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Abstract
Background: the perceptions and experiences of care home residents and their families are important for understanding and
improving the quality of emergency care.
Methods: we conducted a systematic review and metasynthesis to understand the perceptions and experiences of care home
residents and their family members who experienced medical emergencies in a care home setting. The review protocol was
registered in PROSPERO (CRD42020167018). We searched ﬁve electronic databases, MEDLINE, CINAHL, PubMed,
Cochrane Library and PsycINFO, supplemented with internet searches and forward and backward citation tracking from
included studies and review articles. Data were synthesised thematically following the Thomas and Harden approach. The
Critical Appraisal Skills Programme qualitative checklist was used to assess the quality of studies included in this review.
Results: of the 6,140 references retrieved, 10 studies from four countries (Australia, Canada, UK and USA) were included
in the review and metasynthesis. All the included studies were assessed as being of good quality. Through an iterative
approach, we developed six analytical themes: (i) infrastructure and process requirements in care homes to prevent and address
emergencies; (ii) the decision to transfer to hospital; (iii) experiences of transfer and hospitalisation for older patients; (iv) good
communication is vital for desirable outcomes; (v) legal, regulatory and ethical concerns and (vi) trusting relationships enabled
residents to feel safe.
Conclusions: the emergency care experience for care home residents can be enhanced by ensuring resources, staﬀ capacity
and processes for high quality care and trusting relationships between staﬀ, patients and relatives, underpinned by good
communication and attention to ethical practice.
Keywords: care homesem, ergenciese, mergency medical services, qualitativ, emetasythesis, older people, systematic review
Key Points

• Understanding perceptions and experiences of care home residents and their families are key to improving emergency care
quality.
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• Emergency care for care home residents and families can be enhanced by ensuring resources, staﬀ capacity and good
processes.
• Trusting relationships underpinned by good communication and ethical practice are important for ensuring good
experience.

Introduction
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Methods
This systematic review and metasynthesis adhered to
ENTREQ (enhancing transparency in reporting the synthesis of qualitative research) guidelines [21]. The review protocol was registered on the international prospective register
of systematic reviews registration database (PROSPEROCRD42020167018). The research question was ‘What
are the perceptions and experiences of residents and their
relatives of medical emergencies in care homes?’. We used
the term ‘care homes’ to include all residential care and
nursing facilities. We included qualitative studies, and
mixed methods studies that contained qualitative data, from
interviews or focus groups with care home residents and/or
their relatives/caregivers. Only English language papers were
eligible for inclusion, due to resource availability.
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Medical emergencies in residential or nursing care homes are
common and costly, often resulting in calls to out-of-hours
general practitioners (GPs) or emergency medical services,
with ambulance attendance frequently resulting in hospital
transfer and concomitant costs and risks of hospitalisation
[1]. Although rates of transfer vary between countries, one
systematic review reported at least 30 transfers per 100
residents annually from residential care to emergency departments (ED)s 2]. Estimates from a nationally representative
US sample suggest that older (≥65 years) nursing home
(NH) residents alone accounted for 14 million ED visits
[3]. Care home residents representing 2.8% of the older
population in England account for 6.5% of ED attendances
[1].
Residents transferred to hospital are often admitted
(almost half in one study), and those hospitalised are more
likely to die compared with those in community dwellings
[4]. Hospital transfer is considered preventable if ‘an existing
condition would have been managed optimally in the NH
at an earlier stage or when adequate prevention would have
avoided its initial presentation’ [5]. Although deﬁnitions of
appropriateness and potential preventability of transfers are
contested [5], over half of emergency transfers are deemed
potentially preventable using international criteria [6].
Concerns over risks and costs of preventable admission
mean that previous research has focused largely, but not
exclusively, on rates and reasons for transfer to hospital.
Provider factors aﬀecting transfer include unclear expectations, staﬃng capacity and capability, limited access to
multidisciplinary support or communication problems with
decision-makers [7]. Frontline staﬀ faced with a resident’s
worsening condition, family insistence or physician recommendation, deem transfers to be unavoidable [8]. NH
characteristics, such as staﬀ-resident ratio and skills [9] or
advance care planning and support from local health services,
may also aﬀect emergency care and reduce hospital transfers
[10]. Relatives are important advocates for residents [11]
with previous studies ﬁnding that family concerns about
NH care, lack of advance care planning or preparedness for
end-of-life care and goals of care may be factors in transfer
decisions [12].
Most previous systematic reviews on emergencies in care
homes have focussed on transfer to ED decisions [2, 13,
14], with less concern for wider considerations of quality. To ensure high quality emergency care that is eﬀective
and eﬃcient, safe and provides good service user experiences [15], we need to understand the wider experiences
of emergency care provided within care homes from the

perspectives of residents and their relatives. One systematic
review conducted by Pulst et al. [16], exploring family
members’ experiences and involvement in transfer decisions
from NH to hospital, described the important role of family
members in facilitating communication between residents
and medical staﬀ, and between NHs and hospitals.
Quality of health care in care homes has been conceptualised in terms of systems, based on structure (contextual, organisation and staﬃng), process (care processes) and
outcomes (care quality, resident characteristics and longer
term outcomes) [17]. Goodman et al.’s [18] realist review
describes the importance of relational working between care
home staﬀ and other professionals, supported by contextual
factors including ﬁnance, protocols, clinical expertise and
structured assessment and care planning. High quality emergency care for older people requires access to community
services, pathways, comprehensive assessment, good communication between services and commissioning for care
coordination, underpinned by sound knowledge of frailty
syndromes [19]. The framework for enhanced health in
care homes [20] includes: enhanced primary care support;
multidisciplinary team support and coordination of care;
reablement and rehabilitation; high quality end-of-life and
dementia care; joined-up commissioning; workforce development and information technology and data.
Less is known about care home residents’ and their relatives’ perspectives on medical emergencies and how quality of
emergency care can be improved. The aim of this systematic
review was to provide a comprehensive synthesis of the
perceptions and experiences of care home residents and their
relatives, who have experienced medical emergencies in a care
home setting.

Perceptions and experiences of residents and relatives of emergencies in care homes

Search strategy

Study selection

Databases (MEDLINE, CINAHL, PubMed, Cochrane
Library and PsycINFO) were searched from inception to
April 2020. This was supplemented with internet searching
(google scholar) and screening of reference lists from the
selected articles and review articles. Search strategies were
developed with support from our research librarian (MO)
including a combination of the following keywords and
related terms: care homes, residents, family and qualitative
research (see Appendix 1, Supplementary data are available in
Age and Ageing online). Three reviewers conducted database
searches (FC, IJ and KS). Search results were exported to
Excel, where duplicates were removed.

Screening was conducted independently by four reviewers
(DL, IJ, FC and KS). The ﬁrst phase was title and abstract
screening. Full texts, including articles that could not be
excluded based on title and abstract, were retrieved and
assessed for relevance, and reasons for exclusion recorded
(see Figure 1). Eligibility discrepancies were resolved through
discussion and/or inclusion of an additional reviewer (AS).
Data extraction and quality assessment

A standardised, pre-piloted form was used to extract data
from included studies for assessment of quality and data
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Figure 1. Flowchart of the selection process of articles.
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Data synthesis

Thematic synthesis, following the Thomas and Hardern
approach, was used to synthesise qualitative data supported
by NVivo 12 [22]. This was done by two reviewers (DL and
IJ), in three stages: (i) free line-by-line coding employing
an inductive analysis of ﬁndings from primary studies; (ii)
organisation of these ‘free codes’ into related areas to construct ‘descriptive’ themes and (iii) development of ‘analytical’ themes. As a means of validating the ﬁndings, reviewers
undertook repeated reading of the included study results and
discussions with the wider review team.

Results
After removing duplicate citations, 6,140 distinct citations
were identiﬁed, of which 6,027 were excluded based on title
and abstract (Figure 1). For the remaining 113 citations,
full text papers were obtained and screened, resulting in 10
studies meeting eligibility for inclusion.

aged care facilities (RACF) [13], a care facility [23] and an
assisted living facility [29]. Two included studies [11, 23]
explored family members’ experiences of care home emergency transfers, whereas the other eight explored experiences
of a wide range of stakeholders (residents, care home staﬀ and
ED staﬀ) involved in care home to ED transfer decisions.

Quality appraisal

Overall, the included studies provided clear research aims,
and were appraised as good across most key criteria related
to their design and conduct as described in the CASP
tool. However, none of the included studies described the
relationship between researchers and participants. Where
criteria are described as unclear it was potentially due to lack
of reporting by study authors rather than methodological
quality. For example, Abrahamson et al. [11] did not discuss
their research design in the context of their study aims.
Some studies [25, 26, 28, 30] did not report suﬃcient
detail of study information presented to participants before
recruitment. Finally, one study [28] did not provide enough
detail about the rigour of data analysis methods employed
(Table 2).

Themes
Six ‘analytical’ themes were developed through discussion
and revisiting the aim of the review.
Theme 1: infrastructure and processes in care
homes to prevent and address emergencies

Residents lacked faith in medical care provided in the
care home, highlighting concerns about access to clinical
assessment and care. They felt insecure about being unwell,
reported diﬃculties convincing nurses that they were sick
and experienced delays in their condition being taken
seriously.
I think they’re mainly to do with aged care and not so much with sick care.
I mean, they haven’t even got a bloody thermometer here. How the hell are
they supposed to look after someone like me? [resident 9] [13]

Characteristics of included studies

The 10 included studies (Table 1), were published between
1989 and 2020, from four countries, Australia [13, 23],
Canada [24, 25], UK [26] and USA [11, 27–30], and
comprised 179 residents and 193 family members. All the
studies recruited participants through care facilities, bar one
[23], which placed adverts in two major newspapers (in
Melbourne, Australia). Most studies recruited participants
from NH facilities [11, 24, 25, 27, 28, 30], one included
National Health Service (NHS) community care teams,
care homes and NHs [26], with the remainder describing
experiences of residents and/or families of those in residential
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Family members also expressed that care homes were able
to provide basic care, but less well equipped to deal with
medical problems.
Good long-term care and knowledge of the resident was
linked to earlier detection and, by implication, treatment.
There was a perception that lack of routine care could
increase the likelihood of emergency situations arising.
The nurses and respiratory therapists that are with him every second of the
day, they know what he needs and they have just grown to catch the illness
earlier. They just know how to take care of him. (Respondent B, daughter)
[11]
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synthesis. Information extracted included: study details
(title, authors, date and country), methods (aims, objectives,
research questions, study design, setting, data collection
methods and data analysis), participant characteristics
(demographics, inclusion/exclusion criteria, method of
recruitment, sample selection and sample size) and study
ﬁndings (main and secondary outcomes and author
conclusions). Data were extracted by two reviewers (IJ and
DW) and checked for accuracy by a third (DL).
Low quality was not an exclusion criterion. Quality
was assessed using the Critical Appraisal Skills Programme
(CASP) qualitative checklist (Critical Appraisal Skills
Programme, 2019; https://casp-uk.net/casp-tools-checkli
sts/), including domains of research aims, methodology,
research design and strategy, methods of data collection
and communication between researchers and participants,
ethical considerations, rigour of data analysis and the clarity
and value of study ﬁndings.
Two reviewers (IJ and DW) independently assessed study
quality. Discrepancies were resolved by a third reviewer (FC).
Further discrepancies were resolved by discussion and in
consultation with a fourth reviewer when needed (DL).

Perceptions and experiences of residents and relatives of emergencies in care homes
Table 1. Study characteristics
.Study
. . . . . . . . . . . . . . . . . . . . . . Study
. . . .aims
. . . . . . . . . . . . . . . . . . .Sample
. . . . . . . . . . . . . . . . . . . . . . Method
. . . . .of.data
. . collection
. . . . . . . . . . . . . . .Method
. . . . of. data
. . .analysis
............
Abrahamson et al. [11]; USA

Arendts et al. [13]; Australia

Kayser-Jones et al. [28]; USA

McCloskey [24]; Canada

Morphet et al. [23]; Australia

Robinson et al. [25]; Canada

Scott et al. [26]; UK

Sharpp and Young [29]; USA

Stephens et al. [30]; USA

20 family members who had recently
been involved in a NH to hospital
transfer decision

Semi-structured interviews

Qualitative content analysis

Sampling was purposive with snowball
sampling techniques additionally used
for staﬀ recruitment; 11 residents, 14
relatives and 17 RACF staﬀ members

Semi-structured one-on-one interviews

Qualitative content analysis

All those (42 respondents) involved in
the NH to ED transfer decision

Interviews: minimum of two
informants per transfer interviewed,
with a range of 2–4 interviews per
transfer

Data were analysed with hermeneutic
phenomenological methods

A purposive approach (based on event
analysis) was used to recruit physicians,
nursing staﬀ, NH residents and family
members

A semi structured interview guide with
open and closed questions was used to
facilitate in-depth interviews.

To examine residents’ entire transfer
experience and to identify things that
impede coordination and
communication between settings of
care.
The aim of this study was to investigate
the experiences of relatives who had a
family member in an aged care facility
subsequently transferred to an
emergency department
To identify key elements inﬂuencing
the success of transitions in care for
residents moving between NHs and
EDs from multiple perspectives (i.e.
residents, family members and
professional healthcare providers)
To explore patient perceptions of safety
and identify how they can be used to
construct additional barriers to reduce
safety incidents within organisational
care transfers, which are known to be
high in risk.
To explore the health care incidents
and experiences of residents and their
family members who were transferred
from AL to an ED.

9 practitioners, 6 ED personnel and 5
residents

Interviews, participant observation,
and examination of institutional
policies and standard practices

Use of descriptive data of each
acute-illness episode to characterise and
explain the unique features of the event
with an aim toward bringing together
diverse information from many cases
into a clear and uniﬁed interpretation
The investigator read ﬁeld notes and
transcribed interviews multiple times
using Potter and Wetherell’s guidelines
for discourse analysis

Purposive sampling was used. 24
relatives of residents participated

Semi-structured interviews

Inductive content was used to analyse
the transcripts

71 participants: NH residents who had
experienced a recent transition in care
to a hospital ED with return back to
the NH; family members of those
residents; and professional healthcare
providers involved in transitions
14 patients (4 men, 10 women; average
age 76.2 years) were purposively
recruited from NHS community care
teams, social care homes and private
NHs

Semi-structured interviews guided by
open-ended questions, context speciﬁc
focus groups, individual interviews.

Transcripts were analysed using
constant comparison in this
interpretive descriptive study

Appreciative Inquiry (AI) methodology
was used to develop semi-structured
interviews, using the Discover and
Dream processes of AI

The interview was split into the
Discover and Dream processes of AI
and thematic analysis was used to
highlight key themes from across the
two processes

9 family members (68 ± 15.3 years)
and 14 caregiving employees (42.6 ±
13.9 years)

Interviews or focus group discussions

35 stakeholder participants: NH
resident family members, NH
administrators, providers, nursing staﬀ,
ED and hospital providers

Focus group interviews

Descriptive thematic analysis was
utilised in this prospective mixed
methods study. Method and
respondent triangulation were used to
establish trustworthiness of data
Grounded theory approach in which
inductive reasoning allows ﬁndings to
emerge from the data.

This paper explores provider
perspectives on the role that families
play in the decision to transfer NH
residents to the ED

AL = assisted living.

In contrast, there were also positive experiences of emergency
care. Structural constraints, such as lack of experienced or
knowledgeable nursing staﬀ, poor access to medical advice
and staﬀ shortages, were reported. Lack of knowledge of
patients and illnesses were problematic for assessment and
management of acute conditions.
Unqualiﬁed staﬀ were felt to be inadequately equipped
for emergencies and lack of trained staﬀ was felt to increase
the pressure to transfer unwell residents to hospital. This
was perceived by family members to lead to misdiagnosis or

diagnostic delay and unnecessary transfer to hospital. These
problems were exacerbated by staﬀ shortages. The lack of
contact, availability or response of physicians aﬀected both
routine and emergency care.
Theme 2: the decision to transfer to hospital

The decision to transfer overlapped and interconnected
with other themes. Relatives understood the importance of
listening to residents and considering their preferences about
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Jablonski et al. [27]; USA

To better understand the experiences of
family members who serve as surrogate
decision-makers in the NH to hospital
transfer decision-making process
To capture and interpret the
perspectives of three important
decision-making groups (residents,
relatives of residents and RACF
nursing staﬀ) concerning the transfer
of residents from RACF to ED; to
understand how the perspectives of
these converge and diverge; and to
explore shared decision making and the
extent to which there was delegation of
transfer decisions to others.
To examine and describe how decisions
occur to transfer NH residents to EDs
to determine what, if any, other factors
inﬂuence transfer decisions. The
research questions: (a) who were the
people directly involved in decisions to
transfer NH residents from the facility
to the ED, and (b) what were their
experiences with decisions to transfer a
NH resident from the facility to the
ED?
To describe the clinical conditions
necessitating transfer of NH residents
to an acute hospital with emphasis, on
the social-structural factors
contributing to hospitalisation.

F. Curtis et al.
Table 2. CASP qualitative checklist
Study

CASP01

CASP02

CASP03

CASP04

CASP05

CASP06

CASP07

CASP08

CASP09

CASP10

Abrahamson et al. [11]
Arendts et al. [13]
Jablonski et al. [27]
Kayser-Jones et al. [28]
McCloskey [24]
Morphet et al. [23]
Robinson et al. [25]
Scott et al. [26]
Sharpp and Young [29]
Stephens et al. [30]

Y
Y
Y
Y
Y
Y
Y
Y
Y
Y

Y
Y
Y
Y
Y
Y
Y
Y
Y
Y

?
Y
Y
Y
Y
Y
Y
Y
Y
Y

Y
Y
Y
Y
Y
Y
Y
Y
Y
Y

Y
Y
Y
Y
Y
Y
Y
Y
Y
Y

N
N
N
N
N
N
N
N
N
N

Y
Y
Y
?
Y
Y
?
?
Y
?

Y
Y
Y
?
Y
Y
Y
Y
Y
Y

Y
Y
Y
Y
Y
Y
Y
Y
Y
Y

Y
Y
Y
Y
Y
Y
Y
Y
Y
Y

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

transfer. ‘Resident wishes and desires emerged as important
to family members who had participated in a hospitalisation
decision’ [11]. However, there was ambivalence among
residents and relatives about transfer to ED. Some wished to
be transferred and felt safer in the ED, whereas others did
not wish to be moved from the care home.
This ambiguity around ED transfer is well summarised by one informant:
She’s been quite happy with her experience – apart from not wanting to be
there [relative 4] [13].

In the ideal situation, discussion and involvement of the
resident, family members and staﬀ led to a collective decision. However, residents felt they were not always consulted.
Diﬀerences in perspectives of residents, family members and
staﬀ sometimes led to conﬂict in transfer decisions.
The family member later recalled, ‘I came over knowing that [the resident]
did not like to go to the hospital’ because of previous bad experiences. The
resident, though in pain, did not want to go the hospital. Because of the
diﬀerences in viewpoints as to what was best for the resident, as well as to the
severity and acuity of the problem, conﬂict resulted [27].

There were also perceived delays in transfer due to lack of
knowledge among staﬀ or access to medical assessment or
diagnostics. In some settings there were ﬁnancial barriers to
transfer, such as the additional costs of hospital and the NH
bed while the resident was an inpatient, and costs of transport back to the care home. Despite this, ED was often felt to
be the only safe option, particularly when other alternatives,
such as attendance of a doctor, were not available.
Theme 3: experiences of transfer and
hospitalisation

Residents felt safer transferred to an ED for urgent care rather
than remaining in the care home.
Residents overwhelmingly described a sense of security associated with ED
transfer. [resident 6] [13].

Despite this perception of security, residents also often
viewed the ED as ‘busy, chaotic and demanding’ and as a
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result ‘felt ignored or forgotten’ [13]. Residents were positive
about ED staﬀ, but often negative about their experience
of EDs.
Family members also perceived EDs to be safer and more
able to provide urgent medical care but ‘were concerned that
resources in ED were inadequate to provide care to older
patients’ [23] based on their personal experiences in the past
and experiences with the residents. They also thought EDs
were overcrowded and noisy, with long waits, all worsening older patients’ confusion. Relatives were also concerned
about ED nurses’ skills and considered specialist staﬀ might
be better treating older patients.
Simple things such as remembering to speak more loudly to older people
who have a loss of hearing, or taking the time to explain procedures in a way
the older person could understand, were important to relatives, and would
improve their experience [23].

Relatives felt they had an important role in the ED as
advocates and medical historians. Although the decision to
transfer was often perceived positively, inpatient care was
often considered poor for various reasons. Problems with
return to the care home after hospitalisation, including lack
of medicines or ambulance transport, were also reported.
Theme 4: good communication is vital
for acceptable outcomes

Information sharing and communication were important
at every stage of emergency care for residents and family
members. Residents described how they were involved with
decisions.
I just sort of say ‘well if I’m not very happy with that what do you think we
can do’. and we just have a little private conversation between the staﬀ and
me. And we arrive at what we both agree on. [P04] [26]

Occasionally residents were asked to provide information
during transfers but were not able to provide suﬃciently
detailed information. Sometimes residents felt ignored, or
even described facilitating communication between professionals. Most family members felt conﬁdent in nursing staﬀ
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CASP includes the following qualitative checklist: 1. Was there a clear statement of the aims of the research? 2. Is a qualitative methodology appropriate? 3. Was the
research design appropriate to address the aims of the research? 4. Was the recruitment strategy appropriate to the aims of the research? 5. Were the data collected in
a way that addressed the research issue? 6. Has the relationship between researcher and participants been adequately considered? 7. Have ethical issues been taken
into consideration? 8. Were the data analyses suﬃciently rigorous? 9. Is there a clear statement of ﬁndings? 10. How valuable is the research?

Perceptions and experiences of residents and relatives of emergencies in care homes

In some cases, frustrated physicians hospitalised patients after having diﬃculty obtaining reliable information about the patient’s condition from the
nursing staﬀ [28].

Theme 5: legal, regulatory and ethical concerns

Whether family members had legal authority through a
Power of Attorney or not, they recognised they had an
important role as advocates for their loved ones during
emergency situations. Care home staﬀ enabled relatives to
make choices in decisions about active treatment or palliative
care for care home residents.
They said they could just keep him comfortable in the nursing home, and
make him a hospice patient. We opted to send him to the hospital to have
antibiotics. Because he was up walking around . . . he was able to have a little
quality of life so I ﬁgured he may have a few more years left, maybe he had
some quality of life left. (Respondent E, niece) [11].

Relatives felt healthcare staﬀ sometimes ignored relatives’
legal authority or their professional obligations took precedence.
Ethical concerns included end-of-life decisions, where
‘family members described the end-of-life choices as a particularly challenging aspect of their role’ [11]. Family members
were aware of advanced directions, but these were sometimes
considered less relevant. Family members reported being
upset about having to make life and death decisions during
the emergency episode.
One person reported being faced with an end-of-life discussion as soon as
she arrived to the ED: ‘I got so upset when that nurse confronted me . . . I
got really stressed out . . . they wanted me to make a life and death decision
... ‘Do you want us to revive her?’ That was put squarely on my shoulders’
(Interview 8) [23].

Care homes varied in their use of ‘do not hospitalise’ (DNH)
orders but both staﬀ and relatives tried to consider the best
interests of the resident.
Theme 6: trusting relationships enabled residents
to feel safe

Positive ongoing relationships between residents, relatives
and staﬀ were felt to engender trust and lead to better care
and positive outcomes. Trust in the trained professional
looking after them was also important for relatives in helping
residents to feel safe.

I just put myself in their hands. I know that they’ll get me there safely. I don’t
know why, I just trust people. [P02] [26]

Relatives described having trust in care home staﬀ with
regards to decision-making and emergency transfers.
In some circumstances relatives reported that they had complete trust in
the decision-making process of staﬀ, and had essentially given staﬀ an
imprimatur to make whatever decisions that staﬀ felt were best for the
resident: I think, I accept that’s that – they do the right thing (relative 12)
[13].

Discussion
This systematic review included 10 studies from four countries (Australia, Canada, UK and USA) published between
1989 and 2020. Six main themes were identiﬁed: (i) infrastructure and process requirements in care homes to prevent
and address emergencies; (ii) the decision to transfer to
hospital; (iii) experiences of transfer and hospitalisation for
older patients; (iv) good communication is vital for desirable
outcomes; (v) legal, regulatory and ethical concerns and
(vi) trusting relationships enabled residents to feel safe. This
review supports and adds to guidance on urgent and emergency care for older people [18] and supports the importance
of enhancing relational as well as structural elements for
quality improvement in this setting [17, 31].
Residents and relatives perceived that care home infrastructure and processes were inadequate to prevent or deal
with emergencies due to lack of staﬀ, training, access to
medical and nursing professionals and diagnostic facilities.
Transfer decisions were complex, contested or delayed, which
residents and relatives perceived to be linked to these deﬁciencies, but also to conﬂicting wishes and communication
problems among stakeholders. Good information sharing
and communication between residents, relatives and healthcare staﬀ were perceived to be vital for good health outcomes
and experiences. The legal status of family members, regulatory responsibilities of staﬀ and ethical concerns around
advance care planning and end-of-life decisions were an
important area for improvement. Finally, trusting relationships among residents, relatives and staﬀ were considered
essential for provision of safe urgent care.
Although this review focused on wider experience of
emergencies in care homes, transfers and hospital admissions
were an important experience outcome [1]. Arendts et al.
[14] systematic review of residents’, family members’ and
carers’ views on transfer decisions, found, not surprisingly,
that transfers occurred when there was expectation of better
clinical or quality of life outcomes for the resident. Other
reasons reported, similar to this review, were lack of resources
or low conﬁdence in care provided, problems with care planning or communication, threat of litigation or conﬂicting
views about transfer [14].
Some residents and relatives described a sense of security
when residents attended EDs and were placed under medical
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to communicate with them and welcomed the information
provided.
Relatives also felt conﬁdent to ask for clariﬁcation when
they needed to. However, sometimes information conveyed
to relatives was perceived to be inadequate or unclear.
Residents and family members were less positive about
interprofessional or interorganisational communication,
where lack of communication was a factor in transfers to
hospital and was perceived to have adversely aﬀected patient
safety.

F. Curtis et al.

Strengths and limitations

This study, presenting the ﬁrst metasynthesis of resident and
relatives’ perspectives of emergencies in care homes, followed
ENTREQ guidelines and a rigorous prespeciﬁed protocol,
ensuring a comprehensive search and a transparent, replicable review process. All included studies were independently
assessed using the CASP quality appraisal checklist, which
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assesses diﬀerent domains of qualitative research. Included
studies were overall deemed to be of good quality, which
provides increased conﬁdence in the results. Family members
have an important role [42], and this review drew upon the
combined experiences and perceptions of both the care home
residents and their relatives.
The data from 10 studies and four countries may have
included very diﬀerent experiences of emergencies in care
homes. Most studies included in this review were based in
NHs, even though this is not where most older people living
in long-term care reside [43]. However, many experiences
described by residents and their relatives were similar across
studies.
Implications for practice and research

More research is needed on managing emergencies in UK
care homes, eliciting experiences of residents and relatives,
as increasing eﬀorts are directed at interventions that reduce
the need for hospital transfer.
Where transfers are needed, experiences could be
improved by ensuring decisions are fully discussed, where
possible, with the resident and legally authorised representatives that EDs are optimised for this patient group, and
arrangements planned for return to the care home.
Other important factors include sound knowledge and
skills to assess the patient, good relationships and communication between residents, families, care home staﬀ and other
professionals and timely action [25].

Conclusion
This review highlights ways to improve the emergency care
experiences in care homes, from prevention, to early assessment and transfer, by ensuring resources, capacity and processes for high quality care. Trusting relationships between
residents and stakeholders, underpinned by good communication and attention to ethical practice, were also considered
important.
Supplementary Data: Supplementary data mentioned in
the text are available to subscribers in Age and Ageing online.
Declaration of Conflicts of Interest: None.
Declaration of Sources of Funding: None.
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