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Key summary points
Aim To achieve patient-centered care for older patients at the emergency department (ED) it is important to include their 
perspective and experience, and this can be done through the patient journey method.
Findings By mapping the patient journey, we found that waiting times and suboptimal discharge communication are almost 
always related to a negative experience for older patients.
Message The novelty of this study lies within the qualitative patient journey method, which allowed us to include the voice 
of the patient in issues that have been previously described (i.e. waiting times and discharge communication). We believe 
this can guide towards patient-centered improvement initiatives that can contribute to a positive ED experience in the future, 
for example a time-out at the ED and a discharge check list

Abstract
Purpose Up to 22% of older patients who visit the emergency department (ED) have a return visit within 30 days. To achieve 
patient-centered care for this group at the ED it is important to involve the patient perspective and strive to provide the best 
possible experience. The aim of this study was to gain insight into the experiences and perspectives of older patients from 
initial to return ED visit by mapping their patient journey.
Methods We performed a qualitative patient journey study with 13 patients of 70 years and older with a return ED visit within 
30 days who presented at the Amsterdam UMC, a Dutch academic hospital. We used semi-structured interviews focusing 
on the patient experience during their journey and developed a conceptual framework for coding.
Results Our sample consisted of 13 older patients with an average age of 80 years, and 62% of them were males. The frame-
work contained a timeline of the patient journey with five chronological main themes, complemented with an ‘experience’ 
theme, these were divided into 34 subthemes. Health status, social system, contact with the general practitioner, aftercare, 
discharge and expectations were the five main themes. The experiences regarding these themes differed greatly between 
patients. The two most prominent subthemes were waiting time and discharge communication, which were mostly related 
to a negative experience.
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Conclusions This study provides insight into the experiences and perspectives of older patients from initial to return ED 
visit. The two major findings were that lack of clarity regarding waiting times and suboptimal discharge communication 
contributed to negative experiences. Recommendations regarding waiting time (i.e. a two-hour time out at the ED), and 
discharge communication (i.e. checklist for discharge) could contribute to a positive ED experience and thereby potentially 
improve patient-centered care.

Keywords Emergency/acute medicine · Older patients/aged · Patient journey mapping · Patient perspective · Patient-
centered care

Introduction

Over the past decade the pressure on emergency care has 
been increasing to levels where the demand exceeds the 
available resources [1]. This phenomenon, also known as 
emergency department (ED) crowding, is a major challenge 
worldwide for acute healthcare provision. It has negative 
consequences for the efficiency, quality, and safety of emer-
gency care [2, 3]. ED crowding is partially caused by the 
growing number of older people with complex medical 
and social situations who visit the ED [2]. Globally, older 
patients account for up to 30% of all ED visits, and this pro-
portion will continue to increase, more than can be expected 
based on demographic changes alone[4–9]. This group of 
older patients is increasing in age, frailty, multi-morbidity, 
and polypharmacy, causing emergency care to be highly 
complex [10, 11]. Furthermore, up to 22% of the older 
patients have an unplanned return visit to the ED within 
30 days of the initial ED visit [8, 9, 12–14]. A return ED visit 
may indicate a potential fragile state a patient is in, result-
ing in potential negative consequences for the patient (i.e. 
increased risk for functional decline and mortality[14]), and 
for the healthcare system (i.e. higher healthcare costs[15]).

With the increasingly complex ED care (many tests, treat-
ment options and clinical pathways), the preferences and 
needs of patients are not always discussed and taken into 
account, which can contribute to a negative ED experience 
[16]. For example, Han et al. showed that older patients in 
Taiwan with an early ED return visit often felt neglected and 
not being taken seriously during their initial ED visit [17]. 
Though return visits related to relapse or worsening of exist-
ing medical problems are not always potentially preventable 
(i.e. exacerbation COPD) [18], it is important to endeavor 
giving patients the best possible experience during all ED 
visits.

Patient experience is an important element to achieve 
patient-centered care [19]. Patient-centeredness has been 

identified as one of the quality of care domains by the Insti-
tute of Medicine Committee on Quality of Health Care. 
They define patient-centered care as follows: “responsive to 
the patient’s preferences, values, and needs, with compas-
sion and empathy”, with the goal to customize care to each 
individual patient, instead of the patient to care [20]. Previ-
ous research has shown that patient-centered care can lead 
to multiple positive outcomes, i.e. better health outcomes, 
increased patient satisfaction, and decreased healthcare uti-
lization and costs [21–24].

Patient experience is determined by multiple facets that 
range from healthcare professional-patient communication 
to convenience factors such as the availability of meals [25, 
26]. Not every facet of patient experience will have an (or 
similar) effect on clinical outcomes; however, in order to pin-
point novel areas of improvement it is important to include 
and study the perspectives and experiences of patients.

Patient journey mapping is a method developed to meas-
ure and visualize a patient’s perspective and experiences 
throughout their care journey [27]. Mapping the patient 
journey of older patients with a return visit within 30 days 
to the ED may shed light on issues that are important from 
a patient perspective and could lead to new initiatives to 
improve the experience of older patients. Therefore, the aim 
of this study was to provide insight into the experiences and 
perspectives of older patients from their initial to their return 
ED visit (within 30 days) by mapping their patient journey 
and to provide a visual overview of this journey.

Methods

Study design and setting

We conducted a qualitative patient journey study at the 
ED of the Amsterdam UMC, location VUmc, using semi-
structured interviews with patients. This qualitative study 
was part of a larger study (PRISMA, investigating return 
visits) at the ED that ran from February to November 2018. 
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All patients included in the patient journey study were also 
participating in the PRISMA study [28, 29], the aim of the 
PRISMA study was to identify root causes contributing to 
an ED (return) visit in older patients. Patients for the patient 
journey study were included from May to November 2018.

This study has been granted approval by the ethics com-
mittee of Amsterdam UMC, location VUmc (2017.579).

Participants and data collection

Patients of 70 years and older with a return visit to the ED 
within 30 days were eligible for inclusion. The return visit 
did not have to be related to the initial ED visit. Exclusion 
criteria were as follows: patients younger than 70 years of 
age; not living independently; not able to give informed 
consent; critical care room presentations; scheduled return 
visits; unable to conduct the interview within two weeks 
after the return visit.

The inclusion was based on convenience sampling, mean-
ing that patients were included from Monday till Friday dur-
ing daytime hours (10 am to 8 pm). Patients eligible for 
inclusion were approached face-to-face by a researcher from 
the PRISMA-study, who assessed whether the patients were 
also interested to participate in the patient journey study. 
When interested in participation they were asked to sign 
an informed consent form, which were stored safely at the 
Amsterdam UMC, location VUmc. A researcher contacted 
the patient the day of the return visit (face-to-face or by 
telephone) to provide additional information regarding the 
study and to schedule a date for the interview. The interview 
was preferably conducted within one week, but no longer 
than two weeks after the ED return visit.

To capture and visualize the patient’s perspective and 
experiences throughout their care journey, we conducted 
semi-structured interviews with patients within two weeks 
after their return visits [27]. We designed a topic list for the 
semi-structured interviews, based on the literature [30–35] 
and the expertise of the research team (consisting of medi-
cal doctors, psychologists, and a sociologist), see online 
resource 1. The topic list covered the total patient journey 
from before the initial ED visit until after the ED return 
visit, focusing on the multiple facets of patient experience 
[25, 26]. We pilot tested the topic list in the first four inter-
views, after which we concluded that the list was compre-
hensive and that revisions were not necessary. Interviews 
were conducted at the patient’s place of residence or, when 
admitted after their ED return visit, at the hospital or sup-
portive care facility. When available and approved by the 
patient, their partner could contribute during the interview. 
However, questions were always primarily directed at the 
patient. No repeat interviews were carried out. The duration 
of the interview varied between patients, but took 90 min 
on average. Interviews were recorded with a voice recorder, 

and audio files were stored digitally at the Amsterdam UMC 
location VUmc to which only the researchers had access. 
During the interview, field notes were taken to supplement 
the transcripts in the analysis process. Interviews were con-
ducted by two researchers (BB: May–July and MH: Sep-
tember–November), both female medical students (BB in 
her final study year, and MH fourth year), supervised by a 
medical doctor and psychologist. Both interviewers gained 
experience regarding interview- and counselling techniques 
during their medical education. Patients were included until 
data saturation was reached. This was evaluated after each 
interview, by analyzing patterns and themes in the new data 
and comparing this to the themes that had emerged from the 
existing data.

Data analysis

Patient characteristics and follow-up variables (see Table 1 
and online resource 2) of included patients were derived 
from the PRISMA study database, with consent from the 
patients. Interviews were transcribed by the initial interview-
ers, using the audio files. Transcripts and/or results were not 
returned to the patients for review and feedback.

Data analysis consisted of an inductive approach of direct 
content analysis, in order to identify categories and map the 
patient journey [36]. Researcher BS (psychologist, female) 
open coded four interviews, and developed a first draft of 
the framework based on the open themes. This first draft 
of the framework was used to code three interviews and 
based on this, complemented with new themes. Consen-
sus was reached on the second draft of the framework with 
researcher HM (psychologist, female). After this, researcher 
BD (medical doctor, female) independently coded the same 
four interviews with this version of the framework, and after 
consensus with BS new themes were added to the framework 
again. This process of independently coding, fine-tuning, 
and consensus between BS and BD was repeated multiple 
times to finalize the framework. In the final version of our 
framework we reached thematic saturation, therefore making 
it suitable for the coding of all interviews.

All interviews were coded independently by one psy-
chologist (BS) and one medical doctor (BD), to account 
for differences in interpretation. This was followed by an 
extensive consensus process, in order to maximize reliability 
and credibility of our results. If there were discrepancies in 
codes between BS and BD, these were solved in the con-
sensus process, resulting in 100% agreement regarding the 
final codes. Both the subject/phase of the ED visit and the 
experience (positive/negative) were coded, see the results 
section for comprehensive information on the framework 
and coding process. Coding was performed in Atlas.ti7, and 
descriptive statistics were performed using IBM SPSS Sta-
tistics version 21.
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Results

Data saturation was reached after 14 interviews, as no 
new information, themes, and patterns emerged during the 
interim analyses. Out of these 14, one interview (former I4) 
was eventually excluded after thorough consideration and 
consultation with the research team, because of the complex-
ity of the journey with many ED visits which made it impos-
sible to code the journey in a reliable way. The exclusion did 
not affect data saturation. Therefore, the final analysis and 
development of the framework was based on the 13 eligible 
interviews.

Table 1 shows the characteristics per patient and online 
resource 2 shows the patient and ED visits characteristics 
on group level. Our sample consisted of 13 older patients 
with an average age of 80 years, 62% of whom were males.

Conceptual framework

The basis of our conceptual framework was in accordance 
with the timeline of the patient journey and an additional 
experience theme, which also corresponds to the chronologi-
cal order of the topic list during the interviews. The phases 
of the journey and, therefore, the five chronological main 
themes of our conceptual framework were the following: 
before initial ED visit, initial ED visit, between ED visits, 
return ED visit, and after return ED visit. The ‘experience’ 
theme was complementary to the five chronological main 
themes. The five chronological main themes and the comple-
mentary ‘experience’ theme consisted of a total of 34 sub-
themes, which emerged from the data. Multiple subthemes 
could be assigned to the same text fragment. In almost all 
text fragments the experience theme was coded with another 
theme. To illustrate this, on a text fragment where a patient 
voiced negative experiences with waiting times during their 
initial visit the following subthemes were coded: ‘before ini-
tial visit-waiting times’ and ‘negative experience’. We used 
this to identify which moments in the journey were related 
to either positive or negative experiences, and also to capture 
an overall ED experience.

Figure 1 shows the conceptual framework as coding tree, 
and online resource 3 shows the conceptual framework com-
plemented with results and quotes. In this result section we 
will only elaborate on the most prominent subthemes per 
main theme; minor subthemes can be consulted in online 
resource 3.

Before initial ED visit

This theme included several subthemes, of which health 
status and social system were most prominent. The patients 
expressed variation in the experienced health status, from 

“already feeling very sick” before their initial ED-visit to 
feeling”in a good physical condition”. A second subtheme 
was the social environment of the patients. The majority felt 
they had a solid social system around them, which is illus-
trated by the following quote: “Well, my social network is 
just like that. Most of them are older and yes, everyone takes 
care of each other. If someone cannot go to the store, than I 
will do that for her.”(interview 1, hereafter: I1).

Initial ED visit

Waiting times and communication were the most important 
subthemes within this main theme. Waiting time was a major 
subject in all the interviews. Many patients had negative 
experiences: “Oh no, it is not emergency, because you have 
to wait regardless. You have to wait, wait, wait, but it takes 
too long.”(I3). Some patients add to this that the waiting 
times are particularly bothersome, as they were not informed 
what they were waiting for: “The unnecessarily long waits, 
I was there all night. Look, if you do not know why, it feels 
like useless waiting.”(I1), and “But if someone would just 
explain that it is busy and why, then you know you will have 
to wait. No, there was not a lot of communication” (I3).

The ‘communication between the patient and healthcare 
professionals’ was highly dependent not only on the attend-
ing healthcare professionals during the visits, the demand on 
the ED, but also on the preferences and sickness level of the 
patient. An example of a positive experience in which the 
patient was reassured is as follows: “Antibiotics, I told them 
not to give me those. I am extremely afraid of it. But then 
the physician came in, she told me that I really did not have 
to be afraid, that they checked it really well. She explained 
that the medicine that gives me the allergic reaction is not 
in it.” (I7). However, other patients had a more negative 
experience regarding the communication with healthcare 
professionals, in particular the patient in interview 1: “No, 
no questions were asked. There was no interest whatsoever. 
They do not listen”.

Between ED visits

The most apparent subthemes here were aftercare and gen-
eral practitioner (GP). Aftercare after the initial ED visit 
included experiences regarding a variety of aftercare activi-
ties (e.g. outpatient appointments, home care, etc.). Some of 
the patients had negative experiences with the aftercare. For 
example, the patient in interview 6, of whom the healthcare 
staff already doubted his ability to go home independently 
after his initial visit. He was eventually discharged home 
without aftercare, resulting in a negative experience as he 
proved insufficiently independent. “After the second visit it 
was very clear that I was not able to function at home inde-
pendently, so the staff contacted the transfer ward.”.
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The contact with the GP during this phase was related to 
the previous experience before the initial ED-visit. Some 
patients expected their GP to take on an overall monitoring 
role in their healthcare journey, which did not always hap-
pen: “As far as I know, the GP is supposed to take over some 
things from the hospital and he should be more attentive 
to the patients. That is the new standard. But in this case I 
have not experienced this with him, until he called last week 
to ask what had happened.”(I12). On the other hand, some 
patients felt GP care is unnecessary when being treated in 
the hospital: “I think it is not logical if the GP gets involved, 
if the hospital is already taking care of your treatment.” (I1).

Return ED visit

For the ‘return ED visit’, waiting time and discharge were 
the most important subthemes. Overall, the waiting times 
were still experienced as long and bothersome during the 
return visit by most patients.

While after the initial ED visit the majority of patients 
was discharged home, after the return visit the majority of 
patients was admitted to the hospital. During the interview, 
patients were asked whether they were comfortable with 
being discharged (from either the ED or ward). In some 
cases, patients felt that the discharge from the initial visit 
was ‘too soon’ or that ‘something went wrong during dis-
charge’. This could have had multiple reasons, for example 
one patient who was supposed to be admitted to the ward 
after the initial ED visit, but there were no available beds. 
The physician then decided that the necessity of an admis-
sion was not urgent enough to look further. Additionally, 
sometimes the discharge instructions (i.e. prescription and/
or instructions for medication) was suboptimal: “So then I 
took the wrong dose for three days and the pain persisted. I 
called and was then asked how many tablets I took per day. 
She told me I was supposed to take three a day, but the box 
said one.” (I10).

After return ED visit

Social system and expectations were the most apparent sub-
themes in this main theme.

In some patients the deteriorated health condition also 
impacted other aspects of their life, like for example the 
‘social system’: “For the time being we do not want any 
visitors, other than family and the kids. That is too much for 
now.” (I2). Other patients realize that with ageing comes the 
loss of social contacts: “Everyone around me disappeared. 
Most of them died, and now many young people live here, 
who go to work. They do not have time, they never have 
time.” (I11).

The subtheme ‘expectations’ encompassed the process of 
coping and/or acceptance with the corresponding (health) 
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outcomes after two ED visits. These expectations included 
the impact on their life in general, quality of life after the 
ED, and worries regarding these concepts. Examples are as 
follows: “(The ED visits) really had an impact on me. I had 
hoped for more: that I could walk and do more. Now it is 
all so restricted.” (I7). “On the inside it is very hard for me, 
and I am scared. How will it all go? What will happen? How 
much pain will I be in?” (I8).

Overarching experiences at ED

Besides experiences related to specific situations in their 
journey, we also asked patients about their overarching expe-
riences at the ED and improvement initiatives.

Examples of a ‘positive overarching experience’ are as 
follows: “Well, I am obviously upset when I have to go (to 
the ED), but I do not feel like that once I am there. It is 
relaxed, I would say you feel safe.” (I11).

The same goes for overarching ‘negative experiences’ at 
the ED, for example: “The staff is hidden from the patients, 
they are far away, around the corner. The old ED, (before 
renovation) had a very nice ambiance. Now you feel lonely, 
you only get to see people passing by every now and then.” 
(I12).

All patients were asked about potential ‘improvement ini-
tiatives’ that could increase patient satisfaction in the future. 
Many of the improvement initiatives mentioned were regard-
ing the waiting times as follows: “Simply explain to patients 
how long they will have to wait, and maybe come up with 
a reason why the waiting times are so long.”(I1). Others 
were regarding discharge as follows: “Often you go home 
(from the ED) while there is unfinished business. And most 
of the times when you actually are getting admitted, you 
still go home with unfinished business while there actually 
is something wrong. I would say just let a doctor come, let 
him examine you while you are at home” (I5). Ambiance 
and approach by the healthcare professionals were also men-
tioned as follows: “They have to be a little more spontaneous 
and open. It all has to be more human-centered, friendly, it 
feels so formal now”(I1).

Figure 1 visualizes the journey of all 13 patients in a 
patient journey map that shows experiences, both positive 
and negative, and characteristics for each phase (Fig. 2).

Discussion

This study provides a chronological overview of the patient 
journey of older patients from the initial to the return ED 
visit within 30 days. It provides insight into positive and 
negative experiences and perspectives of these patients 
regarding their journey. We derived multiple main-, sup-
plementary-, and sub-themes from our data and developed 

a conceptual framework with a chronological timeline 
as basis, in accordance with the patient journey (online 
resource 3). This study has shed light on some issues that 
older patients experience with multiple facets of the ED sys-
tem. Focusing on the improvement of these issues might 
contribute to an enhanced patient experience and thereby 
contribute to patient-centered care. The two most apparent 
issues were the waiting time and discharge communication.

The waiting time was mentioned for both the initial and 
return visit, and by every interviewed patient and by every 
interviewed patient, sometimes positively, sometimes neutral, 
but mostly negatively. This is in line with many other studies 
on patient experiences at the ED as described in, i.e. literature 
reviews [37, 38]. Our qualitative patient journey approach adds 
to this predominantly quantitative ED literature, as we focused 
on how they experienced the visit (i.e. the waiting times), and 
why it was experienced this way. The experiences regarding 
waiting time in our study were similar for both visits. Litera-
ture shows that the absolute waiting times (minutes wait) are 
highly dependent on the demand on the ED, the attending staff, 
and the triage code (i.e. urgency). For the perceived waiting 
times the patient’s former ED experiences and expectations 
are important factors [39]. Studies have shown that perceived 
waiting times and not being informed about the waiting times 
have a larger impact on patient experience and satisfaction 
than objective waiting times [40, 41]. This indicates that clear 
communication regarding waiting times is important and to 
make sure that patients do not feel like they are forgotten and 
excluded. It is notable that in our study it was often unclear for 
patients what or whom they were waiting for. This potentially 
contributed more to having a negative experience with waiting 
time, than the actual minutes wait.

For almost all interviewed patients the reason for the return 
visit was related to the reason for the initial visit, as judged 
by the patients themselves. Some of these patients were faced 
with negative experiences because of insufficient discharge 
instructions and/or aftercare. These findings potentially sug-
gest that some patients might have not received optimal ED 
care during the initial visit and/or the period between visits. 
Previous studies show that 30% to 40% of ED return visits 
could be prevented with appropriate and adequate discharge 
instructions and aftercare [17, 42, 43].

Based on the results of our study we recommend to 
provide older patients at the ED with clear communica-
tion regarding waiting times. As discussed earlier, waiting 
times are an important determinant of patient experience 
and satisfaction, and timely provision of information about 
the waiting times to the patients can help [26]. A potential 
solution to achieve this may be implementing a time-out 
at the ED every two hours, where healthcare professionals 
can discuss the status of patients at the ED at that moment 
and inform the patients regarding the progress. Studies have 
shown that time-based interventions at the ED have multiple 
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benefits, e.g. helping healthcare professionals to have a clear 
overview of the ED and workload [44, 45]. Moreover, we 
believe that such an intervention would provide patients with 
clarity regarding the course and their health condition, while 
also ensuring they feel seen and heard. This could poten-
tially lead to enhanced patient experience and contribute to 
patient-centered care [26].

Furthermore, we recommend to focus on providing clear 
discharge communication at the ED that is patient-centered, 
i.e. includes topics that matter and are helpful to patients. 
Studies have shown that clear discharge communication can 
lead to efficient continuity of care, a smooth transition from 
hospital to home, and a reduction of return visits and read-
missions [42]. It could also help increase the trust in health-
care professionals and the care received, as research shows 
that lack of communication can lead to distrust from patients 
[46]. Moreover, it could help to involve the older patients in 
their care and transition from hospital to home (i.e. by giving 
the patients a say in their aftercare etc.), which has also been 
shown to be effective in preventing readmissions and making 
the patient feel included [47]. Verbal discharge instructions 
might not always be sufficient, as verbal-only information is 
often not recalled correctly by the patient [48]. For these rea-
sons, we recommend a written checklist for checkout when 
older patients are discharged from the ED. Such a check-
list should be comprehensive and clear, by including the 
information needed and wanted by the patient in understand-
able and simple language [48, 49]. The ED is a crowded 
and hectic environment, which can make it challenging to 
implement interventions that require time from healthcare 
professionals who are already dealing with high workload. 
However, a checklist for checkout, though comprehensive, 
does not necessarily have to be long and/or time-consuming. 
We believe that if three main topics (diagnosis or diagnos-
tic uncertainty; treatment plan; follow-up instructions) are 
included, this could be feasible for healthcare professionals 
to conduct, whilst still having potential for positive effects 
for patients. Moreover, as is the case with any intervention, 
it is important that there is a suiting implementation strat-
egy in place, integrating both (implementation) evidence and 
end-user (healthcare professionals and patients) perspec-
tives. The use of the Consolidated Framework For Imple-
mentation Research could be of use for this [50]. Discharge 
communication by the means of a checklist for checkout 
can be amplified by post-discharge tracking, for example 
by telephone follow-up. Though RCTs by Biese et al. show 
no effect of telephone follow-up on health outcomes [51, 
52], other studies suggest that telephone follow-up can pro-
vide older patients with social and emotional support and 
increase patient satisfaction [53–55]. We, therefore, believe 
that telephone follow-up has potential in contributing to a 
positive experience for older patients.

It could be argued that the aforementioned quality 
improvements might be particularly important and help-
ful for frail older patients that present at EDs, as frail older 
patients are at higher risk of adverse outcomes than non-frail 
older patients [56]. Moreover, frailer older patients endure 
more negative experiences, especially in the transition from 
the hospital to home [57]. Therefore, it could be argued that 
these interventions should focus on frail older patients first. 
However, since there is no internationally accepted gold 
standard for identifying frailty in older patients, and stud-
ies report a varying prevalence of frailty at the ED, ranging 
from 7 to 80% [58], we believe quality improvements should 
be generically implemented for all older patients that present 
at EDs.

A strong aspect of this study is the use of the patient jour-
ney mapping method, allowing us to measure and visualize 
the patient’s experiences and perspective during their jour-
ney from before the initial ED visit until the return ED visit. 
This provided us with the opportunity to identify issues, 
without losing chronology, detail, complexity, and context. 
It adds to the predominantly quantitative literature by adding 
in-depth data and results regarding the complex phenomenon 
in ED care from the patient perspective. Another strength 
of our study is that all data were coded independently by 
two coders, followed by a comprehensive consensus proce-
dure, therefore maximizing reliability and credibility of our 
results. Moreover, the coding team consisted of one medical 
doctor (BD) and one psychologist (BS) to account for differ-
ences in interpretation and to capture both the medical and 
psychological components. Additionally, the majority of the 
interviews were conducted in the patient’s home environ-
ment, supporting patients to feel comfortable and, therefore, 
potentially resulting in more productive interviews.

Despite the strengths of this study, there are some limita-
tions to take into consideration. First, interviews that require 
looking back on a period in the past could be subject to 
multiple sources of bias. For example, our data could contain 
hindsight bias, as the patients knew their outcomes of both 
the initial and return visit, which could have influenced the 
memory of the initial experiences. Second, especially as our 
participants were all older patients, there might have been 
some issues with cognition and memory. However, patients 
were mostly interviewed within one week (but never longer 
than two weeks) after the return ED visit, and patients with 
apparent cognitive impairment were excluded from partici-
pation, in order to minimize the chance of recall bias.

Future research should focus on testing multiple potential 
interventions (i.e. time-out, checklist for checkout, post-dis-
charge tracking) in order to determine which (combination 
of) interventions work best for this group of older patients. 
These studies should seek to not only collect quantitative 
data, but also enrich it with qualitative data and patient-
centered outcomes to include the perspectives of the patients 
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and healthcare professionals. We suggest to perform patient 
journey studies again, to determine whether these interven-
tions really contribute to a more positive experience and 
patient-centered care.

Conclusion

This study aimed to provide insight into the experiences and 
perspectives of older patients from their initial to their return 
ED visit (within 30 days) by patient journey mapping. The 
two major findings were that lack of information about wait-
ing times and suboptimal discharge communication contrib-
uted to negative experiences. These findings are in line with 
previous, mainly quantitative, ED studies, but the qualitative 
patient journey approach enabled us to look at these complex 
phenomenon in detail and provides the reasons behind the 
experiences. Moreover, the patient journey method allowed 
us to shed light on these issues from a patient perspective 
and to pinpoint solutions that could contribute to a positive 
experience and enhanced patient-centered care in the future. 
These potential solutions include the following: a time-out 
at the ED every two hours and clear and comprehensive 
discharge communication.
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