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Abstract
Background: Triage in the interactive atmosphere of the emergency department (ED) has been described as complex and challenging. Nonemergent ED visits have been accompanied by ethical and legal conflicts.
Objectives: The aim of this study was to gain an understanding of ED nurses’ practice regarding triage of nonemergent patients.
Patients and Methods: Focused micro-ethnography based on Spradley’s developmental research sequence (DRS) was used. This
study was conducted in an emergency department. Data was collected through complete participant observations along with formal and informal interviews, and then analyzed using DRS.
Results: Nine key informants were interviewed formally. Four main categories emerged from the nurses’ culture: nonemergent
patient as an uninvited guest, nonemergent patient as an elephant in a dark room, nonemergent patient as an aggressive client,
and being nonemergency unless at risk of death.
Conclusions: Providing care in the emergency department is significantly affected by nonemergent patients, as the emergency
department is a place for critically ill patients thus awareness training program is recommended.
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1. Background
Emergency departments (EDs) around the world have
faced increasing visits in the last decade. This rise has
been large enough to be recognized as overcrowding (1).
However, the causes of ED overcrowding are multidimensional, with increased ED patient volumes being the pivotal source (2). Nonemergent visits may account for up to
95% of all ED department visits (3), so the role of nonemergent patients in EDs has emerged as a controversial issue
(4).
An upcoming issue relating to nonemergent patients
as a poorly identified population concerns how they
should be defined (5). Although many studies have tried to
determine patient acuity more objectively (6), a critical review revealed that remarkable discrepancies exist among
studies in defining nonemergent patients (4), therefore it
is vital to clarify the definition of nonemergent patients. In
addition, no qualitative study has yet explored clinicians’
views on nonemergent patients.
Several studies have indicated that nonemergent visits
as inappropriate ED use are associated with ED overcrowd-

ing, as well as with increased mortality and morbidity, service delays, patient dissatisfaction, and financial burdens
(7). In contrast, some studies have argued that inappropriate effects of nonemergent patients on ED measures are
insignificant (8). Also, potential savings from redirecting
nonemergent patients to alternative sources of care have
not been reported as being substantial compared to the
high costs of EDs (9).
While emergency departments are trying to redirect
nonemergent patients to alternative facilities such as clinics (10), this strategy has raised ethical and legal issues (11)
as well as care safety concerns because the availability, accessibility, and affordability of alternative settings, especially for vulnerable populations, has been inconsistent
(12, 13). Likewise, worldwide the governments of healthcare services mandate a medical screening examination
for each individual who seeks emergency care (14). In addition, a lot of effort has been put into reducing the waiting
times of ED patients (15). Violations of patient safety occur
in emergency departments (16, 17), so it is critical to understand the views of clinicians on nonemergent admission to
hospitals through the emergency department.
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Hospital triage is defined as prioritizing incoming patients to the ED based on their acuteness (18). The triage
nurse determines whether an incoming patient should be
classified as a high or low triage priority. Nonemergent
patients are primarily identified and categorized as level
IV or V by the triage nurse (13). Studies have shown that
agreement on prioritizing nonemergent patients among
physicians, nurses, and patients is not almost perfect (4)
and further studies are required to explore which criteria are essential for identifying nonemergent patients (12).
Since nurses’ judgment is still the main element in categorizing patients in the triage room, it is necessary to investigate nurses’ belief systems regarding nonemergent patients (19).
Ethnography is the work of describing a culture. Culture as the shared acquired knowledge of people has been
used to interpret experience and generate behavior (20).
Ethnography brings an explicit, systematic, and rigorous
approach to the collection and analysis of research data
(21). Understanding beliefs in a culture of triage could
provide a unique insight into how patients are viewed as
nonemergent (19). Moreover, practicing triage is contextdependent and affected by various factors associated with
ED processes (20).

2. Objectives
The aim of this study is to gain an understanding of ED
nurses’ culture of practice regarding the triage of nonemergent patients.

3. Patients and Methods
Focused micro-ethnography based on Spradley’s developmental research sequence (DRS) was used (20).
The present study was approved by the ethics committee of Mashhad University of Medical Sciences and the disaster management committee of the hospital where the
study was conducted. Informed consent was obtained
from all staff involved in the study. The principles of professional responsibility and ethical conduct developed by
the American anthropological association (AAA) were utilized in the study (22).
The hospital is a referral tertiary care center with 202
beds and an area of 24,000 square meters and is located
in Mashhad in the northeast of Iran. It offers all specialty
services except gynecology, obstetrics, and pediatrics. This
hospital reports more than 150,000 patients being admitted to the emergency department annually, half of whom
are injured patients from the northwestern part of the
city. Thirty-six registered nurses (RN), 2 licensed practical
2

nurses (LPN), 10 physicians (GP), and 6 ancillary staff work
in the ED. The ED has 10 in-patient beds. The triage room is
open 24 hours a day, except from 02:00 to 06:00. The triage
nurse categorizes patients into five levels: level I (red), level
II (violet), level III (green), level IV (blue) and level V (white).
Critically ill and ill patients are referred to sections I and II
in the ED respectively. Patients assigned to level V are considered nonemergent and are redirected to the outpatient
clinic in the hospital, which is open in the morning (08:00
- 12:00) and the afternoon (16:00 - 20:00), except for closed
days and public holidays.
The study was conducted in the ED from February to
May 2014. The researcher (A.M.) was a complete participant observer and actively involved in daily practice. 120
hours of participant observation occurred in 3-hour sessions. Participant observation was gradually increased, going from passive to complete. Data was collected through
ethnographic observation of cultural behavior, artifacts,
and speech messages and from interactions among the researcher, staff, and patients.
Expanded and condensed field notes were recorded
during observations. A fieldwork journal was kept to
record experiences, ideas, fears, mistakes, confusions,
breakthroughs, and problems that arose during fieldwork
in order to recognize any bias could affect data interpretation (20). Formal and informal interviews were also conducted and audiotaped to collect data. Purposeful sampling was used to locate culturally sensitive informants.
Nine out of 36 ED nurses who have worked for more than
two years in the triage room were selected as initial candidates to be formally interviewed. Other staff members
were informally interviewed.
The interview questions were semi-structured, consisting of descriptive, structural, and contrast questions in relation to each stage of the data collection process. The
questions were based on Spradley’s interview questions in
ethnographic studies (20). Expressing interest, expressing
ignorance, avoiding repetition, and taking turns were considered during the interview sessions. The interviews were
tape-recorded and transcribed verbatim. All nurses were
interviewed by one researcher (A.M.) in the ED.
Descriptive, focused, and selective observations were
conducted. Descriptive observations included grand tour
and mini-tour observations. Major features were investigated using a descriptive questions matrix, for example,
What kinds of activities occur in the triage room? Participants completed free lists to answer a structural question
in interviews which were held during focused observation
(23). The structural question was “What kind of patient
is nonemergent? Formal interviews were most frequently
performed to contrast the meaning of each cultural subcategory in selective observation (24). Contrast questions
Trauma Mon. 2016; 21(4):e23260.
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were used, for example, How do nonemergent patients differ? (Appendix 1).
Data collection and analysis is a cyclical pattern (21).
Domain, taxonomic, componential, and theme analysis
were conducted throughout the research period. The analysis field notes record generalizations, analyses of cultural
meanings, interpretations, and insights into the culture
studied (20). Nonemergent patients as a mixed domain
emerged in the domain analysis. The semantic relationship was strict inclusion to describe kinds of nonemergent patients in a domain analysis worksheet including
cover terms and included terms (Box 1). Similarities among
the included terms based on the same semantic relationship were explored using free lists and interviews in a taxonomic analysis (Table 1). Free list data demonstrate a kind
of cultural agreement. Individual salience was computed
using inversely ranked items on an individual’s list and
likewise items increase by one moving up the list. Then the
rank was divided by the total number of items that the individual listed (25). All individual salience scores for each
item were added up and divided by the number of respondents (23). Attributes (unit of meaning) associated with
cultural subcategories have been presented as paradigm in
componential analysis (Table 2).

Box 1. Domain Analysis Worksheet for Nonemergent Patientsa , b
Nonemergent patients Included terms:
Uncomplicated common cold
Prolonged pain which has lasted more than 72 hours
Delay in treatment does not result in life-threatening condition
Uncompromised traumatic injury
Patients request for a specific medication
Patients with long-standing symptoms presenting at midnight
Chronic neurotic patients
Uncompromised breathing and airway
Patients request for a specific laboratory test and radiography
Patients request for a specialist with a long-term condition
Common skin disorders
Hemodynamic stability
Lack of relevant technological and specialist resources
Minor pain
Uncompromised low back pain
Patients without altered level of consciousness
Patients request for a health record form
Uncompromised abdominal pain
First-degree burn
Minor wound without hemorrhage
Patients without a prior history of disease
a
b

Semantic relationship: strict inclusion.
Structural question: What kind of patient is nonemergent
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Trustworthiness: Prolonged field experience, observing several cultural situations, varied time sampling, continuous fieldwork journaling, triangulation characterized
by concordance among cultural behaviors, artifacts and
speech messages, establishing a trustful relationship with
triage nurses, and checking findings with triage nurses
and colleagues were used in order to ensure optimum
credibility. Dependability was followed by providing a
thick and clear description of research methods and stepwise replication over a longer period (26).
4. Results
Thirty-six nurses working in the ED, 12 of whom contributed to triage were observed during a 120-hour period.
Nine of the nurses had more than two years’ experience in
triage practice. Interviews and free listing survey included
9 triage nurses who were culturally sensitive informants.
The nurses’ ages ranged from 26 to 35 (31 ± 2.4). 55% of
them were male. All nurses were registered and had a baccalaureate of science in nursing.
The researchers gained insight into nurses’ beliefs on
nonemergent patients. The shared knowledge of nurses
revealed that nonemergent patients did not belong to the
ED. Nurses identify nonemergent patients using key criteria, including non-life-threatening medical condition, lowrisk history, and time to arrival or treatment. In addition,
triage nurses categorize patients as nonemergent when
there is both actual and implied pressure from their colleagues to prevent these patients from reaching the ED.
Four main categories were identified: nonemergent patient as an uninvited guest, nonemergent patient as an elephant in a dark room, nonemergent patient as an aggressive client, and being nonemergency unless being toward
death.
Nonemergent patient as an uninvited guest: There is a
strong belief in the ED that nonemergent patients should
not receive care under any circumstances. There are cultural artifacts in the entrance area of the ED, including several banners on the wall that state Nonemergent patients
are not admitted in this emergency department. Numerous observations have verified that redirecting nonemergent patients from the ED to the outpatient clinic is a routine practice. Sara said in a mini-tour: From here nonemergent patients are rejected. [They] go to the clinic. And
David said: Roxana justifies going to the clinic to anyone
by any means necessary. Rejecting them to go. They cannot even go near the ED.
Nonemergent patient as an elephant in a dark room:
Observation has verified that there are remarkable discrepancies among nurses or even physicians in determining whether patients are nonemergency, so daily debates
3
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Table 1. Free Listing Response Regarding Nonemergent Patientsa , b
What kind of patient is nonemergent?

Individual Salience

Composite Salience

Uncomplicated common cold

4.07

Prolonged pain which has lasted more than 72 hours

3.35

0.37

Delay in treatment does not result in life-threatening condition

3.00

0.33

0.45

Uncompromised traumatic injury

1.87

0.20

Patients request for a specific medication

1.40

0.16

Patients with long-standing symptoms presenting at midnight

1.00

0.11

Chronic neurotic patients

0.86

0.10
0.09

Uncompromised breathing and airway

0.83

Patients request for a specific laboratory test and radiography

0.80

0.09

Patients request for a specialist with a long-term condition

0.80

0.09

Common skin disorders

0.71

0.08

Hemodynamic stability

0.67

0.07

Lack of relevant technological and specialist resources

0.67

0.07

Minor pain

0.50

0.06

Uncompromised low back pain

0.53

0.06

Patients without altered level of consciousness

0.33

0.04

Patients request for a health record form

0.40

0.04

Uncompromised abdominal pain

0.33

0.04

First-degree burn

0.29

0.03

Minor wound without hemorrhage

0.25

0.03

Patients without a prior history of disease

0.17

0.02

a
b

Responses
are listed in order of composite salience, highest to lowest.
P
P
Individual Salience = sum of the all individual saliences, N = total number of respondents, (composite salience =
Individual salience/N).

about them are common in routine practice. Amir said:
Each nurse triages patients individually. For example, a
nurse like Miriam, do you know her? [Silence (cultural ignorance)] She tries to treat most patients. In spite of all
the disagreements, three criteria were dominant in nurses’
decision-making, including non-life-threatening medical
condition, low-risk history, and time to arrival or treatment. Generally, nurses check a patient’s medical condition to ensure that it is not life-threatening and search the
patient’s history to rule out any risk factors and evaluate
how long he/she can wait for treatment (Table 2).
Nonemergent patient as an aggressive client: Observations have confirmed that redirecting patients from the ED
to the outpatient clinic could be a threatening situation.
It is not rare to see an angry nonemergent patient around
the triage area. In the ED and around the triage area, there
are several posters warning that if someone commits an
assault on a staff person, he/she will face legal penalties.
Nurses believe rejecting patients usually results in conflict
and tension. Lila said: suddenly a man comes yelling at you
that he will not accept going somewhere else. I have mitral valve prolapse and a heart problem too, [it] has caused
the PVCs to start, [I] quickly go to take propranolol. In addition, triage nurses tolerate actual and implied pressure
4
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from their colleagues to prevent nonemergent patients
from reaching the ED. Mohammed said: Triage is where
you feel pressured from both inside and outside the triage
room. Once when ED section II was getting crowded, an ED
nurse told me At least you can reject uninsured [nonemergent patients]. Everyone wants to work less.
Being nonemergency unless being toward death:
There is a belief that a patient who is near death deserves
to be an emergency patient. It was observed that several
critically ill patients were categorized as code red by a
researcher in the triage room, but their triage codes were
changed to green by a physician. David said: [Nurses]
check how close [the patient] is to death. 115 had brought
a patient just a while ago. The triage [nurse] had underestimated the patient. Gave him [code] green. We suddenly
found the patient collapsed behind the door. He had told
the triage [nurse] that he is ill. Triage is expected to save
time. Imagine that the patient must have been died to
receive a red [code].
5. Discussion
The findings give a deep insight into the ED nurses culture of practice regarding the triage of nonemergent patients.
Trauma Mon. 2016; 21(4):e23260.
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Table 2. Paradigm of Nonemergent Patients Based on Dimensions of Contrast
Subcategories

Non-Life-Threatening Medical Condition

Uncomplicated common cold

Low-Risk History

Time to Arrival or Treatment

+

Prolonged pain which has lasted more than 72 hours

+

Delay in treatment does not result in life-threatening
condition

+

Uncompromised traumatic injury

+
+

Patients request for a specific medication
Patients with long-standing symptoms presenting at
midnight

+
+

Chronic neurotic patients
Uncompromised breathing and airway

+
+

Patients request for a specific laboratory test and
radiography

+

Patients request for a specialist with a long-term
condition
Common skin disorders

+

Hemodynamic stability

+

Minor pain

+

Uncompromised low back pain

+

Patients without altered level of consciousness

+
+

Patients request for a health record form
Uncompromised abdominal pain

+

First-degree burn

+

Minor wound without hemorrhage

+

Patients without a prior history of disease

Nurses believe that nonemergent patients do not belong to the ED, which is consistent with findings that
reported nurses beliefs on inappropriate patient admissions due to misuse of the ED (27). Alienation was documented in the gatekeeping role of triage nurses (28) and
in the us vs. them attitude between staff and nonemergent patients (29). Triage nurses through their gatekeeping role determine which cases are urgent or nonemergent and what is right or wrong (28) in order to embed cultural belief in place. Although some studies have showed
that nonemergent patients are not significantly associated with unfavorable outcomes of ED overcrowding (8,
9), nurses strongly believe that nonemergent patients are
linked to overcrowding.
Several studies have indicated that nonemergent visits
as inappropriate ED use are associated with ED overcrowding, as well as with increased mortality and morbidity, service delays, patient dissatisfaction, and financial burdens
(7). In contrast, some studies have argued that the effect of
nonemergent patients on ED measures is insignificant (8)
and that potential savings from redirecting nonemergent
patients to alternative sources of care are not considerable
compared to the high costs of EDs (9).
The results showed that considerable discrepancies exist among ED staff in determining whether patients are
Trauma Mon. 2016; 21(4):e23260.

+

nonemergent, which is supported by other studies. Additionally, uncertainty in triage decision-making has been
documented as a source of stress (30). Similar to our findings, a review showed variability in levels of agreement
on defining nonemergent patients (4). Nurses believe that
nonemergent patients were recognized largely unreliable
and irreproducible, and relevant studies have confirmed
this result (12, 13). Nonemergent patients have multiple
reasons for visiting EDs and this may help explain why
identifying nonemergent patients is so challenging (31).
Generally, concordance of nurses on triage in the emergency department is not almost perfect regarding case
mix (32). In addition, many disagreements on nonemergency situations have been reported between nurses and
patients (33).
Consistent with previous results, nonemergent patients were more commonly identified using explicit criteria such as low-risk chief complaints (4). Also, componential analysis revealed that time is a critical element in identifying nonemergent patients; the concept of delay of care
was previously introduced as the most frequent definition
in other studies (4). In spite of the fact that staff belief
in blocking access for nonemergent patients plays a pivotal role, hospital policies should examine definite sources
of care and implied barriers to care for nonemergent pa5
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tients.
Triage nurses believe that nonemergent patients are
a significant source of stress and anxiety. Similar to our
findings, it has consistently been reported that the ED is
a stressful and chaotic environment (27). Although triage
nurses believe that patients should not arrive with expectations, nonemergent patients strongly expected to be admitted to the ED (19), creating a persistent and frustrating conflict. Inevitable episodes of patient-related violence
have occurred in the triage room, so triage nurses have expressed feelings of frustration (30, 34). A study reported
that 61% of triage nurses felt more than a moderate level of
anxiety (33), which is consistent with our findings. Aggression and violence in the ED violate the principle of beneficence as well as proper decisions in daily practice (11).
While both interpersonal empathetic communication
and zero tolerance policies were suggested as effective
methods for reducing violence in the ED (29), it is not obvious how the conflict of interest between staff and nonemergent patients in the ED could be resolved while most
nonemergent patients are fully aware of the benefits of using the ED (31).
Culture as a multidimensional domain needs broad
and comprehensive investigations. We mainly examined
the shared knowledge of nurses in this study, which was
based on Spradley’s ethnosemantic method. Our limitation could be eliminated by including patients in future
studies. Although this hospital was appropriately representative of all the hospitals in the city, a multicenter approach could enhance transferability of the study.
Providing care in the emergency department is significantly affected by nonemergent patients, so the mission of
the ED as a place for serving critically ill patients has been
challenged. An unconstructive approach to patient management could endanger safety and morale, resulting in
poor outcomes. A cultural awareness training program is
recommended.
Supplements
Supplementary material(s) is available at below link:
http://traumamon.com/?page=download&file_id=57595
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