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Abstract
Frequent users of emergency departments (FUED; ≥ 5 ED visits/year) commonly cumulate medical, social, and substance 
use problems requiring complex and sustained care coordination often unavailable in ED. This study aimed to explore ED 
healthcare providers’ challenges related to FUED care to gain insight into the support and resources required to address 
FUED complex needs. An online survey was sent to all general adult emergency services within Switzerland (N = 106). 
Participants were asked to indicate the extent to which they perceived that FUED represented a problem and to describe 
the main challenges encountered. In total, 208 physicians and nurses from 75 EDs (70.7%) completed the survey. Among the 
208 participants, 134 (64%) reported that FUED represented a challenge and 133 described 1 to 5 challenges encountered. A 
conventional content analysis yielded 4 main categories of perceived challenges. Negative consequences in the ED secondary 
to FUED’s presence (eg, ED overcrowding, staff helplessness, and fatigue) was the most frequently reported challenge, 
followed by challenges related to FUEDs’ characteristics (eg, mental health and social problems) leading to healthcare 
complexity. The third most frequently encountered challenge was related to the ED inappropriateness and inefficiency to 
address FUEDs’ needs. Finally, challenges related to the lack of FUED healthcare network were the least often mentioned. 
ED healthcare providers experience a wide range of challenges related to FUED care. These findings suggest that currently 
EDs nor their staff are equipped to address FUEDs’ complex needs.
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Original Research

What do we already know about this topic?
Frequent users of emergency departments (FUED; ≥ 5 ED visits/year) commonly cumulate medical, social, and sub-
stance use problems requiring complex and sustained care coordination often unavailable in ED and typically receive ED 
care that is less satisfying to them than infrequent ED users.

How does this research contribute to the field?
Findings indicate that ED healthcare providers experience a wide range of challenges related to FUED cares. Findings 
provide a broader understanding of challenges related to FUED and the needs and supports required for ED staff to 
address FUED complex needs.

What are research’s implications toward theory, practice, or policy?
Providing ED staff with support and tailored tools to help them address FUED complex needs may be accomplished by 
implementing case management intervention tailored to FUED in ED.
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Frequent users of emergency departments (FUED; ≥ 5 ED 
visits/year) have been a focus of attention in emergency 
medicine for more than 3 decades in developed countries.1,2 
Although they represent a small number of patients, they 
account for a disproportionately high number of all ED vis-
its3 and are therefore often considered contributors to ED 
overcrowding.1 In Switzerland, a study conducted at the 
Lausanne University Hospital showed that FUED repre-
sented 4.4% of all ED patients, accounting for 12.1% of all 
ED visits.3 Like most developed countries, Switzerland has 
universal health coverage, relying on mandatory individual 
health insurance, enabling access to care.

Driving the high number of ED visits is the fact that 
FUED often cumulate chronic medical diseases, psychologi-
cal, substance use, and social problems.3-6 Despite their need 
of services, FUED receive ED care that is less satisfying to 
them than infrequent ED users.7 Past qualitative research 
conducted in Sweden and in Canada provide insight into 
their common dissatisfaction, revealing that FUED per-
ceived ED staff to consider their demands as time-consum-
ing and inappropriate whereas, they viewed them as 
urgent.8-10 Hence, they perceived ED staff to belittle their 
symptoms and did not feel understood.

In response, previous research focused on identifying, 
developing, and testing interventions tailored to FUED high-
lighted case management (CM) as one of the most promising 
approaches.2 Consistent with FUED needs, CM is a collab-
orative intervention that aims to ensure and coordinate tai-
lored care and services on the basis of a holistic evaluation of 
patients’ needs and priorities.11,12 A growing body of research 
supports CM effectiveness in reducing ED use and related 
costs while improving housing and environmental quality of 
life among FUED.11,13,14

Despite these promising findings, wide-spread implemen-
tation across different care settings, such as community hos-
pitals and non-academic centers, remains uncommon. To 
help address this gap between the evidence of CM effective-
ness and its use in practice, research providing insight into 
potential strategies to implement CM is needed.2 To contrib-
ute to this research agenda, our team is currently conducting 
a project aimed at implementing CM tailored to FUED in 
public hospitals within the ED in the French speaking part of 
Switzerland.15 The first step of this ongoing study was to 
explore ED staffs’ perceptions of FUED and gauge their 
interests in implementing CM. An online survey was sent to 

1Department of Vulnerabilities and Social Medicine, Center for Primary Care and Public Health, Chair of Medicine for Vulnerable Populations, University 
of Lausanne, Switzerland
2Faculty Health Sciences, School of Pharmacy and Biomedical Sciences, Curtin University, Western Australia
3Emergency Department, Lausanne University Hospital, University of Lausanne, Switzerland
4Addiction Medicine, Department of Psychiatry, University of Lausanne, Switzerland

Received 21 January 2021; revised  19 May 2021; revised manuscript accepted 7 June 2021

Corresponding Author:
Véronique S. Grazioli, Department of Vulnerabilities and Social Medicine, Center for Primary Care and Public Health, University of Lausanne, Rue 
Corniche 10, Lausanne CH-1011, Switzerland. 
Email: Veronique.Grazioli@unisante.ch

all general adult emergency services in Switzerland.16 In 
total, 64% of participants perceived important challenges 
around FUED. Findings also indicated that the majority of 
ED staff face FUED regularly, yet they feel poorly informed 
on how to manage them. Interestingly, whereas more than 
90% of ED staff thought that CM could be useful, less than 
60% showed interest in implementing it.16 Hence, despite a 
perceived need and interest in implementing CM, ED staff 
appear to face barriers adopting and implementing it.

These findings suggest that in order to scale-up CM across 
Switzerland, developing strategies to increase ED staff will-
ingness to implement CM are necessary. Improved knowl-
edge of ED staff experience related to FUED may assist in 
developing such strategies. That said, surprisingly, scarce 
attention has been paid to ED healthcare providers’ experi-
ence related to FUED. A recent qualitative study conducted 
in Sweden explored the experience of encounters with fre-
quent users of psychiatric ED among nurses and physicians.17 
The main findings revealed that psychiatric ED nurses and 
physicians found their encounters with frequent users as 
“caring, professional, and human processes” requiring spe-
cific abilities, such as self-awareness, self-acceptance, and 
self-compassion. Another qualitative study conducted with 
the same sample explored ED staff understanding of frequent 
users and their needs.18 Nurses and physicians perceived that 
psychiatric FUED frequent users needed to be relieved from 
loneliness, hopelessness, and psychiatric symptoms with 
cohesive care and support.

Whereas these findings provide interesting insight into 
the experience of ED healthcare staff with FUED, to the best 
of the authors’ knowledge, there are only 2 qualitative stud-
ies exploring their perceived challenges related to FUED 
care. The first study involved ED nurses in the USA.19 
Echoing findings in FUED described above, findings 
revealed that ED nurses were concerned with the appropri-
ateness of FUEDs’ reasons to visit ED. Findings also docu-
mented a perception of mismatch between FUED demands 
and the ED biomedical orientation, leading to shared feelings 
by both ED staff and FUED of failure, reduced moral and 
frustration. The second study was conducted in Singapore 
and involved ED staff perceptions of frequent users of psy-
chiatric ED.20 Mirroring parts of the findings described 
above, results revealed challenges in addressing patients’ 
needs without suitable alternatives, leading to feelings of 
failure and fatigue.
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These findings provide an initial indication that ED staff 
encounter challenges related to FUED care, suggesting that 
FUED phenomena represents a larger problem affecting both 
FUED and ED clinicians. Gaining a better knowledge of the 
specific challenges faced by both ED physicians and nurses 
is important to identify which supports and resources are 
needed to address both the complex needs of FUED and 
develop strategies to implement them into practice. In 
response, this study aimed to explore nurses and physicians’ 
perceptions of challenges related to FUED care in ED public 
hospitals in Switzerland.

Materials and Methods

Procedures

The data were collected as part of the larger ongoing research 
project aiming at implementing a case-management interven-
tion tailored to FUED in public hospitals with ED in the 
French speaking part of Switzerland.15 As mentioned earlier, 
the first step of this larger study was to explore perceptions of 
FUED and gauge interests in implementing CM by ED staff. 
To do so, an online survey was sent across all general adult 
emergency services in the French part of Switzerland. To eval-
uate broader interest in implementing CM, the survey was fur-
ther sent across the whole of Switzerland (106 hospital sites). 
The survey was sent with a short explicative text about FUED 
and CM to heads of ED of the 106 hospitals. Recipients were 
asked to forward the survey to their ED colleagues (ie, head 
nurses, nurses, chief residents, and residents). The assessment 
took place between September 2017 and March 2018. The sur-
vey was anonymous; accordingly, participants did not provide 
informed consent. Participants were informed that the survey 
was part of the larger Swiss National Science Foundation 
(FNS 407440_167341) funded research project and that data 
would enable a national picture of FUED problem. All proce-
dures were approved by the Human Research Ethics 
Committee of Canton de Vaud (2018-00442).

Measures

The larger survey included 19 closed and open-ended ques-
tions, in German, French, and Italian, (covering 99.2% of the 
Swiss population) assessing ED staff’s perception of FUED 
and interest in implementing CM.16 Of those, the 2 questions 
exploring ED staff perceptions of challenges related to 
FUED care were used in the current study. Participants were 
asked to indicate the extent to which they perceive FUED to 
be problematic within their ED service, using a Likert scale 
ranging from 1 = a non-important problem to 4 = an extremely 
important problem. Next, an open-ended question asked par-
ticipants to describe the main challenges encountered (ie, If 
yes [if you answered yes to the previous question], what are 
the main challenges you encounter?).

Participants

Of the 106 sites invited to participate, 75 sites (70.7%) com-
pleted and sent back at least 1 survey (range of responses by 
site: 1-19).The initial sample included 248 respondents. 
Missing data (n = 39; 15.7%) on key variables for the current 
study were listwise, resulting in a finale sample of 209 
participants.

Qualitative Analysis

This study entails a qualitative description. The aim of 
qualitative description is to provide a comprehensive sum-
mary of the qualitative data, while staying close to the 
words. This method was selected because it enables to 
obtain straight and non-theorized answers to questions rel-
evant for practitioners, researchers, or policy makers.21 
Accordingly, conventional content analysis was used to 
analyze responses to the open-ended question exploring 
challenges related to FUED care.22 This methodology 
facilitates description and summary of qualitative data 
through a systematic process of coding and classification. 
Specifically, participants’ responses were reviewed by a 
master’s-level nurse and a PhD-level psychologist to iden-
tify recurring categories of challenges.22 Initial coding was 
conducted independently and a codebook was created in 
consensus meetings, pooling codes, and eliminating idio-
syncratic or redundant codes. The codebook was reviewed 
by a master’s-level clinician nurse and adapted in consen-
sus meetings, resulting in the final version. Next, 2 raters 
(post-baccalaureate and PhD-level researchers) indepen-
dently rated all responses. Interrater reliability was estab-
lished using percent agreement (82%) and reached 
acceptable levels according to standards in the literature.23 
Remaining discrepancies were resolved in consensus 
meetings.

Frequency analysis was conducted in SPSS 26 to describe 
the endorsement of different challenge categories in the com-
plete sample and by professions (ie, physicians, nurses). This 
final step aimed to provide insight into which challenges are 
most frequent and whether challenges differ between profes-
sions and management positions.

Reflexivity

We conducted the analysis recognizing that participants and 
researchers typically construct their own perceptions through 
their previous experiences.24 Members of the research teams 
have expertise and/or experience with FUED. Instead of 
denying those, they were considered during the analysis pro-
cess. Specifically, members of the research team involved in 
the analysis were asked to reflect on their own perceptions 
and consider them while proceeding the initial coding and 
developing the final codebook.
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Results

Description of the Sample

More than half of the initial sample (52.6%) came from the 
German speaking part of Switzerland, whereas 43.6% and 
3.8% were from the French and Italian speaking parts, 
respectively. The number of respondents fit approximately 
with the proportion of residents in each part of Switzerland 
(ie, 71%, 24.5%, and 4.5% in the German, French, and Italian 
parts, respectively) and contacted hospitals (ie, 72%, 21%, 
and 7% in the German, French, and Italian parts, respec-
tively), even though the French part was slightly overrepre-
sented. Although there are some cultural differences across 
linguistic regions in Switzerland, the overall healthcare sys-
tem is similar nationwide. Specifically, all linguistic regions 
in Switzerland have universal health coverage. This system 
relies on mandatory individual health insurance with govern-
ment subsidies where necessary. The complete sample 
included 48 nurses (23.1%), 45 head nurses (21.6%), 96 head 
physicians (46.2%), and 19 residents (9.1%).

Of the 208 participants, 133 provided at least 1 answer to 
the open-ended question asking participants to describe the 
main challenges encountered (458 answers in total). Among 
the 75 participants who provided no answer to the open-
ended question, 62 participants (82.7%) perceived FUED to 
be a non-important problem, 11 (14.7%) a rather-important 
problem and 2 (2.7%) an important problem. Table 1 dis-
plays descriptive statistics of the subsample of participants 
who provided at least 1 answer to the open-ended question 
(n = 133).

Qualitative Results

Content analysis yielded 4 main categories of perceived chal-
lenges related to FUED: “negative consequences related to 
the presence of FUED in the ED” was the most encountered 

category (39.7%), followed by “challenges related to FUED 
characteristics” (26.9%), “ED inappropriateness and ineffi-
ciency to address FUED issues” (24.5%) and “challenges 
related to the lack of FUED healthcare network” (9%). As 
shown in Table 2, the rank order of category frequency was 
consistent between professions (ie, physicians and nurses) 
and for ED staff with management positions. However, 
among ED staff without management positions, the second 
and third most encountered categories were “ED inappropri-
ateness and inefficiency to address FUED issues” and “chal-
lenges related to FUED characteristics,” respectively. 
Furthermore, results indicated some differences in the rank 
order of challenge frequency within each category between 
professions and between management positions. Accordingly, 
we describe below each category of challenge in 2 steps: (a) 
the difficulties encountered within the complete sample and 
(b) the main differences in the rank order of the top 3 chal-
lenge frequencies between professions and management posi-
tions. Table 2 displays the frequencies of responses within 
category by professions management positions and provides 
additional examples not shown in text.

Negative Consequences Related to the Presence 
of FUED in the ED

The most frequently cited negative consequence was related 
to the resources used by FUED. Participants also commonly 
pointed to the time spent on FUED healthcare, noting for 
instance that they [FUED] require “an important investment 
in time.” Relatedly, some participants mentioned that FUED 
demand staff availability (eg, “requires healthcare by experi-
enced physicians”). Participants also frequently emphasized 
the costs of FUED healthcare, leading to “increases in public 
health costs.”

Staff helplessness and fatigue represented the second most 
common perceived negative consequence related to FUED. 
Some participants reported “staff fatigue” in general, whereas 
others mentioned feelings of “demotivation,” “weariness,” 
and “discouragement” among ED healthcare providers. 
Relatedly, a feeling of helplessness by staff was frequently 
cited (eg, “feeling of failure for healthcare providers”).

The third most frequently endorsed negative consequence 
was the risk of trivializing healthcare issues. Participants 
commonly mentioned the risk of losing objectivity in health-
care (eg, “the patient is no longer taken seriously”). Relatedly, 
many participants expressed fears of missing a serious medi-
cal problem (eg, “missing a proven diagnosis, for once”) or 
underestimating the seriousness of the situation (“situation 
underestimated regarding its severity”).

The 2 next most frequently cited negative consequences 
included ED overcrowding and consequences on ED func-
tioning. ED overcrowding included perceived difficulties 
such as “increased flow” or “flow overload.” Consequently, 
some participants evoked organizational consequences in the 

Table 1.  Descriptive Statistics for the Subsample of Participants 
Providing at Least 1 Qualitative Answer (n = 133).

Variable n (%)

Profession
  Nurse 32 (24%)
  Head nurse 30 (22.6%)
  Physician 13 (9.8%)
  Head physician 58 (43.6%)
Management position
  Management position 88 (66.2%)
  No management position 45 (33.8%)
Perception of FUED problem
  Non-important problem 13 (9.8%)
  Rather-important problem 74 (55.6%)
  Important problem 41 (30.8%)
  Extremely important problem 5 (3.8%)
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ED related to the presence of FUED (eg, “disrupts ED func-
tioning”), commonly related to “time management” issues 
(eg, “box care occupancy for long hours”). Similarly, the 
next subcategory included negative consequences for other 
patients. Some participants mentioned that the presence of 
FUED lengthens “waiting time” or “ED stay” for other 
patients. More generally, FUED were perceived as using ED 
resources to the detriment of other “true emergencies” (eg, 
“They [FUED] block ED service for healthcare management 
of more urgent cases”).

The 2 least cited perceived negative consequences were 
work overload and difficulties in building a relationship with 
FUED. Participants sometimes noted work overload related 
to the presence of FUED (eg, “overload of non-urgent admin-
istrative work”). Finally, a few participants mentioned nega-
tive consequences on the relationship between FUED and 
healthcare providers, evoking risks of endorsing “negative 
attitudes toward these patients” and ultimately “decreased” 
or “loss of empathy.”

Frequency rank-order differences between professions.  Among 
the top 3 negative consequences related to FUED in the ED, 
resources used by FUED and ED staff helplessness and 
fatigue stood in the 2 first positions for nurses, physicians, 
and ED staff with and without management positions. Next, 
was the risk of trivializing healthcare issues for nurses and 
ED staff with management positions, whereas it included 
negative consequences on ED functioning among physicians 
and ED overcrowding in ED staff without management 
positions.

Challenges Related to FUED Characteristics

Participants reported FUED characteristics leading to health-
care complexity as a challenge. Among the reported charac-
teristics, perceived challenges related to FUED behavior 
represented almost half of the responses. A demanding atti-
tude was frequently cited among participants, who expressed 
for instance “lots of expectations,” or “higher demands in 
healthcare” among FUED. Close to this idea, “impatience” 
among FUED was another common answer. Less frequent 
answers included “aggressiveness” or “inadequate and unrea-
sonable behavior.”

Perceived challenges related to the complexity of FUED 
health condition(s) made up the next most frequently cited 
answers within this category (eg, “complex psychiatric 
patients,” “complex and non-curable diseases”). Answers 
within this subcategory also included complexity related to 
FUED co-morbidities (eg, “multi-morbid patients with many 
drugs and interactions”) and to FUED diagnostic identifica-
tion (eg, “hypothetical multiple diagnoses”). Healthcare 
complexity was also related to FUED mental health prob-
lems, which made up the next subcategory. Participants fre-
quently reported mental health problems of FUED as a 
challenge (eg, “very anxious patients”) and the lack of means 
to treat them (eg, “psychiatric patient visiting recurrently the 

[ER] for a somatic motif without any possibility to orient 
him to psychiatric cares”).

Perceived challenges related to FUED recurrent ED use 
was the fourth most common answer within this category. 
Answers within this subcategory reflected challenges 
related to the repetition itself (eg, “the problem of the déjà 
vu,” “same care for a recurrent demand”) or to the repeti-
tion of arduous situations (“helplessness facing recurrent 
demand”).

Perceived challenges related to the medical and social 
problems among FUED represented the next most frequently 
endorsed subcategories. Participants evoked medical and 
social problems leading to healthcare complexity and chal-
lenges. Among those, social issues (eg, “social misery with-
out any possibility to plan a social assistance in the ER”) and 
chronic health problems (eg, “back pain”) were the most 
often reported, followed by substance use related problems 
(eg, “drug request,” “patient with alcohol or drug problems: 
recurrent visits with aggressiveness”).

The next most frequently reported subcategory referred to 
culture and health literacy. This subcategory included chal-
lenges related to communication and understanding issues 
among FUED. Participants pointed to the fact that some 
FUED speak a foreign language, leading to “communication 
difficulties” with healthcare providers or “listening prob-
lems.” Other participants noted low health literacy among 
FUED, manifesting itself in a lack of understanding of the 
healthcare system (eg, “repeated visits in the ER despite in-
depth explanations,” “lost patients”) or encountered health 
problems (eg, “they [FUED] cannot appraise their own 
health condition objectively”).

Finally, a few participants reported perceived challenges 
related to the timing FUED visit the ED. Answers reflected 
the idea that FUED visit the ER “at the wrong time,” “out-
side hours” when ER teams operate with a reduced work-
force (eg, “time to dedicate with reduced workforce in the 
ER for instance at night”).

Frequency rank-order differences between professions.  Per-
ceived challenges related to FUED behavior stood in the first 
position across all professions and management positions. 
Next, the second most encountered subcategory was FUED 
healthcare complexity for nurses, physicians and ED staff 
with management positions, whereas it included FUED men-
tal health problems for ED staff without management posi-
tions. Finally, the third position included FUED mental 
health problems for physicians, FUED recurrent use in 
nurses and ED staff with management positions and FUED 
chronic health problems among ED staff without manage-
ment positions.

ED Inappropriateness and Inefficiency to Address 
FUED Issues

Challenges related to perceived ED healthcare inefficiency 
were the most common answers within this category. 
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Participants frequently reported a lack of means to properly 
address FUED needs in the ER. One participant evoked for 
instance that “ER has no means to address their [FUED’] 
specific social demands.” Other participants mentioned the 
lack of efficient treatment to address FUED issues (eg, 
“depending on motives, exhausted treatment options” “med-
ically, no efficient treatment”). As a result, participants com-
monly pointed to the “healthcare inefficiency” to address 
FUED issues or to the low quality of healthcare provided (eg, 
“feeling of poor healthcare”). Reported reasons explaining 
ED inefficiency to address FUED issues commonly included 
shift work of ER teams (eg, “changing staff [who] does not 
know the patient”) resulting in “lost information” and “lack 
of overview.”

Similarly, the second most commonly cited subcategory 
included challenges related to the perception that ED is not 
tailored to FUED needs. Answers within this subcategory 
commonly reflected the idea that FUED demands are unsuit-
able for the ED setting (eg, “ED is most often not the right 
place for these patients”) most often because they are not 
urgent, acute (eg, “mostly chronic problems requiring spe-
cific investigation, yet noting acute”) or that they are beyond 
the scope of ED mission (“the patient needs to talk”).

Repetition of clinical investigations and ED healthcare 
futility made up the 2 next most frequently reported subcat-
egories. Participants commonly pointed to the repetition of 
clinical investigations (eg, “sometimes a complete diagnos-
tic procedure repeated every week”), which was character-
ized as “exaggerated,” “invasive,” inappropriate,” or 
“expensive.” Furthermore, repetitive investigations and ED 
healthcare in FUED more broadly were frequently perceived 
as useless. Some participants reported a waste of ED 
resources (eg, “waste of time,” “useless medical investiga-
tion multiplicity”) or ED occupation for unnecessary reasons 
(eg, “often unnecessary occupation of emergencies”).

The fifth most frequently cited challenges were related to 
a lack of FUED healthcare standard procedures. A few par-
ticipants pointed to “the lack of FUED healthcare concept” 
or “guidelines” and relatedly to confusion regarding which 
healthcare is appropriate (eg, “[it is] unclear which measures 
make sense”).

Finally, the least often cited answers related to ED inap-
propriateness and inefficiency, including perceptions of 
FUED dissatisfaction. A few participants noted that FUED 
are dissatisfied regarding healthcare they receive in the ED 
(eg, “patients are discontent because they feel they receive 
poor healthcare,” “patient requirements are not fulfilled”).

Frequency rank-order differences between professions.  Among 
the top 3 answers within this category, challenges related to 
the perception that ED is inefficient and not tailored to 
answer FUED needs stood in the 2 first positions across pro-
fessions and management positions. The third position 
included ED over-investigation for nurses, physicians, and 
ED staff without management positions, whereas it  

comprised ED healthcare futility among ED staff with man-
agement positions.

Lack of FUED Healthcare Network

Perceived challenges within this last category pertained to the 
lack of healthcare and medical follow-up outside the ED. 
Participants commonly mentioned FUED lack having a gen-
eral practitioner, and more broadly lack medical follow-up 
outside the ED (eg, “lack of future ambulatory follow-up,” 
“we are the only one addressing their demands”). Consequently, 
participants noted that ED typically fulfills the absence of 
medical healthcare outside the ED. Finally, reported reasons 
explaining the lack of medical healthcare and follow-up out-
side the ED included the perception of poor—or a lack of—
collaboration between FUED with other ambulatory medical 
institutions, including general practitioners (eg, “poor collabo-
ration with alternative structures more tailored to address the 
patient’s problem,” “chronic case refusing a follow-up with a 
general practitioner”).

Discussion

This study aimed to explore nurses and physicians’ percep-
tions of challenges related to FUED care in the ED of public 
hospitals in Switzerland. Findings revealed a wide range of 
challenges related to FUED care including negative conse-
quences in the ED, FUEDs’ characteristics leading to health-
care complexity, challenges related to ED inappropriateness 
and inefficiency to address FUEDs needs, and lack of 
FUEDs’ healthcare network.

ED Physicians and Nurses Lack Means to 
Properly Address FUED Needs

Consistent with past qualitative findings yielded in nurses,19 
physicians, and nurses perceived ED as not currently set up 
to properly or efficiently address FUED needs. Interestingly, 
main findings across categories were directly or indirectly 
related to this challenge. First, in line with perceptions 
endorsed by FUED,8,9 they were considered as consuming 
lots of resources often unavailable in ED, leading to disrup-
tion of ED functioning and potentially non-satisfactory 
healthcare provision to FUED. Second, in line with previous 
findings,8,19 FUED demands were considered as inappropri-
ate and often beyond the scope of ED missions, placing ED 
staff in the impossible position to be able to properly address 
them or at risk of missing a serious diagnosis. These percep-
tions stand in contrast with previous findings which showed 
that FUED consider their demands as urgent; in fact, previ-
ous research documented that FUED’ visits are mostly 
appropriate in light of their healthcare needs.3,10,25 It may be 
that ED staff perceive FUED demands as inappropriate 
because they have no means to address them efficiently.
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Consistent with past literature,26 physicians and nurses 
evoked psychosocial and chronic health problems often 
encountered by FUED as difficult to address in ED setting. 
Reported reasons explaining ED inefficiency to properly 
address FUED demands included ED teams working in shifts 
resulting in a lack of overview and follow-up, lack of health-
care outside the ED and lack of standard procedures. These 
findings are important to consider as it may lead to both 
patients’ dissatisfaction regarding the care they receive and 
ED staff discouragement and fatigue.

FUED is a Larger Problem Affecting Both Patients 
and ED Physicians and Nurses

Past qualitative research documented that ED experiences 
are often negative for FUED.27 Our findings suggest that 
FUED is a larger problem also affecting healthcare staff. 
Consistent with past findings in nurses,19 common reported 
negative consequences related to FUED care included feel-
ings of fatigue, demotivation, discouragement and helpless-
ness. Facing repeated visits without the possibility of 
properly addressing patients’ demands is likely to impact ED 
staffs’ sense of accomplishment and may increase risks of 
burnout. Burnout is common in ED physicians and nurses,28 
and is related to negative outcomes (eg, dissatisfaction, 
physical and mental illness)29 and potentially to a decrease in 
empathy.30 This risk may be particularly important with 
patients considered as difficult or for whom no suitable 
answer exists.

ED Staff Need Support to Address FUED 
Complex Needs

Taken together, findings suggest that ED staff need support 
to help them address FUEDs’ complex needs. Regardless of 
professional and management positions, some challenges 
were consistently endorsed, such as ED resources used by 
FUED, staff helplessness and fatigue, challenges related to 
FUED behaviors and the perception that ED is not tailored to 
address FUED issues and cannot address them efficiently.

One way to help address these challenges may be imple-
menting CM. CM aims to ensure care coordination and 
improve patients’ healthcare empowerment, perceived self-
efficacy and health literacy.11 CM is also likely to benefit ED 
staff as it facilitates referral of FUED to longitudinal care, 
thereby decreasing their feelings of inefficiency, helpless-
ness, and loneliness. Finally, CM may also help address chal-
lenges related to mental health issues, an issue raised 
frequently among nurses and physicians without manage-
ment positions. Furthermore, given the effectiveness of CM 
in reducing FUED visits,14 it may also help address chal-
lenges related to FUED use of resources over time and chal-
lenges related to FUED recurrent use, both of which were 
commonly endorsed by nurses and ED staff with manage-
ment positions.

Insight into How to Introduce CM 
Implementation to ED Staff

Descriptive findings indicated that among the participants 
who reported at least 1 challenge related to FUED, about 
10% had previously reported they perceived FUED as a non-
important problem, about 56% a rather-important problem, 
and about 34% an important or extremely important prob-
lem. This may indicate that some ED staff experience chal-
lenges related to FUED yet consider the situation as 
manageable. Similarly, preliminary findings from the ongo-
ing parent research project15 indicate that about one third of 
the invited sites did not accept the invitation to participate 
and implement CM, most often because of a lack of resources 
or because it was not perceived as a priority. Outlining shared 
and specific challenges related to FUED when first introduc-
ing CM to ED staff may build a shared understanding and 
increase motivation to implement.

Limitations

We used a single questionnaire item from an online survey to 
conduct our qualitative analysis and the resulting data were 
therefore limited. However, no new code emerged from the 
data in the coding process, indicating we reached inductive 
thematic saturation.31 Second, the questionnaire did not mea-
sure age and years of experience, which limit our ability to 
ensure that the sample was representative. However, respon-
dents documented their professions and the proportions 
across professions in the complete sample were balanced. In 
addition, head physicians were the first recipients of the sur-
vey; they were asked to forward the questionnaires to ED 
nurses and physicians. We are unaware of the total number of 
staff invited to complete the survey. Although the response 
rate from the EDs invited to participate was acceptable 
(70.7%), it is possible that this process was not systemati-
cally done at the staff level. Indeed, the proportions of pro-
fessions were unbalanced across linguistic regions (French 
speaking part sub-sample: 29 nurses [31.9%], 20 head nurses 
[21.9%], 27 head physicians [29.7%], and 15 residents 
[16.5%]; German speaking part: 19 nurses [17.3%], 20 head 
nurses [18.2%], 67 head physicians [61.8%], and 3 residents 
[2.7%]; Italian speaking part and 5 head nurses [62.5%], 2 
head physicians [25%], and 3 residents [12.5%]). These dif-
ferences in the proportions of professions across linguistic 
regions prevented us from drawing comparisons across lin-
guistic regions. Furthermore, participation numbers varied 
between 1 to 19 surveys per site. That being said, the number 
of responses fit approximately with the number of residents 
in each linguistic region, although the number of hospitals 
contacted in the French part was slightly overrepresented. In 
addition, the proportions across professions in the complete 
sample were fairly balanced, which increases our confidence 
to draw comparisons between nurses and physicians. Finally, 
the scale of the assessment of the importance of FUED chal-
lenge was imbalanced (ie, non-important, rather important 
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problem, important, extremely important). If giving the 
choice, we cannot exclude that some participants would have 
answered a “rather unimportant problem,” which might have 
impacted the answering behaviors.

Conclusion

This study contributes to the FUED literature by describing 
the challenges experienced by ED nurses and physicians 
related to the management of FUED. Whereas past research 
documented negative ED experiences in FUED, findings 
indicate that it may represent a larger problem affecting 
healthcare providers as well. Implementing CM tailored to 
FUED might support ED staff and contribute to addressing 
FUEDs’ complex needs. Future research aimed at imple-
menting CM is warranted. Considering shared and specific 
challenges related to FUED across professions and manage-
ment position may be important when first introducing CM 
implementation to ED staff.
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