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A B S T R A C T

Objective: The objective of the study is to assess how well the emergency department (ED) personnel succeed in
instructing the patient at discharge.
Methods: In November and December 2016 at Peijas Hospital ED, Finland, a structured questionnaire was
conducted during a phone interview on patients the day after discharge.
Results: A total of 132 patients interviewed. Ninety percent had received discharge instructions from the ED
staff, most of them (75%) about medication. Almost half of the patients (45%) were satisfied with the com-
munication at discharge, those not satisfied (47%) felt that the staff did not know enough of their background to
give discharge instructions. Of the patients, 20% thought that they did not have the opportunity to ask questions
during the guidance session, and 41% thought that the session was too short and restricted. Some patients (20%)
felt that the instructions were ambiguous, but 63% (83/132) felt they were able to follow them well or very well.
Conclusion: The pace of care in the ED is fast and duration of the stay is short. The patients must be able to take
responsibility of their self-care. Failure to follow medical discharge instructions could lead to non-compliance.
Attention should be paid to enhancing the quality of discharge instructing and the instructions provided by the
ED personnel, as recurring visits and inquiry calls add to the ED workload.

1. Background

The increasing number of visits to the emergency department (ED)
increases the work of the ED personnel [1]. The reduction of ED
readmissions of patients has become a priority. Patient guidance is an
important part of readmission reduction interventions. The patient, the
provider and environmental factors [2,3] influence the success or
failure of information transmission at discharge, increasingly the goal is
to discharge patients from the ED as fast as possible with expectations
to continue care at home or on the ward. This goal adds significantly to
the need of detailed care guidance and instructions [4–6].

Based on the available literature, high-quality ED discharge can be
defined as one entity that contains the following main characteristics: in-
forming and educating patients on their diagnosis, prognosis, treatment
plan, and expected course of illness, supporting patients in receiving post-
ED discharge care, and coordinating ED care within the context of the
health care system [7]. To establish effective patient-centered treatment
the patients should be able to discuss their own wishes for self-care,

including lifestyles with a practitioner who has the time and who is willing
to listen [8]. With good guidance, the patients can take care of themselves
better and react more efficiently in the event of a deterioration. In addition,
the patient's trust and commitment to their own course of action will im-
prove, as well as their satisfaction with the ED episode of care [9,10]. Good
discharge communication is also economically cost-effective [2–5,11,12]
reducing ED visits, treatment failures and adverse drug events [13].

Call-back programs have been found to be an effective way of improving
patient satisfaction and comfort at home while reducing reattendance rates
[14–19]. In this study, in order to prevent recurring visits and to follow the
quality of discharge guidance, follow-up telephone calls were carried out on
patients discharged from the ED within 24–48h of attendance.

2. Aim of the study

The aim of the study is to assess how well the ED personnel succeed in
instructing the patient at discharge by determining how the patient copes
with her/his treatment at home. The telephone calls reveal the patients’
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clinical status, their understanding and compliance with the discharge
plan, explore their satisfaction with the ED, and provide an opportunity
for the patients to give feedback on the quality of care received.

The results can be used to improve the quality of the discharge in-
structions provided by the ED personnel, so that patients can adjust
better in everyday life at home and feel less need for recurring visits or
repeat ED or general practitioner contact. Good management of the
discharge process supports the patients’ self-care, motivation and sense
of security. Improving the guidance can help reduce the number of
recurrent visits and inquiry calls to the ED. The released resources can
be directed to more individual patient care.

3. Methods and data collection

The study was conducted in Peijas hospital ED that is part of Helsinki
University Hospital. Peijas ED is situated in Vantaa, Finland and has a
catchment area of 200,000 inhabitants. The Peijas ED treats 60,000 pa-
tients annually. It serves both primary and secondary health care patients
and is therefore referred to as combined emergency department.

The study nurse who called the patients was responsible for se-
lecting the patients according to the previously agreed intake and ex-
clusion criteria on the basis of the patient information system (patient
records) in home discharge order. The phone calls were made 24–48 h
after the patient had been discharged from the ED in November and
December of 2016. During the study period there were 10 131 ED visits
in total. Out of these visits, 65% of patients were discharged home
without supported living. Young patients (0–16 years old), bone frac-
ture patients, and patients with mental health disorders or drug abuse
were excluded, as well as non-Finnish speaking patients. See Fig. 1 for
the selection process.

The number of patients a study nurse could select, call and record in
one shift was expected to be at least five. One full time nurse was re-
cruited to make these calls. The criteria for calling was that the patient
had been discharged from the ED within the last 48 h at the moment of
the call, the patient was able to take the call and answer the questions
him/herself, the medication was changed, follow-up care had been
planned, and treatment instructions had been given. If the patient was not

available at the time of the call, the nurse would call again later. In the
telephone interview, the nurse used a predetermined, partially structured
questionnaire developed for this study by the researchers. The questions
were drawn up on the basis of preliminary literature search and for the
purpose of this study [16–18] and initially tested using a selective sample
(n=6). The pilot test was used to investigate whether the reserved re-
sources are sufficient and how much time was spent on a single call and
whether the interview questions were understandable in the patients’
opinion. It was found that the main study was feasible (Fig. 1).

The questions were presented verbally during the calls. The hospital
discharge questionnaire was administrated during a telephone inter-
view. The patient was asked about issues related to wellbeing, medi-
cation and the ability to follow instructions, as well as satisfaction with
discharge instructions and improvement suggestions (Appendix 1). The
patients’ assessment of their own wellbeing was measured on a scale of
1–10, (1=worst possible, 10=best possible). Patient satisfaction with
the given treatment was measured on a scale of 1–10, (1= very dis-
satisfied, 10= very satisfied).

The personnel informed all patients who fulfilled the inclusion criteria
in the ED about the ongoing study and that a nurse may call them after
their discharge. At this point, the patient had the first opportunity to
refuse to participate in the study. At the beginning of the phone call, the
nurse asked the patient’s consent and informed them about the interests
of the study and the data collection. In addition, that the participation in
the study was voluntary and the possibility of refusal at any stage was
made clear in the beginning of the call. It was also pointed out that refusal
to participate would not in any way affect patient treatment or care. The
study was a part of a normal development activity.

3.1. Ethical principles

All study phases complied with the ethical principles outlined in the
Declaration of Helsinki [20]. Research permits were sought from the
appropriate research organization. Patients participated in the study
voluntarily. The interviewer described the purpose and benefits of the
research as well as patient rights during the study. The study partici-
pants were adults who were independently able to respond to the

Total ED visits
10 131

Discharged
6655

35% admitted to hospital or discharged to supported living

65% discharged home

Potential study group
avg 60/day

48%

52% excluded from study (children under 16, fractures, mental health disorders, 
drug abusers, non-Finnish-speakers)

Phone calls avg 5/day
153 total 21 refused to participate

Participated in study
132 total

Patients excluded: no change in medication, no follow-up plan, no special
treatment instructions given, or no resources to reach

Fig. 1. The patient selection process.
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questions and understand their content. Voluntary compliance with the
interview was taken to mean informed consent for the refusal was
possible at any stage of the research [20–21]. The objective was to
develop patient discharge communication and discharge instructions
further. Previous studies have shown the importance of patient edu-
cation for both patients and society. Therefore this study was part of the
development work in daily activities, rather than a pure research pro-
ject and was considered to be ethically justified.

3.2. Data analysis

Descriptive analysis was conducted, and proportions compared
using Chi-squared tests. The association between patient satisfaction
and the explanatory variables was measured by corresponding 95-
Confidence intervals (CI 95%) Cls. All tests were 2-tailed, and p < 0.05
was considered as statistical significant. The data was analyzed by
means and tested by parametric and non-parametric tests, Student’s t-
test, ANOVA, Pearson Correlation and Regression analysis. Cronbach’s
alpha was used to test the reliability of the questionnaire. The statistical
analyses were carried out by the SPSS 17.0 (SPSS 17.0 SPSS Inc.,
Chicago, II, USA) for Windows version software package.

4. Results

In November and December of 2016, a total of 132/153 (86%) pa-
tients were interviewed for the study. The reliability of the questionnaire
was adequate (Cronbach’s alpha 0.79). Of the patients, 38% (50/132)
were men and 62% (82/132) were women, 61% were between 50 and
79 years of age. The minority (7%, 9/132) were surgical patients. The
most common complaints of ED visits were pain (29%, 38/132) and
injuries (8%, 11/132). The most common diagnoses were wounds,
bruises, arrhythmia, dizziness and respiratory tract infections.

According to the interviews, while almost half of the patients (45%,
59/132) were satisfied or very satisfied with the communication in the
ED, the other half (47%, 62/132) felt that the staff had not at all or
sufficiently familiarized themselves with the background of the patients

to give discharge instructions. Of the patients, 20% (26/132) thought
that they did not have the opportunity to ask questions during the
guidance session, and 41% (54/132) thought that the session was too
short and restricted. The satisfaction was significantly related to whe-
ther the patient’s background was taken into consideration (mean 3.03
vs. 3.55, 95% CI: 3.07–3.46. P < 0.000), whether the ED staff spent
enough time giving the instructions (mean 3.26 vs. 3.83, 95% CI:
3.33–3.71. P < 0.000), whether the patient had the opportunity to ask
questions (mean 3.63 vs. 4.22, 95% CI: 3.58–4.21. P < 0.01) and
whether the instructions were given so that the patient understood
them (mean 3.79 vs. 4.44, 95% CI: 3.84–4.32. P < 0.009) (Table 1).

Almost all of the patients (90%, 119/132) reported that they had
received discharge instructions. Most of the patients (73%, 96/132)
received instructions about medication, and written instructions were
given to 12% (16/132). Some (20%, 26/132) of the patients felt that
the instructions were somewhat ambiguous, but 63% (83/132) felt they
were able to follow them well or very well. In some cases (4%, 5/132),
additional instructions on medication, pain relief, home treatment and
how to relieve the symptoms were required.

More than half of the patients (57%, 75/132) were very satisfied or
satisfied with the instructions they received. Most of the patients
(50.7%, 67/132) received instructions from a physician, and some
(15%, 20/132) received instructions from a nurse, and 28.8% (38/132)
from both of them. The examination of background variables showed
that the age of the patient had no effect on the understanding of the
instructions, nor did the profession of the person giving the instruc-
tions. Members of the patient's family seldom (8%, 11/132) partici-
pated in the home care guidance session.

Of the patients, 64% (84/132) were very satisfied or satisfied with
the visit to the ED, 70% (92/132) of the patients felt they had received
the help they needed. At discharge, 73% (97/132) of the patients felt
satisfied (satisfied 39/132 and very satisfied 58/132) The difference
was statistically significant (P < 0.000). After the ED visit, 30% (40/
132) of patients thought that their condition had improved, and 23%
(30/132) of the patients still felt ill (less than 5 on a scale of 1–10). Half
of them, 51.5% (68/132), experienced mild to moderate pain, and more

Table 1
Patients’ satisfaction with the discharge instructing.

Taking into account the patient’s
background 1

Patient’s opportunity to ask
questions 2

Timing of the discharge
instructing situation 3

Ability to follow the
instructions 4

Patient satisfaction 5

1 Pearson
Correlation

1

Sig. (2-tailed)
N 132

2 Pearson
Correlation

,190* 1

Sig. (2-tailed) ,028
N 132 132

3 Pearson
Correlation

,407** ,228** 1

Sig. (2-tailed) ,000 ,008
N 132 132 132

4 Pearson
Correlation

,106 ,072 −,049 1

Sig. (2-tailed) ,226 ,410 ,580
N 132 132 132 132

5 Pearson
Correlation

,330** ,214* ,300** ,227** 1

Sig. (2-tailed) ,000 ,013 ,000 ,009
N 132 132 132 132 132

VAR 1=Taking into account the patient’s background.
VAR 2=Patient’s opportunity to ask questions.
VAR 3=Timing of the discharge instructing situation.
VAR 4=Ability to follow the instructions.
VAR 5=Patient satisfaction.
* Correlation is significant at the 0.05 level (2-tailed).
** Correlation is significant at the 0.01 level (2-tailed).
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than ten (11%, 14/132) had severe pain. More than half of the patients
(54%, 71/132) had visited the ED for the same complaints earlier
within 30 days. The reason for that was not analyze in this study.

Of the patients, 79% (104/132) were very satisfied or satisfied that
they had received the telephone call. Only 10 patients (8%) had ques-
tions about the discharge instructions related to medical treatment or X-
ray, and two of the patients wanted the ED physician to contact them.

5. Discussion

The ED working model aims to facilitate patient flow, improve the
quality and equality of patient care, and deliver a positive patient and
family experience. In our study of how well the emergency department
(ED) personnel succeed in instructing the patient at discharge, we found
that half of the patients were satisfied with discharge communication.
The other half of the patients felt that the staff did not know enough of
their background to give discharge instruction and hoped for additional
guidance. The importance of guidance is increasingly emphasized be-
cause the treatment times are short. ED personnel continuously face
challenges in the provision of patient-centered care in the time-limited
environment, and without complete knowledge of the patients’ back-
ground and history [1,9]. However, patients expect to receive in-
dividual care and discharge guidance.

Emergency nurses require unique knowledge and skills in order to
successfully provide emergency care and function within their full
scope of practice. The challenge of implementing patient guidance is to
arrange additional time and space for personal patient guidance. This
may not have been seen as important as it should in a busy working
environment.

For many of the patients, the instructions given prior to discharge
remained unclear. Similar tendencies have been reported [2,3]. A com-
bination of staff and patient factors may be contributing to the fact that a
third of patients were unclear about their discharge instructions. Due to
their medical condition, patients may not have been able to learn new
information at discharge. It has been shown previously that many patients
have poor comprehension of their ED care and discharge instructions, and
many of the patients demonstrated a comprehension deficiency in at least
one domain of their ED visit. Patients also reported that the instructions
provided insufficient information, and that numerous different providers
being involved in their care caused confusion [2,6,7,10].

According to the interviewed patients, written instructions were given
to the patient quite rarely. Patients hoped for more written material, and
those who had received the material had also read it. Previous studies
show this practice to be useful because patients are less likely to be
readmitted or visit the emergency department again if they have a clear
understanding of their discharge instructions [11,12,14–17].

About two-thirds of the interviewed patients had received the treat-
ment which they had been expecting, and half of the patients were sa-
tisfied with the ED visit and reported positive feedback. The fact that the
other half were not satisfied, highlights the importance of improving
patient guidance and instructions. Innovative methods are needed in
order to integrate patients into the communication flow, especially in
acute care medical settings, in which the patient today often takes a
passive role [2,22–24]. Ways must be found to increase the patients’
understanding of the medical information and instructions so that they
can effectively participate in their own health care. The focus of the
discharge instructing should increasingly be extended beyond mere in-
formation to include patient understanding, motivation and skills for self-
management at home [8,23]. It is the role of the medical practitioner
responsible for the treatment and discharge to ensure that the instruc-
tions regarding the treatment and medication are understood and fol-
lowed by the patient and their family or close friends. Patients’ views and
experiences need to be recognized and valued by professionals in order to
support their self-care management [8].

It is important that the patients are satisfied with the individual care
and instructions they receive in the ED [24,25]. ED staff perhaps? have

to ensure access to timely, high-quality and evidence-based emergency
care with the patient in the center [20].

6. Limitations

Limitations of this study include small sample size, a single-in-
stitution setting with only one EDs, and a non-randomized design. As a
consequence, any findings may not be generalizable to other settings.

7. Conclusions

Our results suggest, patient discharge guidance must be improved. Its
importance is increasingly emphasized as ED feel pressure to deliver
efficiencies and meet time based targets. In order to ensure patient sa-
tisfaction, attention should be paid to the discharge communication and
instructions. Patients require individual discharge guidance, taking into
account their background and their special needs, e.g. pain management
while allowing patients the opportunity to ask to make sure that they
understand the instructions correctly. All instructions for home care
should also be given in written form. Attention should be paid to en-
hancing the quality of discharge communication and the instructions
provided by the ED personnel, so that patients can better take care of
themselves at home and hopefully feel less need for recurring visits due
to deterioration or inquiry calls because of not knowing what to do.

7. What shall we learn from this study?

From this study, it was learned about what distinguishes the pro-
fessional and the patient’s view. The staff should learn to know what
issues should be raised in the discharge discussion so that the patients
are able to receive individual instructions which are easy to understand,
remember and follow at home. In addition, in order to meet the treat-
ment demands of pain patients, it was noted that attention should be
paid to this group.
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