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ABSTRACT
While people with mental ill-health report unsatisfying experiences and poor treatment in general 
emergency departments, nursing staff report a lack of adequate knowledge and training. This 
study describes nursing staff’s experiences caring for people with mental ill-health in general 
emergency departments. A qualitative descriptive design was used and 14 interviews were subjected 
to qualitative content analysis. Results show that nursing staff are dealing with uncertainty and 
competing priorities when caring for people with mental ill-health. Nursing staff must both take 
and be given the opportunity to maintain and develop confidence and independence and need 
support in promoting mental health recovery.

Introduction

General emergency care is an essential part of the health 
system worldwide and access to well-organized, safe, and 
high-quality emergency care can contribute to the reduction 
of health inequalities (WHO, 2019). People with mental 
ill-health have more encounters with general emergency 
departments (ED) than others, related to their physical and 
psychiatric care needs (Holmberg et al., 2020). Predominately, 
they report unsatisfying experiences and poor treatment 
related to stigma and discrimination from staff (Perry et  al., 
2020), which affects their well-being and recovery (Schmidt 
& Uman, 2020). Nursing staff in general EDs are often the 
first point of contact for people with mental ill-health 
(Morphet et  al., 2012). Still, they report lacking knowledge, 
training, and support to adequately assess and meet the 
needs of people with mental ill-health (Plant & White, 
2013). In this article, “nursing staff ” refers to registered 
nurses (RN), and enrolled nurses (EN) working in direct 
patient care in general EDs. To tailor suitable interventions 
that target nursing staffs’ need for support in the provision 
of optimized acute care for people with mental ill-health, 
it is crucial to deepen the understanding of their experiences 
of caring for them, and of the factors influencing the care.

Background

Attending the ED can be part of the recovery process for people 
with mental ill-health, and acute care for them must be focused 
on the concepts of empathy, respect and trust, and delivery of 
the best possible care (Derblom et al., 2021; Marynowski-Traczyk 

& Broadbent, 2011). However, research on the experiences of 
people with mental ill-health reports that their concerns are 
often not taken seriously, they are often not believed, and their 
physical health issues are often overlooked when they seek care 
in the ED (Ewart et al., 2016). In addition, ED staff may avoid 
addressing their mental ill-health due to discomfort, instead 
focusing only on physical symptoms (Derblom et  al., 2021). 
People with mental ill-health also express high levels of stress 
and discomfort in the ED due to staff attitudes, wait times, 
and the hectic environment (Carstensen et  al., 2017). People 
with severe mental ill-health have a 2–3 times higher average 
mortality compared to the general population, and the majority 
of deaths are caused by preventable physical health conditions 
(Liu et  al., 2017). There are several complex reasons for this, 
one of which is that they tend to receive poor-quality care (De 
Hert et al., 2011). There is a need to develop the care in general 
EDs to meet the needs of people with mental ill-health, and 
to promote their rights and recovery.

In the ED environment, a traditionally clinical model of 
recovery is deeply rooted and central to the everyday prac-
tices of nursing staff (Marynowski-Traczyk et  al., 2017). 
Clinical recovery is understood as objective and observable 
and is about relieving symptoms and curing illness (Slade, 
2009). In contrast, the recovery model, which emphasizes 
the personal and social aspects of recovery, is the foundation 
of psychiatric care in many countries and is considered best 
practice for people with mental ill-health (Marynowski-Traczyk 
et  al., 2013). The goal of personal recovery is not necessarily 
to be cured of mental ill-health or to return to a pre-illness 
state; but instead that the person experiences improved 
well-being, regains hope, and believes in their own 
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possibilities (Davidson & Roe, 2007; Marynowski-Traczyk 
& Broadbent, 2011). A recovery-oriented approach is about 
being able to handle all dimensions of recovery and can be 
defined as person-centred, strength-based, collaborative, and 
reflective, enabling nursing staff to address the needs and 
rights of unique individuals in unique situations (Gabrielsson 
& Looi, 2019).

Research on nursing staffs’ experiences report the lack of 
knowledge and skills to be major barriers in providing suitable 
care to people with mental ill-health in the ED (Holmberg 
et  al., 2020; Østervang et  al., 2022; Perrone McIntosh, 2021). 
This is the case even though nurses are well-trained in acute 
lifesaving care and in attending to people with acute physical 
conditions and emergencies (Østervang et  al., 2022; Perrone 
McIntosh, 2021). Nursing staff ’s lack of education/training 
regarding mental ill-health is reported to be closely linked to 
negative attitudes, stigmas, and challenges involved in engaging 
in empathic relationships with people with mental ill-health 
(Vedana et al., 2017). Time constraints and short patient inter-
actions are additional barriers faced by nursing staff in creat-
ing and maintaining helpful relationships (Innes et  al., 2014; 
Vedana et  al., 2017), and in making proper assessments that 
include the persons’ subjective experiences (Holmberg et  al., 
2020). Nursing staffs’ ability to provide appropriate care to 
people with mental ill-health are also affected by the invisible 
norm of efficient care in the ED (Jelinek et  al., 2013; Webster 
et  al., 2015), which places expectations on them to treat sev-
eral high-acuity patients and to reduce waiting times and the 
duration of ED visits (Petrik et  al., 2015; Vedana et  al., 2017).

Even though much is known on the experiences of receiv-
ing care in the ED among people with mental ill-health, 
and on practitioners’ experiences caring for them, little is 
known about how to best support nursing staff in their 
challenges. To tailor suitable interventions that target nursing 
staffs’ need for support in the provision of optimized acute 
care to people with mental ill-health, it is crucial to deepen 
the understanding of their experiences of caring for them, 
and the factors influencing that care. Therefore, the aim of 
this study was to describe nursing staff in general EDs 
experiences of caring for people with mental ill-health.

Methods

Design

The study has a qualitative design, with individual 
semi-structured interviews (Brinkmann & Kvale, 2014) sub-
jected to qualitative content analysis (Graneheim et  al., 
2017; Graneheim & Lundman, 2004; Lindgren et  al., 2020) 
to highlight similarities and differences in nursing staff ’s 
experiences. The consolidated criteria for reporting quali-
tative research (COREQ) was used to report the study 
(Tong et  al., 2007).

Context

The study was conducted with nursing staff from three dif-
ferent EDs, in two regions in Sweden with publicly-funded 

general EDs open 24 hours a day, 7 days a week, covering 
both rural and urban areas (Table 1). The EDs had no staff 
specializing in mental health on site, such as psychiatrists or 
mental health nurses, but psychiatric consults were available. 
In one region a separate psychiatric emergency department 
was open 24 hours a day and in the other region psychiatric 
emergency services were open during specific periods. In 
Sweden general EDs employ ENs, RNs, specialist nurses, and 
physicians. The vast majority of EDs in Sweden use the triage 
system RETTS (Rapid Emergency Triage and Treatment 
System). Most often, RNs perform the triage and patients 
may see a physician at a later stage for further assessment.

Procedure and participants

ED managers were informed about the study and permission 
was obtained to conduct the study in each department. 
Participants were recruited purposively and inclusion criteria 
were as follows: RNs and ENs presently working in the ED. 
RNs and ENs were informed about the study verbally and 
in writing. At one ED the first author attended a workplace 
meeting online to inform participants about the study. At 
the other two EDs, recruitment and informing of potential 
participants was assisted by the unit managers. The first 
author provided 15 interested recruits with more information 
about the study and its voluntary nature. In total, 14 inter-
views were conducted with 10 women and 4 men (5 ENs 
and 9 RNs) aged 24 to 56 years (median = 39.5). One recruit 
declined to participate for an unknown reason. Time 
employed in general emergency care varied from 1 to 
18 years (median = 4.0) among ENs and 7 months to 27 years 
(median = 3.5 years) among RNs. Total time employed in 
healthcare varied from 1 to 18 years (median = 13.0) among 
ENs and 3 to 32 years (median = 11.5) among RNs. Two 
ENs and two RNs had additional education in emergency 
care. Two ENs and two RNs had experience working in 
mental health care.

Data collection

The first author conducted individual semi-structured inter-
views from March 2020 to February 2021. One interview 
was conducted face-to-face at the participant’s workplace, 
and others were conducted either by telephone or digitally, 
due to the COVID-19 pandemic. The interviews lasted 53 
to 101 minutes (mean = 75 min). All interviews were 
audio-recorded and transcribed verbatim. An interview guide 
was used with open-ended questions such as: What are your 
experiences caring for people with mental ill-health in emer-
gency care? and Please tell me about a situation you 

Table 1. Description of the eDs included in the study.

eD 1 eD 2 eD 3

Catchment area 150 km 150 km 60 km
Inhabitants 76,000 250,000 876,000
nursing staff employed 50 65 110
attendees per year (2020) 14,077 22,249 25,282
Patients per day (2020) 39 61 69
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experienced as satisfying/challenging? Follow-up questions 
were asked to encourage participants to clarify or develop 
further upon their descriptions.

Data analysis

Data were subjected to qualitative content analysis, which 
involves a systematic abstraction and interpretation of the 
textual content (Graneheim et  al., 2017; Graneheim & 
Lundman, 2004; Lindgren et  al., 2020). Interviews were read 
in their entirety several times to get a sense of the text as 
a whole. The first author then imported the transcripts into 
the analytic software MAXQDA (VERBI Software, Germany) 
and divided the text into meaning units relevant to the 
study’s aims, condensed these units and labeled them with 
codes. These codes were sorted into groups according to 
their similarities and differences. Groups of codes were 
abstracted and interpreted into subthemes, which was fol-
lowed by grouping subthemes and abstracting and interpret-
ing them into themes. For example, codes such as fear of 
saying or doing the wrong things, difficult knowing how to 
interact with patients with mental ill-health and more unclear 
than physical mental ill-health were grouped together and 
formed the subtheme Questioning one’s own abilities under 
the theme Dealing with uncertainty. Codes such as lacking 
time to listen, doing what is needed to keep the unit flowing 
and feeling insufficient were grouped together and formed the 
subtheme Struggling to prioritize within limited time under 
the theme Dealing with competing priorities. Throughout the 
analysis process, researchers engaged in ongoing discussions 
and reflected on the abstractions and interpretations in rela-
tion to the original data before results were agreed upon. 
Trustworthiness was considered throughout the study using 
criteria proposed by Graneheim et  al. (2017).

Ethical considerations

The project received ethical approval from the Swedish Ethical 
Review Authority and the study was conducted according to 
ethical guidelines described in the Helsinki Declaration 
(World Medical Association, 2013). Participants were informed 
about the purpose of the study, the voluntary nature of their 
participation, and their right to withdraw at any time. 
Informed consent was obtained from all participants.

Results

The study resulted in nine subthemes abstracted and inter-
preted into two themes describing nursing staff ’s experiences 
of caring for people with mental ill-health in general EDs 
(Table 2). Representative citations from participants (iden-
tified by numbers) are included to illustrate subthemes.

Dealing with uncertainty

Participants’ experiences can be understood as dealing 
with uncertainty when caring for patients with mental 

ill-health. Participants who reported feeling confident 
seemed able to rely on their own abilities, and act in the 
way they considered best for the patient and the situa-
tion—even if it deviated from the prevailing standard of 
care in the ED. Participants who felt confident also 
seemed able to focus on the relational aspects of the 
encounter, and on recognizing and meeting patients’ 
needs. Feelings of uncertainty seem to be expressed by 
participants becoming more focused on the task-related 
aspects of patient encounters, focusing predominately on 
the patient’s physical needs and on the medical examina-
tion. In addition, participants described doubting whether 
patients with mental ill-health are truly ill, and whether 
the ED is the right place for them to be. Due to uncer-
tainty, participants may feel the need to adopt an author-
itarian attitude to gain control of patients and situations 
and also expressed a need to reflect and discuss situations 
with colleagues.

Trusting in one’s own abilities
Participants reported providing care to patients with mental 
ill-health on a daily basis or several times a week. They 
described meeting patients with “known” mental ill-health, 
undiagnosed mental ill-health, and substance use disorders, 
who were seeking care for physical and psychiatric care 
needs. Participants who reported feeling confident and inter-
ested in providing care to patients with mental ill-health 
highlighted the importance of adapting to the patient to 
make them feel safe and cared for.

It is actually one of my strengths, to be able to deal with those 
[patients] whom some find difficult and where it is a bit chal-
lenging, and I think it… interests me. (1)

Participants suggested that it made a big difference if they 
took the time for small caring acts, such as offering patients 
something to eat or drink, arranging for an extra blanket, 
or accommodating the patient’s wishes. For example, letting 
patients go out to smoke if they judged it would benefit 
the patient—even if the hospital’s policy was that smoking 
was prohibited—or offer coffee, even if the unit rules said 
they would not serve coffee to patients with mental ill-health 
due to a risk of self-harm. Participants suggested that as 
beginners, it had been easier to focus on the technical and 
medical aspects of care, but with more experience they 
became aware of the importance of other “small” things 
such as giving patients time, listening to patients, and con-
firming what patients had to say.

Table 2. Overview of sub-themes and themes revealed in the analysis.

sub-themes themes

trusting in one’s own abilities
giving time
Questioning one’s own ability
Doubting patient’s authenticity
using avoidance and authority to gain control
asking for collegial support

Dealing with uncertainty

struggling to prioritize within limited time
asking for de-prioritized continuing education
asking for a responsive leadership

Dealing with competing 
priorities
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There is a lot we can do that is very valuable to them even 
though it seems of little worth to us. For example, the thing 
about taking the time to sit down and talk and listen is incredi-
bly meaningful for many patients with mental ill-health, whereas 
we do not understand its worth as easily. (9)

They highlighted the importance of being a fellow human 
being and not just a “care robot” in a uniform. Furthermore, 
participants spoke about the importance of seeing “the per-
son behind the behaviour” and being aware of “the baggage” 
each person is carrying. They described feeling confident 
and safe when caring for patients perceived as upset or 
“outspoken” and tried to approach these patients with calm-
ness and presence of mind, and to adapt to both the person 
and situation. For example, participants reacted by changing 
their tone of voice, talking and moving more slowly, moving 
closer to the patient, or backing off if they felt the patient 
needed space. They suggested that it was often enough to 
be interested in what the patient had to say, and listen to 
the patient intently, in an attempt to find out why they 
were upset.

Furthermore, participants who felt confident described 
that they were often the ones taking care of patients with 
mental ill-health who frequently visited the ED because they 
had established relationships with them and had gotten to 
know them. They expressed that for some of these patients, 
sometimes sharing a cup of coffee or a big hug from the 
“right staff ” could be enough.

Participants described encounters with patients with men-
tal ill-health as meaningful and more personal than with 
other patients, affecting them more deeply. They also 
reported being able to learn from these patient’s different 
experiences, which contributed to their personal and pro-
fessional development. Participants with previous experiences 
working in psychiatric care reported that this experience 
contributed to their confidence in caring for patients with 
mental ill-health in the ED.

Giving time
Another aspect of feeling confident was participants who, 
despite limited time in the ED, reported prioritizing taking 
time for patients with mental ill-health, if they judged that 
time was what the patients needed. Participants reflected 
on how they actually saved time by giving time to patients 
and, for example, could prevent repeated visits to the ED. 
They considered it crucial to give patients enough time in 
order to understand the situation and make adequate assess-
ments, and suggested that it required more than just routine 
checks to fully understand a patient’s situation.

You need to take the time; it is just so…//You need to listen 
more because it can take a while before you get to the root of 
the problem if you put it like that. (4)

According to participants, this meant that they needed to 
ask patients about their mental ill-health and be prepared 
to handle the answer. Participants experienced being able 
to make patients feel recognized and listened to if they 
managed to understand their needs, and had the opportunity 

to guide them to the right path; for example, primary care 
or the psychiatric unit. Participants who reported feeling 
confident in providing care to people with mental ill-health 
described giving time to these patients, even if they knew 
colleagues might have to work a little harder and might not 
agree with their priorities. They described experiencing both 
colleagues’ dissatisfaction, but also colleagues who were 
relieved that someone with the “aptitude/skills for it” took 
responsibility for these patients. Participants also highlighted 
the need to take advantage of short interactions with patients 
and believed that these moments were meaningful when 
they were able to “do the right things”; such as being pres-
ent, listening to, and confirming patients. They also described 
talking to patients while performing measures, sitting down 
with them, and creating a good atmosphere in the room by 
using humor or small talk. However, participants also sug-
gested that it differed among staff whether there was a 
willingness to prioritize these patients or not, and that nurs-
ing staff could avoid them due to uncertainty about what 
to say or do.

Either you like that part or you do not. If you are not really 
fond of that part and you think that the psychiatric bit is com-
plicated or frightening or whatever, then you might not take 
the extra care but just do what is part of the task and then 
no more than that. (10)

Questioning one’s own ability
There were participants who reported feeling unease and 
uncertainty when meeting patients with mental ill-health, 
and considered mental ill-health to be more complex and 
demanding than physical health issues. They described not 
knowing what to say or do with these patients and were 
afraid of upsetting them or aggravating the situation. 
Furthermore, they suggested that mental ill-health had “no 
quick fix.” According to nursing staff, they often made 
“action plans” to follow when patients were in the ED, but 
considered making and following these plans to be difficult 
when it came to mental ill-health.

A heart attack, for example, you know what it is and you know 
roughly how it will manifest itself, but it seems like mental 
health problems can develop in so many different ways. It is 
difficult to have a ready-made plan in mind when you know 
that a patient with mental ill-health is coming. It is difficult 
to know what it will look like and how it will turn out. (12)

Participants expressed feeling more confident in working 
with physical ill-health and considered it to be more com-
prehensible, as they were able to measure and see direct 
results from, for example, a medical intervention. They also 
considered it their main task and responsibility to focus on 
patient’s physical issues, even if the underlying cause was 
mental ill-health; for example, when meeting patients with 
self-inflicted wounds.

We stitch the wound and leave the patient in their room, so 
they may be alone for long periods of time, because you have 
a lot of other things to do as well…So it is really not good 
care in that sense, but it is kind of also our role to close that 
wound, for example, rather than sitting and thinking about 
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how people feel and so on, which maybe is what the patient 
really needs… (14)

Participants reported sometimes not asking about mental 
ill-health, even if they suspected that was the actual cause 
of a patient’s physical health issue (as in the case when no 
medical problem was found.) They suggested that it was 
not their responsibility or that they did not have sufficient 
time, and were thus focused on medical examinations and 
on sending patients home when “medically cleared.” 
Participants expressed having nothing to offer patients with 
mental ill-health, and suggested that the ED was the wrong 
place for them, and that they were better off at the psychi-
atric unit where they could immediately access specialist 
care. Participants also suggested that there was a general 
lack of interest in mental ill-health among ED staff, and 
that few staff members preferred working with these patients. 
They considered that the best care for these patients was 
to refer them to the right clinic as soon as possible. 
Participants also expressed that the ED was the worst place 
to be for patients with mental ill-health, due to the hectic 
and overcrowded environment, the high patient flow, the 
lack of suitable rooms, and the constant ringing of the alarm.

Doubting patient’s authenticity
Another aspect we interpreted as participants dealing with 
uncertainty was their doubts regarding patient authenticity. 
For example, participants expressed a belief that patients 
with mental ill-health were unpredictable, unreliable, manip-
ulative, and able to “blow one to the moon.” However, they 
also reflected on their own lack of knowledge and experience 
regarding mental ill-health as reasons for them feeling this 
way. Patients with mental ill-health were considered by par-
ticipants to have a low status in the ED, and mental ill-health 
was seen as less severe than physical health problems. They 
described not wanting to be affected by prejudice, but con-
sidered mental ill-health as stigmatized in general, and 
reported that they often ended up categorizing patients.

I think it would be good for us to know a little more about the 
fact that these are mostly ordinary people; maybe not everyone 
can have a job, but some form of activity during the day…//… 
it is easy to think that they just stay at home stuffing themselves 
with pills, drinking alcohol, or cutting themselves. (10)

Participants described experiences of patients being treated 
disrespectfully; not being seen or heard, trusted, or taken 
seriously in the ED. Furthermore, they could be met by 
staff who had the attitude that the patient’s reason for seek-
ing care was “nonsense” and that they should “tighten up” 
and “get their act together.” They reported that stigma and 
prejudice against patients with mental ill-health posed the 
risk of failing to identify somatic diseases, and considered 
it as crucial to have clear routines and guidelines to follow 
to avoid prejudices affecting care.

Those frequently-recurrent are patients at risk. I mean, there 
have been people with humerus fractures or other medical 
conditions who have been immediately blocked in the gate 
and sent home. (2)

Furthermore, participants reported it as demanding provid-
ing care to recurrent patients with substance use disorders, 
whom they suggested had “chosen” their ill-health them-
selves. They experienced that these patients often required 
repeated life-saving care, returning frequently in the same 
bad condition. This was reported as frustrating and “tir-
ing,” even if they understood that these patients were not 
feeling well. Participants described that they did the most 
immediately necessary things for these patients but no more, 
considering their main task to be caring for patients who 
were involuntarily ill. Furthermore, they described it as 
demanding and stressful to provide care to patients with 
“known” mental ill-health and frequent ED visits for physical 
health issues—labeled “frequent visitors.” They expressed 
feeling unsatisfied when the situation did not require 
urgent medical attention and suggested that these patients 
required a lot of resources, often at the expense of patients 
with “real” medical problems. They also experienced these 
patients as challenging as they “lacked patience” and were 
constantly alerting staff “for nothing.” Participants stated that 
it was required that they set boundaries for these recurrent 
patients, and to present a unified front toward them to be 
able to “handle them.”

Using avoidance and authority to gain control
We interpreted another way of dealing with uncertainty: 
that of participants using an authoritarian attitude or avoid-
ance to gain control of situations they perceived as chal-
lenging. According to participants, nursing staff could be 
more or less inclined to sign up for patients with mental 
ill-health on the triage list, sometimes avoiding patients with 
mental ill-health who were perceived as “challenging” or 
“demanding.”

I suppose that some of these recurring patients, who come 
often, who I think get quite strenuous for people [staff], they 
are probably the ones that people avoid…//…I mean, people 
sigh when they return every day, I will not make a secret of 
that. (14)

They participants described that when meeting patients with 
mental ill-health they perceived as “outspoken”, they felt 
uncertain and afraid about whether the patient was poten-
tially dangerous and stated a need to always be prepared 
for unforeseen situations.

You should keep it in the back of your mind a little, I think. 
This patient is feeling unwell, be prepared. It feels like a readi-
ness in the body in some way, that it can result in anything. (5)

They reported sometimes needing to be harsh and deter-
mined, to raise their voices, pointed out that patient’s “out-
spoken” behavior was not okay, and suggested that it was 
crucial to set boundaries with patients. Furthermore, partic-
ipants stated that it was important to keep physical distance 
from patients they considered unpredictable. Participants 
(working at one ED) reported having “zero tolerance” in 
their unit for verbal and physical altercations. However, 
they experienced that it differed how strictly staff referred 
to the principle of zero tolerance, and suggested that some 
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staff had a lower tolerance level toward patients with men-
tal ill-health than with other patients. Thus, they tried to 
control or restrict these patients, which often only led to 
irritation and anger on behalf of the patients, according to 
participants. They described colleagues who “flared up” and 
treated patients in a hostile way, while others were more 
likely to find ways to adapt or comply to the patient and 
to the situation.

Participants reported having the ability to call security 
guards to the ED. However, they often considered situations 
when security guards intervened to be challenging, having 
experienced situations where security guards used force 
against patients, triggering conflict. According to partici-
pants, this conflicted with how they wanted to handle sit-
uations; with dignity, and by being humane and trying to 
connect with patients. They described it to be “two different 
worlds colliding” and believed it led to failed patient 
encounters. However, they sometimes thought it was nec-
essary for security guards to intervene to protect staff, or 
to prevent a patient from self-harming.

Asking for collegial support
Participants described the significance of receiving support 
when it came to reasoning with more experienced col-
leagues, strengthening and confirming their assessments or 
taking turns in patient situations experienced as demanding. 
They reported reflecting with each other about patient sit-
uations in the moment—in the staff room, at the nurses’ 
station, or in the locker room on their way home. However, 
participants suggested that this was not always possible due 
to a high workload, and described sometimes ending up 
alone in situations they felt were challenging. When partic-
ipants did not have time to reflect with colleagues they 
reported that they continued to ponder about work at home. 
They thought it would be valuable to set aside time to 
reflect with colleagues in order to support each other, learn 
from each other, and to develop and become better at what 
they do.

We are doers, meaning we have very little time to reflect on why 
we do what we do, why we behave the way we do or why we 
do a certain way, and if there are other ways that are better. So, 
I think we need to have this reflection on our practice//… that 
you have to put it into words, I think that is very important. (4)

However, they did not consider that time for reflection 
was a priority in the ED due to “barely having time for 
patients.”

Participants stated that they were affected by colleagues’ 
attitudes toward patients with mental ill-health, whether 
respectful/positive or negative. It was expressed by par-
ticipants that they were “on different teams” regarding 
caring for patients with mental ill-health and suggested 
that some of them understood the importance of priori-
tizing these patients, while others did not. Participants 
who chose to prioritize these patients expressed that they 
were not always supported by dissatisfied colleagues. 
However, participants believed that as they got more expe-
rience they became able to disregard colleagues’ frustra-
tions and put patients’ needs first. They also meant that 

long experience contributed to them not being questioned 
by their colleagues, and influenced how they used their 
time in the ED.

Dealing with competing priorities

Additionally, participant’s experiences can be understood as 
dealing with competing priorities. Even if they had a desire 
to provide appropriate care and meet the needs of patients 
with mental ill-health, they could feel limited in their ability 
to do so by a lack of time and staff resources, knowledge, 
and support. Adding to the fact that this made participants 
feeling inadequate, they seemed to assume limited respon-
sibility for these patients, arguing that their main respon-
sibility is to care for patients with acute physical illnesses. 
Thus, patients with mental ill-health might even be per-
ceived as a distraction from what staff consider to be their 
“actual” purpose. Lack of support in terms of continuing 
education on mental ill-health and leadership further 
increases the challenges involved in dealing with competing 
priorities.

Struggling to prioritize within limited time
Participants reported a lack of time and resources as reasons 
not being able to provide optimal care to patients with 
mental ill-health, whom they considered to need more time 
and resources than other patients. They expressed a wish 
to have enough time to listen to these patients with empathy 
and respect, and to be able to recognize them and take 
them seriously. However, they also experienced that this 
ideal was difficult to live up to in the ED and stated that 
it was not so much about them prioritizing time, but about 
what was possible to keep up with under prevailing orga-
nizational circumstances.

I need time to devote myself to those patients, and I do not 
think I will get that. To be completely honest, I have to create 
it myself…I have tried, but some weekends or some nights it 
does not work. (13)

For example, participants described not having time for 
longer conversations or being able to stay with patients in 
the room. When caring for a patient with suicidal intentions 
that they could not leave alone, they sometimes would leave 
them in the waiting room, hoping that other patients would 
alert staff if needed, or ask security guards or police officers 
to stay with the patient. Participants described that lack of 
time for these patients led to feelings of insufficiency.

You prioritize what is most urgent and…//…in the car on the 
way home you feel inadequate, no matter how much you try 
to run it is not enough. (3)

There were also participants who found it demanding to 
spend time on patients with mental ill-health, since it 
affected their readiness to care for patients with acute phys-
ical mental ill-health. Furthermore, they stated that their 
main task was to prioritize the most urgent and seriously 
ill patients, and this meant that they did what was required 
to keep the unit flowing.
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We do not always have the time that you might need to sit 
down for an hour and talk. It is often quite difficult because 
we have other acutely ill [patients] waiting, and we do not have 
unlimited staff. (8)

Furthermore, participants reported that what motivated them 
to work in the ED were short meetings, and the possibility 
of diagnosing patients quickly, treating them, sending them 
home or helping them further in the health care system.

Asking for de-prioritized continuing education
Adding to difficulties in managing competing priorities, 
participants lacked support in terms of continuing education. 
Continuing education in mental ill-health was expressed by 
the participants as a low priority in the ED, where training 
in acute physical mental ill-health and life-saving measures 
had the highest priority. They also meant that due to a 
resource-pressured organization, they only received continu-
ing education in what was considered to be the most essen-
tial in the ED.

We get what we need—kind of, it is CPR and thoracic drainage 
and…that is the kind of education we get. There is no real 
space…we are a pretty burdened business. (4)

However, participants who suggested that their responsibility 
to care for patients with mental ill-health ended at arranging 
a room and calling staff from the psychiatric clinic consid-
ered themselves to be sufficiently knowledgeable. One par-
ticipant expressed this as the psychiatric clinic “only 
borrowing the premises of the ED” to meet their patients. 
Participants working as registered nurses stated that their 
undergraduate nursing education only contained a short 
psychiatric course, giving them narrow knowledge about 
mental ill-health, which lacked focus on acute care for these 
patients. Positive experiences in clinical psychiatric care 
placements during their undergraduate nursing education 
was considered beneficial when they were novices in the 
ED. Despite this, they had the feeling of being “thrown into 
the harsh reality” as beginners and expressed that it was 
about “learning by doing.” Some participants believed that 
repeated educational interventions in caring for patients 
with mental ill-health would be necessary, while others 
found it hard to prioritize mental ill-health due to the need 
for continuing education in many different fields.

Asking for a responsive leadership
Participants also needed support from leadership in dealing 
with competing priorities. Experiences of being supported 
by management in caring for patients with mental ill-health 
varied among nursing staff from non-existent to feelings of 
support. Some participants suggested that mental ill-health 
was a non-priority for management, and was never high-
lighted at their unit. Others thought that management was 
keen on highlighting the field of mental ill-health and 
encouraged collaboration with the psychiatric unit or were 
interested in staff ’s ideas about developing care for these 
patients. Support from management was expressed as crucial 
by participants, considering the large number of patients 

with mental ill-health seeking emergency care. They 
described it as demanding when management had no 
engagement in this issue. Furthermore, they stated that even 
if their management had good intentions, they also lacked 
power to solve the real problem and change a demanding 
and pressured work situation at the ED. Regarding this, 
participants expressed resignation, and lacked hope that it 
would change. However, they wished management would 
assume a greater responsibility for their work situation, 
considering that many staff were on sick leave for exhaustion.

It is not going to happen. We will not get more resources for 
everyone who seeks help for mental ill-health. (13)

Discussion

Our results report that nursing staff are dealing with uncer-
tainty and competing priorities when caring for patients 
with mental ill-health in the ED, which may result in incon-
sistent opinions among them regarding their responsibility 
to care for these patients. Nursing staff who felt confident 
seemed able to focus on the relational aspects of care by 
being present, listening to and adapting to the patient and 
the situation in order to meet patient needs. Likewise, Perry 
et  al. (2020) report on care in the ED where patients are 
respected, recognized, adjusted to, and legitimized. This is 
in line with a person-centred and recovery-oriented approach 
that places the person at the center of care that is individ-
ualized, holistic and based on the patient’s input and needs 
(Marynowski-Traczyk et  al., 2013). Gabrielsson et  al. (2016) 
reported that nursing staff who are “confident, present and 
moral take personal responsibility for the nursing practice 
and the individual patient as a person, emphasizing the 
relationship as their primary concern.” Our results indicate 
that confident ED nursing staff may have the capability to 
challenge what Shin et  al. (2021) describe as “taken-for-
granted” emergency nursing, predominately focusing on the 
biomedical aspects of care. Nursing staff who felt confident 
seemed to rely on their own abilities and had the capacity 
to make decisions and act in the best interest of patients. 
Even though it meant they sometimes deviated from, or 
went beyond ED norms, routines and policies, risking dis-
satisfaction and lack of support from colleagues. This aligns 
with Gabrielsson et  al. (2016) who describes that confident 
nursing staff are able to trust their own judgment and act 
independently on the basis of their experience, instead of 
just relying on medical assessments and interventions. Thus, 
acting independently means nursing staff lean on their com-
petence and act from an ethical foundation, not only acting 
to avoid disapproval from colleagues or to gain appreciation. 
We conclude that confident and independent ED nursing 
staff seem to have the readiness and courage to do things 
a bit differently, and act in the best interest of patients.

In contrast, nursing staff who reported feeling uncertain 
seemed to focus more on the task-related aspects of the 
encounter, expected patients to adapt to the ED environ-
ment, and predominately focused on the patient’s physical 
needs and medical examinations. This is in line with 
research reporting that nursing staff who feel unprepared 
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or insufficiently supported in caring for patients with mental 
ill-health in the ED may adopt a technical approach, finding 
it easier to meet patient’s physical care needs and to provide 
medical interventions rather than meeting their psycholog-
ical and relational needs (Østervang et  al., 2022; Vedana 
et  al., 2017). Our results indicate that nursing staff may 
assume limited responsibility for these patients, due to 
uncertainties regarding their role in their care, or to protect 
themselves from situations they find challenging. Thus, they 
tend to focus on “taken-for-granted” emergency nursing 
(Shin et  al., 2021). This focus on the biomedical perspec-
tive—as well as “historical, social, and institutional expec-
tations” of emergency care affecting nursing staff ’s views 
and beliefs—do not appropriately respond to the needs of 
people with mental ill-health (Shin et  al., 2021) and may 
create barriers to their recovery. Wolf et  al. (2015) suggest 
that additional practice guidelines and protocols could make 
nursing staff feel more competent and confident in assessing 
people with mental ill-health. However, it is reported that 
people with mental ill-health want to be met as unique 
individuals by empathic and collaborative staff (Derblom 
et  al., 2021), and not overly-standardized ED care (Quinlivan 
et  al., 2021). To improve care, nursing staff need to be 
prepared and have the ability to see new opportunities and 
new ways of acting, and constantly reflect on their approach 
toward their patients and practice (Gabrielsson & Looi, 
2019). We argue that instead of even more guidelines and 
protocols, nursing staff need support, guidance, and training 
in order to develop their confidence and independence, and 
gain trust in their own judgment and abilities caring for 
patients with mental ill-health. In psychiatric care, various 
forms of support for reflection have been considered a sig-
nificant tool for supporting nursing (Ejneborn-Looi, 2015). 
For example, reflective practice groups are developed and 
evaluated in the context of mental health nursing and 
reported to improve reflective thinking, promote team cohe-
sion, and provide support for nursing staff working in clin-
ical settings (Dawber, 2013a, 2013b; Dawber & O’Brien, 
2013), including general emergency departments (O'Neill 
et  al., 2019). Recovery-oriented reflective practice groups 
can facilitate recovery-focused transformation of services 
(Gabrielsson & Looi, 2019). We suggest that reflection 
groups led by mental health nurses, may serve as a forum 
for ED nursing staff to articulate their knowledge, learn 
from their experiences, and receive support, guidance, and 
training in meeting patients with mental ill-health in the ED.

In addition, the present results show that dealing with 
competing priorities may further push nursing staff in 
assuming limited responsibility to care for patients with 
mental ill-health. It may also result in nursing staff feeling 
stressed and inadequate, as they are not able to provide the 
care they desire nor meet the needs of patients with mental 
ill-health, due to unfavorable working conditions. It is 
reported that being trapped between personal ideals and 
clinical reality and thus failing patients can lead to feelings 
of guilt and inadequacy and result in moral distress among 
staff (Jansen et  al., 2020). It may further lead to nursing 
staff distancing and disconnecting themselves from patients, 
and redefining their responsibilities (Jansen et  al., 2020; 

Gabrielsson et  al., 2016; Molin et  al., 2016). Healthcare 
organizations that are under-resourced—both financially and 
in terms of staffing—are barriers to providing quality care 
in accordance with human right standards supporting the 
recovery and well-being of people with mental ill-health 
(Funk & Bold, 2020). We suggest that in order to overcome 
these barriers, nursing staff need to assume responsibility 
for their actions and the organization needs to take respon-
sibility for optimizing staff working conditions.

Methodological discussion

The credibility, dependability, and transferability of our 
method has been considered to ensure trustworthiness. We 
believe our data collection method is appropriate to the aim 
of the study, which strengthens its credibility. Significant 
variations in nursing staff experiences are considered to be 
covered due to long interviews with rich content, and diver-
sity regarding participants’ age, gender, and working expe-
rience in acute care. We have included both RNs and ENs 
in the study and argue that both RNs and ENs have import-
ant roles in direct patient care of patients in the ED, often 
working together in teams. Nevertheless, there may be dif-
ferences in their responsibilities and roles and the reader 
must take this into account when transferring these results 
to other contexts. We have repeatedly reflected on our pre-
conceptions, both during the interviews and during data 
analysis, to be aware of how they may have affected which 
questions asked and how we interpreted participants’ nar-
ratives. To increase dependability all authors have been 
involved in discussing and reflecting carefully on all parts 
of the analysis process. This co-creation during data analysis 
has been important due to the possibility of different authors 
suggesting alternative interpretations, and consensus being 
reached through discussions. However, since a text never 
implies a single meaning, we are aware of that it is our 
interpretation of the most probable meaning of the text that 
has been presented (Krippendorff, 2013). Representative 
citations from participants have been included under each 
subtheme to highlight participants’ voices above those of 
the authors, and to facilitate the reader in assessing the 
credibility and authenticity of the results. The context of 
the study and the selection of participants have been care-
fully described. It is up to the reader to decide whether the 
results are transferable to other contexts.

Conclusions

This is one of few studies focusing on care for people with 
mental ill-health in general EDs from the perspective of 
nursing staff. This study acknowledges the necessity of nurs-
ing staff to both take and be given the opportunity to main-
tain and develop confidence and independence in caring 
for people with mental ill-health in the ED. This study 
further highlights nurses’ need for professional support in 
meeting patients’ needs and supporting their well-being and 
recovery. In clinical practice, recovery-oriented reflective 
practice groups led by mental health nurses can serve as a 
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means of support, guidance, and training. Both nursing staff 
and managers need to assume responsibility for creating 
opportunities for this reflection, that may serve as a first 
step in optimizing ED care for people with mental ill-health. 
However, what characterizes a recovery-oriented approach 
in general EDs remains unclear, and we propose further 
research in this area.
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