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Abstract:
Introduction: Emergency Department (ED) overcrowding 

and inadequate use are widespread challenges. Telephone 
triages (TTs) are among the most studied solutions. The Por-
tuguese "Call First, Save Lives" (CFSL) innovative project im-
plemented a pre-hospital telephone triage (SNS24) to optimize 
patient referral pathways (RPs). This study provides the first 
patient-centered integrated evaluation of its implementation at 
the Local Health Unit of Braga (LHUB).

Methods: A questionnaire was applied to a convenience 
sample of 128 adult patients attending the LHUB Emergency 
Department (July-September 2025), assessing sociodemo-
graphic characteristics, referral pathways and patient satisfac-
tion. Clinical data and ED-episode outcomes were extracted 
from health records.

Results: A clear gap between the project's awareness 
(93.8%) and actual SNS24-referrals (24.2%) was found. 
Self-referral predominated (56.3%). Most patients (58.6%) did 
not contact the line, mentioning perceived urgency, undesir-
able operational barriers (such as excessive waits and unan-
swered calls) or simply not considering it. Understanding of 
the "Call First, Save Lives" benefits was limited, and satisfac-
tion was low (2.98/5) and significantly associated with the RP 
(p=0.004).

Primary care services (PCS) were largely bypassed, de-
spite high Family Physician coverage (89.8%) and satisfaction 
(80.9%).

Referral pathways did not influence waiting time or triage 
category. Older age was a significant predictor of not contact-
ing (p=0.016) nor being referred by SNS24 (p=0.043).

Conclusion: The "Call First, Save Lives" project at the Local 
Health Unit of Braga still faces significant implementation chal-
lenges. Self-referral persists within a saturated system, where 

“calling first” has yet to demonstrate measurable impacts. Mis-
conceptions about telephone triages and primary care service, 
along with limited health literacy, sustain direct ED access. 
These findings underscore the need to optimize SNS24 per-
formance, triage algorithms and patient engagement.

Keywords: Crowding; Emergency Medicine/methods; 
Emergency Service, Hospital; Hotlines; Patient Satisfaction; 
Primary Health Care; Telephone; Triage.

Resumo:
Introdução: A sobrelotação e uso inadequado do Serviço 

de Urgência (SU) é um desafio generalizado. As triagens telefó-
nicas (TTs) encontram-se entre as soluções mais estudadas. O 
projeto inovador português "Ligue Antes, Salve Vidas" (LASV) 
implementou uma triagem telefónica pré-hospitalar (SNS24) 
para otimizar as vias de referenciação (VRs) dos pacientes. 
Este estudo constitui a primeira avaliação integrada e centrada 
no doente da sua implementação na Unidade Local de Saúde 
de Braga (ULSB).

Métodos: Foi aplicado um questionário a uma amostra de 
conveniência de 128 doentes adultos que recorreram ao Ser-
viço de Urgência da ULSB (julho-setembro 2025), avaliando 
características sociodemográficas, vias de referenciação e sa-
tisfação dos doentes. Dados clínicos e resultados do episódio 
do Serviço de Urgência foram extraídos dos processos clínicos.

Resultados: Verificou-se um claro desfasamento entre o 
conhecimento do projeto (93,8%) e a referenciação efetiva via 
SNS24 (24,2%). A autorreferenciação predominou (56,3%). 
A maioria dos doentes (58,6%) não contactou a linha, men-
cionando auto-perceção de urgência, barreiras operacionais 
indesejáveis (como espera excessiva e chamadas não aten-
didas) ou simplesmente não ter considerado esta opção. A 
compreensão dos benefícios do "Ligue Antes, Salve Vidas" re-
velou-se limitada e a satisfação foi baixa (2,98/5), associando-
-se significativamente à VR (p=0,004). 

Os Cuidados de Saúde Primários (CSP) foram largamente 
contornados, apesar da elevada cobertura por um Médico de 
Família (89,8%) e satisfação (80,8%).
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A via de referenciação não influenciou significativamente o 
tempo de espera nem categoria de triagem. A idade avançada 
foi preditor significativo da ausência de contacto (p=0,016) e 
referenciação pelo SNS24 (p=0,043).

Conclusão: O projeto "Ligue Antes, Salve Vidas" na ULSB 
enfrenta desafios de implementação significativos. A autorre-
ferenciação persiste num sistema saturado, onde “ligar antes” 
ainda não demonstrou impacto mensurável. Conceções erra-
das sobre triagens telefónicas e Cuidados de Saúde Primários, 
a par da limitada literacia em saúde, sustentam o recurso direto 
ao SU. Estes resultados sublinham a necessidade de otimizar 
o desempenho do SNS24, algoritmos de triagem e envolvi-
mento dos utentes.

Palavras-chave: Aglomeração; Cuidados de Saúde Pri-
mários; Linhas Diretas; Medicina de Emergência/métodos; Sa-
tisfação do Doente; Serviço de Urgência Hospitalar; Telefone; 
Triagem.

Introduction
The use of Emergency Departments (EDs) for non-ur-

gent conditions represents a critical challenge for modern 
healthcare systems. Over the past decade, ED visits, includ-
ing “inappropriate” ones, increased consistently across most 
Organization for Economic Co-operation and Development 
(OECD) countries, reaching an average of 31 visits per 100 
population in 2011.1 

Portugal reports the highest per capita Emergency Depart-
ment use among OECD countries, with over 70 visits per 100 
population in 2011,1 corroborated by a recent average of 6 mil-
lion annual attendances in public hospital EDs (2013-2023).2 
A significant proportion of low-severity patients continues to 
self-refer to EDs, which unnecessarily consumes and misallo-
cates resources, increases costs and workload, elevates the 
risk of adverse outcomes and reduces patient satisfaction, 
compromising care efficiency and quality.1,3-5

To address inappropriate Emergency Department utiliza-
tion, improve patient flow and the National Health Service 
(NHS) responsiveness, the Portuguese NHS Executive Di-
rectorate supported by the Ministry of Health’ Shared Servi-
ces, launched the "Call First, Save Lives" (CFSL) pilot project 
in May 2023.6 This initiative builds on the existing telephone 
line, SNS24 (previously used for general health advice), to 
implement a compulsory pre-hospital telephone triage sys-
tem (TTS) for acute conditions. Patients are assessed by the 
SNS24 Contact Center and directed to the most appropria-
te care level: Emergency Department, Primary Care Servi-
ces (PCS), or self-care, based on clinical severity. The "Call 
First, Save Lives" aims to promote more appropriate Natio-
nal Health Service use and patient referral, avoiding unne-
cessary travel, time loss, and ED overcrowding, ultimately 
improving health outcomes.2,6 

While research suggests telephone triage systems may re-
duce clinical and administrative burdens and inappropriate ED 
use,7 data on the most clinically or cost-effective model is limi-
ted. Preliminary evaluations of this new referral model were hi-
ghly favorable,8 showing increased referrals to PCS. Therefore, 
the project was expanded in January 2024, including the Local 
Health Unit (LHU) of Braga (LHUB).8 Given the "Call First, Save 
Lives" recent implementation, systematic scientific evaluation 
and published data remain limited.

Thus, this study addresses a critical gap in both natio-
nal and international literature. Considering the persistent 
challenge of Emergency Department overcrowding and the 
development of a potentially effective strategy to reorganize 
emergency care (EC) and optimize resource allocation, we 
present the first integrated evaluation of "Call First, Save Lives" 
implementation at the Local Health Unit of Braga. This analysis 
assesses the impact of this new ED access model, coordina-
tion between levels of care, and user experiences, offering, for 
the first time, a patient-centered perspective. Ultimately, the 
findings may provide valuable insights into future emergency 
care access policies.

Material and Methods
This cross-sectional study involved the application of a 

questionnaire to patients about their Emergency Department 
access experience, followed by an Electronic Health Record 
(EHR) retrospective review for ED visit outcomes and follow-up 
information. 

The study population included adult patients admitted to the 
Local Health Unit of Braga Emergency Department from July to 
September 2025. Patients admitted to the LHUB Gynecology/
Obstetrics and Pediatric ED, triaged as White or Red priority 
level by the Manchester Triage System (MTS) or unable to provi-
de and understand Informed Consent (IC) were excluded.

1. DATA COLLECTION
Given the absence of a validated instrument specifically 

addressing the "Call First, Save Lives" implementation, a ques-
tionnaire was developed for this purpose following best practi-
ces of content and face validity.9

Initially, questionnaire items were designed based on a li-
terature review on ED access, telephone triage systems and 
service evaluation,10-17 complemented by the research team’s 
clinical experience.

Subsequently, a panel of 3 experts in Internal Medicine (in-
cluding the Local Health Unit of Braga Emergency Department 
Director) and Family Medicine, assessed its clarity, relevance, 
and appropriateness. 

Finally, a pilot test with 20 participants, representative of 
the target population but excluded from the final sample, was 
conducted to identify necessary adjustments to comprehensi-
bility, completion time, and functionality, yielding the final ver-
sion for data collection. 

“CALL FIRST, SAVE LIVES”: IMPLEMENTATION OF TELEPHONE PRE-TRIAGE AT THE LOCAL HEALTH UNIT OF BRAGA AND FUTURE 
PERSPECTIVES FOR ACCESS TO THE EMERGENCY DEPARTMENT IN PORTUGAL
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A convenience sample was recruited in the Local Health 
Unit of Braga Emergency Department. Data collection was 
carried out on alternating weekdays and at different times of 
the day, depending on operational feasibility, in an attempt to 
minimize selection bias and capture a heterogeneous patient 
cohort, considering the inherent unpredictability and workflow 
variability of the emergency department.

Participant recruitment was more frequent on Fridays and 
in the mornings (Fig. 1).

After triage, eligible patients in the waiting room were 
invited to participate in the study by the Principal Investi-
gator (PI), when clinically appropriate. Written Informed Con-
sent was obtained, including options to/not to complete the 
questionnaire and authorize EHRs’ access. 

Instrument development and data collection workflow 
are summarized in Fig. 2.

2. STATISTICAL ANALYSIS
For the questionnaire’s pilot test, 20 participants were 

recruited, considering recommendations of 15-30 subjects 
to adequately assess the feasibility, clarity, and acceptability 
of survey instruments.18 

IBM SPSS Statistics 29.0® for Windows® was used for 
statistical analysis, assuming a significance (p-value) <0.05 
with a 95% confidence interval (CI).

Differences between continuous variables were analyzed 
using Student’s independent samples t-test. When normality 
was not met, the Mann-Whitney U test was used.19 Categori-
cal variables were examined using Pearson’s Chi-square (χ2) 
or Fisher’s exact test if assumptions were not met.20,21 

Binary logistic regression (BLR) models were built to 
identify predictors of SNS24 referral and contact. The re-
commended minimum of ten events per predictor variable 
was followed22 which restricted our model to a maximum of 
four predictors.

3. ETHICAL CONSIDERATIONS
The study was approved by the University of Minho and 

the Local Health Unit of Braga Ethics Committees, and the 
Data Protection Officer posing no risk or cost to patients or 
institutions. Investigators guaranteed confidentiality, data in-
tegrity and exclusive use for research purposes.

Results
The final sample included 128 eligible participants. Two 

profiles were considered: questionnaire respondents (pa-
tients or caregivers if the patient is unable to self-report) and 
patients (subjects of the study, admitted to the Emergen-
cy Department). Women predominated in both groups, par-
ticipants and patients, with mean ages of 49.9±14.0 and 
54.7±17.6 years, respectively. Most were Portuguese, em-
ployed and independent in daily activities. Secondary edu-
cation predominated among participants and elementary 
education among the broader ED population. Over 53.1% of 
patients were exempt from co-payments and 64.1% lacked 
health insurance.

Health conditions were self-perceived as urgent 
(52;40.6%) or very urgent (43;33.6%), despite lower-severity 
official triages, mainly “Urgent” (66;51.6%) and “Less urgent” 
(59;46.1%) on MTS. “Limb problems” predominated among 

Figure 1: Patterns of participant recruitment in the LHUB ED by day of the week and time of the day.
This bar chart illustrates the distribution of participant recruitment by day of the week and time periods: early morning (00:00-6:59), 
morning (7:00-11:59), evening (12:00-19:59) and night (20:00-23:59), rather than overall ED attendance patterns.
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admission flowcharts assigned after triage assessment. 
Most patients (64;50.1%) visited the ED within three days 
of symptom onset and were discharged home (77;60.2%).

Fig. 3 shows primary RPs. 72 (56.3%) patients attended 
the Emergency Department without prior referral from any 
authorized source. SNS24 was the second source, accoun-
ting for 31 visits (24.2%).

Eighty (62.5%) patients sought no prior healthcare service 
(HS). Among the remaining 48 (37.5%), acute care consultation 
was the most frequent choice (25;19.5%).

General private Emergency Department (Table 1) use 
(45;35.2%) was not frequently reported. Main barriers were 
financial (44;34.4%), lack of insurance (33;25.8%) and less 
often, no perceived need (26;20.3%).

Awareness of the acute care consultation was widespread 
(108;84.4%) and frequently used (80;74.1%). No recent need 

(12;41.4%), access barriers (8;27.6%), perceived severity and 
preference for ED resources (4;13.8%) were common reasons 
for not using ACC.

While correctly identified as a service for acute conditions 
requiring same-day attention (68.8%), misconceptions and 
inappropriate use emerged, with 14.8% reaching the ACC 
when unable to get a scheduled appointment for a non-acute 
issue with their Family Doctor (FD). Eleven (8.6%) participants 
believed that ACC access was only possible through prior 
SNS24 referral.

Regarding patient-provider relationship, only 13 (10.2%) had 
no assigned Family Doctor, with 93 (80.9%) reporting high satis-
faction levels (4 and 5 on a 1-5 scale). 

Finally, when asked about their intended first step once 
facing a non-emergent health problem, participants clear-
ly preferred primary care services (52;40.7%), while others 

Figure 2: Flowchart of the instrument development and data collection process. 
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chose watchful waiting (10;7.8%) or self-management strat-
egies (17;13.3%). Notably, 8.6% would still go directly to a 
public ED. 

Awareness of the "Call First, Save Lives" project was wi-
despread (120;93.8%), mainly through mass media (74;54.4%). 
Yet, the understanding of its objectives was limited. Most parti-
cipants (71;57.3%) correctly identified its primary aim of direc-
ting patients to the appropriate care level. However, only 12.9% 
knew about the priority in observation it introduced; 18.5% were 
uncertain, and 9.7% did not recognize any of the proposed op-
tions as project goals.

Table 2 reveals that most participants (75;58.6%) did not 
attempt to contact SNS24. Among those who did, 81.2% suc-
cessfully reached a professional, with a mean of 1.45±0.77 con-
tact attempts and a median of 15-minute wait (IQR=25.0).

The main reasons for not contacting SNS24 were simply not 
considering it (23;24.0%), perceiving the situation as too urgent 
for a telephone consultation (16;16.7%) and concern about de-
laying ED arrival (9;9.4%). Several patients mentioned logistical 
barriers or lack of trust in the "Call First, Save Lives" system.

Thirteen (30.2%) saw no significant benefit in calling first, and 
7 (16.3%) believed primary care services could have managed 

ORIGINAL ARTICLES

Table 1: Prior healthcare utilization among patients presenting to the ED. 

Which of the following HSs did you seek before coming to this ED for the current complaint?* (MAQ), n (%) N=138

None

ACC at the PCU

Consultation at a private hospital or clinic

Scheduled appointment at the PCU

ED at another public hospital

ED at a private hospital or clinic

80 (62.5)

25 (19.5)

13 (10.2)

9 (7.0)

7 (5.5)

4 (3.1)

Number of services, n (%) N=128

0

1

2

3

80 (62.5)

41 (32.0)

4 (3.1)

3 (2.3)

*(MAQ) - Participants could select more than one option. Percentages are based on the total number of answers.

Figure 3: Distribution of primary Referral Sources to the ED.
Inconsistencies were detected between the referral source reported on the questionnaire and the official one determined by triage 
and documented in the EHR. This graphic represents the official triage classification, as this determined outcomes evaluated in this 
study such as priority in care, waiting time and outcomes of the ED episode.
* Four participants selected SNS24 referral, however there was no documented SNS24 contact in clinical files and triage classified them as self-referrals (n=2) or 
referrals from NIME (n=2). Another patient officially referred by SNS24 to PCS chose to go directly to the ED, but still reported the SNS24 as the RP, while the triage 
team classified it as “Exterior”.
** Some cases were triaged as “Exterior” arrivals, although clinical records and questionnaire responses confirmed contact with the SNS24 helpline (n=2) and despite 
presentation of a formal referral letter from another institution (n=2).
Finally, retrospective follow-up could not be completed for one participant who had passed away.
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the problem. Despite these reservations, the likelihood of using 
SNS24 again in similar contexts was very positive.

Only 8 (12.5%) participants were unsure if they would be 
admitted to the ED without prior referral.

Overall perception of the "Call First, Save Lives" initiative 
was ambivalent, with a mean satisfaction score of 2.98 on a 
five-point scale (Fig. 4).

Qualitative analysis of open-ended responses (Table 3) re-
vealed negative opinions centered on practical execution, broa-
der National Health Service resource constraints and remote 
assessment limitations. Contrarily, several participants ackno-
wledged its potential, describing it as effective and useful.

Key clinical outcomes and Emergency Department pro-
cess metrics were compared across referral pathways (Table 
4). SNS24-referred patients did not experience shorter wai-
ting times, even when stratified by admission area (p=0.430; 
p=0.118). No associations were found between referral pa-
thways and clinical severity (p=0.679) or patients’ outcomes 
after the ED episode (p=0.306).

The new organizational model’s impact was assessed 
by analyzing associations between referral pathway and so-
ciodemographic/clinical variables. Mean age differed signifi-
cantly across groups (F=5.36; p=0.006), with RPs accounting 
for 7.9% of the variance (η²=0.079, medium effect). Patient 

Figure 4: Participant satisfaction with the CFSL Project.
This bar chart illustrates the participants’ answers to the question “On a scale of 1 to 5, please rate your satisfaction with the CFSL Project” (n; %). The total number of 
participants surveyed was 128, however, only 120 were familiar with the CFSL Project and thus provided valid opinions. Five participants expressed an opinion even 
without having used the TTS for the current or past episodes and 10 felt unable to rate the initiative despite being aware of the project.
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Table 2: Characteristics of the SNS24 contact experience. 

Did you try to contact the SNS24 telephone line? n (%)
Yes
No

N=128
53 (41.4)
75 (58.6)

How many times did you try to call the SNS24 line? Mean ± SD N=53*
1.45 ± 0.77

If you tried to contact SNS24, which option best describes your situation? n (%)
I tried to call but the call was not answered
My call was answered
They called me back later

N=53*
10 (18.9)
41 (77.4)
2 (3.8)

How long did you wait for your call to be answered/returned? (minutes), Median (IQR) N=43**
15.0 (25.0)

Who contacted the SNS24 line? n (%)
The person filling out this questionnaire
Another person

 N=43**
38 (88.4)
5 (11.6)

When did you contact the SNS24 line? n (%)
Before traveling to the ED
After having already traveled to the ED

N=43**
40 (93.0)
3 (7.0)

*The total sample is n=53 because these questions were displayed only to participants who reported an answered call. 
**The total sample is n=43 since these questions were only answered by participants who reported that their call was answered or subsequently returned by SNS24.
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Table 3: Qualitative analysis of open-ended responses regarding the opinion on the CFSL Project. 

General opinion Subtheme Frequency, n (%)

Negative 
perceptions

Excessive waiting times for initial contact and call-backs; failure to answer/return calls 41 (33.6)

Lack of perceived benefit and perceived SNS24’ insufficient resources or ineffective referrals 
(always to PCS or redundantly to the ED)

8 (6.6)

Patient challenges in understanding the questions asked by the staff/length of the questionnaire 5 (4.1)

Accessibility barriers for older adults when using the telephone service 5 (4.1)

Inappropriate for situations requiring urgent medical care 4 (3.3)

Perception that the service acts as a barrier, limiting patient access to the ED 3 (2.5)

Distrust in the reliability of remote assessment (compromises accuracy of clinical evaluations and 
appropriateness of the resulting triage decision)

2 (1.6)

Lack of quality/inexperience of the staff 2 (1.6)

Perception that the project unfairly assumes that all patients use the ED inappropriately 1 (0.8)

Positive 
perceptions

Effective, efficient and high-quality service 30 (24.6)

Appreciation of the project’s goals and innovation 2 (1.6)

Ambivalent 
perceptions

Acknowledgment of the service's intent, but criticism of its implementation (including the belief 
that telephone triage should be the standard procedure, except for medical emergencies)

19 (15.6)

This table provides a summary of the main topics mentioned in the responses to the question “What is your opinion on this project?” Each participant could mention 
more than one topic (n (%)); N=122. 

Table 4: Comparison of ED metrics and Outcomes by RP. 

Variable SNS24 Self-referral Other
Statistical 
test value

Sig.
p

Effect 
size

Total waiting time (minutes), 
Median (IQR)

282.0 
(259.0)

252.5 
(209.5)

236.0 
(231.5)

H = 1.689 0.430 ε²=0.014

Time to first medical observation (minutes), 
Median (IQR)

59.0 
(98.0)

65.5 
(116.7)

36.5 
(65.25)

H = 4.270 0.118 ε²=0.034

Outcome following ED assessment, n (%)

Voluntary withdrawal 0 (0.0) 7 (9.7) 1 (4.0)

Fisher’s 
exact test
= 12.655

0.306 φc=0.238

Discharge against medical advice 0 (0.0) 1 (1.4) 0 (0.0)
Discharge home 23 (74.2) 40 (55.6) 14 (56.0)
Discharge with FD follow-up 4 (12.9) 15 (20.8) 3 (12.0)
Hospital admission 1 (3.2) 2 (2.8) 0 (0.0)
External consultation 3 (9.7) 6 (8.3) 5 (20.0)
Another public hospital 0 (0.0) 1 (1.4) 2 (8.0)

Return to the ED within 7 days, n (%)

Yes 2 (6.5) 9 (12.7) 1 (4.0) Fisher’s 
exact test
= 2.721

0.720 φc=0.105No 29 (93.5) 62 (87.3) 24 (96.0)

MTS priority level, n (%)

Blue – Non-urgent 0 (0.0) 1 (1.4) 0 (0.0)
Fisher’s 

exact test
= 4.345

0.679 φc=0.123
Green – Less urgent 17 (54.8) 33 (45.8) 9 (36.0)
Yellow – Urgent 14 (45.2) 37 (51.4) 15 (60.0)
Orange – Very Urgent 0 (0.0) 1 (1.4) 1 (4.0)

*|Adjusted residuals (AR)|>1.96; **|AR|>2.58. “Other” includes referrals by PCS; NIME, private institutions or other healthcare professionals with written information. 
The influence of waiting time outliers was tested in a sensitivity analysis, by repeating the statistical tests excluding extreme values. As their presence did not affect the 
significance of the findings, the results from the full sample are presented. Sample sizes differed slightly across variables: n=127 for “Time to clinical assessment” (one 
patient left without being seen) and n=123 for “Total length of stay” (four additional withdrawals before discharge time was recorded). One patient’s death resulted in 
a final n=127 for subsequent analyses.
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satisfaction with the "Call First, Save Lives" project was also 
significantly associated with the referral pathway (p=0.004; 
φc=0.324, medium effect). No other significant associations 
were found.

To identify predictors of SNS24 referral (compared to the 
other RPs), a binary logistic regression was performed (Table 
5). The final model was statistically significant (χ²(3)=14.744; 
p<0.002), explaining 16.3% of variance (Nagelkerke R²) and 
exhibiting high specificity (94.8%) but low sensitivity (9.7%). 
Older age (odds ratio (OR)=0.968; p=0.043) and surgical area 
of admission (OR=0.332; p=0.032) were associated with lower 
odds of SNS24 referral.

The second binary logistic regression, predicting the li-
kelihood of SNS24 contact, was statistically significant 
(χ²(4)=14.214; p=0.007), explained 14.2% (Nagelkerke R²) of 
the variance in contact attempts and demonstrated good spe-
cificity (80.0%), but poor sensitivity (49.1%). Table 6 shows age 
was the only significant predictor (OR=0.966; p=0.016).

Discussion
This study provided the first "Call First, Save Lives" pro-

ject evaluation at the Local Health Unit of Braga, alongside a 
retrospective review of operational metrics. 

The sample was mainly middle-aged, professionally ac-
tive (68%) and functionally independent (99%). Regarding 
clinical status, we found clear discrepancies between res-
pondents perceived urgency (74.2% classified their condition 
as Urgent/Very Urgent) and their triage-assigned priorities 
(mostly Urgent/Less Urgent). This is consistent with 2025 
national data23 and represents a key contributor to Emergen-
cy Department overcrowding.12,13,24,25

In our sample, most patients reported symptoms within the 
past 3 days, reinforcing an immediacy culture and low toleran-
ce for delay.  Consistent with previous findings,13,26 the main 
reasons for attendance and low admission rates in our study 

suggest that many cases might have been managed within 
primary care services. These findings reinforce crucial miscon-
ceptions about ED’s role and strongly support telephone triage 
systems such as the SNS24, designed to redirect non-urgent 
cases to appropriate alternatives and address the concerning 
rate of ED self-referrals by low-severity patients.

In Switzerland and Australia, users changed their intention 
to visit the ED based on TTS nurse advice.10,27 In fact, the "Call 
First, Save Lives" reduced non-referred episodes2 and Emer-
gency Department attendances across LHUs2,8 (particularly in 
the Local Health Unit of Braga, visits declined from 126,049 
in July 2024 to 116,279 in July 202528). However, our data 
shows that core behaviors remain unchanged: 58% of patients 
self-presented, without referral. Previous reports also confirm 
self-referrals remain above 60% in most LHUs, except for the 
pilot municipality.2 

Accordingly, a clear gap emerged between patients’ in-
tended and actual behavior. Despite only 8.6% preferring di-

rect public ED attendance for a non-urgent issue, many did 
so when perceiving urgency. Eighty-seven point five percent 
were confident they would be seen without formal referral, 
demonstrating a perceived failure of gatekeeping.

Despite high project awareness (93.8%) suggesting ef-
fective communication, utilization and compliance remained 
low, with 58.6% of patients not contacting SNS24. Many 
patients believe it cannot be used for urgent situations and 
even confuse it with the 112-emergency number. These fin-
dings reflect limited health literacy on healthcare service use, 
misconceptions about the "Call First, Save Lives" and low 
trust in remote assessment of perceived severe conditions. 
Public health campaigns should clarify SNS24’s role, define 
“true emergency”, and realign patient expectations. 

When examining patients’ CFSL understanding beyond 
basic awareness, most (57.3%) correctly identified its main goal 

Table 6: BLR predicting the likelihood of attempting to call SNS24 line (n=128). 

Included Variables Nagelkerke R square ß Sig. p Exp (B) 95% CI

Age (years)

0.142

-0.035 0.016 0.966 0.939-0.994

Nationality 0.741 0.191 2.098 0.690-6.378

Recent ED visit (past two weeks) -0.780 0.155 0.458 0.156-1.344

Area of admission* -0.729 0.074 0.483 0.217-1.074

“CALL FIRST, SAVE LIVES”: IMPLEMENTATION OF TELEPHONE PRE-TRIAGE AT THE LOCAL HEALTH UNIT OF BRAGA AND FUTURE 
PERSPECTIVES FOR ACCESS TO THE EMERGENCY DEPARTMENT IN PORTUGAL

Table 5: BLR predicting the likelihood of SNS24 referral (n=128). 

Included Variables Nagelkerke R square ß Sig. p Exp (B) 95% CI

Age (years)

0.163

-0.033 0.043 0.968 0.938-0.999

Recent ED visit (past two weeks) -1.351 0.089 0.259 0.055-1.230

Area of admission* -1.104 0.032 0.332 0.121-0.910

*Area of admission was defined according to official triage records in two categories: medical area and surgical area.
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of directing patients appropriately and reducing Emergency De-
partment burden. Yet 18.5% did not understand its objectives 
and only 12.9% recognized the key incentive of prioritization 
for referred individuals. This represents a missed opportunity. 
Uncertainty about being seen without referral (12.5%) reflects 
limited knowledge of conditions requiring mandatory ED ad-
mission. The extensive list of exceptions to SNS24 referral is 
a known challenge.2 For this model to succeed, its purpose, 
benefits (e.g., shorter waits), and correct use must be clearly 
communicated to prevent self-referrals driven by uncertainty. 

Overall satisfaction with the "Call First, Save Lives" was neu-
tral (mean 2.98/5), contrasting with higher scores typically repor-
ted for telephone triage systems7,15,29,30 related to convenience 
and accessibility.13 Satisfaction may have declined when partici-
pant expectations were unmet,29,31 likely reflecting perceptions 
that the project restricted their autonomy of direct ED access. 

Recent SNS24 data reports a 75.2% call answer rate and 
an average 9-minute wait.32 Our results show comparable un-
answered calls rates (18.9%), but a longer 15-minute median 
wait with considerable undesirable extremes (IQR=25), visibly 
contrasting with the recommended 15-second answer-time.33 
This is corroborated by recent projections of one million un-
answered calls during the 2025-26 winter season.33 Thus, our 
study reveals critical SNS24 performance failures in a system 
operating near its limits. From users’ perspective, key indica-
tors are tangible reductions in waiting times and better opera-
tional performance.

The positive experience among those who successfully 
used SNS24 (81.2%) highlights its potential. However, SNS24 
remained one of the least-preferred initial options in non-urgent 
scenarios (5.5%), suggesting that SNS24 is not yet embedded 
in public healthcare-seeking behavior.

Notably, some participants (16.3%) felt their issue was ma-
nageable in primary care services, which indicates SNS24 triage 
algorithms require accuracy improvements to avoid unneces-
sary Emergency Department referrals.2 

Most patients (89.8%) had an assigned, well-rated Family 
Doctor. Primary care services were the preferred first option 
for non-urgent complaints and the most frequently used ser-
vice before ED attendance (26.5%). Yet, this did not translate 
into practice, since PCS were largely bypassed with only four 
referrals (3.1%).

Literature consistently identifies factors driving patients to 
choose EDs over PCS, encompassing institutional and mana-
gement issues and patient perceptions. In agreement, in our 
study 13.8% sought hospital-level evaluation for immediate 
diagnostics and treatment, while reduced perceived need for 
primary care services (41.4%) and difficulty accessing appoint-
ments (27.6%) were more prevalent reasons. 

Accordingly, evidence suggests the issue lies not in pri-
mary care services availability, since inappropriate Emergency 
Department use often increases when PCS are open,12,13,34 but 
in difficulties obtaining timely ACC and misconceptions about 

PCS.26 Patients see the ED as a more direct and better-equi-
pped setting for acute care, fearing delays or lower quality in 
PCS, even when accessible.12-14,35,36 In fact, some patients advi-
sed by SNS24 to attend PCS ignored the advice and presented 
directly to the Emergency Department. 

Misconceptions about acute care consultation use are a 
known problem,12,17,36 perpetuating a misuse cycle that con-
tributes directly to ED overcrowding.25 Moreover, several par-
ticipants misinterpreted and over-generalized the “Call First” 
directive, thinking SNS24 referral was a mandatory prerequisite 
for accessing ACC. This belief can paradoxically delay treatment 
and increase SNS24 call volume. Although the importance of 
systems that integrate primary care services and emergency 
care as the "Call First, Save Lives" is reinforced, the need for 
communication strategies that clearly differentiate referral path-
ways and clarify PCS role persists. 

Beyond providing context for current ED use patterns, our 
findings expose a misalignment between ideal and actual care 
pathways within the National Health Service, underscoring 
broader systemic challenges. 

SNS24-referred patients did not experience shorter wai-
ting times (p=0.430). Since the anticipated incentive of a faster 
ED pathway is not materializing for those adhering to the CFSL 
protocol, self-referral becomes the logical behavior. This finding 
is consistent with the greater dissatisfaction with the project 
among self-referred patients (p=0.004).

No significant association was found between RP and tria-
ge level, indicating that SNS24-referrals were not clinically more 
urgent. This CFSL limitation was already reported, with half of 
SNS24-directed patients still classified as standard/non-urgent 
under the MTS at Emergency Department triage.2

Therefore, in its current state, the system may not effectively 
filter non-urgent cases or distinguish them enough to alter the 
ED case profile. This likely reflects saturation in a high-volume 
LHU such as Braga, eliminating triage benefits and equalizing 
waiting times across referral pathways. 

Lastly, the binary logistic regression models, our primary 
analysis, revealed lower SNS24 referral for surgical cases 
(p=0.032), reflecting adherence to mandatory ED evalua-
tion protocols. Older age significantly predicted lower odds of 
SNS24 referral (p=0.043) and contact (p=0.016), powerfully 
suggesting adherence challenges and patterns of direct Emer-
gency Department access among older adults. Ultimately, pa-
tients’ choice between "Call First, Save Lives" and self-referral 
reflected access and literacy barriers rather than clinical need, 
directly affecting satisfaction with the project.

Conclusion
This study is the first patient-centered assessment of the 

"Call First, Save Lives" in a Portuguese public Emergency 
Department, combining patient-reported and EHRs data to 
explore healthcare use, decision-making, and SNS24 expe-
rience. Our findings demonstrate a substantial discrepancy 
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between the intended policy objectives and its operational im-
plementation. 

Despite broad awareness, intended systemic integration 
remains limited by the short implementation period and persis-
tent self-referrals, driven by patients’ overestimation of urgen-
cy and low health literacy, particularly, poor understanding of 
CFSL’s core benefits and misconceptions about primary care 
services. 

Notably, self-referral represents a rational response within 
a system where compliance to the SNS24 protocol currently 
offers no tangible advantage, such as reduced waiting times, 
but instead leads to operational inefficiencies.

Public awareness campaigns alone are insufficient without 
targeted strategies to overcome systemic barriers and beha-
vioral patterns. CFSL’s success depends less on promotion 
than on adoption barriers, refining triage processes, and im-
proving public understanding of care urgency levels. Without 
clear communication of its benefits and demonstrable opera-
tional reliability, the initiative is unlikely to achieve its transfor-
mative potential, particularly among the older users identified 
as least likely to call first.

Ultimately, self-referral persists because, in a saturated 
system, calling first still yields no real benefit, especially among 
those who see the Emergency Department as the safest route 
to care. 
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