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Abstract

Background: Older emergency patients have complex health needs and diverse personal priorities not captured by traditional
single-disease approaches. Asking ‘what matters most’ may facilitate a more patient-centred approach. However, conceptual
frameworks to document patient values have neither been implemented nor operationalised for use in the emergency
department (ED).
Objective: To investigate the feasibility of asking ‘what matters most’ in the ED, assess patient priorities and determine the
utility of a conceptual framework for documenting these.
Methods: Prospective, observational study in a Swiss ED with consecutive patients aged ≥65 years. Feasibility was
determined as proportion of included patients to eligible patients. Patient responses were categorised using a conceptual
framework consisting of 8 domains: principles, relationships, emotions, activities, abilities, possessions, medical and others.
Framework evaluation included interrater reliability (IRR), time-to-abstraction rate and a questionnaire assessing utility of the
framework.
Results: Asking what ‘matters most’ was feasible, including 1349 of 1625 patients (83.0%). Regarding categories of the
conceptual framework, 504 patients (37.4%) reported medical issues, 297 (22.0%) relationships, 268 (19.9%) abilities and
154 (11.4%) emotions as their priority. Patients aged ≥85 years or having frailty more frequently prioritised abilities and
emotions, whereas patients 65–84 years or without frailty prioritised medical issues. The framework showed substantial IRR
(κ = 0.668), good time-to-abstraction rates and high ratings in the utility questionnaire.
Conclusions: Asking older people ‘what matters most’ is feasible and potentially useful in the ED setting. Applying a
conceptual framework enables systematic documentation and may support patient-centred and holistic emergency care.
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Key Points
• Asking patients ‘What matters most to you?’ is feasible and potentially useful in the emergency department (ED) setting.
• Many older patients prioritise relationships, functional abilities and emotional well-being over medical concerns.
• Asking ‘what matters most’ in the ED may help tailor treatment decisions and service design towards patient-centredness.
• A conceptual framework enables systematic documentation and may support patient-centred and holistic care.
• Patient priorities change between ED visits, emphasising the need for repeated value elicitation.
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Introduction

The number of older people visiting an emergency depart-
ment (ED) is increasing [1]. In Europe, 40% of older adults
presenting to the ED live with at least mild frailty [2]. The
single-disease approaches commonly applied in the ED fail
to address the complexities in patients living with frailty.
In older people with frailty, a more patient-centred, holistic
approach to care is required [3–9].

However, the majority of available approaches lack
pragmatism and feasibility given the limited resources
and time constraints in the ED [3, 4]. In particular, the
multi-dimensional, multi-professional and longitudinal
comprehensive geriatric assessment (CGA) might be difficult
to deliver in the fast-paced and often crowded ED setting [3,
4, 10]. The ‘5 M Framework’—mobility, mind, medication,
multimorbidity and what matters most—offers a structured
yet adaptable entry point whilst remaining feasible and
useful for the ED setting. In this way, the core principles of
CGA can be incorporated through pragmatic interventions,
without the need for the longitudinal infrastructure of a
traditional CGA [3–5, 11]. In this context, the question
on ‘what matters most’ might help instil a more patient-
centred mindset [12]. Despite the establishment of patient-
centred care as a ‘vital aim’ of quality health care [13,
14], the assessment and documentation of what ‘matters
most’ remains underrepresented in clinical practice [15].
Rethinking service designs by prioritising outcomes that
matter most to patients may improve both effectiveness of
healthcare services and systems as well as patient experience,
e.g. by preventing potentially burdensome interventions and
potentially avoidable hospital admissions, whilst ensuring
access to effective treatment aligned with patients’ needs
and healthcare goals [6–8, 16–18]. Whilst ‘matters most’
elicitation serves as a pragmatic entry point to a holistic
assessment, conceptual frameworks might further support
practitioners in reflecting upon outcome goals with patients
and thereby facilitating a structured documentation [3].
For this purpose, previous studies have identified personal
values through qualitative interviews with older people
living with frailty conducted in various acute settings [12,
19–21]. However, such conceptual frameworks have not
been implemented or operationalised for clinical or research
purposes in the ED setting to date.

One such conceptual framework by Lim et al. originally
consists of 6 domains: ‘principles’ (core values that guide
life), ‘relationships’ (connections with others like family and
friends), ‘emotions’ (personal feelings and moods), ‘activities’
(things which are done for work or leisure), ‘abilities’ (mental
or physical skills) and ‘possessions’ (valued items or spaces).
This conceptual framework is based on qualitative interviews
with patients living with multiple chronic conditions [21].
Its clear structure and relevant themes suggest potential for
use in the ED setting as an adjunct to early elicitation of
patient values and outcome goals.

The objective of this study was to investigate the potential
use of a conceptual framework to document meaningful

patient values in the emergency setting, in order ultimately
to aid delivery of goal-based comprehensive care. The aims
were, first, to test the feasibility of asking ‘What matters
most to you?’ of a large consecutive sample of patients aged
65 years and older presenting to the ED. Secondly, we
aimed to categorise these personal values using Lim’s concep-
tual framework [21], and to examine their distribution for
potential associations with patient characteristics. Thirdly,
we aimed to evaluate the conceptual framework for feasibility
of clinical use through interrater reliability (IRR), time-to-
abstraction and questionnaire assessment of usability, testa-
bility, applicability and familiarity in an exploratory fashion.
Lastly, we investigate whether patient priorities changed in
those presenting to the ED more than once.

Methods

Study design and setting

This prospective, observational study included consecutive
patients aged 65 and older presenting to the ED of a single
academic tertiary care hospital in Switzerland, between 15
April and 27 May 2024. Patient recruitment was continuous,
24 hours a day, seven days a week, throughout the study
period. The University Hospital Basel ED treats >56 000
patients per year, of whom 18 000 are ≥65 years of age.
Of those, about a third are living with frailty [22]. Patients
with ophthalmological emergencies are managed in separate
facility outside of the ED and were therefore excluded from
this study.

The study protocol was approved by the local ethics
committee (EKNZ No. 236/13). The study is registered at
ClinicalTrials.gov (NCT05400707) and was conducted in
accordance with the Declaration of Helsinki.

Selection of participants

During the study period, all patients aged ≥65 years pre-
senting to the ED of the University Hospital Basel were
potentially eligible for inclusion. Exclusion criteria com-
prised inability or unwillingness to provide informed consent
verbally or inability to communicate with study staff (e.g.
due to treatment in the resuscitation area, altered mental
status or language barriers). Additionally, patients assigned
Emergency Severity Index (ESI) levels 1 (life-saving interven-
tions required) or 5 (lowest urgency, see-and-treat pathway
with very short ED stays) were excluded to avoid disruption
of ED processes.

Data collection

Each participant was asked two open-ended questions:
‘What matters most to you at the moment?’ and ‘Why
is that important to you?’ [12]. All study data were
prospectively collected using case report forms (CRFs)
specifically designed for this study and integrated into
the hospital information system (Ismed�, ProtecData,
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Boswil, Switzerland). Study staff recording the data received
structured training consisting of two dedicated sessions led
by the principal investigator, a senior physician, covering key
geriatric concepts as well as training on communication with
older patients. Competence and adherence to the framework
were monitored by the study team during regular shift
briefings, enabling continuous feedback and support. Patient
responses were documented in a narrative fashion in a free-
text field without word limits. Demographic information,
including age, sex and ESI triage levels, ranging from 1
(highest urgency) to 5 (lowest urgency), were automatically
extracted from the electronic health record (EHR) into the
CRF. The clinical frailty scale (CFS) was assigned by triage
clinicians, and frailty was considered as CFS ≥5 [23, 24].
Study staff were present 24/7 during the study period to
conduct patient interviews.

To categorise patient responses, we employed the con-
ceptual framework developed by Lim et al. [21], which
was selected a priori. The Lim framework was originally
designed to better understand what patients with complex
health needs consider most important in their daily lives
and to support value-concordant care planning. This concep-
tual framework identifies six domains of personal values in
patients with multimorbidity: Principles, Relationships, Emo-
tions, Activities, Abilities and Possessions. Two independent
reviewers (NB, NH) categorised all responses according to
this conceptual framework. Discrepancies were resolved by a
third reviewer (GV), who provided the final categorisation.
All three reviewers were master’s-level medical students who
underwent structured training in the application of the
conceptual framework. The abstraction process was con-
ducted using Research Electronic Data Capture, hosted by
the Department of Clinical Research at the University of
Basel. All reviewers were blinded to each other’s assessments.

Since all patient responses were collected in German, the
Lim et al. framework was translated into German follow-
ing International Society for Pharmacoeconomics and Out-
comes Research guidelines, using a forward- and backward
translation process [25]. In total, 11 of the recommended
12 chart review criteria were adhered to (for reference see
[26, 27]). Due to the nature of the study and abstraction
task, it was not possible to blind the abstractors to the
study hypothesis. Training of chart abstractors was con-
ducted using a sample of practice cases from patients who
were not part of the study population. Based on these,
we observed that some patients prioritised medical issues.
Hence, an additional category, ‘medical’, was introduced to
reflect the specific relevance of medical concerns in the ED
context, acknowledging the considerations of reversibility in
this setting compared to palliative care. We also added the
variable ‘other’ to accommodate responses that did not fit the
predefined conceptual framework, ensuring that patients’
input was accurately abstracted in case it did not align with
one of the domains.

After completing the abstraction process, a questionnaire
was distributed to all three abstractors. The questionnaire
comprised four questions for each of the four evaluation

criteria: usability, testability, applicability and familiarity (see
Appendix Table 1). Each question was rated on a four-point
rating scale scored 1 (strongly disagree) to 4 (strongly agree).

Outcomes

Feasibility was assessed by the proportion of patients whose
responses were included in the study out of those who
were eligible. Secondary outcomes were the quantification
of abstracted responses by using the adapted conceptual
framework and the impact of age, sex, ESI triage level and
frailty on patient priorities. The adapted conceptual frame-
work was assessed through IRR, the time-to-abstraction
rate and a questionnaire evaluating abstractors’ perceptions.
We selected IRR as it reflects the extent to which a tool is
understandable and practicable. A high IRR indicates that
the framework is consistently understood and applied by
all abstractors, thereby supporting its practical usability. In
addition, the time-to-abstraction rate, defined as the number
of abstractions completed per minute, was used to estimate
efficiency. For the questionnaire, we selected domains that
reflect criteria proposed by the Theory Comparison and
Selection Tool, which offers a structured approach for
evaluating and systematically assessing frameworks [28].
These are: Usability (clarity, structure and ease of use,
including how intuitively statements could be categorized),
testability (clarity and consistency of categorisation criteria,
as well as justifiability and reproducibility), applicability
(practical relevance and flexibility of the framework in
capturing real-world patient statements) and familiarity
(how quickly and easily users can understand and apply the
framework). Finally, we assessed whether patient priorities
changed amongst those with ED revisits during the 30-day
study period.

Statistical analysis

Statistical analysis was conducted using R studio software
(version 4.4.1) [29]. For the primary outcome, we calculated
the proportion of patients who were included in the study
in relation to those who were eligible, expressed as counts
and percentages. For the secondary outcome, descriptive
statistics were used to summarise the study population
and reported outcomes. Categorical variables are presented
as total counts and percentages. Continuous variables are
presented as medians with interquartile ranges (IQR), as
appropriate. No inferential statistical tests were performed, as
the analysis was descriptive in nature. Baseline demographics
were analysed only for each patient’s first presentation.
Subsequent presentations within the study period were
excluded from the feasibility analysis but were analysed
separately to explore potential changes in patients’ priorities
based on their responses to ‘what matters most’. To assess the
IRR of the categorisation process, an unweighted Cohen’s
Kappa was calculated between the two reviewers who
categorized all responses. A Cohen’s kappa value <0.00 was
considered poor agreement, 0.00–0.20 slight agreement,
0.21–0.40 fair agreement, 0.41–0.60 moderate agreement,

3

D
ow

nloaded from
 https://academ

ic.oup.com
/ageing/article/54/11/afaf334/8326571 by U

Q
 Library user on 21 N

ovem
ber 2025

https://academic.oup.com/ageing/article-lookup/doi/10.1093/ageing/afaf334#supplementary-data


J. A. Griese et al.

1349 patients included

1753 ED consecutive patients aged 
65 and older presenting to the ED

1625 ED patients aged 65 and older 
screened for inclusion (assigned 

ESI2 - ESI 4)

128 assigned ESI 1 or ESI 5 not 
considered for inclusion 

276 no data available:
161 missing data, unknown reason
46 treatment in outpatient clinic
43 direct admission to ward
19 treatment in ED fast track area  
  7 direct discharge

92 patients with representations
  80 patients with two presentations
  12 patients with three presentations

Figure 1. Flowchart showing inclusion of 1349 patients and reasons for exclusion; 92 patients had repeat presentations.

0.61–0.80 substantial agreement and 0.81–1.00 almost
perfect agreement [30, 31]. Time-to-abstraction rate was
defined as the number of patient responses that were
abstracted into the framework per minute, serving as a mea-
sure of coding efficiency during the framework application.
Responses to the questionnaire on usability, testability, appli-
cability and familiarity were summarised descriptively and
presented as mean scores (range, 1–4) for the single topics.
Each item was rated on a four-point rating scale: strongly
disagree (1), somewhat disagree (2), somewhat agree (3) and
strongly agree (4). A four-point rating scale was chosen to
prevent neutral responses. This evaluation was exploratory
in nature, intended to provide preliminary insights into
efficiency, usability, testability, applicability and familiarity.

Results

During the study period, 1753 patients aged 65 and older
presented to the ED of whom 1625 patients met the inclu-
sion criteria. Data were unavailable for 276 patients; detailed
reasons for exclusion are provided in Figure 1. The final
analysis included 1349 patients, of whom 419 (31.1%)
were living with frailty (CFS ≥ 5). Median age of the study
population was 78 years (IQR, 72; 84 years), and 54.0%
(n = 728) were female (see Table 1).

Feasibility

Of 1625 eligible patients, asking ‘what matters most’ was
feasible in 1349 (83.0%) of patients.

Assessing what ‘matters most’

In the study cohort, 504 (37.4%) of patients identified med-
ical issues, such as receiving a diagnosis, accessing treatment

or alleviating symptoms as their foremost concern. Relation-
ships were prioritised by 297 (22.0%) of patients, whilst 268
(19.9%) emphasised the importance of maintaining their
abilities. Additionally, 154 (11.4%) reported that emotions
were their primary concern. Fewer patients identified activi-
ties, principles or possessions as their top priority. The various
domains, together with their explanations and examples, are
presented in Table 2. A detailed distribution of responses is
presented in Table 3.

Impact of age, sex, ESI triage level and frailty on
‘matters most’

To further explore factors influencing what ‘matters most’ to
patients, we analysed whether age, sex, ESI triage level and
frailty had an impact on patients’ priorities. Patients aged
≥85 years less frequently prioritised medical issues compared
to those aged 65–74 and 75–84 years. Instead, they more
often emphasised the importance of their abilities. Other
categories showed only minor variations across age groups
(see Appendix Figure 1).

Triage levels did not have an impact on the prioritisation
of medical issues. However, patients with lower ESI scores
(indicating higher urgency) more frequently emphasised
relationships and less frequently prioritised abilities. In
contrast, patients with higher ESI scores (indicating
lower urgency) more frequently prioritised emotions (see
Appendix Figure 2).

Patients who had frailty (CFS 5+) less frequently priori-
tised medical issues, relationships and activities compared
to those without frailty. Instead, they more frequently
emphasised the importance of their ‘abilities’ and ‘emotional’
aspects. Differences in the other categories were minor
between the two groups (see Appendix Figure 3).

Patient sex exerted minimal influence on patient priorities
in our cohort.
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Table 1. Baseline characteristics of the study population.

All patients (N = 1349)
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Age, median (IQR) 78.00 (72.00; 84.00)
Sex (F), n (%) 728 (54.0)
Emergency severity index (ESI)
ESI 2, n (%) 583 (43.2)
ESI 3, n (%) 682 (50.6)
ESI 4, n (%) 84 (6.2)
CFS
CFS 1 very fit, n (%) 55 (6.4)
CFS 2 Well, n (%) 219 (15.8)
CFS 3 managing well, n (%) 366 (26.5)
CFS 4 Vulnerable, n (%) 232 (16.8)
CFS 5 mildly frail, n (%) 201 (14.5)
CFS 6 moderately frail, n (%) 142 (10.3)
CFS 7 severely frail, n (%) 68 (4.9)
CFS 8 very severely frail, n (%) 5 (0.4)
CFS 9 terminally ill, n (%) 3 (0.2)
CFS missing data 58 (4.2)

Table 2. Adapted framework based on Lim et al. including additional category ‘medical’, with definitions and examples.

Domain Definition Examples
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Principles Standards or values by which one should live, including

aspirations (e.g. spirituality, independence, truth)
‘I want to have the feeling of being needed by society’, ‘that I can still
say my evening prayer today and that the examination takes place
beforehand, because I am religious, and I don’t want to miss evening
prayer because I do it every evening’

Relationships Connections to others (e.g. family, friends, community) ‘I want to go home, so I can look after my dog’; ‘I want to get home
as quickly as possible, I am worried about my wife, living with a
disability at home.’

Emotions Feelings or moods; personal, embodied, or experiential states
(e.g. success, convenience, calmness)

‘I want joy in life, I want to be happy’, ‘I need support with the
overnight stay I feel unsafe’

Activities Occupations, things people do for work or leisure (e.g.
reading, gardening, self-care)

‘That I can go home and go for a walk again. Walking keeps me
grounded.’; ‘I want to continue to work as an engineer, it gives my life
meaning’

Abilities Physical or mental abilities or skills (e.g. mental acuity,
mobility, vision, problem-solving skills)

‘I would like to be able to walk safely, to maintain independence’; ‘No
more dizziness, I feel unsafe. I enjoy driving car and motorbike, I
want to feel safe on the road again’

Possessions Material things that are kept, owned or valued, including
premises and belongings (e.g. computer, 55 Chevy, home,
Woodworking workshop woodshop)

‘Get home today if possible, so that the flat is not alone, otherwise the
heating will be on’; ‘I want to go home and back to the garden, I have
a large garden with fishes’

Medical Getting a diagnosis, being treated, ease of symptoms ‘My back pain should go away, so that I am pain-free again’; ‘I don’t
want to feel any pain, I want to be healthy’

Table 3. Quantification of ‘matters most‘ mapped to the adjusted Lim et al. framework

n (%) Sex Age ESI score Frailtya

Category All Female Male 65–74 75–84 ≥85 ESI 2 ESI 3 ESI 4 CFS <5 CFS 5+
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Medical 504 (37.4) 266 (36.5) 238 (38.3) 199 (41.0) 212 (38.8) 93 (29.3) 222 (38.1) 250 (36.7) 32 (38.1) 332 (38.1) 149 (35.6)
Relationships 297 (22.0) 160 (22.0) 137 (22.1) 103 (21.2) 119 (21.8) 75 (23.7) 142 (24.4) 142 (20.8) 13 (15.5) 200 (22.9) 84 (20.0)
Abilities 268 (19.9) 154 (21.2) 114 (18.4) 87 (17.9) 111 (20.3) 70 (22.1) 108 (18.5) 140 (20.5) 20 (23.8) 168 (19.3) 88 (21.0)
Emotions 154 (11.4) 83 (11.4) 71 (11.4) 58 (11.9) 51 (9.3) 45 (14.2) 58 (9.9) 82 (12.0) 14 (16.7) 87 (10.0) 60 (14.3)
Activities 74 (5.5) 31 (4.3) 43 (6.9) 28 (5.8) 29 (5.3) 17 (5.4) 32 (5.5) 39 (5.7) 3 (3.6) 54 (6.2) 17 (4.1)
Principles 24 (1.8) 15 (2.1) 9 (1.4) 7 (1.4) 9 (1.6) 8 (2.5) 12 (2.1) 11 (1.6) 1 (1.2) 15 (1.7) 9 (2.1)
Possessions 11 (0.8) 7 (1.0) 4 (0.6) 1 (0.2) 4 (0.7) 6 (1.9) 5 (0.9) 6 (0.9) 0 (0.0) 7 (0.8) 4 (1.0)
Other 17 (1.3) 12 (1.6) 5 (0.8) 3 (0.6) 11 (2.0) 3 (0.9) 4 (0.7) 12 (1.8) 1 (1.2) 9 (1.0) 8 (1.9)

The table shows total counts and percentages of categories by patient sex, age group, Emergency Severity Index (ESI) and Frailty according to the CFS. a58 Missing
Data for CFS scores
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Figure 2. Sankey chart showing changes of ‘what matters most’ categories from the first to the second presentation. First and second
presentations of representations (N = 92)

Framework evaluation

The agreement between the abstractors was substantial with
a Kappa coefficient of 0.668. Time-to-abstraction rates were
calculated only for the two abstractors who reviewed all
cases (N.B. and N.H.), yielding rates of 3.74 and 3.05
abstractions per minute, respectively, corresponding to less
than 20 seconds per abstraction. Questionnaire results indi-
cate an overall positive evaluation of the framework, with
testability receiving the highest mean rating (3.75), followed
by usability and familiarity (both 3.67), and applicability
(3.58) (see Appendix Figure 4).

Representations

In our study population, 92 patients presented to our ED
more than once. Amongst these, 60 (65.2%) reported dif-
ferent priorities during their second visit compared to their
first (see Figure 2).

Discussion

In this study we examined the feasibility of asking ‘what
matters most?’, in a consecutive sample of patients aged
≥65 years in the ED setting. Our findings suggest not only
that it is feasible to ask ‘what matters most?’ in the ED,
but also that the adapted Lim framework might support
consistent documentation of responses, thereby enabling
systematic integration of service design adaptations.

Consistent with previous studies, we observed that
not only asking ‘What matters most to you?’ but also
following up with ‘Why does it matter most to you?’ further
encourages patients to articulate their core motivations
and meaningful outcomes [12]. This approach may offer
a more pragmatic and feasible alternative to complex
communication protocols.

Interestingly, only 37% of patients identified medical
issues as their primary priority. Instead, many articulated
preferences on relationships, functional ability and emo-
tional well-being. Non-medical domains can be challenging
to manage in emergencies. Where these are identified as
mattering most, healthcare professionals will likely seek to
follow with patient-based inquiry through clinical conver-
sation, using the category as a starting point. These find-
ings highlight the need to move beyond a single-disease
approach in the ED and focus on the aspects that truly
matter to older patients, underscoring the importance a
more holistic, patient-centred approach to emergency care
[3, 4, 7, 16].

Prioritisation of medical concerns decreased with age
from 41% in the youngest category to 29% in the oldest.
Additionally, 38% of non-frail versus 36% of frail people
considered medical issues to matter most. Although the
tendency towards deprioritisation of medical concerns was
similar in both older and frail patients, the effect was more
pronounced with increasing age than with frailty status. This
finding is in line with previous work suggesting that goals of
care might not be related to frailty status [32, 33]. But these
are exploratory analyses and require further study.

Of note, in patients with repeat ED visits during the study
period, 65.2% (60 out of 92) changed their stated priorities
between presentations. This finding reinforces the idea that
patient values are not fixed traits, but dynamic, context-
dependent expressions which might be influenced by acute
symptoms, situational stressors or an emotional state [34]. As
such, it might be insufficient to capture patient preferences
only once; instead, a repeat inquiry seems to be essential to
align care with current priorities.

Collectively, these results support the integration of
asking ‘What matters most to you?’ as a key to a more
comprehensive assessment, enabling the delivery of more
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meaningful and individualised care. The pragmatic nature of
this approach, along with its feasibility and proportionality
to the emergency care context, combined with its ability
to uncover patient priorities, position it as a potentially
valuable tool in the ED [5]. We found that a majority of our
patients were both willing and able to engage in this dialogue.
The insights gained could potentially directly inform shared
decision-making and care planning.

In summary, asking older ED patients ‘what matters most’
is a feasible and efficient intervention with the potential to
enhance the quality of emergency care. Additionally, the use
of a conceptual frameworks seems to support documentation
and may help inform adjustments in service design.

Future research should focus on validating this framework
and testing its generalisability, clinical utility, reliability and
acceptability across diverse populations and healthcare sys-
tems in different countries. Furthermore, the actual impact
of age and frailty status on patient priorities should be
investigated further. Understanding patient outcome gaols
is a core requisite of goal-based and person-centred care.
That we have found that goals change over time reiterates
the importance of eliciting these during every encounter.
Aids to goal elicitation such as this framework have potential
applications for further study such as patient-clinician com-
munication support, service—level reinforcement of person-
centred care processes, and system-level education and work-
force development around the domains of care considered
important by patients.

Limitations

Despite its strengths, this study has several limitations. First,
categorising patient responses within a predefined concep-
tual framework involved researcher interpretation. Although
steps were taken to ensure consistency and transparency,
some bias may remain, as the abstraction process could
reflect researchers’ viewpoints alongside those of patients.
Furthermore, the framework was originally developed for
patients with multimorbidity and required adaptations for
the emergency care setting. However, it appeared pragmatic
and appropriate to the ED context [5].

Second, the question was posed by study staff rather than
the treating team. Whilst our findings show that asking
patients about ‘what matters most’ is feasible in the emer-
gency setting, feasibility and acceptability may differ when
implemented by clinical staff in routine care.

Third, this study was conducted in a tertiary care centre
in Switzerland. Generalisability is limited due to the mono-
centric design. The predominantly Caucasian population,
lower proportions of higher CFS values [35], and the specific
organisational context may limit generalisability to other
institutions, regions or more ethnically diverse healthcare
systems.

Fourth, the exclusion of patients requiring life-saving
interventions (ESI 1) or very well (ESI 5) patients, in order
not to disrupt usual care, might lead to some selection bias.

Patients assigned ESI 1 are typically in critical conditions
(shock, trauma or cardiopulmonary resuscitation). Patients
assigned ESI level 5 follow a see and treat pathway, not
requiring external resources or hospitalisation. These patients
receive minor assessments (blood pressure measurement or
prescription of medications). Their consultation is usually
closed at triage.

Fifth, only three abstractors were involved in the study,
limiting the diversity of perspectives from which the abstrac-
tion process and framework applicability could be assessed.
However, the small number allowed close monitoring, con-
sistent training and in-depth feedback, which may have
enhanced coherence and depth of evaluation.

Supplementary Data: Supplementary data is available at
Age and Ageing online.
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Data Availability: The data are available from the corre-
sponding author upon reasonable request.
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