
A Systematic Mixed Studies Review of Patient Experiences in The Emergency Department 

 
Claudia Bull1, Sharon Latimer1, Julia Crilly2, Brigid Gillespie1 
1Griffith University, 2Gold Coast Hospital and Health Service 

Presenting Author: Claudia Bull 

 
Background: Understanding patient experiences is crucial to evaluating care quality in Emergency Departments. 
However, while previous reviews describe the determinants of Emergency Department patient experiences (i.e. factors 
that influence patient experiences), none have identified and described the core themes. The aim of this systematic 
mixed studies review was to identify and describe the core themes of patient experiences in the Emergency 
Department. 

Methods: EMBASE, MEDLINE, ProQuest Nursing and Allied Health, CINAHL and the Cochrane Library electronic 
databases were searched, with publication dates limited between January 1, 2001 – September 16, 2019. Studies 
describing adult patient experiences in the Emergency Department were included. Studies describing patient 
satisfaction, proxy-reported experiences or child/adolescent experiences were excluded. The quality of included 
studies was appraised using the Mixed Methods Appraisal Tool (2018 version). An inductive, convergent qualitative 
synthesis of the extracted data was used following Thomas and Harden’s (2008) methods. 

Results: Fifty-four studies were included in the synthesis, from which two inter-related themes emerged: Relationships 
between Emergency Department patients and care providers; and Spending time in the Emergency Department 
environment. The first theme included four sub-themes regarding respect, communication, caring behaviours, and 
optimising patient confidence. The second theme included two sub-themes regarding physical aspects of the 
Emergency Department environment and patients’ waiting experience. 

Implications: Patients in the Emergency Department have unique and complex experiences. Unequal power 
distributions exist in some patient-care provider relationships which can arise due to the complexities associated with 
the Emergency Department care environment. Further, patients’ psychological experience of waiting in the Emergency 
Department can be enhanced or diminished depending on the information they receive. A standardised definition of 
patient experience is needed and will be crucial for supporting the delivery of high-quality, patient-centred care in 
Emergency Departments. 
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Background: Miscarriage is one of the most common complications during pregnancy, with an estimated 50,000 
pregnancy losses every year in the United Kingdom. Miscarriage represents a devastating event for many women, 
having short- and long-term psychological implications for those experiencing it. Women may not only experience a 
sense of isolation and despair after miscarriage but also develop depression, anxiety and posttraumatic stress disorder. 
The emotional wellbeing of women who attend hospital due to miscarriage is also influenced by factors including the 
services provided and interactions with health professionals. To date, there is a lack of robust evidence exploring 
women’s perceptions of factors impacting their emotional wellbeing, in particular, how best to support women who 
experience miscarriage in hospital settings. This study aims to address this gap by exploring the emotional needs of 
women who attend hospital facilities due to miscarriage in Northern Ireland.  
 
Methods: The study adopts a sequential mixed-methods approach informed by two complementary frameworks: 1) 
the Medical Research Council’s Framework for the Development and Evaluation of Complex Interventions and 2) the 
Intervention Mapping (IM) approach to the development of health promotion interventions. The project involves 
consultation with a stakeholder advisory group on key aspects of the study; a systematic scoping review of the 
international literature; an online survey of 150 women who have experienced miscarriage in the last five years; and 
semi-structured interviews with 20 women and 10 health professionals in Northern Ireland.  
 
Results: Results from the scoping review and the online needs assessment will be presented. Findings suggest that 
women’s emotional wellbeing is aggravated by health professionals’ provision of information and by the hospital 
environment. The miscarriage care provided in hospitals often does not reflect women’s needs and this can impact 
greatly on their emotional wellbeing. Health professionals’ attitudes are often perceived to lack sympathy and 
compassion and women report feeling undervalued and not prioritised. Further, provision of information is perceived 
by many women as vague and unclear, leaving them to deal with the aftermath of miscarriage unsupported.  
 
Implications: This study will contribute towards building an understanding of women’s experiences of emotional 
support in hospital settings. It will provide considerations for health professionals on how to best support women who 
experience miscarriage in hospital settings, and recommendations for researchers designing interventions to help meet 
women’s emotional needs.   
 
Ethical Approval: Ethical approval was obtained from the Queen’s University Belfast Faculty of Medicine, Health and 
Life Sciences Research Ethics Committee [Ref: 20_99].  
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Background: Rural areas account for 98% of Scotland’s land mass, 17% of the population live there and around 3% 
of the population live in very remote areas.  People living in remote and rural (R&R) areas face real and significant 
geographic and demographic difficulties accessing quality healthcare, difficulties which are known to have negative 
consequences for health equity and outcomes. Providing healthcare for people in R&R areas is a priority for the Scottish 
Government.  However, to do so is challenging because of difficulties recruiting and retaining healthcare staff. While 
innovative approaches to R&R healthcare delivery (e.g. telehealth, virtual consultations, visiting support from specialty 
services, upskilled multi-disciplinary team members) are important, they are insufficient: communities need doctors 
located locally. Healthcare provision depends on being able to recruit and retain doctors in R&R areas. Evidence from 
other countries shows that when a local GP retires, or a small hospital cannot attract enough doctors, this can affect 
community health and socioeconomic sustainability. Appropriate recruitment strategies must be based on a clear 
understanding of what matters to health workers when they choose a R&R workplace. Previous studies in the Scottish 
context have highlighted themes such as the importance of rural birthplace and concerns about professional and/or 
personal (social) isolation. However, little evidence exists about how to attract new people from diverse backgrounds 
to R&R areas and how to keep them there. 

Methods: Our research is built on two initial phases. Phase one involved service mapping interviews with ~12 key 
stakeholders (e.g. primary care managers, clinical leads and GP cluster leads) that explored place specific data on 
workforce/workload, on staffing changes over the past 10 years, on premature retirements, doctors leaving the area, 
and on the experience of recruiting for vacant posts. These interviews informed our interview questions for stage two. 
Stage two involves interviews with primary and secondary care doctors (~45) in order to obtain an understanding of 
the experienced and perceived limitations and gains of R&R posts.  We will explore issues relevant to recruitment (e.g., 
perceptions of R&R working) as well as retention (e.g., experiences of R&R working).  

Results: The completion of the first phase of the research is underway and the second phase will follow. Preliminary 
findings will be presented in the conference presentation. We will include examples of successful initiatives from the 
mapping phase. We will also present early findings from the interviews, including what attracts people to remote and 
rural practice; their experiences of practising in relative isolation and what professional support is available to them; 
how they and their family have integrated (or not) into the local community, including social life, schooling, housing 
and partner employment opportunities; and in the case of those who have subsequently left, what prompted them to 
do so. 

Implications: Findings from this research will provide a nuanced understanding about what matters to doctors in 
relation to the varied R&R workplaces in Scotland.  Findings from this qualitative stage of research will also inform the 
development of a wider survey for dissemination in 2021/2021 to use to develop the attributes and their levels for a 
Discrete Choice Experiment to identify the relative strength and value of the varied preferences of those working in 
R&R areas. This research can then be used to develop one or more initiatives aimed at improving recruitment and 
retention, both within the scope of the NHS and other Scottish Government agencies. In this way, the proposed 
research will inform cross-sector policy, tailored initiatives, and the allocation of resources, as well as potentially 
promoting collaboration across sectors. 



‘There’s Not Enough Bodies to Do the Demand’: An Exploration of Key Stakeholder Views on the Role of 
Health Service Capacity in Shaping Cancer Outcomes in Seven International Cancer Benchmarking 
Partnership Countries 

 
Ellen Nolte, Maureen Seguin, Melanie Morris, Martin McKee 
London School of Hygiene & Tropical Medicine 

Presenting Author: Ellen Nolte 

 
Background: Differences in cancer survival are shaped by differences in health system capacity in workforce and 
infrastructure. Part of the International Cancer Benchmarking Partnership, this study explored stakeholders’ 
perceptions of the role of health system capacity necessary for cancer care in influencing cancer survival in seven 
high-income countries. 

Methods: We conducted semi-structured interviews with 79 key informants from national, regional, and local tiers of 
health systems, professional bodies, patient associations, and academic experts in Australia, Canada, Denmark, 
Ireland, New Zealand, Norway, and the United Kingdom. Data collection was guided by a conceptual model linking 
characteristics of health systems and cancer survival along the cancer patient journey, from recognition of symptoms 
at pre-diagnostic stages through to survivorship or death. Data were analysed using a thematic approach. 

Results: We identified three themes as important in shaping cancer outcomes: primary care and access to diagnostic 
evaluation, specialist care and access to treatment, and workforce pertaining to diagnostic and treatment phases. 
Improved infrastructure for diagnosis and treatment had improved cancer outcomes in all jurisdictions. However, this 
was seen as insufficient if staffing was inadequate. Consolidation of services and greater surgical specialisation was 
important in some jurisdictions if accompanied by a reconfiguration of services, in particular the creation of specialist 
multidisciplinary teams, along with supporting capacity in the wider health system. Staff shortages were commonly 
cited as reasons why some jurisdictions lagged behind others. 

Implications: Continued improvement in cancer outcomes will require sustained investment in plans to deliver and 
maintain the workforce engaged in cancer care and in the infrastructure on which they depend. However, strategic 
plans must recognise that systems for cancer care do not work in isolation from the rest of the health system and a 
whole systems approach is essential if we are to improve outcomes for an ageing, increasingly multimorbid population. 
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Background: The Care Quality Commission (CQC) has conducted inspections of General Practice since 2013. If we 
use a holistic approach to quality evaluation, the patient perspective must be included. The General Practice Patient 
Survey (GPPS) provides practice-level data that is comparable across organisations and time. CQC inspection ratings 
come at a huge expense and it is not possible for all practices to be inspected annually with the available resource. 
Thus, existing data sources such as the GPPS, may contribute to the understanding of care quality and help to prioritise 
practices for inspection. In the current study, we explore a modelling approach to examine risk stratification 
opportunities to determine the extent to which GPPS data can help identify practices to inspect. 

Method: GPPS items were matched to CQC inspection domains by an expert stakeholder group. Retrospective 
analysis of routinely collected data using R: partykit was conducted decision tree modelling of GPPS scores and overall 
GP practice CQC inspection ratings during 2018. 

Results: There was limited overlap in the themes covered in the two data sources, with GPPS questions aligning to 
only two of the five key domains assessed by CQC. There were no strong bivariate associations between the GPPS 
variables and overall CQC rating. Most GP practices (72%, 974/1350) were rated as ‘Good’ overall by CQC. Thus, 
assuming that all practices will be rated as ‘Good’ results in a correct prediction 72% of the time, and it was not possible 
to improve on this overall level of predictive accuracy using decision tree modelling (correct in 73% of cases). However, 
a set of GPPS questions were found to have value in identifying practices at elevated risk of a poor overall inspection 
rating.  Those questions incorporated topics central to person centred care, including perception of being listened to 
by the healthcare professional during the appointment; preferences for care provision being met; ease of contacting 
someone at the practice by telephone, and overall experience of GP. 

Implications: In 2018/2019, CQC spent approximately £93 million on inspections, representing 41% of the 
organisation’s overall expenditure. The inspection model has been criticised for having mixed effects and some 
unintended and negative consequences, including increasing pressure on staff, and decreasing staff and patient 
morale. Even small improvements in the efficiency with which inspections are allocated have the potential to save 
significant sums of money for the system, and to reduce the unmeasured, but likely substantial, costs to provider staff 
preparing for and conducting inspection visits. Making further use of existing data as part of a surveillance model could 
support this goal. The limited overlap between questions in the GPPS to inspection domains raises questions about 
whether the content of the GPPS is sufficiently broad to provide a thorough understanding of quality from the 
perspective of patients. Further research could engage patients in defining quality, and to consult them on the CQC 
inspection approach. However, an alternative interpretation may be that patients may not be expected to have direct 
experience of some areas that should naturally be covered as part of regulatory oversight This study demonstrated 
that decision tree modelling was useful for risk stratification, whereby a subset of GPPS questions could identify general 
practices at risk of a poorer inspection rating. The CQC should consider incorporating the findings into their insight 
system. Practice managers and general practitioners should note the findings as evidence of the importance of patient 
feedback from the GPPS in understanding care quality. Further research should explore the potential value of adding 
geographic, demographic or organisational data to improve risk stratification. 
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Background: Disease outbreaks and disasters can result in excess mortality and usual end-of-life care processes can 
be severely disrupted. In this review, we aimed to: i) synthesise evidence describing the experiences of health and 
social care staff providing end-of-life care during a disease outbreak or humanitarian disaster, ii) understand the impact 
on their mental health and wellbeing and, iii) identify means of support for staff. 

Methods: A systematic review and qualitative metasyntehsis method were used.  Studies of health and social care 
staff providing end-of-life care during disease outbreaks (Ebola, Covid-19, SARs, MERs) or humanitarian disasters 
(2001-2020) were included.  MEDLINE (Ovid), Embase, PsycInfo, Web of Science, and grey literature databases were 
systematically searched, with forward and backward citation searching of included studies. Any original research study 
design, in any care setting was included. Study quality was assessed using appraisal tools relevant to the study design. 
Data relevant to the aims of the review were extracted and analysed using a thematic approach. Themes were 
inductively translated into a framework of two superordinate themes.   

Results: Nineteen studies were included, including 10 Ebola studies and two Covid-19 studies. Thirteen studies used 
qualitative approaches. No studies objectively measured mental health and wellbeing of health and social care staff 
providing end-of-life care. The synthesis revealed two superordinate themes: individual experience and organisational 
responsibilities. Individual experience comprised four subthemes: dignity in death, positive experiences, negative 
experiences and support for staff. Organisational responsibilities comprised four subthemes: preparation, adaption, 
resources and Personal Protective Equipment (PPE).  Health and social care staff were determined and motivated to 
provide compassionate and dignified end-of-life care, despite their own experience of fear, stigma and exposure to 
higher levels of mortality. Patients, families and staff were affected by severely disrupted end-of-life experiences. Social 
support enabled staff to feel motivated.  Organisations had a responsibility for preparation and adaption of procedures, 
policies and resources in light of uncertain and changing circumstances of the outbreak or event. This included training 
for staff and health education within communities affected by disease outbreaks or humanitarian disasters. The review 
highlighted the crucial role of appropriate PPE in reducing fear and enabling staff to connect with the patient, supporting 
end-of-life processes and the provision of compassionate care.  The superordinate themes and subthemes were 
formulated into a model that includes both individual experience and organisational responsibilities in terms of barriers, 
and enablers to providing end-of-life care in challenging circumstances of uncertainty, such as those of a pandemic 
disease outbreak (Figure 1).   

Implications: This is the first synthesis of studies of the impact of providing end-of-life care during pandemics or 
humanitarian disasters on health and social care staff. The onus of supporting mental health and wellbeing lies beyond 
the individual staff member. Organizations have a responsibility to prepare systems and staff for future events and 
outbreaks. Enabling social support mechanisms for staff and ensuring access to essential resources in times of crisis 
will enable staff to continue to provide quality and compassionate end-of-life care for patients. 

 

 

Figure 1 Individual experiences and organisational responsibilities in terms of barriers and enablers to providing end-
of-life care in circumstances of uncertainty. 
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Ancillary or housekeeping staff in care homes – cleaners, those working in kitchens, laundries and maintenance 
– have played a largely invisible role during the coronavirus pandemic despite engagement in infection 
prevention, food preparation, and social distancing. Such invisibility is long-standing in policy and health and 
care services research (EHRC 2014; de la Silva et al 2019). Their work is largely hidden from public view. As 
with other domestic and cleaning workers, most are women with families, work part-time, and on shifts, and often 
are from migrant or minority ethnic backgrounds, and work for minimum wages (McBride & Lucio, 2020). While 
not in direct care roles, some died from the virus which may have been contracted at work (BBC, 2020). This 
study investigates whether and to what extent these workers were prepared and supported in their roles during 
the second wave of the pandemic through interviews with staff in early 2021. 

The aim of this 10 month NIHR funded study is to explore ancillary workers’ experiences of work during the 
coronavirus pandemic to identify and develop (a co-produced) best practice guide and effective policies for 
supporting this workforce. In Phase one which started in January 2021, interviews are being conducted with care 
home managers, human resources managers, ancillary workers, residents and relatives (n= 70). Documentary 
analysis is being undertaken of care homes' Care Quality Commission (CQC) reports, as well as ancillary 
workers’ staff handbooks and job descriptions. Using thematic analysis, salient consistencies or themes in the 
data will be identified, and emerging findings from all datasets will be discussed and set in the context of other 
workforce studies that have taken place in the UK. We will also draw out components of a good practice model 
for further discussion at workshop interviews (which will form Phase two) with care home workers and key 
informants.  
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Background: Within the United Kingdom (UK), there have been several policy recommendations in recent years that 
support postnatal healthcare providers to deliver best practice, including; NICE quality standard guidelines, Providing 
Quality Care for Women Framework, NHS England; Implementing Better Births (National Institute for Health and Care 
Excellence, 2019), (National Maternity Review, 2016). However, concerns remain over the quality of care given to 
socio-economically disadvantaged and Black Asian and Minority Ethnic (BAME) women. Particularly, concerns at the 
point of early discharge where mothers then receive community postnatal care services. Poor experiences during this 
transition can lead to hospital readmission; driven by limited staff availability and bed capacity (Smith and Dixon, 2008). 
Previous studies have brought forward contrasting accounts comparing mothers from BAME communities against their 
white counterparts, with the former having poor experiences of accessing maternity care despite wide scale culturally 
appropriate maternity services being delivered. BAME women’s poor experiences and dissatisfaction have been 
attributed to a number of reasons, including feeling excluded from vital decisions related to their care and perceived 
limited choice of care provision (Jomeen, 2010). Evidently, improving the experiences of mothers and BAME mothers 
specifically, when accessing postnatal care services within the UK, warrants further exploration. 

Method: We carried out a thematic review and adapted meta-ethnographic synthesis of qualitative literature on; BAME 
mothers’ experiences of receiving and midwives’ experiences of delivering postnatal care services. Only articles that 
reported on postpartum care or puerperium care services were included. Four databases were searched (MEDLINE, 
EMBASE, HMIC and CINAHL) using a detailed search strategy. Included papers were critically appraised using the 
Critical Appraisal Skills Programme (CASP) tool.  Principles of meta-ethnographic synthesis were applied using Noblet 
and Hare’s (1988) seven stages of meta-ethnography. We then used Schutz’s (1962) concepts of first, second and 
third order constructs to analyse data. A total of 11 papers were synthesised. 

Results: There were areas of agreement across author’s interpretations such as the concerns around continuity of 
care, personalisation, and work pressures. However, there were also notable differences with regard to choice of care, 
communication, and meeting care expectations. Generally, when compared with all other stages of maternity care, 
mothers were least satisfied with their postnatal period within the hospital setting. Language barriers for migrant women 
were identified as the most prominent reason for communicational issues, by both mothers and midwives which meant 
many felt isolated. Mothers were interested in being involved in care planning; however, they felt most decisions were 
made by the health professionals excluding their preferences. This was further exacerbated by lacklustre follow up 
care completed via telephone, while many BAME mothers desired face-to-face contact. Midwives were keen on 
improving care for BAME mothers, by means of; improving their working conditions to deliver more culturally 
appropriate care, recruiting/training a greater number of midwives representative of the women they were treating i.e. 
achieving a reduced workload leading to increased treatment time with mothers. Midwives felt workplace cultures 
contributed to their inability to provide sufficient care, often dealing with tight timescales for care delivery along with too 
few staff. Inevitably, such working cultures made it difficult for midwives to action NICE guidance around personalisation 
and continuity of care. 

Implications: Our findings demonstrate the importance of a robust team of midwives with strong and supportive 
working environments which will endeavour to bridge acute and community-based maternity teams to deliver culturally 
appropriate care for BAME mothers. Further, the nature of care delivered to BAME mothers lacks quality with regard 
to cultural appropriateness; hence, challenges when entwined with health care system constraints, are detrimental to 
the care needs of BAME women from socio-economically disadvantaged backgrounds. 
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Background: In care homes, the COVID-19 pandemic has brought considerable new challenges for residents, 
families, and staff. Supporting and maintaining staff emotional wellbeing is absolutely integral to the successful running 
of a care home but is critically important during such a pandemic situation in which there are considerable additional 
stress factors, highly stretched resources, and residents are distressingly distanced from their loved ones. Whilst there 
are studies investigating the wellbeing of care home residents and the impact of staff wellbeing on patient outcomes, 
there are considerably less studies specifically about care home staff emotional wellbeing or the interventions 
developed to support this, particularly during the COVID-19 pandemic. Care home owners have also identified this as 
an issue that needs addressing. Our aim in this project was to learn from care home owners, managers, and staff about 
the impact of COVID-19 on their emotional wellbeing and about their thoughts on how staff could be supported in order 
to ensure and improve their wellbeing and that of everyone else living and working in care homes.  

Methods: We conducted semi-structured interviews with staff working in care homes during the 2020-21 COVID-19 
pandemic (n=25). Participants were recruited from care homes across England via various networks, including the 
Clinical Research Network, and came from care homes in where there had and had not been cases of COVID-19. In 
the interviews we explored the impact of the pandemic on the emotional wellbeing of participants as well as their 
perceptions of its impact on colleagues across the sector. We also asked about how care homes were supporting staff, 
whether they thought this support was appropriate and effective, and whether the onset of the pandemic had changed 
the ways in which staff were supported. Interviews were recorded, transcribed and analysed using a reflexive thematic 
analysis process. The interpretations from our analysis were also developed in relation to the theories of emotional 
intelligence, emotional capital and organisational emotional care to contribute to the literature around maintaining staff 
wellbeing in care homes during a pandemic. 

Results: Our findings of this research highlighted the extent to and ways in which the COVID-19 pandemic affected 
the emotional wellbeing of those working in care homes. All those interviewed reported a significant impact on their 
own personal emotional wellbeing. Support provided to help staff, both internally from within their care home and 
externally through local networks and groups, varied considerably, as did reports of how useful this was for staff. For 
many staff, a lack of support and understanding from other organisations, changing guidance, limited access to good 
quality personal protective equipment, anxieties expressed by colleagues, residents and family members, made 
managing during this time particularly challenging. Things that were reported to have worked well to support staff 
included regular internal communications, ‘open-door’ policies, and expressions of thanks and celebrations to boost 
morale. Indeed, many staff noted that teams pulled together to support each other. Some managers also reported 
finding social media networks a source of personal support. 

Implications: Our findings underline the devastating effect that the COVID-19 pandemic has had on the care home 
sector. Much attention has, rightly, been paid to the pandemic’s consequences on care homes in terms of morbidity 
and mortality among residents. Our work emphasizes the emotional and psychological harm suffered by staff members. 
Efforts to support staff emotional wellbeing need to be carefully considered and effectively resourced to enable those 
who care for some of society’s most vulnerable people to do what it is they are passionate about; ensure the best 
quality of life for those whom they care for. 



 


