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Patient flow dynamics and scope
[bookmark: _Hlk152836452]Table 1. Overview of the category of patient flow dynamics and scope with subcategories, codes, and quotes from the focus group discussions
	Category: Patient flow dynamics and scope
	Illustrative quotes

	Subcategories and Codes
	

	Persistent challenges in healthcare patient flow

· Worsening healthcare challenges


· Critical delays in high-acuity cases




· Complexity, transparency, and accessibility of the healthcare system
· Varied delays in healthcare based on medical specialty and the specific facility
· Prolonged waiting times



	“So I would say we have issues with patient flow cases quite haven't gotten there almost daily basis.” (F3P17) 
“So look, I probably would say maybe 70% of the time it would be an issue at the PA hospital.” (F3P13)
“We probably experience flow issues every day, if not every hour.” (F3P14)
“And that's unfortunately part of the system is that self-perpetuating, because we'll be, we'll often have a couple of patients in our short stay that we're waiting to transfer to.” 
“But in the last three or four years, we've just have had worsening access block. Month by month, year by year. It's pretty much become a daily issue.” (F2P10)
“Satisfaction has always been sub-optimal and but I think, it has gone a lot worse post COVID and combination of various factors.” (F3P14)
“I think in the moment and where we're seeing significant response delays for some of our higher acuity patients just from a personal experience, sometimes we have 30 or 40 minute delays to cardiac arrests or to major traumas, strokes, chest pains, those jobs which obviously have a high risk profile and need a prompt response.” (F1P3)
 “Sometimes that's opaque and ever changing, and perhaps have more things coming to the patient.” (F1P1)
“I don't know. I think we could fill whole pages in what are some delays depending on the specialty and the facility.” (F2P8)
“Almost every place you know, and I did have to go to the emergency department in late March this year because I got severe headache and had a CT scan on my head on the day, but they didn't find anything at the time when, when I did the CT scan, but it's still failed. The problem hasn't been resolved and I had to wait at the emergency department for at least five hours there. Not a good experience, but I think that's a fact. You know and hope all this can get improved with our effort, that we just try to improve this.” (C5)
“Emergency departments can be extremely busy with major emergencies on most days and therefore waiting times can be pushed back for staff to deal with what is happening behind the scenes.” (C1)



	Table 1 (Continued). Overview of the category of patient flow dynamics and scope with subcategories, codes, and quotes

	Category: Patient flow dynamics and scope
	Illustrative quotes

	Subcategories and Codes
	

	Broad Scope of patient flow
· Access to care-movement of our patients into and out of our healthcare service


· Definition variations of patient flow based on healthcare settings
	
“Yeah, I'm happy. So to me, patient flow is the movement of our patients into and out of our facilities and our healthcare service in general. So not necessarily the inpatient beds, but it would be patient flow. And for me that's access to care. So your specialist outpatient appointment seen in time surgery and time that kind of stuff.” (F2P8)

“but more from an emergency perspective, giving my emergency background. So when I think of patient flow, I would think of patients moving in and out of the emergency department either home or to an inpatient space within a timely manner.” (F2P11)

	Confirmation of the importance of patient flow challenge
· Declining care standards in overcrowded emergency medicine




· Evolving moral injury among healthcare professionals 

· Hospital flow impact on ambulance delays

·  Life-threatening impact of ineffective patient flow on Disabled individuals



	
“You can't get to the patient you want for as an emergency doctor, you're seeing a person in a corridor or in the waiting room. That is not the care you want to do. We actually are gradually drifting down on the standards that we are prepared to accept, and we're doing it for the right reasons, but we’re not acknowledging the impact this has on people, and the care we wanna give versus the care we're allowed to give in the system we have.”( F1P2)
“It feels worse and there's probably a multitude of things for that because activity is increasing, but we're trying to do things on lower staffing base and what you are very, very successfully doing is giving, whats probably an overused phrase, but moral injury to staff.” F1P2)

“On some shifts hospital flow directly impacts ambulance delays.” (F1P3)

“Due to my energy-limiting disease, I am at an increased risk of passing out or being hurt by long and inaccessible waits where you end up leaving the hospital in a worse state than when you arrived, and detrimentally so.” (C6)




	Variable patient flow satisfaction
· Daylight vs. Out-of-hours patient perceptions

· Outstanding service by Queensland ambulance
· Recent improvement in satisfaction





· Active participation of the executive team and ED directors in capacity management meetings


· Enhanced executive engagement and commitment to action


· Recent expansions in the healthcare facility (opening of a transit care hub and the addition of extra beds)

· Significant improvement in in-hospital transfer (IHT) efficiency due to health service directives in metro south and RBWH

· Optimistic about the upcoming implementation of a new dashboard

· Positive impact of bed cleaning service implementation


· Positive experiences with undergraduate student nurses (USN) programs
· Positive healthcare experiences regarding emergency department, ambulance, and general practitioner

	“So, I have that very, very good visibility of how people in daylight hours think things work versus how things actually work out of hours, which is completely different.” (F1P2)
“I think our servicing by Queensland Ambulance is outstanding.” (F1P1)
“I have to say I've given a better ranking now in the last five months. I certainly have seen a few improvements here.” (F2P8)
“So what we've done in the ED is then developed really good robust systems for flow that we tend to flow around the admitted patients in our ED. So we've come up with new models of care that improve flow within the ED, things like what we call stream. (F3P16)
“Oh my goodness, we had, you know, probably 100 + a month and now, you know, we're lucky to have probably have 20.” (F3P13)
“Absolutely. And I think you know, and that was very, very clear because, you know, like you will see now when there's significant pressures, the executive team will dial into the to the capacity meetings as well and they will be the ones sort of driving to say I want names. I want movement, I want time frames, whereas I want to know what's happening, particularly if the patient's been here for more than 24 hours.” (F2P8)
“I think Yolande you're dead right. What we've seen here in the last three weeks is some executive buy-in and accountability. So ‘when this happens, this is to happen, and if it doesn't happen, this is what will happen’ and it's been made very clear. So I think that that is absolutely essential. Executive buy-in and accountability.” (F2P8)
“I have seen some improvements in the last couple of weeks. In particular probably more with regards to we've had a bit of an expansion or some part of the expansion project has come online with some extra beds as well as we've had a new transit care hub open up recently.” (F2P11) 
“So the system and the work that other facilities have done, to, I suppose, facilitate work through that directive, you know, has been amazing for us. And yes, I completely agree. I don't underestimate, you know, the challenge around IHTs. But I'm very, very grateful for the work that everybody has done across the system to actually improve that back transfer because that for us was a huge inhibitor at the time. But it is significant and improved.” (F2P6)
“So I think if we look at our data, that would really improve a lot of things for us and the way we can see our visibility of what's going on in our hospital in real time. And I know there's a new dashboard and I like it, so that might be coming.” (F3P16)
“Which one's that? I mean, that's where the SWIMS dashboard. Yeah.” (F3P13)
“I'm glad that you mentioned about the bed cleaning, so we did implement a bed cleaning service this year which has made a huge difference.” (F3P13)
“We really like the USN programmes that we, I've I had them in the ED, they don't have them across the hospital and I had to fight really hard to get the USN model. But I do find that when I have a USN and then I bring them on to the first year grad programme, I get a lot better success than when I just get a novice nurse in this. Yeah.” (F3P16)
“We're all good to go that they're quite good with me up there now and you know, so the, the, the streamlined a lot of procedures for me which is which is great. (C3)


Table 1 (Continued). Overview of the category of patient flow dynamics and scope with subcategories, codes, and quotes
	Variable patient flow satisfaction (continued)

· Experience with inter-hospital transfers

· Frequent hospital visits


· Challenges in larger health services
· Mixed overall experience

· Healthcare challenges during the COVID pandemic

· Commitment of healthcare professionals
· Advantage of familiarity in regional hospitals and the impact on receiving compassionate and prompt care
· Diversity in the quality of general practitioners
· Misdiagnosis and delayed treatment in minor injury and illness clinic
	
“Depending on how well I was and what procedures I was having and where I needed to be at the time, so I'm I guess very familiar with sort of transfer procedures between hospitals inter hospital transfer and how that can go bad and also how it's done well. I've seen it done very well as well as having seen examples of, you know, poor examples of that being done..” (C3)
“And another, umm, experience that many transplant recipients. And Juliet, you alluded to it, you’re a frequent flyer, which is probably quite good in, but I wouldn't say good, but you know you become known in a smaller health service.” (C4)
“Just on the point that I think it was Leslie who said maybe we all have a bad experiences.  suppose it can happen at some time, but there is good too, and we're sort of focusing on the bad here cause we want to that's where we want to see improvement. So, it might not sound like that, but look.” (C2)
“And I think that probably my experience in the last year or so since COVID's kind of somewhat dissipated and there's not quite the issue that it was it, it doesn't feel as big an issue.”(C3)
“everybody in that emergency room that I presented to when I was critically ill, I believe went to work wanting to do a really good job and wanting to do the best that they could. They didn't go there expecting that they that they would make errors, administrative errors or otherwise.” (C3)
“So yeah, I think, the other point that was made, I guess about regional areas and being known, I think that does work in my favour and I really do think that my local hospital does the best they can and when I turn up there, most of the nursing staff and doctors, but I mean the doctors are actually much more likely to be churned around and not know me, but the nursing staff do. And so, I do tend to get a fairly compassionate and reasonable and prompt response now.” (C3) 
“Quality of GPs is variable. I'm very lucky I have a good one.” (C4)
“So I went there and by the time I got there, umm, of course. Of course I was stressed and I know that's not one of the symptoms of a stroke, but they treated me as if I was and I had CT scans of my brain and my neck. And anyway, by the time they got finally to say, ‘ohh yes, it's your eye’. The window of opportunity was lost, so I'm now blind in my left eye and it's been a whole new ball game for me. I'm continuing on trying to do the best I can but umm, you know it, it's certainly a big loss, but people have worse that I'm not complaining about that. But what I'm thinking is had they, I didn't say to you, I suggested that it was my eye was the problem and that's why I'd gone to Caloundra Hospital because I knew the eye clinic was there. But they said ‘no, it's not your eye’. They would not listen to me.”



Patient flow challenges
[bookmark: _Hlk167446025][bookmark: _Hlk148539686]Table 2. Categories, subcategories, and codes of the population category of patient flow challenges
	Category
	Subcategory
	Code

	Population
 (Patients & Providers)
	Challenge
 of community-based care
	Peak demand times in healthcare during weekends and wintertime

	
	
	Low education and health literacy among the public about appropriate use of emergency services

	
	
	Limited social and community services in regional area

	
	
	Limitations of virtual models for patient assessments

	
	
	Challenges in access to high-quality home care services 

	
	
	Community perspectives on using emergency service for primary care and after-hours healthcare

	
	
	Challenges in patient flow and care coordination for vulnerable individuals 

	
	
	Challenges in implementing community paramedicine and paramedic practitioner roles in pre-hospital care

	
	
	Access to primary care 

	
	
	Access challenges in elderly care

	
	
	Limited GP involvement and communication in specialized decision-making

	
	Challenges in Staffing
	-Staff burnout

	
	
	-Salary disparities

	
	
	-Recruitment and retention challenges for experienced medical professionals in remote areas

	
	
	-Patient flow training gap among healthcare workers

	
	
	-Healthcare professional departures (reduced hours, career changes, and temporary substitute positions)

	
	
	-Decreasing trainee interest in emergency medicine post-covid

	
	
	-Challenge of coping with expanding workload while meeting accreditation requirements

	
	
	- Staffing challenges in the Australian healthcare system (GP sustainability, recruitment, and career choices)

	
	
	- Lack of support for healthcare professionals 

	[bookmark: _Hlk152628159]
	Inequities in access to high-quality care services *
	Financial Barrier to GP Access

	
	
	Healthcare disparities (cultural inclusivity, gender)

	
	
	Disability accessibility barriers

	
	
	Language Barriers in Healthcare


[bookmark: _Hlk148533731]Table 3: Codes and sample quotes for patient flow challenges of community-based care in the population category
	Subcategory: Challenge of community-based care

	Codes
	Illustrative quotes

	Peak demand times in healthcare during weekends and wintertime
	“And again, we can ask why, why, why and the why is because a lot of patients were admitted over the weekend---. And we are running a 24/7 Health service. We're running a 24/7 emergency department, which in this day and age is busy 24/7.” (F3P15)
“So, some shifts late Monday, Monday night, early Tuesday morning. I think sometimes we see the biggest demand and obviously over the weekends as well. And like I mentioned too, wintertime, this is certainly an issue.” (F1P1)
“Who can then direct us to go to somewhere else. I mean, of course that would have to be probably in office hours, you know, and once you get after hours and weekend care, that would fall through” (C1)

	Low education and health literacy among the public about appropriate use of emergency services
	“One of the main issues here, public education about just health, education, and health literacy of people because as far as I know, many people who go to emergency, they aren't actually emergency cases. They just go there for very minor injuries, very minor, you know, respiratory infections, even gastro, back pain.” (F2P7)
“We're not allowed to decline care and all of the perception with that, but actually we that is then meaning that we aren't actually educating our patients and there is this culture that we don't educate our patients.” (F3P17)
“They may be aware of them, but there are lots of people that you know aren't aware of ways to avoid presentations to emergency and ways to not need health care... So I think and you know everyone always says more education, more education.” (C4)

	Limited social and community services in regional area
	“You know, I lived in Darwin for 10 years and even in Darwin, which is a capital city, the social services and the community-based services are extremely thin.” (F1P1)
“So we need, so there's so much criteria on discharge that sometimes we keep them in just another day, 'cause we can't access a physio, we can't access, you know, a dietitian or something. So that that holds up a bed day for us, and as a consequence, we have they're blocked down in the ED.” (F3P16)

	Limitations of virtual models for patient assessments
	“We've tried virtual models up here which really don't work very well because they can't do the hands on patient assessments.” (F1P5)

	Challenges in access to high-quality home care services (financial barriers, interim care)
	“There’re other models across the nation and around the world, you know, fee for service, but that option goes for, you know, those demographics that can afford that type of model.” (F1P1)
“And I think that's something we don't talk enough about that there's no interim type care or a group of people who go at home and check on them if they are socially isolated when they go home and it does play an impact on us discharging patients. That obviously impacts us at the other end when we're trying to get patients in.” (F3P16)

	Community perspectives on using emergency service for primary care and after-hours care
	“So often they feel like the only mechanism may have for gaining after-hours healthcare is to call Triple 0 and end up in the emergency department.” (F1P3)

	Challenges in patient flow and care coordination for vulnerable individuals 
	“Internal barriers – Hospitals not returning permanent residents back following an ED presentation even as a Public run RACF and there is limited pathways to Post-Acute Care Service (PACS)/ Hospital in the Home (HITH) or trust that the RACF staff can provide the care within the facility.” (F2P12)

	Challenges in implementing community paramedicine and paramedic practitioner roles in pre-hospital care
	“I think in in pre-hospital care that was a I guess an exciting area that that was discussed for a long time that the role of either a community paramedicine role or a paramedic practitioner which it's been discussed as long as I've been in the job and part of my post-grad looked at Community Paramedicine as well” (F1P3)



	Table 3 (Continued). Codes and sample quotes for patient flow challenges of community-based care in the population category

	Subcategory: Challenge of community-based care

	Codes
	Illustrative quotes

	Access to primary care
· Lack of consistent GP care in the community
· Limited information on accessing general practitioners (Locations and Appropriate Areas )
· Challenges in finding bulk billing GPs
	“Yeah, the main barriers access to a General practitioner or at least a consistent GP.” (F1P3)
“Very probably the same across the state, but very limited accesses access to the same GP, or the GP you understand your background, as well as a timely appointment, to be able to make a timely appointment to your GP, so those sorts of primary care services just aren't there” (F3P16)
“I think people's access to primary care GPs, is, you know, like it's becoming more difficult to find bulk billing GP's and so that part of the system then flows into the public system and creates greater pressure.” (C3)
“Uh and everywhere else, unless you have a healthcare card, you have to pay and it's about $40 to $50.00 out of pocket, and so in the situation where I had a sudden onset of a problem and needing all these different appointments everywhere, you know, like $50.00 out of pocket a pop and the health issue that come up for me stopped me working like I wasn't working. So it you know, created that financial problem on me, which then to get treatment you need to go to the ED Department because you're actually can't afford to go to a GP. So it's definitely a big issue with the flow up here in particular, just because it's such wide a widespread problem, nearly the entire region has no bulk billing.” (C2)
“Lots of people, Disabled or otherwise, struggle to follow verbal instructions and need it written down and we cannot always access our GPs quickly after going to the ER due to extensive GP wait times and cost prohibitive care.” (C6)

	Access challenges in elderly care
	“Also, I think one of the other barriers is a lot of elderly patients or people sit in the community until they reach crisis point. So it's being able to put in those resources for them and allow them to have the pathways in place.” (F1P5)



[bookmark: _Hlk148552111]Table 4: Codes and sample quotes for patient flow challenges of staffing in the population category
	Subcategory: Challenges in staffing

	Codes
	Illustrative quotes

	Staff burnout
	“So people are just sort of feeling deflated and burnt out. You know, we experienced that on the daily up at …, they always punch above their weight often sort of punching out numbers through their ED the same sort of similar as what the … was. And yet they've got a capacity of 300% compared to … and it's just the burnout from just trying to really just maximise the best that they can.” (F1P4)
“But I feel like, umm, you know, a lot of what happens in in the emergency room or happened during that period for me could boil down to the fact that a lot of these staff had been on their feet for more hours than I can imagine being at work like 16 hours and more…you could see that they tried.” (C3)

	Salary disparities
	“And we have a situation by which you will have people locuming in an emergency department doing exactly the same roster but being paid three times as much as the person they're next to.” (F1P2)

	Recruitment and retention challenges for experienced medical professionals in remote areas
	“So it sort of, you know that that's definitely one of the challenge with, you know, sort of that really high experience workforce just sort of moving into different areas and leaving some vulnerabilities.” (F2P7)
“I think it sounds like, you know, across the board, but here at the …, since COVID, we've lost a lot of experienced staff. And we have a very, very junior nursing workforce and very, very complex patients obviously.” (F3P13)
“But I do think in healthcare there's this expectation on healthcare workers that they will just to make up for the deficits of the system and the inability to retain staff and the stress. Like I really feel like from a system” (C3)

	Patient flow training gap among healthcare workers
	“And I don't think we get taught that in medical school or in any of our training apart from emergency medicine, obviously because we have faced the adverse outcomes of access block of overcrowding and adverse patient outcomes, we probably are more aware of the situation whereas the rest of the organisation may not be. And again I don't know. I'm only sort of hypothesising here.” (F2P10)

	Healthcare professional departures (reduced hours, career changes, and temporary substitute positions)
	“We are seeing an exodus at all levels for people who either want to cut down hours, leave the public system entirely, retrain in something else, or go and locum.” (F1P2)

	Decreasing trainee interest in emergency medicine post-covid
	“And particularly post COVID suddenly that fact where you went to work and you had a higher than zero chance of dying on a daily basis kind of made people go, ‘hey, this might not be for us’. And plus it's become an increasingly stressful environment since then. So fewer people are going into training.” (F1P2)
“Another thing that we think is a barrier is I think post-COVID there's been there is significant workforce burnout and there's obviously there's workforce gaps there.” (F3P17)
“But the new generation, yeah, I think there's been there are different expectations of what people would like from their work and their work home life and their where their quality of life outside work” (F3P17)

	Challenge of coping with expanding workload while meeting accreditation requirements
	“But how we provide the capacity for the teams who we're loading so much more on top of them and where you know, staring down the barrel of a, you know, one of the on the spot accreditations.” (F2P6)



	[bookmark: _Hlk167450245]Table 4 (Continued). Codes and sample quotes for patient flow challenges of staffing in the population category

	Staffing challenges in the Australian healthcare system (GP sustainability, recruitment, and career choices)
	“you know they are very in touch with the whole of Australia and seeing that there's a massive transition to people wanting a lifestyle basis of, you know, especially for rural generalists and stuff like that where I can pick up my family and go and tour around the country for a couple of years and just pick up these different locum positions.” (F1P4)

	Lack of support for healthcare professionals 
	“There's no… it's all just a bunch of people going to work trying to do the right thing, but the system itself not necessarily supporting them to do that and in fact asking them to do what is essentially I think superhuman and that is to work those long hours and also maintain a level of equanimity and emotional stability. Like a lot of the people that I dealt with were so highly stressed that there was probably no way they could have really provided good quality patient care like and you could see that they tried.” (C4)



Table 5: Codes and sample quotes for patient flow challenges of inequities in access to high-quality care services in the population category
	Subcategory: Challenges of inequities in access to high-quality care services

	Codes
	Illustrative quotes

	Financial barrier to GP access
	“Yeah, the cost to see a GP, some people in our remit don't have that kind of spare money, that sort of cash even, we go $30.00. But when you've got, you know, four or five kids and you can't afford it, you've got to go out three or four times. It's actually, it's really changed certainly what presents through our doors.” (F3P16)
“GPs offer a fantastic value for money for the service they provide, but I think that they're perhaps have been gradually underfunded. And access and availability of GPs is certainly something that patients use as a factor for why they're seeking care in emergency department.” (F3P17)
“So it you know, created that financial problem on me, which then to get treatment you need to go to the ED Department because you're actually can't afford to go to a GP. So it's definitely a big issue with the flow up here in particular, just because it's such wide a widespread problem, nearly the entire region has no bulk billing.” (C2) “i agree lack of bulk billing availablity is putting enormous burden on the ED departments” (C2)

	Healthcare disparities 
· Cultural inclusivity, 
· Gender
	“And so yeah, I think that's something that you know is well documented and a barrier is, you know, and I people from different cultural backgrounds, …, people there's a lot of inbuilt non inclusiveness in our community and you know of course … have the worst of health, healthcare outcomes of anyone.” (C4)
“.. gender bias in healthcare is a big difficulty or barrier to care” (C3)
“Agreed there are very real gender bias barriers!” (C3)
Chat: “gender bias in health care” (C4)
Chat: “I find gender bias waiting to be served at the deli! I really have to speak up to ask to be served.” (C4)

	Disability accessibility barriers
	Chat: “Also disability accessibility barriers - like being fed by PEG and being given a sandwich etc” (C3)

	Language barriers in healthcare
	“My barrier is the language, not able to describe the symptoms precisely due to the language barrier. (C5)






[bookmark: _Hlk167495648]Table 6: Codes and sample quotes for inefficient resource allocation and resource constraints subcategory in capacity category challenges
	Subcategory: Inefficient resource allocation and resource constraints

	Codes
	Illustrative quotes

	Financial challenges in healthcare service expansion
	“So the financial barrier is a huge one. That has popped up twice, when we've raised it. I think you know we'll be in a better place, but definitely the conversations we've had is that a big challenge, the financial component.” (F2P6)
“Because, our own friends in the community will say, well, why can't we just find the money and build more hospitals? Because it becomes an economic problem” (F3P15)

	Limited inpatient bed availability 
	“I'm going to say inpatient bed availability. So I know our hospital in … is probably 30 plus years old and we have not had an increase in bed stock in that time. But we know our demographics change. We know our numbers have been increased, but we yeah, bed availability.” (F1P5)
“And we know the middle component which is bed space and whether it's hospital or ED capacity, there's nothing you can do.” (F3P14)
“But we seem certainly in our institution now there's an infrastructure problem. there is just not enough hospital beds… So what happens when we do have enough beds, which does happen on the occasional day, or for an occasional shift or an occasional jurisdiction?” (F3P15)
“Look, the fundamental issue is, you know, a lack of beds across Metro ---” (F3P13)

	Shortages in healthcare staffing (reliance on UK physicians, shortages of medical staff, junior doctors, GPs, and nursing staff, allied health, increased sick leave)
	“How do you staff a ward when you can't staff your current people? We as a hospital, I don't think I'm talking too far out of school, have been very significantly below junior doctors for the entirety of this year and in fact for the last few years, we are entirely reliant on UK doctors.” (F1P2)
“Lately, so we've had significantly lower numbers of nurses going through university since beginning of COVID. So we can't even meet our graduate positions within Queensland at the moment, let alone fill any of the positions with nurses, with you know, more than a couple of years experience.” (F1P5)
“Workforce is probably the main challenge. The workforce is a continuum from pre-hospital, hospital to post-hospital.” (F3P14)
“I think also in particular, since COVID the sick leave, I'm not sure about other HHS's but here you know people used to come to work with a sore throat or a runny nose. And now people don't. So our sick leave is very, very high, which leaves big gaps on rosters every day.” (F3P13)  --- “You know, moving forward, there will have to be different models because we're not going to continue having the same volume of registered nurses coming through. Those you know, higher level nurses when we're going to be having so many more beds opened across the state as well.” (F3P13)
“And human factors will include: Number of staff available, skill mix of staff available, and then I guess capability of staff in the face of complexity, and volume of patients.” (F3P15)
“Perceived Skill Disparities between ED nurses and ward staff” (F3P16)
“Umm, so I think that impacts and that's a barrier I think in that yeah, you know I don't know whether the infrastructure allows for the sheer volume of work and demand. And I do think also that one of the other barriers that's encountered is, is that barrier around when you have overworked staff who are meeting you at the front desk and they're, you know, and you're feeling like they're too busy for you and you're a burden. And you know, it's such a barrier to good communication when you've got that.” (C3)



	Table 6 (Continued). Codes and sample quotes for inefficient resource allocation and resource constraints subcategories in capacity category challenges


	Resource allocation challenges
	“And so they're often pulling resources from the ED of Caboolture to sort of cover. So just to decrease the risk within the satellite hospital by having a doctor there. But they're also sort of decreasing the availability of that, typically pulling it from their fast track within the emergency department. So yeah, I think that's probably the one of the big ones for me.” (F1P4)
“I've got a bit of similar cynicism, I guess about inpatient bed numbers being the answer because I think it kind of traps us in this paradigm of patients being in the hospital, being the right place for their care. Which all of us would agree with is the right thing for a small portion of someone's care and a very appropriate thing, and a very necessary thing.” (F1P1)

	Staffing resource constraints during overtime and weekends (patient transport services, 
	“sometimes on a busy night shift just because simply that that return home job is very low, low priority and we often don't have patient transport officers working overnight time or over the weekend” (F1P3)
“Most hospitals now may boast having two medical registrars or more on duty, but I think we still have one after hours that registrar is handed over 14 to 20 patients who haven't been seen yet. And now they get another 20 over the next 10 hours” (F3P15)



Table 7. Codes and sample quotes for patient volume growth subcategory in capacity category challenges
	Subcategory: Patient volume growth

	Codes
	Illustrative quotes

	Changing patient demographics and increasing ED demands 
	“But we know our demographics change “ (F1P5)
“We try to remind ourselves that the ‘them’ in the picture have their own obstacles to flow, which is ,again: Volume of patients, number and complexity of tasks, and the available hands and skill mix to do it.” (F3P15)
“sometimes I can understand why it isn't possible because just of all the demands and the increase in access to emergency.” (C4) 
“So, I just feel like there could be some flow issues resolved by identifying what are some procedural things that we could offer differently rather than forcing patients to go through and bottleneck this very this system that's already under so much demand” (C3) “And I think that's why we're seeing more people, and I don't know what the actual figures are, but I'm assuming just based on my own anecdotal experience that presentations to emergency departments seem to be increasing. . There seems to be always more people in the waiting room than they used to be, even like COVID, there was a, you know, always a lot of people there, but it doesn't seem to have.” (C3)

	High demand for aged care beds
	“Which are then prevent them reaching that crisis point where they end up in the emergency department and then they end up in a hospital bed for greater than a month or two, deconditioning during that time as well, which then prolongs their period in the hospital. And then all of the hoops that they've got to jump through to be able to access an aged care bed. So those, once they reach ED, they are then in that hospital for quite a period of time.” (F1P5)

	Increasing demands from patients for GPs
	“I've been to GP forever, but certainly my colleagues who are towards the end of their careers and been GPS for 30 years are speaking as though this is the worst, the state of general practice has been in their careers. And I guess that reflects increasing demands, decreasing ability to care for their patients and their sense of the huge, unremitting, unrelenting waiting room” (F1P1)

	Managing inpatient bed allocation for specialty patients with complex care needs challenges
	“It's your specialty patients who need telemetry, they might need a single room. You know those complex kind of patients.
It's also then the barriers to discharge impact.” (F2P8)
“I think that's it, right? That's all I had. Oh, the other thing was outliers. I think that really slows down from a discharge perspective, but we've got outliers everywhere, you know, probably 10% of our beds are with outlied patients. So that you know adds more complexity and definitely slows down processes.” (F3P13)

	Overuse of emergency services- non-emergency ER visits
	“many people who go to emergency, they aren't actually emergency cases. They just go there for very minor injuries, very minor, you know, respiratory infections, even gastro, back pain. I think most of patients who go to emergency as far as know can be easily managed by a GP” (F2P7)
“So eventually everyone comes to the ED, but they don't really have merit.” (F3P16)
“So it you know, created that financial problem on me, which then to get treatment you need to go to the ED Department because you're actually can't afford to go to a GP.” (C2)
“I mean emergency departments, as we all know, are supposed to be for emergencies, but as we know, we've got nowhere else to go. So many times, we present there because, where are we supposed to go?” (C1)



	[bookmark: _Hlk167661744]Table 8. Categories, subcategories, and codes of the process category of patient flow challenges

	Category
	Subcategory
	Code

	Process
	Bed management challenges
	Challenges in managing patient flow with new bed additions

	
	
	Time-consuming nature of tasks related to bed allocation and requests.

	
	Challenges in modernizing the healthcare system
	Challenges with manual patient flow data handling and analysis processes

	
	
	Cultural slowness in Australia Impacting System efficiency, especially in the ED

	
	
	Historical practices and resistance to change- long-term sustainability of the current healthcare model

	
	
	Traditional five-day healthcare service

	
	Challenges in private hospital system
	Disconnect between public and private systems

	
	
	Private hospitals lack financial incentives for emergent care

	
	
	Redirecting (bypassing) patients by private hospitals to other facilities (Additional transfers by QAS)

	
	Fundamental structural problem in the funding model of the healthcare system
	Fee-for-service model for GP

	
	
	Hospital funding and its consequences

	
	
	Issue within the ABF model and WAUs (Disconnect Between Medical and Surgical Admissions)

	
	
	Lack of incentive for preventive care

	
	
	Challenges with insurance or Medicare coverage*

	
	
	Outdated funding models

	
	Gaps in sharing information about the patients


	Burden of unnecessary tests on patients and the healthcare system

	
	
	Challenge of sharing information between public and private providers

	
	
	Challenges with health passports in healthcare systems (complexity, patient engagement, and doctor acceptance)*

	
	
	Data sharing restrictions in healthcare due to barriers to accessing patient information across primary and tertiary care

	
	
	Inadequate information sharing for QAS staff in healthcare

	
	
	Issues with real-time information access for GPs

	
	
	Limitations of My Health Records and their impact on patient care	

	
	
	Privacy concerns in healthcare information sharing


QAS: Queensland Ambulance Service; WAUs: Weighted Activity Units; ABF: Activity based funding - * Consumer-specific subcategory
Table 8 (Continued). Categories, subcategories, and codes of the process category of patient flow challenges
	Category
	Subcategory
	Code

	Process
	Lack of effective systemic coordination- Silos in Healthcare
	Blurring care coordination between GPs and EDs in satellite hospital's minor injury centre

	
	
	Challenges in maintaining multidisciplinary rounds and integration in modern healthcare wards

	
	
	Communication challenges between multiple stakeholders (ED, patient flow unit and inpatient teams)

	
	
	Healthcare coordination fragmentation

	
	
	Inter-team communication challenges

	
	
	Role and efficacy of satellite hospitals

	
	
	Significant disparities in timely and efficient healthcare delivery between GPs and the ED

	
	
	Varying levels of understanding of patient flow within the organization

	
	Transition challenges
	Access Block with Admitted Patient Boarding

	
	
	Challenges in patient selection for ambulance transport in ambulance patient flow

	
	
	Challenges in referring patients to other healthcare providers (Referring patients to mental health services)

	
	
	Challenges in timely medical rounds and consultation assessments resulting in discharge delays

	
	
	Challenges in transit lounge operation and planning

	
	
	Challenges related to Inter-Hospital Transfers (IHT) (delay and prolonged hospital stay)

	
	
	Delayed discharges from inpatient wards

	
	
	Delayed hospital admissions

	
	
	Delayed triage

	
	
	Delays in handover process due to busy nursing staff



Table 8 (Continued). Categories, subcategories, and codes of the process category of patient flow challenges
	[bookmark: _Hlk152241503]Category
	Subcategory
	Code

	Process
	Challenges in healthcare management and patient communication*
	Challenges in emergency care for patients with multiple health conditions (medical and psychiatric care)

	
	
	Delayed identification of medication side effects

	
	
	Delayed treatment and its catastrophic outcome

	
	
	Lack of fast tracking for lifelong patients

	
	
	Communication challenges with physicians and overworked workforces

	
	
	Challenges in timely access to clinical test



Table 9: Codes and sample quotes for process subcategories in patient flow challenges
	Subcategory: Bed management challenges

	Codes
	Illustrative quotes

	Challenges in managing patient flow with new bed additions
	“We know that if you open up beds, you fill them up, you don't necessarily change anything, you get an artificial improvement for a period of time.” (F2P6)

	Time-consuming nature of tasks related to bed allocation and requests.
	“So. So that's significantly, you know, taxing, we're talking about hours, you know, to sort of between big allocation or big request as well.” (F2P11)

	Subcategory: Challenges in modernizing the healthcare system

	Codes
	Illustrative quotes

	Challenges with manual patient flow data handling and analysis processes
(Real-time data visibility in hospital operations)
	“I know I still rue the day that I have to pull out an Excel spreadsheet and start with the table being stuff. We've got the capability there and at an operational level, some of that capability sits up at …, which is fantastic, but that stuff needs to be pushed down to the people that are doing.” (F1P5)
“Well, I can't no visibility when I'm sitting up in the command centre and we're trying to fix this. I've seen exactly what's going on in the wards, and what their staffing ratios are. I am at the mercy of a phone call to a team leader who may or may not tell me accurately, how many staff they've got, how many beds they've got open, who's been discharged? So I'm relying on a system that is about an hour and a half too late, 'cause it's a slow system.” (F3P16)

	Cultural slowness in Australia Impacting System efficiency, especially in the ED
	“The other thing is the system is so slow. Very, very slow. And that's not doctor's fault. It's. I think it's a cultural thing, which I'm not sure if we can do anything about that because, even when you go to like banks and other, you know, places, everyone is a slow. So this obviously includes hospital as well.” (F2P7)

	Historical practices and resistance to change- long-term sustainability of the current healthcare model
	“We're stuck with ways that relate to historical processes. But in a world that has changed around us. We've traditionally had the situation by which ED has done a lot of things for the hospital as a whole and sucked up a lot of problems.” (F1P2)
“We then have operational blocks, which is inbuilt culture, and it seems to be while we're chipping away and there's a lot of good collaboration worthwhile, we still have seems to be a prevalent attitude that ED is the workshop where everything should happen before going upstairs. Even when it's not necessarily an urgent intervention.” (F3P15)

	Traditional five-day healthcare service
	“So I think the old days, and we're still there, of having a five day a week service where we try and squeeze a dry rag. To fit everybody in is, well, outdated.” (F2P6)



Table 9: Codes and sample quotes for process subcategories in patient flow challenges
	Subcategory: Challenges in private hospital system

	Codes
	Illustrative quotes

	Disconnect between public and private systems
	“So there's sort of it's that disconnect between sort of the public system and the private system as well, that's probably a massive barrier for patient flow because day procedures and that will very routinely get done within private hospitals” (F1P4)

	Private hospitals lack financial incentives for emergent care
	“but that emergent work that a lot of us are sort of working in or trying to refer people into really doesn't get picked up by the private system because there's not a lot of incentive for them financially to pick it up I believe.” (F1P4)

	Redirecting patients by private hospitals to other facilities 
	“If it helps, it's frustrating as hell for us when the crews turn up and the patient's like, I wanted to go to …(one private hospital), and they said no. And there's no come back on them. And trying them to get the patient to them is an absolute nightmare that will then involve another QAS transfer, which I think you guys clock-in about two and a half grand per transfer.” (F1P2)

	Subcategory: Fundamental structural problem in the funding model of the healthcare system

	Codes
	Illustrative quotes

	Fee-for-service model for GP
	“So, and I mean GPs in the same boat, we're mostly paid fee for service.” (F1P1)
“So you know, I understand from my consumer work, the funding is based upon presentations, not presentations avoided. So the more treatments, the more patients that are seen, the funding increases, whereas preventative health is about preventing admissions.” (C4)

	Hospital funding and its consequences
	“But then also probably you know, the cynic in me says that a lot of these issues are driven also by funding. So the way that we get stuck in this idea of having to care for people in the hospital is because hospitals get activity based funding, right? So by having the hospital as full as possible, the hospital gets as much money as possible. And the idea of paying consultants from the hospital to care for people in the community to keep them out of the hospital sort of is a bit economically counterintuitive.” (F1P1)
“Why is there a structural problem? Because, we just aren't, haven't and aren't yet building bigger hospitals” (F3P15)

	Issue within the ABF model and WAUs (Disconnect Between Medical and Surgical Admissions)
	“he biggest one and that I have seen. This is actually something that’s structurally is an incredibly perverse driver is the huge disconnect between a medical admission and a surgical admission. And under Activity based funding (ABF) surgery generates the hospital all the money. So you will have this immense driver to thrash your surgery there.” (F1P2)
“I guess, the flow of the surgical patients which produce a greater WAU or the acute medical patients. Which you know is a less WAU than the acute surgical, but we are holding up the flow with the snap maintenance, which are the people that don't need to be there” (F1P5)

	Lack of incentive for preventive care
	“we get paid to do things to patients, not to keep them out of hospital or to keep them out of our clinics. I think there's a really kind of fundamental structural issue here around the way that the health system is funded, which probably perversely incentivises having hospitals full.” (F2P12)
“And another barrier I think is, limited and I wrote a little note on it is, funding for preventative health. So you know, I understand from my consumer work, the funding is based upon presentations, not presentations avoided. So the more treatments, the more patients that are seen, the funding increases, whereas preventative health is about preventing admissions.” (C4)---“limited funding for preventative health - funding based on services” (C4)

	Challenges with Insurance or Medicare Coverage
	“But I've been waiting so long to have the MRI. And that could be life threatening, you know. The reason why I only had CT done at the ED it is because the doctor told me on the spot that only the CT could be Medicare could cover.” (C5)

	Outdated funding models
	“Which is like … was describing before we've got these outdated and anachronistic health system models and funding models that are set up for acute care, not for complex chronic disease care, which is what we have. That is the reality that we deal with now.” (F1P1)
“So yeah, that's a barrier, is the funding models thanks.” C4


Table 9 (Continued). Codes and sample quotes for process subcategories in patient flow challenges
	Subcategory: Gaps in sharing information about the patients

	Codes
	Illustrative quotes

	Burden of unnecessary tests on patients and the healthcare system
	“… additional tests that have just been done in the Community or at one part of the Community practice that we don't know about. You know, and then they're done in the hospital outpatient department, and then they're done again in the general practice, you know.” (F1P1)
“You know, like you have a procedure that's two month wait for your next appointment and then you get to that and go ‘Ohh will that test is useless, it didn't tell me anything’.  So, you know and then, so another four months later before you getting anywhere.” (C2)

	Challenge of sharing information between public and private providers
	“So someone could have had full diagnosis for many, many years, but it's all been in the private setting. So when they have their first presentation in the public setting, no one's aware of sort of their journey or where they're at. So I think, yeah, it's definitely. The sort of the health information technology is a massive barrier.” (F1P4)

	Challenges with health passports in healthcare systems (complexity, patient engagement, and doctor acceptance)
	“So that you know adds more complexity and definitely slows down processes. (F3P15)
“I'm yeah, there are things like health passports. … has one or was talking about one a while ago, but I know West … has one, which is based around … and there have been things like that. But the challenges are they've made them overly complicated, or the one I saw was so sort of bigger than Ben Hurr that by the time you filled it in, you've sort of lost the will to live practically. But umm yeah, you know, it was on the phone and you could show it. The issue was whether the actual doctor would look at it because they tend not to look at something from a patient, it has to be from another doctor.” (C4)

	Data sharing restrictions in healthcare due to barriers to accessing patient information across primary and tertiary care
	“I'm sure it's across a bunch of different places about the challenge of accessing data across primary and tertiary care. Someone I was speaking to, described as this chasm of information between primary care and the hospital and the hospital services, or the administrator's feeling like they can't pass information across this chasm. And yet we do it all the time. I'd write to the emergency department with a letter, or I get a discharge summary back.” (F1P1
“Whereas if they are waiting a week or two for that discharge summary, or you rock up there saying, ‘OK, I'm ready. Let's talk about my presentation to ED two nights ago’ and they're in the dark.”  (C3)---“I had an appointment with the cardiologist and she goes, ‘Ohh, so you've got an overactive thyroid, has your GP been in touch?’.  So, what had happened was the tests hadn't, the results of the test hadn't gone to my GP, and it wasn't in the discharge letter.” (C3)
“if you've got a complex problem that the registrar's really don't know about it, and they can't know everything. So that's understandable, but there is no fast tracking of people who are patients for life or who have these rare conditions that, in general aren't known about.” (C4)

	Inadequate information sharing for QAS staff in healthcare
	“We've only had access to Viewer from an ambulance point of view for the last 8 to 12 months and that's been a great initiative for us to be involved with as well. But I feel like that's a small part of the entirety of what we need to get with sharing information.” (F1P4)

	Issues with real-time information access for GPs
	“I mean, you're sitting there in … surrounded by hospitals on iEMR. Has there ever been any serious conversations? Cause the viewer is good, it's useful, it gives you some information, but it's not real time. It takes a little while to update. Has there been any discussions in the world of general practice about getting a read only access? Because immediately it's gonna help you out.” (F1P2)

	Limitations of My Health Records and their impact on patient care	
	“My Health Records are to some extent. But it's just so patchy and so it doesn't represent the reality that the patients think we have which is a really integrated health system that understands what's happened to them. So yeah I see that as just a really big barrier and frustration to good continuous care for patients.” (F1P1)                 “MyHealth record isnt there yet” (C4)

	Privacy concerns in healthcare information sharing
	“All the time about what's going on with the patient. So yeah, I'm sure others have had similar experiences, but it seems extremely frustrating, and I don't think it's at all in the best interest of the patient. And I don't actually think it helps to protect really, anyone's privacy either.” (F1P1)



Table 9 (Continued). Codes and sample quotes for process subcategories in patient flow challenges
	Subcategory: Lack of effective systemic coordination- Silos in Healthcare

	Codes
	Illustrative quotes

	Blurring care coordination between GPs and EDs in satellite hospital's minor injury centre
	“So, and I mean GPs in the same boat, we're mostly paid fee for service.” (F1P1)

	Challenges in maintaining multidisciplinary rounds and integration in modern healthcare wards
	“So, you know, back in the days, I had a home ward, so they would do, the doctors would do a round and they would take their nursing team and the Allied team around with them as well. And they would be able to sort of come up with some plan. Everybody was on the same page. But because of all the outliers and all the different places and those sort of home wards anymore, that they lost that sort of integration and that was one of the barriers that they flagged at that stage.” (F2P11)

	Communication challenges between multiple stakeholders (ED, patient flow unit and inpatient teams)
	“he biggest one and that I have seen. This is actually something that’s structurally is an incredibly perverse driver is the huge disconnect between a medical admission and a surgical admission. And under ABF surgery generates the hospital all the money. So you will have this immense driver to thrash your surgery there.” (F1P2)
“I guess, the flow of the surgical patients which produce a greater WAU or the acute medical patients. Which you know is a less WAU than the acute surgical, but we are holding up the flow with the snap maintenance, which are the people that don't need to be there” (F1P5)

	Healthcare coordination fragmentation
	“So we get paid to do things to patients, not to keep them out of hospital or to keep them out of our clinics so I think there's a really kind of fundamental structural issue here around the way that the health system is funded, which probably perversely incentivises having hospitals full.” (F2P12)

	Inter-team communication challenges
	“That the staff, I think that everyone's quite siloed, and because I guess I have a whole, my role is whole HHS, not just a particular facility. We have 5 facilities here. So I think you're right. Everybody's quite siloed and doesn't quite understand the impact of running their unit and the impact it has” (F2P8)

	Role and efficacy of satellite hospitals
	“And the probably the best example I would use for that would be the satellite hospitals, which because there are a lot cheaper than normal hospital, they never ever should have been called hospitals and they never should have opened up with minor injuries centres in them.” (F1P2)

	Significant disparities in timely and efficient healthcare delivery between GPs and the ED
	“But the same patients, when she goes to emergency, the same patient can take hours and hours and hours. The nurse, triage the patient…. I think an average emergency consult cost about $400 or more than $400 for the government. While the average GP costs are just about $40.00, so for the same thing.” (F2P7)

	Varying levels of understanding of patient flow within the organization
	“And I don't know if it's real or more of my perception that there are some people in the organisation who have excellent overview and understanding of patient flow whereas others, don't seem to have the same level of understanding of how patient flow works.” (F2P10)



Table 9 (Continued). Codes and sample quotes for process subcategories in patient flow challenges
	Subcategory: Transition challenges

	Codes
	Illustrative quotes

	Access block with admitted patient boarding
	“And by far the biggest issue for us has been access block with admitted patients boarding and emergency department. With that in any given day, I'd say more than 20 patients either being admitted, so between 20 and between 20 and 35 patients being admitted awaiting a bed allocation and they could be in various parts of the ED, not necessarily in the acute Bay.” (F2P11)

	Challenges in patient selection for ambulance transport in ambulance patient flow
	“I think we've made a lot of ground in that regard. So I think there's still a lot to be done though in terms of who we take and who can be diverted to other services or who doesn't require any further services at all. Care can end there.” (F2P9)

	Challenges in referring patients to other healthcare providers 
	“But I guess my experience is that whenever a patient needs to go outside of the clinic and the local health service is when issues really arise…. there is more of an issue with referring to mental health and I think that's a massive area of challenge for primary healthcare and including I guess for inpatient mental health is a massive challenge and issue.” (F1P1)

	Challenges in timely medical rounds and consultation assessments resulting in discharge delays
	“So for example, if the medical consultants do their rounds, they might do outpatients in the morning and they come up to the wards and do their rounds in the afternoon. So those discharges aren't happening until later in the afternoon, so therefore the patients are in ED all day waiting for that.” (F2P8)
“But there's been extensive delays and getting assessments done taking about 12 hours or more than 12 hours before anybody would engage or like … sort of mentioned earlier, they will do their clinic in the morning and they will come after 4:00 o'clock. So you can refer at 9:00 o'clock in the morning. And they will come at 4:00 o'clock to come and admit the patient after the clinic has been done and the patient would just stay in the ED. There's also been a significant struggle.” (F2P11)

	Challenges in transit lounge operation and planning
	“it's just for shifts. Yeah, there's a long story behind this. It's, like most transit lounges, it's solar powered, so shuts at 5:00pm.” (F1P2)

	Challenges related to Inter-Hospital Transfers 
· difficulty in managing patient care transitions between different levels of care
· Challenges in coordinating care beyond the ED for patients not admitted to the ward
	“previously our IHTs were a massive issue.” (F2P6)
“Yeah, the lack of comfort with acuity and that's acuity not necessarily requiring higher level of care HDU/ICU level of care, but patients that are unwell but not necessarily meeting that criteria is a continual challenge because it's frequently a lack of comfort with that, and it would like a review or a discussion about access to critical care which isn't necessarily required, but they would like that to be turned down before the patient can go to the ward which is a continual challenge.” (F3P17)
“I waited a very long time. I went into the emergency department after a few hours. They did the arrange of sort of checks and obs and things, and then they sent me back out to the waiting room because they were satisfied that I wouldn't, you know, die on them in the next 5 hours. And then you know, like it took forever to actually get into a bed for and that's a patient flow issue, I guess from going from the emergency department into the CDU. And then at the CDU and all of this time, I think it worked out about a 12-hour period where if I'd been at home, I would have had some nutrition.” (C3)
“But yeah, really passionate about trying to improve things for consumers and the experience of patient flow, I guess is a really important one and one that does make a big difference to a stay, a prolonged stay, protracted stay like I had for six months in hospital.” (C3)



Table 9 (Continued). Codes and sample quotes for process subcategories in patient flow challenges
	Subcategory: Transition challenges (Continued)

	Codes
	Codes

	Delayed hospital admissions

· Ambulance delays
· Challenges in implementing direct ward admission directive
· Increased workload for QAS staff
· Knowledge gaps in ground staff at QAS about the capabilities of different hospitals
· Delay in ambulance call
	“And then probably the same amount, might be a little bit less, of patients awaiting admission as well as being referred for prolonged periods of time. Which really lives no space for anybody to see acute patients coming in.” (F2P11)
 “The pending jobs that we have on the board obviously increase somewhat exponentially at times. If we've got ramping delays or ambulance delays.” (F1P3)
 “And there is there is already a health service directive which has existed since 2012, cause I helped write it, which allows us to direct admit people to the ward. But, it causes huge issues if you just do it by the letter of that which is. I'm needed consultant.” (F1P2) “Look, it's quite an obvious one from --- and I's perspective. But clearly as the workload increases across an area, if there's a delay with the hospital admission on the front end, clearly our workload increases.” (F1P3)
“I think perhaps through to you know ground staff at the QAS that's sometimes not well understood and certainly not part of any formal education packages.” (F2P9)
“And I think no matter how much you've lost it, there's evidence that most of the patient mortality is affected by ED ramping.” (F3P17)
“I was told at the time when I was in emergency that I would be rushed to ---, ‘only half an hour down the road, the ambulance has been called, you'll be transferred’ and at the 14 1/2 hour mark I think someone realized that no one had actually called the ambulance and then by 24 hours later, that's it was well and truly outside the window of opportunity to give me the opportunity of a normal future life as a young person with children.” (C3)

	Delayed triage
	“I think a well understood issue for some time, since its opening is there's significant triage delays and that seems to be somewhat variable, you know, with individuals.” (F2P9)
“So that that was one instance, and the previous year I had had an ablation on my heart to stop at your fibrillation because it was quite bad and the cardiologist told me to present to emergency if it didn't settle over a period of time. So, it didn't and I presented and I was left in emergency, I think it was 3 1/2 hours, and then I presented back to the window and I said ‘have you forgotten me?’  And they, the man that had (poor audio quality) they whisked me straight down to where I should have been three hours previously. So people slip through the cracks.” (C1)
“I did have to go to the emergency department in late March this year because I got severe headache and had a CT scan on my head on the day, but they didn't find anything at the time when, when I did the CT scan, but it's still failed. The problem hasn't been resolved and I had to wait at the emergency department for at least five hours there. Not a good experience, but I think that's a fact.” (C5)

	Delays in handover process due to busy nursing staff
	“And then I guess the other barrier to patient flow would be there's often lengthy delays with handover. So a nursing staff, as with many hospitals, re very busy and it wouldn't be unusual to wait 10-20 minutes for a nurse to free up for hand over.” (F2P9)



Table 9 (Continued). Codes and sample quotes for process subcategories in patient flow challenges
	Subcategory: Transition challenges

	Codes
	Illustrative quotes

	Delayed discharges from inpatient wards:
· Challenges in discharging high-risk patients with ensuring follow-up services to prevent readmissions
· Challenges in transitioning patients from acute care to maintenance care and its impact on hospital bed availability
· Prolonged decision-making due to medical coverage, workload and junior doctor decision-making
· Retain patients within the hospital
· Delays in patient transport








· Challenges in discharging high-risk patients with ensuring follow-up services to prevent readmissions




· Prolonged wait times (on the ieMR) for discharge scripts and allied health services
	“So in high risk patients are discharged from hospital about the ability to get them, maybe a GP appointment or ancillary service or sometimes it's not even a GP, maybe it's them being able to have an OT assessment and these sorts of things, I think really hold up discharge to the community and also allowing patients or helping patients to stay there and not be readmitted, I think it's a big challenge.” (F1P1)
“And what we're seeing at the moment is people, like just going back to the funding, people are being snapped to maintenance. And I think they're being snapped to maintenance at an appropriate time. But then those maintenance patients don't have anywhere then to go to. So it's the maintenance patients that are holding up the acute beds within our public hospitals and are not allowing,” (F1P1)
“But that's just one component I think. As mentioned before, some of the supporting services and systems.” (F2P6)
" Somehow the junior doctor or, and maybe backed up by this consultant on duty, wins. And that that may be appropriate when a patient is unstable or requiring a fair bit of intensive care… And in many of our hospitals, the registrars are too junior and or disempowered to make a decision to send someone home” (F3P15) --- “Medical coverage and the workload of the positions or the people you know? Yeah, the consultants and their ability to be able to, I guess, round on all of those patients that they have under their care and be able to make a plan for all of them because we're quite often seeing that they don't get through their workload in a day. So or that they’re seeing people very quickly and making decisions. But yeah, don't have the time to spend with the people because of their workload. So medical coverage, I guess.” (F1P5)
“I guess we're the back end of patient flow at the moment being RACFs and in that space we do experience a lot of challenges getting people into our RACFs, which then has a direct impact, I guess on the maintenance patients within the hospital.” (F1P5)
“So that was one thing there and just the follow on from that into the cardiology department, I suppose had a lot of downfalls as well along the way.”(C2)
“Oh, and one course can be transport, you know, patient transport home” (F3P13)
“And that is the other end of the ambulance service that actually is moving the patients out or between the hospitals. So if we've got an inter-hospital transfer or patients that need to return home or back to the nursing homes, there's often lengthy delays accessing transport out or back to districts like we're moving from the --- to ---- or to the --- like those types of transport, they're not timely” (F3P16)
“Whatever issue presenting issue immediately, there isn't that follow up to then plug me into or make sure that I have support once I leave the emergency department. If I'm not being admitted to the ward, which sometimes I am, sometimes I'm not.” (C3)
“And also my husband had had a total knee replacement a couple of years ago and was discharged from hospital. No one had looked at his knee and when he got home it was swollen and hot and sore. And the physio, didn't look at it. I was there. The doctor didn't look at it or the nurse who discharged him. No one looked at it. And so, I rang the hospital and they said no, that's to be expected…. So anyway, we were taken down and yes, it did have a DVT in his leg as I assumed. So we had sat down all that (poor audio quality). It does happen, DVTs cause that, stroke, heart attack as you would all know. So yes, so just between me and my husband, we've had these instances and I mean, we're just an average couple. So I wonder how many people, or do most people have a bad experience at some point.” (C1)
“Another concern is Allied health. Pharmacists, in particular, are often waiting for pharmacy to do those final, you know, discharge scripts and patients can be waiting for hours for that, especially on the ieMR, it's, you know, complex that takes time for that to happen.” (F3P13)



Table 9 (Continued). Codes and sample quotes for process subcategories in patient flow challenges
	Subcategory: Challenges in healthcare management and patient communication*

	Codes
	Illustrative quotes

	Challenges in emergency care for patients with multiple health conditions 
· Challenges in Coordinating Medical and Psychiatric Care in ED 
· Lack of follow-up and support for psychological aspects
	“So, when I go to emergency department and I have a range of symptoms that would meet QUEDS guidelines. They're not being followed because I think maybe, you know, they have to be experts in everything, but I really feel like from an eating disorder perspective, there's not a lot of competence and confidence among clinicians to treat a condition that is essentially both medical and psych. So I feel like you go to the emergency department with needs in both spaces and they need to really sort of plug the gap they need to save your life first… Cause previous week I'd presented the ED with all these symptoms and I've been keeping my eating disorder a secret. I've been like, ‘I'm not telling you people anything because you'll put me in hospital, and I don't wanna be in hospital’. But not it's just all very dramatic. (C3)

	Delayed identification of medication side effects
	“In the end, I had to sit there after seven months and by that stage could hardly walk, could hardly get myself out of a chair. I had to sit in there crying to say, ‘there is something wrong with these medications, but they can be this reaction that degenerates all your muscle. So, whilst you think it's joint pain, it's actually your muscles being all degenerated and not supporting your joints… how the medications were actually affecting the rest of my body and my life and all of that sort of stuff.” (C2)

	Delayed treatment and its catastrophic outcome
	“But I guess I've already shared my experience, I guess around delayed treatment resulting in the loss of vital organs, which is a fairly catastrophic outcome in my view. But, you know, in that situation there were obviously not sort of systems in place and maybe checks and balances and safeguards to ensure.” (C3)-“But because I was in the hospital and also because they didn't know how to manage my PEG, my gastrostomy tube as well, and how to feed me via that means it meant that I was actually effectively medically starved for that period of time.” (C3)

	Lack of fast tracking for lifelong patients
	“if you've got a complex problem that the registrar's really don't know about it, and they can't know everything. So that's understandable, but there is no fast tracking of people who are patients for life or who have these rare conditions that, you know, in general aren't known about.” (C4)
“… Umm, my following three presentations at emergency possibly could have maybe been one, because there were things that I was” (C2)

	Communication challenges with physicians and overworked workforces
	“And I'm like… so just in that process, I felt like he just hadn't listened, hadn't seen me as anything more than I supposed a symptom. Walking in like that sort of felt like it's like I just look like a symptom and he's not actually addressing me as a person and how the medications were actually affecting the rest of my body and my life and all of that sort of stuff.” (C2) 
“They did an ultrasound on his knee and once again he slipped through the cracks and after that I think it was four hours. That time I went to the window and said ‘what's happening with my husband?’ and they said ‘Oh hasn't he been discharged?’ I said ‘no, we're still waiting here” (C1)
“And I think that idea of a passport for so-called frequent Flyers almost would streamline some conditions, and communication is the biggest issue. Like if we had clearer communication and you know fewer visits might be needed.” (C4)

	Challenges in timely access to clinical test
	“umm in the example of my cardio echo test, that was pretty much the only test that didn't do when I presented it ED the first time. Umm and he just sort of, you know ‘just get you your GP to refer you for one’ or whatever and there was nowhere to do that in the public system if I went back at the hospital, which they didn't have any idea when I presented the next time at the hospital to try and get that appointment at the hospital there was over a 12 month wait list which wasn't acceptable in the circumstances and even going privately it was still an 8 week wait” (C2)


[bookmark: _Hlk149049688]
[bookmark: _Hlk149051682][bookmark: _Hlk167799550]Table 10. Categories and codes of the main category of patient flow improvement solutions
	Category
	Code

	Human factors
	Impact of team leaders and nurse navigators on workload management during hospital patient flow challenges

	
	Use experienced doctors in emergencies to alleviate overload in the emergency room

	
	Using GP in EDs to reduce narrow focus in medical care, and improve emergency care

	
	Promoting public health education about appropriate use of healthcare services

	
	Roles and responsibilities of nursing staff for the patient flow program

	
	Support and endorsement from top-level executives within the organisation (executive buy-in)

	
	Education and workforce development

	
	Education of pre-hospital staff and paramedics for enhanced patient selection and transport decisions and safe field discharges in pre-hospital services and diverse hospitals

	Infrastructure
	Balancing bed expansion with workforce shortages

	
	Effective resource (bed, human) utilization

	
	Resource redistribution for risk reduction

	
	Launch of new transit care hub

	
	Ramp expansion



Table 10 (Continued). Categories and codes of the main category of patient flow improvement solutions
	[bookmark: _Hlk152839221]Category
	Subcategory
	Code

	Management-Organisation-Policy


	Community health and diverse patient needs accommodation
	Effective primary care

	
	
	Leveraging Medicare remuneration for extended hours (for GPs and primary health component)

	
	
	Enhancing care for older adults

	
	
	Exploring the potential for private health insurers to play a more active role in preventative healthcare 

	
	
	Exploring therapeutic community environments and diverse healthcare alternatives (local tertiary services, GP clinics near the ED, home-based care, community-controlled health service, community paramedicine and pre-hospital Care)

	
	
	Promoting the patient-centric care in healthcare

	
	Communication and collaboration
	Ambulance service's collaborative efforts with retrieval services Queensland (RSQ) to enhance patient mobility

	
	
	Cultural shift towards collaborative and inclusive healthcare management

	
	
	Enhancing healthcare integration to improve continuity of care and meet patient expectations

	
	
	Ensuring effective information flow from executive level to frontline staff for timely action

	
	
	Enhancing collaboration between medical specialties for streamlined patient care

	
	
	Successful implementation of mental health first responder model (24/7 clinician support and expedited admissions to mental health units)

	
	
	Effective communication in hospital situations

	
	Directing patients for appropriate care  
	Enhancing QAS services to minimize hospital transports (involves analysing ED cases, effectively utilising satellite sites and urgent care centres)

	
	
	Enhancing pre-hospital care through clinical hubs, telehealth services and digital Health

	
	
	Patient redirection in the ambulance service for better health system access and efficiency

	
	
	Facilitating timely treatment for triage categories 'cat fours and fives' to reduce waiting room occupancy

	
	
	Primary health co-responder model to divert patients from the ED 



Table 10 (Continued). Categories and codes of the main category of patient flow improvement solutions
	Category
	Subcategory
	Code

	[bookmark: _Hlk152839168]Management-Organisation-Policy
(Continued)
	Health system and Process improvement


	Access to patient information and addressing privacy challenges

	
	
	Accountability in private healthcare

	
	
		Embracing an appreciative approach instead of blame

	
	
	Empowering patient independence and safety

	
	
		Enhancing collaboration between medical specialties for streamlined patient care

	
	
	Enhancing patient flow through shared understanding of efficient patient flow (enhancing coordination, collaborative decision-making, and data-driven solutions in healthcare)

	
	
	Holistic approach to bed block management / Change the culture and approach to system-level operations

	
	
	Implementing and testing new strategies to ensure efficient patient flow

	
	
	Mitigating the influence of politics on healthcare decision-making

	
	
	Optimizing hospital operations for predictable patterns

	
	
	Surgical wait list optimization (Enhancing timeliness and patient access solutions)

	
	
	Prioritizing tasks and streamlining workloads for efficiency

	
	
	Transition to seven-day health care service

	
	
	Developing a patient app for real-time ER triage updates

	
	
	Comprehensive coverage for potentially serious conditions*

	
	Transition solutions


	Bringing QAS scope into a hospital environment (Ramping management and Offload paramedic initiatives)

	
	
	Early identification in streamlining RACF placement

	
	
	Intermediate care solutions for patients transitioning from hospitalisation (Rapid transition of patients to maintenance care)

	
	
	Streamlined direct admission to hospital ward process (with early senior ED physician review, for stable patients)

	
	
	Utilising pre-departure checklists to connect patients with appropriate services in the emergency department



Table 11. Codes and sample quotes for the human factors solution category in patient flow improvement solution
	Category: Human factors

	Codes
	Illustrative quotes

	Impact of team leaders and nurse navigators on workload management during hospital patient flow challenges
	“In my opinion as well, the team leaders and the nurse navigators that we might have on at that particular hospital at that time as well.” (F1P3)

	Use experienced doctors in emergencies to alleviate overload in the emergency room
	“What I can suggest is to using more experienced doctors in emergencies because that can reduce a lot of, you know, load of people and just, you know, spending a lot of time in queue to see a doctor.” (F2P7)

	Using GP in EDs to reduce narrow focus in medical care, and improve emergency care
	“So it's a bit of tunnel vision unfortunately, but GPs can have a better understanding because this see lots of patients every day from you know newborn to death. So we see all kind of patients to experience GP can be a lot of help in emergency setting. This is what I think this is what my experience was in last quite a few years that I was working here.” (F2P7)

	Promoting public health education about appropriate use of healthcare services and ambulance services 
	“I think the solutions would be far greater public health, education around who requires emergency department access. I think it's been done well in the past, but be mindful, you know that we're targeting the right people in doing so.” (F2P9)
“I think if we understood the triage system better, both from an ambulance point of view and when you get there, that would also reduce some of the anxiety that patients feel because it, you know, it's pretty obvious that certain conditions, the ambulance will come instantly.” (C4)

	Roles and Responsibilities of Nursing Staff for the Patient Flow Program (Trusting triage nurses for patient guidance)
	“My role is the assistant director of Nursing for … Patient Flow programme. So I look after inter hospital transfers, the additional bed platform which we use to purchase additional beds at 6 private hospitals, transport via complex transport, repatriations, patch and we have a QAS officer in here as well in relation to diversion and QAS load share.” (F2P8)
“we must remove the barrier to the triage nurse, or anyone, being allowed to advise a patient to receive care elsewhere.” (F3P15)
“My best admissions were where I felt heard and cared about. Where the triage nurse checked in on me in the waiting room, and when I got into a bed, I was listened to and treated as a lived-expert in my conditions.” (C3)

	Support and endorsement from top-level executives within the organisation (executive buy-in)
	“Definitely executive buy-in makes a huge difference… So I think definitely an executive buy-in, oversight, and keenness to see things makes a big difference.” (F2P11)
“So I think any type of incentives always seem to work from a human point of view, don't they? Because you think, people think they're being watched” (F3P13)
“I guess my main point is really look after your staff, because they're the ones looking after us..” (C3)

	Education and workforce development
	“I know that we have been, that's education is always the first thing to go in our hospitals, especially for nursing. And I think what we need to do is reinvest in education and get. Because we know that the universities just aren't turning out the nurses at the quality that they were.” (F3P16)

	Education of pre-hospital staff and paramedics for enhanced patient selection and transport decisions and safe field discharges in pre-hospital services and diverse hospitals
	“Greater education with pre-hospital staff, clinical staff paramedics, around who needs to come to the ED, who can be safely discharged in the field and access the other pre-hospital services avoiding the departments.” (F2P9)



Table 12. Codes and sample quotes for the infrastructure solution category in patient flow improvement solution

	Category: Infrastructure

	Codes
	Illustrative quotes

	Balancing bed expansion with workforce shortages
	“we can't keep building new hospitals, new beds because we still need staff to staff those beds, so we are. We are supposed to be getting 143 additional beds by 2026 here at Townsville. We don't know where we're going to get the staff because we are having major workforce shortages right now. So who's going to staff those 143 beds? So building new places, it might seem like a good thing to do, but I'm not entirely certain that that actually addresses the underlying issue of lack of either efficiency or effectiveness, or both.” (F2P10)

	Effective resource (bed, human) utilisation
	“we don't need the additional beds and all of that sort of stuff. We are operating well. I think the information there, it's how we pull it all together and have the right people with the right skills to be able to provide that in a in a format that is informative as opposed to in summative.” (F2P6)
“And then the back end is making sure that there's efficiency in getting people out of the hospital so that we can optimise the static component, which is the bed space.” (F3P14)
“I know we have to do with what, you know live within the means that we have, but I do think that there does need to be increased resources on the night shift for medical staff because they can start doing, you know, reviewing patients.” (F3P13)

	Resource redistribution for risk reduction
	“And so they're often pulling resources from the ED of … to sort of cover. So just to decrease the risk within the satellite hospital by having a doctor there.” (F1P4)

	Launch of new transit care hub
	“I have seen some improvements in the last couple of weeks. In particular probably more with regards to we've had a bit of an expansion or some part of the expansion project has come online with some extra beds as well as we've had a new transit care hub open up recently.” (F2P11)

	Ramp expansion
	And I know the Queensland Health have created or at least they flirted with creating a number of ramps in the system rather than just that traditional ambulance ramp into hospital. They talked about the ramp to service the community with QAS, the ramp to come into an emergency department, the ramp then from into the ED to an inpatient space and then out of the hospital as well” (F1P2)



Table 13. Codes and sample quotes for Management-Organisation-Policy subcategories in patient flow improvement solution
	Subcategory: Community health and diverse patient needs accommodation solutions

	Codes
	Illustrative quotes

	Effective primary care
	“So I think when primary care is functioning really well and patients have good access, we can avoid some hospitalizations.” (F1P1)

	Leveraging Medicare remuneration for extended hours (for GPs and primary health component)
	“you know that whole Medicare Renumeration for extended hours, GPs, the Primary Health component,” (F2P8)
“One of the last things I said I forgot to say as a potential solution was funding of primary care funding of primary care and access to healthcare in the community.” (F3P17)

	Enhancing care for older adults (Integrated geriatric care and real-time fall incident response team)
	“So it's the community supports and the early identification and the access to the services that these people require to I guess, bypass the emergency department and give them the care and the support that they need within that Community environment, and then access at the point of time that they need to access an RACF rather than reaching that crisis point.” (F1P5)
“The reason why they're doing this and it's sending a pilot programme is they found that we would do falls referrals, and then a couple of days time an OT or social worker would try and get in touch with these people and they would just like ‘no, no, no, I don't want anything’ because there was the fear factor that they will end up in an aged care facility or something like that. So the purpose is, is that while we're there in real time and we can see what their issues are, you know, we safely get them up and make sure there's nothing medically wrong, but then get them in touch with all the various different services and find out.” (F1P4)

	Exploring the potential for private health insurers to play a more active role in preventative healthcare 
	“Like we pay out several thousands of dollars a year. And like, literally what value do we get for that, we get a reduction in our tax, but we're paying all these monies to these companies that actually probably don't really contribute to positive health outcomes for the vast majority of Australians, until you need your cataract surgery or something like that, which is probably a long way away. So I feel like there could be things done to require your private health insurer to do things to improve health literacy of the population that's insured. Or to, you know, encourage them to be doing certain things like that. So that's just one example off the top of my head about where a bit slack. I think as a health service about doing preventative care focused activities.” (F1P1)



	Table 13 (Continued). Codes and sample quotes for management-organisation-policy subcategories in patient flow improvement solution


	Subcategory: Community health and diverse patient needs accommodation solutions (Continued)

	Codes
	Illustrative quotes

	Exploring therapeutic community environments and diverse healthcare alternatives
(local tertiary services, GP clinics near the ED, home-based care, community-controlled health service, community paramedicine, pre-hospital Care, Bulk billing in community general practices)

	“So it doesn't have to be residential aged care facilities. I think that's one that is an established model in Australia, but it probably is more like community mental health, therapeutic facilities, so low acuity, mental health low acuity rehab positions. People having kind of hospital in the home at a massively scaled up way integrated with primary care and with allied health as well. I think that's where the value is. I think we should be doing a lot less care in hospitals where possible.” (F1P1)
“I feel paramedics have an excellent ability to conduct examination prehospital. It's a very familiar environment for us. Obviously, our scope of practice is quite broad these days. I think in an ideal world a close connection with a GP enabling a community paramedic to attend a patient in the community and perhaps initiate some care, but without having the patient having to be transported to hospital directly would be ideal.” (F1P3)
“I know the IUIH, Institute for Urban Indigenous Health, here in South East QLD doing some really interesting stuff with … around the hospital in the home model linked with mob-link which is their programme system to support people in the community.” (F1P1)
“One of the last things I said I forgot to say as a potential solution was funding of primary care funding of primary care and access to healthcare in the community.” (F3P17)
“So the literature is telling us that primary care and community care can be delivered at a fraction of the cost. So in a dream world, imagine a hospital in the home service that was so well resourced that patients don't actually need to be in a built hospital, unless they're having a procedure or critical care.” (F3P15)
“I think what --- said about having another area like ‘emergency emergency’ and like just ‘emergency level care, that's not an emergency’. Umm, so that departments. I think that's a really good suggestion…encourage more bulk billing in the community GP to relieve the pressure on ED” (C2)
“And if there was more preventative healthcare in our community, there are many, many conditions that can be avoided through self-care.” (C4)  
“ncourage more bulk billing in the community GP to relieve the pressure on ED” 

	Promoting the patient-centric care in healthcare
	“And it's just trying to support them to do better in a way that we always have patients at the centre of all our decision making.” (F2P10)
“. So if we really, if we're serious about patient focused care, we might be changing policy and that may be part of the purpose of this research to inform policy change” (F3P15)



Table 13 (Continued). Codes and sample quotes for Management-Organisation-Policy subcategories in patient flow improvement solution
	Subcategory: Communication and collaboration

	Codes
	Illustrative quotes

	Ambulance service's collaborative efforts with retrieval services Queensland (RSQ) to enhance patient mobility
	“Which I think is a whole ambulance service, they're really trying to improve, especially working with RSQ to try and get just those patients moving around. But yeah, we definitely do cause some delays with these charges.” (F1P4)

	Cultural shift towards collaborative and inclusive healthcare management
	“And in my opinion, flow is logistical unit. We moved the chess pieces around on the board. We facilitate, you know, people that are stuck within the system, but we don't admit we don't discharge. We are that logistical units. I think we have come a long way and are progressing to a whole of hospital approach where everybody has a role to play, whether or not you're a clinician or a non-clinician and there's still a lot of work for us.” (F2P6)

	Enhancing healthcare integration to improve continuity of care and meet patient expectations
	“But it's just so patchy and so it doesn't represent the reality that the patients think we have which is a really integrated health system that understands what's happened to them.” (F1P1)

	Ensuring effective information flow from executive level to frontline staff for timely action
	“we get the information at that executive level to enable the staff on the floor to action whatever actions are required?” … I think the information there, it's how we pull it all together and have the right people with the right skills to be able to provide that in a in a format that is informative as opposed to in summative.” (F2P6)

	Enhancing collaboration between medical specialties for streamlined patient care
	“I think there's oftentimes a lot of specialties involved in one patients care, which can delay patient care quite significantly and to decide who's going to be the admitting one and who's going to be the consulting team, you know, so and there's always one. It should be a one way referral, but the referral always comes back to ED to liaise with all the other areas. And it would certainly, you know, come up with a more sensible plan if the first discipline I consult, consults with the second discipline. I have to make a plan about what's the best place for the patient to go. Yes, I just think that's just something worth mentioning as well.” (F2P11)
“Also, when coordination happens, it is wonderful - when the ED physician/staff contacts members of my normal treating team and listens to them/coordinates my care and the emergency response with them I have better outcomes.” (C3)

	Successful implementation of mental health first responder model (24/7 clinician support and expedited admissions to mental health units)
	“Yeah, sort of. Inhibited by the funding model within Q health. But yeah, essentially it's sort of funded seven days a week from basically one shift from 1:00 PM till 11:00 PM because that's when they found there was the highest percentage of sort of people presenting with mental health issues. And that's also, sort of further on to that. We have 24/7 coverage of a mental health clinician within the call centre. So they'll directly also call back these patients and try and sort of link them in with different services across the state.” (F1P4)

	Effective communication in hospital situations*
	“I've just been told to take you’, you know, it's communication is so essential and making sure that we understand what's being said to us. If you know most times, I get an excellent nurse and an excellent doctor, and I do ask questions, because that's who I am, until I'm satisfied that I understand what's going on.” (C1)
“but we do need culture changed towards a more listening, inclusive society, and that applies within the health service as well… Like if we had clearer communication and you know fewer visits might be needed.” (C4)
“So maybe better listening is the way to go because I do know how to manage my short bowel and my gastrostomy tube and what have you?” (C3)



Table 13 (Continued). Codes and sample quotes for Management-Organisation-Policy subcategories in patient flow improvement solution
	Subcategory: Directing patients for appropriate care

	Codes
	Illustrative quotes

	Enhancing QAS services to minimize hospital transports (involves analysing ED cases, effectively utilising satellite sites and urgent care centres)
	“So what actually can we do with QAS to allow them to not have to bring that patient in and then looking at our presentations to emergency and looking at our satellite sites, our urgent care centres.” (F2P8)

	Enhancing pre-hospital care through clinical hubs, telehealth services and digital Health 
	“Virtually doing telehealth and just sort of even we've got a social worker that works within the clinical hub. So those people that actually just really need that good social support, and maybe that's why they need to go to hospital, and they're sort of sometimes fall through the cracks and they just need some systems put in place and they're in their own home. So they will actually call them back in a couple of days and they get active referrals in from paramedics and that. So it's really just trying to tap into those people before they become a) either I acutely unwell or b) just to try and navigate them through the healthcare system.” (F1P4)
“I know a few people who work at the hub ...And it's ,I think, that's probably what's happening in that hub is one of the single most important things that is gonna help save the public health system.” (F1P2)
“So I think, you know the focus should be hospital avoidance, and ED avoidance, preventing and getting the right cohort to come to emergency department.” (F3P14)
“Where before the ambulance picks the patient up, unless you're critical, cat one, they get virtual so the nurses, there's like a lot of technology out there now and there's programmes where when you call an ambulance, if it's something that doesn't, that doesn't necessarily need to come to the hospital. The nurses, go out to them, they have virtual glasses on and that a doctor at the other end sitting in a call centre can actually see what's going on in the home. And I mean things like that. Like there's lots of innovative technological solutions out there and we are moving and we're not moving fast as quickly as the technology is going.” (F3P16)
“Umm, I was just thinking we're encouraging, or moving into digital health more, so we might be encouraged to access someone before we present an emergency…many times, we present there because, where are we supposed to go? So yes, I just, I just do think digital health may open up a lot of options for us as can consumers and we may get answers before we even leave the house.” (C1)

	Patient navigation program for healthcare guidance
	“So we're really just trying to capture those patients before, because often a lot of people, we find that a calling in, that they're not really sure how to navigate the health system and they're just wanting some advice and some health literacy. So it's really trying to just redirect those patients the best we can, whether it even be.” (F1P4)

	[bookmark: _Hlk167879320]Facilitating timely treatment for triage categories 'cat fours and fives' within an interim admission centre to reduce waiting room occupancy
	“you know, so these cat fours and fives don't even have to come in and fill up our waiting rooms. I think that's all for now.” (F2P8)
“And I suppose for us, we were lucky to get some funding for an interim admission centre. So, you know, patients have been decanted out of that emergency department. To free up capacity in the ED for the patients that are obviously waiting to get in order on the ramp.” (F3P13)

	Primary health co-responder model to divert patients from the ED 
	“I guess for mental health patients just going on one of …'s comments earlier on the conversation, I think that you know potentially there might be a need for a Primary Health Co-responder model as well to divert people away from the emergency department to where they need to go.” (F1P5)


Table 13 (Continued). Codes and sample quotes for Management-Organisation-Policy subcategories in patient flow improvement solution
	Subcategory: Health system and process improvement

	Codes
	Illustrative quotes

	Access to patient information and addressing privacy challenges
· Quick access to discharge summaries for timely follow-up care by GP
· Enhancing healthcare communication with a personalized medical passport and concise medical profile 
	“So what actually can we do with QAS to allow them to not have to bring that patient in and then looking at our presentations to emergency and looking at our satellite sites, our urgent care centres.” (F1P1)
“That will I am with my login. I can see every patient in an emergency department that is on iEMR can see every patient in every active minor injuries clinic. This privacy discussion is insane. This is patient care that we're talking about.” (F1P2)
“And when my discharge summaries are promptly provided to my GP, I feel better supported and safer that when I leave I will be well cared for.” (C3)
“They just make a phone call and then do what needs to be done and I feel like that kind of coordination would also increase my sense of confidence that the right things are being done and the right decisions are being made because I know that the people who care about me most and who have been there and know my conditions well have been part of that process and informing what happens to me next. So coordination that sort of passport assisted communication kind of process would be really helpful.” (C3)

	Addressing challenges and streamlined action planning
	 “And saying that there's been significant changes been made in the last sort of couple of months or so, which has been very helpful and that's really been positively perceived since myself significant changes and some real action plans coming out of it that's previously positive discussion with no real action plans. But that definitely was a barrier for us.” ( F2P11)
“And I think that's been a really big problem for our, for our nurses, that they and I think we need to actually talk to them about their expectations and the culture and what and understand the pressures right across the system. So that we can then, you know, start to breakdown what it is exactly to get patients moving. There's lots of initiatives out there like I've been living in this nursing world for many, many years that things have things come and go and change, but we never follow through the follow through is never. We have these great ideas, these great innovations and we do them for the short term and then they fall by the wayside.” (F3P16)

	Accountability in private healthcare
	“And I think it's a really good examples in a state within Australia in terms of that being done. You know, by the private sector and being done, perhaps, more efficiently” (F2P9)
“I find it really interesting that private hospitals don't have the same issues like, you know, their patients are out by 10:00 o'clock. We're lucky to have at out, you know, hospital with 800 beds. We're lucky to have 10 patients discharged by 10:00 o'clock in the morning.” (F3P13)

	Embracing an appreciative approach instead of blame
	“it's a complex problem, so I think finger pointing and blame and conflict and silos and tribalism are probably not going to be useful. I think being kind to each other, because we're all doing a good job at the end of the day and I've sort of moved to that position in the last two to three years from being in a position where I was finger pointing and blaming and no one's doing anything because all our colleagues across the hospital as well as in, in, in ambulatory care primary care, they're all trying to do the best.” (F2P10)



	Table 13 (Continued). Codes and sample quotes for Management-Organisation-Policy subcategories in patient flow improvement solution

	Subcategory: Health system and process improvement (Continued)

	Codes
	Illustrative quotes

	Empowering patient independence and safety
	“Are you accessing your NDIS package properly? Can we put some grab rails or that to try and keep people in their home as long as possible and as safely as possible. So that's starting up. I believe in the next month and hopefully it will see some real wins out of it.” (F1P4)

	Enhancing patient flow through shared understanding of efficient patient flow (enhancing coordination, collaborative decision-making, and data-driven solutions in healthcare)
	“Everybody needs to be progressing and moving towards a common goal and having a common understanding of everybody's challenges. That's what we are. My parting words.” (F2P6)
“So that I think I feel might be one of the barriers, the understanding itself, because if everyone in the organisation at all levels and all streams understand why patient flow is important, the solutions to better patient flow should come with that shared knowledge and shared goals of effective and efficient patient flow.” (F2P10)
“Anyway, it was just a situation where I felt like it could have been managed differently had they understood the nature of the problem and also, you know, maybe even coordinated care, a little bit better.” (C3)

	Holistic approach to bed block management / Change the culture and approach to system-level operations
	“I suppose everybody needs to be involved and you can't, I think, not making your yourself visible to that, or exposing yourself to that is, is something that we need to work through with all teams. And that's just at a cultural level.” (F2P10)
“But I feel that one of the important things with regards to this is the and it has been an improvement and there definitely is acknowledgement within the right areas that this is a hospital wide system.” (F3P17)

	Implementing and testing new strategies to ensure efficient patient flow
	“Clearly, there's going to be some issues once the bed block has sort of been relieved and sort of those things because, you know, we haven't been able to do our business for a very long period of time efficiency as well. So you can have the best models of care and the best sort of strategies and plans, but without actually trialling them and see how it's working. And you'll never know how they work. We need to test them in practice.” (F2P11)

	Mitigating the influence of politics on healthcare decision-making (Governance challenges and unilateral decision-making in healthcare system)
	“The second point I wanna make is we need to decouple the politicisation of this. We know things are bad, but what happens is things appear on the front page of the Courier mail and then there's a whole blaming game, that is had between state government and federal or between different parties. And what you end up getting in that is knee jerk reactions that will happen with an expectation of results on a political cycle.” (F1P2)
“And governance. So currently what the governance doing well, I heard this morning that unnamed people in senior positions in our place have shut the emergency director's voice down by saying don't tell us to put access block or ramping on the risk register, it doesn't belong there because it's business as usual for ED. So how does a non-clinician non-emergency person get away, in a senior position, get away with just decreeing that ramping is and corridor patients is business as usual. Unacceptable.” (F3P15)

	Optimizing hospital operations for predictable patterns
	“We know that a hospital is gonna go slower over a weekend, and we know that discharges will decrease. We know that elective surgery starts again on a Monday and Tuesday, and that everything is gonna be claggy, but you it's not things that are not factored in as much as they should be, which are predictable.” (F1P2)

	Surgical wait list optimization (Enhancing timeliness and patient access solutions)
	“I think globally on this is probably a systemic problem right through the Queensland Health, but surgical wait times and wait lists and yet timeliness of surgery is definitely an issue for us because we're seeing more and more patients who require surgery present ED in order to be admitted and then have their surgery. What else we got? Oh, that's not barrier. We'll talk about that later. But that's a solution.” (F3P16)


Table 13 (Continued). Codes and sample quotes for Management-Organisation-Policy subcategories in patient flow improvement solution
	Subcategory: Health system and process improvement (Continued)

	Codes
	Illustrative quotes

	Prioritizing tasks and streamlining workloads for efficiency
	“I think at a particular point, organisations need to say right, these are our top three to five priorities. If you can't meet it because of your workload, you know, meet with your, your bosses or whoever it actually is and strip away the chaff.” (F2P6)

	Transition to seven-day health care service
	“So and there are examples from across, probably in the United States where they've moved to a seven day model and have actually realised a lot of benefits and saved hundreds of millions of dollars in preventing another hospital being built so, but I guess that it's a complex conversation because we've never had it ever.” (F2P10)
“I do know that NSW are back in 2015 investing in this heavily. And having spoken to Royal North Shore, about four weeks ago. They were quite successful and their challenges on a Sunday, Monday, Tuesday from a flow in ED perspective was almost gone. Not least you know they're not perfect and they're from a NSW health point of view. They're definitely looking at weekend discharges and progressing to a 7 day a week service. So I think at a particular point from my perspective beds are an option.” (F2P6)
“Uh, yeah, I put in the chat that I was told there would be an urgent care center opening at ---, but we don't know where it would be. So, it just sort of is a bulk biller. And it treats some issues health issues not that severe, but I don't know the detail yet, but I think that would be if that one once that opened, you know, people can go there this like urgent care center first. And then if more serious happens it's more serious condition they go to ED.” (C5)
“And that that's seven days a week too. So, it's very good you they get you in and out very quickly. And the staff by local doctors. So, it works very well.” (C1)

	Developing a patient app for real-time ER triage updates
	“Another idea that would be super helpful is developing an app where patients can log in and receive an estimated timeframe for where they are in the triage list and approximate times and periods they can expect to progress through the ER assessment. It could look like a coloured bar with a tracker showing how far along the patient is in the process. This would be amazing for someone like me, or for my autistic sister, as it can help us manage our energy and schedule any meds, food, water or things we use to help manage our conditions while waiting and make it more likely that we can endure the wait times to be seen” (C6)

	Comprehensive coverage for potentially serious conditions
	“I think everything should be covered in the ED because if people go to emergency department, at least, at least they think is life threatening, threatening to them.” (C5)


NDIS: National Disability Insurance Scheme 



Table 19 (Continued). Codes and sample quotes for Management-Organisation-Policy subcategories in patient flow improvement solution

	Subcategory: Transition solutions

	Codes
	Illustrative quotes

	Bringing QAS scope into a hospital environment (Ramping management and Offload paramedic initiatives)
	“I feel something we could potentially do to improve flow would be, not necessarily expand the scope, but utilise those offload paramedics more within a hospital environment, I understand there's issues you know, bringing our scope into a hospital environment. However, I think we all agree a lot of patients that are ramped, are either awaiting imaging or blood results or formal examination. I see a lot of the time these patients that are waiting in the emergency department may wait hours for even IV cannulation and blood's being drawn or to go to X-ray or for an example or something like that. So I think potentially QAS could assist more by either, helping with that in the in the ED environment, you know, with withdrawing bloods or moving patients around the Ed to just I guess get those examinations done quicker to enable their transition through the ED to happen more seamlessly. I think we could do more in that role.” (F1P3)

	Early identification in streamlining RACF placement
	“Identification early of patients that are potentially going to need referral to an RACF bed.” (F1P5)


	Intermediate care solutions for patients transitioning from hospitalisation (Rapid transition of patients to maintenance care)
	“And what we're seeing at the moment is people, like just going back to the funding, people are being snapped to maintenance. And I think they're being snapped to maintenance at an appropriate time.” (F1P5)

	Streamlined direct admission to hospital ward process (with early senior ED physician review for stable patients, ward ramping, single point of contact for inpatient admissions)
	“So and for us in particular, it was the direct admission process. So moving from a push model to a pull model.” (F1P2)
“For us and one of the things that we think is possibly would be advantageous for us would be the consideration of ward ramping. I think that, it's a movement of a problem from one location within the whole system to throughout the whole system and a shared responsibility. I don't think it's a solution that is not going to address any of the actual causes of access block and flow issues, but it would certainly improve patient flow by freeing up beds elsewhere within the hospital.” (F3P17)
“which essentially just tries to get an early senior ED physician review of a patient and that confirmation, this patient needs an admission.” (F1P2)
“So how to get that patient seems to be suitable for direct admission, do you want to sort of chart all these things and we'll see him in the next few hours up on the ward or whatever it is. So. So that's significantly, you know, taxing, we're talking about hours, you know, to sort of between big allocation or big request as well.”  (F2P11)
“And then other things we thought that would aid patient flow certainly within our department is the initiation of processes whereby we aim for a single point of call for inpatient admissions or flow.” (F3P17)

	Utilising pre-departure checklists to connect patients with appropriate services in the emergency department
	“You know, maybe a like a checklist sort or that check off thing before you actually leave that if there is other services you could tap into or something that they know about which may not have to be handled by the attending doctor, but maybe someone on the ED department could you could get sort of put into a group.” (C2)










