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Abstract. Background and aim: In recent years there has been a growing interest in risk management and the 
quality of services offered to the user in healthcare services, a concept that has undergone a series of changes 
following its diffusion, entering into all productive processes, especially in Emergency Departments (EDs). 
The present study aims to assess which indicators invalidate in the perception of the quality of care received 
by the sample, as well as how it varies according to differences in the characteristics of patients and caregiv-
ers. Methods: A multicenter, cross sectional observational study was conducted through the snowball sam-
pling method. A link was created thanks to the Google forms platform and disseminated through the social 
platforms of Triage Training Group and of the University of Turin, Italy. Results: A total of 624 participants 
agreed to participate in this study, specifically, 390 were patients and 234 were caregivers. The quality level 
perception was assessed by referring to the first phases of the ED. Most of the patients interviewed consid-
ered information received at the triage phase as insufficient (15.9%) and very insufficient (5.3%), (p=0.008). 
 Conclusions: Emerged data suggested a degree of user dissatisfaction, specifically in the triage and waiting 
phases, which aimed to strengthen the motivations to implement organizational solutions to decrease waiting 
times, not just increase a subjective feeling of satisfaction. (www.actabiomedica.it)
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Introduction

The scientific-technological progress, socio-
demographic, economic changes, cultural growth of 
the population, the increase in available information 
allowed to radically transform modern societies and 

health systems in industrialized countries, of which 
the purpose has become to satisfy the user, through 
the assessment of perceived quality, a pivotal point 
for total quality assessment. There has been a grow-
ing interest in risk management and the quality of 
services offered to the user in healthcare services, a 
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concept that has undergone a series of changes fol-
lowing its diffusion also entering all those production 
processes that provide goods and services to the user 
(1). The Emergency Department (ED) service was 
characterized by a constant increase in accesses, es-
pecially those made by patients who were assigned a 
minor code, signaling the need for non-urgent ser-
vices (2). Literature often found that most of dissat-
isfied patients were influenced by the overcrowding, 
unfortunately in constantly rising. In most cases, pa-
tients went to ED also without a real cause, but, at 
the same time, all citizens considered their presence 
in the ED as absolutely legitimate and adequate. This 
condition might represent stressing source and frus-
tration for healthcare professionals, who negatively 
perceived these influences and affecting their profes-
sional attitudes (3). Emergency room overcrowding is 
considered a global public health crisis with potential 
implications (4). According to the Salway et al. study 
(5), the main consequences due to the overcrowding 
comprehended: long waiting times by users before re-
ceiving urgent treatment; increasing in length of stay 
due to a hospitalization delay; increasing in patients 
dropping out of the ED before receiving medical care; 
reduction in the quality of care and increased risk of 
medical errors; increased mortality and morbidity; in-
creasing in ambulances being diverted to other hospi-
tals. Therefore, waiting in the emergency room, both 
for patients and their family members represented 
a critical phase in the user’s relationship with the 
healthcare service. There were numerous factors that 
decreased the quality of service level perceived by the 
user, specifically: the length of the waiting, the anxi-
ety related to concern for one’s health, the expectation 
of a quick response (4,5). Waiting time in the ED 
could represent an opportunity to convey useful and 
coherent information to citizens on their experiences, 
both as patient or caregiver. It became important to 
understand how the user evaluates his or her stay in 
the hospital, from their first access, which often takes 
the form of access to the emergency room: a context 
in which the triage nurse, rationalizing waiting times, 
using as criterion of choice, the clinical and psycho-
social conditions of the patients, assumed a funda-
mental role (6,7), where technical skills intersected 
through a relationship of trust and empathy between 

the nurse and the user, considered to date the most 
perceivable aspect by the assisted, too. The pandemic 
period subsequently provoked long inevitable waits 
for users, with an increase in accesses and overcrowd-
ing, creating a situation in which the request for ser-
vices exceeded the ability to provide quality assistance 
in a reasonable period of time (7,8), leading often to 
the phenomenon of aggressions on health profession-
als, which mostly came from users exasperated by the 
long waits, as highlighted in various studies, leading 
to a distorted view of reality in patients (9). The expe-
rience and the memory of the waiting time spent in 
overcrowded conditions could lead to a loss of trust 
of the citizen in the healthcare institution, due to the 
perceived unsatisfactory level of quality (10). Unfor-
tunately, the evaluation of the quality of services was 
far from being a consolidated practice despite the fact 
that there were many questionnaires and structured 
interviews in the literature to detect the perceived 
quality. In Italy, compared to the rest of the world, the 
literature still bordered on few studies, and in particu-
lar, there were no studies, to our knowledge, that in-
vestigated satisfaction in the triage-acceptance phase. 
The present study aimed to assess which indicators 
invalidate in the perception of the quality of care re-
ceived by the sample, as well as how it varies accord-
ing to differences in the characteristics of patients and 
caregivers. In this way, we wanted to analyze if quality 
perceptions varied from subjects interviewed and also 
from the waiting time.

Patients and methods

Study design

A multicenter, cross-sectional observational study 
was conducted with the snowball sampling method. It 
was decided to carry out the survey using exclusively 
the online compilation, disseminating, according to the 
methodology used, the invitation to complete it on 
the web and on social networks. At the beginning of 
the present study we wanted to reach at least 1,000 of 
participants. However, at the end of the data collec-
tion, a total of 624 participants were enrolled and no 
further answers were added.
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Sample size

The minimum statistically significant sample 
size was assessed through the Cochran formula (11). 
According to the National Institute of Statistics (12) 
in January 2023 the Italian population amounted to 
58,997,201. By fixing 95% as the confidence level 
and 5% as the confidence interval, the representative 
 sample size of the Italian population is 384.

Participants

All persons who would respond to the online com-
pilation invitation and who had had one or more visits 
to the ED on Italian territory in the last calendar year 
were included in the study. It was decided to exclude 
those under the age of 18 and anyone who had not 
signed consent to data processing. A link was created 
through Google forms and disseminated through the 
social platforms of a scientific society (Triage Training 
Group) and the University of Turin, Italy. In addition 
to this, to reach users, some patient and civic associa-
tions, numerous health informational sites, cultural as-
sociations such as “Cittadinanza Attiva”, “Associazione 
Adelina Graziani” were additionally invite to answer to 
the on-line questionnaire. The link was also published 
on the most well-known social platforms, on pages and 
aggregation groups of individuals suffering or not from 
a disease. A QR code was published in two local news-
papers and on the information boards of some Italian 
hospitals, in order to allow to numerous individuals 
to reach the questionnaire. Data collection started on 
March 1, 2022 and ended on  August 31, 2022.

The questionnaire

The first section of the survey tool contained sam-
pling socio-demographic characteristics. In the second 
part of the questionnaire a brief description of the main 
motivations relating to ED accesses were investigated. 
To draft the questionnaire underlying this work, the 
Perceived Quality Questionnaire (QQP) created by the 
User Satisfaction Center of the University of Siena (13) 
was taken as a model, thus constructing ad hoc ques-
tions relating to various thematic areas (doctors, nurses, 
OSS, structure and comfort), in order to monitor the 

perceived quality of the health service received dur-
ing hospitalization through the judgment of patients. 
The QQP measured the perceived quality of the health 
service with respect to reception, hospitalization, dis-
charge, within an emergency room and know the needs 
of patients in their specific requests, in the quality di-
mensions’ knowledge into different extents.

Each participant who voluntary agreed to partici-
pate in this study completed an on-line web form.

In the first part of the questionnaire sampling 
characteristics were collected. Specifically:

 - Participant’s identity: patient or caregiver who 
accompanies patient to the ED;

 - Gender: female, male or not given answer;
 - Age: until 18 years; until 30 years, 31-40 years, 

41-50 years, 51-60 years, 61-70 years and over 
71 years,

 - Part of Italy, where the participant lived at the 
moment of the enrollment: North, Center, 
South, including Isles;

 - Educational level: none, elementary, lower mid-
dle license, professional diploma, higher mid-
dle school license, graduate and postgraduate;

 - Where the participant lived: urban area (pro-
vincial capital city), sub-urban area (near a 
town or within 10 Km from the provincial cap-
ital city), rural area (Small municipalities or in 
any case more than 10 km away from the city 
center);

 - How many times the participant used the ED 
as patient or caregiver: 1-2 accesses, 3-5 ac-
cesses, 6-10 accesses, 11-20 accesses, 21-30 ac-
cesses, more than 30 ones.

In the second part of the questionnaire a brief de-
scription with also motivations relating to ED accesses 
were investigated, specifically:

 - What day of the week the participant went to 
the ED: Monday, Tuesday, Wednesday, Thurs-
day, Friday, Saturday, Sunday or not given as 
not remembered;

 - What time the participant arrived at the ED: 8 
–12 a.m., 1-5 p.m., 6-11 p.m., 12p.m. –2 a.m., 
3-7 a.m. or not given as not remembered;
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 - The willingness to listen to all of the participant 
concerns during the triage assessment;

 - The understanding that the healthcare profes-
sional showed during the triage evaluation;

 - The time dedicated during the triage phase;
 - The information provided at the triage phase;
 - The preparation and competence of the health-

care professional assigned to the triage step;
 - In general, the quality perception of the assis-

tance provided during the triage phase;
 - The functionality of the waiting room with re-

spect to user needs;
 - The cleaning of the waiting rooms;
 - The availability and cleanliness of the toilets in 

the waiting room;
 - The signs in the access rooms and in the wait-

ing room;
 - The availability of seats in the waiting room;
 - Respect for the spacing within the waiting 

room;
 - The organization and compliance with separate 

pathways for Covid-19 positive patients;
 - The quality of assistance provided while waiting.

Data analysis

All the items proposed in the questionnaire ad-
ministered were presented as categorical variables 
and then, assessed as frequencies and percentages. All 
sampling differences in the different parts of the ques-
tionnaire between the patient group and the caregiver 
one were performed thanks to the chi square test. Ad-
ditionally, by referring to quality perceived between 
patients and caregivers and the waiting time consid-
ered as satisfactory or not, differences were also per-
formed thanks to the ANOVA test, by also considering 
perceptions’ levels as means ± standard deviations. All 
p-values less than 0.05 were considered as statistically 
significant.

Ethical concerns

At the beginning of the questionnaire we in-
serted an introductory message containing infor-
mation on the objectives of the study and on the 
research group.

 - How far was the ED from their homes: less 
than 5 kilometers (km), 6-20 km, 21-35 Km, 
mre than 35 km; not given as not remembered;

 - The choice to go to the ED was proposed by: 
a telephone advice from the family doctor after 
the visit to the family doctor, the telephone ad-
vice of the medical service, following a visit to 
the doctor, telephone advice of the 118 control 
panel, ambulance transport 118, following an-
other medical examination, council of nurses or 
other trusted healthcare professionals, decision 
of cohabiting family members or in any case 
 related, recommendation by relatives/friends/
acquaintances, suggestions by internet, televi-
sion, radio information, pharmacist, another fa-
cility or institution;

 - How long was the stay in the ED in total: less 
than 1 hour, 2-4 hours, 4-6 hours, 6-8 hours, 
8-12 hours, 13-24 hours, more than 24 hours;

 - How the waiting time was considered: adequate 
and inadequate.

In the latest part of the questionnaire, the quality 
level perception was explored by referring to the first 
phases of the ED staying, specifically, during the wel-
come, triage and waiting phases. For each item pro-
poses a rating Likert scale was associated which varied 
from 1, as insufficient level perception to 5 as optimal 
level perception. α-Cronbach was assessed for the total 
19 items for α=0.975. The items proposed explored the 
following areas:

 - The quality of the path to reach the reception 
staff once you arrive in the ED;

 - The ability of the acceptance of the ED 
( Triage) to meet the needs of users from an 
organizational, structural and logistical point 
of view;

 - The way in which his physical examination was 
performed at the triage, as: general examina-
tion, pulse control, temperature;

 - The questions proposed about the health prob-
lems during the triage assessment;

 - The questions proposed referring to difficul-
ties (personal, family, professional, financial, ...) 
during the triage assessment;
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All participants who disagreed to participate or 
did not give their consent were excluded from further 
analysis. We preserved the privacy and anonymity of 
the healthcare personnel involved in the study: all the 
data collected were anonymously archived in a com-
puterized database. The file was protected by a pass-
word known only to researchers.

The present study was approved by the Ethical 
Committee of Polyclinic in Bari, Italy, with id number 
7217/2022.

Results

A total of 624 participants agreed to participate in 
this study, specifically, 390 were patients and 234 were 
caregivers. Table 1 collected all sampling characteris-
tics differentiating between patients and caregivers.

In the Table 2 all the access characteristics were 
explained.

In the Table 3, the quality level perception was 
assessed by referring to the first phases of the ED, like: 
staying during the welcome, triage and waiting phases. 
Answers were differentiating according to patient and 
caregiver answers.

Significant differences were reported for the fol-
lowing items:

 - Item no.12 (p=0.043): caregivers assessed more 
insufficiently the waiting room characteristics 
as with respect to their needs than patients;

 - Item no.16 (p=0.031): patients considered the 
seats available at the waiting room as sufficient 
that caregivers.

Discussion

The purpose of the present study is to assess 
which indicators affect the perception of the quality 
of care received by the sample, as well as how it varies 
according to differences in the characteristics of pa-
tients and caregivers. In this way, we wanted to analyze 
if quality perceptions varied from subjects interviewed 
and also from the attendance time in order to reflect 
on some of the issues that appear most significant, 

Table 1. Sampling characteristics (n=624).

Sampling 
characteristics

Patients
n=390; 62.5%

Caregivers
n=234; 37.5%

Gender
Female
Male
Not given

263(42.1)
127(20.4)

0(0)

173(27.7)
59(9.5)
2(0.3)

Age
Until 18 years
Until 30 years
Until 40 years
Until 50 years
Until 60 years
Until 70 years
Over 71 years

0(0)
56(15.1)
37(10)
69(18.6)
39(10.6)
15(4.1)
9(2.4)

3(0.8)
33(8.9)
22(5.9)
39(10.5)
28(7.6)
10(2.7)
10(2.7)

Part of Italy belonged
North
Center
South and Isles

235(37.7)
48(7.7)

107(17.1)

125(20)
23(3.7)
86(13.8)

Educational level
None
Elementary
Lower Middle License
Professional diploma
 Higher Middle School 
License
 Graduate and 
postgraduate

1(0.2)
15(2.4)
28(4.5)
63(10.0)

136(21.8)

147(23.6)

2(0.3)
8(1.3)

13(2.1)
46(7.4)
75(12)

90(14.4)

Where the participant 
lived

Urban area
Sub-urban area
Rural Area

158(25.3)
151(24.2)
81(13)

75(12)
93(14.9)
66(10.6)

How many times the 
participant used the ED

1-2 accesses
3-5 accesses
6-10 accesses
11-20 accesses
21-30 accesses
More than 30

86(13.8)
145(23.2)
89(14.3)
47(7.5)
13(2.1)
10(1.6)

36(5.8)
74(11.9)
64(10.3)
34(5.4)
10(1.6)
16(2.6)

the main outcomes of the research are presented by 
 proposing a summary of what emerged. 390 users 
and 234 caregivers participated in the study, with a 
prevalence of the female gender, residing in North-
ern Italy and with a high level of education. The time 
spent by users and caregivers was around 2-4 hours. In 
the literature it has been found an inverse association 
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Table 2. The ED accesses: a brief description.

Accesses to ED characteristics Patients: n=390; 62.5% Caregivers: n=234; 37.5%

Day of the week:
Monday
Tuesday
Wednesday
Thursday
Friday
Saturday
Sunday
Not remembered

31(5)
17(2.7)
41(6.6)
39(6.2)
43(6.9)
47(7.5)
38(6.1)

134(21.5)

13(2.1)
11(1.8)
23(3.7)
30(4.8)
20(3.2)
28(4.8)
25(4)
84(13.5)

Time of the ED access:
8 – 12 a.m.
1-5 p.m.
6-11 p.m.
12p.m.-2 a.m.
3-7 a.m.
Not remembered

82(13.1)
86(13.6)

117(18.8)
38(6.1)
17(2.7)
50(8)

54(8.7)
52(8.3)
68(10.9)
17(2.7)
8(1.3)

35(5.6)

Distance between the EDs and homes:
Less than 5 kilometers (km)
6-20 km
21-35 Km
More than 35 km
Not given

166(26.6)
179(28.7)
35(5.6)
10(1.6)
0(0)

75(12)
115(18.4)
31(5)
13(2.1)
0(0)

The decision to go to the ED was proposed by:
 A telephone advice from the family doctor after the visit The family 
doctor
The telephone advice of the medical service
Following a visit to the doctor
Telephone advice of the 118 control panel
Ambulance transport 118
Following another medical examination
Council of nurses or other trusted healthcare professionals
Decision of cohabiting family members or in any case related
 Recommendation by relatives / friends / acquaintances Suggestions by 
internet, television, radio information Pharmacist
Another facility or institution
Other – not specified

32(5.1)

10(1.6)
16(2.6)
19(3)
6(1)

43(6.9)
16(2.6)
37(5.9)
42(6.7)

105(16.8)
67(9.8)

12(1.9)

25(4)
8(1.3)

17(2.7)
14(2.2)
48(7.7)
6(1)

25(4)
52(8.3)

0(0)
21(3.4)

In total, time spent in the ED:
Less than 1 hour
2-4 hours
4-6 hours
6-8 hours
8-12 hours
13-24 hours
More than 24 hours

16(2.6)
72(11.5)
51(8.2)
41(6.6)
19(3)
17(2.7)
18(2.9)

16(2.6)
72(11.5)
51(8.2)
41(6.6)
19(3)
17(2.7)
18(2.9)

The waiting time was considered as:
Adequate
Not adequate

228(36.5)
162(26)

128(20.5)
106(17)
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Table 3. The quality level perception between patient and caregiver during the triage phase.

Item/Patient or Caregiver mean±s.d.
C.I.95%

Min-Max F p-value

Item no.1: Path quality to reach the reception staff
Patient
Caregiver

3.410±1.148
3.423±1.129

3.296-3.524
3.278-3.568

0.018 0.892

Item no.2: ED meet the needs of users
Patient
Caregiver

3.200±1.157
3.162±1.175

3.085-3.315
3.011-3.314

0.153 0.696

Item no.3: How performed physical examination
Patient
Caregiver

3.282±1.211
3.321±1.137

3.161-3.403
3.175-3.467

0.154 0.695

Item no.4: Questions asked on health disease
Patient
Caregiver

3.421±1.095
3.372±1.105

3.311-3.527
3.230-3.514

0.287 0.592

Item no.5: Questions on difficulties
Patient
Caregiver

3.105±1.172
3.107±1.176

2.988-3.222
2.955-3.256

0.000 0.986

Item no.6: Willingness to listen
Patient
Caregiver

3.144±1.236
3.004±1.220

3.021-3.267
2.847-3.161

1.876 0.171

Item no.7: Healthcare ability to understand patient’s need
Patient
Caregiver

3.228±1.226
3.158±1.210

3.106-3.350
3.002-3.314

0.483 0.487

Item no.8: Time dedicated
Patient
Caregiver

3.205±1.173
3.115±1.172

3.088-3.322
2.965-3.266

0.856 0.355

Item no.9: Information provided
Patient
Caregiver

3.100±1.612
3.017±1.193

2.984-3.216
2.863-3.171

0.730 0.393

Item no.10: Competences belonged to the personnel
Patient
Caregiver

3.400±1.151
3.321±1.174

3.283-3.512
3.170-3.472

0.644 0.423

Item no.11: Quality of the assistance provided
Patient
Caregiver

3.274±1.193
3.205±1.215

3.156-3.393
3.049-3.362

0.486 0.486

Item no.12: Respect of users’ needs in the waiting room
Patient
Caregiver

2.901±1.176
2.705±1.173

2.786-3.020
2.554-2.856

4.128 0.043*

Item no.13: Cleaning of the waiting room
Patient
Caregiver

3.123±1.073
3.034±1.127

3.016-3.230
2.890-3.180

0.966 0.326

Item no.14: Cleaning of toilets in waiting room
Patient
Caregiver

3.020±1.090
2.982±1.131

2.912-3.129
2.837-3.123

0.169 0.681

Item no.15: Signs present to indicate waiting room
Patient
Caregiver

3.187±1.080
3.115±1.088

3.080-3.294
2.975-3.255

0.643 0.423

Table 3 continues



Acta Biomed 2024; Vol. 95, N. 2: e20240898

Item/Patient or Caregiver mean±s.d.
C.I.95%

Min-Max F p-value

Item no.16: Seats availability in waiting room
Patient
Caregiver

3.049±1.085
2.850±1.146

2.941-3.159
2.703-2.998

4.683 0.031*

Item no.17: Spacing respect in waiting room
Patient
Caregiver

3.062±1.157
2.880±1.128

2.946-3.177
2.735-3.026

3.655 0.056

Item no.18: Waiting room organization for positive Covid-19 
patients

Patient
Caregiver

3.146±1.188
3.103±1.193

3.028-3.264
2.949-3.256

0.196 0.658

Item no.19: Quality of assistance during the waiting
Patient
Caregiver

2.972±1.188
2.091±1.204

2.854-3.090
2.751-3.061

0.444 0.505

Abbreviations: s.d.: standard deviation; C.I.: Interval Confidence; Min.: Minimum; Max: Maximum. *p<0.05 is statistical significant.

Table 3. The quality level perception between patient and caregiver during the triage phase. (continued)

between quality perceived and waiting time, as pa-
tients who waited for a very short or in any case a very 
short period positively evaluated their quality levels, 
compared to those who lower scored their quality per-
ceived levels, as they waited for a long or extremely 
long period of time (14). Often the prolonged wait-
ing time implied aggressive behavior towards health-
care personnel (14,15-17). Furthermore, overcrowding 
aggravated the rate of medical errors (18), in which 
the most affected patients were found to be those with 
high severity with frailty and dementia with a length 
of stay in the emergency department >4 h. (p=0.001) 
(19), as well as increased the incidence of serious com-
plications and an increasing in mortality in patients 10 
days after hospitalization in which was associated with 
a poor quality of the service offered (20). In our study, 
the quality perception level was evaluated by referring 
to the early phases of the ED, such as the reception, 
triage and waiting phases before being visited. Statisti-
cally significant results emerged for the ED waiting 
room: caregivers (p=0.043) rated the characteristics of 
the waiting room more poorly than patients (p=0.031). 
While they remain almost unchanged to the informa-
tion that was provided in the triage phase (p=0.008): 
most of the patients and caregivers interviewed con-
sidered information received at the triage phase as in-
sufficient and very insufficient; both preparation and 
competence of triage nurses were negatively assessed, 

(p=0.032). 10.4% of patients assessed as insufficient 
the preparation and competence of the healthcare pro-
fessional who carried out the triage phase; the func-
tionality of the waiting rooms was negatively assessed 
(p=0.032), 8.8% of patients assessed as insufficiently 
functional the waiting room with respect to their needs 
and only 6.6% patients considered the waiting room 
spacing as optimal (p=0.046). The experience and ex-
perience of families and patients seem to be influenced 
by triage, waiting times, environment, as well as in-
teractions with ward staff (21-23). The triage phase 
is particularly critical of the relationship between the 
Citizen and the health service, and can be influenced 
by expectations inherent in the need to receive appro-
priate care and achieve satisfaction of one’s health need 
(24). The quality perception of the service received 
was often associated with the severity code attributed 
during the triage phase and the waiting time. The in-
creasing in emergency room accesses of minor codes 
could be associated with a generalized lack of trust 
in local structures and resources, such as the General 
Practitioner (GP) and the continuity of care (25-29). 
From an anthropological perspective, the factors that 
produce the idea of emergency are subjective, and the 
perception of what is considered urgent almost always 
collides with the meanings of urgency and emergency 
ascribed by the health care institution (25). Causes 
that create overcrowding in the ED include improper 
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However, on the part of the users a distrust 
emerged in the territory (especially in minor hos-
pitals and general medicine), the fear of increasing 
symptoms, the long waits for specialist services. They 
were also used as a last attempt to find solutions to 
their state of health, because, again according to their 
perceptions, the hospital had more means and more 
specialists for the rapid and precise resolution of the 
problem. All of this, healthcare personnel, perceived it 
as a lack of respect for accesses with time-dependent 
pathology, other times anger and frustration emerged 
for this incorrect use of the ED, too (36). The 2016 
“Osservasalute Survey” described how Italy was labo-
riously passing from a performance-based logic to one 
of taking charge of the individual (37). Health needs 
have changed a lot compared to the past: there was a 
strong prevalence of non-communicable chronic dis-
eases (diabetes, cardiovascular diseases, tumors, etc.). 
These pathologies needed long-lasting treatment and 
accurate follow-up in the area. In Italy, however, ter-
ritorial assistance was adopted very late and it was still 
being implemented. To implement this change, three 
indispensable elements were needed: an integrated 
network of social and health services, a multidisci-
plinary team capable of drawing up and applying an 
individual assistance plan and the case manager. The 
absence of these elements meant that healthcare or-
ganizations became unable to guarantee the necessary 
treatments for the population, and consequently there 
was a very high number of accesses to the ED due to 
decompensation of a condition of equilibrium of the 
disease itself. In consideration of the changed health 
needs, in the next future, it will also be necessary to 
achieve a good quality of territorial assistance in or-
der to avoid overcrowding in the ED, and to guarantee 
better assistance and care for those who find them-
selves in an emergency or urgent condition. The study 
highlighted what are to date the critical issues of over-
crowding within the emergency room on the Italian 
territory, generated mainly by improper admissions 
without character of real urgency, and looking at the 
future of a reality that is still underdeveloped in Italy, 
namely the introduction throughout the national ter-
ritory of the Family and Community Nurse (IFeC), 
which could reduce the phenomenon of overcrowding 
in EDs, thanks to a constant and autonomous presence 

access, such as: non-urgent access that should be han-
dled more appropriately at other territorial facilities 
(30). Overcrowding generates a negative impact from 
an economic point of view, with increased health care 
costs related to hospitalization, undermines the quality 
of the service provided as the risk one might have is to 
underestimate an urgent case. However, in our study 
both patients’ and caregivers’ perceptions reached at 
least the middle scores in all the quality perceptions’ 
aspects. Emergency services represent the population’s 
main point of reference for urgent health needs: they 
guarantee access to care according to criteria of pri-
ority and equity, as well as adequate responses to the 
urgent and unplanned health needs of citizens who 
attend them in a preordained manner, with different 
needs and priorities. The problems aroused by a sig-
nificant relevance of improper accesses can be traced 
mainly to a dispersion of resources, both economic and 
professionalized human capital, to the detriment of 
truly urgent cases, and, in terms of outcomes, to an 
increase in waiting times that often mutate into feel-
ings of dissatisfaction with the public service offered 
(31,32). Also in our study, the 16.8% of patients de-
clared to go to EDs after receiving recommendations 
from their cohabiting family members. The causes of 
excessive use of emergency rooms include the users’ 
desire for a quick response, the increase in frail pa-
tients and, in any case, those patients who need in-
creasingly rapid intervention, as revealed by a Swedish 
study, the users’ awareness that they will find a quali-
fied response with the help of technology in ED, the 
difficulty of accessing out-of-hospital care pathways 
quickly (32). Health needs have changed greatly from 
the past: there is a high prevalence of chronic no com-
municable diseases (diabetes, cardiovascular disease, 
cancer etc.). These diseases need sustained treatment 
and close follow-up on the ground, and there is often 
no adequate response from emergency rooms, which 
were historically created to provide care versus acute 
care. This creates the phenomenon of crowding, with 
the occurrence of increased adverse events and reduced 
user satisfaction, delays in treatment, increased drop-
outs, increased sentinel events, and increased litigation 
(33), incidents of violence (34), reduced staff gratifi-
cation and user dissatisfaction (35), as showed in the 
present study in Table 3.
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the population really experienced access to the ED and 
layed the foundations for any planning of improve-
ment interventions.
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