


THE UNCANNY CAMARADERIE AMONG EMERGENCY

NURSES

Terry M. Foster, MSN, RN, CCRN, TCRN,
CPEN, CEN, FAEN, Schaumburg, IL

Camaraderie is defined as a mutual trust and friend-
ship among people who spend a lot of time
together (sounds like a bunch of emergency

nurses, right?). I absolutely love the camaraderie that I have
experienced—and continue to experience–over the years
with my fellow emergency nurses!

Trust must be earned with this camaraderie, and trust is
an incredible asset among emergency nurses.When your co-
workers trust you, you have reached the highest pinnacle of
professional success. Value this attribute, for it’s not easily
attained. I need to be able to trust a nurse I’m closely work-
ing with. When you think about it, we often spend more
time with our coworkers than with our own family—espe-
cially during the many holidays we are required to work.
Emergency Nurses Association (ENA) members have
worked side by side with their own coworkers for many,
many years. Emergency nursing is one of the few professions
where we have nurses from every generation working side by
side. In a term of endearment, we have many “work daugh-
ters” or “work sons” that we have helped to orient and
mentor. Although in recent years, the tenure in emergency
nursing has certainly changed, that dynamic synchrony of
an experienced weekend crew or our awesome night shift
staff can never be forgotten! How many of us are guilty,
when asked to pick up a shift, of checking the schedule first

before delivering an answer to see who is working? If it’s a
good crew—sign me up! Generally, most of us enjoy being
busy in the emergency department. During those busy
times, there’s a certain positive flow and energy that is
palpable, and it somehow fuels our soul. And yet, those
days when it is literally out of control as you hit the ground
running, it can absolutely drain us like nothing else! Verbal-
izing “we can do this” or “we’ve got this today” can go a long
way. We are all willing to work hard along with somebody.
It’s a little more frustrating to work for somebody when
they’re not showing the same amount of effort. After a quick
report, we often look around to see “Who are my people
today? Who’s got my back? Who will help me when I
don’t even ask for help (but they can tell I need help by
the look on my face)?”We’ve all worked with another nurse
who never asks for help, and if they ever do, we know they’re
drowning!

Or there may be a situation when you suddenly hear a
coworker start to use a louder or different tone of voice,
either in speaking to a family or in asking for help, and
you know it’s “all hands on deck” right now! But there’s
also that feeling you get when you see a fellow emergency
nurse getting stressed over a patient’s changing condition.
You immediately know that if they are stressed, everybody
should be too! In camaraderie, nonverbal communication
can be at an all-time high. A slight eye roll, a head nod (or
shake), and a certain physical posturing can speak volumes
to our coworkers! We tend to read our coworkers like a
book!

With camaraderie comes wisdom. We can tell imme-
diately when a coworker is troubled or stressed, especially
if it’s beyond the work environment. A tenured coworker
automatically pitches in and helps, as the unspoken sup-
port is what’s needed most. And a thank you from the
recipient is never expected; it’s just what we do to help
each other.

In addition, we also have a unique camaraderie and fa-
miliarity with our physicians and providers, unlike any other
area of nursing. We work alongside them 24/7—think
about that. They know us and we know them—their quirks,
their strengths, and their weaknesses. Those providers know
when an experienced nurse comes to them expressing
concern about a patient, they had better listen up! We
tend not to ever “cry wolf!”

This camaraderie carries over into our ENA work. It’s
very gratifying to see our members from around the world

Terry M. Foster is President, Emergency Nurses Association, Schaumburg, IL.

For correspondence, write: Terry M. Foster, MSN, RN, CCRN, TCRN,
CPEN, CEN, FAEN, Emergency Nurses Association, 930 East Woodfield
Road, Schaumburg, IL 60173; E-mail: terry.foster@board.ena.org

J Emerg Nurs 2023;49:151-2.
0099-1767

Copyright � 2023 Published by Elsevier Inc. on behalf of Emergency Nurses
Association.
https://doi.org/10.1016/j.jen.2022.12.010

P R E S I D E N T ' S M E S S A G E

March 2023 VOLUME 49 � ISSUE 2 WWW.JENONLINE.ORG 151

mailto:terry.foster@board.ena.org
https://doi.org/10.1016/j.jen.2022.12.010
http://crossmark.crossref.org/dialog/?doi=10.1016/j.jen.2022.12.010&domain=pdf
http://WWW.JENONLINE.ORG


bond immediately at a conference, during a committee
meeting, or at a local chapter meeting. We connect at a level
that is often difficult to explain to someone outside the
emergency nursing profession.

Cherish this camaraderie. I hope it inspires you as an
emergency nurse. Nurture it and build on it. It’s what great

teams are made of, and I’m so glad we have you on our ENA
team!
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MY COMMITMENT TO EMERGENCY NURSES

Anna Valdez, PhD, RN, PHN, CEN, CFRN,
CNE, FAEN, FAADN

I became an emergency nurse shortly after graduating
from nursing school in the early 1990s. As a new grad-
uate and novice emergency nurse, I remember feeling

excited and overwhelmed with my new role. I had so much
to learn in those early years. One of my primary sources of
information and education was the Journal of Emergency
Nursing (JEN). There was always a journal copy in the
ED break room, and I read every issue cover to cover. I
appreciated that the journal published articles that I could
apply in practice in real time, and I learned a lot about
emergency care standards.

As I gained experience as an emergency nurse, I wanted
to give back to the profession. When I finished my master’s
degree, I decided to become a peer reviewer for JEN. I
thought it was a way to give back to the nurses who
mentored me and reviewed my work during graduate
school. Within a few years, I became a JEN section editor,
and eventually, I was invited to join the JEN Editorial
Board. I was fortunate to be mentored by Dr. Anne
Manton, who appointed me to an associate editor role. I
spent 13 years working as an editorial team member at
JEN. Each year, I grew fonder of the journal and my emer-
gency nurse colleagues.

In those early days as an emergency nurse, I would
never have imagined that one day I would be the editor in
chief of JEN. I am honored and humbled to be back on
the editorial team and entrusted with the editor role. I share
my background because I want you to know how much the
journal and emergency nurses mean to me. I often think
about what emergency nurses are experiencing in the cur-
rent health care climate. I know how hard it is to be an emer-
gency nurse, and I am committed to JEN continuing to
provide clinical and research guidance for emergency nurses
worldwide. To achieve this goal, I will collaborate with the
editorial team, editorial board, publisher, and Emergency
Nurses Association (ENA) leadership to make some journal
content and delivery adjustments.

According to the recently conducted August 2022 JEN
Readership Survey, most readers value the journal, and half
of respondents (51%) stated that they read every issue.More
than half of the readers who participated in the ENA survey
felt the inclusion of clinical practice guidelines (64%) and
ENA position statements (52%) were essential to include
in the journal. I agree with the readers. A prominent mes-
sage from the reader survey was that the quality of the arti-
cles in JEN is very good to excellent and that readers desire
more clinical articles. To that end, I intend to increase the
number of clinically relevant articles in the journal and iden-
tify and implement methods for making the rigorous
research published more accessible to busy emergency
nurses. I will be working with the editors and editorial board
members to develop a plan for the journal that meets the
unique needs of emergency nurses at all levels of practice
and in diverse emergency settings. It is my goal that all emer-
gency nurses see the JEN as their journal.

In the coming months, I will be listening to leadership
and readers to understand better how the journal can continue
to grow while being the premier journal for emergency nurses
worldwide. I will meet with several groups to obtain feedback
about where the journal excels and where changes are
warranted. I welcome feedback from you, the readers of
JEN. Some of the areas of focus I am committed to addressing
in JEN include, but are not limited to, nurse wellness and
healthy practice environments, health and social equity,
emerging practice issues such as novel or resurging viruses,
and clinical practice guidelines and articles that inform the
daily practice of emergency nurses.

Nurse wellness and safe, healthy practice settings are crit-
ical in emergency nursing. The upcoming May issue of the
JEN will be a special issue on workplace violence curated by
guest editor Dr Gordon Gillespie. Workplace violence
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continues to be a serious issue in emergency nursing that must
be addressed. In addition, emergency nurses are experiencing
significant burnout related to amyriad of practice issues, which
the current pandemic has exacerbated. Rodriguez et al1 con-
ducted a multisite United States-based study assessing ED
health care professionals’ symptoms of anxiety and burnout,
work stressors related to coronavirus disease 2019 (COVID-
19), and risk of post-traumatic stress disorder. Findings from
this study indicated that 68% of emergency nurses felt some
level of stress and anxiety related to the COVID-19 pandemic,
and 55% of nurses reported experiencing burnout symptoms
in the previous week. Another alarming finding was that 23%
of nurse respondents screened positive for post-traumatic stress
disorder.1 These findings are consistent with findings from a
multicenter study conducted by Chor and colleagues.2 Chor
et al2 found that the mean score for nurses on the Copenhagen
Burnout Inventory was 51.3 (SD 19.6), which indicates mod-
erate to severe burnout, and that was the overall average score
for all nurses. The COVID-19 pandemic has taken a signifi-
cant toll on emergency nurses worldwide who were already
working in stressful practice settings and experiencing high
burnout levels.3

When reflecting on the high levels of stress that emer-
gency nurses experience, it is vital to consider the additional
stress experienced by nurses who have been historically
marginalized and excluded in nursing. A survey conducted
by the Commission to Address Racism in Nursing found
that 63% of nurses have experienced racism in their practice
setting.4 Wolf et al5 conducted a study exploring the experi-
ences that emergency nurses practicing in the United States
had with bias and found that racism and other forms of bias
were prevalent and detrimental to nurse wellness and patient
outcomes. These issues directly affect emergency nursing prac-
tice. A recent The Future of Nursing 2020 to 2030 Consensus
Study Report from the National Academies of Science, Engi-
neering, and Medicine6 focused primarily on nurse wellness
and health equity. In keeping with this focus, I encourage au-
thors to submit articles about nurse wellness, healthy practice
environments, bias, strategies to improve health outcomes, and
health equity in emergency nursing. Furthermore, the editorial
team will modify the journal author guidelines to ensure that
articles published in JEN use inclusive and respectful language
that honors the diverse nurses and communities that emer-
gency nurses accompany in care.

The COVID-19 pandemic and the recent resurgence of
monkeypox demonstrated the importance of timely guid-
ance on managing novel viruses and illnesses that are

emerging or uncommon in specific regions. Emergency
nurses must be prepared to pivot and adapt to issues such
as novel viruses, climate change, and disasters that will
continue to affect their practice. JEN must also be prepared
to pivot to address the real-time learning needs of emergency
nurses. Therefore, the editorial team at JEN will strive to
minimize our time from submission to publication, espe-
cially for time-sensitive clinical and research topics.

This year readers can expect to see an increase in clinical
and special section articles addressing current practice issues
and challenges. The editorial team will continue to publish
robust and rigorous research articles and explore ways to
make that content easier to comprehend and apply in prac-
tice. I understand that measuring a journal’s impact goes
beyond traditional metrics, and I am committed to JEN
positively affecting nurse and clinical outcomes. I welcome
your thoughts and feedback as the editorial team develops a
shared vision for the future of JEN.
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LETTER TO THE EDITOR

Letters to the Editor are encouraged and may be submitted at jenonline.org where submission instructions can be found
in the Author Instructions.

An Important Suggestion for External
Jugular Vein Cannulation

Dear Editor:
I read the article titled “External Jugular Vein Periph-

eral Intravenous Catheters: An Emergency Nurse’s Guide”
with great interest.1 In the article, the authors provide
important information about the intravenous (IV) insertion
procedure of external jugular cannulation (EJV), which is
considered to be one of the popular rescue approaches to
difficult IV access. I would like to share my experience as
an anesthesiologist with 25 years of experience.

Peripheral IV cannulation is vital in anesthesia and inten-
sive care units. EJV access is handy in cardiac arrest or emer-
gency situations in the operating room and intensive care
units and provides emergency access for the anesthesiologist.

Fortunately, the overwhelming majority of EJV cannu-
lations are placed successfully. Traditionally, confirmation of
the correct peripheral IV cannulation is made by visualizing
an appreciable flash of blood into the chamber of the sy-
ringe.1 However, as mentioned in the study by Adams and
Zaryske,1 a challenge with EJV is that it might be impossible
to get a flash of blood into the syringe, owing to the lower
blood pressure in the EJV.2 Even though the common
confirmation method for routine peripheral venous proced-
ures is the visualization of blood in the chamber of the sy-
ringe, according to my clinical experience, the inability to
observe blood does not always indicate incorrect placement
for EJV cannulation. Hence, what should be done before
considering the EJV cannulation as unsuccessful?

Sound advice could be found in a study published by Bech-
mann et al.2 They suggested attaching a small syringe to the
needle andholdinggentlenegativepressureon itwhile advancing
the needle to increase blood return into the syringe and confirm
entry into the EJV to solve this problem.We are using an alter-
native technique in our departmentwhichwe strongly suggest to
our residents when they try to perform EJV cannulation.

During the procedure, if the physician believes that they
entered the EJV but no flash of blood appears in the chamber
of the syringe, the needle (but not the plastic catheter) should
be withdrawn into the plastic catheter slowly; blood may
now appear in the plastic catheter (Figure). I am very curious

to know which techniques would authors recommend for
solving this problem.—Seza Senturk Apiliogullari, MD,
Department of Anesthesia and Intensive Care, School of Medi-
cine, Canakkale Onsekiz Mart University, Canakkale, Turkey;
E-mail: drsezaapili@gmail.com. ORCID identifier: https://
orcid.org/0000-0001-6116-4322. Twitter: @SApiliogullar.
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FRACTURE OF AN INTRAVENOUS CANNULA IN THE

HAND: A CASE REPORT

Authors: Seungho Woo, MD, Sangun Nah, MD, Giwoon Kim, MD, and Sangsoo Han, MD, Bucheon, Republic of Korea

Contribution to Emergency Nursing Practice

� Intravenous cannual fracture is rare, with vague symp-
toms, and thus may be missed by emergency physicians
or nurses. Delayed diagnosis and removal can lead to
secondary damage, such as vasculitis or embolization,
with critical consequences.

� This case report highlights the risk factors of an intrave-
nous cannula fracture. Oversized catheterization, poor
vessel condition, high-risk insertion sites such as the
hand, and reattempted catheterization at the same
site may cause fracture of a cannula.

� Key implications for emergency nursing practice found
in this article are that emergency physicians and nurses
should be aware of these risk factors. If a fracture of an
intravenous cannula is suspected, physicians/advanced
practice nurses should perform early screening tests
and rapid removal of the cannula tip.

Abstract

Background: Intravenous cannula insertion is important,
given that it is the most common invasive procedure in the
emergency department for blood sampling, fluid resuscitation,
and intravenous drug administration. Complications of intrave-
nous catheterization include pain, phlebitis, extravasation,
inflammation, and embolization. Fracture of an intravenous can-
nula is rare, but delayed removal may result in secondary dam-
age, such as vasculitis or embolization, with critical
consequences. Here, we report a case of intravenous cannula
fracture that occurred in our emergency department.

Case Presentation: A 63-year-old woman with a history of
left ovarian cancer visited our emergency department owing
to poor oral intake and general weakness. Intravenous catheter-
ization using an 18 gauge cannula was attempted for intrave-
nous fluid administration by a skilled operator, but it failed
owing to collapsed veins and poor skin condition. After several
attempts, a vein in the patient’s hand was ruptured, and the pa-
tient complained of severe pain. The cannula was removed, but
one-third of the cannula tip could not be seen. X-ray imaging
was performed to locate the fragment of the cannula, and
venotomy was performed for removal of the foreign body in
the emergency department.

Conclusion: Emergency physicians and nurses should be vigi-
lant about potential risk factors that can cause fracture of an
intravenous cannula, and after the fracture is discovered, rapid
removal of the cannula tip should be performed in the emer-
gency department.

Key words: Peripheral catheterization; Cannula; Complications

Introduction

Intravenous cannula insertion is the most common invasive
procedure in the emergency department.1,2 This procedure
is clinically important, because blood can be sampled
through the cannula, and it also can be used for intravenous
administration of drugs and fluids.

However, catheterization also can cause various
complications, including pain, phlebitis, extravasation,
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inflammation, obstruction, and even embolization.1-5

Given that fracture of an intravenous cannula is rare, it
may be missed by emergency physicians or nurses, and
other complications such as phlebitis or extravasation may
be assumed in patients with pain or swelling at the
cannula insertion site. However, delayed removal of the
cannula tip may result in secondary damage, such as
injury in surrounding tissue, vasculitis, migration, or
embolization.6-9

Here, we present a case of an intravenous cannula that
broke during catheterization in a patient’s hand in our emer-
gency department.

Case Report

A 63-year-old woman with a history of left ovarian cancer
with metastasis presented to our emergency department
owing to poor oral intake and general weakness. Upon
arrival, vital signs including noninvasive blood pressure,
pulse, body temperature, and oxygen saturation were
confirmed to be normal. Skilled nurses then attempted
intravenous catheterization using an 18 gauge cannula,
but this failed because the patient’s veins were collapsed
and her skin condition was poor. After several attempts,
the patient complained of severe pain at the site of catheter-
ization in the left hand. The cannula was removed immedi-
ately, but one-third of the cannula tip could not be seen, and
a bruise developed at the insertion site. To prevent migra-
tion of the broken cannula tip, a foam compression dressing
was applied to the proximal area (Figure 1).

Simple radiography was performed for differential diag-
nosis. On the X-ray image, a linear foreign body (FB) with a
length of 1.1 cm and depth of 0.3 cm was observed at the
site and was assumed to correspond to the left basilar vein
(Figure 2A). A venotomy was immediately performed under
local anesthesia in the emergency department (Figure 3A

FIGURE 1

Bruise and swelling were visible at the distal part of the cannula insertion site.

FIGURE 2

(A) X-ray showing a 1.1-cm foreign body suspected to be the broken intravenous cannula in the patient’s hand. (B) Follow-up x-ray showing removal of the foreign body.
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andB). After the surgical intervention, the piece of broken can-
nula measuring approximately 1.1 cm was found (Figure 3C
and D).

After the procedure, there was no palpable FB in the vi-
cinity, and the FB was not visible on follow-up X-ray

(Figure 2B). The patient also reported that the pain had
improved. After a few days of hospitalization, the patient
had no dyspnea, chest pain, or pain at the site, and vital signs
were confirmed to be normal, indicating no secondary com-
plications.

FIGURE 3

(A) The cannula in the patient’s body before retrieval. (B) The cannula projecting through a venotomy incision site. (C) The removed 1.1 cm sized cannula tip. (D) Comparison
between a normal cannula and the broken cannula.
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Discussion

Seven cases of a broken intravenous cannula, including our
case, are summarized in Table 1. Intravenous cannula
shearing refers to catheter destruction or injury that occurs
during or after intravenous catheterization.2 It may occur
in patients with severe vascular sclerosis, such as our case,
by reducing the elasticity of blood vessels, making intrave-
nous catheterization difficult, and requiring multiple at-
tempts.6,10 In addition, there were a few case reports that
intravenous cannula shearing occurred after direct trauma
to the cannula insertion site. Bakhshi et al6 reported a case
that a cannula was broken owing to direct injury to the
insertion site by falling. Khoo et al11 also reported a case
that a cannula was broken owing to self-infliction in a pa-
tient with poor coordination. Performing intravenous cath-
eterization using a large bore cannula (16 G or 18 G),
especially in patients with a poor vascular state or suspected
dehydration, may cause cannula shearing. This is because
patients with a poor vascular state or suspected dehydration
may have more collapsed vessel condition than others, so a
cannula that is larger than the diameter of the vessel may
require multiple attempts owing to the risk of catheteriza-
tion failure.9-13 During a reattempting catheterization, the
needle may completely or partially transect a plastic
catheter, which may cause the distal part of the catheter to
remain as the FB.10 To reduce these risks, it is necessary
to avoid use of an oversized cannula, reattempting catheter-
ization, and high-risk insertion sites such as the hand owing
to its vulnerable anatomy (smaller vessel size, curved struc-
ture, close to the bone, and highly mobile site).4 In addition,
high-risk patients should be observed closely; palpate the
surrounding cannula insertion area when the emergency
nurses or physicians have tried in catheterization several
times; follow up the patient’s symptoms such as pain, chest
pain, and dyspnea.

The remaining broken cannula in a vein not only
causes simple complications but also can result in serious
complications and even death.7,9,12 Minor and major com-
plications of broken intravenous cannula are summarized
in Table 2. Turner and Sommers9 reported a case in which
a broken cannula tip was found in the right atrium of a pa-
tient after sudden death. Gschwind also reported a case in
which a 5-mm small FB in the patient’s cubital vein
migrated into the heart.12 Migration of an intravenous
FB to the heart may result in symptoms such as dyspnea
or chest pain.9,12 Therefore, as soon as an intravenous can-
nula fracture is discovered, emergency physicians and
nurses should pay attention to the patient’s symptoms,
apply a compression dressing to prevent migration, and
remove the FB before serious complications can occur.7,12
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X-ray imaging is recommended to confirm the broken can-
nula tip in the patient’s body, and more detailed examina-
tions can be performed by computed tomography in the
emergency department.6,7 After detection, surgical inter-
ventions such as venotomy should be performed immedi-
ately.7,10,11

The strength of our case report is that it gives emer-
gency physicians or nurses a lesson to suspect intravenous
cannula fracture when high-risk patients complain of symp-
toms such as focal pain and FB sensation after intravenous
catheterization. However, there is a limitation that our
case report does not represent a large number of patients.

Implications for Emergency Nurses

Fracture of an intravenous cannula is rare, with vague symp-
toms, and thus may be missed by emergency physicians or
nurses. However, delayed diagnosis and removal can lead
to secondary damage, such as vasculitis, embolization, or
migration to the heart, with critical consequences. Over-
sized catheterization, poor vessel condition owing to previ-
ous diseases, high-risk insertion sites such as the hand,
and reattempted catheterization at the same site may cause
fracture of an intravenous cannula. Therefore, emergency
physicians/advanced practice providers and nurses should
be aware of these risk factors, and if a fracture of an intrave-
nous cannula is suspected, physicians/advanced practice
providers should perform early screening tests and rapid
removal of the cannula tip in the emergency department.

Conclusion

Intravenous cannula fracture is a rare but potentially critical
complication. Oversized catheterization, poor vessel condi-
tion owing to previous disease, high-risk insertion sites such

as the hand, and reattempted catheterization at the same site
may cause fracture of an intravenous cannula. Emergency
physicians/advanced practice providers should be aware of
potential risk factors and conduct early screening tests
when in doubt. If found, the intravenous FB should be
removed immediately in the emergency department.

Data, Code, and Research Materials Availability

Ethical approval has been exempted by our hospital institu-
tional trial review board (IRB file no. 2022-06-017), and we
received an informed consent from the patient.
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Contribution to Emergency Nursing Practice

� Current literature supports the need to reduce blood cul-
ture contamination rates in emergency departments.
However, limited evidence is found investigating the
comparison of blood culture contamination rates
collected from percutaneous venipuncture to other
collection sites.

� This article contributes evidence on the effectiveness of
specific evidence-based interventions to reduce blood cul-
ture contamination rates, including predisinfection with
2% Chlorhexidine gluconate cloths when collecting sam-
ples for blood cultures, and surveillance and feedback.

� Key implications for emergency nursing practice include
integrating evidence-based practice changes with a
robust feedback mechanism to reduce blood culture
contamination rates in the emergency department
setting.

Abstract

Introduction: Contaminated blood cultures may have detri-
mental effects on patients, the organization, and antimicrobial

stewardship. Patients in the emergency department may need
blood cultures collected before antimicrobial therapy. Contam-
inated blood culture samples may contribute to prolonged hos-
pital stay and also are associated with delayed or unnecessary
antimicrobial therapy. This initiative aims to improve the emer-
gency department’s blood culture contamination rate that will
eventually benefit the patients who will receive timely and
proper antimicrobial therapy, and benefit the organization
fiscally.

Methods: This quality improvement initiative used the
Define–Measure–Analyze–Improve–Control (DMAIC) process.
The organization targets blood culture contamination rate of
<_2.5%. Control charts were used to study how blood culture
contamination rate changed over time. In 2018, a workgroup
was formed to work on this initiative. Improved site disinfection
using 2% Chlorhexidine gluconate cloth before the standard
procedure of blood culture sample collection was initiated.
Chi squared test of significance was used to compare blood cul-
ture contamination rates 6 months before and during feedback
intervention as well as contamination rate from source of blood
draw.

Results: Blood culture contamination rates 6 months before
and during feedback intervention showed significant decrease
(3.52% before intervention and 2.95% after intervention; P <
.05). Contamination rates differed significantly based on the
source of blood culture draw (7.64% via line, 3.05% via percu-
taneous venipuncture, and 4.53% via other; P < .01).

Discussion: Blood culture contamination rate continued to
decrease with the use of a predisinfection process with 2%
Chlorhexidine gluconate cloth before blood sample collection
process. Practice improvement also was evident with effective
feedback mechanism.

Key words: Blood culture contamination; Infection prevention;
Antimicrobial stewardship; Emergency department; Quality
improvement
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Introduction

Blood cultures are important diagnostic tools for identifying
the pathogens responsible for a patient’s infection.1 When
indicated, blood cultures should be obtained before starting
antimicrobial therapy.1 Contaminated blood cultures may
have detrimental effects (eg, unnecessary antibiotic exposure
and prolonged length of stay) on the patient, to the organi-
zation, and to antimicrobial stewardship efforts.2,3 Other
consequences include unnecessary antibiotic exposure with
the potential for downstream unintended consequences
(eg, possible allergic reactions and Clostridioides difficile
infection).4 Skoglund et al5 found that the average length
of staywas 2 days longer in patients with contaminated blood
cultures than in patients with negative cultures. That same
study found that direct and indirect hospital costs of a
contaminated blood culture were $12,824 compared with
$8286 for a negative blood culture (cost savings of $4538
for preventing a contaminated blood culture).5

Studies have been made exploring factors associated with
increased contamination in blood culture samples in emer-
gency departments. Chang et al2 found that blood culture
contamination was more likely to occur in critically ill pa-
tients, that is, triage levels 1 and 2 (modified Canadian Triage
andAcuity Scale), probably because these patients received ur-
gent care, restricting the time for appropriate blood sampling
procedures. The same study2 adds that underlying conditions,
that is, end-stage renal disease and older age, were associated
with blood culture contamination in emergency departments.
Chang et al2 also discussed that these patients might
frequently visit health care facilities and potentially carry
skin commensals with antimicrobial resistant genes. In addi-
tion, it was explained that blood draw challenges were more
likely in these patient groups due to poorly accessible veins.

Literature shows several strategies taken by different or-
ganizations to improve their blood culture contamination
rates. Self et al6 and Doern et al4 found that the use of blood
culture collection kits and standardized procedures have
been associated with a significant decrease in blood culture
contamination. Surveillance and feedback systems also have
been shown to result in improved blood culture contamina-
tion rates, particularly when contamination rates are
reported in a timely manner and directed individually to
those who collected the samples.7,8

The University of California Davis Medical Center
emergency department’s blood culture contamination rates
were noted to be above the target rate of 2.5%, ranging from
2.79% to 7.28% from 2018 to 2020. The department runs
approximately 40 sets of blood culture tests per day.
Reducing blood culture contamination aligns with the
emergency department’s strategic quality and financial

stewardship goals. A multidisciplinary workgroup worked
robustly to improve this metric using evidence-supported
practice changes.

Methods

This process improvement initiative, which was started in
2018 by University of California Davis Medical Center
emergency department, used the Define–Measure–
Analyze–Improve–Control (DMAIC) model of quality
improvement. Data (blood culture contamination rates,
dates and times of sample collection, and patients’ health re-
cord numbers) were collected from EPIC (Epic Systems
Corporation) electronic health record reports that feed daily
to the organizational dashboards.

This initiative was rolled out in 2018 and has been an
ongoing process of analyzing issues, addressing identified is-
sues, and evaluatingmeasures undertaken. Spot analyseswere
performed as needed.Descriptive statistics were used to study
specific time frames (spot analyses for July 2020 and August
to September 2021). Contamination rates were plotted
against control charts by intervention phases to determine
process control and special cause variation. Contamination
rates 6 months before and during feedback intervention
and contamination rate difference based on source were
analyzed using Chi squared test of significance. Statistical an-
alyses were performed using Stata 17.0 (StataCorp LLC).
Reporting guidelines9 were followed to report this initiative’s
methods and results.

DEFINE

The emergency department was notmeeting the target blood
culture contamination rate of <_2.5%. The Centers for Dis-
ease Control and Prevention10 states that because blood is a
normally sterile body site, positive blood cultures with a
known pathogen have a generally overall high positive predic-
tive value for infection. However, blood culture contamina-
tion is a significant problem. In general, all blood culture
contamination occurs during collection; the source of con-
taminants is usually the patient’s skin or the hub or cannula
of an indwelling catheter (ie, when an existing catheter is used
to obtain the specimen). Frequent causes include poor collec-
tion technique and insufficient skin disinfection.10

MEASURE

The organization targets a blood culture contamination rate
of <_2.5%. The emergency department’s blood culture
contamination rate from 2018 to 2020 ranged from
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2.79% to 7.28% (fiscal year 2019-2020, mean ¼ 4.56%;
fiscal year 2020-2021 mean ¼ 3.86%).

The University of California Davis Medical Center
determines blood culture contamination by the number
of contaminating organisms from percutaneous and/or
line blood draws per total blood culture samples collected.
If blood culture samples yield to growth of an organism
that is not a true pathogen or when multiple nonpatho-
genic organisms are identified, it will be flagged contami-
nated (Jordan Jones, CLS, email communication, August
08, 2022).

Whenever an organism on the list is identified, the
electronic health record automatically flags the cultures
as a possible contamination. Contamination flags and
comments are not removed when a provider requests sus-
ceptibility testing unless there is >50% of blood culture
sets, for an episode (3-day collection period), turned pos-
itive with 1 morphotype, and there are no other organisms
present in the cultures. There also must be more than one
set of culture bottles and this generally applies to the
coagulase-negative Staphylococci and Streptococcus species.
Contamination flags also are not routinely removed for
other organisms on the contamination list. Blood culture
samples from central venous access devices (CVADs) and
percutaneous venipuncture collection sets are not treated
differently—determining whether there are >50% of
the sets collected within a 3-day episode positive with
the same single organism. For example, if there are multi-
ple coagulase-negative Staphylococci identified in a report
denoting multiple morphotypes, the contamination flag
will not be removed if one of the 2 organisms is present
in multiple sets.

ANALYZE

Through structured problem-solving and continuous
improvement approach, several causes of sample contamina-
tion were identified as follows: education gap, inappropriately
prepared venipuncture site, supplies needed for sample
collection were not stored in one location, blood cultures
were not included in initial workup orders, fast-paced work-
flows, time-sensitive procedures, variety of patient popula-
tion (prehospital environment significantly adds to skin
contaminants), drawing blood culture samples from existing
intravenous access, contaminated samples drawn from
ultrasound-guided intravenous access insertion, contami-
nated samples from CVADs, and contaminated samples
among pediatric patients, patients with coronavirus, and crit-
ically ill patients.

IMPROVE

Amultidisciplinary workgroup (consisting of ED leadership,
clinical nurse leaders, clinical resource nurses, clinical nurses,
infection prevention, quality and safety, laboratory) worked
collaboratively to improve this metric since 2018. The team
worked to heighten department awareness on its standing on
this metric. Information was continuously shared through
preshift huddles and workgroup meetings wherein strong
team engagement was present. Education was reinforced
through several avenues such as incorporating content in
new-hire orientation, just-in-time coaching, and periodic
skills day. Blood culture sample collection has been a stan-
dardized procedure for nurses and was added to the Best
Practice Advisory for patients meeting Sepsis AnalyticModel
score >_8. The use of diversion devices, which passively side-
line skin contaminants, had been considered but was not
voted on due to cost ($15 per device); alternatively, the
team decided to focus on reinforced skin antisepsis instead
(Table 1). Notably 2% Chlorhexidine gluconate cloths
were added (cost $6) to the standard blood culture sample
collection supplies with the purpose of thoroughly cleansing
the skin surface before blood draw. The added step of clean-
ing the site with 2% Chlorhexidine gluconate cloth was not
applicable for patients sensitive to chlorhexidine or patients
younger than 2 months of age.11

It also was emphasized not to draw blood culture sam-
ples from existing intravenous accesses. For CVADs, educa-
tion was rolled out not to routinely draw from these accesses
unless the provider suspects infection from the source and
orders collection from the access; in that case, one set of
blood cultures need to be collected from the CVAD after
scrubbing the hub, changing the needleless connector, and
scrubbing the hub again, without discarding the first blood
draw,12 and the other set has to be collected from another
source. The new process was reviewed by stakeholders and
was finalized and published as a departmental policy. To
reduce variation in practice, an instructional video demon-
strating the practice change was developed and socialized
to all ED staff, new-hire and temporary staff included. Dedi-
cated phlebotomists were hired to support staffing-related
issues.

CONTROL

ED blood culture contamination rate has been closely moni-
tored since 2018. Starting with overall departmental rates,
data available were optimized, generating inferences such as
contamination rate per individual collector and contamina-
tion by microorganisms. Chart reviews were conducted to
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determine rates by patient acuity and room placement, time
of collection, and other circumstances surrounding contami-
nation. Monthly organizational recognition was given to staff
nurses who had the greatest number of blood cultures
collected without contamination. Regular just-in-time feed-
back was provided to staff nurses who collected contaminated
blood cultures, allowing discussion to identify contributing
factors and risk mitigation. Nurses who had repeated patterns
or increased contamination rate without improvement were
referred to department leadership for further action (ie, repeat
skills check-off with clinical resource nurse or educator). In-
dividual contamination rate also was added as a discussion
point in the staff performance evaluation wherein department
leadership had the opportunity to revisit this skill with staff.

Findings

From January to December 2018, the workgroup was
formed. Possible causes of blood culture contamination
were identified. Teaching and coaching were found not
effective. This prompted the trial of adding predisinfection
with 2% Chlorhexidine gluconate cloth before blood cul-
ture sample collection process. Trends could not be drawn
from blood culture contamination rates; unpredictable up-
ticks and decline were noted. By December 2018, the
contamination rate was at its highest at 7.28%.

In 2019, reports also were validated. The use of a diver-
sion device in collecting blood culture samples was consid-
ered but was held due to cost. At that time, the

TABLE 1
Improved preparation for blood culture sample collection in the emergency department

1. Clean each sample collection site with one 2% Chlorhexidine gluconate cloth.
*Not applicable for patients with hypersensitivity or patients <2 mo of age.

2. Perform hand hygiene.
3. Clean the blood culture bottle tops.

a. Cleanse tops with 3.15% Chlorhexidine gluconate/70% Isopropyl alcohol pad for 5 s and dry for 5 s or 70% Isopropyl alcohol
pad for 15-30 s.

b. Allow to dry.
4. Scrub sample collection site in a back-and-forth motion.

a. Clean the skin with 70% Isopropyl alcohol pad for 15-30 s. Allow to dry.
b. Disinfect the skin with 2% Chlorhexidine gluconate/70% Isopropyl alcohol applicator for 5 s. Allow to dry. For patients who

are sensitive to chlorhexidine or patients <2 mo of age, cleanse the skin using 10% Povidone-iodine sticks. Allow to dry.

* Because of limited safety data, chlorhexidine is not recommended for use in children <2 months of age.11

TABLE 2
Test of significance: contamination rate before and during feedback intervention

Contaminated 6 mo during feedback
(March-August 2021)

6 mo before feedback
(September 2021-February 2022)

Total

No Frequency 8456 5500 13,956 x2 (1) ¼ 4.0122
Pr ¼ 0.045

Fisher's exact ¼ 0.046

1-sided Fisher's exact ¼ 0.025

Row percentage 60.59 39.41 100.00
Column percentage 96.44 97.05 96.68

Yes Frequency 312 167 479
Row percentage 65.14 34.86 100.00
Column percentage 3.56 2.95 3.32

Total Frequency 8768 5667 14,435
Row percentage 60.74 39.26 100.00
Column percentage 100.00 100.00 100.00
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contamination rate started to show less variation as demon-
strated by narrower control limits. Contamination rate dur-
ing this period ranged from 3.36% to 5.72%.

In 2020, contamination rate fluctuation was noted as
well as increased practice variation, which is indicated by
widening control limits. A spot analysis done in July 2020
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Blood Culture ContaminaƟon in the Emergency Department

Target Blood Culture ContaminaƟon Rate Linear (Blood Culture ContaminaƟon Rate)

Spot Analysis (August to September 2021):
• 85.7% of contaminated blood samples (N=91) were collected from Main ED (Adult Pods and 

ResuscitaƟon Area)
• 8.79% were collected from boarding ED paƟents; 3.3% were collected from pediatric paƟents; and 

2.2% were collected from Rapid Care Area. 
• All contaminated samples (N=91) from this Ɵme period were collected within 36 hours of paƟent 

arrival to ED; 10% of contaminated samples were taken within the first 30 minutes of paƟent’s ED 
arrival; 25% of contaminated samples were extracted within the first 65 minutes of paƟent’s ED 
stay; 50% of contaminated samples were taken within the first 3 hours of ED stay; and 75% were 
taken within the first 7 hours of paƟent’s ED stay.

Spot Analysis (July to September 2021):
• ED had 137 contaminated blood culture samples: 25% of which were collected from 12 midnight to 09:59 am; 25% were taken 

from 10 am to 02:59 pm; another 25% were taken from 3 pm to 07:59 pm and the other 25% were collected from 8 pm to 11:59 
pm. Thus, 50% of the contaminated samples were collected from 12 am to 02:59 pm and the other half were collected from 3 pm 
to 11:59 pm.

Phase 1 (2018):
• Formed workgroup
• IdenƟfied causes
• Teaching / coaching not effecƟve

Phase 2 (2019):
• Phase 1 IntervenƟons, plus:
• Report validaƟon
• Considered to use diversion device (not selected 

due to cost)

Phase 3 (2020):
• Phase 2 IntervenƟons, plus:
• Considered adding blood culture collecƟon orders 

for paƟents whose SAM score ≥ 8.
Phase 4 (January to August 2021):
• Phase 3 IntervenƟons, plus:
• Rolled-out pre-disinfecƟon with 2% 

Chlorhexidine gluconate cloth 
• IniƟated use of sample collecƟon kits
• Added advisory to draw blood culture 

for paƟents with SAM score ≥ 8

Six months Pre-feedback:
March to August 2021

Six months during Feedback
September 2021 to February 2022

• Showed significant decrease (3.52% pre-intervenƟon and 2.95% 
post-intervenƟon; p<0.045). 

Phase 5 (September 2021 onwards):
• Phase 4 IntervenƟons, plus:
• Started to use noƟficaƟon system
• Launched an instrucƟonal video
• Added to orientaƟon program
• Used rewards and escalaƟon workflows
• ContaminaƟon rate added to performance Appraisal
• Next Steps: Focus on contaminaƟon from other collecƟon 

sourcesSpot Analysis (July 2020):
• 58% of contaminated samples were from criƟcally -ill paƟents with 

shortness of breath as their chief complaint; 
• Median Ɵme from room to blood culture draw was 36 minutes

Spot Analysis (March 2021 to February 2022):
• ContaminaƟon rates significantly differed based on source 

of blood culture draw (7.64% via line, 3.05% via peripheral 
and 4.53% via other; p<0.01).

FIGURE 1

Blood culture contamination rate in ED from January 2018 to July 2022. ED, emergency department; SAM, Sepsis Analytic Model.

TABLE 3
Test of significance: contamination rates from line, percutaneous venipuncture, and other sources (March 2021 to February
2022)

Contaminated Line source Other sources Percutaneous
venipuncture source

Total

No Frequency 546 801 12,209 13,956
x2 (1) ¼ 38.2101

Pr < 0.01

Fisher's exact < 0.01

Row percentage 3.91 5.74 90.35 100.00
Column percentage 92.54 95.47 96.95 96.68

Yes Frequency 44 38 397 479
Row percentage 9.19 7.93 82.88 100.00
Column percentage 7.46 4.53 3.05 3.32

Total Frequency 590 839 13,006 14,435
Row percentage 4.09 5.81 90.10 100.00
Column percentage 100.00 100.00 100.00 100.00
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shows that 58% of contaminated blood culture samples
were from critically ill patients with shortness of breath as
their chief complaint and that the median time from
room to blood culture draw was 36 minutes. Discussion
was started on possibly adding blood culture collection or-
der on critically ill patients or on some targeted patient pop-
ulation. Dedicated phlebotomists also was started but later
met staffing challenges. Blood culture contamination rate
during this period ranged from 3.56% to 6.44%.

From January to August 2021, it was determined that
the predisinfection with 2% Chlorhexidine gluconate cloths
was helping reduce blood culture contamination, and a
request was made to produce blood culture collection kits
with this additional product. A Best Practice Advisory to or-
der blood cultures also was added for patients whose Sepsis
Analytic Model score was high (>_8). Reports received were
further analyzed, and contamination rate per collector was
added to the reports enabling more targeted feedback.
Decrease in contamination rate and narrowing of practice
variation were notable during this period. Blood culture
contamination rate ranged from 2.20% to 4.47%. The
target blood culture contamination rate was met by
the department on 3 occasions: February, May, and June
2021.

The following details were drawn from data collected
from August to September 2021: 85.7% of contaminated
blood samples (N¼ 91) were collected from the main emer-
gency department (adult pods and resuscitation area),
8.79% were collected from boarding ED patients, 3.3%
were collected from pediatric patients, and 2.2% were
collected from rapid care area. All contaminated samples
(N ¼ 91) from this period were collected within 36 hours
of patient arrival to emergency department, 10% of contam-
inated samples were taken within the first 30 minutes of pa-
tient’s ED arrival, 25% of contaminated samples were
extracted within the first 65 minutes of patient’s ED stay,
50% of contaminated samples were taken within the first
3 hours of ED stay, and 75% were taken within the first
7 hours of patient’s ED stay.

Another spot analysis showed that there were 137
contaminated blood culture samples from July to
September 2021, 25% of which were collected from 12
midnight to 09:59 AM, 25% were taken from 10 AM to
02:59 PM, 25% were taken from 3 PM to 07:59 PM, and
the other 25% were collected from 8 PM to 11:59 PM.
Thus, 50% of the contaminated samples were collected
from 12 AM to 02:59 PM, and the other half were collected
from 3 PM to 11:59 PM.

FIGURE 2

Contaminated and noncontaminated blood culture samples and contamination rate from percutaneous venipuncture.
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Control measures were reinforced since September
2021. On a daily basis, collectors whose samples turned
contaminated were notified by email. This process promp-
ted in-person discussion and feedback. Staff nurses were
receptive to this process, which is timely, collegial, construc-
tive, and individualized. To further decrease practice varia-
tion, a video demonstrating how to use the blood culture
collection kit was developed and shared with all staff nurses.
This content also was included in the new-hire staff nurses’
orientation program. Reward and escalation workflows also
were established. Contamination rates of staff nurses also
have been included as a discussion point in their perfor-
mance evaluation. This period has shown a progressive
decrease in variation and a downward trend in contamina-
tion rate. Blood culture contamination rate in this period
ranged from 2.86% to 4.64%.

Blood culture contamination rates also were compared
6 months before (March to August 2021) and 6 months
during (September 2021 to February 2022) feedback inter-
vention and showed significant decrease (3.52% preinter-
vention and 2.95% postintervention; P < .05) (Table 2).
From March 2021 to February 2022, blood culture

contamination rates significantly differed based on the
source of blood culture draw (7.64% via line, 3.05% via
percutaneous venipuncture, and 4.53% via other;
P < .01) (Table 3).

Figure 1 shows the emergency department’s blood cul-
ture contamination rate from January 2018 to July 2022,
which indicates that the overall monthly rate shows a down-
ward trend. From September 2021 to July 2022 (Figure 2),
contamination rate from blood culture samples collected
from percutaneous venipuncture ranged from 2.27% to
4.39%. Alternatively, from September 2021 to July 2022,
contamination rate from blood culture samples collected
from other sources (eg, peripherally inserted central cath-
eter, CVADs) (Figure 3) ranged from 2.17% to 8.16%.
Figure 4 demonstrates that the emergency department’s
monthly overall contamination rates were strongly attribut-
able to the contamination rates from other sources. For
instance, in July 2022, the overall contamination rate was
3.06%. It can be noted that contamination rate from percu-
taneous venipuncture was only 2.67%, but this was greatly
affected by the contamination from other sources, which
was 6.67%.

FIGURE 3

Contaminated and noncontaminated blood culture samples and contamination rate from other sources.
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Discussion and Implications

Reducing blood culture contamination in the emergency
department has been a challenge due to several factors
such as patient volume and acuity, fast-paced workflows,
time-sensitive procedures, and staff transition. This
improvement initiative investigated and integrated effec-
tive measures (ie, use of dedicated phlebotomy,13,14 edu-
cation and feedback13) in reducing blood culture
contamination.

Site predisinfection with 2% Chlorhexidine gluco-
nate cloths significantly reduced skin contaminants. It
can be noted that ED patients come from various cir-
cumstances such as private residences, the field, or other
facilities. This alone is an uncontrollable variable in
maintaining aseptic technique during specimen collec-
tion indicating the importance to adhere to aseptic tech-
nique. Staff nurses were remarkably found to be more
receptive and engaged in blood culture contamination
reduction initiative with timely, informal, collegial, and
individualized feedback.

It remains a challenge to reduce contamination fromblood
culture samples collected from other sources, such as CVADs.
In collecting such samples, the emergency department adheres
to scrubbing the hub, changing the needleless connector, and
scrubbing the hub again, drawing blood culture samples
without discarding the first blood draw.12 It is of great interest
how blood culture samples collected from these sources turned
contaminated in the emergencydepartmentdespite compliance
to established workflow. There were several instances wherein
blood culture samples collected from a CVAD resulted as
contaminated in the emergencydepartment, andupon recollec-
tion on the floor (for an instance, repeat blood culture within
3 days of admission), blood culture samples collected from
the same CVAD was not flagged contaminated.

Conclusion and Recommendations

In this 4-year period, the emergency department only
reached the target rate on 3 occurrences. Keeping the
contamination rate <_2.5% has been a challenge, but the

FIGURE 4

Monthly overall blood culture contamination rates and contamination rates from percutaneous venipuncture and other sources.
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department is making progress in gradually reducing it and
narrowing practice variation. Key drivers for the success of
this practice and process improvement initiative are rein-
forced skin antisepsis (predisinfecting the site with 2%
Chlorhexidine gluconate cloth before blood culture sample
collection) and an effective surveillance and feedback mech-
anism. It is critical to note that predisinfecting the sample
collection site was instrumental in this initiative. Of equal
importance is leveraging timely and individualized feedback
to sample collectors.

To date, the department has gained control in reducing
contamination on blood cultures collected from percuta-
neous venipuncture. Future direction is headed to sustain-
ing progress, reinforced coaching and feedback, and more
focus on other sources (ie, CVADs) given that the depart-
ment’s overall contamination rate is significantly affected
by the increased contamination from these sources.

The use of diversion device might be worth reconsider-
ing given that it was found effective in some studies.13,15,16

The authors will continue to search, appraise, and synthesize
evidence on (1) how skin contaminants differ from contam-
inants found on lines and (2) how to further reduce blood
culture contamination, more specifically in samples
collected from other sources.
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Contribution to Emergency Nursing Practice

� Racism and other biases pose significant disparity con-
cerns in people who are racialized as non-white and the
lesbian, gay, bisexual, transgender, queer, intersex, and
asexual plus populations specifically, but also in pa-
tients with disabilities. The relational basis of nursing
as a profession makes identifying and challenging indi-
vidual and systemic bias difficult.

� This paper provides both quantitative and qualitative
data describing nurses’ experience with bias; more
importantly, it offers explanation and interventions to
reduce harm.

� In both our survey and focus group data, we see evi-
dence that racism and other forms of bias are threats
to safe patient care and the well-being of nurses. Sys-
temic solutions are suggested.

Abstract

Introduction: The purpose of this study was to obtain a
broad view of the knowledge, attitudes, beliefs, and lived expe-
riences of emergency nurses regarding implicit and explicit bias.

Methods: An exploratory, descriptive, sequential mixed-
methods approach using online surveys and focus groups to
generate study data. Two validated instruments were incorpo-
rated into the survey to evaluate experiences of microaggres-
sion in the workplace and ethnocultural empathy. Focus group
data were collected using Zoom meetings.

Results: The final sample comprised 1140 participants in the
survey arm and 23 focus group participants. Significant differ-
ences were found in reported experiences of institutional, struc-
tural, and personal microaggressions for non-white vs white
participants. Respondents who identified Christianity as their
religious group had lower mean scores on items representing
empathetic awareness. Respondents who identified as nonhe-
terosexual had significantly higher mean total Scale of Ethno-
cultural Empathy scores, empathetic awareness subscale
scores, and empathetic feeling and expression subscale scores.
Thematic categories that arose from the focus group data
included witnessed bias, experienced bias, responses to bias,
impact of bias on care, and solutions.

Discussion: In both our survey and focus group data, we see
evidence that racism and other forms of bias are threats to
safe patient care. We challenge all emergency nurses and insti-
tutions to reflect on the implicit and explicit biases they hold and
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to engage in purposeful learning about the effects of individual
and structural bias on patients and colleagues. We suggest an
approach that favors structural analysis, intervention, and
accountability.

Key words: Bias; Emergency nursing; Workplace environment;
Mixed methods; Clinical judgment

Introduction

The profession of emergency nursing is a varied health care
practice in terms of patient presentations across the lifespan
and across the acuity continuum. The assessment skills and
clinical judgment of emergency nurses are critical to the
rapid identification of physical or psychological instability
and the provision of safe, effective patient care.

Cognitive challenges to accurate assessment and safe care
include implicit and explicit bias in the forms of racism,1,2 able-
ism, transphobia, and decisional anchoring regarding psychiat-
ric and substance-using presentations.3 Racism and other biases
pose significant disparity concerns in people who are racialized
as non-white and the lesbian, gay, bisexual, transgender,
queer, intersex, and asexual plus (LGBTQIAþ) populations
specifically,4-7 but also in patients with disabilities.8

Almost 30 years ago, Barbee9 described the attributes
of nursing as a profession that prevented an open reckoning
with racism in nursing education and practice. She
outlined 4 elements allowing nurses to avoid openly
dealing with racism in the profession: (1) an emphasis on
empathy, (2) an individual orientation, (3) a preference
for homogeneity, and (4) a need to avoid conflict.
Iheduru-Anderson et al10 suggested in their integrative re-
view that nursing is still unable to identify andmitigate bias
in either practice or nursing education. This is highlighted
in a recent podcast presented by Journal of the American
Medical Association11 questioning the existence of racism
in medicine and the discomfort that white physicians feel
with the term. The podcast demonstrated an egregious
blindness to the systemic and institutionalized racism
that affects clinical decision making, what Martinez12 dis-
cusses as an epistemology of ignorance.

The same elements that challenge a discussion of racism
and other biases in health care also make a discussion of bias
in nursing education and nursing practice difficult. The disci-
plinary foci of nursing, as described by Barbee,9 centers on
the nurse-patient relationship with emphasis on collabora-
tive, shared care planning. Identifying implicit biases that
are structurally supported in this individual context may be
challenging. It is here that descriptions of both structural in-
equities in nursing education and microaggressions in the
workplace keep the profession from reflecting on the effects
on the patient populations they accompany in care. Microag-
gressions are a subtle and often daily form of oppression that

reinforce unjust power differentials between groups and
negatively impact the well-being of people who experience
microaggressions.13

The United States nursing population is between 73%
and 81% white,14,15 and the National League for Nursing16

reports that 81% of nursing faculty self-identify as white,
but only 60% of the United States population identifies as
white. This overwhelmingwhitemajority in the profession al-
lows white nurses to identify with a professional role without
necessarily acknowledging the racial disparities that domi-
nance can perpetuate.17 In particular, the lack of diverse fac-
ulty and nursing staff deprives the discipline of valuable
perspective in academicpreparation, clinical care, and theoret-
ical work. Non-white nurses and nursing students also report
an almost constant barrage of microaggressions in their daily
work.18 The National Commission for Addressing Racism
inNursing19 conducted a national survey to evaluate the prev-
alence of racism in nursing and found that more than half of
the participants think there is “a lot of racism in nursing” and
63% of nurses had personally experienced racism, indicating
that racism continues to be a serious concern in nursing.

Structural racismandother formsofdiscrimination take a
toll on the nursing profession, the individuals working within
it, and, ultimately, the patients and communities they serve.
However, little is known about racism and discrimination as
theypertain toemergencynurses andemergencynursingprac-
tice. The purpose of this study was to obtain a broad view of
the knowledge, attitudes, beliefs, and lived experiences of
emergency nurses regarding implicit and explicit bias, with
the aim of identifying areas of priority for educational and
workforce interventions.

Methods

This study used an exploratory, descriptive, sequential
mixed-methods approach using a survey and focus groups
to generate study data. Survey data were collected to ascer-
tain prevalence of bias among emergency nurses, with focus
data used to expand understanding of the survey results.

SAMPLE

A purposive sample was recruited for both survey data collec-
tion and focus group participation from a population of emer-
gency nurses working in United States emergency
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departments. The sample was recruited using themembership
of theEmergencyNursesAssociation (ENA) and socialmedia.
Inclusion criteria included English-speaking emergency
nurses practicing in United States emergency departments.
Focus groupparticipantswere recruited from the larger sample
of emergency nurses who consented to survey participation.

QUANTITATIVE DATA COLLECTION

Using Qualtrics software (Provo, UT), survey data were
collected online about nurses’ demographics, work experience,
and education, as well as information about biases experienced
in their workplace. Two validated instruments were incorpo-
rated into the survey to evaluate: (1) experiences of microag-
gression in the workplace and (2) ethnic empathy.20,21

SURVEY INSTRUMENTS

The Racial and Ethnic Microaggressions Scale (REMS)20 is
a 45-item, validated measure evaluating respondents’ expe-
riences of the following 6 factors: (1) assumptions of inferi-
ority, (2) second-class citizen and assumptions of
criminality, (3) microinvalidations, (4) exoticization/as-
sumptions of similarity, (5) environmental microaggres-
sions, and (6) workplace and school microaggressions.
Respondents used a 5-point Likert scale to report the fre-
quency of experiencing each item, ranging from “I did not
experience this event in the past six months” to “I experi-
enced this event 10 or more times in the past six months.”

The Scale of Ethnocultural Empathy (SEE)21 is a 31-
item, self-report, validated instrument that measures
empathy toward people of racial and ethnic backgrounds
different from one’s own. Findings from validation studies
suggest evidence for a positive, moderate association with a
measure of general empathy and a high negative association
with a measure of prejudice.22 SEE items can be divided into
4 subscales: empathetic feelings and expression, empathetic
perspective taking, acceptance of cultural differences, and
empathetic awareness. Items are rated on a 6-point Likert-
type scale (1 ¼ strongly disagree that it describes me to
6 ¼ strongly agree that it describes me). Subscale items are
summed to generate individual subscale scores and all items
are summed to generate total SEE scores, with higher scores
representing higher levels of ethnocultural empathy.

QUALITATIVE DATA COLLECTION

A series of 6 1-hour focus groups were held via virtual Zoom
(Zoom Video Communications, San Jose, CA) meetings,
which were transcribed by the Zoom software. The

transcriptions then were proofread for accuracy by the
research team. To expand understanding of the lived expe-
rience of emergency nurses in the United States related to
institutional, structural, and personal bias, the following
questions, derived from a review of the literature and the
application of Barbee’s9 work on racism in nursing, framed
the discussion:

1. Have you seen or experienced racism, homophobia,
ableism, or other forms of discrimination while a
nursing student?

2. Have you seen or experienced racism, homophobia,
ableism, or other forms of discrimination while a
practicing emergency nurse?

3. How do you think that bias affects emergency
nurses in their ability to do their work?

4. How do you think bias affects patient care?
5. How do you think bias affects emergency nurses’

interactions with other health care team members?

DATA ANALYSIS

Survey data were downloaded to SPSS v. 28 for Windows
(IBMCorp, Armonk, NY) for analysis. For continuous vari-
ables, normality was assessed visually using histograms and
normal quantile-quantile plots. In addition, the ratio of
the standard deviation to the mean was computed for
each continuous variable. Summary findings for continuous
variables are reported as means and standard deviations,
with their 95% confidence intervals (CIs) where appro-
priate. Categorical variables are summarized using fre-
quencies and percentages. In some cases (eg, racial
identity), small sample sizes necessitated collapse of the
data (eg, white vs non-white) to facilitate statistical compar-
ison. For categorical variables, group comparisons were
made using chi-square analysis or Fisher exact test, as appro-
priate for the data. CIs around the difference between pro-
portions were computed as described by Wilson23 and
Newcombe.24 For continuous variables, comparisons of
group means were made using the t test for independent
samples or one-way analysis of variance, as appropriate for
the number of groups being considered. Scheffe’s test was
used to facilitate post hoc comparisons following analysis
of variance. In addition, we present mean differences and
their 95% CIs to aid in data interpretation. To account
for multiple comparisons, Bonferroni’s correction was
applied when interpreting the results of statistical testing
to avoid making a type I error (accepting a false positive).

Qualitative data from Zoom transcripts were analyzed
using Mayring’s25 8-step process by each member of the
research team individually and then again collectively to
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come to consensus on themes and categories. Member
checking was conducted, with 13 of 23 participants
responding that we had accurately captured the discussion.
No changes to the discussion were necessary based on
participant comments.

PROTECTION OF HUMAN SUBJECTS

Institutional review board approval was obtained from
Advarra, Inc (Columbia, MD), before the recruitment of
participants for the study. The study was approved as
exempt from further review with a waiver of signed con-
sent. Survey participants were given a summary of the
study and assurance of confidentiality on the opening
screen of the online survey. Completion of the online sur-
vey implied consent.

To encourage participants to speak freely, a Certif-
icate of Confidentiality was obtained from the National
Institutes of Health to ensure the privacy of participant
research information, preventing it from being shared
with anyone not connected to the research study. Every
effort was made to have the researchers collecting focus
groups be diverse and culturally concordant with the
participants. Focus group slots were made available,
and researcher identities were posted for each potential
slot so that participants were informed of the position-
ality of the researchers and could choose groups where
they felt comfortable discussing these issues. Focus
group participation was limited to persons who met
the study criteria and completed the informed consent
document and initial survey. Focus group participants
were provided with a summary of the study and assur-
ance of confidentiality both on the opening screen of
the online registration and at the start of each focus
group session. They also were asked to complete a de-
mographic survey before participating in the focus
group.

Results

We consider race26 and gender identity27 to be socially
constructed rather than biological variables, and these de-
scriptions are used to aid in characterizing the sample/
study participants and their experiences. We recognize
that the human genome project confirmed that race is a so-
cial and political construct with no natural division of
humans based on genes,28 and so we included racialized

categories to be able to stratify data and explore whether
being racialized in specific groups affects the experiences
of bias in emergency nursing. The final survey sample
comprised 1141 emergency nurses, 82.4% of whom iden-
tified as white and 85.8% who identified as heterosexual.
Sixty-three percent identified as following a form of Chris-
tianity, and 21.4% identified as nonreligious/secular/
atheist. Eleven percent reported having a disability, but
only 2.9% of this group identified as disabled. Eighty
percent of the respondents identified as female, and 80%
reported having a bachelor’s or master’s degree in nursing.
Sixty percent of the respondents reported their primary
role as charge or staff nurse, working in general community
hospital emergency departments that had an average of 30
treatment spaces, and saw an average of 149 patient visits
per day. Participants averaged 18 years of experience in
nursing, 12 years of emergency department–specific expe-
rience, and 5-year tenure in their emergency department.
Survey participants represented all 50 states, the District
of Columbia, and 1 participant was from a United States
territory (see Table 1).

FOCUS GROUP PARTICIPANTS

An initial email was sent to the interested group (n ¼ 259),
with 1 reminder email. This initial recruitment sample was
obtained from the larger survey sample in which the final
question asked whether survey participants would like to
be contacted to participate in a focus group. Of the
potential 259 participants, 64 registered to participate
(25%) with 23 (36%) attending a focus group session.
Individual focus groups ranged in size from 2 to 7
participants.

The frequencies of select variables that depict the range
of historically underrepresented groups in our sample from
survey through focus group participants are presented in
Table 1. Proportions of the various underrepresented groups
across progression through the study are roughly equal; 4 of
6 variables are highest in the final focus group participation
column. A targeted attempt was made on social media
(Facebook, LinkedIn, Twitter) to recruit for 2 additional
focus groups (1 non-white, 1 LGBTQIAþ). This yielded
1 additional interested participant (LGBTQIAþ); these
focus groups were not held owing to an insufficient number
of registrants.

Q1: What is the experience of emergency nurses in the
United States related to institutional, structural, and per-
sonal bias?
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The overall question was answered using survey data
from the REMS and SEE and qualitative focus group
data. We report quantitative data first, with explication
from qualitative data second.

SURVEY DATA

Race

Analysis of responses to the REMS revealed significant dif-
ferences in reported experiences of institutional, structural,
and personal microaggressions for non-white vs white partic-
ipants. Some examples of this are differences in non-white vs
white responses to how often they experienced various items
on the scale such as “Someone assumed that I grew up in a
particular neighborhood because of my race” (non-white
52% vs white 26%, P < .001), “I was ignored at school
or work because of my race” (non-white 46% vs white
12%, P < .001), “I was told that people of color do not
experience racism anymore” (non-white 50% vs white
33%, P < .001), and “I was told that people of all racial
groups experience the same obstacles” (non-white 54% vs
white 35%, P < .001). The reported frequency of personal
microaggressions was significantly different for people who
identified as non-white, as indicated by non-white vs white
responses to scale items such as “Someone avoided sitting
next to me in a public space because of my race” (non-white
32% vs white 7%, P < .001), “Someone told me that I was
‘articulate’ after he/she assumed I wouldn’t be” (non-white
48% vs white 9%, P < .001), and “An employer or
coworker treated me differently than white coworkers”
(non-white 49% vs white 3%, P < .001). Full details of
this analysis are presented in Table 2.

Analysis of responses to the SEE also revealed signif-
icant differences in ethnocultural empathy when
comparing responses for non-white and white partici-
pants. We observed significant differences across all 4
SEE subscales (empathetic feeling and expression,
empathetic perspective taking, acceptance of cultural dif-
ferences, and empathetic awareness) and in total SEE
scores, with non-white participants consistently endorsing
higher levels of ethnocultural empathy than their white
counterparts.

Some of the largest differences in mean scores on indi-
vidual items included understanding what it feels like to be
the only person of a certain race or ethnicity in a group of
people (non-white 5.05 vs white 3.06), relating to the frus-
tration that people feel about having fewer opportunities
owing to their racial or ethnic backgrounds (non-white
4.47 vs white 3.35), and being aware of institutional bar-
riers that discriminate against racial or ethnic groups aside
from one’s own (non-white 4.44 vs white 3.71).

Participants who identified as non-white had higher
mean scores on items relating to empathetic feeling and
expression such as sharing the anger of those who face injus-
tice because of their racial or ethnic background (non-white
4.78 vs white 4.28), appreciation for the cultural norms of
people from other racial or ethnic groups (non-white 5.04
vs white 4.72), and expressing concern about race or
ethnicity-based discrimination (non-white 4.51 vs white
4.00).

Participants who identified as white endorsed more dif-
ficulty relating others’ stories about day-to-day experiences
with racial or ethnic discrimination (non-white 4.99 vs
white 4.08) and putting themselves in the shoes of someone
racially or ethnically different from themselves (non-white

TABLE 1
Demographic variables depicting the range of historically underrepresented groups: survey through focus group progression

Demographics Survey Focus group progression

Participants
(N [ 1134) n (%)

Interested
(n [ 259) n (%)

Signed up
(n [ 64) n (%)

Participated
(n [ 23) n (%)

Non-white (any) 218 (19.2) 76 (29.3) 12 (18.8) 6 (26.1)
Gender (all) 1094 (96.5) 253 (97.7) 63 (98.5) 22 (95.6)
Non-heterosexual 130 (11.5) 36 (13.9) 7 (9.4) 2 (8.7)
Non-Christianity(including no religion) 356 (31.4) 94 (36.3) 25 (39.1) 10 (43.5)
Disabled 132 (11.6) 33 (12.7) 9 (14.1) 4 (17.4)
Disabled identity 33 (2.9) 7 (2.7) 1 (1.6) 1 (4.3)
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TABLE 2
Participant experiences of race and ethnicity-based microaggressions by racial identity

Racial and ethnic microaggressions
scale item

White vs non-white

White Non-white Difference

n (%) n (%) % (95% CI)
P value

I was ignored at school/work because of my
race.

102 (11.5) 99 (45.8) 34% (28-41)
P < .001

Someone’s body language showed they
were scared of me because of my race.

103 (11.6) 95 (44.0) 32% (26-39)
P < .001

Someone assumed that I spoke a language
other than English.

132 (14.9) 131 (61.0) 46% (39-53)
P < .001

I was told that I should not complain about
race.

133 (15.0) 83 (38.4) 23% (17-30)
P < .001

Someone assumed that I grew up in a
particular neighborhood because of my
race.

228 (25.8) 111 (51.6) 26% (19-33)
P < .001

Someone avoided walking near me on the
street because of my race.

29 (3.3) 57 (26.4) 23% (18-29)
P < .001

Someone told me that she or he was
color-blind.

269 (30.5) 95 (44.2) 14% (7-21)
P < .001

Someone avoided sitting next to me in a
public space (eg, restaurants, movie
theaters, subways, busses) because of my
race.

58 (6.6) 68 (31.6) 25% (19-32)
P < .001

Someone assumed that I would not be
intelligent because of my race.

60 (6.8) 107 (49.5) 43% (36-50)
P < .001

I was told that I complain about race too
much.

64 (7.3) 56 (25.9) 19% (13-25)
P < .001

I received substandard service in stores
compared with customers of other racial
groups.

112 (12.7) 122 (56.5) 44% (37-51)
P < .001

I observed people of my race in prominent
positions at my workplace or school.

728 (82.6) 149 (69.3) 13% (7-20)
P < .001

Someone wanted to date me only because
of my race.

59 (6.7) 46 (21.4) 15% (9-21)
P < .001

I was told that people of all racial groups
experience the same obstacles.

309 (35.0) 117 (54.2) 19% (12-26)
P < .001

My opinion was overlooked in a group
discussion because of my race.

125 (14.2) 81 (37.5) 23% (17-30)
P < .001

Someone assumed that my work would be
inferior to people of other racial groups.

52 (5.9) 92 (42.6) 37% (20-44)
P < .001

Someone acted surprised at my scholastic or
professional success because of my race.

41 (4.7) 115 (53.2) 49% (42-55)
P < .001

I observed that people of my race were the
CEOs of major corporations.

732 (83.3) 117 (53.9) 30% (22-36)
P < .001

I observed people of my race portrayed
positively on television.

757 (86.5) 162 (75.0) 12% (6-18)
P < .001

continued
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TABLE 2
Continued

Racial and ethnic microaggressions
scale item

White vs non-white

White Non-white Difference

n (%) n (%) % (95% CI)
P value

Someone did not believe me when I told
them I was born in the United States.

26 (2.9) 48 (22.2) 19% (14-25)
P < .001

Someone assumed that I would not be
educated because of my race.

35 (4.0) 89 (41.6) 38% (31-44)
P < .001

Someone told me that I was “articulate”
after she/he assumed I wouldn’t be.

82 (9.3) 103 (47.7) 38% (32-45)
P < .001

Someone told me that all people in my
racial group are all the same.

338 (38.4) 107 (49.5) 11% (4-19)
P ¼ .003

I observed people of my race portrayed
positively in magazines.

724 (81.6) 148 (68.5) 13% (7-20)
P < .001

An employer or coworker was unfriendly
or unwelcoming toward me because
of my race.

150 (17.1) 86 (40.0) 23% (16-30)
P < .001

I was told that people of color do not
experience racism anymore.

228 (32.7) 108 (50.0) 17% (10-25)
P < .001

Someone told me that they “don’t see
color.”

414 (47.1) 124 (57.7) 11% (3-18)
P ¼ .005

I read popular books or magazines in which
a majority of contributions featured
people from my racial group.

625 (71.6) 107 (49.8) 21% (15-29)
P < .001

Someone asked me to teach them words in
my “native language.”

63 (7.7) 93 (43.9) 36% (39-43)
P < .001

Someone told me that they do not
see race.

388 (44.1) 125 (58.1) 14% (7-21)
P < .001

Someone clenched her/his purse or wallet
upon seeing me because of my race.

22 (2.5) 48 (22.9) 20% (15-27)
P < .001

Someone assumed that I would have a
lower education because of my race.

29 (3.3) 100 (46.5) 43% (37-50)
P < .001

Someone of a different racial group has
stated that there is no difference between
the 2 of us.

230 (26.1) 109 (50.7) 25% (17-32)
P < .001

Someone assumed that I would physically
hurt them because of my race.

49 (5.6) 45 (20.9) 15% (10-21)
P < .001

Someone assumed that I ate foods
associated with my race/culture
every day.

141 (16.0) 117 (54.4) 38% (31-45)
P < .001

Someone assumed that I held a lower
paying job because of my race.

26 (3.0) 87 (40.5) 38% (31-44)
P < .001

I observed people of my race portrayed
positively in movies.

736 (83.8) 154 (72.3) 12% (5-18)
P < .001

Someone assumed that I was poor because
of my race.

40 (4.6) 85 (39.7) 35% (29-42)
P < .001

continued
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5.07 vs white 4.23), both items from the SEE empathetic
perspective taking subscale. Additional details on ethnocul-
tural empathy in study participants are presented in Table 3.

Religion

Owing to the small sample size, we collapsed self-identified
religious affiliations into Christianity and non-Christianity,
with the latter group including faith and nonfaith ideals (ie,
Buddhist, Muslim, Hindi, Secular, Atheist, nonreligious,
and other) given that there were a small number of partici-
pants endorsing individual non-Christian faith traditions.
When comparing ethnocultural empathy for Christian
and non-Christian participants, statistical differences were
noted with significantly higher mean scores across all 4
SEE subscales and total SEE scores for non-Christian partic-
ipants (Table 3).

Respondents who identified Christianity as their reli-
gious group had lower mean scores on items representing
empathetic awareness such as awareness of institutional bar-
riers that affect people of other racial or ethnic groups (Chris-
tian 3.60 vs non-Christian 4.42), insight into how other
racial or ethnic groups are systematically oppressed in our so-
ciety (Christian 3.91 vs non-Christian 4.92), and awareness

of how society treats racial or ethnic groups other than
one’s own differently (Christian 4.44 vs non-Christian 5.09).

Respondents who identified as non-Christian had
higher mean scores on the items representing empathetic
feeling and expression, including sharing the anger of those
who face injustice owing to their racial or ethnic background
(Christian 4.20 vs non-Christian 4.74) and expressing con-
cerns about discrimination to people from other racial or
ethnic groups (Christian 3.96 vs non-Christian 4.38). Full
details of ethnocultural empathy findings by racial identity
and religious preference are presented in Table 3.

Gender Identity, Sexual Orientation, and Generation/Age
Group

Several gender identity groups (nonbinary/gender noncon-
forming, 2-spirit, other, prefer not to say) were too small
to support statistical comparisons; however, in comparing
REMS and SEE data for participants who identified as
either male (including transmen) or female (including trans-
women), no statistical differences were noted. When
comparing SEE mean scores for participants who identified
as heterosexual vs nonheterosexual (lesbian, gay, bisexual,
pansexual), several significant differences were noted.

TABLE 2
Continued

Racial and ethnic microaggressions
scale item

White vs non-white

White Non-white Difference

n (%) n (%) % (95% CI)
P value

Someone told me that people should not
think about race anymore.

341 (38.8) 103 (48.8) 10% (3-17)
P ¼ .008

Someone avoided eye contact with me
because of my race.

138 (15.8) 83 (38.9) 23% (16-30)
P < .001

I observed that someone of my race is a
government official in my state.

797 (90.8) 144 (67.3) 24% (17-30)
P < .001

Someone told me that all people in my
racial group look alike.

223 (25.4) 102 (47.7) 22% (16-30)
P < .001

Someone objectified one of my physical
features because of my race.

140 (15.9) 107 (50.0) 34% (27-41)
P < .001

An employer or coworker treated me
differently than white coworkers.

30 (3.4) 106 (49.3) 46% (39-53)
P < .001

Someone assumed that I speak similar
languages to other people in my race.

104 (11.9) 120 (56.0) 44% (37-51)
P < .001

CI, confidence interval; CEO, chief executive officer.
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TABLE 3
Participant ethnocultural empathy by demographic characteristics

SEE item White vs non-white Christian vs non-Christian

White Non-white Difference Christian Non-Christian Difference

Mean (SD) Mean (SD) Mean difference (95% CI) Mean (SD) Mean (SD) Mean difference
(95% CI)

I feel annoyed when people do not
speak standard English.

4.68 (1.27) 5.03 (1.27) �0.35 (�0.54 to �0.16) 4.65 (1.33) 4.99 (1.13) �0.34 (�0.049 to �0.18)

I don’t know a lot of information
about important social and political
events of racial and ethnic groups
other than my own.

4.55 (1.23) 4.62 (1.37) �0.08 (�0.26 to 0.12) 4.52 (1.26) 4.69 (1.20) �0.15 (�0.31 to 0.01)

I am touched by movies or books
about discrimination issues faced by
racial or ethnic groups other than
my own.

4.50 (1.36) 4.69 (1.47) �0.18 (�0.39 to 0.02) 4.46 (1.39) 4.73 (1.37) �0.25 (�0.43 to �0.07)

I know what it feels like to be the only
person of a certain race or ethnicity
in a group of people.

3.06 (1.80) 5.05 (1.44) 0.13 (�2.24 to �1.73) 3.45 (1.90) 3.45 (1.89) �0.06 (�0.30 to 0.18)

I get impatient when communicating
with people from other racial or
ethnic backgrounds, regardless of
how well they speak English.

5.48 (0.85) 5.55 (0.93) �0.07 (�0.19 to 0.06) 5.51 (0.83) 5.52 (0.87) 0.01 (�0.10 to 0.12)

I can relate to the frustration that some
people feel about having fewer
opportunities owing to their racial
or ethnic backgrounds.

3.35 (1.57) 4.47 (1.70) �1.12 (�1.36 to �0.89) 3.48 (1.66) 3.71 (1.67) �0.22 (�0.43 to �0.01)

I am aware of institutional barriers (eg,
restricted opportunities for job
promotion) that discriminate
against racial or ethnic groups other
than my own.

3.71 (1.73) 4.44 (1.78) �0.73 (�0.99 to �0.47) 3.60 (1.75) 4.42 (1.67) �0.80 (�1.02 to �0.58)

I don’t understand why people of
different racial or ethnic
backgrounds enjoy wearing
traditional clothing.

5.61 (0.81) 5.65 (0.87) �0.04 (�0.16 to 0.08) 5.56 (0.86) 5.72 (0.69) �0.17 (�0.26 to �0.07)

I seek opportunities to speak with
individuals of other racial or ethnic
backgrounds about their
experiences.

4.35 (1.36) 4.62 (1.38) �0.27 (�0.47 to �0.07) 4.35 (1.38) 4.56 (1.31) �0.24 (�0.41 to �0.07)
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TABLE 3
Continued

SEE item White vs non-white Christian vs non-Christian

White Non-white Difference Christian Non-Christian Difference

Mean (SD) Mean (SD) Mean difference (95% CI) Mean (SD) Mean (SD) Mean difference
(95% CI)

I feel irritated when people of different
racial or ethnic backgrounds speak
their language around me.

5.05 (1.21) 5.16 (1.26) �0.11 (�0.30 to 0.07) 4.99 (1.26) 5.28 (1.05) �0.30 (�0.46 to �0.15)

When I know my friends are treated
unfairly because of their racial or
ethnic backgrounds, I speak up for
them.

4.84 (1.07) 4.99 (1.14) �0.16 (�0.32 to 0.01) 4.83 (1.10) 4.97 (1.04) �0.13 (�0.27 to 0.01)

I share the anger of those who face
injustice because of their racial and
ethnic backgrounds.

4.28 (1.37) 4.78 (1.37) �0.50 (�0.70 to �0.29) 4.20 (1.41) 4.74 (1.27) �0.52 (�0.70 to �0.35)

When I interact with people from
other racial or ethnic backgrounds, I
show my appreciation of their
cultural norms.

4.72 (1.01) 5.04 (1.09) �0.32 (�0.47 to �0.17) 4.73 (1.05) 4.89 (1.01) �0.17 (�0.30 to �0.03)

I feel supportive of people of other
racial and ethnic groups, if I think
they are being taken advantage of.

4.76 (1.07) 4.92 (1.27) �0.16 (�0.32 to 0.01) 4.73 (1.12) 4.91 (1.12) �0.19 (�0.33 to �0.05)

I get disturbed when other people
experience misfortunes owing to
their racial or ethnic backgrounds.

5.01 (1.08) 5.26 (1.06) �0.25 (�0.41 to �0.09) 4.96 (1.10) 5.27 (1.00) �0.28 (�0.41 to �0.14)

I rarely think about the impact of a
racist or ethnic joke on the feelings
of people who are targeted.

5.10 (1.16) 5.13 (1.24) �0.03 (�0.21 to 0.15) 5.08 (1.17) 5.19 (1.14) �0.15 (�0.29 to 0.00)

I am not likely to participate in events
that promote equal rights for people
of all racial and ethnic backgrounds.

4.49 (1.54) 4.75 (1.56) �0.25 (�0.48 to �0.02) 4.35 (1.58) 4.98 (1.37) �0.62 (�0.80 to �0.43)

I express my concern about
discrimination to people from other
racial or ethnic groups.

4.00 (1.36) 4.51 (1.35) �0.52 (�0.72 to �0.31) 3.96 (1.36) 4.38 (1.37) �0.40 (�0.57 to �0.23)

It is easy for me to understand what it
would feel like to be a person of
another racial or ethnic background
other than my own.

3.11 (1.40) 4.55 (1.48) �1.44 (�1.65 to �1.23) 3.36 (1.54) 3.46 (1.46) �0.08 (�0.28 to 0.11)
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TABLE 3
Continued

SEE item White vs non-white Christian vs non-Christian

White Non-white Difference Christian Non-Christian Difference

Mean (SD) Mean (SD) Mean difference (95% CI) Mean (SD) Mean (SD) Mean difference
(95% CI)

I can see how other racial or ethnic
groups are systematically oppressed
in our society.

4.12 (1.61) 4.70 (1.63) �0.58 (�0.82 to �0.34) 3.91 (1.64) 4.92 (1.39) �1.00 (�1.18 to �0.81)

I don’t care if people make racist
statements against other racial or
ethnic groups.

5.60 (0.80) 5.60 (0.82) �0.01 (�0.13 to 0.11) 5.57 (0.84) 5.66 (0.74) �0.10 (�0.19 to 0.00)

When I see people who come from a
different racial or ethnic
background succeed in the public
arena, I share their pride.

4.81 (1.14) 5.19 (1.05) �0.39 (�0.55 to �0.22) 4.84 (1.15) 4.97 (1.06) �0.14 (�0.28 to 0.00)

When other people struggle with racial
or ethnic oppression, I share their
frustration.

4.24 (1.27) 4.87 (1.27) �0.63 (�0.82 to �0.44) 4.25 (1.33) 4.58 (1.18) �0.33 (�0.49 to �0.17)

I recognize that the media often
portrays people based on racial or
ethnic stereotypes.

5.01 (1.18) 5.19 (1.10) �0.18 (�0.35 to �0.01) 4.95 (1.21) 5.25 (1.04) �0.28 (�0.43 to �0.14)

I am aware of how society
differentially treats racial or ethnic
groups other than my own.

4.56 (1.31) 5.04 (1.24) �0.48 (�0.68 to �0.29) 4.44 (1.34) 5.09 (1.13) �0.65 (�0.81 to �0.49)

I share the anger of people who are
victims of hate crimes (eg,
intentional violence because of race
or ethnicity).

5.13 (1.15) 5.30 (1.13) �0.18 (�0.35 to �0.01) 5.11 (1.17) 5.30 (1.06) �0.19 (�0.33 to �0.04)

I do not understand why people want
to keep their indigenous racial or
ethnic cultural traditions instead of
trying to fit into the mainstream.

5.32 (1.00) 5.32 (1.24) 0.01 (�0.15 to 0.16) 5.23 (1.07) 5.51 (0.97) �0.30 (�0.43 to �0.17)

It is difficult for me to put myself in
the shoes of someone who is racially
and/or ethnically different fromme.

4.23 (1.29) 5.07 (1.18) �0.85 (�1.03 to �0.66) 4.37 (1.33) 4.50 (1.23) �0.14 (�0.031 to 0.03)
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TABLE 3
Continued

SEE item White vs non-white Christian vs non-Christian

White Non-white Difference Christian Non-Christian Difference

Mean (SD) Mean (SD) Mean difference (95% CI) Mean (SD) Mean (SD) Mean difference
(95% CI)

I feel uncomfortable when I am
around a significant number of
people who are racially/ethnically
different than me.

4.85 (1.17) 5.03 (1.26) �0.18 (�0.35 to 0.00) 4.89 (1.19) 4.94 (1.16) �0.06 (�0.21 to 0.09)

When I hear people make racist jokes,
I tell them I am offended even
though they are not referring to my
racial or ethnic group.

4.12 (1.44) 4.19 (1.57) �0.07 (�0.29 to 0.15) 4.07 (1.45) 4.34 (1.45) �0.30 (�0.49 to �0.11)

It is difficult for me to relate to
stories in which people talk about
racial or ethnic discrimination they
experience in their day-to-day lives.

4.08 (1.29) 4.99 (1.21) �0.91 (�1.10 to �0.72) 4.22 (1.32) 4.34 (1.29) �0.14 (�0.31 to 0.03)

Total and subscale scores Mean (SD) Mean (SD) Mean difference
(95% CI)
P value

Mean (SD) Mean (SD) Mean difference
(95% CI)
P value

Total SEE score 4.54 (0.623) 4.97 (0.699) �0.43 (�0.52 to �0.33)
t ¼ �7.956,

df ¼ 238.581, P < .001*

4.54 (0.645) 4.82 (0.641) �0.28 (�0.36 to �0.19)
t ¼ �6.540,
df ¼ 1042,
P < .001

SEE empathetic feeling and expression
subscale

4.66 (0.741) 4.93 (0.814) �0.26 (�0.37 to �0.14)
t ¼ �4.432,
df ¼ 1076,
P < .001

4.63 (0.750) 4.90 (0.748) �0.26 (�0.35 to �0.16)
t ¼ �5.246,
df ¼ 1065,
P < .001

SEE empathetic perspective taking
subscale

3.89 (0.820) 4.82 (0.798) �0.92 (�1.05 to �0.80)
t ¼ �14.654, df ¼ 1088,

P < .001

4.04 (0.910) 4.16 (0.863) �0.12 (�0.24 to �0.01)
t ¼ �2.126,
df ¼ 1077,
P ¼ .034

SEE acceptance of cultural differences
subscale

5.23 (0.692) 5.37 (0.738) �0.14 (�0.24 to �0.03)
t ¼ �2.511,
df ¼ 1088,
P ¼ .012

5.19 (0.720) 5.40 (0.644) �0.22 (�0.31 to �0.13)
t ¼ �5.035,
df ¼ 769.816,
P < .001*
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Respondents who identified as nonheterosexual had signif-
icantly higher mean total SEE scores (4.82 nonheterosexual
vs 4.60 heterosexual, P< .001), empathetic awareness sub-
scale scores (4.99 nonheterosexual vs 4.38 heterosexual, P
< .001, equal variances not assumed), and empathetic
feeling and expression subscale scores (4.91 nonheterosex-
ual vs 4.69 heterosexual, P ¼ .002).

As with gender identity, several generation subgroups
(generation Z, silent generation) were too small to support
statistical comparison; however, several differences were
noted when comparing other groups (baby boomer, gener-
ation X, millennials [generation Y]). On one-way analysis
of variance, significant differences were noted in mean
empathetic awareness subscale scores (P < .001) and
mean acceptance of cultural differences subscale scores (P
< .001). On post hoc analysis, it was noted that differences
in empathetic awareness were present for the baby boomer
vs millennials comparison (4.33 baby boomers vs 4.63 mil-
lennials, P ¼ .007) and the generation X vs millennials
comparison (4.63 millennials vs 4.34 generation X, P ¼
.004), indicating that millennial generation participants
demonstrated higher levels of empathetic awareness than
did their generation X and baby boomer generation coun-
terparts. For the acceptance of cultural differences subscale
scores, significant differences were observed when
comparing baby boomer vs generation X (5.06 baby
boomer vs 5.25 generation X, P ¼ .002), baby boomer
vs millennial (5.06 baby boomer vs 5.44 millennial, P <
.001), and generation X vs millennial scores (5.24 genera-
tion X vs 5.44 millennial, P ¼ .001). This again suggests
that millennial generation participants endorsed higher
levels of acceptance of cultural differences than their gener-
ation X or baby boomer counterparts.

Too few participants (n¼ 33) identified as disabled to
support statistical comparison.

FOCUS GROUP DATA

Thematic categories that arose from the focus group data
included witnessed bias, experienced bias, responses to
bias, impact of bias on care, and solutions (see Table 4
for integrated results).

Witnessed Bias

In this first category, participants reported observing inci-
dents of bias directed at other ED staff and at patients.
This bias was described as display of public tolerance for
a colleague or patient but feeling private intolerance for
the same person; there was reported nontoleration of overt
bias but clear existence of overt bias. One participant
shared:
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TABLE 4
Emergency nurses’ reports of witness and experienced bias: integrated findings

Quantitative findings: bias and empathy Qualitative findings: bias and empathy

There were significant differences across all 4 SEE subscales and total SEE
scores, with non-white participants consistently endorsing higher levels of
ethnocultural empathy than their white counterparts.
(total mean difference [95% CI]: �0.43, t ¼�7.956, df ¼ 238.581, P <
.001)

A seasoned nurse explained her experience with both implicit and explicit bias
saying, “I’ve seen so much bias with nurses in the ER, while they don’t show it
in the patient room they’ll go back out into the nurse’s station and bad mouth
that patient.what I call patient bashing.”

Nonheterosexual participants had significantly higher mean total SEE scores,
empathetic awareness subscale scores, and empathetic feeling/expression
subscale scores.
(total mean difference [95% CI]: �0.22, t ¼ �3.637, df ¼ 1054, P <
.001)

A participant described her nursing colleagues’ discomfort in working with a
transgender female physician: “They [other staff] approached her less, and you
could tell through just even their dialogue, that they were uncomfortable how
to address her even just simply by her name, you know, doctor.”

Participants who identified with Christianity had lower mean scores on items
representing empathetic awareness (eg, institutional barriers, systematic
oppression, societal treatment) and its effects on people of other racial or
ethnic backgrounds.
(total mean difference [95% CI]: �0.28 [�0.36 to �0.19], t ¼ �6.540,
df ¼ 1042, P < .001)

. . . in my town we’ve had a large influx of Burmese immigrants, as well as
Punjabi immigrants and a lot of times those patients need a language [phone] .
. . and so, my colleagues have said, I don’t want to go in there. I’m going to be
on the phone forever. So I’ve experienced or witnessed that bias.

Mixed methods inferences: expansive
Findings from FG and survey participants were expansive such that the quantitative findings (SEE scores) expanded our knowledge regarding differences in
perceptions (by race, gender, religious affiliation) regarding the scope of existing biases, the recognition of harm, and empathy toward people of different racial and
ethnic backgrounds than one’s own. FG participants reported and acknowledged the occurrence and general intolerance of overt bias (eg, race, gender, and
nonconforming sexual identity) directed at ED patients and staff; however, they also described bias as a display of public tolerance for a colleague or patient while
harboring private intolerance for the same person. In the context of empathy (which is a cornerstone of nursing), qualitative findings served to expand our
understanding of how an individual orientation to providing care influences nurses’ perceptions. Empathy does not require or elicit acknowledgment of the
institutional and structural elements (eg, policies and processes) that perpetuate bias and racism, nor does it challenge individual nurses to reflect on the ways that
they themselves might contribute to its continuation in the workplace.

Quantitative findings: personal microaggressions Qualitative findings: personal microaggressions

Non-white respondents reported a statistically significant higher frequency of
REMS on all REMS items (P < .001 for 43 of 45 items).

Sometimes it’s like inappropriate like just being called you know, n****r, like
“when are you going to stop being a n****r,” that kind of thing.
I have experienced, an overt bias toward anyone who is not of their nationality
that “You can’t understand me, because I am of this nationality.” .it’s
become unkind and very accusatory.
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TABLE 4
Continued

Quantitative findings: personal microaggressions Qualitative findings: personal microaggressions

Several non-white nurses described their attempts to respond directly to bias:-
The honest-to-God truth is that it [patient bigotry] didn’t stop until I said
something inappropriate back. Um, and I said after about a whole half hour of
this I said, “How about I stop being a n****r as soon as you stop being a
honky.”
But you kind of feel, or at least I did, that you had to pick and choose, because
if you were going to report everything that happened to you, first off you could
probably not have a lot of work done. You don’t want to hear people say, you
know, "Oh she’s pulling the race card.”
Nurses from nonmarginalized groups also agreed that it was difficult to speak
up when they witnessed biased behavior:.
“You find a lot of times that people won’t intervene, because they don’t want
to then have a target on them.”

Mixed methods inferences: expansive
FG data expanded on the results of the REMS item scores by providing insight into the prevalence and effects of personal microaggressions. Several nurses from
populations who have been historically marginalized (eg, Black, gay) expressed frustration with speaking up about the discrimination they experienced because of
the frequency of these incidents and the psychological and personal harm that resulted. They discussed how they “pick their battles” in self-advocacy, calling out
colleagues after witnessing or experiencing bias, or reporting the behavior up the administrative chain. FG participants’ reports of not intervening when witnessing
bias (out of reluctance to become targets themselves) expanded our interpretation of the frequency of microaggressions, leading to the conclusion that: Individually
oriented personal responses or institutional responses of education do little to name or dismantle the historical and structural systems that support biased behavior
and could explain, in part, the perpetuation of systemic bias and racism in nursing.

FG, focus group; REMS, Racial and Ethnic Microaggressions Scale; SEE, Scale of Ethnocultural Empathy.

M
arch

2023
VO

LU
M
E
49

�
ISSU

E
2

W
W
W
.JE

N
O
N
LIN

E
.O

R
G

189

W
olfetal/R

E
S
E
A
R
C
H

http://WWW.JENONLINE.ORG


I’ve seen so much bias, with nurses in the ER while
they don’t show it in the patient room they’ll go back
out into the nurse’s station and bad mouth that pa-
tient.. . . we’re very nonjudgmental whenever we’re
face to face with that patient, but then we go out
and about and it’s kind of what I call patient bashing.
(J, group A)

Another described:

A lot of them are Black and they’re coming for, like
a lot more . . . but they’re coming, because they don’t
have a primary care they can’t get to primary care. And
then it ends up being like if someone is coming in
there, like a like 20-year-old Black female, they like
get an eye roll immediately. (B, group C)

Emergency nurses also reported witnessing bias against
LGBTQIAþ patients and staff specifically owing to
“discomfort” or “not understanding.” In particular, mem-
bers of the transgender community were reported as being
the targets of bias, as described in the following quote:

They (other staff) approached her (a transgender fe-
male physician) less, and you could tell through just
even their dialogue they were uncomfortable how to
address her even just simply by her name, you
know, doctor. And the other thing that I did notice
was patients were uncomfortable, so it was bias from
patients to her care. (J, group C)

In addition, participants reported that, although they
perceived a decrease in overt gender bias over the past 20
years or so, an “old boys’ network” still exists.

Between the two the females constantly having to
defend their opinion, their assessments, their diag-
nosis, I just feel that it’s much more trying for us to
get our point across still than it is for our male col-
leagues, whether they be physicians, PAs, nurse prac-
titioners, or techs. (A, group D)

In discussing other witnessed bias, participants recog-
nize that delivery of linguistically appropriate care can
mean delays and that the immediate challenge to appro-
priate care is the time lag and the effort involved. They
report a normalization of overt commentary and bias from
peers and patients.

. . . in my town we've had a large influx of Burmese
immigrants, as well as Punjabi immigrants and a lot of
times those patients need a language [phone] . . . and
so, my colleagues have said, I don’t want to go in
there. I’m going to be on the phone forever. So I’ve
experienced or witnessed that bias. (C, group B)

The way the participants discussed witnessed bias sug-
gested that emergency nurses can acknowledge their own
bias but fail to acknowledge or understand how their own
bias causes harm, only describing the biases of other nurses
as harmful.

A lot of them are Black and they’re coming for like a
lot more primary care, because they’re on Medicare
they don’t want to pay their ER fees so they’re not as
worried about that. And that’s a little bit of an assump-
tion onmy part, but then I feel like there ends up being
bias, because we see somany people that are coming for
maybe not emergent but they're coming, because they
don’t have a primary. (B, group C)

Experienced Bias

In discussing personally experienced bias, participants in
this study reported a pattern of retraumatization—the
repeated trauma of being held responsible, penalized, or
blamed for reacting to racism directed toward them. Emer-
gency nurse participants who identify with systematically
marginalized groups reported daily harm from a constant
process of justifying their existence in the workspace, from
both patients and leadership.

A participant shared:

Sometimes it’s like inappropriate like just being
called you know, n****r, like “when are you going
to stop being a n*****r,” that kind of thing. Another
time and one patient asked me, you know, was I
Baptist and I was like, you know, “Why you asked
me that?” And it’s the “Most colored people are
Baptist,” that kind of thing. To you know, make
blatantly, maybe wanting a different nurse, and they
want a white nurse. I have experienced that. (N,
group F)

And another reported:

I mean it’s [been] for me for having people have me
pretty much go over my entire résumé and asked me
how I got into the expensive school that I went to, to
ask me if I was a real nurse to being called a, hold on to
your pants, . . . a house n****r by a family member and
then being called into the office by the manager . . .
What I had actually said at the time was, “You
know it's 2010 we don’t call people that now and
that’s not appropriate.” (L2, group B)

White participants reported frustration with what they
understood to be bias toward them for their treatment or
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management of patients from other racialized groups. They
reported their frustration as a challenge to their ability to
provide equal care to all patients.

I have experienced an overt bias toward anyone
who is not of their nationality that “You can’t un-
derstand me, because I am of this nationality.” .
It’s become unkind and very accusatory and that
even though [I] constantly explain, “Look our staff
is very diverse, our population’s very diverse, we
treat everyone the same. Nursing is not about
bias, it’s about getting you the care you need.” . . .
It starts out very, very confrontational now . . and
some of those cultures now [can be] confrontational
toward us and it’s ugly, it’s unkind. (L, group B)

Emergency nurses discussed how they “pick their bat-
tles” both in self-advocacy and in calling out colleagues after
witnessing or experiencing bias. Participants reported not
intervening when witnessing bias out of reluctance to
become targets themselves, as described by one participant:

You find that a lot of times people won’t intervene,
because they don’t want to then have a target on them.
Or you'll notice that there's like a relationship shift,
right? You'll notice that now people aren't interacting
with you the way that they normally did, because you
stuck up for somebody else. (J, group D)

Another participant shared:

But you kind of feel, or at least I did, that you had
to pick and choose, because if you were going to
report everything that happened to you first off you
could probably not have a lot of work done. You
don’t want to hear people say, you know, “Oh she’s
pulling the race card.” (L2, group B)

They described resistance to engaging in a more author-
itative response; in particular, white nurses reported
focusing on cajoling or educating people, rather than setting
more systemic expectations for behavior and practice. They
reported that they felt directly calling out of behavior did
more harm than good.

For example:

. . . I don’t think I ever straight called someone out,
I would say I, in like my professional career. I have
been called out, you know face-to-face, and actually
I feel like it does more harm in the moment than
help. (J, group C)

And:

I wouldn’t ever get into that conversation with
another nurse. I wouldn’t ever confront that nurse.
I’m not going to make a difference; I’m not going
to change their mind. I’m not going to change their
opinion, it's really not worth it. (J, group E)

Some participants reported leaving jobs where they felt
they could not confront bias effectively.

Yes, absolutely I know.personally, I have left po-
sitions, because my immediate supervisor had found
out about my sexual orientation and decided to target
me with bogus write-ups, so I personally have been
affected, yes. (J, group E)

Participants also reported responding to a colleague’s
bias toward a patient by attending to the patient without
comment to their peer or report to superiors. They explained
this behavior by suggesting that they were reluctant to call
something “racist” without knowing for sure the individual’s
intent. In addition, nurses reported that they are unlikely to
intervene by speaking to the nurse or provider when they
become aware of bias in care, nor would they escalate the inci-
dent to management’s attention. Rather than speaking with
the nurse at the time bias is observed, nurses discussed inter-
vening directly with the patient.

I just usually intervene in the moment, the best way
I can. Or I’ll just say, you know, I’ll . . . “Let me go talk
to them, let me just go talk to them. I’ll take care of it,”
or “I’ll go give that med for you” and then I can inter-
vene that way. (M, group E)

Non-white nurses reported that they had responded to
bias from patients directly at times:

The honest-to-God truth is that it didn’t stop until
I said something inappropriate back. Um, and I said
after about a whole half hour of this I said, “How
about I stop being a n****r as soon as you stop being
a honky.” And then the patient was so in shock that I
said that, but that's not how you handle situation. I
just felt like upset that I had to go there, because
you know you’re not supposed to stoop to another
person’s level. (N, group F)

On a couple of occasions, nurses from populations that
have been historically marginalized (eg, Black, gay) also
expressed frustration with speaking up about
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microaggressions and discrimination they experienced
because of the frequency of these incidents and the psycho-
logical and personal harm that resulted.

You still don’t feel as if you’re getting backed by
leadership or management. If you are to say some-
thing like “Don’t treat me that way,” you don’t
have the right to do that, because what we see is
that they do have the right to do that and then they’re
kind of supported in that behavior. . . (L2, group B)

Impact of Bias on Care

Emergency nurses described that exhibiting bias in assess-
ment or care may downplay symptoms, delay care, or under-
treat patients. They explained that bias may affect the
frequency of patient assessment, communication with the
patient and/or family, and ongoing care.

One instance I’m thinking specifically, we have a
patient with sickle cell and is often, like, highly under-
treated. I hear comments all the time, “Well I just gave
her, you know, X amount of pain medication,” like,
“I’m, I can’t, you know . . . I can’t give any more
than that; that's not safe.” Just not even recognizing
maybe the bias there towards the disease, an individ-
ual for pain meds. (J, group C)

We have a huge problem with addiction, mainly
opiates, but it affects the care from the minute the pa-
tient arrives — if they’re transported as an overdose
they stay in overdose and they can stay in overdose
for an entire shift, and then a new shift comes in and
recognizes, oh, something else is wrong, like you can
be an overdose who also has a head bleed, for instance,
or a fractured arm, but you know you have in your
head, this is just an overdose and you just sort of get
the vitals, undress them, go about your way, but we
have to remember that. (A, group D)

In addition, the therapeutic relationship between pa-
tient and nurse can be damaged, and consequentially,
care may suffer. Focus group participants reported that pa-
tients exhibiting bias may ultimately have less experienced
or angry nurses assigned to them whereas allies who are un-
comfortable with racist patients describe not wanting to
provide optimum patient care, because the patient’s
perceived racist behavior is bothering their coworkers to
the point of making the work environment intolerable,
as described below.

I said, “Hey, can you go take vitals on them?” and
somebody else was like, “Nope, no, no one who is not
white is allowed to set foot in that room, because that
patient is a jerk.” And like, I took that very seriously,
as did everybody else, so I’m pretty sure that none of
us wanted to go in there after that, and then whatever
was supposed to be happening for other patients that
we were supposed to be taking care of might not be
getting done, because you had to pull somebody else
to come with you to go in that room half the time,
because patient was inappropriate. (N, group F)

Solutions

Participants in this study reported a perception that institu-
tions are implementing diversity, equity, and inclusion pro-
grams as a “checkbox” but the institutions are not focused
on actual dismantling of institutionalized biases, diversity-
equity-inclusion staff education, and holding individuals
accountable for biased behavior. Many of our participants
discussed a knowledge of widespread bias in practice but re-
ported a preference for solutions that they themselves could
employ, such as modeling behaviors that were more patient
centered. The most frequently discussed systemic solution
was that of increasing diversity among staff and administration.
This was recognized by many participants as a way to improve
the socioclinical environment; however, it was equally com-
mon to recognize the difficulty of recruiting and retaining a
diverse workforce.

One participant offered:

What you really need are people to talk to people
who are not like them, because, in my experience that’s
what helps people understand that people who don’t
look like you or don’t think like you, are still actual
people that you can connect . . . (D, group F)

Discussion

The purpose of this study was to obtain a broad view of the
knowledge, attitudes, beliefs, and lived experiences of emer-
gency nurses regarding implicit and explicit bias in the ED
workplace, with the aim of identifying areas of priority for
educational and workforce interventions. Our sample re-
flected the general demographic breakdown of nursing in
both the survey and focus group arms.

We chose to frame the categories within the structure
described by Barbee.9 In her work, Barbee makes an argu-
ment that specific characteristics of nursing, such as an

192 JOURNAL OF EMERGENCY NURSING VOLUME 49 � ISSUE 2 March 2023

RESEARCH/Wolf et al



emphasis on empathy, a focus on the individual, a prefer-
ence for homogeneity, and a need to avoid conflict prevent
a full discussion or reckoning with racism.Wemaintain that
these same characteristics also create challenges for address-
ing other forms of bias, including ableism and bias against
the LGBTQIAþ community, and so have chosen to use
this framework to discuss our findings about the many
forms of bias reported in this study.

EMPATHY AND THE FOCUS ON THE INDIVIDUAL

Barbee9 discussed an emphasis on empathy as a barrier to
discussion of racism specifically in nursing; she describes
her difficulty of writing about a problem in which the chal-
lenge of identifying racism in nursing lies in its subtlety and
embeddedness. Empathy, as Barbee described it, is trans-
formed into an identification with caring and work and an
individual orientation to providing care. Empathy does
not acknowledge the structural elements, such as laws, pol-
icies, and processes, that are created and enforced outside
the individual nurse. Barbee’s9 work is reinforced by the
work of Iheduru-Anderson et al,10 whose integrated litera-
ture review suggested that little has changed.

Our participants discussed an individual orientation in
both managing and responding to witnessed bias. In survey
responses, we saw that white-identifying respondents were
more likely to have difficulty putting themselves in the shoes
of others who are racially or ethnically different or to relate
to stories of other people’s experiences with racism or
discrimination. Similarly, although our focus group data
confirmed this to a large extent, the nurses who offered
possible responses to bias were likely to identify individual
rather than structural reactions, such as talking to the person
who exhibited bias or modeling “better” behavior. In the
case of intervening during the care of a patient who was
the target of racism or other bias, nurses reported that
they might ignore the colleague altogether and respond by
providing care to the patient without comment or without
reporting this negative behavior up the administrative chain.
There was a resistance to structural changes from white par-
ticipants, preferring these more targeted individual interac-
tions. This focus on individual responses results in the
perception that racism is an interpersonal event and there-
fore remedied by interpersonal interaction29,30 rather than
acknowledging the historical and structural systems that
perpetuate discrimination toward minoritized social groups.
Similarly, Waite and Nardi31 discussed the implications of
colonialism and racism for nursing leaders, specifically call-
ing out the tendency of leaders to rely on education and con-
versation to mitigate racism. These individually oriented

responses or systemic responses of education do little to
name or dismantle the structures that support this negative
behavior and could explain, in part, the perpetuation of sys-
temic bias and racism in nursing.

However, we found that specific groups of participants,
specifically millennials, those who identified as non-white,
and who identified as non-Christian, endorsed higher levels
of ethnocultural empathy. This is possibly related to the
higher levels of education for all millennials and specifically
the higher participation in the workforce of women. Most
millennial voters affiliate with the democratic party or lean
democratic,32 and this may account for generational differ-
ences on specific issue areas, from views of racial discrimina-
tion and immigration to foreign policy and the scope of
government. There is an increased prevalence of interracial
marriage among millennials; in this generation, only 56% of
the population identified as non-Hispanic white.33 Other
authors reported that non-white people endorse higher
levels of ethnocultural empathy,34 which aligns with our
findings. With regard to religious identification and
empathy, Galen35 reported that the oft-assumed association
between persons who identify their religious affiliation as
Christian and prosocial behaviors and attitudes is false and
may be a result of self-reporting, a conclusion supported
by our findings as well.

A PREFERENCE FOR HOMOGENEITY

Both our sample and the nursing population in general are
approximately 80% white in comparison with the general
population of the United States, which is approximately
60% white. A preference for homogeneity manifests as a
repeated statement of “We’re all the same, we treat everyone
the same” or taking a “color-blind” approach: “the color-
blind individual, by ostensibly failing to see race, fails to
see racism and falls into racist passivity. The language of co-
lor blindness–like the language of ‘not racist’–is a mask to
hide racism”36(p.10). Although our white participants
were insistent in this claim, they also provided anecdotes
of discrimination toward Black patients. One example
described how Black patients from a catchment area
presenting to an emergency department in a white, wealthy
suburb were “labeled” when colleagues interpreted those
presentations as less emergent, suggesting that the very pres-
ence of a person of color in an emergency department in a
white majority geographic area is immediately subject to
judgment. The literature presents us with evidence that
bias against women, non-white identifying, and transgender
people exists, specifically in the areas of pediatrics,4,37,38

mental health,39 pain management,40 and sepsis.41 Our
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survey data revealed a relationship between identifying as
non-white and agreeing with statements such as “I was
told that people of color do not experience racism anymore”
and “I was told that people of all racial groups experience the
same obstacles.” The insistence on homogeneity does harm
to patients, because it impedes the ability of a nurse to
challenge their own bias-induced blind spots in assessment
and treatment. In addition, when we take a “color-blind”
approach, we erase the experiences and histories of Black,
indigenous, Latinx, Asian, Pacific Islander, and other people
of color, thereby ignoring the racist policies and structural
inequities that produce poorer health outcomes for our
patients and their communities.

A NEED TO AVOID CONFLICT

Both nurses whowitnessed bias and thosewho experienced it
discussed the need to “pick their battles,” regarding whether
to challenge a patient or colleague in the moment. Most re-
ported direct responses to bias as rare and as a last resort,
particularly when they are the “only” person of color,
LGBTQIAþ, or disabled person in the department or if
they do not want to be targeted as “difficult.” These data
are supported by work on bullying in ED settings,42 where
emergency nurses were reluctant to call out inappropriate be-
haviors and biases, and this extended to nurse-patient assign-
ments incongruous with a nurse’s experience level or
workload. Similarly, in this study, nurse-patient assignment
was used to avoid dealing with patients who exhibited
discriminatory or aggressive behavior toward staff who
were non-white, transgender, or gay. In addition, in previous
bullying research, emergency nurses tended to use strategies
such as being the guilty bystander,43 avoiding challenging
colleagues or patients so that they do not become the target,
or maintaining the status quo, where they will attend to pa-
tients but not challenge colleagues or report the biased
behavior up the administrative chain for fear of causing
trouble. Rarely did they call it out or use more direct re-
sponses to address bullying behaviors.42 This suggests that
an individualized, passive approach to reducing the wide-
spread occurrence of violence at work is not an effective strat-
egy, whether these workplace violence occurrences are
microaggressions or acts of physical aggression.

SOLUTIONS

Nurse participants suggested that one necessary solution to
address bias in health care is to increase diversity. Similarly,
other organizations have emphasized the need for increased
diversity for nursing students and faculty and nurses in

practice.44-46 However, these papers did not directly
address entrenched structural racial inequities as a core
contributor to health inequities.

Approaches to address the negative impact of im-
plicit bias and cognitive stressors on health disparities,
medical decision making, and inequities in patient
care include shared decision making with patients,
empathy for their situation, and emotional regulation,47

increasing opportunities for contact with individuals
from different groups (Institute for Healthcare Improve-
ment and Institute for Healthcare Improvement Multi-
media Team, 2017; National Academies of Science
Engineering and Medicine, 2021),48 and bias-
mitigating strategies, such as counter stereotypic imag-
ing, habit replacement, mindfulness, partnership build-
ing, and perspective taking.49 However, these
suggestions from important health care organizations
are targeted at individual providers, not at systems,
and may not help tackle systemic racism and bias in
nursing.

Systemic and institutional changes are needed to
address bias, including racism, in health care organiza-
tions. Historically, nursing leaders have viewed bias as
an interpersonal issue, while neglecting the need to
focus on evidence-based systemic and institutional ac-
tions. Although individual-level work is needed for
nurses and other health care professionals to gain an
awareness of personal biases, Marcelin et al50 discussed
that a shift in culture is necessary at the organizational
level. Using the nursing process, emergency nurse
leaders must assess the climate and outcomes in their
unit and health system. Traditional assessment strategies
such as climate surveys are a good step, but leaders
must move beyond assessing the climate and culture
of their organization to taking meaningful steps to
create change. The path to addressing bias in health
care and health inequities must be laid out with clearly
defined actions and systems for accountability. Marcelin
et al50 discussed several strategies including developing
a leadership commitment to culture change, diversity
and cultural humility training, intentional diversification
of experiences, stereotype awareness, and mentorship/
sponsorship of historically excluded people. McLe-
more51 proposed a retrofit, reform, and reimagine
model that can be used to determine the best approach
to address the systemic factors that perpetuate bias and
health inequities including policies, processes, and sys-
tems. Using these approaches, nurse leaders working
in collaboration with their communities can identify
the types of strategies needed to ensure health equity.
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Limitations

The limitations of this study include the use of a convenience
sample drawn from ENA members leading to potential for
selection bias. In addition, those who voluntarily participated
in a study about experiences involving racism and other biases
may have different thoughts and feelings than nonre-
sponders. A large and diverse survey sample and further
corroboration from focus group findings allow some general-
izability. However, given that both survey and focus group
samples were recruited from the ENA member database,
there may be response bias that does not reflect unknown dif-
ferences between members and nonmembers.

Implications for Emergency Nursing

We recommend, in addition to individual reflection, staff
education, and staff accountability, that organizations be
required to implement actions to mitigate inequities such
as examining the ways that institutional and systemic pol-
icies and processes perpetuate bias and racism in nursing.
Organizations, including nursing schools, must commit to
implementing evidence-based strategies for increasing the
recruitment and retention of nurses from diverse commu-
nities, teaching all employees about cultural humility and
the importance of culturally informed care, opening and
maintaining a dialogue with systematically marginalized
groups to address their concerns, and implementing mean-
ingful changes that reduce bias, racism, and other forms of
discrimination. It is important to have systems of account-
ability built into an organization; health care facilities can
make their diversity, equity, and inclusion goals public
and provide regular updates on their progress, thus holding
themselves accountable to the communities they serve.

Conclusions

In both our survey and focus group data, we see evidence
that racism and other forms of bias are threats to both safe
patient care and the well-being of nurses. It is well estab-
lished that nurses commonly carry some bias, whether it is
recognized by the individual or not (Groves et al).52 We
challenge all emergency nurses to reflect on the implicit
and explicit biases they hold, to educate themselves on
how to identify and manage their personal biases, and to
engage in purposeful learning about the effects of individual
and structural bias on patients and colleagues.
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Contribution to Emergency Nursing Practice

� Emergency nurses work in stressful environments
exposing them to significant rates of moral distress,
traumatic stress, and workplace violence; often leading
to a high prevalence of burnout. The impact of COVID-19
on emergency nurses’ trauma and resilience remains
under documented.

� This study contributes to the research on emergency
nurses’ lived experiences providing care during the
COVID-19 pandemic. Particularly, how morally injurious
situations and trauma impacted nurses’ professional
identity.

� Emergency nurses have been wounded during the
pandemic. It is imperative to develop and imple-
ment interventions to support nurses’ mental health
and well-being and repair nurses’ professional
identity.

Abstract

Introduction: COVID-19 has led to exacerbated levels of trau-
matic stress and moral distress experienced by emergency
nurses. This study contributes to understanding the perspectives
of emergency nurses’ perception of psychological trauma during
COVID-19 and protective mechanisms used to build resilience.

Method: The primary method was qualitative analysis of
semistructured interviews, with survey data on general resil-
ience, moral resilience, and traumatic stress used to triangulate
and understand qualitative findings. Analyses and theme devel-
opment were guided by social identity theory and informed by
the middle range theory of nurses’ psychological trauma.

Results: A total of 14 emergency nurses were interviewed, 11
from one site and 3 from the other. Almost all nurses described
working in an emergency department throughout the pandemic
as extraordinarily stressful, morally injurious, and exhausting at
multiple levels. Although the source of stressors changed
throughout the pandemic, the culmination of continued stress,
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moral injury, and emotional and physical exhaustion almost al-
ways exceeded their ability to adapt to the ever-changing land-
scape in health care created by the pandemic. Two primary
themes were identified: losing identity as a nurse and hopeless-
ness and self-preservation.

Discussion: The consequences of the pandemic on nurses
are likely to be long lasting. Nurses need to mend and rebuild
their identity as a nurse. The solutions are not quick fixes but

rather will require fundamental changes in the profession,
health care organizations, and the society. These changes
will require a strategic vision, sustained commitment, and lead-
ership to accomplish.

Key words: Emergency department; Nurses; Trauma; COVID-
19; Moral resilience

Introduction

Emergency departments are a vital part of the health care sys-
tem, handling a wide variety of patient concerns and acting
as a safety net for many people. In addition, emergency depart-
ments are also one of the most stressful environments for
nurses, with significant rates of burnout, moral distress, and
traumatic stress.1-3 Emergency nurses experience high rates of
workplace violence from patients and family members4,5 and,
like all nurses, havehigh rates of otherworkplace injury.6Emer-
gency departments struggle to retain nurses,7,8 which places
remaining nurses under increased strain and puts patients at
risk. Limits in resources during the pandemic, especially nurse
staffing, have led to an increase in “ED boarding,”9 where in-
dividuals are admitted for treatment but still occupy space in
the emergency department awaiting transfer. This backlog of
ED patients contributes to increased stress and increases the
likelihood of errors and decreased quality of care.10

The consequences of this historic, unprecedented event
for nurses go beyond “burnout,” a workplace phenomenon
characterized by emotional exhaustion, lack of efficacy,
and callousness.11 The combination of individual, health
system, and societal factors are deeplywounding to themoral
fiber, identity, and integrity of nurses. Emergency nurses
have been placed into situations during the pandemic that
led to moral injury.12,13 Moral injury in health care is a
type of suffering characterized by exposure to circumstances
that violate one’s values and beliefs, eroding integrity, capa-
bility, and perception of basic goodness, and creating psy-
chological, behavioral, social, or spiritual distress.12 These
nurses faced challenges with ever-changing protocols, short-
ages of resources, expedited time constraints, and the respon-
sibility of refusing patient visitors.14,15 Emergency nurses
were expected to provide care and follow guidelines, often
against their own beliefs and values as a nurse and as part
of the nursing profession. This left emergency nurses with
massive emotional struggles leading to guilt and remorse,
wishing that they could have performed differently, even
though the decisions were likely unavoidable at the
time.12,14 Work-related trauma, feelings of institutional

betrayal, andmoral injury came together to create potentially
morally injurious events and erosion of nurses’ moral core,
identity, and worth.13,16

These various types of trauma, moral injury, and system-
wide abandonment have contributed to nurses leaving, or
considering leaving, the profession.17 A major driver of attri-
tion may be erosion of their nursing identity; nurses with low
professional identity are more likely to report intent to leave
jobs and the profession.18,19 As the COVID-19 pandemic
continues, nurses face obstacle after obstacle; their self-
concept and integrity as nurses have been challenged, espe-
cially in relationship with patients, families, coworkers,
leaders, and organizations.12,13,15 Moral resilience, “the ca-
pacity of an individual to preserve or restore integrity”20 (p.
489), has been proposed as a protective resource to support
nurses whose integrity has been threatened or violated.20

Moral resilience, a domain within the broader construct of
resilience, harnesses the inherent integrity of persons to restore
theirmoral agency to choose actions that are alignedwith their
values.21 Like generic resilience, it is a strength-based
construct that empowers people to respond to adversity rather
than become victimized and powerless.21 Understanding
emergency nurses’ experiences of the COVID-19 pandemic
and how it impacted them and their professional identity
mayprovide informationuseful for designing and implement-
ing interventions to support them and the health care system.
The purpose of this exploratory study is to better understand
the perspectives of emergency nurses’ psychological trauma
and resilience during COVID-19 and protectivemechanisms
used to build resistance. This will not only inform local inter-
ventions but also contribute to the emerging body of knowl-
edge on trauma and resilience during a pandemic.

Methods

THEORETICAL FRAMEWORKS

Foli’s Middle Range Theory of Nursing Trauma articulates
how nurses’ daily caring work exposes them to many poten-
tially traumatic events22 (see Table 1 for critical concepts).
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Emergency nurses are particularly susceptible to trauma,
including secondary trauma, vicarious/secondary trauma,
historical trauma, workplace violence, system-induced
trauma, insufficient-resource trauma, second-victim trauma,
and trauma from disaster, resulting from the experience of
and witnessed suffering of primary trauma.22 In addition
to usual trauma exposure, during the pandemic, emergency
nurses experienced increased risk of disaster-related trauma,
insufficient-resource trauma, system-induced trauma, and
workplace violence. Unfortunately, the COVID-19
pandemic has further exacerbated existing problems and
created new concerns for emergency nurses.15,17,23

Social identity is a person’s awareness of who they
are based on membership in a group(s). Social identity
theory was developed during the 1970s by Tajfel and
Turner24 to emphasize the importance of group mem-
bership to social identity and accentuate how group
membership can be a source of pride and self-esteem.
This theory explains phenomena that occur between
groups, such as discrimination and stereotyping.25

More recently, social identity theory has gained merit
as a framework explaining social identity and group
memberships’ relationships with health and well-being,26-28

highlighting how body and mind are conditioned by group
belonging.29 This framework has been used to examine
stressful life transitions, including reactions to trauma, using
the social identity model of identity change30 (SIMIC) and
shows that negative responses to trauma can lead to signifi-
cant changes in social identity.

Social identity theory has been applied to the nursing
profession and suggests that the nursing identity is
constructed through a process of social belonging in multi-
ple communities (the professional, the health system, the
unit, etc.), in relationship with other individuals (patients,
coworkers), and in relationship with external groups (eg,
the public).31 The SIMIC was used to understand changes
in emergency nurses’ professional and personal identity
from their experiences during the COVID-19 pandemic.

METHODS/DESIGN

This study used a concurrent, mixed-methods design.32 The
primary method was qualitative interviews, with survey data
used to triangulate and understand qualitative findings. A
qualitative descriptive approach guided this study, which
seeks to provide a straightforward description of a phenom-
enon of interest.33 Univariate descriptive approaches to sta-
tistical analysis were used for quantitative data, and
integration occurred through weaving of qualitative and
quantitative findings to triangulate emergency nurses’

experiences. Analysis and theme development were guided
by social identity theory22 and informed by the middle range
theory of nurses’ psychological trauma.22 Participants pro-
vided their consent to participate. The potential risk of psy-
chological distress during the interview was outlined, and
information was provided for employee assistant program.
The study was approved by the Institutional Review Board
of Reading Hospital and Missouri Baptist Medical Center.

SAMPLE AND SETTING

Study sites were 2 magnet-designated, acute care hospitals.
One site is a midwestern hospital whose emergency depart-
ment is not a trauma center and cares for 100 patients per
day, with approximately 40 of those being patients with
COVID-19. The second site is a level 1 trauma center on
the U.S. East Coast and is the tenth busiest emergency
department in the U.S.

The target population was nurses working in the emer-
gency department with patients with COVID-19. Fourteen
nurses from the emergency department who provided direct
care for patients with COVID-19 participated in this study.
All participants were Caucasian females with professional
nursing experience ranging from 2 to 20 years of practice.
Two nurses were master’s prepared, and 12 nurses had
Bachelor of Science in Nursing degrees. Purposeful
sampling was used, with potential participants identified
by clinical staff as those who had rich experiences on the
phenomenon.

TEAM

The research team consisted of 4 doctorally prepared nurse
researchers, 4 critical care nurses, a medicine nurse, 1 nurse
administrator, and a hospital chaplain. Each stage of the
research process was evaluated by the entire group to reduce
individual researcher bias. Two doctorally prepared nurse
researchers conducted all interviews (1 at each site). Front-
line nurses who were not participants in the study confirmed
themes and identified and provided member checking,
which increases credibility of findings as based in the data
and the lived experience of those who experience the phe-
nomenon.34

RECRUITMENT

After approval, a study flyer was emailed to all nurses work-
ing in the emergency departments who had direct contact
with patients with COVID-19 and placed throughout ED
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units. The flyer provided a brief study description, eligibility
criteria, and investigator’s contact information. Research
team members also attended shift huddles to describe the
study and provide additional flyers. Fourteen emergency
nurses contacted investigators, and all 14 nurses were
eligible and agreed to participate. They completed surveys
followed by interviews. Interviews were scheduled at a
mutually convenient time. Data saturation was met with a
sample of 13 participants. A confirmatory interview was
completed to verify saturation.

DATA COLLECTION STRATEGY

Written consent was obtained before completing surveys.
Participants completed surveys of the following measures
using a secure web application for managing databases
developed by Vanderbilt University (REDCap), before
semistructured interviews: the 10-item Connor–Davidson
Resilience Scale35 (CD-RISC 10; assesses resilience), the
revised Impact of Event Scale36,37 (IES-R; measures trau-
matic stress), and the 17-item Rushton Moral Resilience
Scale38 (RMRS; measures moral resilience). Participants

TABLE 1
Foli’s middle range theory nurse-specific traumas

Nurse-specific traumas Examples from this study

Vicarious/secondary trauma

- Indirect trauma that occurs when exposed to difficult or
disturbing images or stories

“The hardest part was seeing them see their loved ones dying.”

Historical trauma

- Multigenerational trauma experienced by populations
historically subjected to long-term mass trauma

Not discussed

Workplace violence

- Emotional, psychological, or physical trauma experienced
because of direct assaults, threats, or harassment in the
workplace

“It’s more of dealing with the general public, where it just
becomes a drag. When I come into work, I’m like, who is
going to yell at me tonight. People have been attacking staff
when we tell them to put a mask on. Patients will say, you’re
wrong, you don’t know what you are talking about.”

System-induced trauma

- Psychological trauma stemming from organizational systems
that have been created to abate trauma

“I was just waiting for someone to die for us to change our
process. It was such a bizarre process, and it felt like we were
hurting people.We didn’t really know what we were doing. It
was hard to go to bed at night.”

Insufficient-resource trauma

- Psychological trauma that occurs when there is a lack of
knowledge, personnel, equipment, or supplies needed to
perform professional duties

“People have gotten out of nursing altogether, because COVID
broke them. We keep trying to get our staffing back to where
it needs to be but as soon as we get two people hired, four
people leave.”

Second-victim trauma

- Traumatic stress experienced by clinicians involved in
incidents with harm to others for which they feel responsible

“He was my first patient that’s ever died that I’ve felt physically
responsible. That sat with me for a long time. I mean, it just
sucks, because we need help in here.”

Trauma from disasters

- Psychological trauma experienced by clinicians who play an
active role in natural disasters or traumatic events

“It’s always hard. Every death or code hits me differently. There
have been times where I have to step away. Even if I don’t
know the person, I still have to mentally debrief from it.”
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TABLE 2
Themes and illustrative quotes

Losing identity as a nurse

Potentially moral injurious situations (RMRS 45.9 [SD [ 4.6])

� “Basically, it’s a cluster F-U-C-K, just how unsafe my job has gotten.”
� “There have been times where it’s been unsafe, and that—I was not okay with that. I went home crying one time, and it takes a lot
for me to get that upset, because I’m just so used to the ER. It’s one thing to be drowning and to be exhausted. It’s another thing for
it to feel unsafe, which I’m not okay with for two reasons. One, for my patients, I don’t want patients being in an unsafe
environment, but, also, that’s my license.”

� “It’s a crisis, when you have people in these rural areas, that you can’t get up here, because there’s not a bed for them. When we’re
holding patients in the ER, for 36 hours, because there’s no bed. We’re not trained to do that. When I’ve got 30 people out in my
waiting room, that nobody’s monitoring. I’ve got 30 people out there. They’re sick. They’re just waiting. It feels like a third world
country. It just really does. This isn’t how it’s supposed to be.”

� “I’m one person. I don’t know what the heck I’m supposed to do. I have them on the monitor, no one else is helping me, and we
were going back and forth. It was right before we did, once the doctor finally came in the room and we were intubating—or about
to intubate that gentleman, the ICU doctor is calling to say, ‘Actually, don’t intubate,’ so then the emergency room doctor and the
ICU doctor are arguing. It was just this total chaotic feeling.”

� “Why are we trying to keep this one, or this person, alive. They’re so old and their quality of life is not going to be good.Why are we
intubating them and doing all this stuff to them? I don’t think that’s more—I don’t think that’s professional values.”

Broken social contract with the community
� “Honestly, I feel like a lot of people are just won’t take responsibility and won’t stay home and won’t get the vaccine and this
could’ve ended a lot—maybe not ended, but could’ve been a whole lot better if people would’ve just acted like adults.”

� “I feel like people who maybe would’ve been a little more restrained before this started are now—they just let loose and they don’t
care.. I still have good patients that are nice, but a lot of people are just mean and don’t care and we get yelled at.”

� “I’ve noticed my coworkers, their very first question would be like, ‘Are they vaccinated or not vaccinated?’ because that’s gonna
change how they treat the patient, and that is extremely disheartening, and it shows a lot of people’s true colors.”

Betrayal by the organization
� “Oh, it’s horrible. I’ve never wanted to cry at work and now pretty much want to every day..We furloughed a bunch of nurses
that left, didn’t come back. I think a lot of people burned out; a lot of people got scared. Now, we have the nursing shortage.”

� “My eyes have been opened up to, at the end of the day, it just feels like a hospital is still a business at the end of the day, and all they
care about is making money.that’s not why I joined nursing to begin with.. It just makes me question my entire career.”

� “It was either Emergency NursesWeek or NursesWeek. but that’s when they told us they were taking away our 401Kmatch and
all this other stuff. They weren’t giving us raises or any of this other stuff. It was just kind of like, you’re dealing with all this shit, but
you’re not going to get any of this other stuff to make it worth it, so here you go.”

� “When we got emails that we’re low on PPE and you have to wear the same N95 for three, four, five shifts, and you have to send it
off to hospital to have it cleaned, and then that process, after they realized wasn’t even correct, that we had to stop doing that, or
saving our isolation gowns.”

� “Now, we’re seeing a hundred patients a day, and there’s nowhere for them to go. For the first time, I’ve worked in this ER for 17-
18 years, we’re boarding. I had a 93-year-old woman in the waiting room for six hours the other day, 93-year-old. That kills my
heart. That is so hard to see. It's defeating is what it is.”

� “You only get an email whenever you mess up. You never get an email like, ‘Oh, you did a really good job. Pat on the back.’
Nobody cares. Nobody cares at all, like, ‘Okay, you triaged nine people in 30 minutes.’ Nobody cares at all. You only get
called out if you do bad things. The only emails I get, it’s like, ‘Oh, you forgot to raise that twomilligrams of morphine in the Pyxis.
Don’t forget.’ It’s just stuff like that. they send out the weekly huddle, and random people get a kudos, but I don’t know. I don’t
feel like you get recognized.”

� “They post little pieces of paper in the bathroom, like, ‘Oh, okay, you can reach out to this therapist,’ but, I mean, that’s pretty
much it, so then if you do that, then you’re gonna get labeled like, ‘Oh, okay, well, (Nurse) had to go therapy, because she’s having

continued
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TABLE 2
Continued

Losing identity as a nurse

Potentially moral injurious situations (RMRS 45.9 [SD [ 4.6])

anxiety or PTSD,’ blah, blah, blah, and then, ‘Oh, I don’t think we can talk to her that way.’ You know what I mean? Nobody
wants to get—and that’s such a big stigma that shouldn’t be that way of being labeled like that.”

� “I think it is too hard, because you hear these people that are like leaving here and going to travelers, and they’re making $100 an
hour, and these are people that have been nurses for less than two years. Then here, I’ve been a nurse for nine.”

Traumatic stress responses to the experience of being a nurse during COVID-19 (IES-R median 28 range 8-73)
� “I just feel empty. It just feels like I come into work. I do my job.”
� “I have anxiety before I go into work, the night before. I have anxiety walking into work. I have anxiety the entire time I’m at work,
and the only sense of peace that I feel that day is walking out, knowing like, ‘Oh, I get to go home. Thank God. I made it through.’ I
mean, it’s hugely impacted. I can’t talk about work. I used to be able to talk about work. I don’t want to talk about work.”

� “I’m taking care of these patients. I’m trying not to bring this stuff home. I’m trying to be safe myself so then I don’t get COVID,
and then there’s that anxiety of taking care of these patients that this is my job. I need to do that, but then I also don’t want to get
COVID or something to happen to this baby that I’ve tried seven years for and just did all of those things, and it finally worked. I
just felt like there was a lot of anxiety with it.”

� “Oh, it's horrible. I've never wanted to cry at work and now pretty much want to every day.
� “I think mental health was a huge challenge at that point, at least for me.”
� “I just try to explain the mental and emotional stress of it is exhausting.”
Hopelessness and self-preservation (CD-RISC 10 31.2 [SD ¼ 4.6])

- “I’m just not as happy as I normally would be. Because I watch the news and stuff and I come home from here and I’m just maybe in
a bad mood, would be more often than I normally would be. I try not to be, and I just don’t want to go.”

- “Mm-hmm. I feel like, ’cause I still go in and I do what I’m supposed to, but like I don’t—I won’t talk to people. I just go in and I
do what I’m supposed to. I don’t want to make that sound like I’m not doing what I’m supposed to, ’cause I’m taking care of people.
I’mdefinitely doing that, but I’mnot as maybe talkative and stuff ’cause I’ve got a bunch of stuff to do. I just want to get it done. I just
want to get through my shift and get out of here.”

- “Even if they gave those resources, I feel like it’s not gonna make a change, and that’s a big reason why I’m leaving. It just feels like
there’s just no end in sight. We don’t have the resources. Staffing-wise, if they would address that issue, that would help a lot. A pay
increase, that would always be nice. I don’t even think I have an answer for that one in the least. I’m sorry. (Laughter)”

- “We had people quit to go travel, because why wouldn’t you go make more money than doing this, if you’re gonna get yelled at.
You might as well go do this and make money.”

- “I physically need to remove myself, so I’ve been searching for a job since August. People are always like, ‘Oh, I’m getting out of
here,’ and I never thought I would get to that point. It just was so heartbreaking, but it’s gotten to that point ’cause this was a great
place to work. I love my coworkers. It's just pushed me over the edge to where the night before I go into work, I can’t sleep. I have so
much anxiety. It’s been keeping me up at night. Walking into work, I just have no idea what’s gonna happen. I mean, that’s how the
emergency room kind of always is, but it’s just gotten so much worse.”

- “We have no choice. The only choice we have is to quit, and where that’s gonna get us? Because every single job is like this now.”

RMRS, RushtonMoral Resilience Scale; CD-RISC, Connor–Davidson Resilience Scale; IES-R, Impact of Event Scale-Revised; ER, emergency room; ICU, intensive care unit; PTSD, posttraumatic stress
disorder; PPE, personal protective equipment.
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were informed that participation was completely voluntary,
that they were free to withdraw at any time without penalty,
that participation and nonparticipation would not be
considered as part of their employment, and that they could
refuse to answer any questions. Participants all chose to be
interviewed in person; interviews took place in private of-
fices and were recorded for later transcription. Interviews
lasted an average of 30 minutes. Semistructured guides
were used for interviews. Survey data were not available to
the interviewer and were integrated during analyses. (See
Table 2)

DATA ANALYSIS

Qualitative descriptive design allows the researcher to
discover the who, what, and where of events or experiences
while gaining insight from participants regarding a poorly
understood phenomena.33 Because this study sought to un-
derstand the traumatic stress and resilience of emergency
nurses who cared for patients with COVID-19, qualitative
description was the most appropriate method. The research
team read transcribed interviews in their entirety to develop
an overall understanding of participant experiences.
The template style was used to organize data using codes.39

Template style is a particular type of thematic analysis
focused on hierarchical coding, which can be changed
with the needs of the study and ongoing analyses. Initial
codes were developed a priori based on constructs of resil-
ience, traumatic stress, and moral resilience. Codes were
expanded upon and added to through inductive analysis
through an inductive-deductive hybrid approach.40 Team
members evaluated codes and assisted with theme develop-
ment and verification. The research team had ongoing dis-
cussions to ensure that participant experiences and
perceptions were not dismissed because of researcher bias.

Results

A total of 14 emergency nurses were interviewed, 11 from
one site and 3 from the other. Nurses had high levels of
both general resilience and moral resilience (CD-RISC 10,
31.2 [SD ¼ 4.4]; RMRS 45.9 [SD ¼ 4.6]). CD-RISC 10
scores were as follows: 25th percentile ¼ 29; 50th
percentile ¼ 32; 75th percentile ¼ 36. RMRS is a 17-
item scale, with higher scores indicating greater resilience.
There are no established cutoff scores for the RMRS.
Despite having high levels of resilience and moral resilience,
participants revealed that the adversity they faced exceeded
their individual capacity to prevent psychological trauma
from occurring. Almost all reported that they had been
highly impacted by the events of the COVID-19 pandemic

(IES-R median ¼ 28, range 8-73). Nurses described work-
ing in an emergency department throughout the pandemic
as extraordinarily stressful, morally injurious, and exhaust-
ing at multiple levels. Although the stressors changed
throughout the pandemic, the culmination of continued
stress, moral injury, and emotional and physical exhaustion
almost always exceeded their ability to adapt to the ever-
changing landscape in health care created by the pandemic.
The particular experiences of nurses differed for individuals
and between settings, but important patterns emerged dur-
ing analyses, demonstrating shared experience. Two pri-
mary themes were identified: losing identity as a nurse,
and hopelessness and self-preservation. See Table 2 for
exemplar quotes.

LOSING IDENTITY AS A NURSE

Emergency nursing was exhausting and physically taxing for
participant nurses, with virtually no downtime, but they
cared deeply and had strong professional identity as a nurse.
This identity developed from their membership in the pro-
fession of nursing.27 Unfortunately, as they felt unmoored
from the social connections and reinforcements that had
previously affirmed and supported this identity, their self-
concept of being a nurse fell apart slowly throughout the
pandemic. In this study, there were several factors that
threatened nurses’ identity and core values: being able to
provide compassionate, respectful, and safe patient care
and a commitment to the organization, patients, and the
community. Four subthemes describe the different factors
that related to the loss of identity as a nurse, with each nurse
experiencing a unique blend of these experiences: (1) poten-
tially morally injurious situations; (2) broken social contract
with the community; (3) betrayal by the organization; and
(4) traumatic stress responses to the experience of being a
nurse during the COVID-19 pandemic.

Potentially Morally Injurious Situations

Foli’s second-victim trauma, which is stress experienced by
clinicians involved in incidents with harm to others for
which they feel responsible, was evidenced through their
moral injury. Morally injurious events are situations in
which one’s moral code is violated either through their
own transgressive actions or inactions or through perceived
betrayal by others.41 Respondents reported being unable to
fulfill their professional ethical values and commitments to
provide safe care for their patients. A shortage of nurses
and organizational resources relating to Foli’s insufficient-
resource trauma further damaged the nurses’ professional
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identity. Despite these constraints, nurses were expected to
be able to provide care that was commensurate with their
competence and skill. They reported that systems that had
previously worked, such as temporary ED boarding, were
breaking down and causing patient injury. The emergency
nurse participants experienced situations in which patient
care decisions made by other team members did not align
with their ethical values. Despite these challenges, nurses’
moral resilience scores measured by the RMRS remained
above 37, with the highest score of 54, indicating higher
moral resilience.

Broken Social Contract with the Community

Social identity requires interactions with people in the “in
group” and the “out group” to support the alignment
with their nursing image. Nurses’ social contract with the
community is integral to their nursing identity.42 Partici-
pants of this study asserted that that social contract was
broken, and nursing’s identity as the “heart” of the health
care system has been severed. Community members who
had not been vaccinated or were violent toward staff violated
their sense of how nurses support the community and are, in
turn, supported by them. SIMIC conveys the loss of support
and threatens social identity and well-being.28 They could
not see themselves as being able to fully commit to the
health of the community when the community would not
fulfill its part of the social contract, which eroded their sense
of being a nurse.

Betrayal by the Organization

Relating to Foli’s system-induced trauma, participants’well-
being suffered greatly from failure of health care organiza-
tions to provide support, leading to the loss of professional
identification as nurses. Nurses felt that there was a signifi-
cant misalignment between what their organization pro-
vided to them and what they needed and deserved during
the COVID-19 pandemic. Organizational cost-saving mea-
sures added to the nurse’s perceptions of their health care or-
ganization’s betrayal of their commitments when they were
asking nurses to do more with less or to assume additional
risk. They provided examples of nurses being furloughed,
supplies being unavailable or rationed, (especially personal
protective equipment), and loss of benefits such as retire-
ment and tuition reimbursement that made the job worth-
while. They described organizational responses to resource
scarcity as lack of caring or support. Attempts by health
care organizations to offer typical forms of support felt stig-
matizing, and inequities in compensation made them feel

devalued. All of these came together and led to the conclu-
sion that they were no longer a valued member of the health
care team, a core element of nursing identity.

Traumatic Stress Responses to the Experience of Being a Nurse
During COVID-19

Nurses report their experience of working during COVID-
19 as being traumatic but often in a cumulative way, rather
than a single traumatic event. Emergency nurses felt
depleted, numb, lacking compassion, and possessing a sense
of anxiety and dread. They had a disconnection from their
work and purpose and fears about infecting their loved
ones. They reported experiencing unfamiliar intensity of
emotions along with an escalation of distress. Trauma expe-
rienced by nurses during COVID-19 undermined the
values of nurses’ identity. Nurses’ commitment, significance,
and deeply distressing experiences were not recognized or
addressed by the community or health care organizations
and consequently jeopardized nurses’ identity. They
acknowledged the mental health consequences of their expe-
riences and impact of attempting to explain their experiences
to others. This finding was confirmed with 12 participants
who completed the survey. An IES-R score of 33 or greater
is indicative of probable diagnosis of posttraumatic stress dis-
order.36 Five of 12 participants (42%) scored above 33, with
the highest score 73. These trauma experiences, which were
tied to their experiences as nurses, made their professional
identity sometimes painful, rather than a source of strength
and meaning.

HOPELESSNESS AND SELF-PRESERVATION

The first theme described their previous experiences, but
emergency nurses also spoke about themselves now and in
the future during the long tail of COVID-19. A sense of
hopelessness permeated their work and made them take
actions to preserve themselves. Many of the factors that
led to the loss of nursing identity contributed to their hope-
lessness, a sense that their life and work were at an all-time
low. Some nurses were stuck in this hopeless phase, not
knowing what to do but feeling a deep sense of “this does
not matter” as they struggled on. Others described how
they had felt hopeless but gathered the strength to make
changes. The erosion of their nursing identities profoundly
changed their commitment to their jobs and the profession.
They concluded that it was not possible to simply return to
practice as it was before COVID-19. They created mental
and emotional barriers around work and began searching
for new roles and new ways of being. Working as a “travel”
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nurse was a common “next step” toward self-preservation,
with nurses looking for similar clinical experiences but bet-
ter pay, which they hoped would make the work more
meaningful. Others searched for jobs in outpatient settings
or discussed leaving the profession entirely. Self-
preservation was viewed as a demonstration of their
strength, as they realized that their needs did not align
with their previous identity or current situation.

Discussion

This study contributes to the research on frontline nurses’
lived experience providing care during the COVID-19
pandemic, especially how potentially morally injurious situ-
ations and trauma impacted their nursing identity. Consis-
tent with other qualitative and quantitative findings,
emergency nurses experienced various types of trauma car-
ing for patients during the pandemic.14,43 Traumatic stress
was comparable to those experiencing or witnessing pro-
foundly difficult events such as war and assault.44,45 Foli’s
middle range theory of nurses’ psychological trauma-
informed data interpretation with theoretical assumptions
that all nurses experienced trauma, and the 7 types of trauma
were reflected in their experiences. Furthermore, it facili-
tated a method to identify and distinguish the different
types of nurse-specific trauma experienced by participants.

This study expands the understanding of how emer-
gency nurses experience traumatic stress and potentially
morally injurious events, which have an eroding effect on
nurses’ identity. This erosion of professional identity in
these changed circumstances creates a disorientation that
unmoors even the most confident nurse. When they are un-
sure who they are and what they stand for, their founda-
tional values as a nurse are violated, and their integrity is
threatened. Moral injury results when there is a traumatic
or unusually stressful circumstance where people may perpe-
trate, fail to prevent, or witness events that contradict deeply
held moral beliefs and expectations.14,15 When nurses’ core
ethical values are threatened by morally injurious situations,
their identity as a nurse suffers.15 Despite the reality that the
pandemic created unprecedented resource constraints,
nurses continued to appraise their identity based on prepan-
demic standards and, in some instances, viewed their
inability to provide the usual level of care harshly, even
though alternatives were not possible. Nurses’ professional
identities were eroded by the transgressions and betrayals
of others, such as decisions made by leaders to constrain
the usual decisions nurses make in implementing their roles.
Even more damaging is when these events lead to funda-
mental questioning of “Am I still a good person?” for having
participated in or precipitated actions contrary to their

personal and professional values, producing negative moral
and patient outcomes.

Facing traumatic stress, lack of support from the health
care system and, often, active opposition from the commu-
nity, emergency nurses felt discouraged and disengaged.
Their identity as a nurse, often carefully constructed for
years, was broken down. The reciprocal social relationships
and purpose that had helped them to manage in difficult
times was no longer effective. Even for the resilient, identity
breaks down when these interactions no longer support a
positive social identity or a sense of belonging in a valued
group. A fracture in the social contract with the public has
been particularly injurious for nurses.42 Professional iden-
tity is formed and continues to evolve throughout a nurse’s
career and is affected by self-concept (enacting the role) and
context (setting). A misalignment results in additional stress
and difficulty in retention. Nurses who feel that their
nursing identity is fraying from unsupportive systems that
violate their sense of being a nurse leave the profession or
change jobs.46,47

Nurses in this sample reported feelings that vacillated
between hopelessness and empowerment exercising their
moral agency choosing actions that preserved their health,
well-being, and integrity. Instead of viewing leaving as aban-
donment or failure, choosing to change their situation could
be viewed as integrity-preserving action.21 Viewing their ac-
tions as indicative of their resilience aligns with the quanti-
tative findings that found that, despite their struggles,
emergency nurses had high levels of general and moral resil-
ience. The problem was not a deficit of resilience but rather
that external circumstances limited their ability to enact
their values. Harnessing their inner resources despite the
adversity to do what is right personally and professionally
is a hallmark of moral resilience. In this context, choosing
to leave a position or the profession can be an ethical
decision that demonstrates moral fortitude and integrity.
Shifting the narrative from victimization to taking empow-
ered action and exercising self-stewardship is critical in mov-
ing forward.48

Limitations

This study has some limitations. Nurses were recruited from
2 institutions, and all were female. There were few nurses
from ethnic/racial minority groups. Nurses who had already
left the emergency department were not included. These
factors limited the voices and perspectives of the unrepre-
sented. Further research should examine the perspectives
of emergency nurses not represented in this study. In partic-
ular, understanding the perspectives and needs of nurses
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who left the emergency department may be important for
recruitment and retention.

Implications for Emergency Nurses

Moral injury and damage to nurses’ identities must change
from being understood as rare or extreme events to some-
thing that many, if not most, nurses experienced during
the COVID-19 pandemic.49,50 This normalization process
is important and has implications for administration and
policy. First, we must recognize that “common” should
not be taken as “acceptable”; the largest health care work-
force in the United States is deeply wounded, which cannot
be denied. Rather, normalization is acknowledging that the
profound consequences of cumulative trauma and injury
cannot be ignored or treated only at the individual level
but as a systemic problem. Rather than seeing injured nurses
as abnormal or the “problem to be fixed,”managers and ad-
ministrators must adopt a trauma-informed workplace
approach that accepts nurses as being in a process of recovery
and transformation.51 The impact on nurse’s identity high-
lights the need to establish pathways for nurses to return to
practice if they have chosen to leave jobs or the profession.
Loss of identity may not be permanent; some nurses who
experience trauma and moral injury may seek to return,
and administration must proactively seek to make this pro-
cess welcoming and successful.

Nurses are frustrated with health care institutions and
leadership. A lack of acknowledgment, unmet needs, and
feelings of powerlessness during the pandemic have led
nurses to feel betrayed.23 The profession of nursing has
been affected significantly with changes in practice and de-
livery of health care.52,53 Nurses need encouragement to
seek assistance with their mental health and well-being.
Likewise, solutions are needed to prevent incivility toward
nurses, including those who left during the pandemic and
have returned to practice. Leaders need to provide a safe
place for nurses to talk about feelings as well as have crisis
response available when issues arise.

Conclusion

The consequences of the pandemic on nurses are likely to be
long lasting. The levels of trauma experienced by emergency
nurses eroded their identity as nurses and caused them to
doubt that continuing as a nurse is a worthwhile profes-
sional decision. Nurses need to mend and rebuild their iden-
tity as a nurse. They will not heal without acknowledgment
of their trauma, feelings of betrayal, and reconstruction of
their professional identity. This will require sustainable

system-level interventions as well as individual supports.
Betrayal from the organizations that were supposed to sup-
port them in their work sharply eroded their nursing iden-
tity and continues to impair efforts in rebuilding it. The
solutions are not quick fixes but rather will require funda-
mental changes in the profession, health care organizations,
and society. These changes will require a strategic vision,
sustained commitment, and leadership to accomplish.
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UNCOVERING THE EXPERIENCE: RETURN TO WORK

OF NURSES AFTER PARENTAL LEAVE

Authors: Emily K. Hill, BSN, RN, CEN, CCRN, Olivia M. Bimbi, BSN, RN, Natasha Crooks, PhD, RN, Ryan Brown, BSN, RN, CEN, and
Angela B. Maeder, PhD, RNC-OB, Chicago, IL

Contribution to Emergency Nursing Practice

� To the best of our knowledge, this is the first study
describing the emergency nurse experience of parental
leave and return to work. ED characteristics, such as
limitless patient volumes, violence, overcrowding, and
patient boarding, likely affect the return to work experi-
ence.

� Work engagement, lactation, and childcare were the
major themes identified during data analysis. Coronavi-
rus disease 2019 affected each theme.

� Organization driven strategies, such as provision of
managerial check-ins, return-to-work reorientation, sup-
plementary lactation support, and leadership-provided
accommodation, may lighten burdens experienced by
emergency nurses navigating parental leave and return
to work.

Abstract

Introduction: To understand the experiences of emergency
nurses who have returned to work after parental leave, specif-
ically relating to the return to work transition, work-life balance,
work engagement, and opportunities to continue human milk
expression.

Methods: Nurses (N ¼ 19) were recruited from 5 emergency
departments within 1 hospital system in the United States
Midwest. Nurses (n ¼ 11) were eligible to participate in a
one-on-one interview if they had returned from parental leave
within 6 months of the interview date. Nurses (n ¼ 8) were
eligible to participate in a focus group if they had returned
from parental leave within 2 years of the interview date. Inter-
views were structured and data collection concluded when re-
searchers believed data saturation was reached. Interviews
were audio recorded and transcribed verbatim. Data were
analyzed using Braun and Clarke’s qualitative thematic analysis
6-phase framework.

Results: Three major themes from the data were identified:
(1) work engagement, (2) lactation, and (3) childcare. Work
engagement was broken down into the subthemes: lack of
communication, perceived engagement expectations, and
actual engagement. Lactation was broken down into the sub-
themes: the act of pumping, lactation breaks, and lactation
rooms. The coronavirus disease 2019 pandemic impact on re-
turn-to-work is described under each major theme.

Discussion: Our findings provide insight into the unique chal-
lenges and experiences of nurses navigating parental leave and
return-to-work in the emergency department. Strategies such as
provision of managerial check-ins, return to work reorientation,
lactation break coverage, enhanced supplementary lactation
support, and leadership-provided accommodation may lighten
the burden of these challenges and improve the returning
nurse’s job satisfaction.

Key words: Return to work; Parental leave; Emergency service;
Hospital; Job satisfaction; United States; COVID-19
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Introduction

Nurses are the largest group of health care professionals in
the United States, and 88.9% of registered nurse positions
are held by women.1,2 Roughly 50% of United States nurses
are of childbearing age.1,2 This suggests that nearly half of
the nursing labor force may navigate parental leave, return
to work, and the unique challenges associated. Although
there are studies focusing on women returning to work after
parental leave, there is a lack of studies describing the return-
to-work experience of United States nurses.

Returning to work after parental leave can be a stressful
time for new parents. Nurses may face additional stressors
during return to work given that their working environment
is often low in flexibility (eg, needing someone to cover
breaks), commonly consists of 12-hour shifts, and involves
physical and mental demands not found in other profes-
sions.3 Gorman4 conducted a literature review of studies
looking at emergency nurse resilience. One theme discussed
was the ED work environment and the unique challenges
associated with it.4 These challenges may influence nursing
return-to-work. Notably, emergency departments do not
place limitations on patient volumes and are unpredictable
in nature.4 Emergency nurses are susceptible to occupa-
tional stress when there is a mismatch between their job de-
mands, the amount of control they have over these
demands, and the support networks available.4

Parental leave in the United States is often 12 weeks,
drastically less than that offered in a neighboring country,
Canada, where parents may take 78 weeks of leave.5,6

Many women continue to report significant health concerns
related to childbirth at 6 months postpartum and beyond.6

During this time, women may be struggling with anxiety,
depression, physical recovery from childbirth, and/or fatigue
associated with caring for an infant.7-9 A study evaluating
return-to-work in the academic setting found that women
who reported worse health at work reentry had symptoms
of anxiety or depression nearly every day.7 The experience
of ill health in the postpartum period also can contribute
to absenteeism and presenteeism in the workplace.7,10

More research is needed to understand the experience of
parental leave among United States nurses within the hospi-
tal setting. Owing to the limited data on this topic, we chose
to conduct a qualitative descriptive study to better under-
stand this phenomenon.

During an era when nursing retention and engagement
are a growing priority, health care institutions may find
value in understanding return to work experiences to iden-
tify interventions that support parents working in the
nursing profession.11,12 The purpose of our study was to
shed light on the return to work experience of emergency

nurses, with a particular focus on the return to work transi-
tion itself, work-life balance, work engagement, and oppor-
tunities to continue human milk expression.

Methods

ORGANIZATIONAL SUPPORT THEORY

The organizational support theory was used during data
interpretation.13 The theory emphasizes perceived organiza-
tional support: the extent to which employees perceive that
their organization values their contributions and cares for
their well-being.13 If an organization wishes to optimize
perceived organizational support, the following principles
should be considered: (1) employee attribution (correctly
understanding the needs of your employees), (2) social ex-
change (when employees feel supported by their organiza-
tion of employment they, in turn, feel a responsibility to
support the organization in achieving its goals), and (3)
self-enhancement (optimal perceived organizational support
is associated with fulfillment of an employees’ socioemo-
tional needs).13

PARTICIPANTS AND SETTING

Participants (N¼ 19) were recruited using convenience sam-
pling from a large, university-affiliated health care system in
the United States Midwest. Recruitment methods included
posted flyers and emails sent out to the entire EDnursing list-
serv where recruitment took place. Participants were
recruited from 5 emergency departments within the health
care system across urban, suburban, and rural areas. Many
participants (n ¼ 10) worked at the largest hospital, located
in an urban setting. Participants who had returned from
parental leave within the previous 6 months were eligible
to participate in a one-on-one interview, and those who
had returned from parental leave within the previous 2 years
were eligible to participate in a focus group. Some partici-
pants were interviewed before the COVID-19 pandemic
began, whereas others were interviewed during the pandemic.
See Table 1 for a breakdown of participants interviewed using
one-on-one interviews vs focus groups and whether the inter-
view occurred before or during the COVID-19 pandemic.

STUDY DESIGN

For this qualitative descriptive study, we aimed to under-
stand the return to work experiences of emergency nurses af-
ter parental leave. We used structured interview guides
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(Table 2) for one-on-one interviews and focus groups. The
focus group interview guide was a pared-down version of the
one-on-one interview guide. Interview questions were
adapted from a qualitative study evaluating the return-to-
work experiences of occupational therapists after taking
parental leave.14 Author permission to use and adapt this
interview guide was obtained. Institutional review board
approval was received in October 2019 and data collection
occurred from November 2019 to December 2020. Inter-
views and focus groups were initially conducted in-person
but were moved to a virtual format owing to the COVID-
19 pandemic. Before the COVID-19 pandemic began,
one participant for the one-on-one interviews requested a
phone interview, as opposed to in-person.

DATA COLLECTION

Interviews, one-on-one (11) and focus group (3), were facil-
itated by the first author. Focus groups also were attended
by an observer (second or fourth author) for the purpose
of recording nonverbal communication, voice tone, and
voice inflection. Authors involved in the interview process
received training from experts in research methodology (au-
thors 3 and 5) on how to optimize rigor, validity, and reli-
ability in qualitative methodology when conducting and
analyzing interviews. One strategy used to support rigor,
validity, and reliability was the use of a structured interview
guide (Table 2). Each 30- to 60-minute interview began
with the first author obtaining verbal consent, by reading
the consent form verbatim, allowing participants to ask
questions, and the opportunity to proceed or withdraw
from the interview. Once consented, the structured inter-
view commenced. To avoid influencing participant re-
sponses and groupthink, the facilitator and observers
minimized verbal and nonverbal cues of agreement or
disagreement with the interviewee’s answers.15 Interviews
were audio recorded and transcribed verbatim. Confidenti-
ality was ensured by interviews occurring in private spaces,
names of participants not being associated with statements
made, and requiring focus group participants to avoid
discussing any interview details after the conclusion of the
focus group.

We theorized that the farther out a participant was
from return to work, the greater the limits to their recall.
One-on-one interviews were chosen for those with optimal
recall (returned to work within 6 months of interview
date). Focus group interviews were chosen for those at
increased risk of recall difficulties (returned to work within
2 years of interview date). We theorized that participant
recall of memories may be optimized in a focus group

setting, where the dialogue between participants may cause
a memory to reemerge.16 Interviews and focus groups were
held until researchers believed data saturation was reached,
and the properties and dimensions of each theme were well
defined.

DATA ANALYSIS

Data analysis was conducted by the first and second author
using Braun and Clarke’s17 qualitative thematic analysis
6-phase framework: (1) familiarize self with data, (2)
generate initial codes, (3) search for themes, (4) review
themes, (5) define themes, and (6) produce a report.17 To
minimize bias, the first 3 phases of qualitative thematic anal-
ysis were completed independently. This independent work
involved (1) listening to the audio recordings and reading
the interview transcripts and notes repetitively, (2) line-
by-line coding, and (3) grouping of similar codes into
themes. Initial themes were similar among authors. The
third and fifth authors, being experts in research methodol-
ogy, assisted with reviewing and defining each theme
(Figure). All authors contributed to the delineation of the
study results through this report.

RIGOR AND TRUSTWORTHINESS

All authors involved in data collection and analysis were
nurses with a bachelor’s degree or higher. Three of the au-
thors identified as female; the fourth author identified as
male. The first author had experienced return to work after
taking parental leave at an emergency department featured
in this study. As nurses and/or parents, we engaged in reflex-
ivity by acknowledging how our personal experiences may
influence how we understand and interpret participants’ ex-
periences.18 Validity and credibility of findings were assured
by using a research team to analyze and discuss the meaning
and interpretation of the data.19 More specifically,
prolonged engagement with the data and peer debriefing
ensured credibility.19 Prolonged engagement with the data
involved multiple rounds of transcript reading and analysis
consisting of coding, revising codes, and regular team dis-
cussion lasting a total of 8 months. Peer debriefing included
team members sharing and revising analysis and selection of
quotes and themes.19 A sufficient description of methodol-
ogy and contextualization of participants’ experiences
supported the transferability of findings.19 We demon-
strated confirmability through discussions about potential
biases and using peer debriefing to ensure an accurate pre-
sentation of the data.20
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Results

Three major themes from the data were identified: (1) work
engagement, (2) lactation, and (3) childcare. Work engage-
ment was further broken down into subthemes related to
lack of communication, perceived engagement expectations,
and actual engagement. Lactation was further broken down
into subthemes related to the act of pumping, lactation
breaks, and lactation rooms. Data were collected before
and during the COVID-19 pandemic. The data collected
during COVID-19 demonstrated interconnectedness be-
tween COVID-19 and return to work; therefore, the impact
of COVID-19 is described within each major theme
(Figure).

THEME 1: WORK ENGAGEMENT

Data pertaining to work engagement are divided into the
subthemes: lack of communication, perceived engagement
expectations, and actual engagement.

Lack of Communication

Communication with staff is an important tool for organi-
zations to use in demonstrating support for their em-
ployees.13 Dissemination of information at this
organization often occurs either at large (eg, human re-
sources) or through departmental directors, managers, or
charge nurses. Participants overwhelmingly described a
lack of communication around parental leave and return
to work expectations. Through both the processes of prepar-
ing for and returning from parental leave, participants
described relying on coworkers with parental leave experi-
ence for direction. Participants felt disappointed that this
guidance was not actively provided by the organization.

Participants described being unsure whether their leave
was approved, sometimes up until giving birth, and spoke of
receiving inconsistent information depending on the leave
personnel they conversed with. Some participants endorsed
that, during their leave, their hospital system transitioned to
a different third party leave administration company.
Communication of this change was missed and only discov-
ered when a peer informed them. Participants endorsed
wishing the process was better structured.

I feel like the first thing that’s coming to mind is
how to apply for the leave and everything like that,
and I feel like the general direction was, “Oh, you
should just ask somebody that went on maternity
leave before” or “Call HR (Human Resources).”
There wasn’t a lot of guidance.

Participants did not feel as though the organization was
supporting them through leave and return to work because
of this lack of communication.

Perceived Engagement Expectations

Perceived engagement describes what nurses believe is ex-
pected of them when returning from leave. Participants
described their return to work after approximately 12 weeks
of leave as “business as usual,” being expected to immedi-
ately perform at the same capacity as when they left. With
ED policies and procedures in continual flux, most partici-
pants wished for brief reorientation. Nurses commonly re-
ported a desire to check in with management upon
return, providing an opportunity for them to ask questions
and discuss needs and expectations.

Nurses described actively and passively requesting ac-
commodation from leadership (eg, reducing hours, flexible
scheduling, excusing occasional tardiness). Mostly, nurses

TABLE 1
Distribution of participants between one-on-one interviews and focus groups, before and during the COVID-19 pandemic

Type of interview Total number
of interviews

Number
completed
before COVID-19

Number completed
during COVID-19

Conduction
method

Number of
participants

One-on-one 11 6 5 In-person: 5
Phone: 3
Zoom: 3

Per group: 1
Total: 11

Focus group 3 1 2 In-person: 1
Phone: 0
Zoom: 2

Per group: 3, 3, 2
Total: 8

COVID-19, coronavirus disease 2019.
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spoke positively of leadership accommodation; however,
when unaccommodated, they questioned whether they
were valued at the organization. Fears of receiving a poor
annual review and even termination were discussed.
Parental leave requires nurses to use, and commonly
exhaust, their paid time off (PTO) and/or “leave” hours
allotted by the state. As a result, if a nurse is unable to attend
their shift after return to work (eg, personal illness, caring for
a sick child), they may not have the PTO or leave hours to
cover it, which could result in institutional penalization.

...I don’t think that working parents deserve special
circumstances, but I think just on a human level of
understanding and being a little bit more compas-
sionate to your employees about, “I might be running
late” and “I might be just doing the best I can.”
Yeah, so I think that makes it hard for me, in partic-

ular, to maintain my loyalty to this facility and the
department, because it tends to make me wonder,
“Am I valued?”

Actual Work Engagement

Participants expressed genuine joy in return to work, specif-
ically through the lenses of reuniting with peers and
resuming their nursing roles. Many described infant care
as monotonous and were thankful to break from that to
“use a different part” of their brain. Participants often
described their role of nurse as being central to their identi-
ties: “The adult interaction and just getting back to some-
thing that was part of me. Nursing has always been a part
of my life and really important to me, so validating that

TABLE 2
One-on-one interview guide

Question

1. Thinking back to the time leading up to going on parental leave, please describe what aspects of preparation for parental leave were
easy or straightforward.

2. Please describe what aspects of preparation for parental leave were difficult.
3. How many weeks of parental leave did you take?
4. Did you find yourself thinking about work while being on parental leave, please elaborate?
5. Since becoming a parent to your new baby, do you feel differently about working (for example, do you have thoughts of not
working, working less, working more, changing roles, etc.), please describe?

6. Please describe what (if any) aspects of return to work you looked forward to.
7. Please describe what (if any) aspects of return to work you stressed about.
8. Please describe anything that made your transition back to work easier.
9. Please describe anything that made you transition back to work harder.
10. Is there anything that could have helped with your transition back to work?
11. Were you lactating when you returned to work (if no, skip to question 17)?
12. Please describe what your lactation goals were upon returning to work, for example: avoiding supplementing with formula,
pumping every “x” number of hours, etc.

13. Did you achieve your lactation goals, please elaborate?
14. Please describe your experience surrounding use of lactation rooms in the workplace.
15. Please describe your experience surrounding use of lactation breaks in the workplace.
16. When taking lactation breaks, please describe how you believe your coworkers felt?
17. Please describe your experience with balancing work and personal life since returning from parental leave.
18. Please describe how you are satisfied with your work-life balance.
19. Please describe how you are dissatisfied with your work-life balance.
20. Please describe how your experience with return to work after parental leave has influenced your engagement in your role as a
nurse at the organization.

21. Is there anything else you would like to share about your experience?

This interview guide was adapted from Parcsi and Curtin.14 Used with permission.
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part of my identity still, that it wasn’t lost, that was impor-
tant.”

However, in addition to this joy, most participants
expressed new limits in their work engagement and tension
in balancing their parental and working roles. Many were
dissatisfied with their current work-life balance and
described reprioritizing their child and/or family above
work. Reducing work hours and declining extra commit-
ments (eg, overtime, volunteering, committees) were some
of the ways nurses disengaged in search of improved
work-life-family balance. Some participants with a high level
of work engagement before parental leave described wishing
to maintain that same level of engagement upon return to
work, whether that was achievable or not. Other partici-
pants, many of whom were parents to multiple children,
demonstrated reduced workplace engagement before
parental leave and continued disengagement upon return
to work. However, many who described their current state
as disengaged hoped this was temporary, endorsing intent
to reengage with their career at a later point. “I’m committed
when I’m there, but outside of that I don’t have a lot to give
right now, but hang on, I will again.”

Limitations in the “ability to give” led nurses to feel
insecure in their positions, fearful of job loss, and generally
anxious and stressed, which often led to further disengage-
ment.

COVID-19 Impact on Work Engagement

Early in the pandemic, some obstetric providers were
instructing pregnant nurses to start parental leave early.21

However, existing leave policies did not specify the risk of
contracting COVID-19 as a medical indication for early
leave, despite the recommendations of some nurses’ obstet-
ric providers. Some nurses who successfully took leave early
described having less time off with their baby after birth.

Because of COVID, I was taken out of patient care
4 weeks before my due date. I did a lot of work from
home, and I had to use up a lot of PTO, because there
was only so much work from home stuff that I could
do, and I was really trying to avoid taking parental
leave before my due date because of COVID, because
I wanted that whole 12 weeks after I gave birth.

Return to work 
experience

Lacta�on

Childcare

Work engagement

Lacta�on roomsLacta�on breaksThe act of 
pumping

Lack of 
communica�on

Perceived work 
engagement

Actual work 
engagement

COVID-19

COVID-19

COVID-19

FIGURE 1

Study findings broken down into themes and subthemes. COVID-19, coronavirus disease 2019.

March 2023 VOLUME 49 � ISSUE 2 WWW.JENONLINE.ORG 215

Hill et al/RESEARCH

http://WWW.JENONLINE.ORG


Nurses who took leave during the COVID-19
pandemic described heightened struggles with disengaging.
ED response changed on a near-daily basis and nurses on
leave expressed fears of feeling “lost” when they returned
if they did not stay aware of changes during leave. Nurses
reported taking it upon themselves to check their work
email regularly to keep abreast of departmental changes
(eg, pandemic response) and to gain a general sense of
how their peers were faring.

The pandemic pushed committee meetings to virtual
platforms, allowing attendance from home. Nurses
described being able to continue committee participation
upon returning to work because of the virtual platform
but expressed uncertainty toward continuing if in-person
participation were to be reinstated.

Upon returning, similar to times before the COVID-19
pandemic, nurses did not receive gentle reinsertion or reor-
ientation to the department. They instead described feeling
as if they were “on their own” to figure it out. Nurses also
recognized the risk of their work environment and had fears
of bringing home COVID-19 infection to their family.
Some described fear in assisting with care of COVID-19
positive patients. This demonstrates the returning nurses’
“child first, work second” reprioritization and a barrier to
fully engaging with work.

THEME 2: LACTATION

All participants were lactating upon return to work and
needed to perform human milk expression (pump) while
at work.22-24 Most participants did not meet personalized
lactation goals, despite readjustment of expectations owing
to the demands of the job, and experienced reduced milk
supply upon returning. Data collected about lactation
were organized into 3 subthemes: the act of pumping,
lactation breaks, and lactation rooms.

The Act of Pumping

A single human milk expression (pumping) session involves
multiple steps in addition to actual lactation.22,24 These
steps include transport of equipment, locating an available
and appropriate area, supply setup, human milk expression,
milk storage, cleaning equipment, supply storage, and trans-
port back to nurse assignment.22,24 Some participants felt as
though peers who had not personally experienced lactation
in the workplace were unaware of said steps and why lacta-
tion breaks require a significant amount of time.

There’s some loss of time getting to the place to
pump, getting everything ready or washed up at the

end. Even though you may be only pumping for X
amount of minutes, there’s extra time on top of
that, so there’s just always this pressure of time, feeling
that you’re taking time and you need to get back.

Nurses described rushing through the steps of lactation
in an attempt to be respectful to their peers and resume their
nursing assignment.

Lactation Breaks

Participants wished to express human milk at work at the
same time of day that they would be feeding their infant if
they were at home (approximately every 3-4 hours).
However, owing to the unpredictability and busyness of
the emergency department, many participants adjusted those
expectations, recognizing that they would need to be flexible
with timing of these breaks (eg, taking a lactation break later
in the shift). Participants spoke of the importance of self-
advocacy in both requesting a lactation break and finding
coverage. Some nursing assignments were reported as easier
(eg, team leader) or harder (eg, triage) to step away from. Par-
ticipants often felt supported by peers with human milk
expression experience, but emphasized that even this was
dependent upon whether it was convenient for their peers:

I think most were supportive when it was conve-
nient [for my peer]. I think most were supportive if
I wasn’t busy, but it wasn’t a priority to them if we
were busy if that makes sense. So, as long as it wasn’t
going to be super inconvenient for them, it was no big
deal; of course, I could go; but if it was going to be
inconvenient for them, then there was a little bit
more hesitation.

Participants did not describe active pushback from
peers when requesting and taking breaks; however, nurses
described fears of how their peers perceived them for taking
breaks. Some recalled overhearing peers speak negatively of
lactating nurses. Participants described experiencing pro-
found guilt and anxiety while taking a lactation break,
ranging from worrying about their patients while away to
feeling guilty about peers covering their assignment. Partic-
ipants described having to “catch up” on patient care upon
returning.

I had two pretty sick patients. .I had asked my
neighbors to cover me and take care of some things,
and at that time I was met with, “Oh, yeah sure, no
problem.” And then when I came back, no one had
done anything or checked on any patients and my pa-
tient was hypotensive.
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To counteract this, breaks were rushed, resulting in
inability to relax, which is an essential component of suc-
cessful letdown in human milk expression.25

I stress about how long I’ve been away. I don’t take
my time. I grab my stuff and run up to the lactation
room and pump really fast and then come back
down, throw everything in my locker, in the freezer,
pee really fast and then run back to my assignment,
so it’s not a leisurely time for pumping.

Overall, nurses described tension between fulfilling
their “nursing role,” burdening peers, and providing for
their child. Participants desired intentional and planned
lactation break coverage, thinking this would lead to less
stress, anxiety, and guilt.

Lactation Rooms

Participants’ reports indicated that lactation room character-
istics varied markedly across the health care system. Differ-
ences in lactation rooms by hospital site included distance
from the emergency department, availability to staff only
or the public as well, availability of equipment, likelihood
of availability, and cleanliness. Participants reported that
some lactation rooms did not contain a sink for washing
hands and cleaning pumping equipment. If barriers were
great, nurses chose to express human milk in spaces not
designated for lactation (eg, offices, break room).

For us, we have a pumping room, but it’s about a 5-
minute walk from the department, and I found myself
at first taking the time, but then I was realizing I was
having to cut that pumping time short, so I stopped
doing that, and I just would step into somebody else’s
office that was not being used.

When participants conducted human milk expression
in spaces not designated for lactation, they noted that those
rooms lacked the supplies or privacy, among other charac-
teristics and qualities, necessary to fully support human
milk expression. However, for those who felt it necessary
to use such spaces, it was evident that the alternative options
were even less appealing.

COVID-19 Impact on Lactation

Each emergency department had an individualized
pandemic response and experience (eg, staffing and patient
volumes), all of which influenced lactation breaks. For
some, staffing improved and patient volumes decreased,
making it easier to take appropriately timed lactation breaks.

In the pre-COVID era it would have been very
difficult to do that [pumping], and the guilt of step-
ping away would have been a lot higher. However,
we have been very well-staffed and not as volume-
heavy with patients, so I think I’ve been very lucky
with coming back to work during this time.

For others, the opposite was true, given that staffing was
inadequate and patient volumes increased. For these partic-
ipants, the COVID-19 situation created more barriers to
taking lactation breaks. “Someone is like, ‘You should just
tell him you have to take a break.’ I’m like, ‘But nobody’s
getting a lunch break, so it sounds like a diva to be like, I
have to go take a [lactation] break. None of you got one,
but I need one.’”

THEME 3: CHILDCARE

Nurses expressed that childcare was a heavy source of stress
upon returning to work. This appeared to be most pro-
nounced in first-time parents. Participants described
worrying about their work schedule upon return and
whether it would align with their childcare plan.

While on parental leave, I was concerned about
scheduling, howmy schedule would be once I returned
to work. That was actually pretty stressful for me, just
being on maternity leave, and I’m like, “Okay, I didn’t
do my schedule.” “God, how is it gonna look when I
come back?” “Are they gonna honor when I call
them and say (when) I can work.” So that was a little
stressful just because of childcare issues.

Nurses considered the price of childcare and indirect
costs of working (eg, parking, gas) to assess whether working
made financial sense. For some, the takeaway income after
these costs was minimal, creating a mental conflict. In the
end, those nurses chose to continue working. Motivators
for continuing to work included the desire to maintain their
career and responsibility to provide health insurance
coverage for their families.

Participants described feeling conflicted, stressed,
and guilty about leaving their infant under the care of
others. Nurses described worrying that their child would
not take a bottle or cope well without them. They also
described sadness in missing key milestones owing to
perceptions of parental leave being too short and the
child too young. Simultaneously, nurses saw benefit to
self and child in allowing others to watch their child,
stating, “I like coming to work. It’s good for me. I think
it’s good for my kids to have to learn to be with some-
one that’s not me.”
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When childcare was provided by immediate family, this
provided a significant sense of relief. Alternatively, nurses
lacking family to provide childcare endorsed increased anx-
iety and difficulty focusing at work.

COVID-19 Impact on Childcare

Arranging childcare for infants during the pandemic was
often affected by fear for the child’s safety. For many,
daycare was not viewed as an option.

Because of the pandemic, we didn’t want to enter
her into daycare for illness reasons, for-you know, in
case of getting her sick and me thinking that it was
COVID-related or also potentially getting other kids
sick, because I’m working in the emergency depart-
ment, and if I bring home something.

As an alternative strategy, when possible, participants
collaborated with their partners to cover childcare. Some
described changing their schedules or going to part-time sta-
tus to achieve this childcare arrangement.

Discussion

Findings from this study suggest that parental leave and re-
turn to work are a transitional process associated with
heightened stress. Because roughly 50% of the nursing
profession is composed of women of childbearing poten-
tial, a substantial number of nurses navigate this stressful
transition.1,2

The organizational support theory suggests that when
organizations invest in family-focused supports for their em-
ployees, employee perceived organizational support in-
creases.13 When perceived organizational support
increases, job performance and work engagement follow
suit.13 Therefore, organizations wishing to optimize
perceived organizational support may choose parental leave
and return to work as one focal point. The organizational
support theory recognizes the importance of understanding
employee needs to ensure appropriate supports are avail-
able.13 Findings from this study pinpoint areas that emer-
gency nurses identified as sources of stress and may
represent areas where increased organizational support is
needed. Perceived organizational support strategies for
nurses navigating parental leave and return to work are
discussed next.

ENGAGEMENT

Navigating the time period before, during, and after
parental leave requires nonintuitive and department-
specific knowledge.26 Our participants reported a lack of
communication from leadership regarding the process of
taking parental leave and return to work. This is consistent
with other studies in which physician mothers reported
confusion and lack of communication regarding parental
leave policies.26-28 Our findings suggest that pertinent
parental leave information should be easily located,
comprehendible, and, perhaps, directly provided to
employees.26 Based on recommendations of our partici-
pants, much of this pertinent information may be effectively
disseminated using one-on-one check-ins between the
department manager and employees. These check-ins also
may provide the opportunity for employees to ask questions
and communicate concerns. Managerial efforts to create a
personal connection with employees, including understand-
ing details of their home situation or struggles, may assist in
engaging staff.13,29

In addition, participants in our study reported that
reorientation to the unit, or a gradual return to work pro-
cess, may have helped to lessen their stress. This is consistent
with literature suggesting that employers who wish to retain
working parents may consider offering support such as flex-
ible scheduling, the option to return to work at reduced
hours, and having open and honest conversations about
what will and will not work.7,14,30 A “gentle” return to
work option consisting of fewer work hours for the first
few weeks may be beneficial for some nurses, given that
more than one-quarter of postpartum mothers report not
feeling in optimal health (mental or physical) at the time
of return to work.7 During reorientation, education on
departmental and practice changes that occurred during
their leave should be emphasized.

Our research participants reported wanting to be
engaged at work at the level they were before parental leave,
but learning to balance work and life responsibilities as a
new parent made it difficult to achieve this goal. Previous
literature emphasizes that achieving a healthy work-life bal-
ance is challenging for returning parents and trade-offs are
inevitable when working and also being a parent.30 Manage-
rial check-ins may be used to understand sources of work-
life imbalance to, at minimum, demonstrate compassion,
which may increase the employee’s commitment to the or-
ganization.13 Another option that organizations may wish to
consider in support of staff engagement is allowing virtual
attendance for committee meetings. A study looking at
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using a virtual platform for family educational services dur-
ing the COVID-19 pandemic found an increase in client
engagement and satisfaction in addition to improvements
to program access and equity.31 Participants spoke of being
able to continue participating on hospital committees,
because the pandemic had pushed meetings to a virtual plat-
form. If it were not for the virtual platform, they could not
conceive continued committee involvement after returning
to work

LACTATION

Findings from this study suggest that more lactation sup-
ports are needed as evidenced by the amount of stress, anx-
iety, and guilt associated with lactation in the workplace.
Previous research demonstrates that the more challenges
employees experience surrounding human milk expression
in the work setting, the lower their job satisfaction.32 This
suggests that minimizing challenges faced by lactating em-
ployees may be seen a priority to employers, perhaps
through the provision of lactation supports.

One lactation support that our participants reported to
be lacking was the provision of planned, covered lactation
breaks. A study of United States nurses found that finding
time to take a lactation break was the biggest barrier to
maintaining lactation in the workplace.3 Although our par-
ticipants were allowed to take lactation breaks, they spoke of
needing to self-advocate and, at times, sensed peer frustra-
tion while taking them. There also appears to be a correla-
tion between department busyness and ease of stepping
away for a lactation break.3,23 Participants who returned
to work during the pandemic spoke of either reduced or
heightened barriers to lactation breaks, directly related to
their department’s experience of the pandemic (eg, less
busy and increased staffing or more busy and decreased staff-
ing). Literature suggests that for lactation supports to be
truly effective, they must be accompanied by a genuine
sense of support from peers and leadership.23 La Leche
League International estimates that the lactation portion
of human milk expression takes 15 minutes or more per
breast and recommend double pumping (pumping both
breasts simultaneously) to maximize milk supply.33 Those
15 minutes do not account for all other required steps of
taking a lactation break that were discussed in the Results
section of this study.22,24 Based on our findings, if organiza-
tions do not have sufficient staffing to support consistent
lactation break coverage, they may want to consider strate-
gically assigning lactating nurses to roles in the emergency
department that are easier to step away from.

Investment in high-quality lactation rooms is another
lactation support strategy that organizations may wish to
consider. Literature has shown a correlation between the
quality of lactation rooms and staff satisfaction with both
the lactation room and ease of human milk expression.34

Furthermore, when employees perceived lactation rooms
to be high quality, they subsequently feel more supported
by peers, leadership, and the organization.34,35 Based on
our findings, ideas to increase lactation room quality include
installation of lockers proximal to the lactation room for
storage of personal breast pumps and supplies, presence of
human milk designated mini fridges, and providing multi-
ple lactation rooms (ideally, staff designated) near depart-
ments. These ideas may ease challenges associated with
lactation in the workplace.

CHILDCARE

Our participants identified childcare as a major source of
stress during return to work. Childcare management during
return to work has been pinpointed as a stressor in the liter-
ature and the COVID-19 pandemic appears to have ampli-
fied these challenges.26,30,36 Our participants who navigated
return to work during the COVID-19 pandemic spoke of
adapting childcare arrangements owing to daycare changes
and concern for child safety. This aligns with Shanafelt,
et al,36 who identified sources of stress for health care pro-
fessionals in the United States during the COVID-19
pandemic, including fears of bringing home a workplace
exposure and access to childcare. In our study, participants
spoke of seeking leadership accommodation to support their
childcare arrangements. Perceived organizational support
was compromised when participants were unaccommo-
dated and they questioned whether they were valued.13

This outcome may incentivize organizational leadership
to, when possible, be flexible in supporting and accommo-
dating needs of the returning nurse’s childcare arrangement.

Our participants spoke to the financial burden
presented by childcare costs. A United States study evalu-
ated the relationship between cost of childcare and
maternal employment broken down by state.37 The au-
thors found that, in states where childcare costs were
higher, mothers were less likely to work full time and
more likely to work part time.37 Inversely, when childcare
costs were lower, mothers were more likely to work full
time.37 One of our participants mentioned that, after ac-
counting for childcare, gas, and parking costs, their take-
home income was marginal. This factor led the participant
to consider reducing hours and even resigning.
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Organizations wishing to retain staff with young children
may want to consider aiding in childcare costs or providing
staff with affordable childcare options.37

Limitations

Demographic details of our participants were not collected
to mitigate risk of them being identified by leadership and
peers. Because we were collecting data about workplace ex-
periences and interviewing current employees of the organi-
zation, we felt anonymity was particularly important. We
recognize that a lack of demographic data for our partici-
pants may reduce the transferability of this study.

Data were collected before and during the COVID-19
pandemic. Data collected before COVID-19 were done
almost exclusively in-person, whereas data collected during
the COVID-19 pandemic were done virtually. It is
possible that our results would be different if data were
collected using one method (eg, only in-person or only
virtually). In addition, data collected during the pandemic
looked different from data collected before COVID-19.
This suggests that the return to work experience was
different for these 2 groups and may have been more
appropriately analyzed as separate data sets. Although
both data sets spoke to similar aspects of return to work,
data collected during the pandemic had COVID-19 laced
into nearly every response. This speaks to the level of
impact that COVID-19 has had on emergency nurses.
We chose to analyze both data sets together, because our
data collection was far from complete when the COVID-
19 pandemic began.

Conclusion

Our findings shed light on the experiences and challenges
emergency nurses face when taking parental leave and
returning to work. These experiences and challenges may
be used to inform policy and allocation of resources with
the returning nurse in mind. Strategies such as managerial
check-ins, reorientation, enhanced lactation support, and
leadership-provided accommodation may improve the
returning nurse’s job satisfaction. Policy change and imple-
mentation of such supports will require departmental, and
perhaps, organizational awareness of the challenges faced
by this group and commitment to make it better. More
research is needed in this area, especially as the COVID-
19 pandemic continues, and changes to the nursing profes-
sion are ever-present.
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Contribution to Emergency Nursing Practice

� Clinical judgment is essential to providing sound patient
care. Clinical judgment requires the nurse to notice a pa-
tient’s condition, interpret the condition, respond to the
needs of the patient, and reflect on that response.

� The main finding of this paper is that emergency nurses
often shift their focus to task completion rather than
clinical judgment when under a typical workload of
the emergency department.

� Recommendations for translating study findings into
emergency clinical practice include evaluating clinical
judgment using simulated experiences and providing
targeted education to fill the identified gaps and main-
tain workload levels that allow the emergency nurse
to implement its use.

Abstract

Introduction: Clinical judgment is imperative for the emer-
gency nurse caring for the acutely ill patients often seen in
the emergency department. Without optimal clinical judgment
in the emergency department, patients are at risk of medical er-
rors and a failure to rescue.

Methods: A descriptive observational approach using the
Lasater Clinical Judgment Rubric evaluated nurses during a
task that required recognition of clinical signs of deterioration
and appropriate clinical care for simulated patients.

Results: A total of 18 practicing emergency nurses completed
only 44.6% of the patient assessments leading to low levels of
clinical judgment throughout the simulation. Nurses expressed
4 levels of clinical judgment: exemplary (n ¼ 1), accomplishing
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(n¼ 6), developing (n¼ 9), and beginning (n¼ 2). On average,
nurses completed 69% of required tasks.

Discussion: Assessments were completed less than half the
time, demonstrating a breakdown in the noticing phase of clin-
ical judgment. The nurses shifted to task completion focus with
minimal use of clinical judgment. As the nurses remained task
oriented, several medication and medical errors were noted
while caring for the simulated patients. Experience and educa-
tion did not influence observed clinical judgment among the par-

ticipants. Given the extreme demands placed on the emergency
nurse, it cannot be assumed that nurses have developed or can
use clinical judgment when caring for their patients. Time and
training targeting clinical judgment are essential for emergency
nurse development.

Key words: Emergency nurse; Clinical judgment; Failure to
rescue; Patient outcome assessment

Introduction

Clinical judgment is essential in providing care for pa-
tients in the emergency department. It is developed
through practice to gain experience and knowledge to
provide continuous critical analysis of patient needs.1

Tanner2 describes this in nursing as “an interpretation
of the patient’s needs, concerns, or health problems to
determine an action to be taken, modifications of stan-
dard approaches, or new approaches based on the pa-
tient’s response to treatment” (p. 204). The emergency
nurse must be able to apply evidence available in the sit-
uation to the patient’s medical needs while detecting and
interpreting the clinical indications of deterioration.3

Developing effective clinical judgment improves the
emergency nurse ability to deliver safe and effective pa-
tient care in the emergency department despite challenges
such as staffing deficits, fatigue, and other barriers to
quality care.4,5 This development can occur in the emer-
gency department through cumulative experience with the
broad complaints seen and through targeted education to
address high-risk, low-incidence patient presentations.

A lack of clinical judgment can lead to medical errors,
estimated to be the third leading cause of death in the
United States.6 A medical error can occur with the omission
or commission of an act, error in the execution of a task, or
deviation from an approved process that may or may not
cause patient harm.6 Medical errors are often classified as
either a medication error7 or a failure or delay in rescuing
a patient.8 Failure to rescue has been linked to the concept
of failing to recognize, failure to relay the information to the
provider, and failure to react to the patient condition.9 A
failure to rescue can occur in any health care setting,
including the emergency department. The condition of
the patient when they present to the emergency department
must be accurately assessed and reported to the provider,
and appropriate care must be implemented in a timely
manner. Effective clinical judgment by the emergency nurse

is critical in the limitation of failure to rescue in the emer-
gency department.

Emergency departments are complex environments
with multiple patients, protocols, and demands that lead
to an environment at high risk of medical errors and that re-
quires a high level of clinical judgment. Clinical judgment
assists the emergency nurse to develop skills in rapidly and
accurately assessing and interpreting the clinical meaning
of assessment findings. In a setting where patients are essen-
tially unknown and acutely ill, it is challenging yet vital for
the emergency nurse to be able to make meaning of assess-
ment data and conclusions about the risk and need for inter-
vention.2 The high workloads typical to the emergency
department limit the time needed for the emergency nurse
to use clinical judgment, often leading to a focus on task
completion rather than applying good clinical judgment10

and then appropriately prioritizing care.
Simulation is useful for providing clinical experiences

and targeted education in the development of clinical judg-
ment11 and nursing skills12-15 in a realistic yet safe
environment and as a means to evaluate the clinical
judgment of the nurse.11,16 Lasater16 expanded upon the
thinking like a nurse concept2 to develop the Lasater Clin-
ical Judgment Rubric (LCJR) to evaluate the stages of clin-
ical judgment based on the translation of this model
through high-fidelity experiences in the simulation setting.
Clinical judgment was modeled using 4 aspects, noticing,
interpreting, responding, and reflecting.2 The effective
use of simulation to evaluate clinical judgment in nursing
education11-13,17,18 should continue into the health care
setting to evaluate and enhance the professional develop-
ment of the emergency nurse.19,20

Understanding promotion of clinical judgment within
the emergency department is critical to the safe and effective
care of acutely ill patients. The use of clinical judgment, bar-
riers to use, and patient outcomes can be explored effectively
within a simulated environment. Thus, the objective of this
pilot study was to use the LCJR to explore clinical judgment
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within a sample of emergency nurses with varying levels of
education and experience in a simulated learning environ-
ment representative of the emergency setting. It was hypoth-
esized that more experienced nurses would demonstrate
higher proficiency and clinical effectiveness and that a
higher patient load would result in lower levels of observed
clinical judgment. Pilot data collected in this study were
used to calculate power analysis for future expansion of
this work.

CONCEPTUAL FRAMEWORK

This study integrated a model of professional development
with a method for assessing clinical performance to concep-
tualize the development of clinical judgment in emergency
nurses. Benner’s21 novice to expert model describes the pro-
gression of a nurse through 5 levels of proficiency: novice,
advanced beginner, competent, proficient, and expert. Suc-
cessful progression requires the nurse to develop clinical
judgment through the application of experience to current
situations. According to this model, a nurse typically will
achieve competency in their work after 2 to 3 years of expe-
rience and then continue to develop to the proficient level
with additional experience. Benner21 notes that not all
nurses will achieve the expert level, although some will
continue to progress to this level. The model posits that
for a nurse to advance their level of competence, mentorship
and guidance in the clinical setting are essential.21 This
model of progression emphasizes a development of critical
thinking that may be viewed through a lens of cognitive ac-
tivities described by Lasater.16

The LCJR was developed to assess the expression of
clinical judgment in nursing students by examining the 4
stages of noticing, interpreting, responding, and reflec-
tion.16 Although the true measurement of clinical judgment
may be confounded by the context of care, the nurse's back-
ground, and the nurse-patient relationship,2 observed clin-
ical judgment also reflects the base level intersection of
confidence, aptitude, skill, and experience11 in the emer-
gency nurse. Thus, to investigate expertise, the rubric was
applied to active emergency nurses of various levels of expe-
rience within a simulated ED assignment.

Methods

STUDY DESIGN

This pilot study used a descriptive, observational approach
to determine emergency nurse recognition of clinical cues
of deterioration and appropriate clinical care for simulated

patients in the simulation laboratory of the primary investi-
gator’s academic nursing institution. Emergency nurses
were assigned either 3 or 4 simulated patients and evaluated
through direct observation of the research team using the
LCJR and an experiment-specific task checklist.

SETTING

The simulation environment consisted of 4 rooms equipped
to appear like an emergency department with supply carts,
telemetry monitoring, and hospital bed. The telemetry
monitors were programmed to look like the monitors within
the local hospital. A nurse’s station was provided outside of
the simulation rooms with telemetry for remote monitoring
of the simulated patients. The environment is arranged
around a central observation room that includes audio-
visual monitoring equipment in each room and one-way
glass for visual observation.

SIMULATION DEVELOPMENT

The simulation was designed with recommended modifi-
cations to the National League for Nursing Jeffries Simula-
tion Framework to include 2 high-fidelity mannequins, 2
standardized patients,22 and a standardized family member
for the pediatric patient. Simulations were chosen from a
bank of validated simulation experiences provided through
the mannequin manufacturer.23-25 The scenario and
expected outcomes for each patient are described in
Table 1. A random subsample of nurses with <5 years
and all nurses with >5 years’ experience (n ¼ 11) received
a fourth patient to determine whether the addition of a
fourth patient produced an observable impact on emer-
gency nurse performance.

SCENARIO

Individual participants reported to the simulation labora-
tory to complete the study. Before the start, each received
a tour of the simulation space, orientation to the equip-
ment, the standardized patients, and high-fidelity simula-
tors. The scenario began with a nursing handoff report
for the 3 current patients. The initial patients in the sce-
nario included a pediatric patient being seen for an exacer-
bation of his asthma that was stable awaiting admission to
the floor (patient 1), a young adult with a severe headache
and elevated blood pressure with complete workup and
awaiting medication administration (patient 2), and a
new middle-aged patient with a complaint of recent-
onset chest pain (patient 3) (see Table 1). All participants
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received the same handoff report and were permitted to
choose their patient prioritization. Of note, the second pa-
tient had a blood pressure of 190/140 mm Hg and the
third patient had a blood pressure of 90/40 mm Hg,
both requiring immediate intervention.

At the 25-minute mark of the simulation, 11 partici-
pants received a fourth patient experiencing influenza
symptoms during the COVID-19 pandemic. Randomiza-

tion was completed before participants arriving to the
simulation using a digital randomization tool.26 The
fourth patient was added at random for participants hav-
ing <5 years’ experience. All members of the research
team participating in the simulation were masked to con-
dition until the 20th minute of the simulation. All nurses
with >5 years’ experience received the fourth patient to
ensure meaningful workload in the scenario. At

TABLE 1
Description of the simulation scenario

Patient Scenario Expected actions

Pediatric simulator
Mother at bedside: SP25

Asthma

Asthma exacerbation
Stable but wheezing slightly
Awaiting bed availability on floor
Vital signs:
� BP: 109/74 mm Hg
� HR: 126 bpm
� RR: 26 cpm
� O2 saturation: 90% on 100% face
mask

� Update provided to mother
� Respiratory assessment of patient
� Administration of methylPREDNIsolone

Young adult: SP23

Headache, elevated BP, stroke during
simulation

Headache
Elevated BP
Basic laboratory tests drawn
Awaiting CT results
Vital signs:
� BP: 190/140 mm Hg
� HR: 90s bpm
� RR: 24 cpm
� O2 saturation: 94% on RA

� Update patient
� Results of CT scan
� Treat BP
� Neurological assessment
� Treat headache

Middle-aged patient simulator24

New-onset chest pain
New-onset chest pain
7/10 pain
No significant history
No home medications
Cardiac workup/EKG orders
Vital signs:
� BP: 90s/50s mmHg
� HR: 130s bpm
� RR: 20s cpm
� O2 saturation: 93% on RA

� Cardiovascular assessment
� Obtain 12-lead EKG
� Initiate peripheral IV access
� Address patient BP
� Treat patient chest pain
� Address patient heart rate

Elderly patient: SP25

Influenza-like symptoms
New patient
Fever, cough, congestion
Very needy
Distracts staff
Vital signs:
� Real-time vital signs of SP
� Assess patient complaint
� Administer ordered medications
� Provide for needs of patient

BP, blood pressure; CT, computed tomography; SP, standardized patient; EKG, electrocardiogram; IV, intravenous; HR, heart rate; RR, respiratory rate; RA, room air.
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35 minutes, patient 2 developed a higher blood pressure,
became nonverbal, and demonstrated weakness on the left
side, necessitating lifesaving rescue. The simulation was
stopped when the participant recognized the deterioration
of patient 2 and called for additional support or at 10 mi-
nutes after the change in status. After the completion of
the simulation, a plus-delta method debriefing session27

was conducted by a trained member of the research
team, allowing for self-assessment of both positive feed-
back and discussion of areas of improvement for each
learner.

PARTICIPANTS

After approval of the institutional review board at the pri-
mary investigator’s academic institution, emergency nurses
were recruited from a community-based hospital in West
Alabama. For inclusion in this pilot study, participants
had to be a nurse actively practicing at the bedside in
the emergency department with <10 years of experience
and had completed the orientation process. Social media
posts were shared to Facebook, Twitter, and Instagram ac-
counts. Posts were made to ED group pages within the
West Alabama region to increase recruitment. Participants

were further recruited via word of mouth within the
ED units by members of the research team and other
participants for this pilot study. The sample size for this
pilot study was deemed sufficient to accomplish proof
of concept for this design given limitations arising from
the funding available to compensate participants and the
availability of emergency nurses local to the investigator’s
academic institution. Demographic data for the partici-
pants were collected for age, sex, years of experience in
emergency department, and degree.

VARIABLES

Data Collection

Outcome measures included (1) completed nursing assess-
ments, (2) stages of clinical judgment as scored by the
LCJR,16 and (3) completion of nursing tasks. Multimodal
data were collected through direct observation of nurses
engaged in the simulation, completion of the LCJR, an ex-
pected actions checklist, and discussion after simulation
with participants and among the researchers to clarify any
discrepancies. Informed consent and demographic data
were obtained from all participants. Observation was

TABLE 2
Scoring using Lasater model16 of clinical judgment: exemplary, 4; accomplished, 3; developing, 2; and beginning, 1

Category of clinical judgment 1 2 3 4 5 6 7 8 9 10 11 12 13 14* 15* 16* 17* 18*

Noticing
Focused observation 2 3 3 3 3 2 3 2 2 2 2 2 2 3 2 4 2 2
Recognizing deviation 1 3 3 3 3 1 3 1 1 1 1 1 1 2 1 4 1 1
Information seeking 2 3 3 3 3 2 2 3 1 1 1 2 1 3 1 4 1 2
Interpreting
Prioritizing data 1 3 3 3 3 1 3 1 1 1 1 1 1 2 1 4 2 1
Making sense of data 2 3 3 2 3 1 3 1 2 2 2 2 1 2 1 4 2 2
Responding
Calm, confident manner 3 4 3 3 4 3 3 3 3 3 3 3 3 3 3 4 4 3
Clear communication 3 4 4 3 4 3 3 3 3 3 3 3 3 4 4 4 4 4
Well-planned intervention 1 3 3 3 4 1 3 2 1 1 1 1 1 2 1 4 1 1
Being skillful 3 3 3 3 4 2 3 2 3 2 3 3 2 4 4 4 4 3
Reflecting
Self-analysis 3 3 3 3 3 3 3 3 3 2 3 3 2 3 2 4 2 3
Commitment to improve 4 4 4 4 4 4 4 4 4 3 4 4 3 4 3 4 4 4
Total score 25 36 35 34 38 23 34 25 24 21 24 25 20 32 23 44 27 26

* The second group of experienced nurses (columns 14-18).
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conducted by the lead investigator who is a certified EN and
a second investigator trained in emergency nursing. The
LCJR16 was completed for each participant and discussed
among the research team after each simulation. Although
no experimenters were blind to study aims, analyses used
objective performance criteria to reduce the impact of
observer bias.

Clinical Judgment Assessment Description

Stages of clinical judgment for the simulation was measured
using the LCJR (Table 2)16 to produce a numerical value.
Clinical judgment was scored by the first author while the
participant completed the simulation then discussed with
the participant during the debrief process. At the comple-
tion of the simulation, all members involved in conducting
the simulation discussed the results and achieved consensus
on the assigned score. Video recording of the simulation
allowed for members of the team to review video to resolve
any disagreements.

The standard scoring for the rubric evaluates nurses on
11 signs of clinical judgment on a scale of 1 (beginner), 2
(developing), 3 (proficient), and 4 (expert), corresponding
to total score indicators of 11 as a beginner (minimum
score), 22 as someone developing, 33 as the proficient
accomplishment of the criteria, and 44 as exemplary perfor-
mance (maximum score). Based on Benner’s21 novice to
expert model suggesting that a nurse achieves competency
after being on the job for 2 to 3 years, we would expect those
participants with <5 years’ experience to be progressing to-
ward proficient status and those with >5 years’ experience
to perform as proficient practitioners with some progressing
toward or achieving the expert level.

Task Completion

Task completion was measured using a checklist developed
and scored collaboratively by the research team through
direct observation of the simulation. The checklist encoded
17 critical actions required to achieve competent quality of
care for all patients. Scores are reported as percent of activ-
ities completed owing to differences between participants
in the number of patients they received. Accuracy of the
checklist was verified by discussing actions with the partic-
ipant during the debrief of the scenario after simulation
completion. Patient assessments were verified through
direct observation of each patient encounter and then
discussed at the completion of the simulation during the
debrief process.

ANALYSIS

All data were collected on paper, entered into spreadsheet
software, and transferred to SPSS version 27 (IBM,
Chicago, IL) software for analysis. Participants were placed
in groups based on their years of experience and assignment
to the fourth patient condition for t test comparison.
Descriptive data were analyzed for the participants.

Results

Participants (n ¼ 18) were primarily female (72%) with an
average age of 31.1 years (range: 21-43) and an average
emergency nurse experience of 3.5 years (range: 0.75-9).
All nurses held an Associate Degree in Nursing (ADN)
except for 3 nurses with >5 years’ experience who held a
Bachelor of Science in Nursing (BSN). See Table 3 for
full demographic data. All demographic questions were
asked using a free-response space to allow the participant
to provide their personally preferred descriptors, if any. De-
mographic data were collected for the purpose of ensuring a
sample representative of the workforce at the recruitment
site. No significant differences were noted based on demo-
graphic data or the addition of the fourth patient relating
to scores on the LCJR or task completion.

COMPLETED NURSING ASSESSMENTS

Nursing assessment completion was determined by direct
observation of the nurse interacting with the simulated pa-
tient and then discussed during the debrief session. Nursing
assessment was completed 44.6% of the time on the
assigned patients with 5 participants completing all required
assessments. Pediatric patient 1 was assessed by 8 of the 18
nurses (44%) with 5 completing the assessment who had
<5 years’ experience (38.4%) and 3 with >5 years’ experi-
ence (60%). Patient 2 (severe headache with elevated blood
pressure) was assessed by 5 nurses (27.8%) with 4 nurses
having <5 years’ experience (30.8%) and 1 with >5 years’
experience (20%) completing this assessment. The patient
with chest pain was assessed by 8 nurses with 6 nurses
with <5 years’ experience (46.2%) and 2 with >5 years’
(40%) completing the assessment. Of the participants
receiving the patient with influenza symptoms (n ¼ 11), 8
nurses completed the assessment consisting of 3 <5 years’
(50%) and all 5 with >5 years’ experience (100%). Total
assessments completed were 0 (n ¼ 5), 1 (n ¼ 6), 2
(n ¼ 1), 3 (n ¼ 3), and 4 (n ¼ 3), with 5 nurses assessing
all patients.
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CLINICAL JUDGMENT SCORES ACHIEVED

Total clinical judgment scores observed by the research team
for the simulation ranged from 20 to 44. Average scores for
the nurses with <5 years’ experience were 28 (SD ¼ 6.3)
and for the nurses with >5 years’ experience 30.4
(SD¼ 8.3). The scoring for participants during the simula-
tion is presented in Table 2. One participant completed the
simulation with an exemplary score, 6 achieved a score of
accomplishing the simulation, 9 scored as developing, and
2 scored in the beginning range.

Noticing

Average scores in the noticing category ranged from 1.3 to 4
across all participants. The mean score for noticing was 2.1
with a mean score of 2.1 for nurses with<5 years’ experience
and 2.2 for nurses having>5 years’ experience. Most nurses

(11 of 18) scored as beginners in the category of recognizing
deviation. When caring for the patient presenting with chest
pain, only 8 nurses appeared to notice the hypotensive state
of the patient before treating the patient with a nitrate.

Interpreting

Average scores for the interpreting category range from 1 to
4. The average across the participants was 1.97, with scores
of 1.92 for the nurses having <5 years’ experience and 2.1
for those having>5 years. Eight of the nurses with<5 years’
experience and 2 with >5 years scored as beginners in the
prioritizing data category of interpreting. When caring for
the patient presenting with chest pain, only 8 of the 18
nurses addressed the hypotensive state of the patient during
treatment indicating a lack of interpreting the patient need
before treatment.

TABLE 3
Demographics

Participant Age Sex Years of experience Degree

1 21 F 0.75 ADN
2 22 F 1 ADN
3 28 F 1 ADN
4 43 F 3 ADN
5 33 F 2 ADN
6 35 F 0.75 ADN
7 35 M 2.5 ADN
8 24 F 1 ADN
9 26 M 4 ADN
10 27 F 2 ADN
11 29 F 2 ADN
12 28 M 3 ADN
13 28 F 5 ADN
Mean 29.2 2.1
Nurses with <5-y experience above, >5-y experience below
14 40 F 6 BSN
15 39 F 9 BSN
16 37 F 8 ADN
17 33 M 7 BSN
18 32 M 5 ADN
Mean 36.2 7
Mean total 31.1 3.5

M, male; F, female; ADN, Associate Degree in Nursing; BSN, Bachelor of Science in Nursing.
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Responding

Average scores for the responding category range from 2.25
to 4. The average across the participants was 2.9, with
scores of 2.8 for the nurses having <5 years’ experience
and 3.3 for those with >5. Ten participants, 7 with <5
years and 3 with >5 years, scored as beginners in the
well-planned intervention category of responding. In
responding to the hypotensive state seen in the patient
presenting with chest pain, only 8 nurses treated the hypo-
tension in this patient.

Reflecting

Average scores for the reflecting category range from 2.5 to
4. The average across the participants was 3.3, with scores of
3.34 for the nurse having <5 years’ experience and 3.3 for
the nurse having>5 years. Four participants scored as devel-
oping in this category with none scoring as beginners. In
reflecting upon the care of the patient presenting with chest
pain, 10 nurses did not treat the hypotension in the patient
even after giving the nitrate and subsequent drop in blood
pressure related to the treatment.

COMPLETED NURSING TASKS

Patient care was measured through the completion percent-
age of the “expected actions” listed in Table 4. One nurse
with>5 years’ experience completed almost all the expected
actions for all patients. Task completion percentage ranged
from 59% to 88% of the task with an average of 69% of the
tasks being successfully completed. Among the nurses with
<5 years’ experience, 68% of tasks were completed whereas
73% of the expected tasks were completed by those nurses
with>5. Among the nurses with a BSN, 68.7% of the tasks
were completed whereas the ADN nurses accomplished
69.5% of the tasks. Task completion for each patient can
be found in Table 5.

Discussion

The purpose of this study was to investigate clinical judgment
in a sample of emergency nurses with varying levels of educa-
tion and experience as they engaged a complex quality of care
task in a simulated learning environment representative of the
emergency setting. In response to higher proficiency and

TABLE 4
Expected action completion percentage

Expected actions 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18

Pediatric patient Update mother X X X X X X X X X X X X X X X X X X
Assessment X X X X X X X X
Medication X X X X X X X X X

Migraine patient Update patient X X X X X X X X X X X X X X X
Assessment X X X X X
Review CT X X X X X X X X X X X X X X X X X X
Treat blood pressure X X X X X X X X X X X X X X
Treat headache X X X X X X X

Chest pain patient Assessment X X X X X X X X
EKG X X X X X X X X X X X X X X X X X X
IV access X X X X X X X X X X X X X X X X X X
Treat blood pressure X X X X X X X
Treat chest pain X X X X X X X X X X X X X X X X X X
Address heart rate X X X X X X X X X X X X

Influenza symptoms Assessment X NA NA NA NA X NA NA NA X X X X X X
Medication X NA NA NA NA X X NA NA NA X X
Needs X X NA NA NA NA X X NA NA NA X X X X X X

Percent 59 82 71 64 79 64 82 59 65 59 64 71 65 76 65 88 65 71

CT, computed tomography; EKG, electrocardiogram; IV, intravenous.
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clinical effectiveness, the addition of the fourth patient,
increasing the patient ratio to 4:1, was expected to increase
theworkload for the nurse participants and affect clinical effec-
tiveness, but it did not have a significant effect on the out-
comes. It is hypothesized by the research team that this
increased patient load did not affect the participants as ex-
pected owing to the patient ratio being lower than the nurses
experience on their unit, familiarizing them with incomplete
execution of standard-of-care activities.

To investigate lower levels of observed clinical judg-
ment, we used a standard simulation in this study with
outcome measures including (1) complete nursing assess-
ments, (2) completion of nursing tasks, and (3) clinical
judgment stage as scored by the LCJR. The simulation
was representative of a typical assignment in the emer-
gency setting. Results of the analysis demonstrate that
participant nurses completed an average of 44.6% of ex-
pected nursing assessments and 69% of expected tasks
in the simulation. Participants with<5 years of experience
scored an average of 28.0 (SD ¼ 6.3) and nurses with >5
years’ experience scored an average of 30.4 (SD ¼ 8.3) on
the LCJR. Of the 18 participants, most performed in the
developing range or below. Specifically of concern, based
on the framework presented by Burke et al9 of recog-
nizing, relaying, and reacting to the condition of patient
3 who was experiencing chest pain, a failure to rescue
occurred in 11 participants. Most of the participants failed
to recognize or treat the low blood pressure before admin-
istering the nitrate.

Overall, our findings indicate that a normally assigned
patient load was not associated with expected differences in
level of clinical judgment given nurse education and experi-
ence, but gravely, this was caused by pervasive deficits in all
areas of the clinical judgment framework described by
Lasater11 and Tanner.2

COMPLETED NURSING ASSESSMENTS

An appropriately focused assessment (noticing) is funda-
mental to effective clinical judgment28 and is the basis for
making quality decisions involving patient care.29 In this
study, only 44.6% of the required assessments were
completed with only 5 nurses completing assessment on
all their simulated patients. A nurse is unable to notice,
interpret, respond appropriately, and reflect on patient
care2 without an assessment. This lack of assessment and
ability to practice sound clinical reasoning leads to failure
to rescue5 as seen with both patient 3 (chest pain) and pa-
tient 2 (headache and elevated blood pressure).

Clinical judgment2,9 remains vital in reducing failure to
rescue and medical and nursing errors. Competent patient
assessment is critical for all nurses30 and must be completed
on all emergency patients; however, assessment is easily
missed when the emergency nurse is performing in crisis
mode.31 It is possible that this problem originates in the
initial training of nurses. Hughes et al32 report that 44%
of nursing faculty in the study reported student perfor-
mances that received failing grades yet nevertheless reported
passing those students. This was reported both as a function
of lack of time in the clinical area to fully assess students and
of coercive or disruptive student behaviors. This lack of
preparation of the new graduate nurse places a heavy burden
on the clinical agency to develop new graduate nurses to a
level of fundamental competence in the complex environ-
ment of the emergency department.

CLINICAL JUDGMENT

Participants of this study were hypothesized to fall into the
beginning, developing, accomplished, and exemplary levels
of Benner’s novice to expert model21 based on their
experience in nursing. In this study, participants scored
below their expected level of clinical judgment with a
higher-than-expected percentage of participants scoring as
beginning within each component of the LCJR given the
experience of the sample.

This simulation demonstrated a breakdown in the
noticing phase of clinical judgment represented best by
the low completion rate of patient assessments.When caring
for patient 3 experiencing chest pain, only 44% (6 nurses
with <5 years’ and 2 nurses with >5 years) noticed the
low blood pressure during their assessment. Doing some-
what better at interpreting, most knew that the standard
treatment for patients experiencing chest pain is to admin-
ister nitrates and selected analgesia,33 which often causes a
decrease in blood pressure in patients who are hypoten-
sive.34,35 The need to treat the blood pressure before admin-
istering the nitroglycerin was noted by 6 of the nurses
having <5 years’ experience and 3 of the nurses with 5 to
10 years’ experience. For responding, 5 nurses with <5
years’ and 1 nurse with 5 to 10 years’ experience addressed
the blood pressure by obtaining an order for a fluid bolus
before the administration of the nitroglycerin. The nurse
who did not treat the blood pressure before administering
nitroglycerin noted the need to intervene after giving the
medication and responded by obtaining an order for a fluid
bolus after. The eighth nurse who noticed the low blood
pressure decided not to administer the medication at all
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TABLE 5
Task completion for simulation results

Patient Scenario Completion

Pediatric simulator
Mother at bedside: SP
Asthma

Asthma exacerbation
Stable but wheezing slightly
Awaiting bed availability on
floor.

Vital signs:
� BP: 109/74 mm Hg
� HR: 126 bpm
� RR: 26 cpm
� O2 saturation: 9% on 100%
face mask

� All updated the mother.
� 8 completed the assessment.
� 9 administered the ordered medication.

Young adult: SP
headache, elevated BP,
stroke during simulation

Headache
Elevated BP
Basic laboratory tests drawn
Awaiting CT results
Vital signs:
� BP: 190/140 mm Hg
� HR: 90s bpm
� RR: 24 cpm
� O2 saturation: 94% on RA

� 15 nurses updated the patient.
� All reviewed the CT results.

� 14 treated the high BP, and 7 treated the headache.
� Of those treating the BP, only 6 nurses with less than

5-y experience and 3 nurses with more than 5-y
experience treated the BP within the first 10 min of the
simulation.

� A neurologic assessment was completed by 3 participants
across both groups.

� 1 nurse performed a National Institutes of Health
stroke scale assessment.

Middle-aged patient
simulator

New-onset chest pain

New-onset chest pain
7/10 pain
No significant history
No home medications
Cardiac workup/EKG orders
Vital signs:
� BP: 90s/50s mm Hg
� HR: 130s bpm
� RR: 20s com
� O2 saturation: 93% on RA

� 8 participants completed the assessment.
� 7 treated the low BP.
� 12 addressed the high heart rate.
� All participants started the IV, obtained an EKG, and
provided treatment for the chest pain.

� 7 nurses with<5 y and 4 nurses with>5 y gave the patient
with chest pain nitroglycerin without correcting the BP
(90/50).

� With the administration of the first nitroglycerin the
BP was lowered to 84/46, yet 4 nurses (3< 5 y, 1> 5 y)
gave the second nitroglycerin and metoprolol without
correcting the BP despite the decrease related to
treatment.

� 1 nurse (<5 y) administered morphine to the patient with
chest pain without an order for the medication.

Elderly patient – SP
Influenza-like symptoms

New patient
Fever, cough, congestion
Very needy
Distracts staff
Real-time vital signs of SP

� 8 completed the assessment.
� 5 provided the ordered medication.
� 10 provided for the patient’s needs.

SP, standardized patient; EKG, electrocardiogram; BP, blood pressure; HR, heart rate; RR, respiratory rate; RA, room air.
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andmoved to the next patient without effective treatment of
the chest pain.

The lack of noticing the low blood pressure by the
nurses led to the inability to engage in successful interpret-
ing of the abnormal parameter, also leading to inappro-
priate responding to the patient crisis. Without
completing an assessment, 7 less experienced and 3 more
experienced nurses treated the patient and administered
the nitroglycerin. A lack of reflecting through reassessment
of the patient led 4 nurses to give a second nitroglycerin
and metoprolol, resulting in further hypotension. One
nurse proceeded to erroneously administer morphine to
the patient without an order for the medication. A shift
in practice occurred away from clinical judgment while car-
ing for this patient to incorrect task performance. Across
participants, there was a concerning pattern of failure to
assess the patient condition and inconsistencies in applica-
tion of assessment data.

Experience and expertise in nursing are often seen as the
same but should not be used interchangeably.36 Experience
did not translate to higher levels of clinical judgment for this
observed simulation when assessed using the LCJR.11 Based
on Benner’s21 novice to expert model, it was expected that
the more experienced nurses would have all demonstrated
proficient clinical competence levels, yet 80% of the more
experienced participants scored in the developing stage.
This is corroborated by previous research that reported
that in a medical-surgical unit even the experienced nurses
demonstrated poor clinical judgment.37 Of concern in this
area is the finding from our study that when faced with the
complex workload typical of an ED assignment, the focus
changed from using clinical reasoning to task completion,
leading to errors in treatment and failure to rescue.38-40

The question remains of the importance of experience
in clinical judgment beyond competence as a practitioner.37

Fero et al41 examined the performance of nurses’ clinical
judgment and reported no difference between new graduate
nurses and those with <10 years’ experience. Clinical judg-
ment skills were not influenced by years of experience in
intensive care unit or medical-surgical nurses.37 Further
research is needed to examine the relationship between years
of experience and clinical judgment specific to emergency
nurses.

The development of nursing expertise is influenced by
education in theory and practical knowledge,42 and profes-
sional values43 that can be applied to actual situations but no
difference in clinical judgment was seen between ADN- and
BSN-prepared nurses. Beyond the initial education of a
nurse, mentorship and training are critical in the develop-
ment of clinical judgment.21,44,45 Given the high rate of
turnover currently being experienced in nursing,46 the

ability to place new graduates with experienced nurses to
develop clinical judgment can be difficult.

COMPLETED NURSING TASKS

Nurse workload has been associated with negative patient
outcomes, often based on the omission of care needed for
a patient.47 In our observed simulation, we found indica-
tions that given the typical workload of the emergency
department, nurses tend to become a “machine,” rather
than applying sound clinical judgment,38 which leads to
missing vital steps in patient care. A nurse who feels over-
loaded at work is more likely to have an error in patient
care4 as attention shifts to task completion rather than the
application of clinical judgment and reasoning to the situa-
tion.40 The participant that missed the stroke stated, “[I
was] overwhelmed by the simulation. My focus was on
the chest-pain patient, because they needed the most things
done.” Such a focus on task completion during multitasking
has shown to be a risk to patient safety.39

A focus on task completion rather than assessment can
result in even typical workloads contributing to failure to
rescue. This was noted specifically in the care of our simu-
lated patient with chest pain where lack of assessment,
lack of interpretation, and lack of response created a situa-
tion in which the simulated patient deteriorated. Failure
to rescue has previously been explained as being caused by
inattentional blindness or the inability to notice a change,
because it is unexpected even among expert practi-
tioners.48,49 Failure to rescue has been linked to the work-
load of emergency nurses50 and is of great concern in the
emergency department. In this study, we assumed that expe-
rience improves clinical judgment as a function of exposure
to paradigm cases as described by Benner,21 but this is not
what was observed. Again, the causes of the repeated failure
to rescue in this study seem to be linked less to the workload
and more to a lack of assessment and interpretive skills.

Limitations

The study had important limitations. This was a self-
selecting group of emergency nurses from the 1 regional
medical center, limited to a small sample, academic prepara-
tion lacking diversity, and a single work environment.
Although this sample was representative of nurses employed
at this hospital, it did not provide a sample with adequate
size and diversity to determine whether clinical judgment
or task completion was influenced by the education level
of the participants. Although not generalizable to all
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emergency nurses, these results contribute to a growing
body of knowledge emphasizing the importance of emer-
gency nurse workload and training on patient outcomes.

Implications for Emergency Nurses

Emergency nurses are routinely under a heavy workload,
simultaneously caring for multiple patients, including
some who are critically ill. The observed clinical judgment
during this simulation was much lower than expected. It
cannot be assumed that years of experience in the emer-
gency setting alone translate to higher levels of clinical
judgment. Educators and unit leadership might better
align the resources of the department and hospital to sup-
port the success of the emergency nurses via continuing ed-
ucation, simulated practice, and evaluation of clinical
judgment rather than isolated tasks or “skills” to provide
for patient needs. Surge policies and means to decompress
the emergency department are critical in allowing the
emergency nurse to be able to take the time to assess and
manage each patient rather than forcing a focus on task
completion.

Conclusions

Emergency nurses are constantly under a heavy workload,
simultaneously caring for multiple critically ill patients.
The observed clinical judgment during this simulation
was much lower than expected with even the experienced
nurses scoring in the developing stage of LCJR. It cannot
be assumed that years of experience alone translates to
higher levels of clinical judgment in the emergency depart-
ment. Given the cognitive and practice demands placed on
the emergency nurse, it also cannot be assumed that all
nurses have clinical judgment capacity related to their expe-
rience or educational levels when caring for their patients.
Along with continuing education, the priority of unit lead-
ership might be to limit nursing workload, allowing the
emergency nurse to develop and use sound clinical judg-
ment rather than forcing a focus on task completion.

Education for the emergency nurse also must focus
on developing and enhancing clinical judgment. This
means that unit educators should continue to evaluate
nurses with simulation-based learning experiences to
identify gaps in clinical reasoning after their formal edu-
cation completes and remediate appropriately. These au-
thors recommend that further research be conducted
using larger samples and multiple sites to determine

whether our findings are representative of contemporary
nursing practice in more than one setting.
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USING COMIC-BASED CONCUSSION DISCHARGE

INSTRUCTIONS TO ADDRESS CAREGIVER HEALTH

LITERACY IN THE EMERGENCY DEPARTMENT
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Contribution to Emergency Nursing Practice

� Comic-based discharge instructions may be more effec-
tive than the traditional text-based discharge instruc-
tions in improving the caregivers’ recall of concussion
discharge instructions.

� Clinicians are encouraged to explore a variety of re-
sources, such as infographics, to maximize the delivery
of high-quality discharge instructions for families of
varying health literacy.

� Identifying social determinants of health and addressing
health literacy is critical to effective delivery of discharge
instructions to families in the emergency department.

Abstract

Introduction: This study compared the effectiveness of comic-
based with text-based concussion discharge instructions on
improving caregiver knowledge. This study also examined the
role of social determinants of health on comprehension instructions.

Methods: This was an observational study of the caregivers
of pediatric concussion patients. Caregivers' health literacy
and demographics related socioeconomic factors were
obtained. After the patients’ evaluation in the emergency
department, caregivers were given printed comic-based concus-
sion discharge instructions. Caregivers were contacted 3 days
later and tested overall knowledge of discharge instructions’
content. These survey results were compared with historical
controls who received text-based instructions.

Results: A total of 120 participants were recruited, and 86
participants completed follow-up procedures. When comparing
the caregivers’ recall ability with a comic-based vs traditional
text-based instructions, caregivers with comic-based content
were more likely to accurately recall overall discharge instruc-
tions (77.5% vs 44%, P < .001), particularly physical rest and
activity restrictions (86.5% vs 63%, P < .001). Caregivers
also were less likely to misidentify a red flag symptom (7.5%
vs 19%, P < .04). Comic-based instructions did not increase
recall of cognitive rest instructions or postconcussive symp-
toms. When examining demographic factors, caregivers who
could not recall 3 postconcussive symptoms were more likely
to be Hispanic or Black, less likely to be college educated,
and more likely to have low health literacy.

Discussion: Novel methods should be explored to adequately
prepare caregivers for continuing postconcussive care at home.
Discharge instructions must be tailored to address caregivers’
baseline health literacy and how caregivers digest and retain
information.

Key words: Comic; Concussion; Discharge instructions; Health
literacy; Pediatric emergency department

Introduction

It is estimated that nearly 2 million cases of pediatric mild
traumatic brain injury (mTBI) (also known as concussion)
occur annually in pediatric patients at the age of <_18 years
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in the United States.1,2 The initial acute care visit (eg, emer-
gency department or urgent care) is often the only point of
care for pediatric patients with mTBI. Traditionally, man-
agement of suspected mTBI in the acute care setting has pri-
marily focused on identifying patients at risk of intracranial
injury and passively recommending symptom monitoring,
activity restriction, and follow-up for patients with
prolonged symptoms.2-5 Patients and families then must
independently navigate the health care and school systems
to chart their path to recovery from injury. However, this
approach has led to disparities in mTBI care and clinical
outcomes, with some studies demonstrating that <50%
of youth initially seen in the emergency department seek
follow-up care, regardless of specialty.6,7

Keeping in mind that the initial acute care visit may be
the only point-of-care contact for a pediatric patient with
mTBI, it is prudent that content management and delivery
are adherent to the Centers for Disease Control and Preven-
tion (CDC) best practices to optimize addressing these dis-
parities. CDC recommends that health care providers give
patients and their families with comprehensive discharge in-
structions about common postconcussive symptoms and
symptoms indicative of more severe injury, colloquially
known as “red flag” symptoms within the medical commu-
nity.8 In the ED setting, pertinent information is typically
conveyed by physicians and nurses via verbal communica-
tion with a printed set of text-based discharge instructions
for the family. Evidenced-based guidelines for discharge in-
structions allow physicians to maximize the effectiveness of
their communication with patients and their families
regarding their diagnosis. However, regardless of the accu-
racy and quality of the information contained within
discharge instructions, their effectiveness may be limited
by method of delivery, the health literacy of those receiving
instructions, or the socioeconomic disparities affecting those
receiving instructions.9

Several studies have demonstrated that approximately
one-half of all parents who present to emergency depart-
ments have a low baseline health literacy.10 Unsurprisingly,
this also affects parents’ ability to retain information and
recall the appropriate interventions for overall recovery
and worsening conditions during the discharge process.11,12

Despite current best efforts to improve the process, our
recent study of caregivers of patients with mTBI demon-
strated that nearly 20% of caregivers given text-based
discharge instructions failed to identify at least 3 common
postconcussive symptoms, and 19% falsely identified a red
flag symptom (eg, facial droop, slurred speech, seizure,
coma) as a common postconcussive symptom.13 Given
these findings, it is imperative to consider alternative
ways to deliver discharge instructions to address low health

literacy in caregivers and explore any potential variables that
contribute to poor retention.

Several studies have explored the feasibility of novel and
alternative methods for delivering discharge content that is
easily digestible for families.14-20 However, very few
studies to date have assessed the effectiveness of these
alternative methods as adequate tools to directly address
the problem of information delivery and retention to low
health literacy populations, especially caregivers in the
context of pediatric concussions. The purpose of this
study was to evaluate the effectiveness of comic-based
concussion discharge instructions compared with traditional
text format discharge instructions in improving caregivers’
knowledge of pediatric mTBI in relation to their child’s cur-
rent condition, recovery, and ability to successfully recall
common and “red flag” concussion symptoms. This study
also analyzed any additional demographic factors (such as
race/ethnicity, sex/gender, education, and level of health lit-
eracy) that may have been associated in the comprehension
of concussion discharge instructions to determine whether
comic-based discharge instructions are more or less effective
as a vehicle for discharge delivery in families with potential
health care disparities.

Methods

This was an observational study of the parents or guardians of
patients treated in the emergency department for mTBI. The
study occurred within the emergency department of Chil-
dren’s Wisconsin, a tertiary care center. Participants included
in the study were caregivers of patients aged 6 to18 years who
were evaluated and diagnosed as having mTBI, as defined by
the criteria set in the Acute Concussion Evaluation form
(which has been endorsed by the CDC as a standardized
tool to evaluate for mTBI). Exclusion criteria included pa-
tients being admitted, non-English speaking families, and pa-
tients without a legal guardian present. After informed
consent, the caregivers’ baseline health literacy was assessed
by administering the Newest Vital Sign (NVS), a validated
tool for assessing health literacy. NVS scores of 0 to 3 of 6
were considered low health literacy, and scores of 4 to 6
were considered adequate health literacy. After this assess-
ment, caregivers also were asked to complete a demographic
survey that evaluated different socioeconomic factors. After
the survey was completed, caregivers were finally given a
handout of concussion discharge instructions in a comic
format (see Figure 1). Verbal instruction was given as part
of usual care at the time of discharge. Research assistants
observed the ED discharge instruction process, and key
points were recorded using a discharge content checklist.
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FIGURE 1

Sample of the discharge instructions in comic format. ER, emergency room; HRS, hours.
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Caregivers then were contacted 3 days after the patient’s
discharge from the emergency department and asked to
complete a follow-up survey via a phone call. The survey
was divided into 2 sections; “Content Questions” tested
caregivers on their ability to correctly recall the information
from comic-based vs text-based discharge instructions
(which served as a metric for comparison of retention rate
with each set of discharge instructions). “Readability Ques-
tions” assessed the caregivers’ response to how well orga-
nized and understandable the discharge instructions were
in a comic-based format vs a text-based format. The survey
responses from the “Content Questions” section were
scored based on the number of correct answers.

Results of the current sample who received comic-based
discharge instructions were then historical controls from our
recent study in which recall was assessed for text-based
discharge instructions and usual care verbal instructions.13

“Readability Questions” also were scored to compare the
understandability of comic-based and text-based discharge
instructions using the Patient Education Materials Assess-
ment Tool for printable materials (see Table 1).21 The Pa-
tient Education Materials Assessment Tool is a systematic
method to evaluate and compare printed patient education
materials based on whether patients will be able to under-
stand (understandability score) and act on information
(actionability score). The significance of both results were
analyzed using a chi-square test of independence and 2-
sample unpaired t tests as the standard statistical methods
of analysis (with significance set as P< .05). Significant cor-
relations among the caregivers’ demographic information

(such as race/ethnicity, baseline health literacy, education,
and socioeconomic status) and their recall ability of
discharge instructions also were analyzed using the same
methods.

Results

A total of 120 participants were recruited in the emergency
department to receive comic-based discharge instructions,
and 86 participants successfully completed the follow-up
survey. Demographic data on caregivers are as follows (see
Table 2): 77.9% were female, 20.9% self-identified as
Black, and 15.1% were Hispanic. The median age was
39.5 years, 44.2% were college graduates, and 52.3% re-
ported a household income>$40,000/year. Overall average
score was 4.69 on the NVS test with 17.5% of caregivers’
scores suggesting low health literacy.

After being provided comic-based discharge instruc-
tions, 77.5% of caregivers recalled overall recommendations
for postconcussive management, with 86.5% being able to
recall physical rest and activity restrictions and 38.8% being
able to recall cognitive rest, such as school restrictions; 70%
successfully recalled 3 postconcussive symptoms. At the
same time, 30% could not name 3 of these symptoms (15
caregivers could not recall 2 or more postconcussive symp-
toms; 3 caregivers reported other symptoms not listed in
the discharge instructions such as neck, back, or chest
pain; and 2 caregivers named unusual symptoms, such as
“seeing the color orange.”). Moreover, 7.5% of caregivers

TABLE 1
Difference in discharge instructions as assessed using the PEMAT-P materials

PEMAT-P Text based Comic based

Understandability score 52.9% 88.2%
Key differences:

� Layout: uses visual cues to draw attention to key points N Y
� Visual aids: make content more easily understood N Y
� Visual aids: reinforce rather than distract from the content N/A Y
� Visual aids: clear titles and captions N/A Y
� Visual aids: illustrations clear and uncluttered N/A Y
� Visual aids: uses simple tables N/A Y

Actionability score 42.8% 71.4%
Key differences:

� Uses the charts, graphs, tables, or diagrams to take actions N Y
� Uses visual aids whenever they could make it easier to act N Y

PEMAT-P, Patient Education Materials Assessment Tool for printed; N/A, not available; N, no; Y, yes.
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misidentified a red flag symptom as a common postconcus-
sive symptom, with the most common misidentification be-
ing seizures, slurred speech, and not being able to wake up/
blacking out.

When examining demographic factors, caregivers who
could not recall 3 postconcussive symptoms were more
likely to be Hispanic or Black (55.6% vs 23.1%, c2 ¼
5.31, P < .03), less likely to be college educated (66.7%
vs 84.6%; c2 ¼ 9.71, P < .05) (see Figure 3), and more
likely to have low health literacy (3.83 vs 5.14, P < .01)
(see Figure 4). Misidentification of red flag symptoms

was not associated with health literacy level or any
demographic factors. There was no statistical difference
between gender and recall ability (c2 ¼ .62, P ¼ .43).
When comparing successful recall of postconcussive symp-
tom and the caregivers’ NVS scores, those who could
successfully recall discharge instructions were significantly
more likely to have higher NVS scores (4.95 [SD ¼ 1.47],
95% confidence interval 4.55-5.34) than those who could
not recall the discharge instructions (4.12 [SD ¼ 1.94],
95% confidence interval 3.32-4.92, t [78] ¼ 2.11,
P ¼ .02) (see Fig. 4).

When comparing the results of caregivers’ ability to
recall discharge instructions in a comic-based format
(n¼ 86) vs a traditional text format (n¼ 99) from the pre-
vious study,13 caregivers who received comic-based
discharge instructions were more likely to accurately recall
overall discharge instructions than those with a traditional
text format (77.5% vs 44%, c2 ¼ 20.03, P< .001), partic-
ularly with information about physical rest and activity
restrictions (86.5% vs 63%, c2 ¼ 12.58, P < .001) (see
Figure 2). Interestingly, comic-based discharge instruc-
tions had no effect on the caregivers’ recall of cognitive
rest instructions (38.8% vs 40%, c2 ¼ .05, P ¼ .82)
or postconcussive symptoms (70% vs 80%, c2 ¼ 3.75,
P ¼ .05) than text-based instructions. However, caregivers
with the comic-based discharge instructions were less likely
to misidentify red flag symptoms (7.5% vs 19%, c2¼ 5.02,
P ¼ .03) than caregivers with text instructions.

Discussion

Although the discharge process in the emergency depart-
ment has evolved to include print-out instructions to rein-
force supportive care instructions and return precautions
for parents and guardians, current studies show that a phys-
ical copy of text-based instructions alone is not enough, and
alternative methods (such as a visual aid) may be required to
supplement or even replace the current discharge process.
Although previous studies have explored the ease of access
and usability of alternative methods, this study demon-
strated that an alternative visual aid supplement in the
form of a comic-based format seemed to better enhance
memory retention of the discharge instruction contents
than the traditional text-based format only. Even if overall
retention and recall of information decline over time, the
comic-based instructions still demonstrated some retention
of pertinent information, such as red flag symptoms, more
effectively than text-based instructions alone. Investigators
have developed alternative means to communicate concus-
sion information and guide recovery using web-based15-17

TABLE 2
Caregiver demographics

Caregiver demographic % (n) / median
(IQR)

Gender, % (n)
� Female 77.9 (67)

Age, median (IQR) 39.5 (35-45)
Race, % (n)

� Black 20.9 (18)
� White 70.9 (61)
� Asian 0 (0)
� Native American 1.2 (1)
� Pacific Islander 1.2 (1)

Ethnicity, % (n)
� Hispanic 15.1 (13)

Educational level, % (n)
� 8 grade or less 1.2 (1)
� Some high school 3.4 (3)
� High school 16.2 (14)
� Some college 34.8 (30)
� College 20.9 (18)
� Advanced degree 23.3 (20)

Insurance, % (n)
� Private 66.3 (57)
� Public 36.0 (31)
� Self-pay 1.2 (1)

Household income, % (n)
� <$20,000 7 (6)
� $20,000-$30,000 11.6 (10)
� $30,000-$40,000 14.0 (12)
� >$40,000 52.3 (45)

Health literacy, median (IQR) 5 (4-6)
� Low literacy (NVS <3), % (n)17.4 (15)

IQR, interquartile range; NVS, Newest Vital Sign.

240 JOURNAL OF EMERGENCY NURSING VOLUME 49 � ISSUE 2 March 2023

RESEARCH/Pham et al



or smartphone applications.18-20 These novel approaches
may offer promise to improve concussion education and
management, but need to be studied to ensure they are
accessible for patients with low health literacy.

This study also highlighted potential racial and socio-
economic disparities that may be correlated to the care-
givers’ ability to recall the contents of the discharge
instructions. We found that Black and Hispanic caregivers
were approximately twice as likely as white caregivers to

demonstrate unsuccessful recall of discharge contents in
this study, supporting the growing evidence of racial dispar-
ities in health care. Education level and baseline health liter-
acy seemed to influence the caregivers’ ability to understand
and recall discharge instructions. Although the role of
socioeconomic factors and health literacy is complex, it is
nonetheless essential to acknowledge that they contribute
to health care disparities that providers must address to
achieve equitable care for all.

FIGURE 2

This figure compares the caregivers’ recall of discharge contents with comic vs text instructions. Caregivers who received comic-based discharge instructions were significantly
more likely to successfully recall overall discharge instructions (77.5% vs 44%, c2¼ 20.03, P< .001) than caregivers who received text-based discharge instructions, particularly
with physical rest and activity restrictions (86.5% vs 63%, c2¼ 12.58, P< .001). Caregivers with comic-based discharge instructions also were less likely to misidentify a red flag
symptom (7.5% vs 19%, c2¼ 5.02, P¼ .03). Comic-based discharge instructions had no significant effect on the caregivers’ recall of cognitive rest instructions (38.75% vs 40%,
c2 ¼ .05, P ¼ .82) or common postconcussive symptoms (70% vs 80%, c2 ¼ 3.75, P ¼ .05) compared with text-based discharge instructions.

FIGURE 3

This figure compares the caregivers’ ability to recall 3 postconcussive symptoms based on completed education level. Caregivers with higher levels of education were more likely to
successfully recall contents from the discharge instructions comparedwith those with lower levels of education (c2¼ 9.71, P¼ .0456). GED,General EducationalDevelopment Test;
PCS, postconcussive symptom.
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Limitations

This study had several limitations. One of 3 of subjects was
lost to follow-up. In addition, subjects were historical con-
trols for whom health literacy, education, and household
income were not available. Therefore, we could not assess
whether comic-based instructions were better for patients
with low health literacy. Further research is necessary to
understand the relationship among socioeconomic factors,
health literacy, and the best approach to address this health
inequity.

Implications for Emergency Nursing

Several alternative methods, such as video instructions,
phone applications, and web-based content, have been
introduced as options to deliver high-quality discharge in-
structions to families in the emergency department effec-
tively. However, their effects on improving recall with
discharge instructions have yet to be thoroughly explored.
This study highlights the efficacy of visual aids, such as a
comic-based format, as an appropriate alternative method
that nurses can use to improve memory retention for
concussion care recommendations before discharge from
the emergency department and to address the families’ un-
derstanding of symptoms and treatment of patients with
mTBI. Regardless of the methods selected, nurses are highly
encouraged to use a multimodal approach (such as text in-
structions with a supplemental visual aid and verbal rein-
forcement) to maximize the delivery of discharge
instructions to families caring for patients with mTBI owing

to the importance of postconcussive care and follow-up in
overall recovery. In addition to delivering discharge con-
tents, nurses should be aware of any social determinants
of health that could influence the caregivers’ ability to digest
and recall discharge instructions.

Conclusion

Addressing health literacy is critical to providing appropriate
discharge education and improving postconcussive care. A
visual supplement, such as a comic-based format, incorpo-
rated into discharge instructions can improve memory
retention of discharge content in families caring for patients
with mTBI. This can serve as one of many methods to help
reduce the burden of concussions for families discharged
from the emergency department and may help address social
determinants of health affecting caregivers understanding.
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PERSPECTIVE OF EMERGENCY PEDIATRIC NURSES

TRIAGING PEDIATRIC PATIENTS IN THE EMERGENCY

DEPARTMENT: A PHENOMENOGRAPHIC STUDY
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Contribution to Emergency Nursing Practice

� Most pediatric patient data are provided by parents.
Hence, pediatric emergency nurses need specialized
clinical knowledge and skills for gathering information.

� The main findings of this study are that pediatric emer-
gency nurses triage patients by using an integrated
approach with structured triage system guidelines, their
level of competencies, and the available ED resources.

� Our key implication for emergency nursing practice is
that a better understanding of pediatric emergency
nurses’ cognitive structures may promote the develop-
ment of an improved and more competent pediatric
triage system.

Abstract

Introduction: Triage, a process to determine illness severity,
is implemented by emergency nurses to prioritize treatment and
provide care for a maximum number of patients using limited
resources. The competency of emergency nurses and a highly
reliable triage are crucial for the provision of emergency care.

Pediatric patients are different from adult patients in certain as-
pects, such as growth-phase characteristics, communication
ability, and the onset of disease; these aspects often pose chal-
lenges during their primary triage. This study explored how
emergency nurses triage pediatric patients using the Korean
Triage and Acuity Scale.

Methods: Eleven emergency nurses (N ¼ 11) working in the
pediatric emergency department of a university hospital in
Seoul, South Korea, were recruited using purposive sampling
methods. Phenomenography was used to investigate the strate-
gies by which these nurses use the Korean Triage and Acuity
Scale to triage pediatric patients.

Results: The findings comprised 2 descriptive categories: 6 ap-
proaches on how to triage patients (categories of how) and 3 stra-
tegies (categories of what) used by pediatric emergency nurses to
triage pediatric patients with the Korean Triage and Acuity Scale.

Discussion: The experience and proficiency of emergency
nurses are essential factors for the effective triage of pediatric
patients. Our findings qualitatively elucidate different ways of
understanding pediatric triage and indicate the need for pediat-
ric triage education programs.

Key words: Emergency nursing; Phenomenography; Triage;
Qualitative research

Introduction

Triage aims to prioritize and categorize patients visiting the
emergency department for the provision of first aid and
emergency treatment.1,2 The triage system appears in
many formalized systems worldwide. The Australian Triage
Scale, Canadian Triage and Acuity Scale, Emergency
Severity Index, Manchester Triage Scale, and South African
Triage Scale are representative of international triage scales.3

In Korea, the Canadian Triage and Acuity Scale-based
Korean Triage and Acuity Scale (KTAS) is currently used.4

The KTAS triages patients in the emergency depart-
ment based on symptomatic evaluation. The emergency

Ji Ae Yoon is a Nurse, Department of Nursing, Seoul National University
Hospital, Seoul, South Korea. ORCID identifier: https://orcid.org/0000-
0001-5654-2296.

Boo Hyo Park is a Nurse, Department of Nursing, Korea University Guro
Hospital, Seoul, South Korea. ORCID identifier: https://orcid.org/0000-
0002-1453-202X.

Sung Ok Chang is Professor, College of Nursing, and BK21 FOUR R and E
Center for Learning Health Systems, Korea University, Seoul, South Korea.
ORCID identifier: https://orcid.org/0000-0003-2710-4291.

For correspondence, write: Sung Ok Chang, PhD, RN, College of Nursing,
and BK21 FOUR R and E Center for Learning Health Systems, Korea
University, 145 Anam-Ro, Seongbuk-Gu, Seoul 02841, South Korea;
E-mail: sungok@korea.ac.kr

J Emerg Nurs 2023;49:244-54.
Available online 21 November 2022
0099-1767

Copyright � 2022 Emergency Nurses Association. Published by Elsevier Inc.
All rights reserved.
https://doi.org/10.1016/j.jen.2022.10.007

R E S E A R C H

244 JOURNAL OF EMERGENCY NURSING VOLUME 49 � ISSUE 2 March 2023

https://orcid.org/0000-0001-5654-2296
https://orcid.org/0000-0001-5654-2296
https://orcid.org/
https://orcid.org/0000-0002-1453-202X
https://orcid.org/0000-0002-1453-202X
https://orcid.org/0000-0003-2710-4291
mailto:sungok@korea.ac.kr
https://doi.org/10.1016/j.jen.2022.10.007
http://crossmark.crossref.org/dialog/?doi=10.1016/j.jen.2022.10.007&domain=pdf


nurse accords the patient a KTAS score, depending on their
symptoms; this score determines the patient’s waiting time
while the provider evaluates the corresponding treatment re-
quirements (emergency, KTAS stages 1-3; subemergency,
KTAS stages 4-5).4 The KTAS categorizes pediatric and
adult patients as<15 and>15 years, respectively.4 Pediatric
patients require specific severity assessment methods and
additional considerations, owing to their anatomy and phys-
iology, as well as psychosocial behaviors.5 The first-impres-
sion assessment is based on the Pediatric Assessment
Triangle, which assesses the patient’s overall appearance,
respiratory capacity, and circulation.6 However, triage for
pediatric and adult patients is currently similar, despite
the need for variations in evaluating pediatric emergencies
based on the patient’s growth phase.7 Emergency nurses
use their capabilities and judgment to triage pediatric pa-
tients.1,8 Therefore, it is necessary to impart training in pro-
fessional pediatric triaging to improve emergency pediatric
treatment outcomes.9

Triage is a rapid process that may result in an overestima-
tion or underestimation of the emergency.8 Global studies
report insufficient evidence for the validity of pediatric triage
systems and raise concerns regarding undertriages.10 More-
over, studies report variations in pediatric triage between gen-
eral and pediatric emergency nurses.9,10 Ebrahimi et al11

investigated the level of inter-rater reliability of pediatric
triage systems through a meta-analysis of literature in elec-
tronic databases up to March 1, 2019; even though their
findings suggest an acceptable reliability in the pediatric
emergency department, further studies are needed. Accord-
ing to Heffernan et al,12 the accuracy of 4 pediatric emer-
gency triage systems (SALT, JumpSTART, Triage Sieve,
and CareFlight)13 was poor, demonstrating an unacceptable
degree of undertriage. Another study7 reported that although
the inter-rater reliability of the pediatric triage system was ac-
curate, discrepancies in the down-triage proportions for
abnormal heart and respiratory rates varied according to the
triage performers’ professions. Several studies suggest that
insufficient training of triage performers, particularly nurses,
is a major reason for low triage accuracy.14,15 Furthermore,
most pediatric patients consult nonpediatric specialty cen-
ters,16 which reinforces the need for systematic pediatric
triage education for all ED personnel.9

According to the Emergency Nurses Association, triage
should be performed by registered nurses who have
completed standardized training courses.17 However, these
courses do not include training in decision-making and
effective communication skills, which are required during
the triage process.18 Furthermore, variable triage guidelines
and inconsistencies in nurses’ entry qualifications to triage,

in-hospital workflow management, and inadequate triage
training among different hospitals may contribute to the
causes of low triage accuracy.19

A recent study suggests that triage accuracy depends on
the work experience (particularly, triage implementation) of
emergency nurses, given that triage scales are used to assess a
patient’s illness or injury severity and they do not provide
information on triage decisions.20 Specific protocols are
required for primary triaging of pediatric patients; therefore,
it is important to understand the cognitive structure of the
triaging systems used by pediatric emergency nurses and
integrate this knowledge into general emergency nursing ed-
ucation. Therefore, this study sought to gain an understand-
ing of the perspective of pediatric emergency nurses while
triaging pediatric patients using the KTAS.

Methods

DESIGN

This qualitative study used a phenomenography approach,
given that the focus of the methodology was describing the
variations—or perspectives—of pediatric triage and how pe-
diatric emergency nurses triage their pediatric patients.

METHODOLOGICAL CONSIDERATIONS

Phenomenography aims to qualitatively clarify the different
ways in which human beings experience a phenomenon.21

The basic concept is that the only world with which human
beings can communicate is the world of their own experi-
ence.21 The underpinnings of phenomenography relate to
the philosophy of phenomenology; in both approaches,
the research aims to illuminate human perception and expe-
riences.22 However, the difference between the 2 methodol-
ogies is that phenomenology describes an individual’s
conscious and lived experience of a phenomenon.23 In
contrast, phenomenography describes differences in the
ways to understand and experience another individual’s
experience of the phenomenon.21,22 One great strength of
phenomenography is the methodology of examining collec-
tive human perspectives on the phenomenon in question,
rather than individual perspectives.22 This methodology is
referred to as a second-order perspective (how emergency
nurses triage pediatric patients in the emergency depart-
ment) that aims to describe people’s thoughts about the
world, rather than a first-order perspective to capture the
world’s essence.22 These features of phenomenography are
presented in the results section as categories of description
(the varying ways of experiencing a phenomenon) and an
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outcome space (the hierarchical relationship between cate-
gories of description).24

As an evolving researchmethodology, phenomenography
centers on the “conceptualization method” of participants’
world experience.21 It also provides a means by which knowl-
edge on how people experience phenomena can be revealed.23

Therefore, this method was appropriate for our study.
We adopted phenomenography research by applying a

second-order perspective and investigated the “conceptuali-
zation method” of pediatric emergency nurses who triage
patients using the KTAS tool, to determine these nurses’
subjective perspectives during triage.

PARTICIPANTS

The authors posted notices in the pediatric emergency
department of a university hospital located in Seoul, South
Korea, to recruit participants. A total of 11 emergency
nurses were recruited using purposive sampling. The partic-
ipants were KTAS certified and experienced in pediatric pa-
tient triaging (the opportunity to complete KTAS education
and acquire qualifications is provided to nurses with>1 year
of ED experience) (Table 1). Given that there is no fixed
number of appropriate research subjects in phenomenogra-
phy, in-depth interviews were conducted until qualitative
interview data reached theoretical saturation.

VIGNETTE CONSTRUCTION

Four clinical case vignettes comprising vital signs and pain
were created, based on previously reported causes of triage
errors in the KTAS evaluation7,8,25 (Table 2), to explore

the perspectives of participants during triage of pediatric pa-
tients using KTAS.

Vignettes 1 and 2 focused mainly on vital signs. In
vignette 1, fever was the main complaint. A previous study
reported that, in Korea, pediatric patients aged 1 to 4 years
frequently visited the emergency department, and the most
common cause was fever.25 Therefore, vignette 1 was estab-
lished as a 12- to 48-month-old child admitted to the emer-
gency department with fever. Vignette 2 was a case of fever
in patients who take immunosuppressants. Although level 2
was specified, based on KTAS, it was established after
considering that emergency nurses’ decision-making process
was unclear and differed in clinical practice. Vignettes 3 and
4 considered pain as the main concept. Studies reveal that
the highest incidence of abdominal pain among pediatric
patients requiring hospitalization was among those aged 5
to 14 years.25 Hence, vignette 3 was set as a case of abdom-
inal pain in a 5-year-old child. Considering language devel-
opment in the preschool age, although it is easy for such a
child to express the desired words, relatively unclear
communication is a possible factor. Vignette 4 was a case
of a pediatric patient who visited the emergency department
without a specific underlying disease, often owing to injury-
related causes, including fractures. This case was chosen to
understand the experience of the emergency nurse in a situ-
ation where triage was decided based on pain alone, in the
absence of other related factors, including underlying dis-
eases.

Five experts (2 pediatric ED physicians and 3
KTAS-qualified emergency nurses with >8 years of clinical
experience in pediatric triage) performed a content validity
analysis of the 4 vignettes. The questionnaire for validation
was a 5-point Likert scale (ranging from 1 ¼ lowest to 5 ¼
highest) comprising 2 items: whether they agreed that the 4
vignettes were akin to a situation experienced at the pediat-
ric emergency department and whether the 4 vignettes
included the general indicators required for KTAS. Validity
was calculated by comparing the sum of scores graded 1 and
2 with that graded 4 and 5.26 The calculated content validity
was 0.95.

DATA COLLECTION

Data were collected between February and March 2021 at a
single university hospital in Seoul, South Korea. Individual
interviews were conducted in the ED meeting room and
were based on the 4 vignettes. The interviews lasted 30 to
40 minutes and were audio recorded and transcribed
verbatim. Field notes were taken during the interview to re-
cord participants’ points. The interview questions were as

TABLE 1
Demographic characteristics of emergency nurses
(N [ 11)

Characteristics Values

Total participants, N 11
Gender: female, n (%) 11 (100)
Age, mean (SD), y 31.7 (3.3)
Educational degree

Bachelor’s, n (%) 10 (91)
Master’s, n (%) 1 (9)

Registered nurse, n (%) 11 (100)
Nursing experience, mean (SD), y 7.7 (3.6)
Pediatric nursing experience, mean (SD), y 5.5 (2.6)
KTAS triage experience, mean (SD), y 4 (2.2)

KTAS, Korean Triage and Acuity Scale.
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follows: (1) What are the KTAS stages for each vignette? (2)
On what basis did you decide the KTAS stage for each
vignette? (3) What factors influence the KTAS stage for
each vignette? and (4) For patient triage using pediatric
KTAS, what do you think are the most important compe-
tencies in a nurse?

DATA ANALYSIS

Data were analyzed according to the phenomenographic
procedure described by Dahlgren and Fallsberg.27 The pro-
cess comprised 7 steps: familiarization, compilation,
condensation, grouping, comparison, naming, and contras-
tive comparison.27 First, the researchers read the transcribed
data repeatedly to familiarize themselves with each inter-
view. Subsequently, the representative statements pertain-
ing to the participants’ opinions were underlined and
summarized. The researchers compared the statements to
identify sources of variations, such as differences and simi-
larities in the nurses’ experiences; similar statements were
grouped together. Concepts and categories were identified

by confirming their relationships, and thus, descriptive cat-
egories were derived and named to express a substantial
meaning. Finally, for contrastive comparison, the signifi-
cance of the relationships between the descriptive categories
was identified. The logical relationship conceptions
(descriptive categories) were represented through an
outcome space.22

The final phenomenography result, the outcome space
(a diagrammatic representation), presents the relationship
between the descriptive categories and their hierarchical
structure.22

ETHICAL CONSIDERATIONS

This study was approved by the institutional review board
(IRB) of Seoul National University, Seoul, Republic of Ko-
rea (IRB no. H-2101-097-1189). After explaining the pur-
pose of the study to all participants and confirming their
voluntary participation, the first author distributed the con-
sent form containing the purpose protocol to each partici-
pant. Participants provided a written informed consent to

TABLE 2
Vignettes for using KTAS to triage pediatric patients

Core concept Vignettes Case-vignettes

Vignette related to vital signs 1 Patient A (F/38 months) visited the ED, crying in her mother’s
arms. According to the mother, the patient refused to eat in the
past 5 hours and has had a fever of 38.2 8C (100.76 8F). There is
no history of any underlying diseases. The exact time of taking
antibiotics is unknown.

Vital signs: blood pressure, unchecked; body temperature, 38.7 8C
(101.66 8F); heart rate, 189 bpm; respiration rate, 38 breaths per
minute

2 Patient B (M/4 years) visited the ED with a fever of 38.9 8C (102
8F) approximately 3 hours earlier. The patient regularly takes
immunosuppressants.

Vital signs: blood pressure, 110/68 mm Hg; body temperature,
36.7 8C (98.06 8F); heart rate, 102 bpm; respiration rate, 22
breaths per minute

Vignette related to pain 3 Patient C (M/5 years) was transferred to the ED from a nearby
pediatric clinic. He is stomping his feet and having abdominal
pain. His parents are demanding a fast treatment process and
report no change in his feces.

Patient C says “my belly hurts,” looking around the ED curiously.
4 Patient D (F/7 years) visited the ED after falling from a horizontal

bar approximately 2 hours earlier. The patient complains of right
elbow pain and has no superficial abnormalities.

Vital signs were unchecked owing to patient refusal.

bpm, beats per minute; ED, emergency department.

March 2023 VOLUME 49 � ISSUE 2 WWW.JENONLINE.ORG 247

Yoon et al/RESEARCH

http://WWW.JENONLINE.ORG


participate in the study. Their confidentiality was main-
tained by deidentifying interview records, and collected
data were in a coded and depersonalized format; data folders
were stored on a password-protected computer.

Results

The inter-rater agreement regarding the triaging of the 4 vi-
gnettes by the 11 pediatric emergency nurses was 81.8%.
The KTAS had a maximum of 2 levels of disagreement in
vignette 1 and a 1-level disagreement in vignettes 2, 3,
and 4 (Table 3).

HOW NURSES TRIAGE PEDIATRIC PATIENTS USING
KTAS

We identified 6 descriptive categories of how nurses triaged
pediatric patients using KTAS.

Categories of How 1. The Constructed Guideline Base

The constructed guideline base refers to the nurse finding a
reference point that corresponds to the main complaint,
assessing other patient indicators, and considering these in
the patient classification, based on the KTAS guidelines.
This involves the nurse assessing the patient’s vital signs or
pain score, checking whether this value is within the normal
or abnormal range, and subsequently triaging the patient ac-
cording to the KTAS guidelines.

Categories of How 2. Recognition of Variations That Can Be
Explained by the Characteristics of Children

This category states that a mere ED visit can affect pediatric
patients; therefore, it relies on environmental factors in the
emergency department that may give these patients a feeling

of instability. In addition, it focuses on characteristics of the
pediatric patient’s developmental stage.

Categories of How 3. Coordinating the Child’s Body Indicators
With the Child’s Appearance

This category indicates that the observed outward appear-
ance of the pediatric patients coordinates with their
measured indicators.

Categories of How 4. Consideration of Possible Change in Level
of Emergencies

This category considers the level of emergency that the pe-
diatric patient’s symptoms may trigger. The nurse may
decide that an acute situation may become serious, even if
the patient’s emergency level is relatively low during their
ED visit. This helps to avoid delays in the appropriate treat-
ment time. Conversely, it prevents overestimating the pedi-
atric patient’s triage level owing to verbal/nonverbal patient
expressions, even if the level of emergency that can cause
these symptoms is not high.

Categories of How 5. Recognition of Resources in the Emergency
Department for Treatment Intervention

This category relies on nurses recognizing the human/mate-
rial resources that are involved in treating a pediatric ED pa-
tient and applying this knowledge in triage. It focuses on
efficiently using limited ED resources enabling the right pa-
tient to receive timely care.

STRATEGIES NURSES USE TO TRIAGE PEDIATRIC PA-
TIENTS USING KTAS

We identified 3 descriptive categories of what strategies
nurses use to triage pediatric patients using KTAS.

TABLE 3
Inter-rater agreement of the vignettes using the KTAS

Vignettes Core concept No of participants rating KTAS levels (N [ 11) Inter-rater agreement (%)

Level 1 Level 2 Level 3 Level 4 Level 5

1 Vital signs 1 0 9 1 0 81.8 86.4 81.8
2 0 10 1 0 0 90.9
3 Pain 0 0 2 9 0 81.8 77.9
4 0 0 3 8 0 72.7

KTAS, Korean Triage and Acuity Scale.
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TABLE 4
Representative quotations from the interviews for each category

Categories Representative quotations

How nurses triaged pediatric
patients using KTAS
(categories of how)

Categories of how 1. The
constructed guidelines
base

“The pulse is 189, which is abnormal, so I triage
the patient as level 3 by selecting ‘Vital signs outside the normal range.’”
(nurse with 10 years of clinical experience)

Categories of how 2.
Recognition of variations
that can be explained by
the characteristics of
children

“The vital signs are not well measured, because the child is crying, but even if
the child has a fever and a fast pulse, it is a situation in which the pulse can
rise to this level when the child has a fever and is crying a lot. I don’t think it
will. It doesn’t seem like it’s because the child is playing well or something
like that, so I did level 4 at the level of a child who has a fever, but looks
healthy. Children who do not usually have a specific underlying disease cry,
sneeze, and have a phobia of the hospital itself, have poorly measured vital
signs, and even if they are measured, they are not accurate.” (nurse with 9
years of clinical experience)

Categories of how 3.
Coordinating the child’s
body indicators with their
appearance

“The child complained of severe abdominal pain as he rolled around, but his
vital signs are well measured, and he says he is sick, but he is focused enough
to slowly observe something while looking around here and there. So, it
looked like a situation where it didn’t look that painful, so I gave it to level
4.” (nurse with 9 years of clinical experience)

Categories of how 4.
Consideration of possible
changes in levels of
emergencies

“I give level 2, because a child who has a fever on immunosuppressants can have
a shock situation. However, there is no clearly identifiable deformation, and
for the broken arm, I think I give a slightly lower level. Because it doesn’t
look that urgent. Just because a child’s arm is broken doesn’t mean anything
will happen right away. It is different if there is an obvious deformity or in
the case of a child with underlying disease.” (nurse with 4 years of clinical
experience)

Categories of how 5.
Recognition of resources in
the emergency room for
treatment intervention

“Giving level 3 or higher is also related to resource allocation. It seems that the
child can sit and wait. In the pain of children, of course, I see the face scale,
but I consider this part.” (nurse with 4 years of clinical experience)

“Since the child has fallen on the floor and complains of pain in the right
elbow, we will proceed with the imaging test even if there is no visual
deformation. If there is any evidence of fracture in the child, it will be linked
to orthopedic treatment, so I gave level 3 in this case.” (nurse with 5 years of
clinical experience)

What strategies nurses use to
triage pediatric patients using
KTAS (categories of what)

Categories of what 1. Sticking
to the evidence

“The nurse must not be agitated. The caregivers of pediatric patients are very
irritable. Of course, there are times when the situation itself is a great event.
So, if I can’t control my mind and shake myself, things seem to get twisted.
Nurses should never lose their composure and evaluate based on evidence.”
(nurse with 4 years of clinical experience)

Categories of what 2.
Construction of a possible
prediction frame

“I believe that nurses should be able to anticipate situations where the
unpredictable can happen. If I see a lot of patients and know, ‘Oh, this could
happen,’ should I say it’s easier to do?” (nurse with 10 years of clinical
experience)

“When classifying patients using KTAS, the necessary competency for nurses
is the ability to quickly and accurately judge emergency situations.” (nurse
with 3 years of clinical experience)

Categories of what 3.
Mapping out the
cooperative network to be
used

“When a patient arrives at the emergency room, it is necessary to quickly
classify the degree of emergency and treat it as quickly as possible. The
emergency room requires collaboration with other medical professionals, so
a nurse needs to connect it to the right medical team as soon as possible.”
(nurse with 7 years of clinical experience)

“There is something I can do for my child in a short time, but if that judgment
is ambiguous, I should not hesitate to ask for help as much as possible, and it
should be possible.” (nurse with 9 years of clinical experience)

KTAS, Korean Triage and Acuity Scale.
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Categories of What 1. Sticking to the Evidence

This category uses objective criteria, without influence by
surroundings during triage and determination of the pa-
tient’s emergency level. This signifies a need for an
evidence-based process that nurses can use to clearly recog-
nize the KTAS criteria and accurately triage the patient.

Categories of What 2. Construction of a Possible Prediction
Frame

This category relies on nurses’ aptitude to acquire sufficient
knowledge and experience (including in ED scenarios) in
predicting future situations while triaging pediatric patients.
The emergency department is a place where diverse patients
present with complaints of several symptoms. Nurses

construct a predictable frame about “what may happen”
and “how to manage” to accurately triage patients in a rela-
tively short period.

Categories of What 3. Mapping Out the Cooperative Network
to Be Used

This category presents the emergency department as a
place where medical staff of various professions collabo-
rate. Therefore, the nurse who triages a first-time pediat-
ric patient should aid in the formation of a cooperative
team network that swiftly responds to the patient’s
needs.

Next, the supporting quotations from emergency
nurses’ interviews for these findings are presented
(Table 4).
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FIGURE

Outcome space of perspective of pediatric emergency nurses who triaged pediatric patients. The outcome space is created based on a referential focus on the CW and CH, and the
relationship between descriptive categories and their hierarchical structure is shown.22 CW, categories of what; CH, categories of how.
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STRUCTURE OF THE OUTCOME SPACE

Our results were presented as the outcome space, a perspec-
tive of how pediatric emergency nurses determine the triage
category. Categories of description were conceptually orga-
nized within each frame, according to their referential as-
pects.22 The outcome space was created around a
referential focus of “categories of how” and “categories of
what,” structured as “what the guidelines say,” “possible var-
iations,” and “how to cope.” These descriptive categories
also were integrity-based hierarchies (Figure). At the lowest
level, nurses triaged pediatric patients according to the
guidelines. At the intermediate level, nurses cited possible
variations in triaging pediatric patients beyond the guide-
lines. “Mapping out the cooperative network to be used”
referred to the communication ability and acumen of pedi-
atric emergency nurses who were the first point of contact
for a pediatric patient visiting the emergency department.
In addition, “recognition of resources in the ED to intervene
in treatment” involved the pediatric emergency nurses’
comprehension of the workflow process of the emergency
department, including human/material resources. The
referential focus of “how to cope,” which indicated that
nurses effectively coped with pediatric emergencies, was
structured as the highest level.

Discussion

This study defined descriptive categories based on the qual-
itatively different ways in which emergency nurses triage pe-
diatric patients in the emergency department. Our findings
show that the descriptive categories of KTAS-based triaging
of pediatric patients mandate nurses to follow established
criteria or adapt to the situation, based on the characteristics
of individual patients. In addition, available ED resources or
the possibility of an acute situation were considered.

We also obtained insight on the applicability of the pe-
diatric emergency nurses’ practical knowledge in triaging pa-
tients. An existing literature review reported situations
wherein the determination of patient severity via only the
triage and acuity scale was difficult, owing to pediatric pa-
tient characteristics.9 In the present study, the referential
focus “possible variations” presented the pediatric emer-
gency nurses’ experienced-based perspective; they suggested
that these variations were a reference factor for triaging pe-
diatric patients in the emergency department. Therefore,
the nurses’ empirical knowledge about pediatric patients’
characteristic reactions to the ED setting, their outward

appearance, and gradual change of their condition help
determine triage.

In this study, the descriptive categories of “how” and
“what strategies” that emergency nurses use to triage pediat-
ric patients revealed that participants wanted to maintain
objectivity in emergency classification (comply with
evidence-based guidelines). Work in the emergency depart-
ment has a team approach; nurses have a significant respon-
sibility in the initial triage, which determines the priority of
the care team during the subsequent patient management
process. Hence, emergency nurses require support for their
role, and initiatives are needed to reduce their stress related
to resolving system issues.20

Most participants presented an objective viewpoint,
based on each pediatric patient’s characteristics and the
physiological basis of triage. Nevertheless, some nurses
focused on managing patient characteristics, in addition to
the appropriate use of ED resources. This indicates that
even nurses who triage pediatric patients are aware of their
additional responsibility to lead the overall flow of the emer-
gency department. Emergency nurses’ work stress increases,
owing to conflicts with the physicians, while they are coor-
dinating the efficient treatment flow for inpatients. Simulta-
neously fulfilling the needs of the patients and physicians
may cause further conflicts with physicians owing to prior-
itization differences.28 Therefore, emergency nurses should
play an integral role in managing the emergency department
in a cohesive manner and creating a cooperative network.
One study suggested that ED staff considered their respec-
tive ethos to facilitate interprofessional collaboration.28

However, this indicates that ED resources and the nurses’
culture should be considered when performing triage. In
our findings, the referential focus of “how to cope” implied
that, during triage, nurses considered constructing a cooper-
ative network by recognizing ED resources for a multidisci-
plinary team approach.

Data on effective training methods for general emer-
gency nurses pertaining to pediatric triaging in the emergency
department are currently inconclusive. Thus far, literature has
focused on pediatric patient classification methods and re-
ported that simulation programs and standardized curricula
may be effective.9,29 Therefore, 2 methods of pediatric classi-
fication education—namely, paper case studies and fidelity
simulations—were considered effective training methods for
general emergency nurses.30,31 Significantly, a previous study
noted that educational simulations based on various scenarios
applicable to an ED situation in any medical institution are
effective for understanding the triage of actual pediatric emer-
gency patients.31
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Our findings suggest that effective training for pediatric
triage in the emergency department should include active
discussions with health care providers involved in triaging
for knowledge sharing and improved comprehension, in
addition to the training methods currently used. This
approach could reduce medical errors by ensuring a cooper-
ative relationship between multidisciplinary health care pro-
viders32 and positively affect the integrated management of
emergency nursing practice.28 Therefore, emergency nurses
should efficiently discern a situation through effective
communication and teamwork with ED personnel; this
competence development concerns the provision of high-
quality nursing and ensuring patient safety in pediatric
emergency department.

Limitations

This study has some limitations. First, the data were ob-
tained from a purposive sample of pediatric emergency
nurses working at a single university hospital in South
Korea. Hence, the participants might not be representative
of pediatric emergency nurses at other locations. However,
this study aimed to use a phenomenographic methodology
to identify the nature and empirical structure of the triage
of pediatric patients determined by emergency nurses and
not to generalize the characteristics of a phenomenon. Sec-
ond, because this study was conducted in the ED environ-
ment of one university hospital in South Korea, our
results may vary depending on other countries’ emergency
system settings and situations. Third, based on our results,
the nurses’ triage concurrences for the 4 vignettes were rela-
tively high, given that they had already performed triage at
the pediatric emergency department. However, most nurses
who triage pediatric patients are general emergency nurses,
who are unfamiliar with the characteristics of children14;
hence, these nurses’ pediatric triage concurrence with the
KTAS may be lower than reported in the present study.
Fourth, our study used a limited number of case-based vi-
gnettes. Researchers specifically chose the familiar vignettes
seen at pediatric-specific emergency departments in our
country; therefore, further studies with large sample-sized
multicenter settings are required for validation.

Implications for Emergency Nursing

Emergency nurses should recognize that pediatric emergency
patients require a focused assessment. Our results described
that the cognitive structures of pediatric emergency nurses

on triage provided deeper insight into the triage process, to
ensure patient safety and acquire proficiency in emergency
nursing. Based on our findings, a resolution for an appro-
priate pediatric triage system can be developed, increasing
awareness of available educational opportunities.

Conclusion

The objective of rapid triage in the emergency department is
to enable medical staff (physicians and nurses) to identify
patients at potential risk, based on clinical data, subjective
information and previous experience, and a cognitive and
intuitive process in emergency services.33

This study explored the cognitive structure of emer-
gency nurses’ perspectives of pediatric triage using KTAS.4

We also observed the need for enhanced educational re-
sources, pediatric emergency nursing clinical competencies,
and appropriate allocation of ED resources for an accurate
pediatric triage assessment.

We believe that an awareness of the differences among
emergency nurses regarding their understanding of the pedi-
atric triage process is a powerful tool to develop a curriculum
for nursing education and is a meaningful suggestion in
diverse ED environments. We suggest that further valida-
tion studies be performed regarding descriptive categories
of our results.
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EMERGENCY DEPARTMENTS TREATING VETERANS

FOR SUICIDE: ENSURING QUALITY CARE FOR

VETERANS OUTSIDE OF DEPARTMENT OF VETERANS

AFFAIRS HEALTH CARE FACILITIES

Authors: Angie Waliski, PhD, Monica M. Matthieu, PhD, LCSW, M. Kathryn Allison, PhD, MPH, Michael P. Wilson, MD, PhD,
Elisabeth M. Skaggs, AAS, David A. Adkins, MHA, and Richard R. Owen, MD, Little Rock, AR, and St. Louis, MO

Contribution to Emergency Nursing Practice

� Veterans are at high risk of suicide, and rural veterans
are at higher risk of suicide than nonrural veterans.

� Although emergency departments typically inquire
about veteran status for billing purposes, this status is
not used in assessing, treating, or referring patients
for additional care. Implementing veteran-specific sui-
cide assessment and intervention best practices could
improve quality care for all ED patients.

� Emergency departments can improve suicide care for at-
risk veterans. Identification of veteran status can allow for
veterans affairs treatment after discharge. Additional ed-
ucation about mental health and suicide prevention
should be provided to emergency clinicians, including us-
ing available VHA online education about veteran-specific
suicide risk factors and community service providers.

Abstract

Introduction: Veterans die by suicide at higher rates than
nonveterans. Given that the emergency department is often
the first point of entry to healthcare following a suicide attempt,
it would be beneficial for community providers to have knowl-
edge of the characteristics, medical issues, and effective treat-
ments most often associated with those having served in the
military to ensure guideline concordant and quality suicide
care. This study aimed to identify assessment and referral prac-
tices of emergency departments at rural community hospitals
related to care for suicidal veterans and explore the feasibility
and acceptability of identifying veterans in need of postdi-
scharge aftercare.

Methods: This qualitative exploratory study involved content
analysis of semistructured interviews. Ten emergency clinicians
from 5 rural Arkansas counties with high suicide rates were
interviewed about their experiences working with suicidal
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patients within the emergency department and perceptions of
assessment, management, and referral practices.

Results: Although most of the emergency departments had a
process for assessing for suicide risk, emergency clinicians did
not always feel confident in their knowledge of assessing and
caring for suicidal patients. Military history was not included
in assessment, treatment, or aftercare planning, nor were brief
interventions such as safety planning or lethal means safety
education provided.

Discussion: Best practices for suicide assessment and man-
agement of veterans exist; however, challenges specific to the
emergency department regarding staff training and engaging
the community to effectively link at-risk veterans to needed
care hinder implementation. Veteran-inclusive assessment
and intervention practices could enhance the quality of care
provided in community emergency departments.

Key words: Suicide; Emergency departments; Critical care;
Veteran; Treatment; Continuity of care

Introduction

The 2022 Veterans Health Administration (VHA) Suicide
Report continues to document an alarming rate of veteran
suicide, with 16.8 veterans dying by suicide daily.1 Given
that the emergency department is often the first point of en-
try to health care after a suicide attempt, it would be bene-
ficial for community providers to have knowledge of the
characteristics, medical issues, and effective treatments
most often associated with those having served in the mili-
tary to ensure guideline concordant and quality suicide
care.2

Studies investigating health care utilization among
those who die by suicide within the general population
reveal that many contacted a health care provider in the
year before death,3-9 indicating a missed opportunity for
screening and identification of risk. In addition, rural
compared with urban veterans have increased suicide risk
stemming from constraints on mental and physical health
care access; lower quality of life; socioeconomic
inequalities in income, education, and community
resources; and increased firearm ownership.10-15

Individuals at risk of suicide may present for care in a
variety of settings to include primary care clinics, social
service agencies, urgent care, or the closest medical facility
with an emergency department.16,17

Current Joint Commission standards mandate that
emergency departments screen patients at risk of
suicide,18–20 and thus, all health care providers in the
emergency department, especially frontline workers such as
nurses, should have knowledge of suicide screening.21–23

Risk assessment and mitigation,23 including lethal means
counseling and the ability to develop a suicide safety plan,
may also be helpful.2,18,24 Training all clinical staff in the
emergency department provides an opportunity to discuss
what broader systems are in place when a patient presents
to the emergency department in crisis.20 By all staff in
training, it emphasizes how other services and professionals

might be available to high-risk patients that nurses could
consider triaging to. This qualitative pilot study aimed to
assess real-world practices in rural community emergency de-
partments in a southern state with a high rate of suicide. Our
goal was to determine whether assessment of suicide risk and
military service history among patients reporting suicidal ide-
ations or attempts were common practices in this setting.We
also aimed to explore the acceptability and feasibility of com-
munity emergency departments referring at-risk veterans to
mental health care at a VHA facility or other community or-
ganizations after discharge. Finally, this study explored pol-
icies and practices of emergency departments regarding
suicide risk assessment, identification of military history,
aftercare planning for patients with identified suicide risk,
and tracking of aftercare.

Methods

STUDY DESIGN AND THEORETICAL FRAMEWORK

This study was a qualitative exploratory study design
involving semistructured interviews with key informants
(see below) and content analysis.24–40 Key informant
interviews aimed to identify current clinical practices
related to the care of suicidal patients and explore the
acceptability, feasibility, and determinants of the use of a
standardized suicide screening and risk assessment,
identification of military history, and discharge and referral
practices for continuity of care between community
emergency departments and VHA facilities or other mental
health organizations. The Consolidated Framework for
Implementation Research, which outlines 5 theory-driven
domains associated with implementation, informed qualita-
tive key informant interview questions exploring determi-
nants of suicide prevention practices.29,30 Ethical approval
to conduct the study was attained from the Central
Arkansas Veterans Health Care System Institutional
Review Board. The Consolidated Criteria for Reporting
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Qualitative Research was used in the development of this
manuscript.31

SELECTION OF KEY INFORMANTS

This study used purposive sampling of clinicians work-
ing in community hospital emergency departments in
rural counties with high rates of suicide deaths. Emer-
gency clinicians, including physicians, nurses, social
workers, and other health care providers, and administra-
tors at 2 of 10 identified hospitals were sent a recruit-
ment email by the research team and invited to
participate. We conducted interviews with emergency cli-
nicians recruited from these 2 hospitals before the
COVID-19 pandemic. After a year-long delay owing
to health care deployment and focus on the pandemic,
we collaborated with our Arkansas Department of
Health partners to send a recruitment email to the point
of contacts for rural hospitals in Arkansas. Our inclusion
criteria were community hospitals located in the top
quartile of rural identified counties that had a high num-
ber of veterans and/or a high suicide rate in their service
area. This secondary recruitment effort resulted in the
addition of 3 hospitals, for a total of 5 hospitals in
the study. The study spanned July 2019 to March
2021 with funding provided by the VHA.

SETTING

The novelty of this work is two-fold: first, few contemporary
studies have assessed suicide prevention practices in nonvet-
eran emergency departments, and second, the geographic
setting is understudied in regard to suicide. Arkansas (the
study location where the study team is employed) is a rural
state that is home to approximately 227,840 veterans, of
which an estimated 114,261 (50.15%) are enrolled in Vet-
erans Affairs (VA) health care.32,33 The justification for the
study is also based on the state having a high rate of gun
ownership and in 2019 ranked 14th nationally in suicide
deaths, with 62.7% of suicide deaths in Arkansas involving
a firearm and 70.6% of those were veterans.32–37

PERSONAL CHARACTERISTICS

The first author, a female who has a doctorate in counseling,
conducted the interviews. She was employed by the VHA
and completed postdoctoral training in mental health ser-
vices research, completed a mentored suicide prevention
research fellowship, and has conducted numerous qualita-
tive studies using interviews. The senior member of the
research team is a National Institute of Mental Health post-

doctoral fellowship trainee in suicide research and has been a
VHA social work researcher for nearly 20 years who pro-
vided guidance and feedback on this and other completed
collaborative projects and manuscripts.

RELATIONSHIP WITH PARTICIPANTS

A relationship was established between the first 2 study sites
and the first author before study commencement owing to
her work on a statewide initiative to integrate veterans
into the state suicide prevention plan. The participants
knew this background and the reasons for doing the research
owing to the research team sharing the informed consent
and study documents with the participants before participa-
tion as part of recruitment efforts. The interviewer’s reasons
for conducting this study were based on demographic
knowledge of county-level suicide rates in the state of
Arkansas, her home state, and the high rate of suicide in
rural areas in this and other areas of the United States.

DATA COLLECTION METHODS, INSTRUMENTS, AND
TECHNOLOGIES

Eligible participants—those employed in an emergency
department located in the state of Arkansas—were emailed
a description of the study purpose and a copy of the previ-
ously pilot-tested interview questions, and an interview
was scheduled. The semistructured interview guide focused
on 6 categories: the practices and procedures emergency de-
partments use in the (1) identification of military history,
(2) assessment for suicidal ideation and suicide risk, (3)
treatment/stabilization for reported suicidal crisis, and (4)
aftercare instructions and referral practices; (5) perceptions
of common suicide attempt methods among ED patients;
and (6) recommendations about how to improve care for
veterans reporting suicidal crisis (see Table). During the
interview, the interviewer explained the study and conduct-
ed the interview. Interviews lasted approximately 30 mi-
nutes. There were no repeat interviews owing to
technology challenges or returned transcripts of interviews
or field notes for member checking.

DATA ANALYSIS

Each interview was audio recorded using Audacity for Win-
dows version 3.0.038 and stored on a VHA secure server.
Audio recordings were transcribed verbatim by administra-
tive staff trained in transcription services. Transcripts were
reviewed by the principal investigator, who is a doctorally
trained clinical researcher with experience in qualitative
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methods, for completeness and accuracy. She corrected any
errors or omissions before entry into Atlas.ti, version 739 a
software program that facilitates management, coding, and
analysis of narrative data. Two members of the study team
who were trained in qualitative analysis read each interview
and coded them independently to identify primary themes
that emerged. Coding and saturation were discussed, and
any discrepancies were identified and discussed until 100%
agreement was met. Resulting themes were guided by the
previously developed interview guide and discussed and
approved by 2 additional doctoral-level investigators from
the team who possess qualitative expertise to ensure there
were no additional identified concerns.

REPORTING

Criteria for assuring scientific rigor in qualitative research
include consistency, reliability of coding, auditability, and
validity.40–43 An audit trail was kept of the procedures,
with all quotes identifiable. To assure consistency and
mitigate bias, all interviews used the same broad opening

and probing questions, and transcripts were monitored for
problems such as drift or failing to probe for answers in
enough detail to maximize the interview content.
Participant quotations are presented to illustrate the major
themes and findings, which were consistent.

Results

Participants included 10 clinicians, including 6 nurses
(4 emergency nurses, 1 nurse case manager, and 1 nurse
patient experience specialist), 2 social workers, 1 case
worker, and 1 emergency physician employed in rural com-
munity hospitals in Arkansas.

PERCEPTIONS OF SUICIDE ATTEMPT METHOD

All participants perceived that overdose was the most prom-
inent method of suicide attempt among their ED patients.
Most participants perceived the drugs used by most patients
for the suicide attempt were drugs the patient obtained

TABLE
Example key informant interview questions

CFIR domain Example interview questions

Intervention characteristics What kinds of changes or alterations do you think you will need to make to identify
military history, assess for suicide risk, refer Veterans for mental health treatment,
and track aftercare? Are these practices acceptable and feasible within your
emergency department?

Inner setting Would your emergency department assess for suicide risk of ED patients? Would
your ED ask about military service history or Veteran status? How well does this
inquiry fit into your existing practices? How do you think your organization’s
culture (general beliefs, values, assumptions that people embrace) will affect
whether and how these questions are asked? What are the discharge practices for
patients reporting suicide risk? What tracking or follow-up practices does your
emergency department use for patients reporting suicide risk?

Outer setting How well do you think these procedures will meet the needs of the individuals
served by your hospital? How do you think the individuals served will respond to
these procedures?

Characteristics of individuals On a scale from 1 to 10, how confident are you that you will be able to successfully
implement the inquiry of military history, provide veteran-specific referrals at
discharge, and provide follow-up to discharge suggestions? What gives you that
level of confidence (or lack of confidence)? Would each of these practices be
acceptable to and feasible for you in your practice?

Implementation process Who would need to be engaged to implement identification and tracking of veterans
at risk of suicide? What costs would be incurred to implement the practices
described? Would each of these practices be acceptable and feasible within your
ED system?

CFIR, consolidated framework for implementation research; ED, emergency department.
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illegally. Other suicide attempt methods reported included
cutting, hanging, and asphyxiation. No participant
mentioned firearms as a method used by patients for suicide
attempts or mentioned lethal means counseling as an inter-
vention. One participant said, “Usually if somebody at-
tempts with a firearm, they are successful, honestly.”

SETTING, INTERVENTION, AND INDIVIDUAL CHAR-
ACTERISTICS: CURRENT PRACTICES AND PROCED-
URES

Identification of a Patient’s Military Service

Each of the 5 emergency departments identified veteran sta-
tus only during administrative registration at triage and only
for billing purposes. Emergency clinicians did not inquire
about military service as part of clinical assessment or treat-
ment practices. Veteran status was also not considered for
treatment or for referral purposes. One participant indicated
it is only discussed if the patient disclosed their veteran sta-
tus voluntarily: “The only true time that would be assessed is
when our. insurance people go and talk to the patient and
. they tell them at that time they are a veteran or say if they
have TRICARE or something like that.” Another partici-
pant stated, “Point blank, we don’t ask that question in
the emergency department.” Participants reported no iden-
tified barriers to asking about military history as it related to
assessment and triage, and they consistently indicated the
military service questions could be added to the triage ques-
tioning with relative ease if approved by the leadership of the
facility. They also indicated that collecting these data could
be facilitated through the electronic health record system.

Suicide Screening and Risk Assessment

Most participating emergency departments reported some
procedure for identifying suicidal ideation among all pa-
tients presenting to the emergency department; however,
one suggested that they asked questions about mental health
more broadly but did not ask all patients about suicidal idea-
tion. Although no participant was able to specify the exact
suicide assessment instrument used, participants indicated
that the questions generally asked whether the person had
thought of harming themselves, and if so, they would be
asked additional questions that would guide the plan for
treatment. One participant described the assessment as,
“Every time for every patient during triage, we ask if they
feel like they want to hurt themselves. We ask if they have
felt down, depressed, or hopeless. Do you have any thoughts

of harming yourself? Do you have a plan? Have you recently
thought about killing or harming yourself?” No participant
was able to provide copies of assessment tools or exact
wording of triage questions.

Treatment/Stabilization Process

All participating emergency departments described proced-
ures to stabilize the patient in a separate, safe location,
removing all potentially harmful objects, and monitoring
to determine whether inpatient or outpatient services were
warranted. Participants reported observation time varied
based on the patient’s intoxication level. If the individual
was deemed to be at imminent suicide risk, they would be
immediately referred to inpatient services. However, if
intoxicated, the patient would be held in the emergency
department until sober enough for the clinician to reassess.
One participant said, “Half of them we see are intoxicated
with other drugs onboard. The other half is just truly intoxi-
cated with a blood alcohol level of 0.2 or 0.3 and say that
they don’t want to live anymore, whether that’s associated
with depression or alcohol.. We have to sober them
back up and then reassess.”

Aftercare Instructions and Referral Practices

Participants were asked to describe their aftercare instruc-
tions. If outpatient services were warranted, most partici-
pants said this was done by referral, with one institution
providing a warm hand-off either by phone or online tele-
health visit. One facility had an inpatient mental health
unit, whereas others had to collaborate with other facilities
that provided inpatient mental health care. Participants at
one hospital mentioned a community mental health pro-
vider serving the catchment area that would either meet
the patient at the hospital for further assessment or conduct
the assessment using an online, face-to-face platform. One
participant said, “The main thing we do is always contact
[name of local counseling clinic]. We can also do video
conferencing with them. They can talk to . and interview
the patient.” Some participants said that a patient can be
held at a critical care unit until an inpatient facility was
identified and a bed made available.

Three of the 5 participating emergency departments
provide a resource document to the patient at discharge.
Three emergency departments are using nonharm contracts
with patients. Two of the participating emergency depart-
ments provide a follow-up call to the patient after discharge.
Some participants discussed concerns for their facility’s
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aftercare instructions, such as concerns about access to
timely follow-up care. One participant said,

I believe it says on the ER discharge paperwork,
follow up within 3 to 5 days. A lot of times that’s
not physically possible. They can’t actually get into
a community behavioral health provider within that
time frame. Either they can’t get their insurance
pre-approved, or they don’t physically have an open-
ing for those patients, especially here in rural Arkan-
sas. So, our ideal is 3 to 5 business days, but I think
probably the reality is more like 10 to 14 days.

This participant went on say,

Fourteen days is not a feasible amount. It’s not
going to meet their needs. So, a reasonable amount
of time where they could look forward to that
tomorrow or the next day. And then in the very
near future set up a longer appointment where we
can visit. I feel like technology and that local connec-
tion, meeting them at their local VA clinic or what-
ever. It’s kind of like a carrot of a thing, a face-to-
face connection.

Another participant reported that when a patient indi-
cates they are a veteran, are enrolled in care through the
VHA, and are suicidal, a referral is made to the VHA, but
placement in VA-supported community services is not al-
ways possible. The participant said,

With some VA doctors, it’s hard to get patients'
home health. Those are some barriers with that. It
takes a lot. Usually there’s a call list. We’ll call, get
the person on the list. Most of the times we’ve done
it, the patient ended up just staying here, and then
was ready for discharge and we just discharged
them. I don’t think it’s been really successful chance
for us, but it is an option in case they needed it. It
takes so many days that, at that point, they were
already ready for discharge.

IMPLEMENTATION PROCESS: RECOMMENDATIONS
TO IMPROVE ED CARE FOR ALL SUICIDAL PATIENTS

In general, participants indicated a need to improve man-
agement and treatment of all patients with suicidal thoughts
or attempts in the emergency department. Overall, reports
from ED staff indicate they thought treatment options for
suicidal behavior were limited compared with traditional
procedures in the emergency department. Participants iden-
tified their roles being to provide emergency care for

physical ailments and having limited, if any, training in
mental health care. Participant comments were primarily
within 2 target areas: staff training and education and
engaging the community to support linkage and referral ef-
forts.

Training and Education of Emergency Clinicians on Mental
Health and Suicide Interventions

Participants recommended additional education about
mental health, suicide risk factors, and suicide treatment op-
tions owing to the limited resources available in rural set-
tings. One participant said,

I want to get an in-service for my nurses over
mental health.. Just some tactics about building
rapport.. We’re not mental health, but just to get
some education because sometimes there is a day or
2 gaps where we have to take care of patients while
waiting placement. Our techs and nurses would obvi-
ously benefit from anything to take better care of
somebody who is going through a crisis.

Another participant commented how they were trained
not to cross the line of providing mental health care but
instead leaving that for the mental health professional.
They said,

Mental health is one of the biggest stigmas in the
United States as we speak right now. No one knows
what to do with it. Nobody knows when you can
talk about it. I have nurses that struggle if somebody
is suicidal, and I’m like, they already know they are
suicidal. Let’s build a rapport with them and treat
them. There’s just this stigma and this cloud that
goes along with it. So, I do think that we would
definitely benefit from getting involved, diving deep
into our community.

Community Support Efforts for Linkage and Referral

Comments were made indicating disbelief that the health
care system was going to solve the suicide crisis. One partic-
ipant suggested that veteran-serving organizations will need
to collaborate to effectively link at-risk veterans to needed
care, saying,

It’s not going to be one organization that comes in
and says, "OK, we are pushing out mental health for
veterans." It’s not going to be just the VA.... It’s going
to be a collaboration to kick it off, and it will be
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tough.. We are not mental health. We don’t have a
mental health facility at [town name], so the biggest
thing would have to be in a collaboration effort with
organizations to push out and work together to figure
out what this community would need, what our
weaknesses are, and how to best serve them.

In addition to recommending improved access to
mental health services in the emergency department and
collaboration among veteran-serving organizations in the
community, participants recommended the development
and promotion of web resources, including telehealth,
websites, chatrooms, and online support, that link veterans
in suicidal crisis to health care services, resources, and peer
support. In addition, several comments were made about
the need to develop and promote community services for
treatment and postdischarge support. This included linking
those experiencing suicidal thoughts to community
resources, support groups, and other people with similar
experiences. One participant said,

If they feel alone in the things that they go through,
as a health professional, I cannot understand. I was
not in a war zone. I can’t imagine what they have
seen. I can’t imagine what they have gone through
and all of the trauma that has taken place.My perspec-
tive in the things we are lacking, it doesn’t necessarily
start in our ED, but in this community. They don’t
need to feel alone. They don’t need to feel like they
can’t talk about it. Or, they need to be surrounded
by people that understand what they’ve gone through
and can help them and that is the safe place.

This participant went on to say,

These people feel like they have got no help. We
could identify them all day long, but pushing them
off to the next thing, if you don’t have a
community-based resource where you have people
who have walked through that. I have a friend who,
her husband dealt with (posttraumatic stress disor-
der), and he helped veterans with the same thing
around the world and travels. I think that’s what we
need, because I don’t think our health care system is
ever going to be able to address that. But I think if
we individualize the problem and make it community
based, I think that would help.. Build that commu-
nity around the veterans and what they are going
through.

Participants also recommended improving veteran-
centric care and support by welcoming veterans from the
community to volunteer by assisting other veterans who

were seeking care in that facility. One hospital reported
current discussions on improving veteran awareness and
support among providers to include magnets on the doors
of identified veterans so that staff would know about their
military service, as well as instituting a veteran ambassador
program where identified veterans would receive a visit
each day from a veteran ambassador. This would be an op-
portunity to learn more about any concerns or needs of the
veteran and the potential for linkage to resources. Although
the participant indicated there were veterans interested in
establishing the program, identified barriers included facility
buy-in and commitment to build the infrastructure needed
to promote and sustain efforts.

Discussion

This study is novel in that it documents the variability in
management practices of patients with suicide ideation in ru-
ral Arkansas emergency departments, as well as the lack of
assessment and referral practices related to identifying mili-
tary history, suicide risk, and postdischarge aftercare of pa-
tients admitted to community emergency departments
serving rural Arkansas. Although all hospitals assessed vet-
eran status for billing purposes, this was not a characteristic
used in assessing, treating, or planning aftercare of patients.
Participants recommended identifying military history as
part of assessment practices for diagnosis and treatment,
recognizing the importance of using this information in
aftercare planning to promote continuity of care and connec-
tion with veteran-specific mental health services, and
believed this would be possible at their hospital if presented
to and approved by hospital administration. Finally, partic-
ipants in this study identified many implications for im-
provements that could be made in the areas of suicide care
education and involving the community for support.

Ourfindings highlight the need to educate all emergency
clinicians, including nurses, social workers, and physicians,
about suicide risk, suicide prevention interventions, lethal
means counseling, andmental health broadly, aswell as about
risk factors and services specific to veterans. The VHA
currently provides training for clinical and nonclinical staff
about suicide and how to assist people experiencing warning
signs for suicide, and the online ICAR2E44 tool was created
by the American College of Emergency Physicians and the
American Foundation for Suicide Prevention for civilian pa-
tients at risk of suicide.However, clinicians in this study were
unaware of these resources. Findings from this study suggest
that all emergency clinicians might benefit from these re-
sources to better manage suicidal patients in general and to
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coordinate available services and care within the broader
health care environment. Another finding is that collabora-
tion with veteran-serving organizations might better link
at-risk veterans to needed care from existing community ser-
vices and resources, as well as providing more services that
promote these connections to veteran-specific services.

Limitations

One limitation of this study was the extended time frame
and changes to recruitment for the project owing to the
coronavirus disease 2019 pandemic. Some ED staff
responded to recruitment emails reporting inability to
participate owing to the competing demands on their time
owing to the pandemic. Potential sample bias may be caused
by the recruitment modification using a snowball approach
seeking participants from any rural hospital in the state and
limiting the sample owing to budget and timeline restric-
tions, yet there was great consistency in the responses
received from the 10 participants, and unless specified, we
only reported findings consistently reported by at least 8
participants. A second limitation is that responses about pol-
icies and procedures are only the opinions of the partici-
pants. Each interview ended with a request to receive a
copy of the facilities policies and procedures for treating sui-
cidal patients in the emergency department. Although many
indicated they would send the documents, none were
received. Additional methods and resources for collecting
this information may be needed in future studies.

Implications for Emergency Nurses

Many clinicians noted practices that are at odds with
current best practices for managing ED patients at risk of
suicide.45–48 Three of the participating emergency
departments in this study disclosed that they are using
nonharm contracts with patients at risk of suicide—a
practice that is no longer recommended by suicide
prevention organizations, given that it does not protect
the clinician against subsequent malpractice claims and
may unethically restrict a patient’s choices when they
may be already struggling for control.49 Despite evidence
about the efficacy of safety planning,50,51 lethal means
counseling,52,53 and postdischarge caring contacts,54 no
emergency department in our study reported use of these
as part of a routine clinical practice. Training on suicide
prevention interventions,55 such as safety planning,
coupled with stabilization and medication management,

as indicated in the VA/Department of Defense CPG for
the Assessment and Management of Patients at Risk for
Suicide (https://www.healthquality.va.gov/guidelines/MH/
srb/), could potentially improve care for ED patients and
promote safety in the time between ED discharge and
follow-up.

Other recommendations for emergency departments
to include in veteran-specific assessments include screening
for posttraumatic stress disorder (PTSD).56 The VA/
Department of Defense CPG for PTSD and Acute Stress
Disorder (https://www.healthquality.va.gov/guidelines/
MH/ptsd/)57 recommend screening for comorbid condi-
tions such as PTSD when evaluating a patient’s suicide
risk. In the nonmilitary population, approximately 6% to
7% of adults experience PTSD; however, in the veteran pop-
ulation in 2016, the VHA reported 10.6% of veterans had a
diagnosis of PTSD. In veterans who served in Afghanistan
and/or Iraq, 26.7% had a diagnosis of PTSD. Because the
veteran’s medical history may not be available in the emer-
gency department, additional screening using the Primary
Care PTSD Screen for DSM-558 and the PTSD Checklist
for DSM-559 may be warranted.

Conclusion

Findings from this study indicate that participating ED
providers assessed for suicidal ideation within ED settings,
but the staff did not always feel confident in their knowl-
edge of suicide and how to intervene. In addition, military
history, which confers increased suicide risk, was not taken
into consideration for treatment and referral, nor were vet-
erans linked back to treatment at the VA, which uses
evidence-based interventions such as safety planning, lethal
means safety education, and postdischarge caring contacts.
These suicide prevention strategies, which are unavailable
in many community emergency departments, have been
shown to reduce suicide mortality. Identification of veteran
status in the emergency department can potentially
improve connections to VA care, thereby increasing the
potential for suicidal veterans to receive evidence-based in-
terventions in VA settings after ED discharge. Although
further investigation using a larger sample is warranted,
findings suggest a need for all emergency clinicians, espe-
cially emergency nurses who are on the front lines, to
have educational opportunities to learn about issues
commonly reported by those with military service history,
such as suicide risk, and interventions for suicide in the
emergency department and veteran-specific health care ser-
vices and resources.
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� Suicide-specific intervention training is associated with
improved nurse confidence and patient care. Benefits of
different types of training and mechanisms of training
impact have not been thoroughly examined.

� Evidence-based suicide intervention training is associ-
ated with increased confidence, comfort, and perceived
ability to care for suicidal patients and lower burnout
than informal/lay person training.

� Suicide-specific training is associated with increased
comfort caring for suicidal patients because of its pos-
itive relationship with confidence.

Abstract

Introduction: Emergency nurses are on the front line of pa-
tient care for suicidal persons, yet many nurses report feeling
unprepared to effectively manage suicidal patients owing to a
lack of suicide-specific training. The purpose of this study
was to examine the suicide-specific training experiences of
emergency nurses and evaluate how training relates to burnout,
confidence, and comfort working with suicidal patients.

Methods: Emergency nurses at critical access and community
hospitals completed an anonymous online survey during work
hours. The survey included questions about training experiences,
burnout, confidence, and comfort working with suicidal patients,
perceptions of the quality and interactive nature of training, and
desires for future suicide-specific intervention training.

Results: Group comparisons among the 117 emergency
nurses revealed that those who received evidence-based/
expert-delivered training reported greater confidence, comfort,
and perceived ability to treat suicidal patients and lower
burnout than those who received informal or no training. Those
with informal training reported greater confidence and ability to
treat suicidal patients, but similar levels of comfort and burnout
as those with no training. Mediation analyses showed that
training was associated with greater comfort working with sui-
cidal patients through its effect on increased confidence. A
majority desired additional suicide-specific training.

Discussion: Evidence-based/expert-delivered professional
training in suicide intervention is associated with improved con-
fidence, comfort, and perceived ability to care for suicidal pa-
tients and lower burnout. Providing evidence-based suicide
intervention training may improve quality of care for suicidal pa-
tients by improving emergency nurse confidence and comfort for
treating these high-risk patients.

Key words: Emergency nurse; Suicide; Patient care; Burnout;
Attitude of health personnel

Introduction

Worldwide, there are approximately 700,000 deaths related
to suicide every year,1 and ED visits related to suicide
continue to increase.2 Approximately 45% of patients
who die because of suicide have contact with a health care
provider within a month before their death and up to
90% within a year before their death.3 Nurses who work
in the emergency department tend to be among the first
to have contact with a person in a suicidal crisis and often
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play a central role in managing care; thus, nurses are said to
be on the “front lines” of suicide prevention.4,5 However,
research has shown that many nurses do not receive
adequate training to equip them to care for patients who
are suicidal, and those who do often report the training is
insufficient.4,6 Lack of sufficient training, even an ED-
specific orientation training, has been associated with nurse
burnout and turnover.7

Burnout may be particularly high among emergency
nurses who lack suicide-specific training, given those with
little training tend to report higher levels of hopelessness,
fears, frustrations, and inadequacies in their care of suicidal
patients.8 High burnout also is associated with more nega-
tive attitudes and decreased comfort working with suicidal
patients.9 These experiences have all been associated with
poorer patient care, including avoidance of suicidal patients,
insufficient suicide risk assessment, and poor engagement
with patients,1,10-12 which then is linked to poorer patient
outcomes. Lack of suicide-specific training among nurses
also has been shown to correspond with lower levels of con-
fidence in caring for suicidal patients, greater anxiety/fear,
and negative attitudes or apathy toward suicidal pa-
tients.4,11,13 Conversely, nurses who receive suicide-
specific training have demonstrated positive changes in their
attitudes, perceived competence, fear/anxiety, and knowl-
edge for working with suicidal patients in the short
term.14 In addition, qualitative reports from mental health
nurses show that receiving training resulted in improved at-
titudes toward, confidence in, and an increased willingness
to engage with suicidal patients.15 Although training con-
tents and styles have varied considerably across studies,
they consistently find that training has contributed to im-
provements in nurses’ ability to respond appropriately and
engage in more effective suicide risk assessment and man-
agement of patients,12,16 underscoring the importance of
suicide-specific training for emergency nurses.

Although studies have shown that training is associated
with a variety of emotional, cognitive, and skill-based im-
provements for nurses, there remains a lack of knowledge
about whether different types of training produce stronger
positive changes than others. A recent study of mental health
care providers (2.1% nurses) found that the perceived suffi-
ciency of suicide-specific training was a significant mediator
of a training’s relationship to improved comfort and willing-
ness to work with suicidal patients.17 This result is similar to
that reported by Jahn and colleagues18 who found that
perceived sufficiency of training was more strongly related
to lower fear of patient suicidal behavior and greater knowl-
edge and skill working with suicidal patients than years of
professional experience. Few studies have examined how

the sufficiency, quality, or content of nurse trainings relate
to the positive outcomes mentioned earlier. It may be that
evidence-based or expert-delivered suicide prevention/inter-
vention trainings are perceived as more sufficient and pro-
duce stronger outcomes than other less formal or agency-
created trainings. Evidence-based trainings are likely to pro-
vide current, evidence-based best practices and reflect
training in suicide intervention core competencies,19,20

whereas agency-created or informal trainings may provide
less depth or skill-emphasis and focus on procedural tasks
such as documentation rules. However, the nurse training
literature lacks information about whether evidence-based/
expert-delivered suicide trainings relate to more positive out-
comes than the informal trainings often provided by hospitals
to staff as part of professional development. This study aimed
to address this gap in knowledge.

In addition, there is limited research examining mech-
anisms that may explain how training affected nursing
attitudes and comfort for working with suicidal
patients. Studies show that perceived self-efficacy, or the
belief and confidence in one’s ability to perform a task, is
a strong predictor of comfort and willingness to attempt
the task.21-23 According to the theory of planned
behavior,24 confidence to engage in a behavior (eg, intervene
with a suicidal patient) is the strongest predictor of whether
a behavior will occur. Supporting this idea further, Osteen
and colleagues16 found that self-efficacy significantly medi-
ated the effects of an evidence-based suicide intervention
training on mental health providers’ (17% nurses) use of
suicide intervention practices 4 months after training. How-
ever, this is 1 study and focused on a broad range of mental
health providers, so its generalizability to emergency nurses
is uncertain. It is very possible that nurses’ attitudes toward
and comfort working with suicidal patients are positively
affected by training through increased confidence, but
studies have not yet examined this possibility among nurses.

The aim of the current study was to examine how
training experiences, or lack thereof, relate to emergency
nurses’ confidence, attitudes, and burnout when working
with suicidal patients. We hypothesized that nurses who
report receiving suicide-specific, evidence-based/expert-
delivered training will report higher levels of confidence,
less burnout, and more positive attitudes/comfort working
with suicidal patients than those reporting informal/lay per-
son trainings or no training. Second, we hypothesized that
confidence would mediate the relationship between training
experience and attitudes/comfort working with suicidal pa-
tients. Knowing this information will assist with decisions
about professional development and training initiatives for
emergency nurses who care for suicidal patients.
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Methods

PARTICIPANTS AND PROCEDURES

The targeted participants of this study consisted of emer-
gency nurses within critical access (eg, <25 inpatient beds
with stays<96 hours; often located in rural areas) and com-
munity hospitals in the northwestern region of a major

health care system located in the Midwestern United States.
All full-time emergency nurses were contacted via their work
email and invited to participate in an anonymous online
study during work hours. Interested nurses could click on
a link within the invitation email that directed them to
the consent page of the study survey. Those agreeing to
participate in the study then were shown the survey ques-
tions. All data collection was conducted using the Qualtrics
survey platform, and participation was anonymous. The
study procedures were approved by the ethics review com-
mittee at the hospital system where data were collected,
and the university affiliated with the first author.

SURVEY MEASURES

Participants were asked to state their age, gender identity,
race/ethnicity, type of nursing degree, years of experience,
and how often they encounter suicidal patients (response
range 1 ¼ rarely to 4 ¼ almost always/most shifts).

To measure emergency nurses’ confidence in suicidal
patient care, an adaptation of an 8-item scale used to mea-
sure undergraduate nurses’ confidence in care for oncology
patients25 was used. Items were adapted so that instead of
referring to care of oncology patients, items referred to sui-
cidal patients. Consistent with the original scoring guide-
lines, participants responded to each item (eg, “How
confident are you in your ability to manage suicide risk of
a patient?”) using a 10-point Likert-type scale ranging
from “0; Not at all confident” to “10; Totally confident.”
Total scale scores are calculated by averaging the response
values across items so that higher scores indicate greater con-
fidence. The adapted scale has not been psychometrically
validated but internal consistency estimates within our sam-
ple were strong (Cronbach’s a ¼ 0.92). In addition, a prin-
cipal axis factor analysis with oblimin rotation supported a
single factor structure (eigenvalue ¼ 5.297) accounting
for 66.22% of the variance with all item loadings >0.680
(range ¼ 0.680-0.859).

The occurrence of burnout within our sample was
measured using the 9 items of the emotional exhaustion
and depersonalization subscale from the Nurse-
Experienced Time Pressure, Burnout, and Patient Safety
Interaction Questionnaire.26 Scale scores are calculated by
averaging the response values so that higher scores indicate
higher burnout. This burnout subscale has strong psycho-
metric properties and had strong internal consistency within
the current sample (Cronbach’s a ¼ 0.89).

To evaluate comfort/attitudes toward working with sui-
cidal patients, the full, 11-item Understanding Suicidal Pa-
tients Scale27 was used. Items evaluated comfort working

TABLE 1
Descriptive demographic features and ED experiences
of sample

Demographic statistics Frequency (%)

Sex
Male 13 (11.1)
Female 104 (88.9)
Race/ethnicity
White/Caucasian 113 (97.4)
Black/African American 1 (0.9)
Native American 2 (1.7)
Type of hospital
Critical access 67 (57.3)
Community hospital 50 (42.7)
Have you worked with a suicidal
patient in the ED?

Yes 115 (98.3)
No 2 (1.7)
Nursing degree
BSN (RN) 82 (70.7)
ADN (LPN) 15 (12.9)
Other (APRN, etc.) 19 (16.4)
How often do you encounter patients
who are suicidal in the ED?

Rarely 7 (6.0)
Occasionally 24 (20.5)
Often 58 (49.6)
Almost always/most shifts 28 (23.9)
Years of experience
<5 y 18 (15.4)
5-10 y 38 (32.5)
11-20 y 36 (30.8)
21-30 y 18 (15.4)
31-40 y 7 (6.0)

ED, emergency department; BSN, Bachelor of Science in Nursing; RN, registered nurse; ADN,
Associate Degree in Nursing, LPN, licensed practical nurse; APRN, advanced practice registered
nurse.
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with and attitudes toward suicidal patients (eg, “I find it
difficult to understand a person who at attempted suicide”
reverse coded; “A patient who has attempted suicide is the
kind of person whom I like to help”). Total scale scores
are calculated by averaging the response values across items
so that higher scores indicate greater comfort and more pos-
itive attitudes toward patients. The Understanding Suicidal
Patients Scale has shown strong psychometric properties in
previous studies,28,29 and in the current sample, an adequate
internal consistency was observed (Cronbach’s a ¼ 0.63).

To measure experiences with suicide-specific training,
participants responded to items evaluating the perceived
quality and amount of suicide-specific training they had
received. Items asked participants to estimate how many
trainings in suicide risk assessment/intervention they
have had, the recency of their last training (range ¼
“Within the past week to more than 2 years ago”), how
interactive the training was (eg, did it include role plays
or simulations; 0 ¼ not at all interactive; 10 ¼ very inter-
active), the perceived quality of the training received (0 ¼
very poor; 10 ¼ extremely good), and perceptions of
whether the training provided adequate skills to care for
suicidal patients (1 ¼ strongly disagree; 5 ¼ strongly
agree). Additional items asked participants to rate the
extent to which training improved their ability to care for
suicidal patients (0 ¼ no improvement; 10 ¼ extreme
improvement) and levels of agreement to a statement
reflecting a desire to receive further training in treating

suicidal patients (1 ¼ strongly disagree; 5 ¼ strongly
agree). Finally, participants also indicated which trainings
they had participated in from a list of 11 options that
presented “suicide-specific evidence-based/expert-deliv-
ered,” “informal/lay person,” or “no training” categories
(see Table 2 Evidence-based/expert-delivered interven-
tions refers to those providing professional skill develop-
ment. Some programs listed such as Question, Persuade,
Refer and Yellow Ribbon do have an evidence base support
their use as a general public suicide awareness program but
they do not provide clinical/professional skill intervention
training so were categorized as “informal/lay person train-
ings.”). Participants who reported more than one training
experience were coded according to their highest-level
training (eg, if reporting both hospital-provided training
and expert training, they were coded into the evidence-
based/expert-delivered group).

DATA ANALYSIS

Before analyses, data were inspected for normalcy, outliers,
and missingness. All variables demonstrated acceptable skew
(�0.68 to 0.59) and kurtosis (�0.06 to 0.55). Missing data
were <3% across all measures and completely missing at
random (x2 ¼ 1.76, P ¼ .624), so missing values were
replaced with the item mean. Descriptive statistics were
calculated and reported as frequencies, percentages, means,

TABLE 2
Suicide-specific training options participants endorsed and categorization

Training option
n (%) of participants Categorization

Question, Persuade, Refer* 3 (2.6) Informal/lay person
Applied Suicide Intervention Skills Training 1 (0.9) Evidence based
Yellow Ribbon* 3 (2.6) Informal/lay person
Assessment and Management of Suicide Risk 8 (6.8) Evidence based
Zero Suicide 4 (3.4) Evidence based
Recognizing and Responding to Suicide Risk 5 (4.3) Evidence based
Collaborative Assessment and Management of Suicide 4 (3.4) Evidence based
Agency-offered/hospital-offered professional development 37 (31.6) Informal/lay person
Agency-offered/hospital-offered documentation or procedure training 16 (13.7) Informal/lay person
Continuing education program by suicide expert 26 (22.2) Evidence based
Other� 28 (23.9) –

Have not received suicide-specific training 29 (24.8) No training

Participants could choose all that they participated in so summed percentages will exceed 100.
* Programs were coded as informal/lay person given that they are designed to teach the general public to recognize warning signs and refer at-risk individuals to the emergency department/mental health

services.
� Written responses were coded, with most reflecting company-offered procedural training.
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and standard deviations. Group differences were tested us-
ing a MANCOVA with years of experience and frequency
of contact with suicidal patients as covariates, with follow-
up pairwise comparisons using a Bonferroni correction.
Bivariate Pearson correlations were calculated to ensure sig-
nificant relationships among the variables before running
mediation analyses. Tests of the mediation hypothesis
controlled for the effects of years of experience and fre-
quency of contact with suicidal patients. Mediation analyses
were conducted using model 4 of the PROCESS macro30

for SPSS (IBM Corp, Armonk, NY) that included 5000
bootstrapped resamples and bias corrected confidence inter-
vals to determine significance.We conducted all analyses us-
ing the SPSS version 24.0.

Results

A total of 132 nurses accessed the survey. Six declined to
participate and 15 had more than 50% missing data result-
ing in a final sample size of 117 emergency nurses (88.9%
female, 97.4% white). The mean age of participants was
41.38 years (SD ¼10.28; range 24-63), with an average of
13.82 years of experience (SD¼ 9.52, range¼ 6months-41
years). Almost every nurse (n ¼ 115, 98.3%) reported hav-
ing some experience with suicidal patient care. Additional
descriptive information about the sample is presented in
Table 1.

As shown in Table 1, almost all participants (n ¼ 115,
98.3%) reported working with suicidal patients in the emer-
gency department and a majority do so often to almost al-
ways (n ¼ 86, 73.5%). A quarter of the emergency nurses
(n¼ 29, 24.8%) reported receiving no training for working
with suicidal patients. Of those who received training, 54
(46.2%) reported receiving unstructured/lay person train-
ings, most of which included employer-provided, brief
webinars around procedures and charting, whereas 34 emer-
gency nurses (29.1%) reported having completed at least
one suicide-specific, evidence-based professional skill inter-
vention training (see Table 2). A notable majority (n ¼ 86,
73.5%) reported agreeing/strongly agreeing with a desire to
receive more training for working with suicidal patients in
the emergency department, 24 (20.5%) reported being
neutral, and 7 (6%) disagreed with wanting more training.

Training-group comparisons showed there were signifi-
cant differences among the 3 training groups, F (14,210) ¼
7.25, P < .001, d ¼ 1.39, across all variables assessed (see
Table 3). Overall, the pattern of results indicated emergency
nurses who received suicide-specific evidence-based/expert-
delivered intervention trainings reported more perceived abil-
ity to care for suicidal patients, comfort and confidence work-
ing with suicidal patients, and the lowest burnout than those
who received unstructured/lay person or no training. Those
with informal/lay person training reported more positive out-
comes than those with no training on most variables but did
not differ from each other on comfort working with suicidal

TABLE 3
Training group differences

Outcome variable
No training
n [ 28
Mean (SD)

Informal/lay
person training
n [ 54
Mean (SD)

E-B/expert training
n [ 34
Mean (SD)

Univariate
effect size d

Total scale: comfort 3.58 (0.39) 3.59 (0.34) 3.77 (0.29)*,� 0.49�

Total scale: confidence 5.99 (1.65) 7.18 (1.65)* 8.10 (1.30)*,� 1.05x

Total scale: burnout 3.45 (1.02) 3.40 (0.91) 2.95 (0.76)*,� 0.56�

Item: improve ability to treat 1.03 (1.68) 4.56 (2.40)* 5.72 (2.46)*,� 1.59x

Item: provided adequate skills 2.36 (1.16) 3.20 (1.12)* 3.81 (1.23)*,� 0.97x

Item: overall perceived quality 0.92 (1.76) 4.86 (2.37)* 5.50 (2.53)* 1.61x

Item: interactive 0.78 (1.64) 3.87 (2.12)* 5.10 (2.00)*,� 1.64x

All analyses controlled for the effects of years of experience and frequency of encounters with suicidal patients.
E-B, evidence based.
* Group differs from no training.
� Group differs from informal training.
� P < .05.
x P < .01.
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patients (mean difference ¼ 0.01, P ¼ .89) and burnout
(mean difference ¼ 0.06, P ¼ .78). A similar pattern of dif-
ferences was observed for feeling as though training provided
adequate skills for working with suicidal patients. Of note,
there were no differences between the evidence-based/
expert trained group and informal/lay person training group
on perceived quality of training received, but the evidence-
based/expert trained group reported more interactive training
than both the informal/lay person and no-training groups, F
(2111) ¼ 37.23, P < .001, d ¼ 1.64 (see Table 3).

Bivariate correlations showed significant relationships
between training, confidence, and comfort (r ¼ 0.29-
0.48). Burnout did not have a significant correlation with
any of the other variables (r ¼ �0.07 to �0.18) and there-
fore was not included in any mediational analyses. The
model specifying confidence as the mediator of the effect
of training on comfort working with suicidal patients was sig-
nificant, F (3113) ¼ 4.04, P < .01, d ¼ 0.65, explaining
12.4% of the variance in comfort working with suicidal pa-
tients. Training had a direct, significant effect on increased
confidence (standardized b ¼ 0.45, t ¼ 5.81, P < .01),
and confidence had a direct, significant effect on increased
comfort (standardized b ¼ 0.32, t ¼ 2.95, P < .01). With
confidence as the mediator in the model, the direct effect
of training on comfort working with suicidal patients was
nonsignificant (standardized b ¼ 0.02, t ¼ 0.22,
P ¼ 0.82), but the indirect effect of training through confi-
dence was significant, standardized effect ¼ 0.14, standard
error ¼ 0.06, 95% confidence interval, 0.04 to 0.26. This
indicates that confidence fully mediated training’s effect on
comfort working with suicidal patients, supporting the study
hypotheses.

Discussion

These findings support our hypotheses, showing that
training is associated with increased confidence, positive at-
titudes/comfort, and perceived ability to care for suicidal
patients and reduced burnout among emergency nurses
above and beyond the effects of years of experience. In addi-
tion, the positive effects seem to be more robust for nurses
who have received evidence-based/expert-delivered, sui-
cide-specific intervention training and therefore are likely
to provide a better foundation to ensure high-quality ED
care of suicidal patients. Previous studies evaluating the
pre-post effects of different suicide training programs have
documented improvements in nurses perceived knowledge,
attitudes toward, and comfort and willingness to work with
suicidal patients.14,31,32 The current results further support
these findings and extend them by showing that the type of

training received may be important, with evidence-based/
expert-delivered suicide intervention trainings being related
to stronger positive outcomes for nurses. In addition, our
data show that one potential reason for why training im-
proves comfort working with suicidal patients is because
training likely increases confidence in one’s ability to work
this high-risk population of patients.

The current data show that emergency nurses who
received evidence-based/expert-delivered training on suicide
interventions reported a more positive outcome on all the
variables relative to those who had only informal/lay person
training and those reporting no training. The evidence-
based/expert training group nurses were more confident
and comfortable working with suicidal patients, reported
greater perceived adequacy of their skills, and reported lower
burnout. This has important implications given other
research showing that increased confidence in one’s abilities
and skills is associated with enhanced patient care16,31,33

and important to providing high quality services. Although
the informal/lay person training group of nurses did report
more confidence and improved ability to treat suicidal pa-
tients than the nurses who had no suicide-specific training,
these 2 groups did not differ on their comfort treating sui-
cidal patients or burnout. This suggests that although
informal/lay person training may contribute some benefit
over no training, it does not seem to relate to improved com-
fort working with suicidal patients. Nurses who have low
comfort working with suicidal patients have been found
to hold more negative attitudes toward suicidal patients,
which then is related to poorer patient interactions, out-
comes, and satisfaction with services.4,12 Nurses with lower
reported comfort working with suicidal patients also may be
more likely to experience increased distress when working
with these patients,10,15 potentially contributing to the
higher burnout observed among emergency nurses.34

Thus, providing evidence-based, suicide-specific interven-
tion training to nurses may be one way to enhance patient
care while also potentially improving nurse job satisfaction
and reducing burnout. Additional studies are needed to
examine how different types of training affect patient care
and nurse burnout.

The finding that training is associated with emergency
nurses’ comfort working with suicidal patients through its
effect on increased confidence adds to the literature exam-
ining training effects. Most previous work has emphasized
pretraining and posttraining outcomes without attending
to some of the mechanisms for the changes observed. The
current data show improved confidence in one’s ability,
skill, and capability for treating suicidal patients is one factor
likely to underlie the beneficial effects of suicide-specific
training, above and beyond years of experience (see also
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Manister35). This finding also is consistent with recent work
documenting that self-efficacy acts as a mediator between
training and improved care of suicidal patients.16,31 Further
complementing these results, a large portion of the current
sample indicated a strong desire for additional suicide-
specific intervention training to support their work in the
emergency department, which also is consistent with other
studies.15,36 Given that many nurses in our sample reported
frequent work with suicidal patients, often daily, providing
foundational suicide-specific intervention training appears
essential to supporting high quality patient care.

Limitations

Owing to the cross-sectional survey design of this study,
cause and effect relationships cannot be determined so addi-
tional experimental and longitudinally designed studies are
needed. Our data also are limited by the homogeneity of
the sample (predominantly female, white), small sample
size, and restricted geographic region, all of which limit
generalizability. However, we did have relatively equal dis-
tribution between community/city and critical access/rural
emergency departments. The use of only self-report assess-
ment has limitations of response biases and potential retro-
spective recall inaccuracies. In addition, our measure of
confidence in suicidal patient care was adapted from a
different measure without previous evaluation of its psycho-
metric properties, and although reliability and factor ana-
lyses in the current sample suggest it likely has validity,
additional psychometric evaluation is needed. Given the
focus on suicidal patient care, participants may have
responded in more socially desirable ways to the items
than how they truly feel, but we did not account for this
in our study. Some participants who reported receiving no
suicide-specific training still reported receiving some hours
of training (eg, related to job onboarding/charting) and
rated the quality of training. It is unclear why they
responded in this way, and review of their responses indi-
cated most reported hours of training related to new
employee training regarding procedures related to suicidal
patients, but we had no way of further validating these re-
sponses. Furthermore, the assessment of the recency of
training limited the longest option to 2 or more years ago,
making it hard to know how many of the 18 participants
(15.4%) endorsing this option may be recalling the impact
of a training completed 3, 5, or even 10 years ago. Finally,
our low overall response rate may have been influenced by
the timing of our study that occurred during a COVID-
19 surge in the region, resulting in staff who were generally
too busy to complete the survey. Thus, those who did com-

plete the survey may have been more comfortable with, or
interested in the topic of, working with suicidal patients.

Implications for Emergency Nursing

These findings suggest that providing some type of suicide-
specific intervention training is likely better than no training,
but when they can, hospitals may want to consider providing
their nurses with evidence-based/expert-delivered, suicide-
specific intervention trainings for working with suicidal pa-
tients. Doing so may help to prevent or lower burnout and
improve nurse confidence and also may contribute to
improved patient care. Studies indicate emergency nurses
often believe they lack the skills and knowledge to assess
and treat suicidal patients effectively, which impedes their
ability to provide high-level care.4,14 Providing evidence-
based and skill-focused suicide intervention training is likely
to best meet nurses’ needs. Finally, although the current
study did not examine specific curriculums or styles of in-
struction, suicide prevention experts have outlined key com-
petencies37-39 supported by research for treating suicidal
patients and recommendations for the use of interactive
teaching methods (eg, role plays, simulations).40,41

Providing interactive, evidence-based training specific to
assessing and managing suicide risk among ED patients is
likely to benefit both the nurses providing care and the pa-
tients receiving care.

Conclusion

Emergency nurses who have greater confidence in their abil-
ity to care for, and comfort working with, suicidal patients
tend to provide better care with more positive patient out-
comes. The current results support providing evidence-
based/expert-delivered suicide-specific intervention training
to emergency nurses to enhance nurse confidence and com-
fort in their abilities to assess, intervene with, and treat sui-
cide risk among patients.
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Contribution to Emergency Nursing Practice

� The purpose of this study was to investigate patient
engagement in medication discussions and patient char-
acteristics associated with those discussions.

� This study found a positive association of medication
knowledge with engagement in medication discussions
and that patients with financial vulnerabilities (ie, diffi-
culty paying bills) were more likely to engage in medica-
tion discussions than those with no such vulnerability.

� Key implications of this study are that assessments of
patients financial vulnerabilities and medication
knowledge can help identify opportunities for clini-
cians to use enhanced patient engagement strategies
to facilitate medication discussions during the ED visit
for patients at higher risk of potential medication
adverse events.

Abstract

Introduction: This study aimed to investigate the level of pa-
tient involvement in medication reconciliation processes and fac-
tors associated with that involvement in patients with
cardiovascular disease presenting to the emergency department.

Methods: An observational and cross-sectional design was
used. Patients with cardiovascular disease presenting to the
adult emergency department of an academic medical center
completed a structured survey inclusive of patient demo-
graphics and measures related to the study concepts. Data
abstracted from the electronic health record included the pa-
tient’s medical history and emergency department visit data.
Our multivariable model adjusted for age, gender, education,
difficulty paying bills, health status, numeracy, health literacy,
and medication knowledge and evaluated patient involvement
in medication discussions as an outcome.
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Results: Participants’ (N ¼ 93) median age was 59 years
(interquartile range 51-67), 80.6% were white, 96.8% were
not Hispanic, and 49.5% were married or living with a partner.
Approximately 41% reported being employed and 36.9% re-
ported an annual household income of <$25,000. Almost half
(n¼ 44, 47.3%) reported difficulty paying monthly bills. Patients
reported moderate medication knowledge (median 3.8, inter-
quartile range 3.4-4.2) and perceived involvement in their care
(41.8 [SD ¼ 9.1]). After controlling for patient characteristics,
only difficulty paying monthly bills (b ¼ 0.36, P ¼ .005) and

medication knowledge (b ¼ 0.30, P ¼ .009) were associated
with involvement in medication discussions.

Discussion: Some patients presenting to the emergency
department demonstrated moderate medication knowledge
and involvement in medication discussions, but more work is
needed to engage patients.

Key words: Medication reconciliation; Patient involvement;
Medication; Cardiovascular; Emergency department

Introduction

Unintentional medication discrepancies (UMDs) are unex-
plained mismatches in patients’ medication orders across
different care areas, and they occur in nearly half of hospital-
ized patients.1-3 Most of these errors have the potential for
moderate to severe patient harm.2,4-6 Patients receiving
care in emergency departments are in a high-risk environ-
ment for these errors.7-9 A hallmark of the dynamic,
complex ED setting is the existence of several care
transition points including (1) home to ED evaluation,
(2) ED discharge to home, (3) ED admission to inpatient
hospitalization, and (4) ED evaluation to skilled nursing
facility. At each of these care-transition points, the risk of
unintentional medication errors is high,10,11 making ED pa-
tients particularly vulnerable to adverse drug events.

Owing to the high rates of patients with cardiovascular
disease (CVD) encountered in ED settings, which are a
high-risk environment for medication errors, this patient
group is highly vulnerable to medication errors.12,13 As of
2019, nearly 900,000 deaths in the United States were
attributed to CVD, with coronary heart disease as the lead-
ing cause of death (41.3%) followed by other minor CVD
(17.3%), stroke (17.2%), high blood pressure (11.7%),
heart failure (HF) (9.9%), and diseases of the arteries
(2.8%).14 A recent report by the American Heart Associa-
tion14 indicates the cost of CVD to the health care system
as $378.0 billion with direct costs accounting for $226.2
billion and lost productivity/mortality as $151.8 billion.
Nearly 668,000 annual ED visits for acute HF occur in
the United States and of these 83.7% are admitted.15

More importantly, their high 30-day hospital readmission
rate16 and increased exposure to the health care setting,
age (>65 years), high comorbidity burden,3,17,18 and asso-
ciated polypharmacy increase the risk of adverse drug events
and medication nonadherence.18,19 One possible way to
reduce these patients’ risk of adverse drug events could be
through in-depth medication discussions in the ED setting.

Medication reconciliation (MedRec) is the formal pro-
cess whereby patients’ medication orders are verified,
compared, and documented during care transitions.1,2,16-19

MedRec significantly reduces UMDs.17,18,20 A key MedRec
component is obtaining a best possible medication history
(BPMH) using at least 2 sources of data (eg, the patient, their
family or caregivers, the health record or outside pharmacy).
The BPMH constitutes a “comprehensive, systematically
derived”20medication list that is usually initiated in the emer-
gency department, can be completed by any health care prac-
titioner, and culminates in the preadmission medication list,
a critical foundation for subsequent MedRec.21-23 The
detailed and systematic BPMH process increases the
accuracy of medication lists and reduces the potential for
medication errors.22,24-26 Patients are an integral part of
BPMH, and their engagement with health professionals
during the MedRec process is crucial for an accurate
preadmission medication list.27 Importantly, patient engage-
ment reduces the potential for adverse drug events28 and im-
proves patient safety during care transitions.29 Patient
involvement in medication discussions may reduce the po-
tential for adverse drug events,28 improve patient safety dur-
ing care transitions,29 and enhance the continuity of care
following discharge.30,31 Patient characteristics (ie, age,32-34

education level,35 race,36 or gender33), patient health status,37

social support,10 and perceived health competence38 are also
important in medication discussions. However, data
measuring ED patients’ desire for or involvement in medica-
tion discussions are lacking. The Emergency Nurses Associa-
tion position paper on medication management highlights
the important role emergency nurses play in preventing
UMDs.5,39 Although pharmacists and pharmacy technicians
are increasingly used in ED settings to obtain medication his-
tories and facilitate MedRec,40 nurses remain the largest
workforce per 10,000 health professionals (85.3%)41 and
provide patient care 24 hours a day. Moreover, the feasibility
of pharmacy staff to conduct MedRec in emergency depart-
ments is limited by contextual factors such as resource and
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staffing limitations.42,43 Because ED clinical practice is com-
plex and diverse, nurses’ function as specialist-generalists
carries various responsibilities. By engaging patients in discus-
sions surrounding their medications, a robust medication list
can be generated as the foundation for subsequent
MedRec.39 For this study, patient engagement is defined as
patients’ participation and involvement in treatment deci-
sions, information sharing with health care providers
(HCPs), their perception of HCP facilitation of patient deci-
sionmaking, and information sharing during medication his-
tory taking.28

OBJECTIVE

The purpose of this study was to investigate the level of pa-
tient involvement in MedRec processes and to explore fac-
tors associated with that involvement in patients with
CVD presenting to the emergency department. We hypoth-
esized that patient characteristics (age, gender, socioeco-
nomic status, and health literacy/numeracy), health status,
social support, and perceived health competence would be
associated with patient involvement in the MedRec pro-
cesses (Figure).

Methods

STUDY DESIGN, SETTING, AND SAMPLE

We conducted an observational and cross-sectional study
using an in-person structured survey and chart abstraction
for data collection. A convenience sample of patients was
drawn from the population of patients with CVD present-
ing at the time of the study to an academic medical center
in the Southeastern United States (annual census
w70,000 patients per year) who met the study inclusion
criteria. Patients were eligible if they were >_18 years old,
were English speaking, were clinically stable, had a medical
history of CVD (ie, hypertension, HF, myocardial infarc-

tion, unstable angina, arrhythmia, pulmonary embolism,
or deep vein thrombosis), and were willing and able to
give an informed consent.We excluded patients with altered
mental status, with hemodynamic instability, who were
transferred from assisted living or long-term care, on isola-
tion precautions, or from a vulnerable population (ie, pris-
oners, cognitively impaired, and children/minors).
Patients were required to be alert and stable and able to ex-
press their thoughts during interviews without compro-
mising patient safety. The Vanderbilt University
Institutional Review Board (# 171196) approved the study.

DATA COLLECTION AND STUDY MEASURES

Senior undergraduate or graduate students approached
eligible ED patients and introduced them to the study. Pa-
tients who were interested were provided with a hard copy
consent document, which was reviewed with the patient.
After consent, students facilitated completion of the patient
survey during the patients’ ED visit. Students received
training on the study protocol and associated procedures
and also completed training in the ethical conduct of
research before starting data collection. Surveys were admin-
istered in written and verbal format via a paper form. Pa-
tients were provided the option to either complete the
survey themselves or have the student read the questions
and note patient responses using a paper copy of the survey
document. Subsequently, all paper responses were entered
into a Research Electronic Data Capture (REDCap) study
database within 1 week after the interview. REDCap is a
secure, web-based software platform designed to support
data capture for research studies.44,45 To ensure the reli-
ability of the data collected, all responses were double
entered into the REDCap database. The 2 entries were
compared and discrepancies corrected until all data matched
the paper responses. If patient demographic information
was not clear from the patient responses or otherwise needed
to be verified, key study personnel reviewed the electronic
health record for the patient to collect that information.

Patient factors
Patient characteristics (age, gender, socioeconomic
status, health literacy/numeracy)
Health status
Social support
Perceived health competence

Patient involvement in 
medication reconciliation 

processes
•
•
•
•

•

FIGURE

Proposed relationship between study variables.
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Measurement

Survey questions were derived from the literature but also
included existing measurement scales with established valid-
ity and reliability.46-51 Descriptive survey items were
reviewed by experts and subsequently pilot tested in a
group of ED patients for clarity and appropriateness and
to establish content and face validity. After providing
consent and while still in the emergency department,
patients completed a survey of sociodemographic
characteristics (age, gender, socioeconomic status [SES],
and health literacy/numeracy), health status, social
support, medication knowledge, and medication
involvement.

Self-rated health status was assessed using 5 of 10 items
from the National Institutes of Health Patient-Reported
Outcomes Measurement Information System global health
status questionnaire.46 A 5-point Likert scale was used to ask
about overall health, quality of life, physical and mental
health, and satisfaction with social activities and relation-
ships. A score was generated by averaging the responses of
the 5 items (range 1-5, Cronbach’s alpha ¼ 0.76).

Numeracy was assessed using the Subjective Numeracy
Scale. Each of the 3 items comprising the scale has a scale
from 1 to 6. A score is generated by summing responses
to the items (possible range 3-18), with higher scores reflect-
ing better subjective numeracy (Cronbach’s alpha ¼ 0.71).
Health literacy was assessed using the Brief Health Literacy
Scale, which consists of 3 items on a 5-point Likert scale
summed to create a total score. Scores have a possible range
of 3 to 15, with higher scores indicating higher subjective
health literacy (Cronbach’s alpha ¼ 0.77).

For assessing patient medication knowledge, this study
used 5 items from an existing scale previously created to
assess patient-perceived medication knowledge and confi-
dence for medication use (general knowledge and drug
interaction knowledge) on a 5-point Likert scale of strongly
disagree to strongly agree. A multidisciplinary group of ex-
perts established content validity and psychometric evalua-
tion indicated a one-factor model and high internal
consistency (Cronbach’s alpha ¼ 0.74).52,53 Responses in
this study were averaged for a knowledge score (Cronbach’s
alpha ¼ 0.68).

Patient engagement in MedRec processes was assessed
using the modified Perceived Involvement in Care Scale
(M-PICS). The original PICS is a self-report tool to assess
patients’ perception of physician-patient communication
occurring duringmedical encounters.48,54 It comprised a to-
tal of 14 items, with each item response ranging from “1”
(strongly disagree) to “5” (strongly agree). The PICS and

M-PICS were previously administered only to outpatient
samples48,49; thus, the wording of questions was modified
to fit with the ED and MedRec context. In this study, the
M-PICS phrase “health care provider (HCP)” was replaced
with “emergency room staff.” Furthermore, because the
focus of this study was patient involvement in medication
discussions, the items were slightly adapted, including using
the term “medication(s)” to replace references to treatment,
procedures, or symptoms. The 3 M-PICS subscales
included in this study were HCP facilitation (5 items)
(eg, emergency room staff encouraged me to talk about per-
sonal concerns I may have about my medications), patient
information (5 items) (eg, I asked emergency room staff
to explain my medicines to me in greater detail), and patient
decision making (4 items) (eg, I expressed concern about the
new medicines they recommended and prescribed).49 Re-
sponses to the 14 items were totaled to arrive at an overall
M-PICS score with a possible range of 14 to 70 (Cronbach’s
alpha ¼ 0.83).

DATA ANALYSIS

IBM SPSS Statistics (version 27; IBM Corp, Armonk, NY)
was used for data analysis. Frequency distributions were
used to summarize the categorical data. Normally distrib-
uted continuous data were summarized using mean and
SD; skewed data were summarized using median and inter-
quartile range (IQR). Pearson correlations and multiple
linear regression analyses were used to assess the associations
of the patient characteristics with their reported involve-
ment in medications discussions. Skewed distributions
were transformed to normal using the square root function
before inclusion in those parametric statistical procedures.
An alpha of 0.05 was used for determining statistical signif-
icance (P < .05).

Results

SAMPLE CHARACTERISTICS

The median age of the 93 participants who completed the
key study measures was 59 years (IQR 51-67). Most partic-
ipants were white or Caucasian (n ¼ 75; 80.6%), not His-
panic or Latino (n¼ 90; 96.8%), and married or living with
a partner (n ¼ 4 6; 49.5%). In addition, 34 patients (41%)
reported being employed, and 31 patients (36.9%) reported
an annual household income of <$25,000. Almost half
(n ¼ 44, 47.3%) reported that paying their monthly bills
was somewhat or always difficult. See Table 1 for details.
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TABLE 1
Demographic Characteristics (N[93)

Characteristics Median (IQR) IQR n %

Age 59.0 51-67
Gender

Male 46 49.5
Female 47 50.5

Race
White or Caucasian 75 80.6
Black or African American 16 17.2
Other 2 2.2

Hispanic or Latino
No 90 96.8
Yes 3 3.2

Highest level of education (N ¼ 92)
Less than high school 32 34.8
High School 31 33.7
Bachelor’s degree and higher 29 31.5

Employment Status
Employed 34 41.0
Self-employed 3 3.6
Not employed and not seeking
employment

3 3.6

Retired 29 34.9
Unable to work (disabled) 14 16.9

Household Income (N ¼ 84)
<$25,000 31 36.9
$25,000-50,000 15 17.9
$51,000-$100,000 26 31.0
>$100,000 12 14.3

Difficulty Paying Bills
Very difficult 14 15.1
Somewhat difficult 30 32.3
Not very difficult 16 17.2
Not at all difficult 33 35.5

Marital Status
Married/Partnered 46 49.5
Separated/Divorced/Widowed 25 26.9
Single 22 23.7

Companion at the hospital with patient
None indicated 31 33.3
Spouse/Partner 32 34.4
Adult child 9 9.7
Other relative 10 10.8

continued
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Summaries of the participant’s responses to how they
manage their medications and how comfortable they were
discussing medications with the ED staff are presented in
Table 2. Most were quite comfortable talking with the
ED staff about their medications (n ¼ 84, 90%). Most re-
ported using either the original bottles (n ¼ 55, 59%) or
a pillbox (n ¼ 53, 57%) to keep track of their medications.
Although 62% (n¼ 58) reported that they took either their
original pill bottles or some type of list of medications with
them on a visit to their physician, only 42% (n¼ 39, 42%)
brought any of those items or lists with them to the emer-
gency department. Finally, more than half (n ¼ 54, 58%)
stated they were able to fully manage their medications on
their own. Of those who stated they had a family member
who assisted them with their medications and reported
how they assisted them (n ¼ 39), the most commonly re-
ported type of assistance was with picking up the medica-
tions from the pharmacy (n ¼ 30, 76.9%) and reminding
them to take the medications (n ¼ 25, 64.1%) (Table 2).

PATIENT INVOLVEMENT IN MEDICATION DISCUS-
SIONS

The mean score for overall perceived involvement in care
was in the middle of the possible range of scores for that
measure (Table 3) (41.8 [SD ¼ 9.1]). Of the subscale
scores, HCP facilitation of involvement in care scored the
highest (3.6 [SD ¼ 0.8]), followed by patient information
(2.8 [SD ¼ 0.9]) and patient decision making (2.5 [SD ¼
0.9]). Patient-reported subjective numeracy (median 4.6,
75th lower and upper IQR 3.6-5.4), Brief Health Literacy
scores (12.1, 10.0-15.0), and medication knowledge (3.8,
3.4-4.2) trended toward the upper range of each scale.

As shown in Table 4, compared with participants
reporting no difficulty paying bills, those reporting it was
very difficult to pay bills had significantly higher patient
involvement in medication discussion scores (b ¼ 0.35,
P ¼ .002). This finding was very similar after controlling
for all other patient characteristics (b ¼ 0.36, P ¼ .005).
Furthermore, a statistically significant positive association
was observed between participant medication knowledge

scores and their reported involvement in medication discus-
sions (unadjusted, b ¼ 0.33, P ¼ .001; adjusted, b ¼ 0.30,
P¼ .009). None of the other patient characteristics demon-
strated statistically significant associations with level of
involvement in medication discussions while in the emer-
gency department (Table 4).

Discussion

This study addressed important knowledge gaps of patient
involvement in MedRec processes and associated factors
with involvement in patients with CVD presenting to the
emergency department. To the best of our knowledge,
this study is the first to highlight patient factors associated
with involvement of patients with CVD in ED medication
discussions. Awareness of these factors could aid health care
workers in how to target and engage patients with CVD less
involved during medication discussions. In addition, these
findings may increase overall understanding of the reasons
for why some patients are more involved in these discussions
and why others are not, with the possibility to inform inter-
ventions designed to increase patient engagement.

Difficulty paying monthly bills and medication knowl-
edge were associated with greater patient involvement dur-
ing medication discussions in the emergency department.
Patient characteristics such as demographics (eg, age,
gender, education), health literacy, health status, and social
support were not associated with statistical significance.
This study found that those participants who indicated
paying bills as most difficult were more involved in their
medication discussions. Underlying financial difficulties
and stress could explain difficulty paying bills. Patients
without steady or sufficient income may be more astutely
aware of their medical needs and monitor the necessity
and affordability of medications prescribed. Close managing
of finances related tomedications could result in patients be-
ing overall more aware of what medications they are taking
and, thus, may account for more involvement in their medi-
cationmanagement than patients without difficulties paying
bills. Another possible explanation for patients of lower SES

TABLE 1
Continued

Characteristics Median (IQR) IQR n %

Friend 3 3.2
Other (ex-husband; neighbor) 2 2.2
>1 companion 6 6.5
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having greater involvement in medication discussion is that
patients of lower SES typically have a more severe level of
disease and more comorbidities55 that require more patient
involvement than less severe disease. Health care workers
should remain diligent in knowing the disparities observed
in patients with financial difficulties including affording
their medications. Therefore, ED clinicians (nurses, pro-
viders, pharmacists, pharmacy technicians) and social
workers or case managers should discuss resources (eg,
food, transportation, generic medication choices vs name
brands, pharmacy coupons, and free trials) and monetary
aids with these patients during discussions about medica-
tion.

In this study, a lack of medication knowledge was asso-
ciated with less involvement in medication discussions. Pre-
vious studies demonstrated that a lack of medication
knowledge among patients with CVD56 may contribute
to medication nonadherence.57 Therefore, enhancing pa-
tients’ medication knowledge is imperative to affect the
downstream effects of poor medication knowledge on pa-
tients’ medication adherence. Less medication knowledge
may leave a patient feeling helpless and result in difficulty
engaging the patient in the conversation. Health care profes-
sionals should work with patients to educate them on CVD
medication, risk factors,58 and nonpharmacological

TABLE 2
Medications management (N [ 93)

Medication management strategies n (%)

Comfort asking questions during the ED
visit

Very uncomfortable 7 (7.5)
Uncomfortable 0 (0.0)
Neutral 2 (2.2)
Comfortable 20 (21.5)
Very comfortable 64 (68.8)

Medication tracking methods*
Original pill bottle(s) 55 (59.1)
Pillbox 53 (57.0)
Handwritten list 24 (25.8)
Printed list 23 (24.7)
Application 7 (7.5)
Electronic list 9 (9.7)
Pictures 2 (2.2)
Other 10 (10.8)
None 0 (0.0)

Medication identification methods during
physician office visits*

Original pill bottle(s) 19 (20.4)
Pillbox 3 (3.2)
Handwritten list 16 (17.2)
Printed list 14 (15.1)
Application 2 (2.2)
Electronic list 4 (4.3)
Pictures 1 (1.1)
Other 7 (7.5)
None 35 (37.6)

Medication identification methods during
ED visits*

Original pill bottle(s) 20 (21.5)
Pillbox 3 (3.2)
Handwritten list 7 (7.5)
Printed list 10 (10.8)
Application 1 (1.1)
Electronic list 3 (3.2)
Pictures 1 (1.1)
Other 2 (2.2)
None checked 54 (58.1)

Companion contribution to medication
management

continued

TABLE 2
Continued

Medication management strategies n (%)

No, I am able to manage my own 54 (58.1)
No, but would like to have someone 0 (0.0)
Yes, someone helps me 39 (41.9)
If someone helps, what do they do

(N ¼ 39)*
Keep handwritten list 8 (20.5)
Keep printed list 3 (7.7)
Use application 1 (2.6)
Keep electronic list 0 (0.0)
Pictures 0 (0.0)
Assist with pick up from pharmacy 30 (76.9)
Assist with payment 13 (33.3)
Assist with understanding how to take 20 (51.3)
Remind 25 (64.1)
Organize meds 15 (38.5)
Other 3 (7.7)

ED, emergency department.
* Response option “Check all that apply.”
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prevention and use education as a tool to increase patient
involvement in medication discussions.59 In addition,
greater medication knowledge among patients with HF
was found to be associated with fewer ED visits.59 Thus, pa-
tients’ education concerning medications could lead to more
involvement in medication discussions and less subsequent
ED admissions. Future research should examine the interac-
tions between paying bills and medication knowledge to
deduce the nature of the relationship of each factor on
involvement in medication discussions.

Involvement in treatment decisions and medication
behavior can be promoted by HCPs as they share informa-
tion with patients and enhance shared decision making.60

For patients with CVD, shared decision making can be in-
tegrated to assess patient risk and inform them about the
risks of medications. AsWai et al61 demonstrated, most pa-
tients (n ¼ 98; 87%) are willing to use a self-administered
medication history form to improve ED workflow effi-
ciencies. Prey et al62 similarly found that patients were
willing to engage in MedRec processes using an electronic
medication review tool. This study suggests that patient

involvement in medication discussions is not always ideal
and is influenced by patient factors, yet deploying shared
decision-making tools such as a self-administered medica-
tion history form or an electronic medication review tool
might facilitate patient engagement. As the Emergency
Nurses Association noted,5 medication management in-
volves multiple disciplines and requires a collaborative
partnership. Although pharmacists and pharmacy techni-
cians are the ideal persons to perform medication history
taking and MedRec, emergency nurses can support
MedRec efforts through collaboration and effective
communication.39 Furthermore, nurses can promote
important facilitators of patient engagement in patient
safety initiatives by encouraging patients, sharing informa-
tion, and establishing patient-centered care.63

TABLE 4
Summaries of regression analysis results: univariate and
multivariate associations of patient factors with
involvement (n [ 93)

Patient
factors

Unadjusted Adjusted

Beta P value Beta P value

Age �0.06 .571 0.02 .851
Female 0.02 .883 �0.04 .750
Highest level of

education
(<_HS)

Some college �0.04 .727 �0.01 .952
Bachelor’s
degree and
higher

�0.15 .204 �0.05 .738

Difficulty paying
bills (none)

Not very 0.03 .803 0.06 .642
Some 0.16 .172 0.19 .147
Very 0.35 .002 0.36 .005

Global health
status
(PROMIS)

0.03 .759 0.07 .530

Numeracy
(SNS)*

0.15 .162 0.10 .371

Health literacy
(BHLS)*

�0.03 .753 �0.08 .520

Medication
knowledge*

0.33 .001 0.30 .009

Multiple R ¼ 0.49, P ¼ .020; R2 ¼ 0.24 (adjusted R2 ¼ 0.13).
BHLS, Brief Health Literacy Scale; HS, high school; PROMIS, Patient-Reported Outcomes
Measurement Information System; SNS, Subjective Numeracy Scale.
* Square root transformed to normal distributions.

TABLE 3
Patient factors (n [ 93)

Measure Possible
range

Observed
range

Mean (SD)

Modified Perceived
Involvement in
Care Scale
overall score

14-70 26-67 41.8 (9.1)

HCP facilitation
subscale

1-5 2-5 3.6 (0.8)

Patient
information
subscale

1-5 1-5 2.8 (0.9)

Patient decision-
making
subscale

1-5 1-5 2.5 (0.9)

Global health status
(PROMIS)

1-5 1-5 3.0 (0.8)

Median (IQR)
Subjective

numeracy scale
1-6 1-6 4.6 (3.6-5.4)

Brief health literacy
scale

3-15 4-15 12.1 (10.0-15.0)

Medication
knowledge

1-5 2-1 3.8 (3.4-4.2)

HCP, health care provider; IQR, interquartile range; PROMIS, Patient-Reported Outcomes
Measurement Information System.

282 JOURNAL OF EMERGENCY NURSING VOLUME 49 � ISSUE 2 March 2023

RESEARCH/Stolldorf et al



As this study demonstrated, patients use a variety of
medication management skills to keep track of their medica-
tions, with pillboxes and pill bottles being predominantly
used. However, when asked what they brought to the emer-
gency department to manage their medications, most pa-
tients reported none, whereas 21.5% reported bringing
the original pill bottles and 10.8% indicated the use of a
medication list. Therefore, emergency nurses’ education of
patients on accurate medication lists is vital to MedRec ef-
forts and patient medication safety. Mechanisms to alert pri-
mary care providers when patients present to the emergency
department without their medications or a medication list
also would facilitate additional patient instructions.

Limitations

The use of self-report increases the risk of bias, including
social desirability, response bias, and nonresponse bias. So-
cial desirability was limited by ensuring participant confi-
dentiality and privacy. Nonresponse bias is possible,
because those who decline to participate may be inherently
different from those who agreed to participate. Selection
bias also is possible given that we excluded those patients
who were in extremis (eg, trauma patient) or unable to
talk to study staff (eg, delirious or dementia). Steps to
enhance the rigor of the study included training of staff
in the study protocol and procedures, using valid, reliable
survey measures, and pilot testing the survey before use.
The study was conducted in the emergency department
of only one academic medical center, which may not reflect
the patient and staff experiences of other emergency de-
partments. Patients were included as they presented to
the emergency department, and we aimed to include pa-
tients with diverse demographic backgrounds. However,
our sample was predominantly white, older individuals
and therefore may not be reflective of other ED patient
populations.

Implications for Emergency Nurses

Targeted patient engagement strategies and the use of sec-
ondary information sources (eg, family members, electronic
health record medication lists, community pharmacy data)
might be key to establish the patient’s preadmission medica-
tion list, a foundation for subsequent MedRec. When pa-
tients and families actively partner with the health care
system to improve their health and health care, the risk of
adverse drug events diminishes28 and patient safety during

care transitions improves.29 The lack of knowledge about
their medications might put patients at an increased risk
of medication discrepancies and poor medication adher-
ence. Subsequently, more discrepancies and poorer adher-
ence may contribute to repeat ED visits, hospital
readmissions, and higher health care costs. Repeated en-
counters with the health care system further expose patients
to medication discussions and further risk of discrepancies.
Therefore, patients who lack medication knowledge should
be prioritized when conducting MedRec and teaching pa-
tients about their medications. Furthermore, an assessment
of patients’ level of difficulty paying bills and their medica-
tion knowledge during ED evaluation might help to iden-
tify and target those patients who would benefit from
more in-depth discussions on their medications during
the ED visit. Although some patients reported the use of
pillboxes and pill bottles to manage their medications, the
use of medication lists or smartphone applications to
manage their medications was rarely reported. Furthermore,
most patients did not bring their medications with them to
the emergency department.With the wide adoption and use
of smartphones, emergency nurses teaching patients to re-
cord medication lists on their smart phones or educating
them in the use of smartphone applications to manage their
medications would increase the availability of patient medi-
cation lists during ED visits and facilitate MedRec.

Conclusions

Patient characteristics are drivers of patients’ involvement in
medication discussions during the ED visit including diffi-
culty paying bills and highmedication knowledge. Engaging
patients in medication discussions during ED visits is an
important step in reducing medication discrepancies and
potential adverse events.
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Contribution to Emergency Nursing Practice

� Poor communication between nurses can occur during
code situations within the emergency department.
Clearly delineated roles during codes are encouraged
according to Advanced Cardiovascular Life Support
guidelines but may not consistently be used in practice.

� Extensive research has been done regarding communi-
cation and teamwork in nursing during codes. This study
offers evidence regarding nurse perception of teamwork
in relation to the use of role delineation badges during
codes.

� The use of code blue role delineation badges may be a
simple and inexpensive way for emergency departments
to improve their communication and teamwork within a
code blue.

Abstract

Introduction: The purpose of this study was to assess if
implementing a code role delineation intervention in an emer-
gency department would improve the times to defibrillation
and medication administration and improve the nurse percep-
tion of teamwork.

Methods: A quantitative quasi-experimental study used a
retrospective chart review to gather data. A pre- and post-
test measured nurse perception of teamwork in a code using

the Mayo High Performance Teamwork Scale (MHPTS) after
a code role delineation intervention using a paired samples
t-test. Pearson r correlations were used to determine relation-
ships between nurse participant (N ¼ 30) demographics and
results of the MHPTS scores.

Results: A significant increase in teamwork was noted in 5 of
the 16 items on the MHPTS regarding improved communication
and identified roles in a code: the team leader assures mainte-
nance of an appropriate balance between command authority
and team member participation (t ¼ �5.607, P < .001), team
members demonstrated a clear understanding of roles
(t¼�5.415, P< .001), team members repeat back instructions
and clarifications to indicate that they heard them correctly
(t ¼ �2.400, P ¼ .029), all members of the team are appropri-
ately involved and participate in the activity (t ¼ �2.236,
P ¼ .041), and conflicts among team members are addressed
without a loss of situation awareness (t ¼ �2.704,
P ¼ .016). There was significance between total pre- and
post-test scores (t ¼ �3.938, P ¼ .001).

Discussion: Implementation of code role delineation identi-
fiers is an effective method of improving teamwork in a code
in an emergency department setting.

Key words: Code blue; Nurse role delineation; Nurse team-
work; Emergency department

Introduction

Cardiac arrest is a frequent occurrence in the emergency
department, with approximately 200,000 cardiac arrest cases
occurring every year in the hospital setting in the United
States.1 Although the American Heart Association has clear
recommended guidelines for Advanced Cardiovascular Life
Support (ACLS), these guidelines are sometimes difficult to
follow due to a myriad of extenuating circumstances. The
highly stressful nature of an arrest situation warrants specific
well-defined guidelines and protocols related to role

Danika DeGroot is a Staff Nurse at Providence St. Jude Medical Center,
Fullerton, CA.

Annette Callis is the Director of Graduate Nursing, School of Nursing,
Vanguard University, Costa Mesa, CA.

For correspondence, write: Danika DeGroot, MSN, RN, CEN, PCCN,
Vanguard University School of Nursing, 55 Fair Dr, Costa Mesa, CA
92626; E-mail: danikadegroot@gmail.com

J Emerg Nurs 2023;49:287-93.
Available online 2 December 2022
0099-1767

Copyright � 2022 Emergency Nurses Association. Published by Elsevier Inc.
All rights reserved.
https://doi.org/10.1016/j.jen.2022.11.013

R E S E A R C H

March 2023 VOLUME 49 � ISSUE 2 WWW.JENONLINE.ORG 287

mailto:danikadegroot@gmail.com
https://doi.org/10.1016/j.jen.2022.11.013
http://crossmark.crossref.org/dialog/?doi=10.1016/j.jen.2022.11.013&domain=pdf
http://WWW.JENONLINE.ORG


responsibilities, to promote organization and positive out-
comes of the code.2 Optimizing nurse competencies and
confidence levels plays a significant role during a code.3 In
a code situation, having clearly defined role delineations
may be essential to optimal patient care outcomes by
decreasing the time in which patients are able to receive
life-saving measures, such as medication administration and
defibrillation.4 This research was aimed at establishing a stan-
dard of care for a code blue team related to role delineation.

LITERATURE REVIEW

Studies have shown that having clearly distinguished roles
within a code blue can improve patient outcomes by
improving communication among the code blue team
members and decreasing the time to defibrillation andmedi-
cation administration.4 It is shown that clearly delineated re-
sponsibilities improved nurse confidence in initiating
actions, which improved overall efficiency and speed of their
own actions.3 It was shown that a consistent layout and role
definition among code participants showed improvement
when ACLS guidelines were followed and roles and respon-
sibilities of the team were clearly defined.5 The code team
also maintained a professional environment, and overall
improved effectiveness of the code team was reported.
The use of physical role delineation lanyards to clearly state
individual roles has shown “improved confidence in their
role specific skills, clarity in their role positions, and team
leadership, as well as a decrease in the time-to-defibrilla-
tion.”4 In addition, the use of clearly delineated team iden-
tifiers has shown trends toward improved patient outcomes
and speed to defibrillate shockable rhythms.6

Roles must work together to form a team in a code sit-
uation. Study participants rated their teamwork abilities
higher after having a role assigned to them by the facilitator
prior to a simulation code blue.7 Without clear role defini-
tions, “role ambiguity and confusion for code team mem-
bers often exists, possibly creating poor communication
and ineffective teamwork that lead to poor patient out-
comes.”8 By clearly delineating roles and having a team
leader excuse those without a role from the code, the num-
ber of providers in the room decreased and code members
had a more positive outlook on the nurse leader.1

Methods

This quasi-experimental study took place within a 36-bed
emergency department at a 320-bed hospital in Southern
California, as complete randomization of data would not

be practical in a small sample size. Data collection included
a retrospective chart review and a pre- and post-test utilizing
a psychometrically tested instrument called the Mayo High
Performance Teamwork Scale (MHPTS). The convenience
sample was drawn from a target population of emergency
department registered nurses (RNs) (N ¼ 90) employed
at the study location.

Prior to the intervention, the standardflowof the depart-
ment was to have one nurse designated to specific rooms. If a
patient in cardiac arrest or who arrested later was placed in a
room assigned to a nurse, that nurse would automatically be
assigned as the primary nurse. Beyond the primary nurse,
however, there was little guidance on who would assist and
in what role. If it was a less busy day in the department, there
could be more than the necessary number of nurses present
although a busy day may yield too few nurses.

For example, the primary nurse would randomly as-
sume any one of the 3 roles depending on the needs of
the patient. The other 2 roles were typically assumed by
another staff nurse, the charge nurse, or the rapid response
nurse. There was no defined standard regarding who would
assume each role. Without definitive roles, crowd control
could be difficult to manage.

Within this department, a standard of care related to
role delineation in a code utilizing role delineation badges
was created to provide optimal care for all patients who
arrest. Role delineation badges were placed on each crash
cart to be used in every code during the research period.
Nurses who participated in code situations during the
span of the 6-month intervention period were eligible for in-
clusion and were invited to participate in the study. Study
volunteers were asked to complete a teamwork assessment
instrument before and after implementation of the role
delineation standard of care.

A Cronbach a was calculated to determine reliability of
the study survey items, with a result of 0.88. This is compa-
rable to what was found in the literature, in which the au-
thors of the scale found a Cronbach Alpha of 0.81 to
0.85. This signifies appropriate reliability of the survey in-
strument. Significance was found in 5 questions; the team
leader assures maintenance of an appropriate balance be-
tween command authority and team member participation,
each team member demonstrates a clear understanding of
his or her role, team members repeat back or paraphrase in-
structions and clarifications to indicate that they heard them
correctly, all members of the team are appropriately
involved and participate in the activity, and disagreements
or conflicts among team members are addressed without a
loss of situation awareness.
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Select demographics on patients were collected to deter-
mine potential influence on code blue data. Items collected
included age, outcome, and sex. Nurse demographics
collected included age, sex, ethnicity, years of ED employ-
ment, certification, shift worked, type of employment,
and highest level of education.

STUDY PROCEDURES

After obtaining Institutional Review Board approval
(STUDY2020000644 and 2020FA0003), labels were
created by printing specific roles on color-coded cards.
These labels were placed in plastic card holders and affixed
to a badge clip for nurses to wear. The labels included the
RN roles of “Defibrillation,” “IV/Medications” and “Docu-
mentation.” These roles were determined by the hospital’s
code blue protocol and ACLS guidelines.2

A participant email was sent to each nurse within the
emergency department explaining the study and included
a link to the survey pre-test to be completed via Microsoft
Forms called the MHPTS. The scale is a 16-question Likert
scale, which allows participants to assess different aspects of
teamwork, such as leadership, role clarification, and
communication, on a scale of 0 to 2. This email list was pro-
vided by the education department and included the nurses
employed at the time of this intervention launch date. Next,
each crash cart was supplied with 3 badges, 1 for each role.
After the dispersion of the labels, a notice of the standard of
care change was provided in the daily huddle for one week.
All RNs were required to sign that they attended huddle at
least once each week. Most of the RNs were documented as
having heard this update.

To promote intervention fidelity, all rapid response
team members were asked to aid in enforcing the use of
the labels and in defining the roles during an arrest. In addi-
tion, a tracking sheet was created for each crash cart and a
patient label was affixed to the sheet after utilizing the
badges in the code. After 6 months of utilizing the new stan-
dard of care, volunteers who had participated in a code uti-
lizing the intervention were asked to fill out a short
instrument using the MHPTS as a post-test to determine
if there was a difference in nurses’ perception of teamwork
in a code blue after the role delineation standard of care
implementation. The instrument was dispersed on Micro-
soft Forms via the same email address list. The initial partic-
ipants remained anonymous.

A chart review then was conducted utilizing all 47
charts available from patients in the emergency department
that were dated in the 6 months before the intervention and
after the initiation of COVID-19 isolation precautions

(between March and November 2020). The time to defi-
brillation and time to initial medication administration
then was determined. The medication administration time
was recorded by the administered time of several different
medications including but not limited to EPINEPHrine,
Atropine, Amiodarone, Bicarbonate, etc. The same was
done utilizing 17 charts after the intervention was initiated,
which had documented nurses using the intervention.
Although there were more codes during this time frame,
only the 17 with documented intervention usage were stud-
ied. Each code that is run within this facility is recorded on
paper for official documentation. One copy is held with the
patient’s chart and a carbon copy is submitted to clinical
excellence for review. The copies reviewed were requested
from the clinical excellence department.

The times to defibrillation and medication administra-
tion were determined from when the code button was
pressed (or the door time of arrival) to the time of the docu-
mented defibrillation. These times were documented in mi-
nutes according to the current standard at the facility. Select
patient demographics and nurse demographics were
collected. After the study implementation was initiated,
the investigator waited 5 months to send out an email
requesting post-test survey participation.

DATA ANALYSIS

The data were analyzed using IBM SPSS 24. A paired sam-
ple t-test was performed on the pre- and post-test data from
the MHPTS to measure teamwork in emergency nurses
before and after a role delineation intervention. This analysis
compared the item mean scores and total mean scores from
the 16 items from the pre-test to the post-test. The items
were paired by using an anonymous participant identifier.
Demographic data were analyzed using descriptive statistics.
Correlational analysis was run to determine relationships be-
tween demographic data and pre-test and post-test Perfor-
mance Teamwork Scale scores.

NURSE DEMOGRAPHICS

A power analysis showed that 30 nurses should fill out the
MHPTS. In a department that employed 90 nurses at the
time of investigation, 33.3% of emergency nurses should
participate in the scale. As this intervention involved a stan-
dard of care change, all nurses in the department would
participate in the role delineation intervention. From the
sample (N ¼ 30), few nurses (n ¼ 2, 6.7%) held associate’s
degrees, most (n ¼ 20, 66.7%) held bachelor’s degrees, and
some (n ¼ 8, 26.7%) held a master’s degree. Ages ranged
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from 24 to 63 years old (37.3 [SD ¼ 9.71]). The majority
were female (n ¼ 25), with 60% Caucasian, 20% Hispanic
or Latino, 16.7% Asian or Pacific Islander, and 3% other.
The participants worked in the emergency department for
0.5 years to 24 years. Of the participants, 14 held a Mobile
Intensive Care Nurse certification, 8 earned their Certified
Emergency Nurse certification, one had a Stroke Certified
RN, 1 a Certified Medical-Surgical RN, and 1 was a Public
Health Nurse. Nurse demographics can be found on
Table 1.

Results

Twenty-one post-tests were collected after 5 months of the
code intervention implementation. Total mean teamwork
performance scores improved from a total score of 24.8 to
28.9, out of a maximum score of 32. Of the 21 posttests,
17 were able to be paired to the pretest utilizing the 4-digit
participant identifier.

After analyzing the data of individual items with a
paired samples t-test, 5 items showed a significant difference
from pre-test to post-test at the P £ .05 level. This signifi-
cance was found in questions 2, 3, 7, 8, and 9 and the total
scores. These items read as follows: the team leader assures
maintenance of an appropriate balance between command
authority and team member participation (t ¼ �5.607,
P < .001), each team member demonstrates a clear under-
standing of his or her role (t ¼ �5.415, P < .001), team
members repeat back or paraphrase instructions and clarifi-
cations to indicate that they heard them correctly
(t¼�2.400, P¼ .029), all members of the team are appro-
priately involved and participate in the activity (t¼�2.236,
P ¼ .041), and disagreements or conflicts among team
members are addressed without a loss of situation awareness
(t ¼ �2.704, P ¼ .016). An independent samples t-test
revealed a significant improvement from pre-test to post-
test total scores (t ¼ �3.938, P ¼ .001). No correlations
were found between certification, number of years in the
emergency department, or age, and the Perceived Team-
work survey scores. Data on all questions for the MHPTS
are shown in Table 2.

Forty-seven code blue charts were collected prior to the
intervention, ranging fromMarch 2020 toNovember 2020.
Of these charts, all patients received medications and 5 were
defibrillated during the code. An additional 17 patients were
documented as nurses utilizing the code role badges during
the code blue from November 2020 to May 2021. These
physical charts were obtained from the clinical excellence
department. One chart was unable to be located by the Prin-

cipal Investigator or the clinical excellence department, so
16 charts were reviewed for analysis. Of these patients, 15
received medication and 2 were defibrillated.

Select demographics were collected on the patients
before and after the intervention. The ages of those in the
preintervention group ranged from 27 to 96 years of age.
In that group, 72.3% were male and 27.7% female. In addi-
tion, 39.1% survived Return of Spontaneous Circulation
and 60.9% expired. The ages of those in the post-interven-
tion group ranged from 40 to 82 years. Male patients made

TABLE 1
Descriptive statistics of nurse demographics
(Total N [ 30)

Demographic variable Mean SD n %

Age 37.3 9.71 - -
Sex
Male 5 16.7
Female 25 83.3
Ethnicity
Asian or Pacific Islander 5 16.7
Hispanic or Latino 6 20.0
White or Caucasian 18 60.0
Other 1 3
Years employed in ED 8.2 6.36 - -
Certifications
MICN 14 46.6
CEN 8 26.6
SCRN 1 3.3
CMSRN 1 3.3
PHN 1 3.3
Shift worked
Dayshift 11 36.7
Midshift 10 33.3
Nightshift 9 30.0
Type of employment
Full-time 27 90
Part-time 3 10
Per diem 0 0
Highest level of education
Associate degree 2 6.7
Bachelor’s degree 20 66.7
Master’s degree 8 26.7

CEN, Certified Emergency Nurse; CMSRN, Certified Medical-Surgical Registered Nurse; ED,
emergency department; MICN, Mobile Intensive Care Nurse; PHN, Public Health Nurse;
SCRN, Stroke Certified Registered Nurse.
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up 62.5% while 37.5% were female. In the post-interven-
tion group, 46.7% survived after the code while 53.3%
expired. Long term survival was not investigated. Data on
patient demographics can be found on Table 3.

Prior to the intervention, mean time from time of code
blue called to medication administration was 1.55 minutes.
Post-intervention showed a mean time of 2.08 minutes. An
independent samples t-test was conducted to compare the
time of medication administration between the pre-inter-
vention and post-intervention groups. There was no
apparent difference in time to medication administration
between groups. In addition, a comparison of patient sur-
vival pre-intervention and post-intervention did not show
a significant difference. A Pearson r correlation analysis
showed no significance between select patient demographics
and medication administration timing. As only 5 patients
pre-intervention and 2 patients post-intervention were
defibrillated, there was not adequate data to assess pre-
data and post-data.

Although having role delineation badges did not change
the time to medication administration or defibrillation,
there was a significant difference in the perception of team-
work overall by the nurses after the intervention. The areas

showing most improvement were those areas related to the
level of involvement of the nurses and their ability to
communicate effectively.

Discussion

This study complemented what has been viewed in the liter-
ature review, that having a physical means of determining
nurse roles in a code blue may help to improve the nurse
perception of a code blue. As stated in the study findings,
nurses found that teamwork aspects such as communication
were improved through the use the code role delineation
badges.

After the implementation of this project in the emer-
gency department and seeing the positive outcomes, the
Code Blue Committee at the study site moved to implement
a code blue role intervention over the entire hospital. It is
the hope of the principal investigator that the role delinea-
tion standard of care will continue to improve nursing team-
work performance during code situations in various hospital
settings, as well as the emergency department. Other hospi-
tal populations also may benefit from such an intervention.

TABLE 2
Paired t-test of MHPTS in emergency nurses (Total N [ 17)

MHPTS question Pre-test mean Post-test mean SD t-test df Sig. (2-tailed)

1 1.41 1.70 0.59 �2.063 16 .056
2 1.12 1.88 0.56 �5.607 16 < .001*
3 1.12 1.76 0.49 �5.416 16 < .001*
4 1.59 1.94 0.70 �2.073 16 .055
5 1.47 1.82 0.70 �2.073 16 .055
6 1.53 1.76 0.83 �1.167 16 .260
7 1.53 1.88 0.60 �2.400 16 .029�

8 1.50 1.75 0.44 �2.236 15 .041�

9 1.47 1.94 0.72 �2.704 16 .016�

10 1.88 2.00 0.33 �1.461 16 .163
11 1.65 1.82 0.53 �1.376 16 .188
12 1.75 1.68 0.77 0.324 15 .751
13 1.82 1.64 0.53 1.376 16 .188
14 1.76 1.76 0.50 0.000 16 >.99
15 1.69 1.88 0.54 �1.379 15 .188
16 1.69 1.94 0.58 �1.732 15 .104
Total 24.8 28.9 4.24 �3.938 16 .001*

df, degrees of freedom; MHPTS, Mayo High Performance Teamwork Scale.
* Significance at P £ .01 level.
� Significance at P £ .05 level.
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RECOMMENDATIONS

Future studies are needed to investigate the effectiveness of a
hospital wide role delineation intervention in codes. Role
confusion during inpatient codes at the study site has
been observed. These codes require the arrival of a code
team including a rapid response nurse, an emergency nurse,
the House Supervisor RN, and a charge nurse from inten-
sive care unit. Exploring a nurse leader role was not investi-
gated in this study. Having a method of clearly delineated
roles for nurses who may not know each other well may
potentially be beneficial in improving communication and
teamwork.

It is recommended that a similar longitudinal study be
performed with a larger sample size. There was not enough
data regarding time for medication or defibrillation to deter-
mine significance as this project ran for a short period, only
6 months. A power analysis indicated that at least 40 code
blue charts would be needed to obtain enough data for an
adequate effect size. Although over 40 code blue charts
were able to be obtained for the pre-review, there were
only 16 charts documented as having used the intervention
available post-intervention and therefore not enough data to
determine all the differences in pre-intervention group and
post-intervention group items due to the smaller post-re-
view size. In addition, the total number of code blues in
the intervention period was not recorded, but the data
may have offered insight into code blue performance as a
whole during the study intervention. Similarly, although
30 nurses filled out the initial surveys, only 17 were able
to be paired with post-intervention surveys. Both events
may have caused a type II error, as there could have been
greater significance if the sample of charts collected post-
intervention was larger. If this research study is repeated
or continued, it should be introduced to multiple hospital
units to gain more participants from a wider variety of spe-
cialties and to have a higher incidence of a code blue. It also
may be beneficial to create an easier method of tracking
whether the role delineation badges were used, as most
code blues did not document usage and were unable to be
included in the data collection.

Limitations

Initially the nurses were hesitant to participate. There was
pushback as nurses did not want to wear role badges or
they forgot to wear them. Many of the nurses who wore
the badges did not put them back onto the crash cart after
using them. In addition, nurses stated they forgot to put pa-
tient labels on the tracking forms.

The chart review revealed a need for education for
nurses on how to fill out a code documentation form
correctly. Occasionally, vital information was lacking from
the forms. It is the policy of the facility at the time of the
code to have all the information from the code documented
on paper alone. No information needs to be converted into
the electronic medical record by the RN. It was noted dur-
ing the chart review that many patients were missing infor-
mation such as initial cardiac rhythm, pulse checks, and
patient outcome.

Limited data and timing of the study contributed to the
overall study limitations. This study pre-test was distributed
prior to the COVID-19 surge that took place November
2020 to February 2021. During and after the surge, it was
noted that many emergency nurses chose to move to a
different specialty or quit entirely. As a result, there were
fewer nurses who participated in the post-survey than who
were working in the department at the time of the pre-sur-
vey distribution. In addition, during the post-survey period,
the hospital stated a record high number of nurses on leave
of absence for various reasons. It is the policy of the hospital
to not check emails and respond while on leave of absence.
This also impacted the number of nurses who may have
filled out the pre-survey but were not available during the
post-survey period. Launching the initial intervention dur-
ing a pandemic created several obstacles. There was some
hesitation due to the emergency nurses not having the en-
ergy to add to an already draining workload. Crash carts oc-
casionally were not used for codes during the first few
months of the intervention, as they occurred so frequently
that respiratory trays and a defibrillator were sometimes
used in lieu of bringing the crash cart into a room with a
COVID-19 positive patient. As the badges were stored on
top of the crash cart, any code ran in this method would
likely not have been recorded as using the intervention. It
would be more conducive to implement the intervention
at a time when the emergency department is well staffed
with a more consistent patient census and set of resources.
This also may serve to eliminate some of the extraneous vari-
ables that occurred because of the pandemic such as unusual
numbers of codes overall and occurring simultaneously, se-
vere contamination issues, intensified short staffing, and
extremely high patient acuity levels.

STRENGTHS

One strength of this research was the willingness of the rapid
response nurses to maintain intervention fidelity and ensure
the proper labeling of the nurses and the code tracking form.
The compliance of the rapid response team is especially
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helpful if this intervention moves to a hospital wide setting,
as the rapid response nurse responds to all codes in the hos-
pital. Anecdotally, the PI received positive feedback from
the rapid response nurses that they perceived improvement
of the organization of the code with the role delineation
intervention.

Implications for Emergency Nurses

Overall, this intervention has offered an improved standard
of care to help emergency nurses be clearer on their roles in
code situations. Role delineation may help to improve the
overall performance of nurses in code situations.

Conclusions

Although time to medication administration and defibrilla-
tion did not show statistical improvement, nurses stated
that their perception of teamwork did improve compared
to the original practice of nurses volunteering for a code
and helping with several roles within the code blue. This
study regarding code role identification for nurses has offered
meaningful evidence as to its effectiveness in improving nurse
teamwork. The MHPTS showed improvement in the

following items after the role delineation intervention: the
team leader assures maintenance of an appropriate balance
between command authority and team member participa-
tion, each team member demonstrates a clear understanding
of his or her role, team members repeat back or paraphrase
instructions and clarifications to indicate that they heard
them correctly, all members of the team are appropriately
involved and participate in the activity, and disagreements
or conflicts among team members are addressed without a
loss of situation awareness. Total mean scores of theMHPTS
improved from 24.8 to 28.9 out of 32 points.

It is recommended that this study be repeated involving
nurses from a wider variety of specialties. In addition, a lon-
gitudinal study could provide more data regarding time to
medication administration and defibrillation in a code.
This study intervention suggests role delineation is an effec-
tive method to improve nursing teamwork in times of pa-
tient arrest in the emergency department and may lead to
improved overall nursing performance and therefore may
improve patient outcomes.
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“I WAS HERE FIRST, WHY DID THEY GO BEFORE

ME”: EXAMINING PATIENTS'PERCEPTIONS OF

PRIORITY IN A PSYCHOMETRIC STUDY OF

EMERGENCY DEPARTMENT TRIAGE

Authors: Joshua Ray Tanzer, PhD, Marlene Dufault, PhD, RN, Linda Roderick Rioux, BS, RN, Jason Machan, PhD,
Kathy Bergeron, MS, GCNS, RN, and Anthony Napoli, MD, MHL, Providence, Kingston, and Newport, RI

Contribution to Emergency Nursing Practice

� What is already known on patient satisfaction is that
there is a significant interplay between patient expecta-
tions and perceptions, with patients generally expecting
faster service than is realistic within the emergency
department.

� The main finding of this paper is that the Patient Percep-
tion of Priority to Be Seen Survey can reliably measure
patient subjective experience, and a verbal explanation
of common triage procedures could standardize patient
expectations.

� Recommendations for translation of the findings of this
paper into emergency clinical practice include using the
Patient Perception of Priority to Be Seen Survey in
research, quality improvement projects, and interven-
tions to improve patient-nurse communication in the
emergency department.

Abstract

Introduction: Unrealistic patient expectations for wait times
can lead to poor satisfaction. This study’s dual purpose was: (1)
to address disparities between patients’ perceived priority level
and the Emergency Severity Index (ESI) assigned by emergency

room triage nurses; and (2) to evaluate validity and reliability of
using the Patient Perception of Priority to be Seen Survey
(PPPSS) to investigate patient expectations for emergency
department urgency.

Methods: A two-group pretest-posttest quasi-experimental
approach compared patient urgency opinions to nurse urgency
ratings with and without a scripted educational intervention.
This tested how closely patient perceptions were related to
triage nurse ratings.

Results: Reliability for the PPPSS was acceptable (reliability
¼ 0.75). Patients who were rated lower urgency on the ESI
by triage nurses tended to self-report higher urgency (rho ¼
�0.44, P< .01). Attitudes were more consistent in the posttest
patient group who were exposed to the scripted verbal descrip-
tion of emergency department procedures (x2 (1, N ¼ 352) ¼
8.09, P < .01). Patients who disagreed with emergency nurse
scores tended to be younger on average (eg, < 40 years old;
rho¼ 0.69, P< .01). Male identified patients tended to be rated
both by nurses and themselves as higher urgency (beta¼ 0.18,
P ¼ .02).

Discussion: We recommend the PPPSS for nurses and re-
searchers to quickly assess patient expectations. Additionally,
promoting patient understanding through a scripted educational
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strategy about the ESI system may also result in improvements
in communication between patients and nurses.

Key words: Emergency department; Triage; Patient perception;
Psychometrics; Educational intervention

Introduction

PROBLEM DESCRIPTION

Current best practice policies for triaging patients seeking
care in hospital emergency departments are aimed to assure
that emergency nurses, in collaboration with medical staff,
provide triage assessments with a high level of accuracy for
those seeking rapid, emergent treatment.1 The goal of triag-
ing in the emergency department is to assess each patient in
an expedient manner and to prioritize their care. The emer-
gency severity index (ESI) based on joint Emergency Nurses
Association/American College of Emergency Physicians
standards is often used as a tool for facilitating efficient
triage.2 The 5-level emergency triage algorithm provides
clinically relevant prioritization of patients into 5 groups
from 1 (requires immediate intervention) to 5 (least urgent).
Triage nurses are responsible for this assessment using a
rapid, systematic collection of data relevant to the patient’s
chief complaint, age, allergies, and vital signs to obtain suf-
ficient information to determine the ESI level and to be seen
by the emergency provider.3

Although ESI triage procedure provides an efficient al-
gorithm for designating patient urgency, it may not always
be apparent to patients in the waiting room, which risks pa-
tient confusion and dissatisfaction. To inform patient pro-
vider communication, in 2013, Toloo et al4 developed the
Patient Perception of Priority to Be Seen Survey (PPPSS),
although it has received very little use in research or clinical
settings. The full scale includes 11 questions about patient
health and demographics, including one question directly
asking about how quickly a patient expects to be seen by a
provider. This item seems an intuitive way to calibrate
how realistic patient expectations are for ED efficiency;
however, its lack of use raises concern about its reliability
and validity. The original project that developed the scale
emphasized the face validity of questions. They also did
find positive correlations with pain and seriousness reported
by ambulatory patients, supporting validity of the Patient
Priority to be Seen Survey as a measure of urgency during
a crisis.4 Reliability was not estimated.

In this report, we review some of the challenges in pa-
tient communication and psychometric theory and provide
an evaluation of the Patient Priority to be Seen Survey for
use in the emergency department to facilitate nurse-patient
communication. We accomplished this by comparing

patient-reported subjective urgency scores with the ESI
scores rated by the triage nurse. In addition, we used a
quasi-experimental approach to see whether or not inform-
ing patients of ED triage procedures through a scripted
educational intervention improves patient-reported expecta-
tions for wait times. Finally, we use expert knowledge from
more than 35 years’ nursing experience to verify that the pa-
tients whomwe thought would have unrealistic expectations
for wait times did demonstrate such discrepancies empiri-
cally. This provided a multifaceted validation of the Patient
Priority to be Seen Survey and an estimation of reliability.
Discussion is provided of how to interpret individual scores,
possible clinical applications, and how this could be used in
research on patient satisfaction.

AVAILABLE KNOWLEDGE

Emergent patients often perceive their throughput time
more favorably than those with less emergent needs.5 Previ-
ous research has found that shorter wait times are positively
associated with patient satisfaction.6-9 Beyond subjective
quality of care, prolonged wait times in the emergency
department also have been associated with increased
morbidity and mortality, especially among critical care
patients.10 Ensuring an efficient emergency department is
important for quality patient care. An evidence summary ta-
ble of the studies we reviewed is provided in Online
Supplement 1.

Educational interventions have demonstrated some ef-
ficacy in raising triage nurses’ understanding regarding pri-
orities to be seen;11 however, less well-studied is the great
misunderstanding in patient’s perception about standard
triage procedures and how this can be ameliorated. Previous
research has shown a discrepancy between patient and prac-
titioner perceptions of priority of need to be seen.12 In addi-
tion, triage communication of expected wait time has
demonstrated an association with overall ED satisfaction.8

At this project location, a recent quality improvement sur-
vey indicated only 9% agreement between triage nurses’ rat-
ings of urgency and patients’ self-reported perceptions of
priority to be seen.

The balance between patient expectations and what is
realistic was emphasized by Maister13 who conceptualized
what constitutes patient satisfaction. Maister focused on
the discrepancy between patient perceptions and expecta-
tions. He goes so far as to suggest that improving the
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experience while waiting for care may decrease the percep-
tions of wait times and increase satisfaction without an
actual change in the wait time. This is important, because
target ED wait times are often not met, likely because of
contextual factors that are not easy to change.14 If better
patient-nurse communication can improve patient
perceived wait times, this provides a much simpler avenue
to improve patient satisfaction.

RATIONALE

We propose the PPPSS to help to facilitate better research
and quality improvement projects on subjective patient ex-
periences and nurse-patient communication. In addition, if
reliable and valid, this instrument could be used as part of an
intervention during the patient triage process to produce
higher quality, safe, and expedient care that promotes satis-
faction both for patients and nurses.

In particular, we used concurrent validity testing
against the validating criterion of urgency scored by trained
triage nurses using the ESI. Thus, the PPPSS was compared
as the extent to which its scores were similar to the “gold
standard” ESI criterion. Previous research has indicated
the ESI provides valid estimates of patient urgency and
has strong inter-rated reliability when used by triage nurses
(reliability estimates ranged from 0.83-0.94),15-17 although
some concerns have been raised that measurement is less
reliable in less developed countries.18 If triage nurse ratings
demonstrate concordance with patient-reported urgency,
this would support the use of the PPPSS as a measure of sub-
jective patient urgency.

In addition, we examine construct validity through the
use of a quasi-experimental design. For the first half of data
collection, a pretest group of patients were simply asked to
report their opinions on the PPPSS in a nonstandardized
way. During the second half of data collection, posttest pa-
tients were provided with a brief scripted standardized ver-
bal description of the ESI triage protocol before
completing the questionnaire. If the PPPSS validly measures
patient expectations for when they will be seen, then directly
informing their expectations should result in more standard
scoring.

SPECIFIC AIMS

We aim to better understand patient experiences in the
emergency department, to validate the PPPSS as a tool for
evaluating patient subjective urgency. We hypothesized
that patients who perceived their needs as urgent on the
PPPSS would tend toward lower urgency scores assigned

by triage nurses using the ESI, as has been suggested
previously.4,13 We estimated reliability and validity contex-
tualized by nurse ratings, demographic variables, general
health status, and health care usage behavior. To inform
how to interpret PPPSS scores in research and clinical set-
tings, we estimated the relationships among observed triage
scores, patient health traits, and individual uniqueness.
Finally, we hypothesized that there would be greater agree-
ment between nurse and patient urgency and need to be
seen when patients were provided a verbal description of
ED procedures by the triage nurse.

Methods

SETTING

Data were collected at an emergent care unit situated in a
community magnet-designated hospital in New England.
At capacity, the hospital can care for 40,000 patients annu-
ally, although most years there are closer to 33,000. The ED
staff consisted of 43 registered nurses. Of these, 29
(67.44%) were credentialed to perform triage nursing func-
tions using the ESI. This site has used the ESI since 2005
and all triage nurses received updated training following
ESI revisions in 2012. All nurses were required to have at
least a Bachelor of Science in Nursing, and only those nurses
with a year or 2 of emergency nursing experience are trained
to be triage nurses. Training to use the ESI includes a 2-hour
structured didactic course and on-the-job training. In addi-
tion, nurses are encouraged to pursue continuing education
opportunities on nursing in general at discounted rates in
collaboration with universities in the area, to maintain fa-
miliarity with best practices in nursing.

DATA COLLECTION AND QUASI-EXPERIMENTAL
DESIGN

To test the validity of using the PPPSS as a measure of sub-
jective patient urgency, we compared scores with the ESI as
a test of concurrent validity. In addition, we used a quasi-
experimental design, with data collected before and after
providing posttest patients with the standardized scripted
verbal description of what to expect. If discrepancies be-
tween patient and nurse triage ratings are because patients
have improper expectations for ED procedures, then simply
informing patients of what to expect should standardize
scoring. This tests construct validity, using a script written
by the principal investigator read to patients. If the PPPSS
is a valid measure of patient subjective urgency,
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discrepancies between patient- and nurse-reported urgency
will be larger in the pretest nonstandardized group of pa-
tients.

The principal investigator was responsible for data
collection using paper and pencil scoring. Patients were ori-
ented to the study when they entered the emergency depart-
ment after their initial triage assessment. The purpose of the
study was explained and patients verbally consented and
were asked to complete a short survey, the 11-question
PPPSS (Supplementary Appendix A), read to them by the
triage nurse investigator. Patients were not informed as to
the triage nurse assessments. Nurses had pre-existing
ongoing nurse-initiated protocols, which were added to
the list. For the verbal description condition, after more ur-
gent needs were addressed, nurses explained the triage stan-
dard of care to patients, script provided in Supplementary
Appendix B. All responses were kept confidential and mea-
sures were taken to ensure anonymity of the patients by not
linking patient demographic variables to patient names or
ID numbers. Two independent samples were collected in
the same emergency department. This directly evaluated pa-
tient expectations for triage procedures, to compare expecta-
tions with ESI triaged urgency, with and without the
scripted verbal description provided.

PARTICIPANTS

Patients were recruited on a walk-in basis over the course of
4 months broken into 2 groups: 2 months of nonstandar-
dized observation (76 patients recruited) and 2 months
with the scripted verbal intervention (100 patients recruited;
total sample 176 patients). Samples were independent of
each other except for the chance possibility that a patient
entered the emergency department twice, with and without
the verbal description. Although patients were allowed to
participate regardless of the time they entered the emergency
department, most patients were enrolled in the morning and
afternoon, when most people visit the emergency depart-
ment. All patients were English-speaking conscious adults,
at the age of 18 years and older. Exclusion criteria for this
sample were patients with dementia, children, or those un-
able to answer the short survey. After hearing the study
goals, we asked patients in the emergency department to
participate with no direct benefit to individual patients
provided.

MEASURES

Developed in an earlier study by Toloo et al,4 the PPPSS full
survey includes 11 questions regarding factors that could
explain patients’ perceived urgency such as demographics

(age, sex, ethnicity, socioeconomic status), health beliefs
and preferences (perceived health status, urgency, previous
ED visits), and perceived acuteness including reasons for
seeking care in the emergency department (Supplementary
Appendix A). We focused on the question asking about pa-
tient expectations for wait time. Patients were asked by the
triage nurse to rate the urgency of their needs in time they
thought they could wait on a scale from 1 (representing
“within 2 hours”) to 5 (representing “immediately”). We
sought to validate this question on the PPPSS for the pur-
pose of assessing patient expectations for ED procedures
and subjective urgency.

Patient ethnic identity was measured only as Hispanic
and not Hispanic self-reported by patients owing to this
emergency department’s patients being primarily white
and a lack of ethnic diversity within the community. We
had thought Hispanic ethnic identity might be a more
cogent single social group than the inclusion of many under-
represented racial categories. No other race or ethnicity
questions were asked. Although a sample of more diverse re-
spondents would be preferred, this measurement scheme is
consistent with recommendations on how to conceptualize
ethnicity.19

PSYCHOMETRIC THEORY

More detailed discussion of psychometric theory and statis-
tical estimation are included in Online Supplement 2. We
estimated reliability for the PPPSS as internal consistency
from intraclass correlation coefficient for individual patient
traits within a generalizability theory framework and mixed
effects modeling estimation.20-22 Reliability greater than
0.70 is considered acceptable, although values greater than
0.80 are preferred. Reliability at this level would indicate
that repeated use of the PPPSS would tend to produce
similar scores for similar patients at least 70% of the time
depending on the level of reliability.

Previous work has used the PPPSS measure in research
settings; however, its psychometric properties were not the
emphasis of the project.4 This will document the applica-
bility and extend interpretability of this measurement tool
to a clinical setting. By performing a validity analysis, the re-
sults can inform how to interpret individual PPPSS scores,
so far as they relate to nurse-rated urgency and other per-
sonal health and demographic information. We focus on
concurrent validity relative to the ESI and construct validity
contextualized by the quasi-experimental design and patient
demographic information.

Finally, we incorporated expert opinion into the anal-
ysis to ensure face validity, described in detail in Online
Supplement 2. Face validity is the extent to which an
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instrument appears to be an adequate measure, and typically
not considered critical, we believed it could be important if
patients’ resistance to being measured reflects their view that
the scale is of no significance to their problem. Led by the
principal investigator, the research team categorized patients
by how likely they were to agree with the triage nurse and by
how subjectively stressful their symptoms were. This
allowed for consideration within the analysis of those pa-
tients for whom there was concern that they may not have
appropriate expectations or patients who may have reasons
to feel that their needs are urgent. If the PPPSS is valid
for understanding subjective patient needs, then patients ex-
pected to disagree with the triage nurse or patients with sub-
jectively unpleasant conditions should demonstrate the
largest improvements in concordance between nurse- and
patient-reported ratings when the verbal description is pro-
vided.20-22 We tested this empirically.

ANALYSIS PLAN

We determined significance as P < .05. The sample
included 176 individuals (76 nonstandardized pretest and
100 with the scripted verbal description of ED protocol).
For each patient, there were 2 scores, 1 ESI rating and 1
PPPSS patient-reported urgency rating, resulting in a total
sample of 352 observations. First, we examined the correla-
tion matrix and performed discriminant function analysis.23

This helps to understand the characteristics of the expert-
determined patients who may have unrealistic expectations
of ED efficiency, testing concurrent validity.20,21 Observed
discrepancies between patient and nurse triage ratings being
categorized by the expert as likely to disagree with the nurse
would support the validity of the PPPSS. In addition, sub-
jective discomfort of admitting condition is an intuitive
reason patients might disagree with the triage nurse. Finally,
based on the observation while collecting data that younger
patients seemed more likely to disagree, age also was
included in the analysis.

Next we compared PPPSS scores with and without the
verbal description of ED procedures, a direct test of
construct validity. Out of concern that some patients may
have a better intuition for standard triage procedures than
others, a specific comparison was made between participants
categorized as likely agreeing with nurse ratings and those
who would likely disagree. This amounted to a 2 3 2 3
2 repeated measures analysis of variance design with interac-
tions comparing quasi-experimental condition (unstruc-
tured pretest or posttest with verbal description of ED
procedures provided), rater of urgency (nurse or patient),
and patient type (agree or disagree with nurse). If the PPPSS

is valid for the purpose of understanding patient experi-
ences, then the interaction between scripted intervention
condition and rater would be significant, indicating that pa-
tient ratings were more standard with the verbal description
but not nurse ratings, which should be consistent regardless.

To further assess concurrent validity, the analysis
included a number of covariates, specifically age, gender,
ethnicity, enrollment with a primary care physician, re-
ported knowledge of the ED triage system, use of the emer-
gency department in the past 6 months, patient-reported
health ratings, and categorized rating of how subjectively
stressful the patient’s condition may be. Finally, several
random effects accounted for the known structure to the
data and model sources of variation (eg, heterogeneous var-
iances and correlation between nurse ESI and patient PPPSS
ratings), as is consistent with generalizability theory
methods.21 Estimating power indicated that this analytic
framework could likely detect at least a moderate effect
size demonstrated by the manipulation (see Online
Supplement 2).24-26

ETHICAL CONSIDERATIONS

The hospital’s Human Subjects Safety Committee deemed
the study, which followed a quality improvement project, to
be exempt from review. As stated earlier, responses were
kept confidential and measures were taken to ensure ano-
nymity of the patients by not linking patient demographic
variables to patient names or ID numbers.

Results

Respondents spanned the age range, most between 18 and
60 years old (see Table). All respondents were patients;
none were caregivers. There were similar proportions of
male- (48.86%) and female- (51.14%) identifying respon-
dents. The majority did not identify as Hispanic
(90.91%). Most respondents indicated that they did have
a primary care provider (60.80%) but did not know about
the ED triage system (73.30%) and had not been to the
emergency department recently (68.18%). Rated from 1
(“poor”) to 5 (“excellent”), most respondents indicated
good or very good health, with a mean of 3.88 (SD¼ 0.73).

There were a wide variety of reasons respondents came
to the emergency department, from allergic reactions to
abnormal laboratory test results. Most patient needs were
rated as moderately stressful (M ¼ 2.07 rated from 1
[“low stress”] to 3 [“high stress”], SD¼ 0.64). Most respon-
dents thought they should be seen within about 20 minutes,

298 JOURNAL OF EMERGENCY NURSING VOLUME 49 � ISSUE 2 March 2023

RESEARCH/Tanzer et al



TABLE
Respondent characteristics (N [ 176)

Variable Level N %

Demographic variables
Age 18-29 y 73 41.48

30-49 y 52 29.55
50þ y 51 28.98

Sex Female 90 51.14
Male 86 48.86

Ethnicity Not Hispanic 160 90.91
Hispanic 16 9.09

Health variables
Do you have a primary care provider? No 69 39.20

Yes 107 60.80
Do you know about the ED triage system? No 129 73.30

Yes 47 26.70
Have you used the ED in the last 6 mo? No 120 68.18

Yes 56 31.82
How is your general health? Poor 0 0.00

Fair 3 1.70
Good 49 27.84

Very good 90 51.14
Excellent 34 19.32

Emergency circumstance stress expert
rating

Low stress 30 17.05

Moderate stress 104 59.09
High stress 42 23.86

Patient ratings: I should be seen Within 2 h 6 3.41
Within 60 min 26 14.77
Within 30 min 35 19.89
Within 10 min 65 36.93
Immediately 44 25.00

Nurse triage rating Nonurgent 0 0.00
Semiurgent 0 0.00
Urgent 0 0.00

Emergent 148 84.09
Highest priority 28 15.91

Predicted agreement with triage nurse Agree 81 46.02
Disagree 95 53.98

ED, emergency department.
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at most an hour (M ¼ 22.61 minutes, SD ¼ 26.97 mi-
nutes). Patients were consistently rated as high urgency by
nurses (M ¼ 4.16, SD ¼ 0.35; reverse scored so a larger
value indicates higher urgency).

The discriminant function analysis indicated observed
agreements between nurse and patient urgency ratings
tended to be independently classified as likely agreement
by the expert (lambda¼ 0.83), supporting concurrent valid-
ity of the measurements (Wilks’ lambda ¼ 0.52, F(5,
170)¼ 32.01, P< .01). Older patients also tended to agree
with the nurse, corroborating the anecdotal observation
(lambda ¼ 1.37). Contrary to expectations, subjective
discomfort operationalizing patient subjective stress had
minimal relationship to agreement or disagreement
(lambda ¼ �0.10).

Figure plots the scoring tendencies with and without
verbal description of ED procedures, comparing between
patients expected to agree with the nurse and patients ex-
pected to disagree with the nurse. During the unstructured
pretest, ratings were close between nurses and patients for
the patients expected to agree with the triage nurse (nurse,
M¼ 4.19, 95% confidence interval [CI] 3.92-4.46; patient,
M ¼ 3.87, 95% CI 3.01-4.74). For patients expected to
disagree with the triage nurse, there was a discrepancy dur-
ing the unstructured pretest period (nurse, M ¼ 4.06, 95%
CI 3.81-4.31; patient, M¼ 3.33, 95%CI 2.54-4.11; x2 (1,
N ¼ 352) ¼ 14.61, P < .01).

However, during the scripted intervention posttest after
rounding, ratings by nurses were identical for agree and
disagree classified patients (nurse, M ¼ 4.16, 95% CI
3.88-4.45), and patient-reported ratings also were very close
(agree, M ¼ 3.62, 95% CI 2.80-4.43; disagree, M ¼ 3.66,
95% CI 2.83-4.48). This is evidence that ratings were more
standard with scripted verbal description of ED procedures,
supporting construct validity of the PPPSS as a measure of
patient expectations (x2 (1, N ¼ 352) ¼ 8.09, P < .01).

Estimating internal consistency reliability, the ratio of
individual variance to total variance for each rater, across
nurse ESI ratings (reliability¼ 0.73) and patient PPPSS rat-
ings (reliability ¼ 0.75), both demonstrated acceptable reli-
ability (reliability > 0.70). Examining the correlations
between observed ratings andmodel implied true patient ur-
gency, both rating systems indicated large and nearly iden-
tical correlations (nurses, rho¼ 0.54; patients, rho¼ 0.55).
That said, the correlation between these 2 rating systems
was moderate to large and negative (rho ¼ �0.38). This
supports the reliability and concurrent validity of the
PPPSS, which demonstrated consistent measurements of
patient urgency. That said, when patients rated themselves
as more urgent, it was likely a nurse would rate them as
less urgent.

Finally, contrary to expectations, only one additional
measure of concurrent validity demonstrated significant as-
sociation at alpha ¼ 0.05. Patients identified as female

FIGURE

Differences in triage urgency ratings. Note: Nurse ESI scores were reversed so a higher number represents higher urgency, as is the scoring on the PPPSS. ESI, Emergency Severity
Index; PPPSS, Patient Perception of Priority to Be Seen Survey.
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tended to be rated as lower urgency (t(163) ¼ �2.23, P ¼
.02), a small magnitude of difference (beta ¼ �0.18).

Discussion

SUMMARY AND INTERPRETATION

We estimated reliability and considered ways to make valid
interpretations of the PPPSS as a tool for understanding pa-
tient subjective experience.13 Using a modern analytic
framework drawing from generalizability theory, reliability
for the measure was acceptable. The quasi-experimental
design targeting patient understandings of triage procedures
supported validity. When patients were explicitly informed
of ED triage procedures, PPPSS scores across patient groups
were nearly identical. This suggests that by directly inform-
ing patients of what to expect, this may have standardized
rating systems. By being aware of standard ESI procedures,
all patients received and reported similar ratings of urgency.
This supports the validity of the PPPSS and also demon-
strates why clear communications of expectations may
improve ED efficiency.

The concordance between all of patient ratings, triage
nurse ratings, and independent expert ratings supported
convergent concurrent validity. When patients and nurses
gave similar urgency ratings, the expert also tended to indi-
cate that they would likely have agreed. We originally
thought that subjective discomfort may be a primary aspect
of why patients disagree with the triage nurse; however,
there was little evidence of this. Instead, age grouped pa-
tients the most. Younger patients tended toward worse ex-
pectations for standard ED procedures.

Another finding that was counter to expectations was
that nurses tended to rate patients as higher urgency on
average, which is inconsistent from findings by Toloo
et al.4 This highlights the reasons for performing validity
analysis: to inform how to interpret a measurement for an
intended purpose. There was an inverse relationship be-
tween nurse scores and patients scores. As such, no matter
how urgent patients are rated in an absolute sense, to under-
stand patient subjective experiences, PPPSS scores should
only be interpreted relative to standard urgency within a
specific emergency department. For the purpose of triaging
patients, ESI scores are determined based on their ordered
scaling, but the average may differ between emergency de-
partments or by time of day. An example of this scaling
problem is the coronavirus disease 2019 pandemic, wherein
intensive care units were overwhelmed with high urgency
patients.

The issue of scaling complexity is particularly relevant
in the case of the PPPSS, for which discrepancies among pa-
tient needs are a likely cause of improper expectations.
Scores should be considered relative to the urgency of
most other patients at the same emergency department
based on what is a typical patient urgency. A low urgency
patient could easily feel like somebody cut in line if they
are not familiar with ESI standards and see other patients
triaged sooner. The severity of this problem may depend
on the unique urgency of the emergency department at a
given moment. Seeking to communicate with these patients
about their likely wait time may improve satisfaction. We
recommend the PPPSS for implementing an intervention
with this target or as a tool for research and quality improve-
ment projects trying to improve ED communications.

Finally, an important consideration for patient satisfac-
tion is successful social communication, improvements in
which may have been facilitated by informing patients
regarding what to expect.13 As previously mentioned,
when patients were expected to disagree with the triage
nurse, they were much more likely to be young. There
may have been a social or generational disconnect between
younger patients and triage nurses that prohibited clear
communication about ED procedures. In addition, gender
identity stood out, with malepresenting patients tending
to be rated as higher urgency on average. Although it is
possible that men tend to get into more severe accidents,
it is also likely in part a social complication. The literature
has long identified complaints made by men tending to be
taken more seriously, which provides an alternative explana-
tion for this difference.27-29 Given how subjective pain may
be, even the experience of discomfort may be dissimilar
between men and women.30,31 A more nuanced discussion
of gender dynamics within the emergency department is
beyond the scope of this study; however, this finding dem-
onstrates some of the complexity that should be addressed in
future research.

Limitations

A limitation of this study is that the verbal description
was administered using a single generic script. If clear
interpersonal communication is an important aspect of
patient satisfaction,13 a more individualized approach
may be more relevant. The script invited patients to reach
out if they had additional questions about the triage pro-
cedure; however, there is no assurance that this occurred.
Future research interested in intervention development
may want to investigate more personal ways to facilitate
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better communication between nurses and patients
informed by the PPPSS.

The relationship to patient stress was implied but mea-
surement thereof could have been improved upon. The
experience of stress is highly subjective and only small rela-
tionships were identified between patient behaviors and
stressful conditions. That said, patient stress was based on
the likely discomfort of symptoms as rated by an expert
and not reported by patients.We did this to validate the psy-
chosocial nature of patient experience with a face valid mea-
surement of ED urgency; however, adding a direct measure
of subjective stress reported by patients may elucidate some
of the findings. For example, with aging, patients may be
better at managing stress, resulting in a complex and subjec-
tive age dynamic not captured in these data. Helping
younger patients reporting greater stress, even if it is not
in agreement with the nurse’s perception, may help improve
efficiency of the emergency department and patient and
nurse satisfaction. An intervention informed by these results
may seek to be accessible to younger patients and target sub-
jective discomfort.

Another limitation is the convenience sampling and
whether or not this can be generalized to other emergency
departments. Most respondents identified as not Hispanic,
and the hospital location is mostly white. We did not find
differences in relation to ethnic identity, but that could
have been because of limited diversity at this emergency
department, especially given the ample research on social
differences based on race and ethnic presentation.19,29,32,33

In addition, not all emergency departments have the same
patient load, so replicating results within multiple emer-
gency departments and comparing results based on the ur-
gency of the patients they serve would be informative. In
this sample, all patients were physiologically stable enough
to respond to the survey andmost data were collected during
the morning and afternoon. This may be biased toward pa-
tients who are available during these times of the day and do
not have pressing emergencies. Research investigating expe-
riences of patients in higher risk or with more severe health
conditions should be examined. Qualitative ethnographic
research methods also may be valuable, because the subtle-
ties of social dynamics may not be well quantified on stan-
dard questionnaires.

Finally, although this approach indicated appropriate
reliability, the definition of reliability used relied on exten-
sive analytic methodology. The full PPPSS includes 11
questions, although we focused the psychometric analysis
on the single question asking about patient expectations. In-
ternal consistency was the best descriptor of the reliability
estimated, because the intraclass correlation coefficient

analytically estimates true trait variation relative to total vari-
ation, rather than repeated testing using same or parallel
forms. However, internal consistency reliability is typically
estimated across multiple items of the same scale. We
used measures such as expert experience to improve face
validity. The criticism remains that this analytic approach
may be susceptible to artifacts of the math confounding re-
sults. A more intuitive approach to reliability, such as test-
retest reliability, would inform how to better interpret this
measure.

Implications for Emergency Nurses

It is a common problem that ED wait-time goals are not
met; however, reducing wait times may prove challenging.14

Improving communications between patients and nurses
about likely wait times may improve patient satisfaction
with reduced complexity of intervention design.8,12 This
analysis has demonstrated that the PPPSS is reliable for
use as a brief assessment of subjective patient experience. Pa-
tients who are rated by triage nurses as lower urgency relative
to other patients in the emergency department may feel that
their needs are more urgent than their ESI rating implies,
and this is demonstrated on the PPPSS. Although the effi-
ciency of the emergency department may be difficult to
change owing to the specific ecological context of each emer-
gency department, understanding how these patients feel
could improve communications and by extension patient
satisfaction. An intervention as simple as a script describing
the ED triage systems could result in better awareness and
satisfaction. We recommend the PPPSS for use in an inter-
vention targeting this goal or for research and quality
improvement projects investigating patient satisfaction.

Possible interventions could be expanded upon based
on identified social dynamics. For example, younger pa-
tients inexperienced in using the emergency department
may need more help to address their stress levels. Simply
being a more visible presence, empathetic communication,
and being clear about likely wait times may alleviate the
stress of those who think they need to be seen earlier
than the triage nurse decides. In addition, the ED interior
design has been a focus of intervention that has generated
some interest in the literature.34 Making improvements in
terms of lighting, use of more restful colors, and access to
music could benefit patients. This needs to be specifically
investigated further, including social dynamics related to
age, gender, and ethnicity. Regardless, these results have
substantiated the disconnect between perceptions and
expectations. These results also have provided some
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indication that intervention is possible and support use of
the PPPSS as a tool for ongoing efforts to improve patient
satisfaction.

Conclusions

The PPPSS can be used as a simple assessment of patient ex-
pectations for ED procedures, and patients rated by the
triage nurse as lower urgency are more likely to think they
are high urgency. Fortunately, promoting knowledge and
patient understanding through a verbal description of the
ESI may improve consistency of patient expectations. Dif-
ferences between younger-patient and malepatient percep-
tions of priority relative to the assigned ESI as assessed by
triage nurses may complicate successful communication
and limit patient satisfaction.
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Appendix A

Survey of Patient Perceptions of Priority to be Seen

1. Would you be agreeable to answering 11 questions
for a Quality Improvement Project ?

BYes B No

2. What is your age ?

B18 - 30 years

B30 - 50 years

B50 - 75 years and above

3. Are you the patient or caregiver?

BPatient

BCaregiver

4. What is your Gender ?

BMale

BFemale

5. What is your Ethnicity?

BHispanic

BNon- Hispanic

6. Do you have a Primary Care Provider ?

BYes

BNo

7. How would you rate your General Health Status ?

BPoor

BFair

BGood

BVery Good

BExcellent

8. What is your reason for being here today ?
9. Do you know how we decide who is determined to

see the Emergency Department Doctor first ?

BYes

BNo

10. Have you used the Emergency Department in the
last 6 months?

BYes

BNo

11 How would you rate your urgency to be seen today ?

If you have any questions about this survey or the
research study itself, please feel free to ask the Principal
Investigator. If you have any questions about your rights,
please feel free to call our Office of Research Administration
manager, _____ at _____.

Thank you for your time.

Appendix B

Scripted Verbal Description
“We are so sorry for the time you have to wait to be seen

by your ER provider. There are many critical patients in the
Emergency Department at this time, and they need to be
seen immediately. We will be with you as soon as we
possibly can. I will be here for you and if you need anything
in the meantime, please let me know.”

If patients asked for additional explanation, they were
verbally told “standard for triage is that the medically sickest
or mentally ill patients are seen first.”

1 Immediately 2 Within
10 minutes

3 Within
30 minutes

4 Within
60 minutes

5 Within
2 Hours
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Online Supplement 1

Evidence summary table
The following table includes an overview of studies we

reviewed while searching for available evidence. Literature

was included based on our ongoing investigation into pa-
tient satisfaction and triage procedures throughout the dura-
tion of the research project.

# Reference Study objective Sample and type Design / Method Findings Strength
of
evidence34

5 5 To explore the
relationship
between patient
acuity, perceived
and actual
throughput times
and emergency
department patient
satisfaction

1865 ED patients
during a one
month period

Analysis of variance,
analysis of
covariance
(ANCOVA)and
correlations were
conducted

Emergent patients
perceived their
throughput time
more favorable

VI

6 Bleustein C,
Rothschild
DB, Valen A,
Valaitis E,
Schweitzer L
(2014)

None provided 11,352
respondents

PressGaney 4
HCAHPS Survey
tool using the Likert
scale with
designations.
Univariate,
multivariate
association test and
statistical modeling
techniques,
chi – square

The perception
of wait times
are a significant
component to
patient
Satisfaction and
quality of care

VI

7 Shen Y, Lee
LH (2017)

To determine if
the implementation
of interventions
would help
decrease the wait
time to
consultation for
ED Patients
within 6 months

Baseline data
from January
2015 to May
2016 was
collected with
analysis of
32,420 P2
patient visits

In depth analysis of
baseline data with
results corroborated
with root cause
analysis findings

Implementation of
low cost
interventions
enabling equitable
workload and
breaking down
work silos with a
team based care
model helped to
bring down wait
times

VI

8 8 To examine the
factors that were
most predictive
of high and low
overall patient
satisfaction

7,872 patients
participated
in a telephone
interview

A retrospective
cohort study at
an urban, university
– affiliated ED.
Relationship
between overall
satisfaction and
patient responses to
individual questions
was assessed using a
chi-square test and
multivariable logistic
regression model

There are strong
predictors of
overall ED
satisfaction
related to
communication,
wait time,
environment,
and perception
that care was
helpful

VI

continued
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Online Supplement 2

Psychometric Theory and Estimation
Psychometric research seeks to provide insights into the

ways that empirical measurements are interpreted. The
focus is typically on estimating and comparing sources of
variation in individual scores, specifically variation due to
true traits versus variation due to random error.19,20

Reliability estimates how well 2measurements of the same
construct represent the same thing, as a ratio of true score
variance to total variance. The focus is a calculated value
for reliability based on the mathematical decomposition of
the sources of variance within observed scores. The interpre-
tation of reliability is as a percentage of true variation relative
to total variation, or as the probability that repeated mea-
surements will provide the same scores.

Continued

# Reference Study objective Sample and type Design / Method Findings Strength
of
evidence34

9 Reinhardt MR
(2017)

To determine a
systematic approach
to evaluation of
performance
deficiencies in ED
Triage

Chart review of
30 random
patients charts
by 5 ED
nurses

PDSA (plan, do
study, act
improvement)
model used to
identify problems
and develop
interventions

Correlation found
between ESI
levels, wait times
and left without
being seen during
peak hours

VI

11 11 To determine effects
of triage education
based on ESI on
promoting knowledge
and performance of
nurses and qualitative
indices of ED

50 ED Staff
Members
responded to
written
questionnaire

A quasi-interventional
study consisting
of a 2-part
questionnaire –
personal
characteristics and
knowledge and
performance
assessment checklist

The level of
knowledge in
triage after
intervention /
education was
higher than
before training

VII

12 Toloo GS,
Aitken P
Crilly J,
Fitzgerald G
(2016)

To understand the
extent of agreement
/disagreement between
the patients’ perceived
priority
and actual triage
category

Cross Sectional
Survey of 417
patients

Descriptive and
multinomial logistic
regression analysis.
Cross-Sectional
Survey using
Univariate analysis,
Chi – Squared
and F Tests

Gap in patient-
practitioner
understanding
of the priority of
patients attending
ED departments,
which can have
implications for
the management
of emergency care

VI

17 Mirhaghi A,
Kooshiar H,
Esmaeili H,
Ebrahimi M
(2015)

To determine the
impact of the ESI
Triage Scale in
the ED

28 Nurses and
8 physicians
paper based
scenario
questionnaire

A single center
study was
conducted using
workshops field
training and
questionnaire

ESI is a valid and
reliable tool but
may not be
optimal in
developing
countries
compared to
what has been
achieved in
developed
countries

IV

March 2023 VOLUME 49 � ISSUE 2 WWW.JENONLINE.ORG 304.e3

Tanzer et al/RESEARCH

http://WWW.JENONLINE.ORG


Validity, on the other hand, elucidates the ways individ-
ual scores should be interpreted. Although validity also relies
on samples of data, the focus is less on the numeric values
and more on concordance between empirical findings and
theoretical expectations. This is done by examining relation-
ships between observed scores and relevant contextual traits.
If the estimated sample relationships are similar to what is
implied by the psychological theory, then it can be said
that the theory and measures are validated as a model for
real world events.19,20

The focus of validity analysis depends on the goals of
the measurement, and different aspects of validity can be
evaluated for different purposes. For this project, we focus
on face validity, concurrent validity, and construct validity.
Face validity is the most intuitive approach, evaluating
whether or not the measure superficially represents what it
claims to represent. Concurrent validity, on the other
hand, is more empirical, emphasizing the relationships be-
tween the measurement and contextual variables measured
at the same point in time. A measure is described as conver-
gent if observed scores correlate with other traits theoreti-
cally expected to be related. An example is a measure of
depression correlating with a measure of anxiety, because
these are highly comorbid conditions. Conversely, a
discriminant measure demonstrates minimal correlation to
irrelevant traits. In psychology research, there is often inter-
est in ensuring that subscales of longer questionnaires are
not excessively cross-correlated, because any association
would be a commonmethod bias. Finally, construct validity
is a holistic approach to validity, which seeks to evaluate the
overall concordance of measurement scheme to psychologi-
cal trait, integrating across all other forms of validity. Given
deductions implied by the construct being measured, the
focus is on how well the available evidence are in support
of or against these expectations.19,20

Methods from generalizability theory also were
employed to further parse out the sources of common and
heterogeneous variation among scores.19–21 Where
classical psychometric methods have emphasized the
difference between true trait variation and error variation,
generalizability theory seeks to compare multiple facets of
measurement that confound observed scores. This allows
for the relative importance of measurement aspects to be
directly compared to individual traits based on
communalities across all measurements made.19–21

For this project, we estimated validity of the PPPSS as a
measure of subjective patient urgency to improve research
on patient satisfaction and communications between nurses
and patients. We accomplished this by comparing patient
rated urgency to nurse rated urgency. Specifically, compar-
isons were made between variations in nurse ratings and

patient reported ratings relative to individual unique varia-
tion, estimated analytically within the model. Additionally
the correlations between observed scores and mathemati-
cally implied true trait scores are estimated. If these measure-
ment scales demonstrate high correlations with the implied
true trait scores, then it can be said that they are valid indi-
cations of patient urgency.

Although this is mathematically analogous to a Pearson
cross product correlation coefficient and also can be denoted
with the Greek letter rho, the two are distinct estimates.
Computation for the correlations with true trait scores is
estimated in tandem with the entire regression model, ac-
counting for the sources of common and heterogeneous
variation across data analyzed. The Pearson cross product
correlation coefficient only accounts for the common varia-
tion between the two specified variables, regardless of addi-
tional variation across a larger set of data.

These analytics provide comparative estimates of the
sources of variation within a measurement tool; however,
they rely heavily on computational latent variables that
may lack face validity. To address this, we included expert
opinion as an additional validating technique. Decision
making was led by the principal investigator, a professor
of nursing with more than 35 years nursing experience.
The research teammet as a group to discuss and confirm pa-
tient determinations to avoid the bias of one individual
while maintaining the emphasis on expert experience. First,
we grouped patients based on how likely they would agree
with nurse triage ratings (likely agree or disagree). To inves-
tigate the types of patients that may have the least realistic
expectations for ED triage procedures, we compared the
characteristics of these groups. Further, comparisons could
be made in the model to identify whether or not patients
thought to have less realistic expectations would have a
larger discrepancy between nurse ratings and patient ratings.

We also grouped patients by the likely stress level pro-
voked by the emergency admitting diagnosis. The diag-
nostic groups were low stress (i.e., skin abnormalities,
alcohol intoxication, flu like symptoms, abnormal labs,
medical clearance needs, or medicine refills), moderate stress
(i.e., abdominal pain, facial abnormalities, gastrointestinal
abnormalities, genitourinary abnormalities, musculoskeletal
abnormalities), or high stress (i.e., allergic reactions, cardiac
abnormalities, neurological abnormalities, or respiratory ab-
normalities). These groupings were based on the subjective
discomfort characteristic with these diagnoses. This
informed face validity by being a measure of subjective
distress while accounting for common admitting diagnoses
in the ED. The principal investigator again guided grouping
decisions, with the expectation that patients with subjec-
tively more unpleasant conditions would be more likely to
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disagree with the triage nurse because of their active
discomfort.

The first part of estimation was through discriminant
function analysis, to descriptively compare the traits of pa-
tients expected to disagree with the triage nurse from those
expected to agree.22 This method uses eigenvalue decompo-
sition to estimate the most likely values for a linear combi-
nation representing the multivariate clusters of traits
between specified groups.22 In the case of this analysis, we
focused on patient ratings, nurse ratings, and their interac-
tion. If the PPPSS demonstrates concurrent validity for un-
derstanding patient subjective urgency, then observed
agreements between patients and nurses should correspond
to expert determined ratings of likely agreement. This anal-
ysis empirically tests this. Further, while categorizing pa-
tients, we noted that patients classified as disagree tended
to be younger.We also hypothesized that theymay have sub-
jectively more stressful conditions that could result in their
disagreements. The discriminant function analysis included
these two variables, to test these hypotheses directly, that
younger patients with subjectively unpleasant needs may
have the most unrealistic expectations for the ED.

The second part of estimation was by generalized mixed
effects modeling. Group mean differences by expected pa-
tient agreement and stress levels were estimated using fixed
effects, for the linear association between each trait and score
ratings. For estimating sources of variance, random effects
were used in alignment with generalization theory.19-21 A
random intercept was estimated by individual, representing
true trait variation. Random variances also were estimated
for nurse ratings and patient ratings, to compare the
relative importance of measurement scheme for the PPPSS
and ESI reporting of urgency in comparison to individual
variation and residual variation. Reliability is estimated as
the ratio of true variation (individual variation) to total
variation (individual variation, measurement facet
variation, and residual variation).19–21

Further, correlations were estimated between measure-
ment facets and individual traits to inform the interpretation
of the scales. If the PPPSS demonstrates concurrent validity,
then it would show large correlation to the individual
intercept. If the PPPSS and ESI are comparable, they also
would demonstrate a correlation between each other; the di-
rection of this correlation informing the implication of an

individual score. A positive correlation would mean that a
nurse who sees a low ESI score for a patient should expect
them to also feel like they are low urgency. A negative cor-
relation would mean that a patient with a low ESI score
would likely feel high urgency.19–21

Lastly, to test construct validity, the quasi-experimental
design used presented half the sample with a scripted verbal
description of ESI procedures. Although discrepancies be-
tween nurse and patient triage ratings during naturalistic
observation were expected,13 setting better expectations
with the verbal description should correct this. If scoring
is more standard when the verbal description is provided,
then the PPPSS would indicate concordance with the psy-
chological trait being measured, supporting construct
validity.

To ensure that the sample of PPPSS and ESI ratings was
sufficient for this design (176 participants, ratings of each of
PPPSS patient self-reported ratings and ESI triage nurse rat-
ings for a total of 352 observations), we performed a brief
power analysis using G*power software.23 For a significant
between-within interaction, it would be required that these
three effects account for 17.44% of the variance, a moderate
effect size.24 Furthermore, power for the additional covari-
ates was estimated to be sensitive to even a fairly small in-
crease to explained variance, only a 4.24% increase. This
together suggests that the analysis may overlook subtle ef-
fects, however the sample should be large enough to identify
even modest improvements attributable to the quasi-
experimental design.

Maximum likelihood estimation of the model was
used.21 The values of the statistical estimates are the
most probable values given the data. The ESI was reverse
scored so that larger numbers represents higher urgency,
for the purpose of presenting results more clearly. To
assist in proper model estimation, the two repeated ob-
servations of the outcome were standardized as Z scores.
This also allowed for the interpretation of the coeffi-
cients as effect sizes, representing the number of stan-
dard deviations of urgency rating associated with a one
point increase in the predictor (small ¼ 0.2,
medium ¼ 0.5, large ¼ 0.8; for correlations, small ¼
0.1, medium ¼ 0.3, large ¼ 0.5, see Cohen25). The final
model showed fairly normal residuals based on the histo-
gram and a Q-Q plot.
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These review questions are based on the Emergency
Nursing Core Curriculum and other pertinent re-
sources to emergency nursing practice. They offer

emergency nurses an opportunity to test their knowledge
about their practice.

QUESTIONS

1. A 7-month-old patient is brought to the emergency
department in cardiac arrest. An intraosseous device is
placed in the proximal tibia by the nurse. Which of the
following would be confirmatory for correct placement?

A. Bright red blood upon aspiration
B. Movement of the device at the insertion site
C. Pink frothy aspirate obtained
D. Moderate resistance with fluid administration

2. A 26-week-pregnant patient complains of dizziness
upon standing, vaginal bleeding, severe abdominal pain,
and a very tight abdomen. You would suspect?

A. Placenta previa
B. Premature labor
C. Abruptio placenta
D. Uterine irritability

3. A patient is brought to the emergency department after
experiencing an electrical shock from a loose wire.
Which of the following assessment findings would cause
the most concern?

A. The entrance wound appears to be on the left
hand.

B. The patient experienced a momentary loss of
consciousness.

C. Sinus rhythm with an isolated premature ven-
tricular contraction.

D. The urine myoglobin level is 0 ng/mL.
4. A patient is brought to the emergency department by

Emergency Medical Service (EMS). The patient has a
history of a lung transplant 14 months ago and has been
on prednisone (Deltasone) 80 mg daily for rejection
prevention. The patient has missed the last 2 doctor
visits. The wife describes a change in his alertness and a
depressed state. Multiple bruising is noted on both arms
and the patient has a swollen abdomen and states his face
looks full. Based on this history, you would suspect:

A. Thyrotoxicosis
B. Cushing’s syndrome
C. Organ rejection
D. Addison’s syndrome

5. A patient is being discharged from the emergency
department after an ankle injury. The patient has a
posterior ankle splint in place and prescribed crutches
with a 3-point gait. Which of the following actions
would demonstrate proper crutch walking technique?

A. Crutch tops in the axilla during maneuvering
crutches

B. Moves crutches and injured ankle forward
simultaneously

C. Steps forward with the injured ankle and then
moves crutches forward

D. Crutches held close to patient’s hips during
movement

ANSWERS

1. Correct answer: C

(C) Pink, frothy aspirate or bone marrow may be obtained
with aspiration of a properly placed intraosseous device, but
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is not always present. (A) Aspiration of bright blood would
indicate a blood vessel penetration as opposed to the intra-
osseous canal. (B) If the device is properly seated in the
bone, it should not move after insertion. (D) After an initial
bolus administration, the device should allow for fluid to
flow with very little resistance.1

2. Correct answer: C

(C) Abruptio placenta is a major life-threatening complica-
tion for both the mother and the fetus. The condition oc-
curs when the placenta prematurely separates from the
uterine wall. The highest incidence occurs between 24
and 28 weeks of pregnancy. Symptoms include intrauterine
bleeding, vaginal bleeding, severe abdominal pain, hemor-
rhagic shock, and uteroplacental insufficiency. (A) Placenta
previa is a displacement of the placenta either covering the
uterine os or partially covering the os. Signs include painless
vaginal bleeding, usually after 20 weeks of pregnancy.
Vaginal examination must be avoided if placenta previa is
suspected. (B) Premature labor presents with abdominal
pain, regular or frequent, contraction type. In pregnancy,
uterine irritability is used to describe nonlabor inducing
contractions that occur frequently. (D) These contractions
may be painful or painless and may not have any consistency
or pattern. An example would be Braxton Hicks contrac-
tions.2

3. Correct answer: B

(B) Any loss of consciousness after an electrical injury would
be considered serious and require further evaluation. (A)
Wounds should not be labeled as entrance or exit wounds
but contact points. Any contact point should be evaluated
for skin injury and any potential underlying tissue injury.
Underlying tissue with a hand injury would not take prece-
dence over a loss of consciousness. (C) Cardiac dysrhyth-
mias may be present after an electrical injury, especially
atrial fibrillation and ST wave changes. An isolated prema-
ture ventricular contraction should not be concerning, but
may require further evaluation. (D) A urine myoglobin of

0 ng/mL would be a normal finding. Rhabdomyolysis
with myoglobinuria may occur after significant electrical
injury.3

4. Correct answer: B

(B) Cushing’s syndrome may be observed in a patient with
prolonged use of a corticosteroid such as prednisone (Delta-
sone). Signs include hypertension, abdominal swelling, fatty
tissue deposits in the face (moon face) and between the
shoulders (buffalo hump), altered mood, depression, thin-
ning skin, and bruising. A tapering of the prednisone
(Deltasone) must be initiated to avoid further complications
such as bone loss and infection. (A) Thyrotoxicosis may be
observed in patients with excessive thyroid hormone and
appear with a hyperdynamic state such as hypertension,
tachycardia, and hyperthermia. (C) A patient with an organ
rejection would appear septic or signs of failure of the trans-
planted organ. Chronic rejection can take place over many
years as the body’s immune response slowly attacks the
transplanted organ. (D) Addison’s disease, also called adre-
nal insufficiency, is an disorder that occurs when the body
has a deficiency of certain hormones such as cortisol and
aldosterone. Patients with Addison’s disease may have
slowly developing symptoms, often over several months.
Symptoms include extreme fatigue, weight loss, salt craving,
hypoglycemia, and hypotension.4,5

5. Correct answer: B

(B) Crutches should be used to protect an injured leg or ex-
tremity, not cause further damage. When using a 3-point
gait, the patient should place their weight on the noninjured
leg and move injured leg and crutches forward simulta-
neously. (A) Crutches should be fitted to allow at least 2
inches or 2 to 3 fingerwidths below the axilla, with no
weight in the axilla. (C) Stepping forward with the injured
extremity would require weight bearing on the injury, con-
trary to the non–weight-bearing concept. (D) Crutches
should be 6 to 12 inches out from the patient to provide a
base for the body to move through the crutches.6
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