foster et  al.  2018; 
Grimholt et al. 2015; Hanna et al. 2020; Hastings et al. 2012; 
Hunchak et al. 2015; Merritt et al. 2020; Nielsen et al. 2019; 
Qureshi et  al.  2012; Rider et  al.  2018; Schenhals, Haidet, 
and Kass 2019; Schrader et al. 2019; Sharp et al. 2015; Smith 
et al. 2004; Straus, Orr, and Charney 1983; Vinker et al. 2004; 
Wang et  al.  2003; Watson et  al.  2017; Winders et  al.  2018; 

FIGURE 1    |    PRISMA diagram. [Colour figure can be viewed at wileyonlinelibrary.com]
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TABLE 2    |    Results of quality appraisal. [Colour table can be viewed at wileyonlinelibrary.com]

1. Qualitative study

Item number of checklist

S1. S2. 1.1. 1.2. 1.3. 1.4. 1.5.

Day, Witt, and Oelke (2016) Y Y Y Y Y U Y

Hanna et al. (2020) Y Y Y Y Y Y Y

Nielsen et al. (2019) Y Y Y Y Y Y Y

Schenhals, Haidet, and Kass (2019) Y Y Y Y Y Y Y

Item number checklist keya: S1. Are there clear research questions, S2. Do the collected data allow to address the research 
questions, 1.1. Is the qualitative approach appropriate to answer the research question, 1.2. Are the qualitative data collection 
methods adequate to address the research question, 1.3. Are the findings adequately derived from the data, 1.4. Is the 
interpretation of results sufficiently substantiated by data, 1.5. Is there coherence between qualitative data sources, collection, 
analysis and interpretation?

2. Quantitative randomised 
controlled trials

Item number of checklist

S1. S2. 2.1. 2.2. 2.3. 2.4. 2.5.

Afilalo et al. (2007) Y Y U U Y N Y

Baren et al. (2006) Y Y Y Y Y Y N

Grimholt et al. (2015) Y Y Y Y Y Y Y

Merritt et al. (2020) Y Y Y Y Y N Y

Smith et al. (2004) Y Y U Y Y Y Y

Item number checklist keya: S1. Are there clear research questions, S2. Do the collected data allow to address the research 
questions, 2.1. Is randomisation appropriately performed, 2.2. Are the groups comparable at baseline, 2.3. Are there complete 
outcome data, 2.4. Are outcome assessors blinded to the intervention provided, 2.5. Did the participants adhere to the assigned 
intervention?

3. Quantitative 
nonrandomised studies

Item number of checklist

S1. S2. 3.1. 3.2. 3.3. 3.4. 3.5.

Atzema et al. (2015) Y Y Y Y Y U Y

Atzema et al. (2018) Y Y Y Y Y U Y

Broadwater- Hollifield 
et al. (2015)

Y Y Y Y Y U Y

DeRemer et al. (2021) Y Y Y Y Y U Y

Ferayorni, Sinha, and 
McDonald (2011)

Y Y Y Y Y U Y

Foster et al. (2018) Y Y Y Y Y U Y

Qureshi et al. 2012 Y Y Y Y Y U Y

Schrader et al. (2019) Y Y Y Y Y U Y

Straus, Orr, and Charney (1983) Y Y Y Y Y U Y

Vinker et al. (2004) Y Y Y Y Y U Y

Wang et al. (2003) Y Y Y Y Y U Y

Williams et al. (2013) Y Y Y Y Y U Y

Winders et al. (2018) Y Y Y Y Y U Y

Item number checklist keya: S1. Are there clear research questions, S2. Do the collected data allow to address the research 
questions, 3.1. Are the participants representative of the target population, 3.2. Are measurements appropriate regarding both 
the outcome and intervention (or exposure), 3.3. Are there complete outcome data, 3.4. Are the confounders accounted for in the 
design and analysis, 3.5. During the study period, is the intervention administered (or exposure occurred) as intended?

(Continues)
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Williams et al. 2013). The remaining two studies were based 
in the province of Ontario, Canada, and included all patients 
discharged from both rural and urban emergency depart-
ments (Atzema et al. 2015, 2018). No studies were identified as 
being solely rural based.

3.2   |   Population

The sample size ranged from 7 to 227,627 patients, with a total 
of 291,012 patients represented in this systematic review. The 
clinical and demographic characteristics of the patient popu-
lation varied across the studies. There was heterogeneity in 
population age. Ten studies included adults aged over 18 years 
(Atzema et  al.  2015, 2018; Broadwater- Hollifield et  al.  2015; 
Foster et  al.  2018; Merritt et  al.  2020; Qureshi et  al.  2012; 
Schenhals, Haidet, and Kass 2019; Sharp et al. 2015; Vinker 
et al. 2004; Winders et al. 2018), one study included patients 
aged 10–45 years (Baren et  al.  2006), four studies included 
adults aged 65 years and older (Hanna et  al.  2020; Hastings 
et  al.  2012; Nielsen et  al.  2019; Watson et  al.  2017) and one 
study included adults aged 18–75 years (Grimholt et al. 2015). 
Likewise, the age of children represented in the paediatric 
studies also varied significantly and ranged from birth to 
18 years (Ferayorni, Sinha, and McDonald 2011), 1 to 17 years 
(Williams et al. 2013), 2–12 years (Smith et al. 2004) and 1 to 
18 years (Wang et al. 2003). Several studies did not report the 

population age range (Chou et al. 2018; DeRemer et al. 2021; 
Straus, Orr, and Charney 1983).

Some studies were not patient focused, instead involved 
healthcare professionals including emergency physicians 
(Day, Witt, and Oelke  2016; Rider et  al.  2018), family phy-
sicians (Afilalo et  al.  2007; Hunchak et  al.  2015), primary 
care providers (Chou et al. 2018; Day, Witt, and Oelke 2016; 
Rider et al. 2018), multiple health disciplines (Day, Witt, and 
Oelke 2016), pharmacy students (DeRemer et al. 2021) and the 
use of hypothetical patients scenarios (Blanchard et al. 2008; 
Chou et al. 2018).

Most studies did not report a particular diagnosis (DeRemer 
et  al.  2021; Ferayorni et  al. 2011; Foster et  al.  2018; Hanna 
et  al.  2020; Hastings et  al.  2012; Merritt et  al.  2020; Nielsen 
et al. 2019; Qureshi et al. 2012; Straus, Orr, and Charney 1983; 
Vinker et al. 2004; Wang et al. 2003; Watson et al. 2017). One study 
included all patients discharged from emergency departments 
with multiple diagnoses (Schrader et al. 2019). Other studies re-
cruited patients with specific diagnoses: hypertension (Winders 
et al. 2018), asthma (Baren et al. 2006; Smith et al. 2004; Williams 
et al. 2013), abdominal pain (Schenhals, Haidet, and Kass 2019), 
deliberate self- poisoning (Grimholt et al. 2015), atrial fibrillation 
(Atzema et al. 2015) or multiple cardiac diagnoses—hyperten-
sion, atrial fibrillation and heart failure (Atzema et  al.  2015; 
Chou et  al.  2018). Blanchard et  al.  (2008) used a hypothetical 

4. Quantitative descriptive studies

Item number of checklist

S1. S2. 4.1. 4.2. 4.3. 4.4. 4.5.

Blanchard et al. (2008) Y Y Y U Y Y Y

Chou et al. (2018) Y Y Y U Y U Y

Hastings et al. (2012) Y Y Y U Y U Y

Watson et al. (2017) Y Y Y U Y Y Y

Item number checklist keya: S1. Are there clear research questions, S2. Do the collected data allow to address the research 
questions, 4.1. Is the sampling strategy relevant to address the research question, 4.2. Is the sample representative of the target 
population, 4.3. Are the measurements appropriate, 4.4. Is the risk of nonresponse bias low, 4.5. Is the statistical analysis 
appropriate to answer the research question?

5. Mixed methods

Item number of checklist

S1. S2. 5.1. 5.2. 5.3. 5.4. 5.5.

Hunchak et al. (2015) Y Y N Y Y N Y

Rider et al. (2018) Y Y N Y Y Y N

Sharp et al. (2015) Y Y N Y Y N Y

Item number checklist keya: S1. Are there clear research questions, S2. Do the collected data allow to address the research 
questions, 5.1. Is there an adequate rationale for using a mixed methods design to address the research question, 5.2. Are the 
different components of the study effectively integrated to answer the research question, 5.3. Are the outputs of the integration of 
qualitative and quantitative components adequately interpreted, 5.4. Are divergences and inconsistencies between quantitative 
and qualitative results adequately addressed, 5.5. Do the different components of the study adhere to the quality criteria of each 
tradition of the methods involved?

aThree levels of assessment quality scores.

TABLE 2    |    (Continued)

Yes (Y)
Unclear (U)
No (N)
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patient presenting with a scripted presentation of hypertension 
evaluated and discharged in the ED, whereas Chou et al. (2018) 
used a secret shopper audit to access the availability of appoint-
ments for patients with lower back pain and hypertension. Two 
of the paediatric studies recruited patients with asthma (Smith 
et al. 2004; Williams et al. 2013).

3.3   |   Study Interventions

Eleven quantitative study interventions aimed to improve gen-
eral practitioner (GP) follow- up through patient education, 
booked appointments or improving communication between 
the ED and PC or between patient and ED discharge provid-
ers (Afilalo et al. 2007; Baren et al. 2006; DeRemer et al. 2021; 
Foster et  al.  2018; Grimholt et  al.  2015; Merritt et  al.  2020; 
Schrader et al. 2019; Sharp et al. 2015; Smith et al. 2004; Straus, 
Orr, and Charney 1983; Williams et al. 2013). There were eight 
single- component interventions (Afilalo et  al.  2007; DeRemer 
et  al.  2021; Foster et  al.  2018; Grimholt et  al.  2015; Merritt 
et al. 2020; Straus, Orr, and Charney 1983; Williams et al. 2013). 
These included parent/patient education (Straus, Orr, and 
Charney  1983; Williams et  al.  2013); reminders via email 
(Sharp et al. 2015); appointment scheduling by the provision of 
a clinical referral with optional scheduling assistance (Foster 
et al. 2018); a follow- up phone call to assist with scheduling fol-
low- up appointments (DeRemer et al. 2021); written education 
whereby patients were given a brochure on the importance of GP 
follow- up (Straus, Orr, and Charney 1983); and PC appointment 
booked through the booking website or written information on 
how to use the booking site (Merritt et al. 2020). One study in-
volved a care coordination specialist to facilitate and provide a 
GP referral (Foster et al. 2018). There were four multicomponent 
interventions (Baren et al. 2006; Grimholt et al. 2015; Schrader 
et al. 2019; Smith et al. 2004). These included parent education 
and monetary incentives (Smith et al. 2004); administration of 
drug prescriptions, transport vouchers and a 48 h reminder to 
follow- up with PC provider (Baren et  al.  2006); and provision 
of health insurance and assistance with assigning a PC pro-
vider, arranging timely post- ED clinic follow with a reminder 
phone call (Schrader et  al.  2019) and provision of structured 
GP follow- up and written guidelines for the GPs for motivating 
patients to follow treatment (Grimholt et  al.  2015). Five stud-
ies involved evaluating communication systems, including web 
base technology (Afilalo et al. 2007; Hunchak et al. 2015; Rider 
et al. 2018), email (Sharp et al. 2015) and phone call (DeRemer 
et al. 2021).

The frequency of follow- up appointment attendance was mea-
sured in 21 studies (Afilalo et  al.  2007; Atzema et  al.  2015; 
2018; Baren et  al.  2006; Broadwater- Hollifield et  al.  2015; 
Chou et  al.  2018; DeRemer et  al.  2021; Ferayorni et  al. 2011; 
Foster et al. 2018; Hanna et al. 2020; Merritt et al. 2020; Nielsen 
et  al.  2019; Qureshi et  al.  2012; Schrader et  al.  2019; Sharp 
et  al.  2015; Smith et  al.  2004; Straus, Orr, and Charney  1983; 
Wang et  al.  2003; Watson et  al.  2017; Winders et  al.  2018; 
Williams et  al.  2013). The results ranged from 31% (Vinker 
et al. 2004) to 89.7% (Atzema et al. 2018). Follow- up rates were 
monitored, and compliance improved in all but one of the in-
terventional studies, which instead examined web- based com-
munication systems between ED and PC providers (Afilalo 

et  al.  2007). In two Canadian studies, the follow- up rates im-
proved with length of time from ED discharge, from 47% within 
7 days to 78% within 30 days (Atzema et al. 2018). These results 
were similar to Atzema et  al.  2015, where follow- up rates im-
proved from 35.6% within 7 days to 43.4% within 30 days.

Overall, there were beneficial effects observed with various mul-
ticomponent interventions including scheduling an outpatient 
appointment during the ED visit (DeRemer et al.  2021; Foster 
et al. 2018; Merritt et al. 2020; Straus, Orr, and Charney 1983); 
provision of insurance (Baren et al. 2006; Schrader et al. 2019); 
telephone coaching and monetary incentive (Smith et al. 2004); 
education of parents (Williams et al. 2013); written instructions 
on how to use website booking (Merritt et  al.  2020); and pro-
vision of monetary incentive, provision of drugs or transport 
vouchers (Baren et al. 2006).

4   |   Results

4.1   |   Enablers of Care Transitions

Health insurance was identified as an enabler for follow- up 
compliance in several quantitative studies (Blanchard 
et al. 2008; Broadwater- Hollifield et al. 2015; Ferayorni, Sinha, 
and McDonald 2011; Qureshi et al. 2012; Schrader et al. 2019; 
Wang et  al.  2003), see Appendix  S3. Patients with health in-
surance had improved follow- up rates with PC providers com-
pared to those who did not have insurance (Qureshi et al. 2012). 
Privately insured patients were more likely to secure GP ap-
pointments (Blanchard et al. 2008; Chou et al. 2018). Seventy- 
one per cent of telephone calls for privately insured hypothetical 
patients resulted in a successful appointment, with Medicaid 
fee for service patients having a significantly lower rate of suc-
cessful appointments (36.6%; p = 0.002) (Blanchard et al. 2008). 
Likewise, Chou et  al.  (2018) found that when patients had 
commercial insurance, 38.8% (67/175) were able to secure an 
appointment within 7 days compared to Medicare calls 24.7% 
(45/182), (p = 0.01). Patients who were adherent to follow- up 
recommendations were likely to have a PC provider or had 
prior experience in the PC health system (Atzema et al. 2015; 
Baren et  al.  2006; Broadwater- Hollifield et  al.  2015; Hanna 
et al. 2020). The remuneration method of the family physicians 
also affected the likelihood of follow- up. In Canada, those pa-
tients with a family physician being renumerated via primar-
ily fee- for- service methods were more likely to be seen within 
7 days than those who were reimbursed through a primarily 
capitated model (Atzema et al. 2015).

Efforts to improve communication between ED and PC pro-
viders included telephone communication, web- based com-
munications and the provision of guidelines with suggestions 
for assessing and managing patients (Afilalo et  al.  2007; Day, 
Witt, and Oelke 2016; Grimholt et al. 2015; Hunchak et al. 2015; 
Rider et al. 2018). Telephone communication between ED and 
PC providers benefited the patient's continuity of care by allow-
ing for patient care planning, increased knowledge of care net-
works and promoted confidence in the services provided (Day, 
Witt, and Oelke 2016). Web- based communication between ED 
and PC providers improved ED- PC communication, leading to 
significant improvements in continuity of care and increased 
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awareness of ED presentations (Afilalo et  al.  2007; Hunchak 
et al. 2015; Rider et al. 2018). Verbal telephone calls to patients 
post- ED visits enabled the opportunity to assist with schedul-
ing follow- up appointments at the patient's primary physician 
clinic or to remind the patients to make the appointment, re-
sulting in improved follow- up rates (Baren et al. 2006; DeRemer 
et al. 2021). Patients who received email reminders to follow- up 
with their PC provider demonstrated a high interest in receiv-
ing further emails (Sharp et al. 2015). One qualitative study re-
viewed communications between ED and PC providers, finding 
that shared communications between health services lead to 
better care for patients and greater job satisfaction for providers 
(Day, Witt, and Oelke 2016).

Other enablers examined age, income, ethnicity and avail-
able transport. The extremities of age (very young and the el-
derly) were associated with higher rates of obtaining follow- up 
care (Atzema et al. 2018; Baren et al. 2006; Foster et al. 2018; 
Straus, Orr, and Charney 1983). Patients with higher incomes 
were more likely to be compliant with ED instructions and fol-
low- up with their PC provider (Atzema et al. 2018; Broadwater- 
Hollifield et al. 2015). Ethnicity was another factor influencing 
follow- up. Baren et al. (2006) found that having Black ethnic-
ity was a characteristic associated with follow- up, whereas 
Broadwater- Hollifield et  al.  (2015) found that patients who 
were adherent to follow- up recommendations were likely 
non- Hispanic ethnicity or race. Transportation to scheduled 
medical care also enabled follow- up (Baren et al. 2006; Watson 
et al. 2017).

4.2   |   Barriers to Care Transitions

Insurance status was significantly associated with follow- up 
noncompliance in two paediatric studies (Ferayorni, Sinha, and 
McDonald  2011; Wang et  al.  2003). Children without health 
insurance and those born overseas were more likely to have 
poor access to PC providers, with an odds ratio (95%) of 0.19 
(0.08–0.46); p = 0.04 (Ferayorni, Sinha, and McDonald  2011). 
Likewise, in the adult cohort, patients who did not receive 
PC provider follow- up were more likely not to have health in-
surance also (Qureshi et  al.  2012). Similarly, patients with 
Medicaid fees for service and who were uninsured reported 
barriers to access to PC providers (Blanchard et al. 2008; Chou 
et  al.  2018). The cost of follow- up was concerning to patients 
and always impacted their ability to follow the ED recommen-
dations (Broadwater- Hollifield 2015; Hanna et al. 2020; Qureshi 
et  al.  2012). In the United States, foreign- born children who 
visited the ED, and who did not have medical insurance were 
less likely to have a regular place for medical care and a regular 
PC provider (Ferayorni, Sinha, and McDonald 2011). Often, the 
availability of GP appointments was problematic and a further 
barrier experienced by elderly patients in two qualitative studies 
(Hanna et al. 2020; Schenhals, Haidet, and Kass 2019). These 
findings were duplicated in quantitative studies where patients 
with a family physician being renumerated via primarily fee- 
for- service methods were more likely to be seen within 7 days 
than those who were reimbursed through a primary capitation 
model (Atzema 2015), and similar findings reported at 30- day 
follow- up care (Atzema et al. 2018).

Three qualitative studies reviewed communication and patient 
experiences during the ED discharge process, with adult and el-
derly patients reporting multiple problems with discharge com-
munications (Hanna et al. 2020; Nielsen et al. 2019; Schenhals, 
Haidet, and Kass 2019). The emergency department discharge 
process was reported as challenging for elderly patients because 
they lacked information and understanding about their diagno-
sis, expected course of illness, contingency care plan and when 
and how to follow up with their PC providers (Hanna et al. 2020; 
Hastings et al. 2012). Some elderly patients felt their concerns 
were not taken into consideration during the discharge process 
during their ED episode of care (Hanna et  al.  2020; Nielsen 
et  al.  2019). Likewise, Nielsen et  al.  (2019) and Schenhals, 
Haidet, and Kass (2019) reported that elderly patients who were 
not adequately prepared for discharge continue to have health 
concerns in the community setting not addressed as well; they 
experienced suboptimal patient–clinician communication, 
which represented significant barriers to successful care transi-
tions. One mixed- methods study demonstrated a breakdown in 
communication between EDs and PC providers in the transition 
of the care process, with setting/environmental constraints neg-
atively impacting communication logistics (Rider et al. 2018).

Patients with low acuity diagnoses and those patients who are 
less likely to have a long- term condition were significantly asso-
ciated with follow- up noncompliance (Foster et al. 2018; Wang 
et al. 2003), often because of patients' perceptions that they did 
not need further follow- up appointments (Qureshi et al. 2012; 
Straus, Orr, and Charney 1983). Other barriers to follow- up were 
that patients were poorly informed about the reason why they 
needed to follow- up with PC providers (Qureshi et al. 2012).

The systematic review found that following up with primary 
care after being discharged from the ED can be difficult. Several 
barriers were identified, including lack of health insurance, is-
sues with reimbursement for primary care providers and the 
cost of follow- up appointments. Other challenges included dif-
ficulties in getting primary care appointments, not having a 
regular primary care provider, unclear discharge instructions 
and poor communication between patients and healthcare 
professionals. Additionally, there were problems with commu-
nication among healthcare professionals. The study also found 
that having health insurance, appropriate payment methods for 
primary care providers, having a regular primary care provider 
and improved communication between patients and healthcare 
professionals could help facilitate follow- up care.

5   |   Discussion

This integrative systematic review set out to identify the barriers 
and enablers of care transition from ED to PC providers. It was 
evident that the follow- up rates between ED and PC providers 
varied widely with inconsistent rates of follow- up due to the 
identified barriers and facilitators in this review. These subop-
timal transitions in care involved patients aged across the lifes-
pan, with differing diagnoses, located in both urban and rural 
settings and reported globally. However, care transition inter-
ventions did improve continuity of care with PC providers and 
follow- up rates because of access to insurance, ease of payment 
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methods, effective communication, prior booked PC provider 
appointments and access to transportation.

Although the transfer of care from ED to PC providers is a 
global challenge, the impact of health insurance was a main 
factor in this context. The U.S. Department of Health and 
Human Services  (n.d.) highlights that inadequate health in-
surance is a major obstacle to accessing healthcare. The 2020 
Commonwealth Fund International Health Policy Survey 
revealed that 50% of adults with lower income in the United 
States skipped necessary medical care due to cost, compared 
to 12%–15% in other countries (U.S. Department of Health 
and Human Services  n.d.). The 2021 USA National Health 
Interview Survey found that 7% of individuals faced barri-
ers to obtaining essential medical care because of cost (U.S. 
Department of Health and Human Services  n.d.). Many pa-
tients experienced financial toxicity, and the shortfall between 
fees charged and rebates provided was found to influence PC 
provider follow- up compliance.

Affordability continues to be a significant factor affecting 
PC. According to a comparison by Schneider et al.  (2021) and 
Corscadden et al. (2017) of the health system performance of 11 
high- income countries, Australia's healthcare system ranks for 
affordability in the lowest three countries. In Australia, 45.8% 
of young people stated that the cost of follow- up and health in-
surance remains one of the primary barriers to accessing timely 
healthcare (Kang et  al.  2020). The percentage of Australian 
patients who delayed or did not see a GP due to cost increased 
from 3.5% (2020–22) to 7.0% (2022–2023) (Australian Institute of 
Health and Welfare 2024).

Having a regular PC provider has been shown to facilitate fol-
low- up post- ED discharge, yet this review identified that many 
patients faced additional difficulties with the availability of ap-
pointments in the community setting. Twenty- seven per cent 
of Australian adults experienced difficulties with out- of- hours 
access, which was higher than 5 of 10 comparator countries 
in Corscadden et al.  (2017). Australian Institute of Health and 
Welfare (2020) reported that in 2016, half of the patients did not 
see a GP when they felt they needed to as they could not get an 
appointment.

Internationally, there is significant variability between the de-
mand and supply of the PC provider workforce, which inev-
itably impacts patient access, clinical outcomes and increased 
expenditure on emergency care services due to increased 
usage (Australian Medical Association  2022; Risdon  2023; 
Robeznieks  2022). While the demand for PC providers is in-
creasing at a rapid rate due to population growth and ageing, 
and increased prevalence of long- term conditions, such as 
cancer, cardiovascular disease and diabetes, this problem is a 
mainstay in healthcare systems internationally, and will only 
compound the problem even further in years to come (Cowling 
et al. 2013; Robeznieks 2022).

A further clinically important finding in this review was that 
often patients did not understand discharge instructions and 
rationales for the requirement of further PC provider follow- up 
appointments. This observation underscores and points to 

fundamental failings in care, and a lack of patient–clinician 
communication to optimise supported self- management in 
the ED setting (Schneider et  al.  2021). High- risk patients and 
marginalised groups, who were particularly vulnerable not to 
receiving a timely PC provider appointment, were patients in 
minority groups (Mitchell, Li, and Decker 2023) and older peo-
ple (Jeffreys et  al.  2022; Mitchell, Li, and Decker  2023; Shaw 
et al. 2013). Likewise, PC providers are at the centre of ongoing 
care coordination to provide safe and high- quality care.

Patients require timely transitions of care from ED to reduce 
unavoidable hospitalisations and optimise self- management 
of long- term conditions, which requires an individualised and 
multicomponent approach to care coordination. Older people 
with complex health issues are most likely to undergo multiple 
transitions of care and are at the highest risk of adverse events. 
Therefore, time and care taken by members of the multidisci-
plinary team in the ED setting are imperative to clearly com-
municate the patient's own role and responsibilities as active 
partners in their care.

Given the complexities of the barriers to effective care transi-
tions from ED to PC providers highlighted in this review, there 
is no ‘one size fits all’ solution to providing and delivering care 
transitions. A range of strategies are needed and should be 
considered, nuanced for target groups and sensitive to geo-
graphical areas, long- term conditions, disabilities and people 
with individualised care needs. Interventions that might be 
considered beneficial and in no order included: educating and 
supporting patients, families and carers, improved communi-
cation and standardised documentation to be included from 
ED to PC providers, providing patients with PC provider ap-
pointments at the point of ED discharge and consideration to 
assigning case managers or care coordinators for people with 
complex care needs.

5.1   |   Strengths and Limitations

This systematic review has several strengths which included 
the use of a rigorous and transparent review process, and the 
reviewers followed a registered systematic review protocol to re-
duce bias. However, there are several important limitations to 
acknowledge. Studies were limited to those in the English lan-
guage, consequently data may have been omitted. We did not 
include transitions of care to outpatient clinics or transitional 
clinics as our research question focussed exclusively on barriers 
and facilitators of care transitions from ED to PC providers.

6   |   Conclusions

Barriers to transitions of care are affordability, suboptimal 
communication between health professionals and a lack of ed-
ucation provided to patients to understand the importance of 
PC provider follow- up post- ED episode of care. Future recom-
mendations to provide effective transitions of care would be to 
optimise supported self- management for patients and deliver 
timely and clear communication with standardised discharge 
documentation to be shared between ED and PC providers.
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7   |   Relevance to Clinical Practice

This review has identified that the transition of care is com-
plicated and influenced by a range of barriers and facilitators. 
Clinical practice interventions should integrate a comprehensive 
approach and be supported by financing mechanisms, provide re-
liable transfer of discharge care plans, address suboptimal patient- 
clinician communication in the ED setting to enhance supported 
self- management for patients and consider case managers and 
care coordinators for patients living with complex health condi-
tions. There is no one size fits all approach in the delivery of care 
transitions between ED and PC providers, and future research 
should target high- risk groups such as older people, those with 
complex conditions and those from small minority groups.

Author Contributions

Kathleen Hain: conceptualisation, methodology, validation, screen-
ing, data extraction, formal analysis, interpretation and writing original 
draft. Jennie M. Scarvell: methodology, validation, screening, inter-
pretation, writing – reviewing and editing and supervision. Catherine 
Paterson: conceptualisation, methodology, validation, screening, data 
extraction, formal analysis, interpretation, writing original draft, writ-
ing – reviewing and editing, supervision.

Acknowledgements

Open access publishing facilitated by Flinders University, as part of the 
Wiley - Flinders University agreement via the Council of Australian 
University Librarians.

Conflicts of Interest

The authors declare no conflicts of interest.

Data Availability Statement

All data are available within the existing published studies included and 
in supplementary files of this paper.

References

Afilalo, M., E. Lang, R. Léger, et  al. 2007. “Impact of a Standardized 
Communication System on Continuity of Care Between Family 
Physicians and the Emergency Department.” Journal of the Canadian 
Association of Emergency Physicians 9, no. 2: 79–86.

Aghajafari, F., S. Sayed, N. Emami, E. Lang, and J. Abraham. 2020. 
“Optimizing Emergency Department Care Transitions to Outpatient 
Settings: A Systematic Review and Meta- Analysis.” American Journal 
of Emergency Medicine 38: 2667–2680. https:// doi. org/ 10. 1016/j. ajem. 
2020. 07. 043.

Atzema, C. L., B. Yu, N. M. Ivers, et al. 2015. “Incident Atrial Fibrillation 
in the Emergency Department in Ontario: A Population- Based 
Retrospective Cohort Study of Follow- Up Care.” Canadian Medical 
Association Journal Open 3, no. 2: E182–E191. https:// doi. org/ 10. 9778/ 
cmajo. 20140099.

Atzema, C. L., B. Yu, N. M. Ivers, et al. 2018. “Predictors Of Obtaining 
Follow- Up Care in the Province of Ontario, Canada, Following a New 
Diagnosis of Atrial Fibrillation, Heart Failure, and Hypertension in the 
Emergency Department.” Canadian Journal of Emergency Medicine 20, 
no. 3: 377–391.

Australian Commission of Safety and Quality in Health Care. 2018. 
“Hospital- Acquired Complications Fact Sheets Supporting Safety and 
Quality in Australian Health Services.” https:// www. safet yandq uality. 

gov. au/ sites/  defau lt/ files/  migra ted/ Short -  Hospi tal-  Acqui red-  Compl 
icati ons-  Facts heets -  all-  HACs. pdf.

Australian Government. 2021. “Ongoing Telehealth – Strengthening 
Primary Care.” https:// www. health. gov. au/ sites/  defau lt/ files/  docum 
ents/ 2021/ 12/ ongoi ng-  teleh ealth -  stren gthen ing-  prima ry-  care. pdf.

Australian Institute of Health and Welfare. 2020. “Coordination of 
Health Care: Experiences of Barriers to Accessing Health Services 
Among Patients Aged 45 and Over 46.” https:// www. aihw. gov. au/ repor 
ts/ prima ry-  healt h-  care/ coord inati on-  of-  healt h-  care-  exper ience s-  barri 
ers/ summary.

Australian Institute of Health and Welfare. 2021. “Emergency Care.” 
https:// www. aihw. gov. au/ repor ts-  data/ myhos pitals/ secto rs/ emerg 
ency-  depar tment -  care.

Australian Institute of Health and Welfare. 2024. “General Practice, 
Allied Health and Other Primary Care Services.” https:// www. aihw. 
gov. au/ repor ts/ prima ry-  healt h-  care/ gener al-  pract ice-  allie d-  healt h-  
prima ry-  care# barri ers-  gp.

Australian Medical Association. 2022. “The General Practitioner 
Workforce: Why the Neglect Must End.” https:// www. ama. com. au/ 
sites/  defau lt/ files/  2022-  11/ AMA-  Resea rch-  and-  Refor m-  Gener al-  pract 
ition er-  workf orce-  why-  the-  negle ct-  must-  end-  final. pdf.

Baren, J. M., E. D. Boudreaux, B. E. Brenner, et al. 2006. “Randomized 
Controlled Trial of Emergency Department Interventions to Improve 
Primary Care Follow- Up for Patients With Acute Asthma.” Chest 129, 
no. 2: 257–265.

Barr, M. L., H. Welberry, J. Hall, et  al. 2021. “General Practitioner 
Follow- Up After Hospitalisation in Central and Eastern Sydney, 
Australia: Access and Impact on Health Services.” Australian Health 
Review 45: 247–254. https:// doi. org/ 10. 1071/ AH119285.

Blanchard, J. M. D., K. Ogle, O. Thomas, D. M. D. Lung, B. M. D. M. 
P. H. Asplin, and N. M. D. M. Lurie. 2008. “Access to Appointments 
Based on Insurance Status in Washington, DC.” Journal of Health Care 
for the Poor and Underserved 19, no. 3: 687–696. https:// doi. org/ 10. 1353/ 
hpu.0. 0036.

Bramer, W. M., D. Giustinie, G. B. de Jonge, L. Holland, and T. Bekhuis. 
2016. “De- Duplication of Database Search Results for Systematic 
Reviews in EndNote.” Journal of the Medical Library Association 104, 
no. 3: 240–243. https:// doi. org/ 10. 3163/ 1536-  5050. 104.3. 014.

Broadwater- Hollifield, C., T. E. Madsen, C. A. Porucznik, et al. 2015. 
“Predictors of Patient Adherence to Follow- Up Recommendations After 
an ED Visit.” American Journal of Emergency Medicine 33, no. 10: 1368–
1373. https:// doi. org/ 10. 1016/j. ajem. 2015. 07. 032.

Carmel, A. S., P. Steel, R. Tanouye, et  al. 2017. “Rapid Primary Care 
Follow- Up From the ED to Reduce Avoid Hospital Admissions.” 
Western Journal of Emergency Medicine 18, no. 5: 870–876. https:// doi. 
org/ 10. 5811/ westj em. 2017.5. 33593 .

Centre of Reviews and Dissemination. 2008. “Systematic Reviews: 
CRD's Guidance for Undertaking Reviews in Healthcare.”

Chou, S.- C., C. Rothenberg, A. Agnoli, et  al. 2018. “Patient Centered 
Medical Homes Did Not Improve Access to Timely Follow- Up After 
ED Visit.” American Journal of Emergency Medicine 36, no. 5: 854–858. 
https:// doi. org/ 10. 1016/j. ajem. 2018. 01. 070.

Corscadden, L., J. F. Levesque, V. Lewis, et  al. 2017. “Barriers to 
Accessing Primary Health Care: Comparing Australian Experiences 
Internationally.” Australian Journal of Primary Health 23, no. 3: 223–
228. https:// doi. org/ 10. 1071/ py16093.

Cowling, T. E., E. V. Cecil, M. A. Soljak, et al. 2013. “Access to Primary 
Care and Visits to Emergency Departments in England: A Cross- 
Sectional, Population- Based Study.” PLoS One 8, no. 6: e66699. https:// 
doi. org/ 10. 1371/ journ al. pone. 0066699.

Croake, S., J. D. Brown, D. Miller, et al. 2017. “Follow- Up Care After 
Emergency Department Visits for Mental and Substance Use Disorders 

 13652702, 2025, 4, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/jocn.17434 by T

he R
obert G

ordon U
niversity, W

iley O
nline L

ibrary on [04/04/2025]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense

https://doi.org/10.1016/j.ajem.2020.07.043
https://doi.org/10.1016/j.ajem.2020.07.043
https://doi.org/10.9778/cmajo.20140099
https://doi.org/10.9778/cmajo.20140099
https://www.safetyandquality.gov.au/sites/default/files/migrated/Short-Hospital-Acquired-Complications-Factsheets-all-HACs.pdf
https://www.safetyandquality.gov.au/sites/default/files/migrated/Short-Hospital-Acquired-Complications-Factsheets-all-HACs.pdf
https://www.safetyandquality.gov.au/sites/default/files/migrated/Short-Hospital-Acquired-Complications-Factsheets-all-HACs.pdf
https://www.health.gov.au/sites/default/files/documents/2021/12/ongoing-telehealth-strengthening-primary-care.pdf
https://www.health.gov.au/sites/default/files/documents/2021/12/ongoing-telehealth-strengthening-primary-care.pdf
https://www.aihw.gov.au/reports/primary-health-care/coordination-of-health-care-experiences-barriers/summary
https://www.aihw.gov.au/reports/primary-health-care/coordination-of-health-care-experiences-barriers/summary
https://www.aihw.gov.au/reports/primary-health-care/coordination-of-health-care-experiences-barriers/summary
https://www.aihw.gov.au/reports-data/myhospitals/sectors/emergency-department-care
https://www.aihw.gov.au/reports-data/myhospitals/sectors/emergency-department-care
https://www.aihw.gov.au/reports/primary-health-care/general-practice-allied-health-primary-care#barriers-gp
https://www.aihw.gov.au/reports/primary-health-care/general-practice-allied-health-primary-care#barriers-gp
https://www.aihw.gov.au/reports/primary-health-care/general-practice-allied-health-primary-care#barriers-gp
https://www.ama.com.au/sites/default/files/2022-11/AMA-Research-and-Reform-General-practitioner-workforce-why-the-neglect-must-end-final.pdf
https://www.ama.com.au/sites/default/files/2022-11/AMA-Research-and-Reform-General-practitioner-workforce-why-the-neglect-must-end-final.pdf
https://www.ama.com.au/sites/default/files/2022-11/AMA-Research-and-Reform-General-practitioner-workforce-why-the-neglect-must-end-final.pdf
https://doi.org/10.1071/AH119285
https://doi.org/10.1353/hpu.0.0036
https://doi.org/10.1353/hpu.0.0036
https://doi.org/10.3163/1536-5050.104.3.014
https://doi.org/10.1016/j.ajem.2015.07.032
https://doi.org/10.5811/westjem.2017.5.33593
https://doi.org/10.5811/westjem.2017.5.33593
https://doi.org/10.1016/j.ajem.2018.01.070
https://doi.org/10.1071/py16093
https://doi.org/10.1371/journal.pone.0066699
https://doi.org/10.1371/journal.pone.0066699


1223

Among Medicaid Beneficiaries.” Psychiatric Services 68, no. 6: 566–572. 
https:// doi. org/ 10. 1176/ appi. ps. 20150 0529.

Day, C. B., R. R. Witt, and N. D. Oelke. 2016. “Integrated Care 
Transitions: Emergency to Primary Health Care: Managing Community 
Care.” Journal of Integrated Care 24, no. 4: 225–232. https:// doi. org/ 10. 
1108/ JICA-  06-  2016-  0022.

DeRemer, C. E., S. R. Lyons, E. J. Harman, K. Quinn, and J. 
Konopack. 2021. “Impact of a Student Pharmacist Pilot Focused on 
the Transitions of Care Process From Emergency Department Visits 
to Family Medicine Follow- Up in a Rural Patient Setting.” Journal of 
Pharmacy Practice 34, no. 5: 746–749. https:// doi. org/ 10. 1177/ 08971 
90020 905468.

Ferayorni, A., M. Sinha, and F. W. McDonald. 2011. “Health Issues 
Among Foreign Born Uninsured Children Visiting an Inner City 
Pediatric Emergency Department.” Journal of Immigrant and 
Minority Health 13, no. 3: 434–444. https:// doi. org/ 10. 1007/ s1090 
3-  010-  9386-  9.

Foster, S. D., K. Hart, C. J. Lindsell, C. N. Miller, and M. S. Lyons. 2018. 
“Impact of a low Intensity and Broadly Inclusive ED Care Coordination 
Intervention on Linkage to Primary Care and ED Utilization.” American 
Journal of Emergency Medicine 36, no. 12: 2219–2224. https:// doi. org/ 10. 
1016/j. ajem. 2018. 04. 005.

Glick, A. F., J. N. Farkas, B. P. Dreyer, et al. 2017. “Parental Management 
of Discharge Instructions: A Systematic Review.” Pediatrics 140, no. 2: 
e20164165. https:// doi. org/ 10. 1542/ peds. 2016-  4165.

Grimholt, T. K., D. Jacobsen, O. R. Haavet, et  al. 2015. “Structured 
Follow- Up by General Practitioners After Deliberate Self- Poisoning: A 
Randomised Controlled Trial.” BMC Psychiatry 15: 245. https:// doi. org/ 
10. 1186/ s1288 8-  015-  0635-  2.

Hanna, S., C. W. M. Tam, A. Knight, et  al. 2020. “The ED2GP 
(Emergency Department to General Practice) for Women Study: 
Understanding Lower Follow- Up Rates Among Older Women.” 
Australian Journal of Primary Health 26, no. 5: 396–401. https:// doi. 
org/ 10. 1071/ PY19221.

Hastings, S., K. Stechuchak, E. Oddone, et  al. 2012. “Older Veterans 
and Emergency Department Discharge Information.” British Medical 
Journal Quality & Safety 21, no. 10: 835–842. https:// doi. org/ 10. 1136/ 
bmjqs -  2011-  000538.

Hesselink, G., L. Schoonhoven, P. Barach, et  al. 2012. “Improving 
Patient Handovers From Hospital to Primary Care.” Annals of Internal 
Medicine 157: 417–428.

Hong, Q. N., P. Pluye, S. Fabregues, et  al. 2018. “Mixed Methods 
Appraisal Tool (MMAT) Version 2018 User Guide.” http:// mixed metho 
dsapp raisa ltool public. pbwor ks. com/w/ file/ fetch/  12791 6259/ MMAT_ 
2018_ crite ria-  manual_ 2018-  08-  01_ ENG. pdf.

Huang, L. Y. I., S. J. Fogarty, S. J. Ng, and W. Y. S. Wang. 2019. “Rates 
and Predictors of General Practitioner (GP) Follow Up Post Discharge 
From a Tertiary Hospital Cardiology Unit: A Retrospective Cohort 
Study.” British Medical Journal Open 9: e031627. https:// doi. org/ 10. 
1136/ bmjop en-  2019-  031627.

Hunchak, C., D. Tannenbaum, M. Roberts, et  al. 2015. “Closing the 
Circle of Care: Implementation of a Web- Based Communication Tool 
to Improve Emergency Department Discharge Communication With 
Family Physicians.” Journal of the Canadian Association of Emergency 
Physicians 17, no. 2: 123–130. https:// doi. org/ 10. 2310/ 8000. 2014. 141327.

Independent Hospital Pricing Authority. 2021. “Pricing and Funding 
for Safety and Quality Risk Adjusted Model for Hospital Acquired 
Complications National Efficient Price Determination 2021–22.” https:// 
www. ihacpa. gov. au/ sites/  defau lt/ files/  2022-  02/ Prici ng% 20and% 20fun 
ding% 20for% 20saf ety% 20and% 20qua lity% 20% E2% 80% 93% 20Hos 
pital% 20acq uired% 20com plica tions% 202021% E2% 80% 9322. pdf.

Jeffreys, M., K. Smiler, L. Ellison Loschmann, M. Pledger, J. Kennedy, 
and J. Cumming. 2022. “Consequences of Barriers to Primary Health 

Care for Children in Aotearoa New Zealand.” SSM – Population Health 
17: 101044. https:// doi. org/ 10. 1016/j. ssmph. 2022. 101044.

Kang, M., F. Robards, G. Luscombe, L. Sanci, and T. Usherwood. 2020. 
“The Relationship Between Having a Regular General Practitioner (GP) 
and the Experience of Healthcare Barriers: A Cross- Sectional Study 
Among Young People in NSW, Australia, With Oversampling From 
Marginalised Groups.” BioMed Central 21: 220. https:// doi. org/ 10. 1186/ 
s1287 5-  020-  01294 -  8.

Katz, E. B., E. R. Carrier, C. A. Umscheid, and J. M. Pines. 2012. 
“Comparative Effectiveness of Care Coordination Interventions in the 
Emergency Department: A Systematic Review.” Annals of Emergency 
Medicine 60: 12–23.

Lefebvre, C. G., S. Briscoe, R. Feathersone, et al. 2021. “Searching for 
and Selecting Studies.” In Cochrane Handbook for Systematic Reviews of 
Interventions Version 6.3, edited by J. Higgins, J. Thomas, J. Chandler, 
M. L. Cumpston, T. Li, M. J. Page, and V. Welch. Hoboken, NJ: John 
Wiley & Sons. (Updated February 2022).

Lin, M. P., R. C. Bourke, E. J. Orav, T. H. Friend, and L. G. Burke. 2020. 
“Ambulatory Follow- Up and Outcomes Among Medicare Beneficiaries 
After Emergency Department Discharge.” JAMA Network Open 3, no. 
10: e2019878. https:// doi. org/ 10. 1001/ jaman etwro kopen. 2020. 19878 .

Lowthian, J., R. A. McGiness, C. A. Brand, A. L. Barker, and P. A. 
Cameron. 2015. “Discharging Older Patients From the Emergency 
Department Effectively: A Systematic Review and Meta- Analysis.” Age 
and Aging 44: 761–770. https:// doi. org/ 10. 1093/ aging/  afv102.

Luciani- McGillivray, I., J. Cushing, and H. Lee. 2020. “Nurse- Led 
Call Back Program to Improve Patient Follow- Up With Providers 
After Discharge From the Emergency Department.” Journal of Patient 
Experience 7: 1349–1356. https:// doi. org/ 10. 1177/ 23743 73520 947925.

Magidson, P. D., J. Huang, E. B. Levitan, A. O. Westfall, O. C. Sheehan, 
and D. L. Roth. 2020. “Prompt Outpatient Care for Older Adults 
Discharged From the Emergency Department Reduces Recidivism.” 
Western Journal of Emergency Medicine 21, no. 6: 198–204. https:// doi. 
org/ 10. 5811// westj em. 2020.8. 47276 .

Merritt, R. J., P. Kulie, A. W. Long, T. Choudhri, and M. L. McCarthy. 
2020. “Randomized Controlled Trial to Improve Primary Care 
Follow- Up Among Emergency Department Patients.” American Journal 
of Emergency Medicine 38, no. 6: 1115–1122. https:// doi. org/ 10. 1016/j. 
ajem. 2019. 158384.

Mitchell, J., X. Li, and P. J. Decker. 2023. “Community- Level 
Characteristics of Timely PCP Follow- Up Care and Post- Discharge ER 
Usage.” Hospital Topics 101, no. 1: 1–8. https:// doi. org/ 10. 1080/ 00185 
868. 2021. 1955061.

Moher, D., A. Liberati, J. Tetzlaff, and D. G. Altman. 2009. “Preferred 
Reporting Items for Systematic Reviews and Meta- Analysis: The 
PRISMA Statement.” British Medical Journal 2009: 2353.

Morley, C., M. Unwin, G. M. Peterson, and J. Stankovich. 2018. 
“Emergency Department Overcrowding: A Systematic Review of 
Causes, Consequences and Solutions.” PLoS One 13: e0203316. https:// 
doi. org/ 10. 1371/ journ al. pone. 0203316.

Nielsen, L., L. Østergaard, T. Maribo, H. Kirkegaard, and K. Petersen. 
2019. “Returning to Everyday Life After Discharge From a Short- Stay 
Unit at the Emergency Department—A Qualitative Study of Elderly 
patients' Experiences.” International Journal of Qualitative Studies on 
Health and Well- Being 14, no. 1: 1–12. https:// doi. org/ 10. 1080/ 17482 631. 
2018. 1563428.

Pluye, P., E. Robert, M. Cargo, et al. 2011. “Proposal: A Mixed Methods 
Appraisal Tool for Systematic Mixed Studies Reviews.” http:// mixed 
metho dappr aisal toolp ublic. pbwor ks. com.

Qureshi, R., S. E. Asha, M. Zahra, and S. Howell. 2012. “Factors 
Associated With Failure to Follow up With a General Practitioner After 
Discharge From the Emergency Department.” Emergency Medicine 
Australasia 24: 604–609. https:// doi. org/ 10. 1111/j. 1742. x.

 13652702, 2025, 4, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/jocn.17434 by T

he R
obert G

ordon U
niversity, W

iley O
nline L

ibrary on [04/04/2025]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense

https://doi.org/10.1176/appi.ps.201500529
https://doi.org/10.1108/JICA-06-2016-0022
https://doi.org/10.1108/JICA-06-2016-0022
https://doi.org/10.1177/0897190020905468
https://doi.org/10.1177/0897190020905468
https://doi.org/10.1007/s10903-010-9386-9
https://doi.org/10.1007/s10903-010-9386-9
https://doi.org/10.1016/j.ajem.2018.04.005
https://doi.org/10.1016/j.ajem.2018.04.005
https://doi.org/10.1542/peds.2016-4165
https://doi.org/10.1186/s12888-015-0635-2
https://doi.org/10.1186/s12888-015-0635-2
https://doi.org/10.1071/PY19221
https://doi.org/10.1071/PY19221
https://doi.org/10.1136/bmjqs-2011-000538
https://doi.org/10.1136/bmjqs-2011-000538
http://mixedmethodsappraisaltoolpublic.pbworks.com/w/file/fetch/127916259/MMAT_2018_criteria-manual_2018-08-01_ENG.pdf
http://mixedmethodsappraisaltoolpublic.pbworks.com/w/file/fetch/127916259/MMAT_2018_criteria-manual_2018-08-01_ENG.pdf
http://mixedmethodsappraisaltoolpublic.pbworks.com/w/file/fetch/127916259/MMAT_2018_criteria-manual_2018-08-01_ENG.pdf
https://doi.org/10.1136/bmjopen-2019-031627
https://doi.org/10.1136/bmjopen-2019-031627
https://doi.org/10.2310/8000.2014.141327
https://www.ihacpa.gov.au/sites/default/files/2022-02/Pricing and funding for safety and quality %E2%80%93 Hospital acquired complications 2021%E2%80%9322.pdf
https://www.ihacpa.gov.au/sites/default/files/2022-02/Pricing and funding for safety and quality %E2%80%93 Hospital acquired complications 2021%E2%80%9322.pdf
https://www.ihacpa.gov.au/sites/default/files/2022-02/Pricing and funding for safety and quality %E2%80%93 Hospital acquired complications 2021%E2%80%9322.pdf
https://www.ihacpa.gov.au/sites/default/files/2022-02/Pricing and funding for safety and quality %E2%80%93 Hospital acquired complications 2021%E2%80%9322.pdf
https://doi.org/10.1016/j.ssmph.2022.101044
https://doi.org/10.1186/s12875-020-01294-8
https://doi.org/10.1186/s12875-020-01294-8
https://doi.org/10.1001/jamanetwrokopen.2020.19878
https://doi.org/10.1093/aging/afv102
https://doi.org/10.1177/2374373520947925
https://doi.org/10.5811//westjem.2020.8.47276
https://doi.org/10.5811//westjem.2020.8.47276
https://doi.org/10.1016/j.ajem.2019.158384
https://doi.org/10.1016/j.ajem.2019.158384
https://doi.org/10.1080/00185868.2021.1955061
https://doi.org/10.1080/00185868.2021.1955061
https://doi.org/10.1371/journal.pone.0203316
https://doi.org/10.1371/journal.pone.0203316
https://doi.org/10.1080/17482631.2018.1563428
https://doi.org/10.1080/17482631.2018.1563428
http://mixedmethodappraisaltoolpublic.pbworks.com
http://mixedmethodappraisaltoolpublic.pbworks.com
https://doi.org/10.1111/j.1742.x


1224 Journal of Clinical Nursing, 2025

Rider, A. C., C. S. Kessler, G. R. Schwarz, et al. 2018. “Transition of Care 
From the Emergency Department to the Outpatient Setting: A Mixed- 
Methods Analysis.” Western Journal of Emergency Medicine 19, no. 2: 
245–253.

Risdon, C. 2023. “The Impact of Not Having a Family Doctor: Patients 
Are Worse Off, and So Is the Health System.” https:// theco nvers ation. 
com/ the-  impac t-  of-  not-  havin g-  a-  famil y-  docto r-  patie nts-  arewo rse-  off-  
and-  so-  is-  the-  healt h-  syste m-  214937.

Robeznieks, A. 2022. “Doctor Shortages Are Here – and They'll Get 
Worse If We Don't Act Fast.” https:// www. ama-  assn. org/ pract ice-  
manag ement/  susta inabi lity/ docto r-  short ages-  are-  here-  and-  they-  ll-  get-  
worse -  if-  we-  don-  t-  act.

Schatz, M., G. Rachelefsky, and J. A. Krishnan. 2009. “Follow- Up After 
Acute Asthma Episodes: What Improves Future Outcomes?” Journal of 
Emergency Medicine 37: S42–S50.

Schenhals, E., P. Haidet, and L. E. Kass. 2019. “Barriers to Compliance 
With Emergency Department Discharge Instructions: Lessons Learned 
From Patients' Perspectives.” Internal and Emergency Medicine 14, no. 
1: 133–138. https:// doi. org/ 10. 1007/ s1173 9-  018-  1943-  6.

Schneider, E. C., A. Shah, M. M. Doty, R. Tikkanen, K. Fields, and R. 
D. Williams II. 2021. “Mirror, Mirror 2021 – Reflecting Poorly: Health 
Care in the U.S. Compared to Other High- Income Countries.” https:// 
doi. org/ 10. 26099/  01dv-  h208.

Schrader, C. D., R. D. Robinson, S. Blair, et  al. 2019. “Common 
Step- Wise Interventions Improved Primary Care Clinic Visits and 
Reduced Emergency Department Discharge Failures: A Large- Scale 
Retrospective Observational Study.” BioMed Central Health Services 
Research 19, no. 1: 451. https:// doi. org/ 10. 1186/ s1291 3-  019-  4300-  1.

Sharp, B., B. Singal, M. Pulia, J. Fowler, and S. Simmons. 2015. “You've 
Got Mail … And Need Follow- Up: The Effect and Patient Perception of 
E- Mail Follow- Up Reminders After Emergency Department Discharge.” 
Academic Emergency Medicine 22, no. 1: 47–53. https:// doi. org/ 10. 1111/ 
acem. 12564 .

Shaw, E. K., J. Howard, E. C. Clark, R. S. Etz, R. Arya, and A. F. Tallia. 
2013. “Decision- Making Processes of Patients Who Use the Emergency 
Department for Primary Care Needs.” Journal of Health Care for the 
Poor and Underserved 24, no. 3: 1288–1305. https:// doi. org/ 10. 1353/ hpu. 
2013. 0140.

Smith, S. R., D. Jaffe, E. Fisher, K. M. Trinkaus, G. Highstein, and R. C. 
Strunk. 2004. “Improving Follow- Up for Children With Asthma After 
an Acute Emergency Department Visit.” Journal of Pediatrics 145: 772–
777. https:// doi. org/ 10. 1016/j. jpeds. 2004. 08. 029.

Straus, J. H., S. T. Orr, and E. Charney. 1983. “Referrals From an 
Emergency Room to Primary Care Practices at an Urban Hospital.” 
American Journal of Public Health 73, no. 1: 57–61. https:// doi. org/ 10. 
2105/ ajph. 73.1. 57.

Thygesen, L. C., S. Forkdal, T. Gjorup, R. S. Taylor, and A.- D. Zwisler. 
2015. “Can Municipality- Based Post- Discharge Follow- Up Visits 
Including a General Practitioner Reduce Early Readmission Among the 
Fragile and Elderly (65+Years old)? A Randomised Controlled Trial.” 
Scandinavian Journal of Primary Health Care 33: 65–73. https:// doi. org/ 
10. 3109/ 02813 432. 2015. 1041831.

U.S. Department of Health and Human Services. n.d. “National Health 
Interview Survey (NHIS).” https:// health. gov/ healt hypeo ple/ objec tives 
-  and-  data/ data-  sourc es-  and-  metho ds/ data-  sourc es/ natio nal-  healt h-  
inter view-  surve y-  nhis.

van Loon- van Gaalen, M., B. van Winsen, M. C. van der Linden, J. 
Gussekloo, and R. C. van der Mast. 2021. “The Effect of a Telephone 
Follow- Up Call for Older Patients, Discharged Home From the 
Emergency Department on Health- Related Outocmes: A Systematic 
Review of Controlled Studies.” International Journal of Emergency 
Medicine 14: 13. https:// doi. org/ 10. 1186/ s1224 5-  021-  00336 -  x.

Vinker, S., E. Kitai, Y. Or, and S. Nakar. 2004. “Primary Care Follow 
up of Patients Discharged From the Emergency Department: A 
Retrospective Study.” BioMed Central Family Practice 5: 16. https:// doi. 
org/ 10. 1186/ 1471-  2296-  5-  16.

Wang, N. E., M. A. Gisondi, M. Golzari, T. M. van der Vlugt, and M. 
Tuuli. 2003. “Socioeconomic Disparities Are Negatively Associated 
With Pediatric Emergency Department Aftercare Compliance.” 
Academic Emergency Medicine 10: 1278–1284. https:// doi. org/ 10. 1197/ 
s1069 -  6563(03) 00499 -  8.

Watson, B., C. W. M. Tam, B. Pellizzon, L. Ban, and H. Doan. 2017. 
“General Practitioner Follow- Up in Older Patients After an Emergency 
Department Admission.” Royal Australian College of General 
Practitioners 46, no. 7: 521–526.

Whittemore, R., and K. Knafl. 2005. “The Integrative Review: Updated 
Methodoly.” Journal of Advanced Nursing 52: 546–553.

Williams, K. W., C. Word, M. R. Streck, and M. O. Titus. 2013. “Parental 
Education on Asthma Severity in the Emergency Department and 
Primary Care Follow- Up Rates.” Clinical Pediatrics 52, no. 7: 612–619. 
https:// doi. org/ 10. 1177/ 00099 22813 479163.

Winders, W. T., R. Ariizumi, K. Hart, et  al. 2018. “Hypertensive ED 
Patients: Missed Opportunities for Addressing Hypertension and 
Facilitating Outpatient Follow- Up.” American Journal of Emergency 
Medicine 36, no. 12: 2268–2275. https:// doi. org/ 10. 1016/j. ajem. 2018. 
09. 030.

Supporting Information

Additional supporting information can be found online in the 
Supporting Information section.

 13652702, 2025, 4, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/jocn.17434 by T

he R
obert G

ordon U
niversity, W

iley O
nline L

ibrary on [04/04/2025]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense

https://theconversation.com/the-impact-of-not-having-a-family-doctor-patients-areworse-off-and-so-is-the-health-system-214937
https://theconversation.com/the-impact-of-not-having-a-family-doctor-patients-areworse-off-and-so-is-the-health-system-214937
https://theconversation.com/the-impact-of-not-having-a-family-doctor-patients-areworse-off-and-so-is-the-health-system-214937
https://www.ama-assn.org/practice-management/sustainability/doctor-shortages-are-here-and-they-ll-get-worse-if-we-don-t-act
https://www.ama-assn.org/practice-management/sustainability/doctor-shortages-are-here-and-they-ll-get-worse-if-we-don-t-act
https://www.ama-assn.org/practice-management/sustainability/doctor-shortages-are-here-and-they-ll-get-worse-if-we-don-t-act
https://doi.org/10.1007/s11739-018-1943-6
https://doi.org/10.26099/01dv-h208
https://doi.org/10.26099/01dv-h208
https://doi.org/10.1186/s12913-019-4300-1
https://doi.org/10.1111/acem.12564
https://doi.org/10.1111/acem.12564
https://doi.org/10.1353/hpu.2013.0140
https://doi.org/10.1353/hpu.2013.0140
https://doi.org/10.1016/j.jpeds.2004.08.029
https://doi.org/10.2105/ajph.73.1.57
https://doi.org/10.2105/ajph.73.1.57
https://doi.org/10.3109/02813432.2015.1041831
https://doi.org/10.3109/02813432.2015.1041831
https://health.gov/healthypeople/objectives-and-data/data-sources-and-methods/data-sources/national-health-interview-survey-nhis
https://health.gov/healthypeople/objectives-and-data/data-sources-and-methods/data-sources/national-health-interview-survey-nhis
https://health.gov/healthypeople/objectives-and-data/data-sources-and-methods/data-sources/national-health-interview-survey-nhis
https://doi.org/10.1186/s12245-021-00336-x
https://doi.org/10.1186/1471-2296-5-16
https://doi.org/10.1186/1471-2296-5-16
https://doi.org/10.1197/s1069-6563(03)00499-8
https://doi.org/10.1197/s1069-6563(03)00499-8
https://doi.org/10.1177/0009922813479163
https://doi.org/10.1016/j.ajem.2018.09.030
https://doi.org/10.1016/j.ajem.2018.09.030


 
 
Supplementary Table 1.  Completed Checklist 

Section and 
Topic  

Item 
# Checklist item  Location where 

item is reported  
TITLE   
Title  1 Identify the report as a systematic review. Page 1 
ABSTRACT   
Abstract  2 See the PRISMA 2020 for Abstracts checklist. Page 1 
INTRODUCTION   
Rationale  3 Describe the rationale for the review in the context of existing knowledge. Pages 3 to 5 
Objectives  4 Provide an explicit statement of the objective(s) or question(s) the review addresses. Pages 5 and 6 
METHODS   
Eligibility criteria  5 Specify the inclusion and exclusion criteria for the review and how studies were grouped for the syntheses. Pages 6 to 7 
Information 
sources  

6 Specify all databases, registers, websites, organisations, reference lists and other sources searched or consulted to identify studies. 
Specify the date when each source was last searched or consulted. 

Page 7 

Search strategy 7 Present the full search strategies for all databases, registers and websites, including any filters and limits used. Supplementary 
Table 1 

Selection process 8 Specify the methods used to decide whether a study met the inclusion criteria of the review, including how many reviewers screened each 
record and each report retrieved, whether they worked independently, and if applicable, details of automation tools used in the process. 

Pages 8 to 9 

Data collection 
process  

9 Specify the methods used to collect data from reports, including how many reviewers collected data from each report, whether they worked 
independently, any processes for obtaining or confirming data from study investigators, and if applicable, details of automation tools used in 
the process. 

Pages 8 to 9 

Data items  10a List and define all outcomes for which data were sought. Specify whether all results that were compatible with each outcome domain in 
each study were sought (e.g. for all measures, time points, analyses), and if not, the methods used to decide which results to collect. 

Pages 8 to 9 

10b List and define all other variables for which data were sought (e.g. participant and intervention characteristics, funding sources). Describe 
any assumptions made about any missing or unclear information. 

Table 1 

Study risk of bias 
assessment 

11 Specify the methods used to assess risk of bias in the included studies, including details of the tool(s) used, how many reviewers assessed 
each study and whether they worked independently, and if applicable, details of automation tools used in the process. 

Pages 8 to 9 and 
Table 2 

Effect measures  12 Specify for each outcome the effect measure(s) (e.g. risk ratio, mean difference) used in the synthesis or presentation of results. Qualitative 
Synthesis 
methods 

13a Describe the processes used to decide which studies were eligible for each synthesis (e.g. tabulating the study intervention characteristics 
and comparing against the planned groups for each synthesis (item #5)). 

Figure 1, Table 1 

13b Describe any methods required to prepare the data for presentation or synthesis, such as handling of missing summary statistics, or data 
conversions. 

Table 1, STable 
2,  

13c Describe any methods used to tabulate or visually display results of individual studies and syntheses. Table 1, Stable 2 
13d Describe any methods used to synthesize results and provide a rationale for the choice(s). If meta-analysis was performed, describe the 

model(s), method(s) to identify the presence and extent of statistical heterogeneity, and software package(s) used. 
Page 10 and 
Table 2 

13e Describe any methods used to explore possible causes of heterogeneity among study results (e.g. subgroup analysis, meta-regression). N/A 
13f Describe any sensitivity analyses conducted to assess robustness of the synthesized results. Table 2 

Reporting bias 
assessment 

14 Describe any methods used to assess risk of bias due to missing results in a synthesis (arising from reporting biases). 
 
 

Table 1, page 8 

  



Certainty 
assessment 

15 Describe any methods used to assess certainty (or confidence) in the body of evidence for an outcome. Qualitative 

RESULTS   
Study selection  16a Describe the results of the search and selection process, from the number of records identified in the search to the number of studies 

included in the review, ideally using a flow diagram. 
Figure 1, Pages 
9 to 10 

16b Cite studies that might appear to meet the inclusion criteria, but which were excluded, and explain why they were excluded. Figure 1 
Study 
characteristics  

17 Cite each included study and present its characteristics. Table 1 

Risk of bias in 
studies  

18 Present assessments of risk of bias for each included study. Table 1, Table 2 

Results of 
individual studies  

19 For all outcomes, present, for each study: (a) summary statistics for each group (where appropriate) and (b) an effect estimate and its 
precision (e.g. confidence/credible interval), ideally using structured tables or plots. 

Table 1 

Results of 
syntheses 

20a For each synthesis, briefly summarise the characteristics and risk of bias among contributing studies. Table 1 
20b Present results of all statistical syntheses conducted. If meta-analysis was done, present for each the summary estimate and its precision 

(e.g. confidence/credible interval) and measures of statistical heterogeneity. If comparing groups, describe the direction of the effect. 
N/A 

20c Present results of all investigations of possible causes of heterogeneity among study results. Table 1, Pages 
11 to 19 

20d Present results of all sensitivity analyses conducted to assess the robustness of the synthesized results. N/A 
Reporting biases 21 Present assessments of risk of bias due to missing results (arising from reporting biases) for each synthesis assessed. Table 2 
Certainty of 
evidence  

22 Present assessments of certainty (or confidence) in the body of evidence for each outcome assessed. STable 2 

DISCUSSION   
Discussion  23a Provide a general interpretation of the results in the context of other evidence. Pages 17 to 21 

23b Discuss any limitations of the evidence included in the review. Page 20 
23c Discuss any limitations of the review processes used. Page 20 
23d Discuss implications of the results for practice, policy, and future research. Pages 20 to 22 

OTHER INFORMATION  
Registration and 
protocol 

24a Provide registration information for the review, including register name and registration number, or state that the review was not registered. Page 6 
24b Indicate where the review protocol can be accessed, or state that a protocol was not prepared. Page 6 
24c Describe and explain any amendments to information provided at registration or in the protocol. Page 6 

Support 25 Describe sources of financial or non-financial support for the review, and the role of the funders or sponsors in the review. N/A 
Competing 
interests 

26 Declare any competing interests of review authors. N/A 

Availability of 
data, code and 
other materials 

27 Report which of the following are publicly available and where they can be found: template data collection forms; data extracted from 
included studies; data used for all analyses; analytic code; any other materials used in the review. 

Software 
declared in 
methods 

 



 
 
Supplementary Table 2.  Search strategy 
 Database: MEDLINE 
Symbols used in this document: 
“   ” - finds a phrase 
Asterisk (*) - finds various endings to a word stem 
AB – Abstract 
Tl - Title 
MH - Main Heading (MeSH heading) 
+ - explodes the Main Heading 
Search 
# 

Concept/Explanation Search Terms/Strategy # of Results 

#1 Emergency departments AB (emergency N5 (department OR room OR accident)) OR “casualty 
department” OR “ED” OR “ed “ OR “a and e” OR “ER” OR “ers” OR 
“emergency treatment” OR “emergency medicine” or “accident department” 
OR “trauma centre” OR “trauma center” OR “urgency service”) 
 

275227 

#2  Tl (emergency N5 (department OR room OR accident)) OR “casualty 
department” OR “ED” OR “ed “ OR “a and e” OR “ER” OR “ers” OR 
“emergency treatment” OR “emergency medicine” or “accident department” 
OR “trauma centre” OR “trauma center” OR “urgency service”) 
 

74626 

#3  MH (“emergency service, hospital+”) 158886 

#4  MH (“emergency medical services+”) 91871 

#5  #1 OR #2 OR #3 OR #4 384952 

#6 Discharged patients and/or 
care transition 

AB (“patient discharge” OR “transition of care” OR “transfer of care” OR “care 
transition*” OR “patient transition*” OR “continuity of care” OR “patient care” 
OR “patient care planning” OR “continuity of patient care” OR “patient 
handoff” OR “handoff” OR “care coordination” OR “handover” OR “follow-up” 
OR “followup” OR “follow up instructions” OR “follow-up instructions”) 
 

1134931 



 
 
Supplementary Table 2.  Search strategy 
#7  Tl (“patient discharge” OR “transition of care” OR “transfer of care” OR “care 

transition*” OR “patient transition*” OR “continuity of care” OR “patient care” 
OR “patient care planning” OR “continuity of patient care” OR “patient 
handoff” OR “handoff” OR “care coordination” OR “handover” OR “follow-up” 
OR “followup” OR “follow up instructions” OR “follow-up instructions” 
 

124632 

#8  MH ("Patient Discharge+")  
 

35512 

#9  #6 OR #7 OR #8  1218033 

#10 Primary health care AB ("primary care" OR "primary health care" OR "primary healthcare" OR 
“general practitioner” OR “family physician” OR “primary care physician” OR 
“primary care practice” OR “family practice” OR “physician, primary care” OR 
“physician, family” OR “primary care provider” OR “primary care practice” OR 
“primary care setting” OR “general practice”) 
 

164720 

#11  Tl ("primary care" OR "primary health care" OR "primary healthcare" OR 
“general practitioner” OR “family physician” OR “primary care physician” OR 
“primary care practice” OR “family practice” OR “physician, primary care” OR 
“physician, family” OR “primary care provider” OR “primary care practice” OR 
“primary care setting” OR “general practice”) 
 

91909 

#12  MH (“Primary Health Care+”) 180090 
#13  #10 OR #11 OR #12 317599 
#14 Barriers and enablers  AB (barrier* OR enable* OR facilitat* OR experienc* OR communicat* OR 

adherence OR compliance OR “follow up*”) 
3559278 

#15  Tl (barrier* OR enable* OR facilitat* OR experienc* OR communicat* OR 
adherence OR compliance OR “follow up*”) 

642737 

#16  #14 OR #15 3841794 
#17 Care transition from 

emergency departments to 
primary health care, barriers, 
enablers, patient 
characteristics 

#5 AND #9 AND #13 AND #17 AND #20 3880 
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   LIMITS – English, peer reviewed, full text 644 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Database: Cumulative Index to Nursing and Allied Health Literature (CINAHL) 
Date of search: 19.3.22 



 
 
Supplementary Table 2.  Search strategy 
Symbols used in this document: 
“   ” - finds a phrase 
Asterisk (*) - finds various endings to a word stem 
MH - Main Heading (CINAHL heading) 
AB Abstract 
Tl Title 
+ - explodes the Main Heading 
Search 
# 

Concept/Explanati
on 

Search Terms/Strategy # of Results 

#1 Emergency 
departments 

AB (emergency N5 (department OR room OR accident)) OR “casualty department” OR 
“ED” OR “ed “ OR “a and e” OR “ER” OR “ers” OR “emergency treatment” OR 
“emergency medicine” or “accident department” OR “trauma centre” OR “trauma center” 
OR “urgency service” 
 

99181 

#2  T1 (emergency N5 (department OR room OR accident)) OR “casualty department” OR 
“ED” OR “ed “ OR “a and e” OR “ER” OR “ers” OR “emergency treatment” OR 
“emergency medicine” or “accident department” OR “trauma centre” OR “trauma center” 
OR “urgency service” 
 

52495 

#3   MH ("Emergency Service+") 67964 
#4  MH (“emergency medical services+”) 113993 
#5  #1 OR #2 OR #3 OR #4 193249 
#6 Discharged 

patients and/or 
care transition 

 AB (“patient discharge” OR “transition of care” OR “transfer of care” OR “care 
transition*” OR “patient transition*” OR “continuity of care” OR “patient care” OR “patient 
care planning” OR “continuity of patient care” OR “patient handoff” OR “handoff” OR 
“care coordination” OR “handover” OR “follow-up” OR “followup” OR “follow up 
instructions” OR “follow-up instructions”) 
 

325295 

#7  Tl (“patient discharge” OR “transition of care” OR “transfer of care” OR “care transition*” 
OR “patient transition*” OR “continuity of care” OR “patient care” OR “patient care 
planning” OR “continuity of patient care” OR “patient handoff” OR “handoff” OR “care 
coordination” OR “handover” OR “follow-up” OR “followup” OR “follow up instructions” 
OR “follow-up instructions”) 
 

47506 



 
 
Supplementary Table 2.  Search strategy 
#8  MH (“Patient Discharge+”) 34635 
#9  #6 OR #7 OR #8 380497 
#10 Primary health care AB "primary care" OR "primary health care" OR "primary healthcare" OR “general 

practitioner” OR “family physician” OR “primary care physician” OR “primary care 
practice” OR “family practice” OR “physician, primary care” OR “physician, family” OR 
“primary care provider” OR “primary care practice” OR “primary care setting” OR 
“general practice” 
 

87193 

#11  Tl "primary care" OR "primary health care" OR "primary healthcare" OR “general 
practitioner” OR “family physician” OR “primary care physician” OR “primary care 
practice” OR “family practice” OR “physician, primary care” OR “physician, family” OR 
“primary care provider” OR “primary care practice” OR “primary care setting” OR 
“general practice” 
 

50697 

#12  MH “Primary Health Care” 70250 
#13  #9 OR #10 OR #11 136081 
#14 Barriers and 

enablers  
AB barrier* OR enable* OR facilitat* OR experienc* OR communicat* OR adherence 
OR compliance OR “follow up*” 

1008717 

#15  Tl barrier* OR enable* OR facilitat* OR experienc* OR communicat* OR adherence OR 
compliance OR “follow up*” 
 

254129 

#16  #14 OR #15 1125886 
#17 Care transition 

from emergency 
departments to 
primary health 
care, barriers, 
enablers,  

#5 AND #9 AND #13 AND #16 983 

  Limits English, Full text, Peer reviewed 249 
 
  



 
 
Supplementary Table 2.  Search strategy 
Database: Proquest Nursing and Allied Health database 
Date of search: 19.3.22 
Symbols used in this document: 
TI – Searching the Title and Abstract fields  
AB - Abstract 
“   ” - finds a phrase 
Asterisk (*) - finds various endings to a word stem 
MH - Main Heading (MeSH heading) 
+ - explodes the Main Heading 
Search 
# 

Concept/Explanati
on 

Search Terms/Strategy # of Results 

#1 Emergency 
departments 

AB (emergency N5 (department OR room OR accident)) OR “casualty 
department” OR “ED” OR “ed “ OR “a and e” OR “ER” OR “ers” OR 
“emergency treatment” OR “emergency medicine” or “accident department” OR 
“trauma centre” OR “trauma center” OR “urgency service” 
 

48079 

#2  Tl (emergency N5 (department OR room OR accident)) OR “casualty 
department” OR “ED” OR “ed “ OR “a and e” OR “ER” OR “ers” OR 
“emergency treatment” OR “emergency medicine” or “accident department” OR 
“trauma centre” OR “trauma center” OR “urgency service” 
 

13924 

#3  MH ("Emergency Service,Hospital+") 5194 
#4  MH (“emergency medical services+”) 2380 
#5   #1 OR #2 OR #3 OR #4  60694 
#6 Discharged 

patients and/or 
care transition 

AB (“patient discharge” OR “transition of care” OR “transfer of care” OR “care 
transition*” OR “patient transition*” OR “continuity of care” OR “patient care” 
OR “patient care planning” OR “continuity of patient care” OR “patient handoff” 
OR “handoff” OR “care coordination” OR “handover” OR “follow-up” OR 
“followup” OR “follow up instructions” OR “follow-up instructions”) 
 

203202 

#7  Tl (“patient discharge” OR “transition of care” OR “transfer of care” OR “care 
transition*” OR “patient transition*” OR “continuity of care” OR “patient care” 
OR “patient care planning” OR “continuity of patient care” OR “patient handoff” 

22055 
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OR “handoff” OR “care coordination” OR “handover” OR “follow-up” OR 
“followup” OR “follow up instructions” OR “follow-up instructions”) 
 

#8  MH ("Patient Discharge") 2294 
#9  #6 OR #7 OR #8 214373 
#10 Primary health care AB ("primary care" OR "primary health care" OR "primary healthcare" OR 

“general practitioner” OR “family physician” OR “primary care physician” OR 
“primary care practice” OR “family practice” OR “physician, primary care” OR 
“physician, family” OR “primary care provider” OR “primary care practice” OR 
“primary care setting” OR “general practice”) 
 

60700 

#11  Tl ("primary care" OR "primary health care" OR "primary healthcare" OR 
“general practitioner” OR “family physician” OR “primary care physician” OR 
“primary care practice” OR “family practice” OR “physician, primary care” OR 
“physician, family” OR “primary care provider” OR “primary care practice” OR 
“primary care setting” OR “general practice”) 
 

24899 

#12  MH ("Primary Health Care”) 5832 
#13  #10 OR #11 OR #12 71337 
#14 Barriers and 

enablers  AB (barrier* OR enable* OR facilitat* OR experienc* OR communicat* OR 
adherence OR compliance OR “follow up*” OR “patient compliance” 
 

710344 

#15  Tl (barrier* OR enable* OR facilitat* OR experienc* OR communicat* OR 
adherence OR compliance OR “follow up*” OR “patient compliance”) 
 

125430 

#16  #14 OR #15 752704 
#17 Care transition 

from emergency 
departments to 
primary health 
care, barriers, 
enablers,  

#5 AND #9 AND #13 AND #16 335 

  LIMITS English, peer reviewed, full text 190 
  



 
 
Supplementary Table 2.  Search strategy 
Database: PsycINFO 
Date of search: 
Symbols used in this document: 
“   ” - finds a phrase 
Asterisk (*) - finds various endings to a word stem 
T1 Title 
AB Abstract 
Search 
# 

Concept/Explanati
on 

Search Terms/Strategy # of Results 

#1 Emergency 
departments 

T1 (emergency N5 (department OR room OR accident)) OR “casualty 
department” OR “ED” OR “ed “ OR “a and e” OR “ER” OR “ers” OR “emergency 
treatment” OR “emergency medicine” or “accident department” OR “trauma 
centre” OR “trauma center” OR “urgency service” 
 

45542 

#2  AB (emergency N5 (department OR room OR accident)) OR “casualty 
department” OR “ED” OR “ed “ OR “a and e” OR “ER” OR “ers” OR “emergency 
treatment” OR “emergency medicine” or “accident department” OR “trauma 
centre” OR “trauma center” OR “urgency service” 
 

142921 

#3  #1 OR #2 171914 
#4 Discharged 

patients and/or 
care transition 

T1 “patient discharge” OR “transition of care” OR “transfer of care” OR “care 
transition*” OR “patient transition*” OR “continuity of care” OR “patient care” OR 
“patient care planning” OR “continuity of patient care” OR “patient handoff” OR 
“handoff” OR “care coordination” OR “handover” OR “follow-up” OR “followup” 
OR “follow up instructions” OR “follow-up instructions” 
 

17045 

#5  AB “patient discharge” OR “transition of care” OR “transfer of care” OR “care 
transition*” OR “patient transition*” OR “continuity of care” OR “patient care” OR 
“patient care planning” OR “continuity of patient care” OR “patient handoff” OR 
“handoff” OR “care coordination” OR “handover” OR “follow-up” OR “followup” 
OR “follow up instructions” OR “follow-up instructions” 
 

140478 

#6  #4 OR #5  146519 
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#7 Primary health care AB "primary care" OR "primary health care" OR "primary healthcare" OR 

“general practitioner” OR “family physician” OR “primary care physician” OR 
“primary care practice” OR “family practice” OR “physician, primary care” OR 
“physician, family” OR “primary care provider” OR “primary care practice” OR 
“primary care setting” OR “general practice” 
 

16118 

#8  Tl "primary care" OR "primary health care" OR "primary healthcare" OR “general 
practitioner” OR “family physician” OR “primary care physician” OR “primary care 
practice” OR “family practice” OR “physician, primary care” OR “physician, 
family” OR “primary care provider” OR “primary care practice” OR “primary care 
setting” OR “general practice” 
 

41741 

#9 #7 OR #8  44039 
#10 Barriers and 

enablers  
 

AB barrier* OR enable* OR facilitat* OR experienc* OR communicat* OR 
adherence OR compliance OR “follow up*” 

210637 

#11  Tl barrier* OR enable* OR facilitat* OR experienc* OR communicat* OR 
adherence OR compliance OR “follow up*” 

1228214 

#12  #10 OR #11 1270133 
#13 Care transition 

from emergency 
departments to 
primary health 
care, barriers, 
enablers 

#12 AND #9 AND #6 AND #3 307 

  Limits: English, Full Text, Peer Reviewed 63 
 
 
 
 
 
 
 
 
 



 
 
Supplementary Table 2.  Search strategy 
Database: Scopus 
Date of search: 19.3.22 
Symbols used in this document: 
“   ” - finds a phrase 
AB Abstract 
Tl Title 
Asterisk (*) - finds various endings to a word stem 
Search 
# 

Concept/Explanation Search Terms/Strategy # of Results 

#1 Emergency 
departments 

TI: “emergency department “OR “Emergency room” OR “emergency accident” 
OR “casualty department” OR “ED” OR “ed “ OR “a and e” OR “ER” OR “ers” 
OR “emergency treatment” OR “emergency medicine” or “accident 
department” OR “trauma centre” OR “trauma center” OR “urgency service” 
  

134792 

#2  AB: “emergency department “OR “Emergency room”OR “emergency 
accident” OR “casualty department” OR “ED” OR “ed “ OR “a and e” OR “ER” 
OR “ers” OR “emergency treatment” OR “emergency medicine” or “accident 
department” OR “trauma centre” OR “trauma center” OR “urgency service” 
 

416867 

#3  #1 OR #2 480333 
#4 Discharged patients 

and/or care transition 
TI: “patient discharge” OR “transition of care” OR “transfer of care” OR “care 
transition*” OR “patient transition*” OR “continuity of care” OR “patient care” 
OR “patient care planning” OR “continuity of patient care” OR “patient 
handoff” OR “handoff” OR “care coordination” OR “handover” OR “follow-up” 
OR “followup” OR “follow up instructions” OR “follow-up instructions” 
  

155109 

#5  AB: “patient discharge” OR “transition of care” OR “transfer of care” OR “care 
transition*” OR “patient transition*” OR “continuity of care” OR “patient care” 
OR “patient care planning” OR “continuity of patient care” OR “patient 
handoff” OR “handoff” OR “care coordination” OR “handover” OR “follow-up” 
OR “followup” OR “follow up instructions” OR “follow-up instructions” 
 

1340868 

#6  #4 or #5 1406728 
#7 Primary health care Tl: "primary care" OR "primary health care" OR "primary healthcare" OR 

“general practitioner” OR “family physician” OR “primary care physician” OR 
125787 
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“primary care practice” OR “family practice” OR “physician, primary care” OR 
“physician, family” OR “primary care provider” OR “primary care practice” OR 
“primary care setting” OR “general practice” 
 

#8  AB:"primary care" OR "primary health care" OR "primary healthcare" OR 
“general practitioner” OR “family physician” OR “primary care physician” OR 
“primary care practice” OR “family practice” OR “physician, primary care” OR 
“physician, family” OR “primary care provider” OR “primary care practice” OR 
“primary care setting” OR “general practice” 
 

231973 

#9  #7 OR #8 285559 
#10 Barriers and enablers  

 
TI: barrier* OR enable* OR facilitat* OR experienc* OR communicat* OR 
adherence OR compliance OR “follow up*” 

8282235 

#11  AB: barrier* OR enable* OR facilitat* OR experienc* OR communicat* OR 
adherence OR compliance OR “follow up*” 

1377071 

#12  #10 OR #11 8823042 
#13 Care transition from 

emergency 
departments to 
primary health care, 
barriers, enablers,  

#12 AND #9 AND #6 AND #3 567 

  Limits: English, Full text, Peer reviewed 55 
Date of search: 19.3.22  
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Supplementary Table 3. Barriers and facilitators of care transitions from ED to PC  

Study, 
Year, 
Country 

Clinical Setting Study Design Participants Outcomes/Enablers Outcomes/Barriers 

Afilalo et 
al,.2007 
Canada 

Urban 
University 
teaching 
hospital. 
Annual Number 
of ED 
presentations: 
60,000  

Quantitative  Interventional – 4 
period cross over cluster RCT 
Intervention group: FPs received 
reports via web based 
standardised communication 
system.  
Control group: received mailed 
copies of ED notes. 
 
Intervention: web based 
communications system. 
Single intervention 
Location: in ED 
 

n = 23 FP Practices 
n = 2,022 ED visits (1,048 
intervention, 974 control) – 
representing 1616 patients. 
Inclusion criteria:  
Age: not reported 
Diagnosis: not reported 
Time period; not reported 
ED visit 
Each FP had a minimum of 100 
patients visits annually to the 
hospital ED. 
Exclusion criteria: not reported. 
 

Intervention group: Significant improvement in 
continuity of care. 
Received information regarding ED visit more often 
(OR 3.14, 95% CI 2.6-3.79). 
Found the information more useful (OR 5.1, 95%, CI 
3.49-7.46). 
Possessed a better knowledge of the ED visit (OR 6.28, 
95%CI 5.12-7.71). 
Felt they could better manage patients (OR 2.46, 95% 
CI 2.02- 2.99). 
Initiated actions more often following receipt of 
information (OR 1.62 95% CI 1.36-1.93). 
 p value: not reported. 
 

No significant difference in the follow-up rates 
with FP (OR 1.25, 95% CI 0.97-1.61). 
p values: not reported 

Atzema et 
al., 2015 
Canada 
 
 

Urban/Rural  
157 non 
paediatric EDs 
in Ontario, 
Canada 
 

Quantitative Non-Randomised 
Study. Retrospective cohort study 
 

n = 14,907 patients 
Inclusion criteria: 
Age: 18 years +,  
Diagnosis of AF, 
Time period: 1.4.2007 and 
31.3.2012, 
Valid Ontario Health Care 
Number. 
Exclusion criteria: Patients who 
died in the ED, patients who 
were admitted to hospital, 
specialty ED departments (i.e., 
only paediatric or mental 
health) and those that were 
not open 24 hours day, 
patients who were given a 
lower acuity score (CTAS score 
of 4 or 5) and patients with  hx 
of AF or flutter as defined as an 
ED visit, hospitalisation or 
outpatient visit for AF or flutter 
in the 5 years before the index 
date. 
 

Not reported. Using patients with a FP belonging to a primarily 
fee-for-service remuneration model as the 
comparison group, patients with a FP belonging 
to a capitation-based FHN, as part of a FHT, 
were less likely to receive timely follow-up care 
(OR 0.73, 95% CI 0.62–0.86) p = 0.001, as were 
those whose FP belonged to the same model 
type that was not part of a FHT, (OR 0.77, 95% CI 
0.60–0.97), p = .03 
 
At 30 days, 2,678 patients (18.0%) had not 
obtained follow-up care. Of the 14146 patients 
with a FP 6473 (43.4%) obtained follow up with 
30 days. Lack of FP had the largest independent 
association with acquiring timely follow-up care 
(OR 0.58 95% [CI] 0.50-0.69). p value not 
reported. 



Atzema et 
al., 2018 
Canada 
 

Urban/Rural 
157 non 
paediatric ED 
 

Quantitative Non Randomised 
Study. Retrospective cohort 
study. 

n = 41,485 ED visits 
Inclusion Criteria: 
Age: 18 years + 
Diagnosis: New AF, HTN, HF 
Time period: 1.4.2007 to 
31.3.2014 
Valid Ontario Health Care 
Number. 
Exclusion criteria: 
repeat visits, patients with low 
ED acuity triage score,  
those admitted to hospital, 
died in the ED, speciality EDs, 
and those not open 24 hours 
daily. Excluded patients with an 
ED diagnosis for each disease if 
hx of that disease defined as an 
ED visit, hospitalisation, or 
outpatient visit for that disease 
in the five years prior to the 
index date. 

47%: (95% CI 46.5-47.5) patients obtained follow up 
with FP, cardiologist, or an internist within a week of 
discharge, with 78.7% (95%, CI 78.3-79.1) obtaining 
care within 30 days. Most of the care was provided by 
FPs. 
 
In the model limited to patients who had a FP, older 
age, higher income status, hx of one of the ambulatory 
sensitive cardiovascular conditions were associated 
with improved frequency of follow up care. 
 
EP characteristic associated with follow up care was EP 
speciality: patients who saw EP with five years of 
speciality training in emergency medicine were 11% 
more likely to obtain seven day follow up care than 
those who were seen by a physician with family 
medicine training. Among FP characteristics, the more 
years in practice with a 10% higher adjusted 
association with obtaining follow up care as compared 
with those whose FP had been practicing for five years 
or less. 
 
Remuneration method, patients whose FP used 
capitation model had a 15%-28% lower hazard of 
obtaining follow-up care within a week, as compared 
with those whose FP use enhanced fee-for-service 
models. Patients whose FP were remunerated through 
simple fee-for-service had a 9% lower risk of obtaining 
seven-day care than those whose physicians had 
enhanced fee-for-service models. Patients seen at 
small hospitals had a slightly (8%) lower hazard of 
receiving seven-day follow-up care, as compared with 
community hospitals 
 
p values not reported 

In the seven day follow up care model, the lack 
of FP had the strongest association with 
obtaining follow up care, with an adjusted 
hazard ratio HR of 0.58 (95% CI 0.54-0.63). 
In the model limited to patients who had a FP, 
patients with a hx of RF, dementia, stroke, CAD, 
COPD, and cancer had a lower association with 
obtaining follow up care within a week as did 
patients with a rural residence and low 
socioeconomic status. 
The findings were similar for the 30-day models. 
The factor with the strongest association with 
follow-up care was again a lack of a family 
physician (HR 0.61, 95% CI 0.58-0.65). 
p values not reported 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Baren et al., 
2001 USA 

Urban  
University 
teaching 
hospital 
Annual number 
of ED 
presentations: 
47,000  
 

Interventional -RCT. 
Intervention group: received free 
5-day course of prednisone, 
vouchers for transportation to 
and from their PCP, and a 48-
hour telephone reminder to 
make an appointment with their 
PCP.  
 
Control group: usual care. 

n = 192 patients  
enrolled, intervention group 
(n=98), control group 9N=94). 
178 (93%) completed follow 
up.  
Inclusion criteria:  
Age: 16-45 years Diagnosis: 
asthma 
Time period: 5.3.1998 to 
15.11.98. 
 

Intervention groups were significantly more likely to 
follow up with their PCP than control patients (RR 1.6; 
95% confidence interval [CI] 1.1, 2.4). When adjusted 
for other factors influencing PCP follow-up care 
(ethnicity, prior PCP relationship, insurance status, 
regular car access), intervention patients were more 
likely to follow up with their PCP (OR 3.1; 95% CI 1.5, 
6.3). 
 
p values not reported. 
 

Not reported. 



Intervention: free 5 day course of 
prednisone, transport vouchers, 
reminder to make an 
appointment with PCP 
Multi component 
In and post ED 
 
 
 

Exclusion criteria: 
Unable/unwilling to provide 
informed consent, non – 
English speaking, previously 
enrolled in the study, nor 
admitted for inpatient care. 

 

Blanchard 
et al., 2008 
USA 
 

Urban 
Not hospital 
based 
                    

Quantitative Descriptive 
Study. Observational - survey 
 

n = 250 phone calls to 163 
clinics 
Age: 40-year-old 
Diagnosis: HTN 
Time period: not reported 
Hypothetical patient 
presenting with a scripted 
presentation 
Exclusion criteria: not reported 
 

71% of calls using privately insured patients resulted in 
appointment Vs 36.6% for Medicaid fee-for-service 
(p=0.002).  Uninsured  callers had only 13% success 
rate when considering out-of-pocket limitations of less 
than $50.  
 

Medicaid fee for service was associated with a 
significantly lower rate of successful 
appointments (36%) than private insurance (p 
=.002). 
The uninsured scenario, when out-of-pocket 
($50) and time (within seven days) restrictions 
were considered, yielded only 10.8% of calls 
resulting in appointments (p <.001) compared 
with the privately insured group). The scenario 
involving an uninsured patient seeking an 
appointment at a safety net clinic (DC Alliance) 
resulted in a 27% success rate when cost and 
time restrictions were considered (p = .002) 
compared with the privately insured group. 
 
 

Broadwater-
Hollifield et 
al., 2015 
USA 

Urban 
University 
teaching 
centre.  
Annual number 
of ED 
presentations: 
40,000  

Quantitative,  
Non-Randomised Study. 
Prospective, observational study 

n = 442  
Inclusion criteria:  
Age: 18 years +,  
Diagnosis: not reported 
Time period: 1.1.2013 to 
31.8.2013. 
English speaking deemed 
psychologically and medically 
stable by the ED care provider.  
 
Exclusion criteria:  prisoners, 
brought in by emergency 
medical services transportation 
due to possible severity of 
illness, or incapacitated by 
medical illness.  
 
 

Patients who were adherent to follow-up 
recommendations were more likely to have PCP (odds 
ratio [OR], 2.6; 95% confidence interval [CI], 1.1-6.1, p 
= .03), have an annual income of greater than $35,000 
(OR, 2.9; 95% CI, 1.2-7.2), p = .02, and report a non-
Hispanic ethnicity or race (OR, 2.8; 95% CI, 1.1-7.1), p = 
.03 
 
 

Individuals who reported that cost “sometimes” 
or “always” impacts their ability to follow their 
physician's recommendations were significantly 
less likely to comply with ED recommendations 
(OR, 2.7; 95% CI, 1.3-5.6,) p = .01 



Chou et al., 
2018 USA 
 

Urban 
Primary care 
practices  
 
 
 

Quantitative Descriptive Study. 
Audit. 
 
 

n = 49 practices 
536 phone calls  
Inclusion criteria:  all primary 
care practices in the cities of 
New Haven, East Haven, West 
Haven, North Haven, and 
Hamden, in the state of 
Connecticut. 
Age: not reported 
Diagnosis: lower back pain, 
HTN 
Time period: 1.102015 to 
31.5.2016. 
Exclusion criteria:  
practices serving special 
populations 
 
 
 
 

Callers were more likely to obtain an appointment in 7 
days from practices offering after-hour appointments 
(36.3% vs. 27.8%, p =.04). Of calls with commercial 
insurance, 38.3% (67/175) secured an appointment 
within 7 days, significantly higher than 24.7% (45/182) 
of Medicaid calls (p=.01). 
 
 

Overall, 167/536 calls (31.2%) obtained an 
appointment in 7 days. Practices with PCMH 
designation were less likely to offer 
appointments within 7 days (23.4% vs. 33.1%, p 
= 0.03). In contrast, practices with after-hours 
appointments were more likely to offer 
appointments within 7 days to callers than those 
without after-hours appointments (36.3% 
[77/212] vs. 27.8% [90/324], p= .04). After 
adjusting for insurance type, there were no 
significant associations between practice 
improvements and 7-day appointment 
availability or appointment wait time.  
 
 
 
 

Day et 
al.,2016 
Brazil 

Urban   Qualitative Study. Descriptive 
exploratory research 

n = 14, including interns of 
health disciplines, advisors of 
interns, nurses, and physicians 
from the ED and PHC Family 
Unit. Seven from the ED and 
from PHC services. 

Learning about each other’s work setting 
Integration and communication 
Benefits for the patient 
Established interprofessional relationships, promoted 
communications, offering knowledge about the work 
in different services and teams within the health 
system. 
 
 
 

Not reported. 

DeRemer et 
al., 2021 
USA 

Rural 
University 
teaching 
hospital 
Annual number 
of ED 

Quantitative Study Non 
Randomised Study. 
Retrospective. 

n  = 41  
Inclusion criteria:  
Age: not reported 
Diagnosis: not reported 
Time period: over 4 weeks 
Active clinic patients who 
sought acute level care at ED or 

The result of these efforts increased the 
communication with patients and resulted in a 26% 
(10/38) increase in follow-up appointments scheduled 
with a total increase of an additional 7 patients 
adhering to follow-up transitional appointment. 
 p values not reported 

Not reported. 



presentations: 
not reported 
 
 

urgent centres with the 
University of Florida Health 
System, not admitted to 
hospital 
Exclusion criteria: patients with 
mental health related acute 
presentation, patients with 
appointment were contacted 
only to confirm the follow up. 
 

Ferayorni et 
al., 2010 
USA 
 

Urban 
University 
teaching 
hospital 
Paediatric ED 
Annual number 
of ED 
presentations: 
21,000 
 

Quantitative Non-Randomised 
Study. Cross sectional study. 
 

n = 385 patients  
Inclusion criteria:  
Age:  Birth to 18 years 
Diagnosis: not reported 
Time: 1.10.2006 to 31.11.2006.  
Exclusion criteria: Children who 
presented with multiple 
traumas requiring trauma team 
activation, or with life-
threatening medical 
conditions, incarcerated 
children, parents, or guardians 
of children who refused to be 
interviewed and those who 
were unable to understand or 
fully participate in the 
informed consent process. 
 

Not reported. Children with no health insurance, and those 
children who were foreign born were more likely 
to have poor access to care with odds ratio (95% 
CI) of 0.19 (0.08–0.46) , p =0.00, and 0.35 (0.13–
0.95), p =0.04,respectively 
 
Significant proportions of uninsured children 
visiting our PED 
are born in Mexico and from low-income 
immigrant families, 
many do not qualify for public insurance, 
have poor access to care, and use the Paediatric 
ED for their healthcare needs. 

Foster et al., 
2018 
USA 

Urban  
University 
teaching 
hospital 
Annual number 
of ED 
presentations: 
80,000  

Quantitative Non-Randomised 
Study. Retrospective cohort study 
 

n = 2,142 referrals for 2,064 
patients to care coordination 
specialist. 
Inclusion criteria:  
Aged: over 18 years  
Diagnosis: not reported 
Time period: 1.1.2010 to 
31.12.2010.  
Exclusion criteria: those under 
the age of 18, those identified 
as prisoners, and patients who 
cited “legal troubles” as a 
barrier to primary care access. 

Of the 2,142 patient referrals, 1688 accepted 
assistance (79%, CI 95 77% to 81%) from the program. 
Linkage was successful for 1059/1688 (63%, CI 95 60% 
to 65%). 
p values not reported 

Unlinked patients were slightly younger, with a 
mean age of 41 (SD 12) than linked patients, 
mean age 45 (SD 12) (difference in means 3 
years, CI 95 2 to 3) and more often male (62% 
compared to 56%, difference 7%, CI 95 2% to 
12%). Unlinked patients were also less likely to 
have a chronic medical condition compared to 
linked patients (37% vs 45%, difference 8%; CI 
95 3% to 12%). 
p values not reported 
 

Grimholt et 
al., 2015 
Norway 

Five EDs and 
general 
practices  

RCT. 
Intervention group: scheduled 
appointment with GP within 1 
week of ED discharge, and at 

n = 202 patients, 101 to 
intervention, 101 to control 
group.  
Inclusion criteria: 

Patients in the intervention group received 
significantly more consultations than the control group 
(mean 6.7 vs. 4.5, p = 0.004)). The intervention group 
was significantly more satisfied with the time their GP 

Not reported. 



least five scheduled 
appointments consultations over 
the next 6 months. GPs received 
guidelines with suggestions for 
assessing and managing patients. 
Control group: received usual 
care 

Ages: 18–75, 
Diagnosis:  deliberate self-
poisoning,  
Time period: Not reported 
Registered with a GP, and 
discharged directly to home, 
thus enabling follow-up by a 
GP. 
Exclusion criteria: 
patients with present 
psychosis, mental retardation, 
organic cognitive impairment 
and those unable to fill in the 
questionnaire because it was 
not written in their native 
language. 
 
 

took to listen to their personal problems (93.1 % vs. 
59.4 %, p = 0.002)) and with the fact that the GP 
included them in medical decisions (87.5 % vs. 54, 8 % 
(p = 0.009)). The intervention group was significantly 
more satisfied with the treatment in general than the 
control group (79% Vs. 51%), p = .026. 

Hanna et 
al., 2020 
Australia 

Urban 
Suburban 
Hospital 
Annual number 
of ED 
presentations: 
36,000  

Qualitative Descriptive Study  
 

n = 100  
Inclusive criteria:  
Age: 65 years and older 
Diagnosis: not stated 
Time: 1.5.2018 to   
30.6.2018; female; admitted to 
the ED with ATS of 3,4, or 5, 
discharged from the ED directly 
back into the community and 
receiving an explicit GP follow 
up instruction in the discharge 
summary. 
 

Perceived benefits included previous experiences with 
the healthcare system, pre-existing health-seeking 
behaviours, and ED messaging. 

Perceived costs included inconvenience caused 
to self and others, access to transport options 
and the availability of a patient’s GP.  

Hasting et 
al., 2012 
USA 

Veteran Affairs 
Medical Centre 
ED,  
Annual 
numbers of ED 
presentations: 
not reported 

Quantitative Descriptive  
Study-Survey. 
 
 

n = 305 veterans.  
Inclusion criteria:  
Age:65 +, 
Diagnosis: not stated 
Time: 25.10.2008 to 7.3.2010. 
Exclusion criteria:  had 
previously refused study 
participation or were already 
enrolled;  had no visits (other 
than ED) to the study facility in 
the previous 12 months 
(because these were more 
likely to be visits to establish 
care rather than for acute 
illness or injury);  were seen for 

Not reported. Patients or their proxies reported not 
understanding information 
 about their ED diagnosis (21%), expected course 
of illness (50%), contingency plan (43%), and 
how soon they needed to follow-up with their 
primary care provider (25%). In models adjusted 
for age and race, a positive association was 
observed between perceived 
understanding of the cause of the problem (OR= 
2.3; 95% CI [1.3 to 4.0]), expected duration of 
symptoms (OR=1.6; 95% CI [1.0 to 2.5]) and the  
contingency plan (OR 2.2; CI 1.3 to 3.4), and 
understood how soon to see PCP (OR =1.3, 95% 
CI [0.8 – 2.3]).  
 



nurse visit or medication refills 
only;  were discharged to a 
location other than home 
(because discharge information 
may have been given directly 
to personnel at the accepting 
facility, instead of the patient 
or their family);  left before the 
visit was completed, or  did not 
have a valid telephone 
number. 

Hunchak et 
al., 2015 
Canada 

Urban 
Annual ED 
presentations: 
not reported 

Mixed Methods Study n  = 9 FP 
Prepilot chart audit of 300 
charts from 10 FP offices. Data 
collected for 1 year post 
introduction of web portal. 
After 235 patient ED visits, 
users completed standardised 
written survey and focus 
groups with 10 structured 
questions. 

Prepilot audit: 270 charts. 17 patient charts were 
missing, 34 (13.4%) contained information relating to 
the patients’ ED visit., 44% n= 112 of the audited 
charts contained any record of the patients’ visit to the 
ED. 
Pilot phase: 880 visits 858 (97.5%) consented to 
electronic release of ED records to FP, email notified 
FP of ED visit 100% of the time, records accessed 
online by FP 60.7% of the time., and of these 23.6% 
were accessed more than once. Post pilot survey – 
100% FP either “always” (89%) or “often “(11%) aware 
of their patients ED visit.100% used portal “always” 
(44%) or “regularly (56%) to access patients’ health 
records online 
p values not reported 
 
 

Not reported. 

Merritt et 
al., 2020 
USA 

Urban,  
University 
teaching 
hospital  
Annual number 
of ED 
presentations 
71,000 annual 
ED  

Quantitative, RCT  
Intervention groups: a PC 
appointment booked through the 
booking website prior to ED 
discharge, written information on 
how to use the booking website 
Control group: usual care (i.e. 
standard follow-up instructions). 

 n = 272 enrolled subjects, 185 
completed follow-up. 
 Inclusion criteria: 
Age:  18 years +,  
Diagnosis: not reported 
Time: 5.11.2015 to 26.6.2017 
Discharged from the ED, 
private or public health 
insurance, spoke English, had 
email address, reported that 
they did not have a PC provider 
or reported that they had one 
but wanted new uninsured, no 
PC provider (or wanted a new 
PC provider) and the ED 
provider considered PC follow-
up within 14 days as important. 
 

68% completed the two-week telephone follow-up 
interview. The self-reported PCP follow-up rate was 
higher (52%) among subjects whose appointment was 
booked on the website before ED discharge (RD = 16%; 
95% CI -1%, 34%) and lower (25%) for subjects who 
received booking website information (RD = 13%; 95% 
CI -32%, 7%) compared to subjects (36%) in the usual 
care group. A higher percentage of subjects in the 
booking group were more likely to report being 
extremely or very satisfied with obtaining a PC 
appointment (78%) compared to those who received 
booking website information (54%) or usual care 
(40%). 
p values not reported 
 

Not reported. 



Exclusion criteria: patients who 
did not want a PC provider; (2) 
did not want to schedule a PC 
follow-up visit; (3) no email 
access; (4) prisoner; (5) 
psychiatric chief complaint; or 
(6) had Kaiser health insurance 
since Kaiser was not listed on 
the booking website used in 
this study.  
 
 

Nielsen et 
al., 2019 
Denmark 

Urban 
University 
teaching 
hospital 
Annual number 
of ED 
presentations: 
not reported 

Qualitative Study n = 11 interviews, patients 
were in intervention group 
daily activities were assessed, 
referred for further 
rehabilitation in primary care 
and a follow up home visit the 
day after discharge.  
Inclusion criteria:  
Age: over 65+,  
Diagnosis: not reported 
Time period:  
Discharged directly to their 
own home from a short stay 
unit at the ED, living in a larger 
municipality in Denmark. 
Exclusion criteria: terminal 
illness, severe dementia or 
being unable to speak and 
understand Danish. 
 

In the participants perspective it was difficult, due to 
fatigue and pain, to perform daily activities after 
discharge. Participants who experienced not being 
prepared and clarified in relation to their discharge 
continued to have concerns for the future. 
Experienced some challenges related to lack of being 
involved and lack of receiving the information needed. 
 
 
 
 
 

Not reported. 

Quershi et 
al, 2012 
Australia 

Urban 
Tertiary 
referral 
hospital 
Annual number 
of ED 
presentations: 
60,000  

Quantitative Non-Randomised 
Study. Observational - 
Prospective cohort study. 

n = 217. 
Inclusion criteria:  
Age:18 years + ,  
Diagnosis: not reported 
Time:  29.6.2011 to 
31.12.2011, treating doctor 
required them to follow up 
with a GP for ongoing medical 
care. 
Exclusion criteria: nursing 
home patients, and patients 
with intellectual disability who 
would be unable to 
understand, consent and 

Not reported. 103 participants (47%, 95% CI 41–54%) who 
followed up with a GP and 114 (53%, 95% CI46–
59%) who did not. Compared with participants 
who did follow up, those who failed to follow up 
were less likely to have an EMU admission (OR 
0.46, 95% CI 0.22–0.93, P<0.03), a regular GP 
(OR 0.16, 95% CI 0.08–0.35, <0.001), health 
insurance (OR 0.41, 95% CI0.20–0.82, P<0.01) or 
awareness of the reason why they were 
supposed to follow up (OR 0.25, 95% CI 0.11–
0.54, P<0.001). 
 



comply with instructions from 
ED. 

Rider et al., 
2018 USA 

Academic and 
community 
physicians at 
eight different 
sites across 
USA.  
 

Mixed Method Study prospective 
study using semi structured 
interviews. 

n = 49 PCPs and 52 EPs, 
totalling 102 interviews Time: 
11.11.2014 and 28.2.2015. 

Not reported. Significant differences exist between EPs and 
PCPs in the transition of care process. EPs 
preferred telephone contact synchronous to the 
encounter whereas PCPs preferred using the 
EMR asynchronous to the encounter. Providers 
believe EP-to-PCP contact is important for 
improving patient care, but report varied 
expectations and multiple barriers to effective 
communication. 
 
 

Schenhals 
et al.,2018 
 USA 

Suburban/Rural 
Teaching 
Hospital 
Annual ED 
visits: not 
reported 
 

Qualitative study 
 

n = 22 
Inclusion criteria:  
Age: 18 years +, 
Diagnosis: abdomen related 
Time: 1.5.2015 to 30.9.2016. 
Exclusion criteria: pregnancy, 
residence in a nursing home or 
other extended care facility, 
inability to consent, inability to 
speak English, incarceration, or 
previously having been 
included in the study. 
 

Failure to ensure clarity about diagnosis at the time of 
discharge from the ED, Failure to identify patients' 
feelings of hopelessness. 
Difficulty in scheduling follow up appointments. 
Importance of clear discharge process. 
  

Not reported. 

Schrader et 
al., 2019 
USA  
 
 

Urban  
Tertiary 
referral centre 
Annual number 
of ED 
presentations:  
120,000. 
 

Quantitative Non-Randomised 
Study. Retrospective 
observational study. 

n = 227,627 patients 
Inclusion criteria: all patients 
discharged from the ED  
Ages: Lifespan 
Diagnosis: not reported  
Time period: 1.1.2015 to 
31.12.2017  
Exclusion criteria: patients who 
were admitted, expired, 
transferred to other facilitates, 
left without being seen, 
eloped, or left against medical 
advice, prisoners. 

Fifty-eight percent of patients receiving charity 
insurance had PCP visits in comparison to 23% of 
patients without charity insurance (p < 0.001). 
Seventy-seven percent of patients with charity 
insurance and PCP assignments completed post-ED 
discharge PCP visits in comparison to only 4.5% of 
those with neither charity insurance nor PCP 
assignments (p < .001). 

Not reported. 

Sharp et al., 
2014 USA 

Suburban 
teaching 
hospital. 
Number of ED 
presentations: 
80,000 annual 

Mixed method study 
Control group: receive the usual 
care discharge instructions only. 
Intervention group: receive a 
reminder e-mail message the day 
after the ED visit. Patients then 

n = 577 patients. Control group 
295 patients, intervention 
group 282 patients.  
Inclusion criteria:  
Age :18 years +,  
Diagnosis: not reported 

33% of the intervention group and 32% of the control 
group followed-up as recommended (RR = 1.04, 95% 
CI [0.81, 1.33)], p=0.78, 52% of the intervention group 
and 48% of the control group followed-up within 10 
days of the recommended time (RR = 1.08, 95% CI 
[0.91,1.29]) p= 0.38. The 334 patients (57%) 

Not reported. 



ED 
presentations. 

completed a telephone survey 2 
weeks after their ED visits. 

Time period: 25.9.2012 and 
28.2.2013 
have PCP in the Integrated 
Health Associates group, have 
an ESI of 2, 3, or 4, report 
English as primary language, 
report holding at least one e-
mail account. 
Exclusion criteria: in prison or 
institutionalized, under 
temporary or permanent 
custodianship, or presented 
with mental health related 
chief complaint.  

successfully contacted via telephone demonstrated a 
high interest in receiving future e-mail reminders 
(75%), with the group that received e-mail reminders 
more likely to want one in the future than those who 
did not receive e-mail reminders (82.5% vs. 69.76%) p 
= 0.04 
 

Smith et al, 
2004 USA 

Urban 
Paediatric ED 
Annual 
presentations: 
not reported 

Quantitative - Interventional - 
RCT 
Control group: no intervention. 
Intervention group: combination 
of telephone coaching and 
monetary incentive. 
 

Inclusion criteria: 
Age: 2 to 12 years of age,  
Diagnosis: asthma  
Time period: 1.2.1999 and 
31.5.2001.  
No medical insurance 
Exclusion criteria: admission to 
hospital at the time of the ED 
visit, chronic illness other than 
asthma, no working telephone 
in home, participation of this 
child or another child in the 
same household in this or 
another asthma study, no 
primary care 
provider, and inability to 
communicate effectively in 
English. 
 

n = 409. 527 parents (264 control and 263 
intervention).  There was a significant difference 
between the intervention 
and control groups in the proportion of children 
who had one or more documented asthma-planning 
visits with their PCPs during the 15 days after the 
index ED visits. In the intervention group, 35.7% 
returned compared to 18.9% in the 
control group (P < .0001) 

Not reported. 



Straus et 
al.,1982 
USA 

Urban-
suburban.  
Annual number 
of ED 
presentations: 
60,000 

Quantitative Non-Randomised 
Study 
 
 

Two cohorts: a concurrent 
cohort consisting of 398 
patients enrolled prospectively 
from 1.10.79 31.12.1979, and a 
nonconcurrent cohort of 500 
patients enrolled by reviewing 
all emergency room records.  
Inclusion criteria: 
Age not reported 
Diagnosis: not reported 
Time period: 1.11.77 to 
31.12.1978, received care in 
the medical or paediatric non-
urgent area of the ED, 
identified no regular primary 
care physician, resided in the 
Sinai Hospital catchment area, 
not admitted to the hospital 
for their presenting problem. 
Exclusion criteria: not reported 
 

34 per cent of the concurrent patients complied with 
the referral. Appointment not made in ER 29% Vs 
appointment made in ED 70% (p =<.001). Correlates of 
compliance were: age (very young and very old), 
patient-perceived health status, medically determined 
need for follow-up care, and having an appointment 
made by the emergency room provider (p<.05).  

Not reported. 

Vinker et 
al., 2004 
Israel 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Urban 
District medical 
centre care 
clinics and 12 
primary care 
clinics (32 
family 
practitioners) 

Quantitative study Non-
Randomised Study. Retrospective 
study. 
 
 
 

n= 359 discharges 
Inclusion criteria: 
Age:  18 years +,  
Diagnosis: not reported 
Time: over one month 
visit to the general ED, 
discharged to the community 
(not hospitalized) at that visit, 
living and getting medical care 
in a family medicine group 
practice in the Rehovot region. 
Exclusion criteria: Visits due to 
accidents, trauma, surgery, 
orthopaedics, ENT, 
ophthalmology, and other 
specialities were excluded from 
the study. 
 
 

Not reported. The ED discharge letter was found in 50% 
(179/359) of the primary care files. A follow-up 
visit was documented in only 31% (111/359). 
Neither follow up visits nor discharge letters 
were found in 43% of the files (153/359). No 
associations between clinic characteristics (size, 
place) or family practitioner. P values not 
reported. 
 
 
 
 
 
 

  



Wang et al, 
2006 USA 

Urban 
University teaching 
hospital ED 
Annual ED 
presentations: 
38,000.  

Quantitative Descriptive Study. 
Prospective observational study. 

Inclusion criteria:  
Age: 0-18 years 
Diagnosis: not reported  
Time: 1.7.2002 – 
31.8.2002. 
Exclusion criteria: 
admitted to hospital or if 
their guardians were 
unavailable or unwilling to 
consent during the ED 
visit. 

n = 336 subjects. Of these, 213 (63.4%) reported 
compliance with follow-up instructions, while 123 (36.6%) 
were noncompliant. 

Using univariate analysis, being Hispanic, low 
household income, and insurance status were 
significantly associated (p <0.001) The 
multivariable model demonstrated “insurance 
status” and “low acuity discharge diagnosis” be 
significantly associated with follow up 
noncompliance.  



Watson et 
al, 2017 
Australia 

Suburban ED. 
Annual Number of 
ED presentations: 
not reported 

Quantitative Descriptive Study. 
Prospective, descriptive study. 

n = 50. 
Inclusion criteria: 
Age: 65 years +,  
Diagnosis: not reported 
Time: 2-week period in 
July 2016. 
Admitted to the ED during 
the recruitment weeks, 
subsequently discharged 
directly back into the 
community, sent with a 
discharge summary. 
Exclusion criteria: 
admitted as inpatients or 
transferred to another 
public health facility prior 
to discharge. 
 

Most participants (76%) attended general practice follow-
up by day seven. Those with more relatives who could be 
called on for help were more likely to attend the follow-
up appointment (P = 0.003).  

Participants were 
who were not married (54% versus 84%) and 
non-drivers (53% 
Versus 90%) were less likely to attend for 
follow-up. 
The participants in this study who 
had not seen a GP by day seven after 
discharge seemed more likely to have 
been female (33 Vs 10, P = 0.091), 
unmarried/widowed  46 vs 16, P + 0.055), did 
not drive, (34 Vs 10,P = 0.051) 
took more regular medications ( 6.4 
medications Vs 4.1 medications, P = 0.02) and 
spent longer in the ED (256 mean minutes Vs 
201 mean minutes, P = 0.076). 
 

Winders et 
al., 2018 
USA 

Urban,  
Academic ED 
Annual ED 
presentations:70000 

Quantitative Non-Randomised 
Studies. Observational study.   
 

n = 90 patients. 
Inclusion criteria:  
Aged:18 years +,  
Diagnosis: HTN 
Time period: 1.4.2014 and 
31.6.2014  
ESI triage acuity of 3, 4, or 
5, order to be discharged 
home from the ED, and 
had at least one phone 
number available in the 
medical records. Exclusion 
criteria: unable to provide 
informed consent or if 
they were unable to be 
contacted within the two 
to four weeks after their 
eligible ED visit. 
 

Not reported. 77% of patients reported a previous diagnosis 
of hypertension, and 60% reported current 
treatment with antihypertensive medications. 
Five patients (5.5%) received written 
instructions at discharge addressing 
hypertension, although 59 (65.6%) reported 
that they were informed about their elevated 
blood pressure during the ED visit. Follow-up 
with a primary care provider within 2–4 weeks 
of discharge was completed in 57% of cases. 
p values not reported 
 

Williams et 
al., 2013 
USA 

Urban Quantitative study. Quasi- 
experimental: Retrospective 
chart review.  

n = 216 charts 
Inclusion criteria: 
Age: Children 

Asthma follow-up rates at 1 week improved from 20.8% 
to 50% after the intervention. After controlling for age 
and CAS with logistic regression, patients who received 

Reasons for failed attendance at an asthma 
follow-up within 1 week.: Of the patients who 
did not follow up, 43% of their parents stated 



Tertiary care 
academic paediatric 
hospital  
Annual ED 
presentations: 
24,000 

Diagnosis: asthma 
Time: 1.1.2011 to 
31.5.2012. 
Exclusion criteria: patients 
who listed their PCP as 
outside of the Medical 
University of South 
Carolina Health Care 
System, charts that did 
not document initial CAS 
on presentation to the ED. 

the educational intervention were more likely to attend 
an outpatient asthma follow-up visit at 1 week compared 
with those who did not (P < .0001).  

that they made an appointment for their child, 
but there were no available appointments 
within a week from ED discharge., 6% of 
parents made an asthma follow-up 
appointment within a week of ED discharge but 
were unable to keep the appointment., 29% of 
parents had not yet attempted to make an 
appointment. Of these, parental work was a 
commonly cited reason for why they had not 
yet made the appointment.,6% of parents 
stated that their child was no longer sick and 
did not need a follow-up appointment. 
 

 Abbreviations: ACC After Care Clinic, ATS Australian Triage Score, AF Atrial fibrillation, CAD Coronary Artery Disease, CAS Clinical Asthma Score, CI Confidence Interval, COPD Chronic Obstructive Pulmonary Disease, 
CTAS Canadian Triage Assessment Score, ED Emergency Department, EMR Emergency Medical Record,  EMU Emergency Medical Unit, EP Emergency Physicians, ESI Emergency Severity Index, FHN Family Health 
Network, FHT Family Health Team, FP Family Physicians, GP General Practitioner, HF Heart Failure, HTN Hypertension, hx History, ICD International Classification of Diseases, OR Odds Ratio, PED Pediatric emergency 
department, PCP Primary care provider, PHC Primary Health Care, RCT randomized control trial, RF Renal Failure,  RR Risk Ratio, PCMH Patient Centered Medical Home, PCP Primary care physicians, UHMC  United 
Hospitals’ Medical Clinic. 
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