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ABSTRACT

Background: Patient-centered care is a foundation for high-quality healthcare delivery and is

recognized by the Institute of Medicine as one of the six key elements of healthcare quality. It is

fundamental to improving health outcomes, patient satisfaction, and overall healthcare system

performance. In contemporary healthcare, we are encouraged to optimize our practices and deliver

patient-centered care by actively seeking and analyzing patient feedback. This study explored patients’

decision to refuse transportation to a medical facility after receiving on-scene pre-hospital emergency

treatment.

Methods: A qualitative analysis approach was applied using semi-structured telephone interviews

with 210 patients who had requested Hamad Medical Corporation Ambulance Service pre-hospital

emergency care from June 15 to August 1, 2023 and decided not to proceed with hospital conveyance. A

thematic analysis with inductive coding of the open-ended feedback was performed using Nvivow

software version 12.

Results: Data saturation was achieved with 32 responses. The thematic analysis revealed five critical

themes: “Rationales for using 999 emergency services”, which primarily focused on acute medical

needs and the absence of alternative healthcare solutions; “Reasons for declining hospital

conveyance”, which included family obligations and previous unsatisfactory encounters at the hospital;

“Subsequent steps after declining hospital transportation”, which disclosed that most respondents

remained at home after the intervention, while a minority sought further medical consultation through

alternative means; “Service satisfaction level”, which was predominantly positive; and “Language

barriers”, which highlighted specific challenges during the emergency call-taking process.

Conclusion: The study provided an understanding of the factors influencing patient decision-making

in emergency medical contexts. It advocated targeted quality improvement interventions such as

gender-responsive services and linguistic inclusivity. These findings highlighted the need for an

integrative, patient-centered model that is attuned to the cultural and linguistic intricacies, thereby

informing policy and practice to increase the efficacy of emergency medical services in Qatar.
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INTRODUCTION

Pre-hospital emergency medical services (EMS) are critical to a country’s healthcare system, providing

timely out-of-hospital medical interventions when most needed.1 While EMS is designed for efficiency

and efficacy, it faces challenges in managing patients who initiate emergency procedures but

subsequently refuse hospital transportation. Such behavior raises medical, ethical, and legal issues,

requiring an in-depth understanding of its effective management.2

Predominantly, pre-hospital care systems are designed to provide immediate delivery of on-site

emergencymedical treatment to expedite patient transfer to amedical facility for amore comprehensive

assessment and definitive treatment.3 This model often neglects to consider the particularity of human

behavior and decision-making, risking inefficiencies in resource utilization and potential legal

complications when a patient refuses transport to the hospital. Therefore, exploring the factors behind a

patient’s refusal of transportation to the hospital emerges as a research topic of interest and a clinical

imperative. Previous studies have highlighted various aspects of this behavior, such as patient safety

concerns and resource allocation.4,5 However, these largely Western-centric examinations overlook the

cultural and systemic variances in non-Western settings, particularly in the Middle East.6

In the same context and as part of its strategic vision, Qatar, a Middle Eastern country, like other Gulf

Cooperation Council (GCC) states, exemplifies a system laden with its own complexities and

ambitions.6 It also seeks to elevate healthcare standards to world-class levels with its multinational

population, which introduces an additional layer of complexity. Hamad Medical Corporation

Ambulance Service (HMCAS) is Qatar’s public provider of pre-hospital emergency medical care.7 It

responds to all pre-hospital emergency medical assistance calls received via its 999 hotline, using its

well-equipped ground and aerial response units.8,9 HMCAS also maintains a comprehensive electronic

record of all pre-hospital patient encounters.7,10 However, it is essential to note that not all patients

who call 999 choose to be transported to hospital.11 Despite HMCAS’ policy to encourage hospital

transportation due to the risk of under-triage and the limited availability of advanced in-hospital

diagnostic equipment and specialized medical personnel, some patients choose to decline this

service.10

Recent studies on HMCAS have found that of 93,712 emergency calls, 23.95% of patients were not

transported to hospital after receiving emergency treatment in the pre-hospital setting.12,13 This

increasing rate of non-transported cases challenges resource allocation and operational efficiency in

the emergency care system. Additionally, research indicates that the median time from ambulance

dispatch to ambulance availability for non-transported patients was 73 minutes. This points to the need

to understand patient decision-making in emergency contexts to optimize EMS resource utilization and

response capabilities.14

To improve pre-hospital care, open-ended patient feedback proves invaluable in capturing the

factors driving patients’ decision-making on non-transportation. While traditional healthcare metrics

are important, they lack the depth to provide a holistic view of the patient experience and its role in

shaping emergency care decisions.15 Open-ended responses can fill this gap by providing qualitative

insights into patient decisions to refuse transportation to hospitals in a Middle Eastern context.

Open-ended patient feedback helps enhance healthcare quality improvement (QI) initiatives.16 Such

feedback can provide a wealth of information that closed-ended questions fail to provide, and allows

healthcare providers to explore in depth the factors influencing patient choices and satisfaction. By

gathering this information, pre-hospital EMS can adapt their interventions and approaches to meet the

specific needs and expectations of different patient populations. There is a significant gap in the

existing scholarly literature concerning the role of open-ended patient feedback in out-of-hospital

settings, which this study aimed to address in the context of understanding patient decisions to refuse

transport to hospital. Recognizing the value of qualitative data in understanding patient experiences

and behavior can drive meaningful changes, particularly in a culturally diverse environment such as the

Middle East.

This study explored patients’ perspectives on the factors influencing their decisions to refuse hospital

transportation following a 999 emergency call.

STUDY DESIGN: METHODOLOGICAL FRAMEWORK, THEORETICAL FOUNDATIONS, AND DATA

COLLECTION STRATEGIES

Following a detailed literature review, this research used a rigorous methodological framework. The

author (HF) drafted the semi-structured interview questions in English, which were validated by the
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other authors (GA, JL, MK, and PG). He then ensured their translation into Arabic for linguistic inclusivity.

An independent linguistic validation was conducted by the author (KEA) to affirm the semantic integrity

of the translated questions.

Information gathering infrastructure

The Business Intelligence (BI) division of HMCAS developed a specialized information gathering system

using SQL (Structured Query Language). This system autonomously generated daily reports that

included a targeted dataset of ePCR (electronic patient care records). These reports specifically

identified patients who contacted HMCAS ERU (emergency response units) via 999 and received on-

site medical care from paramedics but chose not to be transported to the hospital. This system was

configured to automatically dispatch these reports to the author (HF) in PDF (portable document

format) via email at 08:00 a.m. daily.

Sampling methodology

Purposeful sampling was used for participant selection, with data saturation being the criterion for

determining a sufficient sample size. This study included patients who called 999 and were treated on-

scene by HMCAS paramedics but refused transport to the hospital. Only the patients whose mobile

phone number was available in the ePCR were included. Patients with only landline phone numbers

were excluded due to sociocultural characteristics of Middle Eastern families, as most homes have

many family members, sometimes including first-degree cousins.17,18 In addition, people may not

always be reachable on the landline phone. If someone else answered the phone, there was a risk of

revealing information that the patient did not want to share that they had a health emergency.

The author (HF) created a statistical algorithm using the Rw programming language to ensure a

methodologically sound process for recruiting a nationally representative, random, and homogeneous

sample. This algorithm facilitated the selection of daily interview subjects in a way that reflected

broader demographic distributions. The curated list of prospective interviewees was then securely

conveyed to the interviewers (MC, RT, FBR, MCA) via their email accounts associated with Hamad

Medical Corporation (HMC).

Data collection

From June 15 to August 1, 2023, the researchers (MC, RT, FBR, MCA) conducted telephone interviews

based on each respondent’s language preference (Arabic or English). A minimum response rate of 70%

was targeted for those who had availed HMCAS pre-hospital medical assistance within the last 24 hours

and received on-site emergency care but declined transportation to the hospital. The interviewers

transcribed, translated, and entered the collected data into a shared Microsoft Excelw spreadsheet

accessible only by the research team via Microsoft Teamsw. The interviews were conducted daily

between 12:30 and 3:00 p.m. to avoid sleeping or prayer times for the Muslims since they represent

most of Qatar’s population.19

The interviewers explained the research context to the interviewees and emphasized their right to

decline participation at any time up to the time of data analysis. Furthermore, they were informed that

the interviews would be conducted anonymously. Identifiable personal information such as mobile

phone numbers would be exclusively accessible to the first author and the designated interviewers,

thereby ensuring stringent data confidentiality measures.

A carefully formulated two-stage contact protocol was adopted. First, each potential interviewee was

contacted through a single telephone contact attempt. If this initial contact did not elicit a response or

callback, a second contact attempt wasmade, scheduled two hours after the first attempt. This approach

was designed to respect the participants’ time while maintaining the integrity of the research process.

Data validation and analysis

The first author conducted a rigorous daily verification process of the translated transcripts to validate

and ensure their accuracy and reliability. Subsequently, after data cleaning, a thematic content analysis

was conducted using inductive coding, as all codes originated explicitly from the interviewees’

responses. The aim was to ensure an appropriate interpretation of the collected data.

Moreover, a multi-stage coding approach was implemented. First, the collected data was divided into

smaller analytical units for an in-depth examination. The author (HF) preliminarily reviewed the first

Page 3 of 14

Farhat et al, Patient-centric perspectives on non-conveyance decisions following pre-hospital emergency calls 2024:31



segment to identify emerging themes and systematically formulate an initial coding framework.

Subsequently, additional researchers (KEA and FBR) rigorously applied this framework to the same data

segment to corroborate its thematic congruence. A second data segment was then scrutinized, where all

three researchers (HF, KEA, and FBR) applied the existing coding scheme independently and blindly. Any

disparities or gaps within the coding structure were identified, discussed, and reconciled between the

researchers. Accordingly, auxiliary codes were created, which were based on insights from the second

data segment, and were subsequently integrated into the existing coding framework. This iterative

method was continued, starting with the analysis of the second segment, until the entire dataset had

undergone exhaustive coding. Finally, the triad of independently generated blind codes generated by the

researchers (HF, KEA, and FBR) was reviewed and discussed together by more experienced researchers

(GA and JL), resulting in a consensual determination of the most accurate coding to be retained.

Data analysis was conducted using NVivow software version 12. The structure of this article adheres

to the COREQ (COnsolidated criteria for REporting Qualitative research) checklist.

ETHICAL APPROVAL

This study was approved by the Institutional Review Board at the HMC Medical Research Center (MRC)

under reference number MRC-01-22-264.

RESULTS

A total of 32 interviews (11 females and 21 males) were identified to reach the data saturation for

qualitative analysis. The interviewees were assigned identifiers from P1 to P32 during the analysis. The

five main themes identified were as follows: “Rationales for using 999 emergency services”, “Reasons

for declining hospital conveyance”, “Subsequent steps after declining hospital transportation”, “Service

satisfaction level”, and “Language barriers”. The themes and subthemes are summarized in Table 1.

For the theme “Rationales for using 999 emergency services”, musculoskeletal pain emerged as the

predominant reason for calling 999, accounting for 20.51% (n ¼ 8) of the codes identified for the

theme. Traumatic injuries accounted for 15.38% (n ¼ 6), while psychiatric problems accounted for

12.82% (n ¼ 5). Cardiovascular conditions were rare, accounting for only 7.69% (n ¼ 3) of the

identified theme codes. In this context, nationality-specific patterns were observed: Qatari nationals

primarily called for pain-related emergencies, while Sudanese nationals reported various health

emergencies, including cardiovascular and renal problems (Table 2).

Table 1. Themes and subthemes identified during the study.

Themes Subthemes

Codes determined by
NVivow

Frequency Percentage

Rationales for using Musculoskeletal pain 8 20.51
999 emergency services Systemic weakness 2 5.13

Cardiovascular conditions 3 7.69
Psychiatric disturbances 5 12.82
Traumatic injuries 6 15.38
Toxicological incidents 2 5.13
Respiratory complications 5 12.82
Renal concerns 2 5.13
Non-specific medical conditions 4 10.26
Obstetric complications 2 5.13

Reasons for declining
hospital conveyance

Alleviation of symptoms post-paramedic
intervention

25 48.08

Aversion to extended hospital wait times 12 23.08
Concerns over family members’ solitude 4 7.69
Prior adverse hospital experiences 5 9.62
Alternative healthcare strategies 4 7.69
Unaddressed patient preferences 2 3.85

Subsequent steps after Forwent subsequent medical attention 27 69.23
declining hospital Sought alternative medical care 8 20.51
transportation Ambulance services callbacks 4 10.26

Service satisfaction level High level of satisfaction 30 93.75
Infrequent dissatisfaction 2 1.03

Language barriers Seldom encountered language difficulties 3 9.38
Absence of linguistic impediments 29 90.63
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For the theme “Reasons for declining hospital conveyance”, symptom alleviation following

paramedic intervention was the main reason, accounting for 48.08% (n ¼ 25) of the identified theme

codes. In a significant percentage of the coded text, 23.08% (n ¼ 12) indicated that they were unwilling

to endure longer hospital waiting times, revealing underlying concerns about hospital efficiency.

For the theme “Subsequent steps after declining hospital transportation”, the interviewees opted not

to pursue further medical attention in only 69.23% of the theme codes. In comparison, the interviewees

explored alternative healthcare options in only 20.51% (n ¼ 8) of the identified codes.

However, despite the numbers found in the previous themes, high satisfaction levels (93.75%) were

reported in the “Service satisfaction level” theme, highlighting the overall effectiveness and public

approval of the HMCAS.

In the theme “Language barriers”, language considerations were largely insignificant, with 98%

(n ¼ 205) of the respondents reporting the absence of language barriers and confirming that language

presented a minimal impact on the effective use of pre-hospital emergency services.

DISCUSSION

Rationales for using 999 emergency services

This study elucidated various factors that led to 999 emergency calls. This preponderance of pain-

based calls aligns closely with previous studies conducted in other contexts.20

The nature of pain reported varied considerably and spanned multiple domains – from dental

problems to somatic complaints such as headaches, abdominal pain, and musculoskeletal discomfort.

This nuanced view of “pain” as a multidimensional construct was consistent with research finding that

many pain-related problems were the main reason for calling emergency services.20

Furthermore, complaints related to minor injuries were also common. These were primarily road

traffic accidents, falls, and wounds, a finding consistent with earlier research indicating that most of

these calls were associated with low acuity.21

General health concerns were less common, but still noteworthy, including various symptoms such

as fever, dizziness, and vomiting. Additionally, the data revealed emergency calls related to pregnancy

complications and certain conditions such as renal colic, which, although less frequent, have

significant implications for the overall healthcare system.22

Similarly, mental health-related reasons – including anxiety, convulsions, and dizziness – were also

reported, adding a psychological dimension to the factors leading to 999 calls. This extends existing

discourses surrounding the role of paramedics in relation to mental health cases.23,24

Cardiovascular problems – particularly hypertension and palpitations – were indicated in isolated

instances. Breathing complications, including asthma and allergic reactions, were also present in the

dataset, supporting previous research findings that respiratory problems are a common motivator for

emergency service calls.10,25

Reasons for declining hospital conveyance

Alleviation of symptoms post-paramedic intervention

Patients often attributed their decision to decline hospital conveyance to perceptible improvements in

their condition following on-scene paramedic interventions. Specifically, patients reported a range of

improvements in pain alleviation, cessation of bleeding, stabilization of vital parameters, and an

overall improvement in their symptom profiles. One respondent stated: “My condition improved as a

result of the treatment provided by the paramedics” (P17), thereby obviating the need for further

medical intervention. This phenomenon correlates strongly with existing literature and highlights the

role of effective pre-hospital interventions in reducing the perceived urgency of subsequent medical

care.26

Several participants further supported this theme by pointing to the objective markers of well-being,

such as stabilized vital signs. One respondent noted: “All my vital signs were good, and I felt better after

receiving treatment from the paramedics” (P8). This corroboration of subjective improvement in

objective metrics provides a more robust justification for declining hospitalization, and in turn reflects

findings from studies that emphasize the efficacy of pre-hospital care in stabilizing patients.26

Furthermore, views regarding the sufficiency of pre-hospital intervention were reiterated by participants

who specifically stated that assessing their vital signs, such as blood pressure, led to reassuring

outcomes. One participant elaborated: “The paramedics checked my blood pressure, and it was fine;
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therefore, I saw no need to proceed to the emergency department” (P16). This statement converges

with a broader dialogue in the healthcare literature about the efficacy of pre-hospital vital sign

monitoring as a determinant for further medical investigations.27

Aversion to extended hospital wait times

The reticence to engage with hospital conveyance was also significantly influenced by apprehension

regarding prolonged waiting times and overcrowding in emergency departments (EDs). A recurring

theme emerged from the data collected, underpinning the notion that anticipated time inefficiencies in

the hospital environment deter patients from seeking further medical care. This thematic cluster was

manifested through various descriptors, such as “Perceived time inefficiency” (P30) and

“Dissatisfaction with hospital overcrowding” (P28). Such comments are not entirely surprising given the

high number of ED patient visits at Doha’s main public general hospital.28

Patients predominantly expressed reservations about the duration they would likely endure before

receiving healthcare services, positing that this inefficiency would exacerbate their condition. For

example, one participant framed their declination of hospital conveyance by stating: “The wound

dressing was nicely done, and I was afraid of the long waiting time in the ED” (P10). This perspective

resonates with broader studies highlighting the adverse impact of waiting times on patient satisfaction

and healthcare outcomes.29

Similarly, multiple participants articulated a perceived futility in committing time to hospital settings.

One such respondent elaborated: “The waiting time in ED is long” (P24). This sentiment is congruent

with existing literature, which found that anticipated waiting times in EDs can act as a barrier to further

care.30 Furthermore, overcrowding emerged as a parallel concern among patients. This was exemplified

by a participant who expressed trepidation about the dense occupancy of EDs, stating: “I was afraid of

the long waiting time in the ED” (P8).

In an interesting divergence, one participant revealed an intention to travel to a less congested

healthcare facility, illustrating the tactical avoidance of overcrowding. The participant elucidated: “My

preference was for XX hospital owing to its less crowded conditions; however, the paramedics could

only convey me to the proximate facility” (P21). Such proactive patient behavior further confirms the

concerns raised in the literature regarding patient experiences and choices under the burden of

healthcare services.31 A recent study revealed that patients might consider various structural and

process characteristics when choosing healthcare providers, including waiting times and perceived

crowding.32 Furthermore, research has shown that overcrowding in healthcare settings can negatively

impact patient satisfaction and perceived quality of care.33

Concerns over family members’ solitude

This was a nuanced theme of apprehension about the potential loneliness of family members should

the patient accept transport to the hospital. This was often conjoined with previous concerns about

long waiting times in healthcare facilities. For example, one respondent expressed dual concerns about

family loneliness exacerbated by extended waiting periods within the ED, stating: “My parents are

alone at home, and the waiting time in the emergency is long” (P29). This adds another layer to

patients’ multilayered decision-making process when considering hospital conveyance, which remains

underexplored in the literature. The anxiety surrounding family solitude was particularly noticeable

among participants with dependants. One respondent, who identified himself as the only adult in a

household with children, expressed: “Since I am the only adult present at home, I cannot leave my kids

alone” (P2). This converges with other research exploring the complexities of caregivers in healthcare

decision-making, especially in emergencies.34

Therefore, in addition to addressing systemic inefficiencies such as waiting times, ambulance services

should also consider introducing family-friendly policies or liaison services that could potentially

mitigate such concerns and thereby enhance hospital conveyance rates where clinically advised.

Prior adverse hospital experiences

Among the many reasons elucidated by participants for refusing hospital conveyance, prior negative

experiences in healthcare settings emerged as a key theme. Contributing sub-themes included

emotional trauma and logistical inefficiencies that sometimes resulted in patients leaving the ED

without being seen.35
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For example, one participant recounted a harrowing experience of spousal loss in a hospital setting,

stating: “The demise of my spouse in a healthcare environment was traumatising, and I do not want to

go to the hospital” (P18). This sentiment echoes previous research reporting the long-term emotional

repercussions of negative healthcare experiences.36

Similarly, logistical grievances focused on inefficiencies in the ED, such as long waiting times and

unproductive healthcare encounters. One respondent articulated: “I had a bad experience in the ED

where I waited long and ended up returning home myself” (P27). Another respondent supported this

assertion by recounting: “the paramedics tried to convince me to go to the hospital, but I had a

previously bad experience of long waiting hours” (P25).

A unique case was presented by a participant whose mother refused hospital conveyance for her

child based on previous negative experiences, illustrating that previous experiences can have a

cascading influence on healthcare decisions for family members. This participant asserted: “I did not

want my child to be taken to the hospital because of my previous negative experience, including long

waiting time, and I do not want my child to suffer the same” (P7).

Additionally, another interviewee declined transport to the hospital, citing discomfort in the ambulance:

“My last trip with the ambulance was not nice due to the inadequate bed size and air conditioning, and

that’s why I prefer using my private transport” (P23). This finding aligns with previous research outcomes

from the Middle East that advocated more patient-centered designs of ambulance services.37 This

comment is probably isolated, based on a decade-old experience before adopting a newer fleet of

vehicles,38 and may have involved a patient with high expectations of an ambulance stretcher.

Nevertheless, achieving a more patient-centered design of ambulance services is an intricate

endeavor. The main focus of most ambulance service units is to optimize safety for paramedics and

patients.38 This safety-focused paradigm is often manifested in design features such as a variety of

safety restrictions and prioritization of space for medical equipment. While these elements are crucial

for ensuring safety, they inadvertently contribute to a more confined spatial experience in the

ambulance. This tension between safety imperatives and patient comfort is not a new dilemma. It

reflects a broader debate in the healthcare design literature discussing how integrating safety features

into healthcare environments often comes at the expense of patient comfort and the overall

experience.39,40 This leads to the question: Can safety and patient-centered design coexist without

mutually exclusive trade-offs? Further research is required to navigate this complex interplay,

potentially drawing inspiration from areas such as automotive design, where safety and user

experience have been more harmoniously integrated.

Unaddressed patient preferences

Patient preferences that were unaccounted for by HMCAS personnel also featured prominently as

reasons for declining hospital conveyance. The restriction on hospital choices imposed by paramedics

is due to protocols. Participants preferred specific hospitals, citing reasons ranging from perceptions of

lower patient volume to the exigencies of health insurance coverage. One individual elucidated: “The

hospitals that they could transfer me to were not included in my insurance coverage” (P22).

This poses a complex challenge in Qatar’s healthcare landscape, where the national policy

endeavors to balance equity between healthcare facilities and the specific medical needs of patients.

The current policy framework prioritizes transferring patients to the most clinically appropriate

healthcare facility with the necessary services, rather than just the nearest facility which may not be

suitably equipped to manage their particular condition.

This policy orientation resonates with the emerging discourse in healthcare research that advocates

for a more individualized, patient-centered approach to pre-hospital care. Numerous studies have

highlighted the need to emphasize patient experiences and preferences in emergency care settings.

For example, research proposes that a patient’s choice of a healthcare facility should be incorporated

into the decision-making process, which often requires a balance between clinical urgency and patient

preference41 as well as resource availability. Therefore, the existing literature corroborates the need for

further research to develop a more nuanced, patient-centered ambulance service model that aligns

with national healthcare goals while attending to individual patient needs and preferences.41

Alternative healthcare strategies

Another factor contributing to the reluctance of some patients to be transported to the hospital was the

existence of alternative healthcare plans. Thematic patterns supporting this observation include
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preferences for private healthcare facilities, in-home nursing care, and pre-scheduled medical

appointments. For example, one participant expressed a preconceived plan to self-transport a family

member to a specific hospital, stating: “We wanted to convey him to XXX Hospital personally” (P26).

This sentiment was further corroborated by another participant who expressed a disinclination towards

public EDs, preferring instead a private healthcare setting. The participant elucidated: “I do not like the

public ED and had arranged to go to a private healthcare institution” (P19).

Additionally, some participants had already scheduled medical appointments, reducing the

perceived utility of immediate hospital conveyance. One interviewee clarified: “I had a consultation

with my healthcare provider within five days” (P4). Another participant, aware of an impending surgical

procedure, opted out of hospital transportation, saying: “Given my existing diagnosis of kidney stones

and a surgery scheduled for the 20th, a visit to the hospital ED appeared unnecessary” (P20).

Furthermore, in-home healthcare resources, such as a personal nurse, obviated some participants’

need for hospital intervention. One interviewee noted: “We have a nurse at home capable of providing

adequate medical attention” (P32). At the same time, another mentioned: “Our neighbour, a nurse, had

already managed the choking incident prior to the ambulance’s arrival” (P10).

Significantly, over three-quarters of the participants did not seek supplemental healthcare services

and remained in their homes after the paramedic team intervention. However, some patients sought

further medical consultation at a hospital, primary healthcare center, or private clinic, often using

private vehicles or ride-sharing services. For example, one participant disclosed: “After the initial care, I

utilised my private vehicle for hospital transport” (P31), while another revealed: “I later accessed the

hospital via an xxx service” (P8).

A minority of participants reported deteriorating conditions that required a subsequent ambulance call.

One participant recounted: “Her condition degenerated several hours later, leading us to call back the

ambulance and proceed to the hospital” (P30). As discussed by a recent study, callbacks have been a

crucial issue in Qatar.11 This QI study aimed to reduce ambulance callbacks from patients with

diabetes-related emergencies who had initially refusedhospital transport, and showed that it was possible

to reduce the rate of callbacks through patient education, but the improvement was not sustained.11

Subsequent steps after declining hospital transportation

A significant majority of participants, accounting for over 73% (n ¼ 163), chose not to pursue additional

medical care and remained at their homes following the intervention. This potentially suggests

confidence in the initial emergency treatment and in the adequacy of staff training and experience

levels, warranting further investigation into the sufficiency and effectiveness of pre-hospital care.

A minimal proportion of patients (3%; n ¼ 6) revisited their decision to abstain from hospital care,

ultimately calling back 999 after the initial treatment. This represents an important subset of patients

whose symptoms persisted or exacerbated, requiring further medical evaluation.

Additionally, a notable proportion of participants (20.51%; n ¼ 8) availed themselves of other

healthcare facilities, including primary healthcare centers and private clinics. Modes of transportation

for these alternative healthcare visits were varied, including private vehicles and public ride-sharing

services. For example, one respondent explicitly expressed her decision to drive herself to the hospital

by stating: “I proceeded to the hospital using my own vehicle” (P8). Another respondent shared: “After

the paramedic’s intervention, I utilised a ride-sharing service, HMCAS, to get to the hospital” (P13).

Moreover, several participants reported a relapse of symptoms that required a new 999 call. One

particular case involved a patient who recounted: “Symptoms worsened a few hours post-treatment,

leading to a second emergency call and a subsequent hospital admission” (P11).

These findings highlight the multi-faceted nature of patient decision-making following refusal for

hospital transportation and emphasize the need for a more comprehensive follow-up system to

monitor patient outcomes.

Service satisfaction level

Most patients were highly satisfied with the emergency healthcare services they received from the

HMCAS. These patients described the care as “exemplary”, “helpful”, “professional”, and

“outstanding”. This aligns with previous local research on quality of service delivery conducted with

patients taken to a see-and-treat unit.42 In contrast, a minority of respondents expressed varying levels

of dissatisfaction, attributing this to factors such as delayed ambulance arrival, language barriers, and

perceived inadequacies in the paramedic’s attentiveness.
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Furthermore, the study highlighted the imperative of involving patients in the continuous

improvement of medical services. Of particular note was the need for an increased presence of female

paramedics, which is particularly important in the religious and socio-cultural context of the region. For

example, due to cultural sensitivities, female patients may be reluctant to undergo emergency

procedures such as electrocardiograms when attended to by male paramedics. This hesitancy could

compromise the accuracy of medical complaints reported to the hospital and require special on-site

emergency protocols.

Additionally, an interviewee advocated including more linguistically diverse staff, particularly those

proficient in German. Given that Qatar is a multicultural society, the HMCAS has already ensured that it

employs a multilingual workforce mainly fluent in Arabic, English, and some Asian languages.43

However, there remain gaps in language coverage, such as German. Although rare, they could pose a

barrier to effective emergency care. Initiatives in other Middle Eastern countries – such as Saudi Arabia –

have instituted multilingual interpreters in their National Command Centers to facilitate communication

during pre-hospital emergencies.44

Language barriers

A few concerns were raised by the interviewees about language barriers, such as: “The absence of

multilingual medical personnel capable of interpreting my German-language prescription dissuaded

me from opting for hospital conveyance” (P5), which was addressed earlier. Furthermore, another

participant stated: “There was a difficulty in understanding the call-taker who was struggling when

speaking in English” (P9). It is essential to contextualize this issue within a broader framework of

linguistic diversity and operational constraints. While Qatar has been striving for linguistic competence

across all sectors,45 it is crucial to understand that for most call-takers, English is not their first

language. As reported by a plethora of scholarly works, non-native speakers may face phonological

processing and syntactic construction difficulties, which can be exacerbated in the high-stress,

rapid-response environments typical of EMS, including the 999 call center.46,47

Additionally, the mode of interaction – over the phone – can present complications. Telephone

communication eliminates the availability of non-verbal cues such as facial expressions and gestures

that often complement verbal communication.48 This can be challenging even for native speakers and

even more so for those working in a second language.49 Another notable consideration pertains to the

linguistic diversity of Qatar’s population. Since Qatar is home to numerous expatriates from varied

linguistic backgrounds, call-takers are often multilingual to accommodate many languages and

dialects. In such an environment, the priority is to provide effective and immediate care. Sometimes

call-takers are required to switch between multiple languages during a single shift, which could

momentarily affect their linguistic precision in any given language.

Finally, several studies have highlighted that the pre-hospital setting is fraught with terminological

complexities, requiring rapid and accurate dissemination of medical information.50 Given this intricate

landscape, occasional linguistic imprecisions should not overshadow the overarching objective of

providing prompt and effective medical intervention.

While we acknowledge that linguistic clarity is an important factor and that we should strive for

continuous improvement, it is important to recognize and appreciate the multilayered challenges that

call-takers face when managing critical healthcare situations.

RECOMMENDATIONS

An adapted approach is essential to align with national healthcare objectives while designing services

to meet individual patient needs and preferences. HMCAS needs to address the challenges identified.

First, patient preference for specific hospitals warrants attention. In addition to developing a mobile

application that could facilitate real-time approval of insurance companies for hospital conveyance, a

national review of insurance policies for medical emergencies seems to be necessary. This review

should explore expanding insurance coverage to hospitals that specialize in certain emergency

conditions. Second, the traditional “hospital-at-all-costs” model needs reassessment, given the

growing reliance on alternative healthcare strategies.51 While there is a high risk of not transporting a

patient to the hospital, a follow-up process should be implemented, such as introducing a telehealth

follow-up system or a paramedicine community or non-transport unit comprising paramedics who

could provide basic effective medical interventions and limit the inappropriate use of resources and

expertise.52,53 Third, there is a pressing need to improve service satisfaction by adapting pre-hospital
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medical services to cultural and gender sensitivities. Increasing the number of female paramedics and

expanding linguistic diversity, including underrepresented languages. Fourth, the challenge of

language barriers could be mitigated by integrating multilingual interpreters in 999 call centers. Finally,

addressing the critical issue of ambulance callbacks requires a robust post-intervention monitoring

system, potentially involving text messaging surveys or additional follow-up calls, to assess both the

efficacy of the initial service and any evolving patient health status.

LIMITATIONS

The varying rates of participant inclusion and actual data use highlight the complex challenges intrinsic

to executing a methodologically robust investigation in the context of pre-hospital emergency care

practice. The striking gap between those initially identified as meeting the study’s criteria and those

whose data ultimately contributed to the findings warrants further interrogation, especially concerning

its implications for internal validity and external generalizability of this study.

Furthermore, the barriers to study participation – such as inaccurately recorded details in the ePCR

and explicit refusals to participate – warrant further scrutiny, not only as logistical challenges but also

as factors that could lead to potential biases in the results. The significant number of individuals who

chose not to participate in the study (43.4%) also raises questions about psychosocial barriers or

disincentives affecting participation rates in pre-hospital care research.

CONCLUSION

This study provided insights into the factors that influence patients’ decisions to decline transportation

to hospital following emergency treatment. These factors range from economic limitations and concerns

about thewell-being of familymembers to previous negative hospital experiences and neglected patient

preferences. The data aligns with the imperative for a more patient-oriented model in Qatar’s pre-

hospital care setting according to the country’s broader healthcare objectives. Additionally, the study

brings to light key QI areas, including the need for gender-responsive services and linguistic inclusivity.

Importantly, the findings of this study lay a solid foundation for ensuing QI studies in pre-hospital

care. It highlights the need to reform ambulance service protocols to make them culturally appropriate

and fiscally viable. Moving forward, healthcare policymakers and practitioners need to integrate these

results into their efforts to further develop and refine the delivery of emergency services.
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Appendix. The patient’s phone interview questions in English and Arabic (Qatari dialect)

English version
Hello, we are calling from the Ambulance Service Group Quality, Patient Safety and Risk Management at
CCCC. My name is [name of the interviewer ]. We understand that you called 999 last week. You were treated
on scene by the ambulance crew and were not transported to the hospital. Is that correct?

We are conducting a research project to understand the factors contributing to not being transported to
the hospital. We are trying to improve the services provided by CCCC Ambulance Service. Please give us
10 minutes to talk about it. I am collecting the data on an anonymized form. Hence it does not contain your
name, and no record of this call will appear in your medical record with CCCC. Nobody will see your answers
apart from the authorized researchers. The CCCC Medical Research Center has approved this study. Do you
have any questions before I proceed?

You are free to stop or refuse to answer any of the questions I will ask. Do you agree to take part in this
study through this telephone call?

1) How old are you?

2) Where are you from originally?

3) Could you please tell me about your current occupation/job?
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4) Were you the one who dialed 999 last time or was it a family member?

5) Please describe the medical issue that made you to call 999?

6) Please could you explain why you did not go to the hospital by ambulance with the paramedics last
time?

7) What did the paramedics tell you could happen if you didn’t go to the hospital?

8) What did you do after the ambulance crew left? Did you go somewhere else for help, or did you have
to call an ambulance again?

9) Did you have any language barriers?

10) How did you feel about the help you received from the person who answered your 999 call last time
and from the paramedics when they arrived on scene? Can you share your thoughts about how it
went?

11) Is there anything else you would like to tell us that could help us do a better job?

Thank you very much for your time and contribution to our study. As mentioned, your responses will
remain confidential and will be combined with the responses from many other people we are currently
contacting. Have a good day/afternoon. We remain at your disposal.

Arabic version (Qatari dialect)
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