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Background: In China, tertiary hospitals are piloting an “unaccompanied care” model in which trained care attendants, instead of
constantly present family caregivers, provide 24-hour bedside and daily living care for older inpatients under nurses’ supervision. This
hospital-based service aims to relieve family caregiving shortages and advance integrated care but remains non-standardised and faces
major implementation challenges.

Objective: Guided by a social-ecological framework, this study examined the multilevel factors influencing the implementation of
unaccompanied care and generated evidence to inform the optimization of service design, risk communication with family members,
and the allocation of staffing and financial resources.

Methods: We used a qualitative descriptive design with a phenomenological orientation. Using purposive sampling with maximum
variation, we recruited 36 participants: 21 older inpatients and family caregivers and 15 healthcare professionals (administrators,
clinicians, nurses) and staff from companion-care companies. Data were collected through semi-structured interviews conducted
between November 2024 and January 2025 and analysed using Colaizzi’s seven-step method.

Results: A total of five main themes and 15 sub-themes were identified: personal cognition, economy, and triple constraints;
interpersonal support and interaction; organization resource integration and driving; social environment constraints and demands;
public policy support and promotion.

Conclusion: The implementation of unaccompanied care in Chinese tertiary hospitals faces challenges such as economic burden,
cultural expectations of family caregiving, and insurance policy gaps. Through targeted communication, joint development of
infrastructure and staff capabilities, along with supportive payment and regulatory policies, this pilot model can be integrated into
sustainable, high-quality care for elderly inpatients.
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Introduction

Population ageing and the rising prevalence of chronic conditions have made the organisation of hospital and long-term
care a policy priority worldwide.'* Many high-income countries have expanded formal long-term care® and integrated
care* programmes to complement, and in part replace, traditional family-based caregiving. For example, under Japan’s
long-term care insurance system,” frail older adults can access institutional and home-based services delivered mainly by
professional staff, and “unaccompanied” institutional stays are largely financed through public insurance rather than
direct family caregiving. In many European countries and North America, routine inpatient daily care is primarily
delivered by professional nursing staff, with family members providing intermittent emotional and social support rather
than continuous bedside care.® These institutional arrangements reflect different cultural expectations regarding family
responsibility, professional care and the role of the state in supporting older adults. In contrast to these models, China’s
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newly piloted “unaccompanied care” services enables hospitalized patients to forgo the need for family accompaniment
or the hiring of private caregivers. Instead, the inpatient care is delivered by standardized professionally trained nursing
assistants in coordination with medical staff.’

In China, similar demographic and epidemiological transitions are occurring. According to the Seventh National
Population Census, 264 million people are aged 60 years or above, accounting for 18.7% of the total population, which
has led to a growing demand for professional long-term care services.® To relieve this pressure, the National Healthcare
Security Administration issued the nursing fee can better reflect the value of technical labor and support hospitals in
providing “Unaccompanied care” services in 2024, encouraging local governments to explore localised and diversified
care models within a unified policy framework.” Within this policy context, Fujian, Tianjin, Zhejiang and Sichuan tertiary
hospitals have begun piloting what is locally termed the “unaccompanied care” services or “unaccompanied care wards”.
This model involves standardized professionally trained nursing assistants providing 24-hour continuous daily living
assistance and other services to hospitalized patients. Under the guidance and management of registered nurses, these
nursing assistants deliver companionship and daily care based on patients’ clinical conditions and individual needs, while
also assisting nurses in health education and patient safety protection. Currently, two operational models are being
implemented in China: (1) all basic care and daily living tasks, including eating, personal hygiene and mobility, are
undertaken by nurses or full-time care workers; and (2) patients are generally admitted without self-brought attendants, or
a family member may stay only for emotional support (“accompany but not care”), while professional staff deliver the
full range of nursing and daily care services.’

Integrated care seeks to provide coordinated, continuous and person-centred services across providers and sectors,
integrating medical and social support.'® From an integrated care perspective, unaccompanied care is expected to
promote safer, more coordinated and more professional inpatient care by lowering the risk of hospital-acquired
infections, improving nursing quality and enhancing patients’ experiences.'' Nevertheless, this model remains in an
early pilot phase, mainly in tertiary hospitals, and has not yet evolved into a standardised national service. Its wider
implementation is hindered by several structural barriers, including low public awareness, shortages of nursing staff, the
lack of unified service specifications and an underdeveloped health insurance payment mechanism.

Against this backdrop, empirical evidence on unaccompanied care remains limited despite growing policy interest and
local experimentation. Existing studies largely focus on programme design, service processes or the experiences of
a single stakeholder group. Few adopt a multi-level perspective that explicitly examines how individual, interpersonal,
organisational and policy-level factors jointly shape the uptake and delivery of unaccompanied care within an integrated
care framework.'” The social ecology theory provides a useful theoretical foundation for this analysis. It views the
utilization of health-related behaviors and services as the outcome of dynamic interactions between different levels.'?
Based on this theory and adopting a stakeholder perspective'?, this study aims to identify the factors influencing the
choice of individual care services for elderly inpatients in tertiary hospitals, providing information for formulating
strategies that are adapted to local conditions and involve multiple stakeholders, in order to promote the development of
comprehensive hospital care services for the elderly in China. Therefore, we conducted a qualitative study with older
inpatients, family caregivers and healthcare providers in tertiary hospitals in China, using social ecological theory to
guide data collection and analysis.

Method

We adopted a descriptive qualitative design to obtain a rich and straightforward account of participants’ experiences and
perceptions of the “unaccompanied care” service model in routine clinical practice. This design is particularly suitable for
practice-oriented inquiries that aim to stay close to participants’ own language and meanings while informing service
development and improvement. The study is reported in accordance with the (Consolidated Criteria for Reporting
Qualitative Research, COREQ).'* Guided by the social ecological framework, we explored the influencing factors in
the implementation process of unaccompanied care services from three dimensions: the micro level (individual level), the
meso level (interpersonal and organizational level), and the macro level (policy and social-cultural level). Interview data
were analyzed using Colaizzi’s phenomenological method, which provided a systematic structure for extracting sig-
nificant statements, formulating meanings, and organizing themes. '
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Participants

The study was conducted in a Grade A tertiary hospital in Luzhou, China, between November 2024 and January 2025.
We used purposive sampling to recruit inpatients, their family caregivers, and healthcare staff involved in the organiza-
tion and delivery of this unaccompanied care model. Recruitment focused on adult inpatients with high care needs, most
of whom were older adults affected by population aging and limited family caregiving capacity.

The inclusion criteria for patients were as follows: admitted to the hospital with a documented nursing level of
special care or level-I care; Barthel Index < 60;'® age > 60 years;'’ clear consciousness, intact orientation, and
ability to communicate verbally or in writing; and provision of written informed consent. Patients were excluded if
they had impaired consciousness or severe communication difficulties; were judged by the clinical team to be
excessively dependent on continuous family care (ie unable to participate in self-care or in-depth interviews
without constant assistance from family members); refused personal care from non-family caregivers due to
religious or cultural beliefs; declined to participate even after a full explanation of the study; or had severe
comorbidities that precluded participation in the interview.

The inclusion criteria for caregivers were as follows: age > 18 years; clear mental status and intact cognitive function;
participation in the unaccompanied care service model during the index hospitalization; and provision of written
informed consent.

The inclusion criteria for stakeholders were as follows: at least 5 years of professional experience in clinical nursing,
nursing management, or hospital administration; direct involvement in planning, delivery, or management of unaccom-

panied care services; and voluntary participation.

Sampling and Sample Size

We combined maximum-variation purposive sampling with the principle of information saturation. Participants were
selected to ensure diversity in patient characteristics (eg, gender, age, educational level, marital status, number of
children) and professional roles and years of experience among staff. Recruitment and interviewing proceeded iteratively.
Data saturation was considered to have been reached when three consecutive interviews yielded no new codes or themes,

at which point enrolment was discontinued.

Data Collection

Data were collected through in-depth, face-to-face semi-structured interviews, guided by an interview schedule devel-
oped from the social ecological model. Drawing on a review of the literature, relevant policies on unaccompanied or
extended nursing care, and expert consultation within the research team, we drafted an initial interview guide that
covered: (1) perceptions and needs at the micro level, (2) family and professional support at the meso level, and (3)
institutional and policy factors at the macro level. One representative from each stakeholder group reviewed the draft
guide for clarity and relevance.

We then piloted the guide with two patient—family dyads; feedback from these interviews was used to refine wording,
sequencing, and probing questions, and the pilot data were not included in the formal analysis. The final version of the
interview guide, including core questions and prompts, is presented in Figure 1.

All formal interviews were conducted by the first author, who had received formal training in qualitative interviewing and
phenomenological analysis and had extensive inpatient nursing experience. Before each interview, the researcher explained
the study aims, procedures, and data management plan to potential participants and obtained written informed consent from
those who agreed to take part. Interviews were conducted in quiet, private rooms on the inpatient wards at times that did not
interfere with clinical care, meals, or scheduled rest. With participants’ permission, all interviews were audio-recorded. In
addition to the audio data, the interviewer documented non-verbal cues (eg facial expressions, affect, tone of voice) and

contextual information in field notes and reflective journals. Each interview lasted approximately 30-60 minutes.
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System Level Target Group Interview Questions
Have you ever used professional caregiving services? If so, what was your experience?
Inpatient/Family Member What do you perceive as the advantages and disadvantages of family-provided care versus professional care?
What are your primary concerns or needs regarding the hospital’s promotion of such services?
a Hospital M linical Staff e - . " " ;
Microsystem Cepialliinazer/Clinicall What potential impacts do you anticipate from the implementation of "unaccompanied care" services?
What limitations does the hospital face in promoting this service?
Care Company/Caregiver How do you assess the current development of caregivers?
pany g What are the major challenges faced by caregivers in their daily work?
. . To what extent does family involvement influence your decision to choose "unaccompanied care" services?
Inpatient/Family Member . . .
Do other relational factors affect your decision-making?
Mesosystem . - How can the hospital optimize the division of responsibilities between caregivers and nurses?
Hospital M cl | Staff R . X . X
ospital Manager/Clinical Sta How should collaboration between hospital departments and third-party care companies be coordinated?
Care Company/Caregiver In what ways can care companies support the implementation of "unaccompanied care" services?
Inpatient/Family Member Are you aware of the medical insurance policies related to "unaccompanied care" services?
P v What measures would you like the government or hospital to take to further promote these services?
Macrosystem How should the implementation plan for "unaccompanied care" services be formulated?
Hospital Manager/Clinical Staff What resource or policy constraints does the hospital encounter in promoting this service?
What supporting measures are needed for successful implementation?
Care Company/Caregiver What suggestions do you have for enhancing the professionalization of "unaccompanied care" services?

Figure | Semi-structured interview guide for stakeholder interviews on “unaccompanied care”.

Data Analysis

Within 24 hours of each interview, two researchers who were not involved in data collection transcribed the audio
recordings verbatim and cross-checked the transcripts against the field notes and reflective journals. When gaps or
ambiguities were identified, the researchers contacted participants to clarify meanings. Transcripts were then returned to
participants for member checking when clarification or confirmation was needed.

We used NVivo 11.0 (QSR International) to manage, store, and code the data. Data analysis followed Colaizzi’s
seven-step phenomenological method: (1) all transcripts were read repeatedly to obtain an overall understanding; (2)
significant statements related to experiences of unaccompanied care were extracted and imported into NVivo as initial
codes; (3) formulated meanings were derived by comparing codes within and across participants; (4) these meanings
were grouped into categories, themes, and subthemes, with attention to convergence and divergence across patient,
caregiver, and staff perspectives; (5) a rich narrative description was written for each theme; (6) the essential structure of
the phenomenon was refined by comparing themes across the micro, meso, and macro levels of the social-ecological
framework; and (7) preliminary findings were presented to a subset of participants and to the wider research team to
confirm resonance with their experiences and refine the wording of themes.

Two researchers coded the transcripts and developed preliminary coding frameworks. They then compared their
coding, discussed discrepancies, and refined the codebook iteratively. A third senior researcher, who had extensive
experience in qualitative analysis and was not involved in data collection, independently reviewed a subset of transcripts,
the evolving codebook, and the thematic structure. This researcher helped resolve any remaining disagreements, checked
the fit between raw data and coded themes, and provided feedback on the clarity and distinctiveness of themes. This
three-analyst process enhanced the credibility, dependability, and confirmability of the findings.

Results

Characteristics of Participants

We conducted one-to-one, semi-structured interviews with hospitalized older patients, their family caregivers, and key
stakeholders involved in the organization, delivery, and management of “unaccompanied care” services. In total, 21 older
patients and family caregivers participated and were assigned the codes P1-P15 and C1-Cl15, respectively, and 15
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stakeholders (nurses, nurse managers, physicians, and administrative staff) were assigned the codes N1-N15. The
interviews lasted for approximately 10 hours in total and generated more than 65,000 words of verbatim transcripts.
No repeat interviews were conducted. The demographic characteristics of patients and family caregivers are summarized
in Table 1, and the demographic profiles of stakeholders are presented in Table 2.

Theme |: Personal Cognition, Economy, and Triple Constraints
Sub-Theme I.I Insufficient Awareness of Unaccompanied Care Services
At the individual level, many patients and family caregivers had limited or fragmented awareness of unaccompanied care
services. Few had received systematic information from hospitals; instead, most learned about the service informally
through short videos or advertisements on platforms such as WeChat and TikTok. Some family members misinterpreted
“unaccompanied care” as meaning that patients would be left alone with minimal supervision or assistance. Perceived
safety was a central concern shaping their willingness to use these services, as they questioned whether caregivers could
respond promptly to urgent needs, provide individualized attention, and maintain adequate nurse—patient ratios. Their
informational needs therefore extended beyond basic service descriptions to concrete assurances regarding staffing,
response times, and safety mechanisms.

CO05: Patients need assistance when using the restroom at night. How long would it take for a caregiver or nurse to
arrive?

P03: With so many patients, can nurses really take better care of us than our own family members?

Sub-Theme 1.2 Economic Constraints
Economic considerations were another key factor shaping participants’ decisions about whether to use unaccompanied
care services. Many patients and family caregivers perceived the service as costly and were uncertain whether the
expenses were proportional to the benefits, particularly in low-income families. One patient described the cumulative
financial strain of long-term illness and treatment, while another caregiver emphasized that tuition fees and daily
expenses for their children left little capacity to pay for additional caregiving services. These narratives illustrate that
willingness to use unaccompanied care is closely tied to perceived affordability, and that high out-of-pocket costs may
discourage uptake even when participants recognize the potential benefits of professional caregiving. Participants also
expressed a clear need for transparent pricing and financial protection mechanisms to reduce the perceived economic risk
of choosing this service model.

P07: I worked in Guangzhou for many years, but all the money I earned has now been spent on medical treatment.
Continuing treatment has become a heavy burden for my family.

CO03: I have already paid for my children’s education through college, and now my savings are completely depleted.

Sub-Theme .3 Dual Service Requirements

Participants described dual expectations for unaccompanied care services, encompassing both professional clinical care
and non-professional daily-living and emotional support. On the professional side, nursing managers and clinical staff
expected caregivers to have sufficient competence to conduct basic health monitoring, recognize early warning signs of
deterioration, and collaborate effectively with nurses, with a clear division of labor between caregivers and registered
nurses. These expectations underscored the perceived need for standardized training, explicit role definitions, and
coordinated team-based care to ensure safety and quality. At the same time, patients and family caregivers placed
considerable emphasis on non-professional aspects, including assistance with daily activities, dietary arrangements,
visiting policies, and emotional support. Divergent views emerged regarding hospital meals and visitation rules: while
some stakeholders felt that structured visitation could reduce disruption and improve ward order, family members often
experienced such restrictions as inconvenient or even distressing. Across accounts, participants repeatedly highlighted the
importance of empathy, communication, and psychological comfort, indicating that daily comfort, connection with
family, and emotional reassurance are as crucial as professional competencies in shaping their attitudes toward

unaccompanied care.
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Table | General Information of Patients

Family | Gender Age Education Marital Occupation Number of Coresidence with Times of Hiring Professional Caregiver | Interviewer
ID (Years) Level Status Children Children Caregivers
Fl Male 73 2 Married 3 2 No 0 Son Cl
F2 Male 73 | Married I | Yes 0 Daughter P2+C2
F3 Male 67 | Married | 4 Yes 0 Partner P3+C3
F4 Male 67 | Married | 2 No 0 Partner P4+C4
F5 Female 73 2 Married 3 | Yes | Daughter P5+C5
Fé6 Male 65 2 Married 4 2 Yes 2 Daughter Cé
F7 Male 65 2 Married | 2 Yes 0 Son Cc7
F8 Female 66 | Married 2 2 No 0 Oneself P8
F9 Male 64 2 Divorced 2 2 No 0 Oneself P9
F10 Male 69 3 Married 3 | No | Oneself PIO
FlIl Male 6l 4 Married 3 | No | Oneself Pl
Fl2 Male 65 5 Married 5 | Yes 0 Oneself P12
FI3 Male 69 2 Married | | Yes | Son Cl3
Fl4 Male 62 2 Married 2 4 No | Partner PI4+Cl4
FI5 Male 68 2 Married 2 | No | Partner PI5+CI5
Notes: @ Education Level: | = Primary school; 2 = Junior high; 3 = Technical school; 4 = College; 5 = Postgraduate; @ Occupation: | = Farmer; 2 = Worker; 3 = Retired; 4 = Unemployed; 5 = Clerk.
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Table 2 Basic Information of Stakeholders

ID Gender | Age (years) | Education Position Title | Work Experience (Years)
NI Female 38 3 Clinical Nurse 2 14
N2 Female 35 3 Clinical Nurse 2 11
N3 Female 51 3 Head Nurse 3 31
N4 Female 39 3 Deputy Head Nurse 4 16
N5 Female 52 4 Deputy Director of Nursing Department | 35
Né Female 51 4 Deputy Director of Nursing Department | 33
N7 Female 56 3 Division Head Nurse 3 40
N8 Male 48 3 Manager of Care Company N/A 15
N9 Female 51 2 Care Team Leader 7 10
NI10 | Female 44 2 Care Team Leader 7 8
NI Male 48 5 Director of Surgery 5 30
NI2 Male 33 4 Resident Physician 5 5
NI3 | Female 32 4 Deputy Director of Medical Insurance Office 8 10
N14 Male 44 5 Deputy Director of Medical Affairs Department 5 18
NI5 Male 43 3 Director of Security Department 6 20

Notes: @ Education: | = Technical school; 2 = Junior high; 3 = Bachelor; 4 = Master; 5 = Doctorate; @ Title: | = Chief Nurse; 2 = Nurse Practitioner; 3 = Associate
Chief Nurse; 4 = Deputy Chief Nurse; 5 = Chief Physician; 6 = Hospital Management (Intermediate); 7 = Nursing Aide; 8 = Public Health Management (Intermediate).

NO03: Professional caregivers should be able to assist with basic assessments, monitor changes in patients’ conditions, and
handle simple emergencies before informing nurses.

NO04: Caregivers should take responsibility for basic activities of daily living, while nurses focus on professional tasks
such as treatment, patient education, and complex care.

P10: I like the hospital meals; they are convenient.

P12: The food does not always meet my taste or dietary restrictions.

N12: Implementing a structured visitation management system can reduce redundant communication with families and
help us focus on patient care.

C14: Restricting visitation hours significantly inconveniences us as family members.

C10: If I can only see my relative at fixed times, how is that different from being imprisoned?

PO8: I hope the caregivers can be more considerate and not so cold.

CO01: Communication with patients is very important. Caregivers should provide psychological guidance and emotional

support.

Theme 2: Family Support and Caregiving Dilemmas
Sub-Theme 2.1 Family Role Conflict

At the interpersonal level, family support emerged as both a crucial resource and a source of strain. Many family

caregivers expressed a strong desire to fulfill filial obligations while simultaneously experiencing considerable physical,

emotional, and occupational pressure. They described feeling torn between staying at the bedside and maintaining their

own work and health. Stakeholders also acknowledged that, in the Chinese cultural context, family companionship is

deeply valued and separation can trigger anxiety for both patients and relatives. As a result, family motivations toward

unaccompanied care were often ambivalent: on the one hand, families hoped that professional services could help relieve

the caregiving burden; on the other hand, they worried that relying on such services might be perceived as “replacing”

weakening their filial responsibilities, thereby generating guilt and anxiety.

Patient Preference and Adherence 2026:20
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Cll: My parents are getting older, and providing long-term care is taking a toll on my own health. My work
commitments prevent me from being at the hospital all the time.

NO06: For many Chinese people, nothing compares to the comfort of family companionship, but being separated from
loved ones can trigger separation anxiety for both sides.

Sub-Theme 2.2 Professional Support from Nurses and Caregivers

Participants emphasized that effective professional support from nurses and trained caregivers was pivotal for building trust in
unaccompanied care services. Nursing assistants were regarded as essential for taking over basic activities of daily living and
routine care tasks, thereby allowing nurses to concentrate on more specialized clinical duties. At the same time, some family
members initially felt reluctant to rely on non-family caregivers because of concerns about trust and safety. However, when
they perceived the system as clearly regulated, with explicit standards and professional supervision, their attitudes became
more accepting. These findings suggest that confidence in institutional regulations and professional safeguards is a key
interpersonal mechanism linking families’ caregiving dilemmas to their eventual willingness to adopt unaccompanied care.

NO02: Caregivers can take over basic daily-living tasks, which allows nurses to focus on more specialized clinical duties.
C06: We have always taken care of everything ourselves because we do not fully trust others.

CO06: If there are clear regulations and professional safeguards in place, we can all accept unaccompanied care.

Theme 3 Organization Resource Integration and Driving
Sub-Theme 3.1 Opportunities for Hospital Development
At the organizational level, unaccompanied care services were viewed as an opportunity to enhance both service quality
and hospital development. Stakeholders suggested that structured caregiving could improve ward order, reduce safety
incidents, shorten patients’ length of stay, and increase satisfaction, even though it imposes additional attendant costs on
families. Unaccompanied care was also perceived as a way to expand the hospital’s service portfolio and strengthen its
reputation. Overall, organizations tended to regard unaccompanied care not only as a clinical service, but also as
a strategic initiative to support sustainable development and competitiveness.

NO06: Although the service imposes additional attendant costs on families, it significantly reduces patients’ length of
stay and enhances satisfaction.

N15: Implementing attendant-free care expands the scope of medical services and improves the hospital’s image.

Sub-Theme 3.2 Multi-Department Coordination and Collaboration
Effective implementation of unaccompanied care was described as highly dependent on cross-departmental coordination,
information sharing, and clearly defined institutional procedures. Participants emphasized that nursing, medical affairs,
finance, logistics, and other units all needed to be involved, and that collaboration should be embedded in departmental
performance indicators. They also highlighted the importance of robust information systems to ensure timely responses
to patients’ and families’ needs. These accounts underscore that unaccompanied care cannot be sustained by the nursing
department alone; instead, it requires a system-level organizational response, including standardized workflows, staff
training, and integrated information platforms.

NO06: This service requires coordination across nursing, medical affairs, finance, logistics, and other units.
Collaboration should be incorporated into departmental performance indicators.

NO8: Hospitals need robust information systems to promptly respond to the needs of patients and their families.

Theme 4 Social Environment Constraints and Demands

Sub-Theme 4.1 Constraints of Traditional Concepts

At the social environment level, Confucian philosophy and traditional filial piety norms were described as powerful
influences on attitudes toward unaccompanied care. Many participants expressed a strong moral obligation for adult
children to provide direct, hands-on care for their older parents, and some framed hospital accompaniment as a core
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expression of filial duty. These deeply rooted expectations shaped caregivers’ sense of self-worth and, in some cases, led
family members to reduce working hours or even resign from their jobs to remain at the bedside. As a result, cultural
norms could limit families’ willingness to accept unaccompanied care, even when they acknowledged its practical
advantages.

P11: I believe family members should make time to stay with their elders in the hospital.

NO5: Children feel they must be by their parents’ side to feel a sense of self-worth.

Sub-Theme 4.2 Increasing Demands of an Aging Population

Participants also noted that rapid population aging was intensifying the tension between traditional expectations and
contemporary caregiving realities. Long-term care responsibilities for older parents placed substantial physical, emo-
tional, and financial burdens on middle-aged caregivers, making it increasingly difficult to balance employment and
caregiving roles. Some older patients, aware of these pressures, expressed support for unaccompanied care as a way to
avoid overburdening their children, provided that the service was reliable and affordable. Taken together, these accounts
depict a social transition in which enduring filial norms coexist with demographic and economic pressures, creating both
obstacles and opportunities for the wider adoption of unaccompanied care models.

CO1: The long-term care of aging parents takes a huge toll on caregivers’ health. It is very hard to balance work and
caregiving.

P09: I would support a service like this if it were both affordable and reliable. My children have jobs, and I do not want
to burden them. This initiative is essential.

Theme 5 Public Policy Support and Promotion

Sub-Theme 5.1 Strengthening Publicity and Promotion

At the policy level, participants emphasized the need for comprehensive and trustworthy publicity to build public
awareness and acceptance of unaccompanied care. Stakeholders suggested that hospitals should position unaccompanied
care as a specialized program and actively promote it through multiple media channels, rather than treating it as an
auxiliary service. Family caregivers also noted that visible public and institutional endorsement would strongly influence
their own decisions. Together, these perspectives point to the importance of transparent communication strategies and
policy-supported health education campaigns to reduce misconceptions and encourage informed uptake of unaccompa-
nied care services.

NO04: Widespread publicity is fundamental to building public awareness.

NO6: Hospitals should treat companion-free care as a specialized program and intensify promotion through various media
channels.

CO07: If a service gains public approval, we as family members are more likely to approve of it as well.

Sub-Theme 5.2 Phased Pilot Exploration

Stakeholders widely endorsed a phased pilot approach to implementing unaccompanied care services. They emphasized
that scientific planning, a clearly defined pilot scope, and stepwise implementation are essential for managing risks and
uncertainties during the rollout phase. Participants also stressed the importance of continuous training and iterative
improvement, arguing that caregiver training should follow a cycle of ongoing refinement. In addition, they highlighted
the need for close coordination between hospitals and community institutions to progressively improve both formal
regulations and informal practices. These views suggest that policymakers should prioritize small-scale pilot projects,
systematic evaluation, and feedback-driven adjustment of standards to support the responsible scaling up of unaccompa-
nied care services.
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NO3: A well-defined scope for pilot programs is essential to control risks during the implementation phase.
NO3: The training of caregivers must be grounded in the principle of continuous improvement.

NO8: Hospitals must coordinate closely with community institutions and gradually refine both formal and informal
regulations.

Sub-Theme 5.3 Medical Insurance System Protection

Participants identified limitations in the medical insurance system as a major barrier to the wider adoption of unac-
companied care. In many regions, attendant-related services have not yet been incorporated into basic medical insurance,
resulting in substantial out-of-pocket expenses and leading some families to provide care themselves instead of using
unaccompanied care. Caregivers reported taking unpaid leave or even resigning from their jobs to care for older relatives,
which further intensified their financial burden. Others pointed to inequities between different insurance schemes, such as
gaps between urban resident insurance and employee medical insurance, which result in unequal coverage for these
services. These accounts underscore that insurance coverage and financial protection policies are critical determinants of
the feasibility and equity of unaccompanied care, and that targeted policy reforms are needed to support its sustainable
implementation.

CO07: Because the service is not covered by insurance, many families still choose to provide care on their own.

Cl14: There is a significant gap between urban resident insurance and employee medical insurance, which leads to
unequal coverage for these services.

Discussion
Individual Level: Limited Awareness of the “Unaccompanied Care” Service and Safety
Concerns Among Patients and Their Families Serve as the Primary Barriers to Its

Acceptance

Consistent with previous studies, participants described a tendency to overestimate potential risks while underestimating
possible benefits when faced with an unfamiliar model of care, leading to hesitation and resistance at the point of
admission.'® In line with the rationale outlined in the Introduction, these findings underscore the need for sustained,
multi-channel health education and public communication. Governments and hospitals can use television public service
announcements, science popularization videos, live streams on short-video platforms (eg TikTok/Douyin), and official
WeChat accounts to provide clear, accessible information. Visually demonstrating routine care processes, safety mea-
sures, and complaint or feedback mechanisms within unaccompanied care may help correct misconceptions, gradually
build public understanding and trust, and ultimately increase older inpatients’ willingness to choose this model.

With the advancement of internet technologies,' artificial intelligence,?® and remote monitoring systems,?' hospitals
can digital tools to reduce patients’ rigid dependence on constant bedside presence of family members. For instance,
combining online video with scheduled in-person visits, hospitals can establish real-time video visiting systems at ward
level and allow families to book visit times and durations online platforms. Visit quotas can be set based on patients’
clinical conditions and ward capacity to ensure safety and order. Such digital solutions enable family members to
participate in clinical communication and major decision-making even when they cannot remain at the bedside for
extended periods. In doing so, they help maintain emotional bonds and respond to the filial ideals of “being present” and
“showing care,” without substantially increasing ward crowding or the risk of cross-infection.

In addition, nutritional care represents a concrete domain in which unaccompanied care can add value. Hospitals may
leverage multidisciplinary collaboration by integrating resources from nutrition departments and clinical units to establish
a structured and continuous nutritional management system. Based on comprehensive assessment of patients’ clinical
conditions, laboratory indicators and dietary habits, individualized nutritional plans can be developed, dynamically
monitored and regularly adjusted by specialist nutrition nurses.”** Digital platforms can also be used to create patient
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social-support communities, enabling real-time collection of feedback and questions, and thereby enhancing the
accessibility, interactivity and perceived responsiveness of the service.”*

Interpersonal Level: The Tension Between Traditional Family Culture and

Contemporary Social Reality Is Particularly Salient

In Chinese cultural norms, having family members at the bedside during hospitalization is regarded as an important way
of fulfilling moral responsibility and filial piety.”> Continuous family presence not only symbolizes affection and
obligation, but is also believed to enhance patients’ sense of security and adherence to treatment. This cultural
expectation leads many patients and family members to prefer conventional arrangements in which relatives provide
direct bedside care.’®*” To respond to these cultural expectations while accommodating practical constraints, “unac-
companied care”can offer a feasible pathway for family—care worker collaboration: family members primarily provide
emotional support and participate in major medical decisions, while professional nurses and care workers deliver
continuous, standardized clinical care. To ensure both safety and person-centredness within this model, it is necessary
to strengthen care workers’ “hard skills” and “soft skills” in tandem.?® On the one hand, standardized training should
enhance basic caregiving skills and clinical observation capabilities; on the other hand, curricula should systematically
include psychological communication, emotional support, and functional exercise, thereby improving care workers’
ability to address patients’ emotional and rehabilitation needs.”’ Building a tiered competence-based training system with
job competency at its core may help integrate formal services with informal family care under the value framework of
filial piety, and better alleviate the family burden encapsulated by the saying “when one person is hospitalized, the whole
family is exhausted”.

Organizational Level: The Successful Implementation of “Unaccompanied Care”

Depends on Robust Operational Mechanisms and Staffing Structures

During the initial phase, hospitals inevitably need to invest in large-scale recruitment and training, information systems,
and other technical infrastructure, which can be particularly challenging for resource-limited primary and secondary
facilities. Nonetheless, if the model is carefully designed and properly managed, standardizing care processes and
clarifying role responsibilities have the potential to substantially improve efficiency.>® Clearly delineating task bound-
aries between nurses and care assistants can reduce duplicate work and procedural redundancies, allowing registered
nurses to focus more on complex and high-risk clinical decision-making and interventions.?! Effective coordination and
communication among hospital managers, clinical teams, patients, and families are equally critical. For example,
integrating joint ward rounds involving physicians, nurses and care workers; implementing staggered rounding sche-
dules; and adopting parallel workflows between nurses and care workers can all contribute to more precise allocation of
resources.’'*? A unit-based geographic assignment system, in which nurses and care assistants jointly responsibility for
a defined group of patients, may help maintain continuity of information exchange and improve responsiveness to
changes in patients’ conditions. In turn, this can enhance continuity and safety of care while reducing frontline staff

workload and fatigue.****

Social Environment Level: Prevailing Social Values Strongly Shape Acceptance of

“Unaccompanied Care”

Within the framework of traditional filial culture, “serving one’s parents at the bedside” is regarded as a central
expression of both emotion and responsibility. Continuous bedside by family members is seen not only as a symbol of
affection and obligation but also as a key way to patients’ anxiety and convey care, which has long entrenched a family-
based of elder care in China.*> At the same time, rapid population ageing, shrinking household size and rising female
labour force participation are collectively increasing the demand for formal elder care services,’® reshaping the time and
that families can devote to care, and prompting some households to view “unaccompanied care” as a realistic strategy for
balancing work obligations and caregiving responsibilities. In contrast, in many Western settings, formal long-term care
and home care services have been more widely accepted, and adult children’s duties toward ageing parents are more
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substantially shared by welfare states and community service systems.’’ In high-income countries, long-term care
insurance schemes and community-based care systems have developed over several decades, providing policy instru-
ments and financial for professional care models.>® However, differences in cultural values and environments limit the
direct transferability of these international experiences to the Chinese context. This suggests that the development of
“unaccompanied care” in China is likely to follow a distinct, path-dependent trajectory that must both respond to deeply

rooted filial norms and adapt to demographic shifts and labour-market changes.

Public Policy Level: Scaling Up Unaccompanied Care Requires Coordinated Efforts

Across Multiple System Levels

Hospitals can embed concise information on the nature of the service, eligible patient groups and application procedures
into outpatient halls, inpatient wards, bulletin boards, electronic displays and admission education materials, thereby
lowering the informational threshold for patients and families. When explaining diagnoses and care plans, healthcare
professionals can include unaccompanied care as a routine option in their discussions and proactively introduce it to
suitable patients.*” Importantly, the model should be framed as an optional, complementary form of support rather than
a replacement for family care, and staff should avoid exerting pressure or devaluing the contribution of family caregivers.
In terms of roll-out strategy, pilot programmes should preferably start in departments or disease areas with high care
needs, sound management foundations and relatively controllable risk, so that experience can be accumulated within
a limited scope before gradual expansion to other wards. Policy support is crucial for the sustainable development of this
service model. Fiscal subsidies, tax incentives and the formulation of service specifications and quality standards can all
encourage hospitals to actively promote unaccompanied care and provide institutional support for its stable operation
over time.*>*

Unaccompanied care should therefore be developed as a complementary, family—professional collaboration model
rather than a replacement for family involvement. Multilevel strategies are needed: multi-channel health education to
build trust and correct misconceptions; competency-based training and structured supervision for care workers; unit-
based team models and tiered staffing to optimize resource use; and the integration of remote communication technol-
ogies to maintain emotional connection and shared decision-making.*' At the system level, carefully designed pilot
programmes, together with financial incentives, regulatory standards, and alignment with emerging long-term care and

insurance reforms, are recommended to support the sustainable scaling-up of unaccompanied care in China.

Limitations

Although this study offers multi-level practice and policy implications for unaccompanied care, several limitations
should be acknowledged. First, the sample primarily comprised rural patients from economically less developed regions,
which may limit the generalisability of the findings to other areas or types of healthcare facilities. Future studies should
be conducted in more diverse geographic settings and across different levels of hospitals to test and extend the present
results. Moreover, this study used a qualitative design and focused on the subjective experiences of patients and other
stakeholders; it therefore lacks quantitative data to test and compare the mechanisms identified. Subsequent research
could build on these findings using quantitative or mixed-methods approaches to more systematically examine accep-
tance, motivations and specific needs regarding unaccompanied care among different population groups.

Second, potential researcher bias represents another limitation. The researchers’ educational backgrounds and
personal experiences may have influenced the framing of the research questions, interpretation of data and identification
of themes. To mitigate this risk, the research team emphasised reflexivity throughout data collection and analysis, and
used triangulation and repeated team discussions to enhance the credibility and dependability of the findings. In addition,
we sought external perspectives through peer debriefing and review of the analytical framework and key themes, which

likely strengthened the transparency and trustworthiness of the study’s conclusions.
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Conclusion

Based on the social-ecological model, this study identified key challenges in implementing “unaccompanied care”
services from the perspectives of multiple stakeholders, including limited public awareness, entrenched filial expecta-
tions, and insufficient policy and institutional support. Our findings suggest several concrete strategies for hospital
administrators and policymakers. At the hospital level, managers can integrate “hardware” (such as dedicated unac-
companied care wards, appropriate nurse—patient ratios, and basic monitoring equipment) with “software” (including
standardised information leaflets, admission counselling, staff training, supervision, and clear standard operating proce-
dures) to clarify responsibilities and address families’ safety and trust concerns. Pilot programmes or phased rollouts of
unaccompanied care models could be evaluated using indicators such as patient satisfaction, adverse event and
complication rates, complaint records, and staff workload to inform ongoing refinement and scale-up. At the health-
system level, refining medical insurance reimbursement policies and issuing clear operational guidelines, combined with
cross-sector collaboration with community health services and social organisations, may further support the sustainable
provision of unaccompanied care.
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