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ABSTRACT
Objective There is an increase in patients being discharged 
after short stays in the emergency department, but there is 
limited knowledge of their perspectives on treatment and 
care. This study aims to explore and understand the needs 
and preferences of emergency care from the perspective of 
patients and family members discharged from the emergency 
department within 24 hours of admission.
Design The study reports from the first phase in an overall 
participatory design project. Systematic text condensation 
was used to identify key themes from field observations and 
interviews with patients and family members.
Setting This study was conducted in two emergency 
departments in the Region of Southern Denmark.
Participants All adults aged ≥18 years who had been 
discharged from the emergency department within 24 
hours were eligible to take part. Purposeful sampling was 
used to recruit patients and family members with different 
sociodemographic features.
Results Field observational studies (n=50 hours), individual 
interviews with patients (N=19) and family members (N=3), 
and joint interviews with patients and family members (N=4) 
were carried out. Four themes were derived from the material: 
(1) being in a vulnerable place—having emotional concerns; 
(2) having a need for person- centred information; (3) the 
atmosphere in the emergency department and (4) implications 
of family presence.
Conclusion This study demonstrates a gap between patients’ 
and family members’ needs and preferences and what 
current emergency departments deliver. The findings highlight 
the importance of family and person- centred care. Tailored 
communication and information with genuine involvement of 
family members is found to be essential needs during acute 
illness.

INTRODUCTION
Internationally, many countries comparable 
to Denmark, such as the UK and Australia, 
work to establish an organisational structure 
in emergency departments (ED) to prevent 
overcrowding and access blockage.1 A 4- hour 

rule was introduced in EDs for practitioners to 
develop a plan of treatment: either admission 
or discharge was expected within 4 hours.1 
Across 21 Danish EDs, the same structure 
exists to promote clinical assessment and 
treatment plans of patients within 4 hours, 
a short stay in a Danish ED typically range 
from <4 to 48 hours.2 However, a lack of thor-
oughness in the delivery of information and 
assessment of patients’ and family members’ 
individual needs may result in patients being 
discharged from the ED who are unable to 
maintain their health status.3 4 The environ-
ment in EDs is challenging, with a diversity 
of health needs to be met.5 Key concerns 
were identified by patients including, under-
standing their condition, symptom relief, 
reassurance and a treatment plan.6 7 However, 
the focus was on patient- reported measures 
to improve acute care and did not include the 
family perspective.6 7 Interventions related 
to patient outcomes are limited or focus on 
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reducing readmission rather than satisfying needs and 
preferences.8

Globally, many initiatives focus on out- of- hospital care, 
such as hospital at home, telehealth and outpatient 
clinics to support ongoing treatment initiated in the 
hospital as well to support early discharge.9 10 In this care, 
family members play an active role in maintaining patient 
outcomes after early discharge to homes.11 12 Mackie et 
al found in a qualitative study that health professionals 
identified the advantage of family participation in care 
for enhancing the quality of care and improving patient 
satisfaction.13 14 However, research on the needs of family 
members involved in short visits to EDs is sparse or 
focuses on elderly patients.15 16 To date, little is known of 
how patients and families experience short- term stays in 
the ED and what needs and preferences they have.17 18 
In the interest of organising and practising tailored care, 
it is essential to explore the needs and preferences of 
patients and their family members to ensure that the care 
provided is valuable.

Objective
This study aims to explore and understand the needs and 
preferences of emergency care from the perspective of 
patients and family members discharged from the ED 
within 24 hours of admission.

METHODS
Study design
Participatory design (PD) is this study’s overall research 
methodology.19 PD has a phenomenological and herme-
neutical stance using qualitative methods to under-
stand lived experiences and needs of individuals.19 20 As 
methods, field observations and interviews with patients 
and family members were chosen. This study reports 
from the first phase of a three- phased PD project.21 
Consolidated criteria for Reporting Qualitative research: 
a 32- item checklist for interviews and focus groups was 
used as guidelines.22

Patient involvement
The local patient and family member council have read 
the study protocol and gave suggestions for improve-
ments, for example, regarding sampling strategy and 
clarity of the patient population included in the study.

Setting
The study was conducted in EDs at two hospitals in the 
Region of Southern Denmark:
1. Odense University Hospital: a 1000- bed university hos-

pital that covers all specialties. The ED has 69 000 an-
nual attendees. On average, 32 patients are admitted 
per day, and 50% are discharged within 24 hours.

2. The Department of Emergency Medicine, Hospital of 
Lillebaelt, Kolding: The Hospital of Kolding has 320 
beds. The ED has 50 000 annual attendees and re-
ceives 146 patients per day. Visitor restrictions due to 

COVID- 19 were in place in 2020, and only one family 
member per patient was allowed to accompany the pa-
tient in the ED.

Participants
Eligibility criteria
Patients were Danish- speaking individuals ≥18 years 
old with a medical or surgical diagnosis who had been 
discharged from the ED after less than 24 hours. Family 
members accepted by the patient were included.

Exclusion criteria
Patients with cognitive impairment as evaluated by an 
individual clinical judgement according to their ability to 
comprehend the terms of participating were excluded. 
Patient triaged at the highest and lowest triage level as per 
the Danish Emergency Process Triage were excluded.23 
The highest triage level is received care in trauma room 
and not expected to be discharged within 24 hours. The 
lowest triage level is received care for minor cut or concern 
by either a nurse or a physician with no examinations.

Sample size
The minimum sample was 20 patients. Data collection 
continued until thematic saturation24 and a predefined 
target group obtained (table 1). No specific target sample 
was set for family members. Features were defined by the 
research group to ensure diversity represented.

Data collection
Data collection was carried out by CØ, who has 13 years 
of experience in nursing and holds a master of science in 
nursing. She had no care responsibilities for any of the 
patients admitted to the ED.

Table 1 Patient features representing the target group 
population

Patients (n=20)

Age 10 patients ≥65 years of age
10 patients ≤65 years of age

Sex 10 females
10 males

Symptoms 10 patients having surgical symptoms
10 patients medical symptoms

Education level 10 patients with education level above 
secondary school
10 patients with education level below 
secondary school

Function level 10 patients receiving primary care
10 patients not receiving primary care

Social status
Frequency of stay

10 living on their own in independent 
accommodation
10 living together with someone
10 having their first visit in the ED
10 having more than one visit in the 
ED

ED, emergency department.
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Researcher characteristics and reflexivity
A phenomenological- hermeneutical approach allowed 
CØ to recognise her perceptions as an experienced 
emergency nurse within hermeneutic interpretation.25 To 
enable recognition of the researchers preconceived ideas 
CØ wrote down her preunderstanding of why patients 
lack information being discharged and might have many 
concerns.26 This reflection provided an initial focus for 
research questions.26

Recruitment
Eligible patients and their family members were purpo-
sively recruited between 9 August 2020 and 29 October 
2020, by the first author (CØ). In both EDs, a nurse coor-
dinator keeps an overview of available rooms, in and out 
hospital transfers and expected length of stay for each 
patient in close collaboration with the emergency physi-
cians. CØ discussed the target group population with 
the nurse coordinator to identify potential participants. 
No time restriction related to how long the patients had 
stayed in the ED was set besides a criterion of discharge 
before 24 hours of admission. If the patient was not 
discharged as expected they were excluded from the 
study. After identifying a potential participant CØ talked 
to the nurses who provided the care and they asked for 
the patient’s permission for CØ to approach the patient. 
If accepted, CØ informed the patient and/or family 
members orally and in writing about the study. At the end 
of the observation all participants were asked for consent 
for one interview within the first week after discharge.

Field observational studies
Field observations helped the authors to understand how 
the interactions and activities in the ED informed experi-
ences, needs and preferences.25 Furthermore, it provided 
first- hand knowledge of consistency between what actu-
ally happened during the participants interaction with 
health professionals in emergency and what was said by 
participants in the interviews.25 Inspired by Spradley’s 
nine dimensions,27 an observational guide was designed 
and pilot- tested in two cases. The observational guide 
contained several points including human interactions, 
time and events in the ED. CØ was present at the EDs 
for 3–6 hours per day, during both morning and evening 
shifts, and made observations in medical and surgical 
areas. CØ followed the patients during their stay joining 
them in the hospital room, examinations and other 
areas the participant required treatment. Duration of 
the observations varied in respect for the patient’s wishes 
from 30 min to 4 hours. Field notes were written each day 
containing observations and quotes.

Interviews
To gain an understanding of the needs and preferences 
interviews extended the observation data. Both indi-
vidual and joint interviews were used, as the study aimed 
to explore both the perspectives of the patients and 
family members as well as their joined needs. The authors 

wanted to give the participants the power to decide which 
interview style they preferred. Therefore, interviews 
were conducted as face to face, telephone, individual or 
joint interviews according to participant preference and 
to accommodate the COVID- 19 induced restrictions. 
All interviews were conducted using an interview guide 
inspired by Kvale and Brinkmann,28 recorded and tran-
scribed. The guide was developed based on the identi-
fied scientific literature on the topic and the preliminary 
results of field observations. An example of an interview 
question is: ‘What significance does family have in your 
lives?’

Data from the observations were used directly in the 
interview, for example, ‘At the end of the stay you talked 
to a nurse, can you tell me about that experience?’

At the end of the interview, the interviewer summarised 
the interview and checked with the participant to 
ensure correct interpretation. Participants were asked if 
they would like to read the transcript. Two participants 
accepted with no further comments. The interview guide 
was pilot tested with two cases. Interviews were conducted 
one time, 2–7 days after discharge.

Analysis
The analysis was performed according to systematic text 
condensations four steps.29 An overall caption was initially 
made of the data to extract dominant themes. This was 
followed by dividing dominant themes into meaningful 
topics. Finally, the data were coded to put meaningful 
topics into categories. Field observational data were used 
to support interview data. The data from field observa-
tions and the interviews were analysed separately and 
then combined across the participant interaction to 
understand the deeper aspects of health professional 
interchanges with participants and the participants recol-
lection of the interaction and information. After this 
process, all data were synthesised. CØ was in charge of 
the coding process. During the coding process the author 
group met to discuss the codes as strategy to mitigate 
potential bias. Credibility was also enhanced by the anal-
ysis being conducted using investigator triangulation, 
as data were continuously discussed with all co- authors. 
NVivo V.12 was used to store, code and systematise data.

In accordance with the Declaration of Helsinki and the 
Ethical Guidelines for Nursing Research,30 participants 
were asked both orally and in writing to grant consent. 
The study is registered with the ‘Record of data process 
of Registry of Southern Denmark’ (19/22672). Data were 
stored in SharePoint (Microsoft) AND OPEN_938.

RESULTS
Participant descriptions
Field observational studies were conducted for 20 days 
(50 hours total; August to October 2020). Twenty- eight 
patients were asked permission to participate in the 
study, and four declined due to mental distress. Twenty- 
four patients accepted participation (table 2); however, 
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one patient did not respond to the telephone call. Seven 
family members accepted (table 3). Nineteen individual 
interviews were conducted with patients, three with indi-
vidual family members and four as joint interviews patient 
and family. To achieve enrollment across all target groups, 
recruitment continued until 24 patients were enrolled. 

Interviews were conducted at a convenient location for 
the patient and/or family, either by telephone (n=23) or 
at the patient’s home (n=3).

Four themes were developed:
1. Being in a vulnerable place— having emotional 

concerns.
2. Having a need for person- centred information.
3. The atmosphere in the ED.
4. The implications of family involvement.

Being in a vulnerable place: having emotional concerns
Most of the patients expressed a sense of vulnerability 
while attending the ED. Some patients had been to the 
ED several times, but that did not necessarily make them 
more confident. Patients described feelings such as stress, 
anxiety and being afraid of what was going to happen. 
Only a few patients shared their emotional thoughts with 
HCPs (nurses or physicians at the ED) Both patients 
and family members highlighted that they had the need 
for an approach that showed an understanding of their 
emotional concerns alongside physical symptoms.

I was admitted late in the evening yesterday. It is 
my third time here… Actually, I have been terrified 
since last time… You know, psychologically scared… 
(Informal interview during field observation, female 
patient in her 60s).

Similar for patients and family members was the need 
for clear signals from HCPs. When finding themselves 
in such a stressful and tense situation, they wanted 
HCPs to navigate them through their stay in the ED by 
being precise and direct when communicating. Patients 
described the need for knowing what they were waiting 
for, as otherwise, unproductive thoughts about being 
severely ill came to their minds in addition to feelings of 
being forgotten by HCPs.

Waiting time is hard… You do not know what is hap-
pening, and you speculate if they (HCPs) soon will 

Table 3 Characteristics of participating family members

Family member characteristics N (%)

Gender

  Male 4

  Female 3

Mean age (years) 55

Family relation to patient

  Daughter 1

  Son 1

  Spouse 4

  Parent 1

Education level

  Below secondary school 3

  Above secondary school 4

Table 2 Characteristics of participating patients

Patient characteristics N (%)

Gender

  Male 9 (37.5)

  Female 15 (62.5)

Age

  1–35 3 (12.5)

  36–49 5 (20.8)

  50–65 5 (20.8)

  66–80 6 (25.0)

  81 or older 5 (20.8)

Living situation

  Living alone 11 (45.8)

  Living with others 13 (54.2)

Nationalities represented in the study 4 (100)

Education level

  Below secondary school 11 (45.8)

  Above secondary school 13 (54.2)

Function level

  Receives primary homecare 9 (37.5)

  No help needed 15 (62.5)

Method of admittance

  By ambulance 15 (62.5)

  Attending the ED alone 5 (20.8)

  Attending the ED with family members 4 (16.7)

Family in the ED

  Yes 13 (54.2)

  No 11 (45.8)

Frequency of stay

  First time in ED 9 (37.5)

  More than one visit in the ED 15 (62.5)

Main symptoms

  Medical 10 (41.7)

  Surgical 6 (25.0)

  Neurological 3 (12.5)

  Orthopaedic 4 (16.7)

  Gynaecological 1 (4.2)

Comorbidity

  Yes 13 (54.2)

  No 11 (45.8)

ED, emergency department.
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find out…. I am all alone with my thoughts (female 
patient in her 80s).

The majority of the patients underlined that the stay in 
the ED was only a small part of their trajectory; the time 
before attending the ED could have been very exhausting, 
and the time after discharge was filled with concerns or 
doubt related to the progress of the illness, new medica-
tion and follow- ups.

She talks in the phone. She says that no one asked if 
she was able to handle things at home. ‘But I need 
home care, how do we do this?’ she asked her family 
during the phone conversation (fieldnote, October 
2020).

Patients expressed that they were in a blurry state of 
mind, not able to remember details when returning to 
home. They preferred a follow- up at their general practi-
tioner, looking into the electronic record app from home 
or having family to help them remember elements in the 
treatment plan after discharge. Even if nurses and physi-
cians strived to be thorough in communicating discharge 
information, patients seemed not to be able to remember 
things such as where to go for follow- up, what to do if they 
started feeling worse, future treatment plans or how to 
manage new medication.

The physician is having a long conversation with him. 
Pleasant atmosphere. They both smile. They have eye 
contact. They agree on the plan of discharge (field-
note, August 2020).

I only remember that I was not allowed to drive, but 
actually I do not know for how long? (Patient talking 
about his experience reflected in the fieldnote, male 
in this 60s).

Some patients explained that they had information 
overload in a very short period of time, and in relation 
to finding themselves in an unbalanced situation, they 
could not process as much as they normally would be able 
to. There was no difference in this sense across different 
ages. Family members did not describe the same issues.

At that time, I did not realise, I had to ask when and 
how I should take the new medication… I had to call 
the ED the day after (female patient in her 40s).

Having a need for person-centred information
Both patients and family members emphasised a desire 
for more information. Especially, the patients preferred 
having things repeated frequently in plain language. 
Moreover, the uncertainty of being acutely ill seemed to 
intensify a need for knowing when changes in the treat-
ment plan are made. Both patients and family members 
would have preferred a system where they could follow 
‘live’ updates of the journal.

The patient and her husband talk about wanting ac-
cess to the electronic journal while we are in the hos-
pital (fieldnote, September 2020).

The participants expressed understanding of the 
limited time available to provide information when the 
department was busy but underlined that their need for 
information was still valid.

There I was, about to explode. I kept myself in con-
trol and asked if anyone had thought about telling 
ME about the changes in the plan. I had waited for 
eight hours, and I was apparently the only one who 
did not know that the planned examination was 
changed (female patient in her 30s).

Those patients who found their information needs 
fulfilled described that HCPs had resources to collect the 
patient- reported data, listen to the patient in a genuine 
way, and inform them about expected examinations at 
the same time.

When the pictures from the scan were ready, the phy-
sician sat beside me and commented on them in a 
way that I could understand. It could not have been 
done better (male patient in his 80s).

Experiences that helped patients and family members 
alleviate their burdens were related to information and 
communication levels. Patients preferred communica-
tion from HCPs to be provided in a clear and concise way. 
Lack of confidence from the HCP negatively affected how 
patients were able to deal with their situations.

The insecurity the physician came in with… He was 
so shy and cautious… In this situation, I had the need 
for him to step forward and say: ‘We are going to do 
this and this… and we have everything in control.’ 
He failed to relieve the stress I was carrying on my 
shoulders (male patient in his 50s).

Being chronically ill appeared to present diverse infor-
mation needs. Family members and patients dealing with 
chronic disease expressed a need for HCPs to listen to 
them and plan a treatment linked to their previous expe-
riences. Patients preferred to see experienced nurses 
and physicians being able to handle symptoms and begin 
treatment without the need for consulting more experi-
enced colleagues.

It is like they follow a manual instead of listening to 
me. Sometimes I just take the medication they always 
offer, even though I know, and have told them many 
times, that it does not take away MY pain (female pa-
tient in her 40s).

The atmosphere in EDs
Aspects of a ‘busy environment’ were mentioned by all 
participants. Situations where patients were discharged 
by the physician but still waited for details on things 
like medications delayed them leaving the hospital. The 
patients described an uncomfortable sense of disturbing 
the nurse, as they knew they were busy, but on the other 
hand, they saw possibilities of making room for new 
patients if they just were given the details needed.
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She looks at me and says: why is she (the nurse) 
not coming as we agreed to…should I call for her 
again…. Maybe she gets angry with me…. She calls 
for the nurse again (fieldnote, September 2020).

Being a patient in a busy environment provided inse-
curity if HCPs did not share which examinations were 
initiated, what the progress on these was, and what the 
estimated time was before a treatment plan could be 
formed. They found themselves trapped in a worrying 
situation with no options to find answers to clarify their 
speculations. Better clarity of the progress was primary 
preferred by the patients.

I tried many times to find out if the scan was booked. 
No one wanted to say anything… I know there must 
be some priority lists, but where I am on that? No one 
seemed to want to talk to me… I just wanted an esti-
mate of how long it would take… That uncertainty—I 
really hope the time spent being uncertain could be 
reduced (male patient in his 50s).

The participants highlighted how the HCPs’ attitudes 
influenced how their needs were fulfilled, describing 
an ideal connection with the HCP as involving being 
seen as a person rather than ‘just another patient in the 
row’. Negative attitudes also seemed to affect the time 
after discharge, as it entailed a need for processing the 
experience through conversation and discussion of the 
encounter.

It was frustrating that the physician, a new one, came 
to send us home… He started to complain about how 
this was not his intended job, as he worked in another 
area of the hospital… That was frustrating to be met 
in that way and we talked a lot about his attitude after 
returning to home (husband in his 40s).

Implications of family involvement
The participants explained that family presence in EDs 
provided support. Often, patients found themselves in a 
position where it was difficult to explain and keep track of 
details of what had happened before the acute symptoms 
occurred, and family members were able to provide those 
details.

I was pretty blurry, but my husband could tell them 
(HCP) about the past days, the operation and so on; 
that made me calm (female patient in her 50s).

Family members of patients who had been in the ED 
many times could feel great frustration when their loved 
ones were discharged rapidly without any interventions 
or further treatment plans. They described a feeling 
of powerlessness without any means to affect the way 
forward, and they asked for a clear treatment plan or 
symptom control.

One time I went with her… I thought, now I really 
had to tell them… But I could not do anything… 

Nothing helped… We were sent home as all the other 
times (husband in his 40s).

In many cases, family members played a central role 
after discharge. The patients who did not have family 
members nearby arranged for supportive telephone 
calls from neighbours or primary homecare. In some 
instances, the nurses in the ED recognised the patient’s 
need for extra support after discharge, but this was the 
result of individual judgements by the nurses.

A nurse enters the hospital room, she tells the patient 
that she has tried to reach the primary homecare by 
phone but did not succeed. She asks if the patient 
could call them herself when she comes home (field-
note, October 2020).

Family members described a need to be heard and 
genuinely involved in discharge plans and patients 
preferred if they had family they would like to involve. 
Family members who were not able to be physically 
present during the emergency admission stressed that 
they would like to be included in discussions regardless.

They did not listen to me; it was way too soon (to dis-
charge). When we came home, it got worse. I couldn’t 
even get her to the bathroom. I called 112 again, I 
couldn’t handle the situation (son in his 50s).

DISCUSSION
Principal findings
We investigated the needs and preferences of patients 
discharged from the ED and their family members and 
found that they wanted health professionals to under-
stand their vulnerability. They also preferred HCPs to 
engage in direct communication that was tailored to 
their level of understanding—especially information 
on waiting times and treatment plans. The busy envi-
ronment caused doubts about control of their treat-
ment plan and provided feelings of being ‘just another 
patient’ in the line. No specific strategy for including 
family in the interactions with health professionals was 
observed, however, a need for genuine family involve-
ment in discharge plans was identified.

A gap between needs and organisation
Research has explored interventions to reduce over-
crowding in the ED, placing a focus on patient flow 
and effective organisation.31 32 These changes might 
have a psychosocial cost, however, as we identified a 
gap between the needs of patients and family members 
and what the healthcare system currently delivers. 
Patients have several unmet needs, including infor-
mation and psychosocial support during a time of 
vulnerability. A need for clear communication has also 
been found in previous research.33–35 A protocol for 
discharge communication in the ED, could support and 
train HCPs to possess person- centred communication 
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skills.33 Moreover, implementing a ‘protected and 
undisturbed time’ for HCPs when entering a discharge 
conversation.34 This could be a possible solution to 
reduce the gap between an effective and flow- focused 
environment and the need for clear communica-
tion. Patients reported difficulties remembering the 
provided information. Lack of recall caused patients to 
contact the ED, see their general practitioner or look 
at the electronic record app to understand instruc-
tions. Interventions to improve patient understanding 
after discharge were previously initiated in a quali-
tative American study, which suggested that patients 
follow- up at home and revisit information.36 However, 
these findings differ from a Danish randomised study 
by Lisby et al, which explored services such as tele-
phone follow- up and discharge letters.8 They found 
that telephone follow- up did not show a significant 
effect on patients’ experiences of discharge.8 These 
interventions did not seem to reduce the gap between 
patient needs and what the current healthcare system 
is able to deliver.

A main finding in our study was the need to identify 
the vulnerability of the patients and family. Therefore, 
we suggest that future interventions include tailored 
communication and a person- centred approach 
based on an understanding of the underlying sense of 
vulnerability acute patients and family members suffer 
from. Vaillancourt et al developed a conceptual model 
of ED care in which they found that patients have a 
need for HCPs to recognise their emotional worries.6 
A meta- synthesis on ED patient experience found that 
the ED information must be tailored to patients if their 
emotional needs are to be met.37 They emphasised a 
request for knowledge about ‘patient suffering’ from 
anxiety and fear in the ED and its implications.37 In 
parallel, a Danish study exploring hip- facture manage-
ment also identified a gap between what the health-
care system provides, and patients’ needs when they 
are in a shock- like state of mind.38 Similar to our find-
ings, they stressed a need for more individual targeted 
means of informing and educating patients to meet 
their needs.38

Therefore, our findings create an awareness of the 
vulnerable state of mind acute patients possess. From 
this knowledge, the feasibility of developing future inter-
ventions to accommodate needs in the ED might be 
improved.

A need for genuine family involvement in the ED
Family members in our study described a need for genuine 
involvement and recognition by HCPs. Family members 
play a central role during a patient’s illness. They help 
patients ‘translate’ care and need to be included in treat-
ment and care planning. Similar research has reported 
that family members are recognised as a resource in the 
ED.11 39 Family members can assist with practical and 
emotional support, but direct involvement in care is 
lacking, especially in busy periods.11 40

A lack of genuine involvement was also identified in 
our study, resulting in frustrations and feelings of power-
lessness. Our findings highlight that for family members 
to be a resource, they need to be involved in discussions 
to ensure fundamental details related to the patient 
course of treatment are not missed, leading to readmis-
sion. To promote genuine family involvement in care, a 
systematic approach towards family inclusion should be 
introduced and HCPs trained in family- focused commu-
nication.41 42 Genuine involvement with families might 
reduce the uncertainty associated with the illness expe-
rience and increase the ability to self- manage at home.43 
One strength of our study was the triangulation of patient 
and family member perspectives combined with field 
observations. This introduces a broad perspective into the 
research. The inclusion of two sites with no notable differ-
ences in participants’ statements further strengthens 
the validity of the findings. The study constitutes an 
important and crucial step towards an understanding of 
how to design interventions to improve family- centred 
care. The next phase of this three- phased study will be 
a codesign development of an intervention to meet the 
needs of patients and family members.

Limitations
Data collection by a single researcher was a potential 
bias but also ensured reliability in data collection. An 
observational guide and a systematic analysis process 
was followed to reduce the risk of bias.44 Moreover, 
methodological and investigator triangulation were 
applied to support credibility.44 Telephone interviews 
prevented the interviewer from seeing facial expres-
sions and body language, which reduced the ability to 
clarify answers if uncertainty.28 Only family members at 
the hospital were recruited, leading to a small sample 
size and also potential selection bias. Having a strategy 
for recruiting family members not physically present in 
the hospital might have given a broader aspect into the 
family perspectives. For future research similarities and 
differences in the needs of patients and family members 
could create a broader understanding of emergency 
care. Furthermore, we did not include patients with 
cognitive impairment due to the complexity of the 
patient category; this is suggested for future research.

CONCLUSION
This study demonstrates that there is a gap between the 
needs and preferences of patients and family members 
and what the ED delivers. The findings highlight patient 
and family members need an increased understanding 
on them being in a vulnerable state of mind. They have 
a need for person- centred information with genuine 
involvement of family members.
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