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Background: Hospitalizations or emergency department (ED) visits due to ambulatory care-sensitive conditions (ACSC) are preventable but cost billions in modern countries. The objective of the study is to use a meta-synthesis approach based on patients' narratives from qualitative studies to reveal why individuals are at risk of ACSC hospitalizations or ED visits.

Methods: PubMed, Embase, Cochrane Library, and Web of Science databases were utilized to identify qualified qualitative studies. The Preferred Reporting Items for Systematic Review and Meta-Analysis were used for reporting the review. The thematic synthesis was used to analyze the data.

Results: Among 324 qualified studies, nine qualitative studies comprising 167 unique individual patients were selected based on the inclusion/exclusion criteria. Through the meta-synthesis, we identified the core theme, four major themes, and the corresponding subthemes. Poor disease management, the core theme, turns individuals at risk of ACSC hospitalizations or ED visits. The four major themes contribute to poor disease management, including difficulties in approaching health services, non-compliance with medications, difficulties in managing the disease at home, and poor relationships with providers. Each major theme comprised 2–4 subthemes. The most cited subthemes are relative to upstream social determinants, such as financial constraints, inaccessible health care, low health literacy, psychosocial or cognitive constraints.

Conclusion: Without addressing upstream social determinants, socially vulnerable patients are unlikely to manage their disease well at home even though they know how to do it and are willing to do it.

Trial registration: National Library of Medicine, with ClinicalTrials.gov, Identifier: NCT05456906. https://clinicaltrials.gov/ct2/show/NCT05456906.
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Introduction

Theoretically, hospitalizations or emergency department (ED) visits due to ambulatory care-sensitive conditions (ACSCs), such as hypo-/ hyperglycemia, heart failure, and asthma, are potentially avoidable if patients can receive effective primary care and follow the medical regimen in the community (1, 2). However, ACSC hospitalizations and ED visits are still costly, even in modern countries. For example, in 2009, Great Britain spent £1.4 billion on ACSC hospitalizations (3). In 2016, the United States spent about $1.7 billion on treating ACSC ED visits for Medicare fee-for-services beneficiaries (4), about $33.7 billion on ACSC hospitalizations for adults, and $ 0.5 billion on ACSC hospitalizations for children in 2017 (5). Nevertheless, socially vulnerable patients consume the majority of ACSC expenses.

Billings and colleagues published their findings regarding the association between socioeconomic status and ACSC hospitalizations based on the data in New York City in 1993 (6). After that, literature has accumulated rich quantitative evidence about a persistent discrepancy in ACSC hospitalizations or ED visits due to social risk factors (e.g., deprivation and race/ethnicity) from time to time (7–11). There is a growing interest in using patients' narratives or stories to improve the quality of health care and policies (12) because patients' narratives through qualitative studies provide rich information about how they manage their diseases in the community, which are hard to be detected by quantitative approaches.

The present study aims to meta-synthesize evidence from qualitative studies focusing on social risk factors that contribute to ACSC hospitalizations or ED visits. In the end, the present study provides implications for policymakers and stakeholders to address social determinants of health upstream through policies and implications for healthcare practitioners to assist patients at the downstream level to reduce costly ACSC hospitalizations and ED visits. The present study also provides guidance for future research.



Materials and methods

The Agency for Healthcare Research and Quality (AHRQ) defined the conditions of ACSC in the Preventive Quality Indicator Program. These ACSCs included diabetes-related acute and chronic complications, heart failure, hypertension, chronic obstructive pulmonary disease, asthma, uncontrolled diabetes, and low-extremity amputation due to diabetes (1). The present study reviewed the qualitative studies that focused on hospitalizations or ED visits due to ACSCs for adults. We chose hospitalizations and ED visits because about 40% of ACSC ED visits were referred for hospitalizations (4).


Design

The study is a meta-synthesis study following the procedural steps that were proposed by Noblit and Hare (13) and developed by Sandelowski and Barroso (14), to create analytical themes regarding the social risk factors that contribute to ACSC hospitalizations or ED visits. The Preferred Reporting Items for Systematic Reviews and Meta-Analysis were strongly recommended in studying systematic review and meta-analysis (15), which was used to reach the objective of the present study. We thematically synthesized the evidence related to adult patients who experienced any of the ACSC hospitalizations or ED visits.



Eligible criteria

The inclusion criteria included primary peer-reviewed qualitative studies that focused on adult patients experiencing ACSC hospitalizations or ED visits and were published in English-language journals, with no restriction on publication date or country of origin. Only qualitative evidence was included for the studies based on mixed methods. We focused on patients' experiences and narratives; therefore, the perspectives of parents, caregivers, and healthcare professionals were excluded. Studies were also excluded if they specifically focused on readmissions, preventable conditions not defined by AHRQ (e.g., cellulitis or chest pain), patients in institutions, and patients with dementia, cancer, or mental illness.



Search strategies

We systematically searched PubMed, Embase, Cochrane Library, and Web of Science databases to identify all qualitative studies investigating ACSC. At the beginning, we did not set the beginning of the year for literature searching in order to maximize the pool for the qualitative studies. After an initial search, we decided to set the time frame of the literature search from 2013 to June 2022, as it was determined that there had been limited qualitative research on ACSC prior to this date. Articles were retrieved in English, and the publication types were limited to primary research reports. The following search terms were used as free text in the field of title/abstract: (ACSC) OR (ambulatory care sensitive conditions) OR (ambulatory care-sensitive conditions) OR (avoidable hospitalization) OR (preventable hospitalization) OR (avoidable emergency) OR (preventable emergency), and in the ALL Field: (qualitative) OR (narrative) OR (observation) OR (mixed method) OR (mixed-method) OR (interview) OR (focus group) OR (case study). One author (HC) independently screened the title and abstract to exclude quantitative studies. After that, two authors (HC and HL) independently reviewed abstracts and full texts for eligibility of qualitative studies and studies based on mixed methods. The full texts of the articles were examined in terms of inclusion criteria in cases where the title or the abstract was not sufficient. Following by Mu' suggestion (16), the two authors independently evaluated the studies and made a co-decision in case of disagreement or doubt. A consensus was reached through the discussion between the two authors. When the two authors had different opinions on the review of studies, a third consultant expert was asked to resolve the decision.



Quality appraisal

The Critical Appraisal Skills Programme (CASP) provides a series of checklists for different types of research, such as randomized control trials, cohort studies, and qualitative studies. The present study used the checklist for qualitative studies, which had been commonly used to evaluate the quality of qualitative studies (17, 18). The CASP checklist has 10 questions, including (1) a clear statement of the aim of the study; (2) the appropriateness of the methodology; (3) the appropriateness of the study design; (4) the appropriateness of the recruitment strategies; (5) the appropriateness of data collection; (6) taking the relationship between researchers and patients into consideration; (7) ethical concerns; (8) rigor of the data analyses; (9) a clear statement of findings, and (10) the value of the findings (19). Two authors (HC and HL) independently used the checklist to evaluate the quality of the qualitative studies before synthesis and reached a consensus through the discussion. Table 1 presents the evaluation results.


TABLE 1 Evaluation of the quality of the studies.
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Data abstraction

All potential articles were entered into Excel and a bibliographic software program (Mendeley, developed by Elsevier, Mendeley Ltd.). The two authors reviewed the articles based on the inclusion and exclusion criteria from the title/abstract. The full text was evaluated if the abstract did not provide sufficient information. The cited articles listed in the reference of the articles were also reviewed.



Meta-synthesis

Thematic content analysis steps suggested by Braun and Clarke (20) were followed in synthesizing the findings of qualitative research included in the study. In the first stage, all research articles were read by two authors (HC and HL), and a code was given to each basic finding using NVivo-version-11-software. In the second stage, these codes were compared with the studies, the similarities and differences between the codes were examined and transformed into descriptive themes (risk factors for ACSC hospitalizations/ ED visits). In the third stage, analytical themes (core theme, major themes, and subthemes) were developed by discussing the descriptive themes and study purpose to obtain a synthesis product that could put forward new concerns, problems, or suggestions in light of the research subject with an inductive approach. The themes and subthemes must be exclusive to each other. The two authors (HC and HL) investigated the similarities and differences in findings across studies and the meanings of patients' narratives and then synthesized findings and patients' narratives into each theme. The two authors (HC and HL) also reviewed and revised the narratives themes, and subthemes until reaching an agreement. When the two authors had different opinions on the data synthesizing, a third consultant expert was asked to resolve the findings.




Results

Following the criteria, search strategies, study selection, and data extraction discussed above, we initially retrieved 324 references. We excluded 275 quantitative articles based on the title or abstract. We further excluded 5 articles due to duplications. Additionally, we excluded the articles because they were quantitative (7 articles) or focused on caregivers and health care professionals (14 articles), readmissions only (3 articles), and others (e.g., not explicitly focused on ACSCs or focused on cancer patients) (11). The number of qualitative articles included in the present study was nine. One of the nine studies written by Qunesell and colleagues specifically focused on housing issues from 21 patients who were a part of 90 patients in the study of Sentell et al. (21, 22). Figure 1 presents the selection process for the study sample.
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FIGURE 1
 Flowchart of the meta-synthesis steps.


The qualitative data in the nine studies were primarily based on semi-structured in-person or telephone interviews at hospitals, ED, clinics, or patients' residences. The total unique number of patients in the nine studies was 167, ranging from 3 to 90 patients per study. All studies investigated ACSC hospitalizations except one that studied ACSC ED visits (23). Two studies used a mixed-method study design (24, 25). The data analyses were primarily content or thematic analyses.

Although the Agency for Healthcare Research and Quality grouped ACSC into chronic conditions (e.g., diabetes and heart failure) and acute conditions (i.e., bacterial pneumonia and urinary tract infection) (1), all these nine qualitative studies investigated patients with chronic conditions. In addition, three studies focused on one specific disease (e.g., diabetes or heart failure) and others studied more than one chronic ACSC condition.


Critical appraisal skills programme assessment

Table 1 shows the quality of qualitative studies based on the 10 questions in the CASP checklist. Nine studies (21–29) in the present study meet all criteria except for one—taking the relationship between researchers and patients into consideration. All studies described the characteristics of interviewers, analysts, and researchers; however, only two studies had a clear statement to explain the roles of interviewers to patients (26, 27). Although we could not evaluate “taking the relationship between researchers and patients into consideration” for the other seven studies, based on the CASP criteria and the information provided by the selected studies, the quality of the seven studies remained since the research questions, interview guidelines, and interviewers were defined before the authors conducted the studies. Based on the suggestion by Mu (16), we included all of the nine studies in this meta-synthesis study.



Descriptive findings of the study sample and patient characteristics

Table 2 presents the descriptive findings of the study sample. A total of 167 non-duplicated adult patients were included in the nine studies (excluding one child from James' study and 21 patients from Quensell's study because they were a part of the study sample in Sentell's study in Table 2). The minimal age of patients was 18 years old. The majority of the patients were middle-aged and older. Four studies provided the race/ethnicity of their patients (22, 23, 27, 28), while other studies discussed patients' income or poor neighborhoods (21–23), indicating that patients were socially vulnerable. Two studies did not provide a gender distribution of patients (23, 26). The nine studies were conducted in two countries: four in Australia and five in the United States.


TABLE 2 Descriptive findings of the study samples.
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Descriptive themes: core theme and four major themes

Based on the meta-synthesized analysis, a framework regarding the themes for causing ACSC hospitalizations or ED visits from patients' narratives is developed (Figure 2). The core theme is poor disease management, which is defined as the central mechanism describing why socially vulnerable patients were unable to manage their disease well, thereby causing ACSC hospitalizations or ED visits. We also identified four major themes leading to poor disease management. Table 3 presents four major themes, including difficulty in approaching health services, non-compliance with medications, difficulties in managing the disease at home, and poor relationships with providers. Each major theme contains 2–4 subthemes. To describe the weight of each subtheme, the number of citations and the percentage (the number of citations for a theme divided by the total number of studies) were also presented in Table 3. The detailed citations, their corresponding subtheme, and major theme were displayed in Supplement Table 1, which allows readers to examine the data collected and analyzed by the authors, to understand the findings of the analysis, and to evaluate the plausibility, credibility or face validity of the authors' claims (30, 31).
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FIGURE 2
 Core theme and major themes.



TABLE 3 Descriptive themes: ACSC hospitalizations/ emergency department visits from patient perspectives.
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We individually discussed each major theme and the corresponding subthemes and patient narratives below.


Theme 1: difficulties in approaching health services

Theme 1 included four subthemes: (1) lack of health insurance, (2) lack of mobility assistance (e.g., transportation), (3) financial constraints, and (4) inaccessible health care. Among these subthemes, the most cited are financial constraints and inaccessible health care (66.7%); the second most cited was lack of mobility assistance (55.6%) while lack of health insurance was cited twice (22.2%). The examples of financial constraints included no money to pay the copay of medications (22, 23, 29) and to purchase healthy food and testing suppliers for diabetes control (22, 25, 26). The examples of inaccessible health care included difficulty in getting an appointment (23, 25) and no ambulatory services after-hour clinics (22, 27). Lack of transportation for physician appointments or refilling medication was also often cited (21–23, 26, 27).



Theme 2: non-compliance with medications

Theme 2 comprised four subthemes: low health literacy, psychosocial or cognitive constraints, conflicting demand, and unwillingness. Among these subthemes, low health literacy and psychosocial or cognitive constraints had 66.7% cited by selected studies. For example, four studies noted that patients did not know their disease, symptoms, or warning signs (22, 23, 28, 29) and three found that patients did not know how to apply dietary control or disease management in daily life (22, 27, 29). Patients also had various psychosocial or cognitive constraints, such as stress or depression worsening health status (22, 29), emotional distress on disease management (23, 25), or neglecting to refill or take medication (22, 23, 29). About 44.4% of the studies cited conflicting demand and unwillingness, such as low priorities for disease management (22, 25) and unfeasible planned care at home (22).



Theme 3: difficulties with managing the disease at home

Lack of family and social support and unstable housing are subthemes leading to difficulties with managing the disease at home. 55.6% of the selected studies noted family and social support issues, such as living alone or having no one to rely on when necessary (22, 23, 27–29). Although several narratives were about housing issues, such as no running water for medication or no refrigerator to store insulin (21, 22), they were primarily from two studies because one of the two studies mainly focused on housing issues.



Theme 4: poor relationships with providers

There were three subthemes: perception of incompetent providers (33.3%), poor communication and coordination (77.8%), and language/ cultural barriers (11.1%). Several narratives, such as no communication and coordination between physicians, pharmacists, and specialists (22, 26, 27) and lack of trust (21, 22) highlight the issue of poor communication and coordination under the major theme. Also, the perception of the incompetence of providers, such as culture and language barriers, leads to poor relationships with patients.





Discussion


Summary of the key findings

There were 167 non-duplicated patients from the studies conducted in the United States and Australia. Those patients had at least one chronic disease and faced significant obstacles to managing their chronic diseases properly in the community. The core theme identified in the present study was poor disease management, which comprised four major themes: difficulties in approaching health services, noncompliance with medications, difficulties in managing the disease at home, poor relationships with providers. Under each major theme, there are 2–4 subthemes, including lack of insurance, lack of mobility assistance, financial constraints, inaccessible health care, unstable housing, lack of family and social support, low health literacy, psychosocial and cognitive constraints, conflicting demand, unwillingness, perception of incompetent providers, poor communications and coordination among providers, and language and culture barriers. It is worth noting that among all subthemes, poor communication and coordination was most cited by the selected studies (77.8%). The second most cited were financial constraints, inaccessible health care, low health literacy, psychosocial or cognitive constraints, lack of mobility assistance, and lack of family and social supports.



Contributions of the study

The present study is unique in two ways. First, to the best of our knowledge, the present study is the first to conduct a meta-synthesized analysis based on qualitative evidence regarding ACSC hospitalizations or ED visits. Second, differing from previous quantitative studies that quantified the association between social risk factors and ACSC hospitalizations or ED visits, our findings revealed that poor disease management, the core theme of the study, plays the central role that turns socially vulnerable patients at risk of ACSCs hospitalizations or ED visits.



Policy implications

Our findings show that upstream social determinants of health, such as financial constraints, low health literacy, lack of family and social support, contribute to poor disease management and major themes, leading to ACSC hospitalizations or ED visits in the present study. These upstream social determinants are beyond what healthcare professionals can manage. The United States spent about $34 billion on ACSC hospitalizations in 2017 (5). Suppose policymakers or stakeholders are willing to use half of the expense ($17 billion) as the budget to mitigate the effect of the poor upstream social determinants pf health through social or health policies, socially vulnerable individuals can gain control of their disease management. In the long run, the return on investments is expected to be high. For example, education is associated with health literacy (32, 33). In our findings, several narratives indicated low health literacy of the patients, such as not knowing the disease, symptoms, warning signs, or how to apply dietary control or disease management in the daily life (22, 23, 27–29), which led to non-compliance with medications. Education is effective and has a long-term effect on health, income, and employment, especially for children and women (34, 35). Although the return on investment for education may take years, policies that enhance education typically early childhood education, would have a life-long impact on individual and population health.

Additionally, reducing financial barriers through health policies is essential for individuals with chronic diseases to manage their disease.

Although Australia has universal health insurance coverage and most of the participants in Sentell et al. study had insurance coverage through the Medicaid program in the United States, high copays for medications motivated patients not to take or refill medications (22, 23). Costly medical supplies (e.g., ketone testing strips) also prevented patients from periodically monitoring their blood sugar (26). Our findings are consistent with previous evidence, indicating that uninsured patients likely skipped required healthcare services (36, 37), which risked their life and was eventually costly to society. Nevertheless, some medications and medical supplies are life-saving. For example, insulin or an insulin pen is required for insulin-dependent patients to prevent short-term complications (e.g., coma due to hyperglycemia) and long-term complications (e.g., renal failure or blindness) or early death. In 2020, the RAND Corporation indicated that the average price of insulin in the United States was $98.7 per vial, much higher than in other countries (38). Health policies at the state level that make life-saving medications and medical supplies affordable are strongly recommended.



Implications to clinics at the provider's level and payment policy
 
Assessment of social risk factors and interventions at clinics

Assessing patients' social risk factors is as critical as assessing patients' health problems during patient-healthcare practitioners' encounters at the clinics. Patients included in the selected studies are vulnerable due to their socioeconomic status and race/ethnicity. Based on our findings, these patients had weak social support systems and limited resources to navigate the healthcare system, as well as distrusted healthcare providers and did not communicate well with providers, which is consistent with previous findings (39, 40). These vulnerable patients are high-cost patients to society. To enhance patients' compliance with disease management, healthcare professionals and other professionals (e.g., social workers) need to work together to identify vulnerable patients and tailor medical and social services based on individual needs to make sure that personalized medical regimen is applicable and manageable to patients in the community.



Assessment of social risk factors for payment policies

Payment adjustment based on patients' social risk factors is commonly discussed and recommended (41). Without accounting for patients' social risk factors, payment is unfair and likely widens disparities in care. A good example is the Hospital Readmissions Reduction Program (HRRP) in 2013 in the United States. The 2013 HRRP was to reduce 30-day readmissions while improving the quality of care for Medicare beneficiaries. The 2013 HRRP financially penalized hospitals with 30-day readmissions higher than the national average, without considering patients' social risk factors. As a result, the 2013 HRRP financially penalized safety-net hospitals that took care of the poor and minorities and further weakened the financial abilities of safety-net hospitals (42–45).

The Centers for Medicare and Medicaid Services Center (CMS) and the American Academy of Family Physicians in the United States have published social needs screening tools. The CMS Accountable Health Communities Health-Related Social Needs (HRSN) Screening Tool is for healthcare providers in clinics or hospitals to collect social needs data for Medicare and Medicaid beneficiaries (46). The HRSN tool includes 26 questions that cover social risk factors in 13 domains: housing instability, food insecurity, transportation problems, utility help needs, interpersonal safety, financial strain, employment, family and community support, education, physical activity, substance use, mental health, and disabilities (46). The American Academy of Family Physicians published the Social Needs Screening Tool under the EveryONE Project in 2018 (47). The screening tool includes 15 questions that cover 10 dimensions: housing, food, transportation, utilities, childcare, employment, education, finance, personal safety, and assistance. It is recommended to integrate different social needs screening tools in order to simplify and ease the workload for health professionals at clinics or hospitals. Furthermore, given our findings, each social risk factor likely plays a different weight in poor disease management. Therefore, the payment adjustment based on a rigorous methodology that appropriately weights individual social risk factors would likely motivate healthcare providers to take care of socially vulnerable patients and further reduce disparities in health outcomes.



Implications to future research

Although ACSC hospitalizations or ED visits have been studied for decades, to the best of our search from the database, we only identified nine qualified qualitative studies published in English-language journals. These studies were conducted in the United States and Australia. Different countries have different contexts and systems, which may affect ACSC hospitalizations or ED visits differently. More qualitative studies from different countries would provide a better understanding of the mechanisms regarding how social risk factors lead to costly ACSC hospitalizations and ED visits. Additionally, our study only focused on adult patients. Future studies investigating ACSC hospitalizations or ED visits from the perspectives of children and their caregivers and the perspectives of healthcare providers are suggested. Furthermore, among the nine studies, only one study focused on ED visits. About 40% of ED visits were referred to inpatient care (4). Patients discharged from ED without hospitalizations may differ from those admitted to hospitals for inpatient care. Investigating patients with ACSC ED visits would help to provide a better understanding of the differences in associated social risk factors between ACSC hospitalizations and ACS ED visits. Finally, AHRQs grouped ACSCs into acute and chronic conditions. Our study sample primarily focused on chronic ACSCs; therefore, qualitative studies focusing on acute ACSCs (i.e., bacterial pneumonia and urinary tract infections) are also recommended.




Limitations

There are a few limitations in the present study. Socially vulnerable patients are likely to be minorities and have low socioeconomic status. Among the nine qualitative studies in our study sample, five studies did not report the race/ethnicity of the participants, and six studies did not report the income or education of the participants. For future qualitative studies, it is recommended to provide race/ethnicity, income, education, and employment status to describe the characteristics of the participants. Furthermore, the selected qualitative studies were primarily from Australia and the United States. The generalizability of the findings from the presented studies may not be able to apply to other countries because every country has different healthcare delivery systems and social contexts.




Conclusions

There is a growing interest in using patients' narratives or stories to improve the quality of health care and policies. Our present study is the first to apply a meta-synthesis approach to investigate ACSC hospitalizations or ED visits based on qualitative evidence. Our findings showed that poor disease management is the core theme that turns socially vulnerable individuals with chronic disease at risk of ACSC hospitalizations or ED visits. Although modern medical science has improved disease management through innovative medicine and technology (e.g., insulin for diabetes control and diuretic and beta-blocker for heart failure), medical science alone is unlikely to reduce costly ACSC hospitalizations or ED visits, especially for socially vulnerable individuals. In order to reduce costly ACSC hospitalizations or ED visits among socially vulnerable patients, addressing upstream social determinants of health is fundamental.
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1. Difficulties in approaching health service (1) Lack of insurance 222 (22,23)
(2) Lack of mobility assistance 556 (21-23,26,27)
(3) Financial constraints 66.7 (21-23, 25, 26, 29)
(4) Inaccessible health care 66.7 (22,23,25-27,29)

2. Non-compliance with medications (1) Low health literacy 66.7 (22-24,27-29)
(2) Psychosocial or cognitive constraints 66.7 (21-23, 25,27, 29)
(3) Conflicting demand 144 (22, 25,28,29)
(4) Unwillingness 444 (22,23, 26,29)

3. Difficulties with managing the disease athome | (1) Unstable housing 22 (21,22)
(2) Lack of family and social support 556 (22,23,27-29)

4. Poor relationship with providers (1) Perception of incompetent providers 333 (22,26,29)
(2) Poor communication and coordination 778 (21-23,25-28)
(3) Language/cultural barriers 111 (22)
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Y, Yes; C, Cannot tell.
CASP provides “Hint” for each question to help researchers make the choices. The sixth questions “Has the relationship between rescarcher and participants been adequately considered?” The
Hint for the “relationship” question includes: (1) “If the researcher critically examined their own role, potential bias and influence during (a) formulation of the research questions (b) data
collection, including sample recruitment and choice of location?” and (2) “How the researcher responded to events during the study and whether they considered the implications of any changes
in the research design.”

We selected “Cannot Tell” when the study did not clearly describe all of the above criteria.
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ED visits

Race/ethnicity

Age (Yrs)/
gender/ income

Data collection
technique

Data analysis
(technique; rigor)

Location or
country

or diabetes
complication

70+yrs: 50% male:14
female: 10

one-to-one telephone
interviews after
discharge from hospital
(median days: 15,
ranging from 13 to

38 min)

Quensell etal. (21)* Diabetes and heart Hosp. 21 Native Hawaiian/ Pacific 18-64 yrs: 71%; 654 yrs: Face-to-face interview Framework approaches, Queen’s Medical Center,
failure Islander: 55.6%; White: 28.9%; female: 33%; for about 45 min; a consensus Hawaii, US.
18.9%; Asian: 13.3%, family income questionnaire and
Filipino: 12.2% <$40,000: 57.8%; semi-structured
depression 52.2% interview

Sentell etal. (22) Diabetes and heart Hosp. 90 Native Hawaiian/ Pacific 18-64 yrs: 71%; 654 yrs: Semi-structured Framework approaches, Queen’s Medical Center,

failure Islander: 55.6%; White: | 28.9%; female: 33%; interview. consensus Hawaii, US.
18.9%; Asian: 13.3%, family income
Filipino: 12.2% <$40,000: 57.8%;

Shearer etal. (23) African Americans ED visits 20 African Americans 30-88 yrs; household Semi-structured Explanatory framework Southeastern state
with Type 2 DM income $800-$8,000 per interview at patients’ (South Carolina), US

month home

Granger etal. (24)° New York Hosp. 10 NA 48-81 yrs (mean 67 yrs). | Open-ended questions Meaning-response interview | Duke Hospital, US
Association class 50% male for about 30-75 min and thematic
II-1V heart failure.

Manski-Nankervis et al. Type 2 diabetes Hosp. 13 NA 22-87 Yrs (mean: 64 yrs) | Semi-structured Thematic framework Royal Melbourne

(25)° experiencing angina with 53.8% female interview, ranging for Hospital and Werribee
or AMI or foot 30minto 1h Mercy Hospital in
ulceration Australia.

James et al. (26)° Type 1 diabetes, Hosp. 4/18 NA (3 adults, 1 parent ofa Semi-structured Gibbs's Thematic framework, Caboolture, Australia—
with symptoms of child, and 18 health face-to-face or telephone | Consensus Socio-economic
diabetic workers)® interview disadvantage area
ketoacidosis

Ridge etal. (27) Rural patients Hosp. 10 NA 47-91 yrs (mean: 68) Semi-structured Reflexive thematic analysis Tasmania, Australia
experienced ACSC male: 6 and female: 4 telephone interviews
hospitalizations (21-37 min., mean

29 min.)

Pasciak et al. (28) Diabetes patients Hosp. 17 African American: >65 (mean: 78.9 yrs), In-person on-on-one Constant comparative Yale-New Haven
experiencing 64.7%; white: 35.3% female: 76.5%, in-depth open-ended method, thematic emergence, Hospital and Saint
hypoglycemia interview and consensus Raphael Hospital, U.S.

Longman et al. (29) COPD, CHE angina | Hosp. 4 NA 52-88: <70 yrs: 50%; Semi-structured, Thematic analysis Two regional hospitals in

Australia

“The 21 patients are part of the 90 patients in the Sentell’s study.
¥The studies were mixed method. The present study only included qualitative evidence from patients who participated in the qualitative study.
“The present study only included the findings from 3 adult patients.
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