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Abstract
In this second part of our three part series, David Hunter and colleagues discuss the barriers
to the provision of compassionate care in the Emergency Department. Part one of the series
reported on the doctoral level research, which explored the experiences of student nurses
in the Emergency Department in relation to compassionate care. Many of the findings that
emerged related to what the student nurses in the study considered as barriers to the

provision of compassionate care in this particular type of clinical environment. Six barriers
to compassionate care were identified. This article considers them all in detail.
Keywords
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Introduction

This article focuses on some of the findings of a qualitative research study which explored
the experiences of student nurses, in the Emergency Department, in relation to
compassionate care. The focus here is on what students considered to be barriers to the
provision of compassionate care in this clinical setting. The underpinning methodology used
is that of an exploratory-descriptive qualitative (EDQ) design, based upon the works of
Sandelowski (2000, 2010) and Stebbins (2001). Following ethical approval, 15 students (year
1 = 5, year 2 = 5 and year 3 = 5), from across the West of Scotland, and who between them
had been placed in 8 different Emergency Departments, participated in face-to-face semistructured interviews. These were audio recorded and transcribed verbatim. Thematic data
analysis was undertaken based upon the work of Braun and Clarke (2006). The students did
not have any difficulty identifying what they considered the barriers to providing
compassionate care to be, thereby highlighting the realities of current emergency nursing.
Six barriers were identified and are elaborated upon in this article. Direct quotations are
provided to illustrate some of the thoughts of the students who participated. The six
barriers identified are:



Alcohol and drug related presentations



Mental health issues and aggression



Regular attendees



Physicality of the department



Time and government targets



Staffing levels

Alcohol and drug related presentations

The findings illuminated a recurring discussion with students regarding patients presenting
with alcohol or drug related issues. This is unsurprising as 35% of all UK Emergency
Department presentations may be alcohol related, increasing to 70% at peak times during
the weekend (Currie et al., 2015). Presentations associated with recreational drug use were
also explored by students. This topic is supported by a recent UK study of patients utilising
emergency services due to recreational drug and alcohol use. The study by Archer et al.
(2013), found that of those who attended the Emergency Department, 46% had used one or
more recreational drugs with alcohol, 31% had drunk alcohol alone while 23% had used
recreational drugs alone. During the discussion of this patient group, students reported that
compassionate care had been lacking. There was the suggestion that staff perceived these
patients as a nuisance or were dismissive of their reasons for attending the ED. Students
also highlighted that patients who were intoxicated were less likely to be offered oral fluids
or a blanket for comfort and warmth. Whilst students recognised the complexity of alcohol
and drug misuse, they reported that nurses within the Emergency Department were

frustrated at having to care for such patients over others or that their attitudes towards
these patients was less compassionate than others. Thomas exemplifies this feeling:

"You were getting people who were coming in just maybe drunk off the street... some
of the staff seen them as a nuisance or just wanting them treated and gone."
(Thomas)

The experiences of the students in this study are mirrored in the literature. Warren et al.
(2012) found that whilst emergency nurses and doctors agreed that intoxicated patients
should be treated with respect, the reality differed, leading to a breakdown of
compassionate care provision. Another study identified that of Emergency Department staff
who participated (n=78), 85% felt that the patient's state of intoxication created a barrier to
treatment delivery (Indig et al., 2009). Conversely, a study conducted with nurses from four
wards in a large teaching hospital found that nurses held positive or at least neutral
attitudes towards patients with alcohol problems (Crothers & Dorrian, 2011). One possible
explanation for this could be that nurses working in the Emergency Department are dealing
with patients who present with acute intoxication, and its associated issues such as verbal
and physical abuse, whereas patients admitted to hospital wards will have either been
injured whilst drunk or be living with an alcohol related condition such as liver cirrhosis. To
support this, Ferns and Cork (2008a) highlighted the relationship between alcohol
intoxication and aggression suggesting that the thought processes, responses and
behaviours of patients would vary as a result of the physical and psychological effects of

consuming alcohol. They concluded by recognising the complexities around how best to
manage alcohol related aggression in the Emergency Department (Ferns & Cork, 2008b).

Whilst students identified alcohol and drug related presentations as a barrier to
compassionate care, they also provided positive examples, as described by Lucy:

"A lot of it comes down to substance misuse or alcohol misuse but there was one
particular patient who had come in, on the flipside, who got really good
compassionate care. She was in her 40s, she had a drink problem, em, she was
referred to substance misuse nurses. They were so patient with her. She was really
upset with herself. She was losing her family as a result of it and they did take the
time, one of the doctors in particular was fantastic. He was really, really good."
(Lucy)

This could be an example where alcohol was the contributing factor to the admission, but
as the patient was not disruptive she received compassionate care. A possible explanation
to this patient encounter could be her age and gender which was supported in a study by
Rolfe et al. (2006) who identified that, in patients who they defined as drinking heavily,
aggressive behaviours were more likely if the patient was young and male.

Mental health issues and aggression

Intertwined with patients who presented with alcohol and drug related problems to the
Emergency Department were those patients who had mental health issues or displayed
aggression. Students saw similarities in the way this patient group were treated to those
with alcohol or drug presentations. Delaforce and Dolan (2013, p. 212) define a psychiatric
emergency as "any disturbance in the client's thoughts, feelings or actions for which
immediate therapeutic intervention is necessary". They go on to highlight that emergency
nurses dealing with a variety of life threatening situations on a regular basis may not
recognise a mental health crisis as a true emergency (Delaforce & Dolan, 2013). The number
of people presenting at the Emergency Department due to self harm or attempted suicide is
significant, although exact figures are not recorded (Polling et al., 2015). Estimates suggest
approximately 170,000 cases present to the Emergency Department each year in the UK
(Jones & Avies-Jones, 2007). The students in this study highlighted that a barrier to the
provision of compassionate care for patients presenting with mental health issues,
particularly self-harm or suicidal ideation, came from the patients refusing help. They talked
about nurses having a 'why bother' response after attempts to offer care were refused.
Conlon and O'Tuathail (2012) highlighted that within the Emergency Department, the focus
of care was on the physical injury, whereas self-harming patients were considered as being
manipulative, attention seeking or beyond help. Nevertheless, an earlier study by McCann
et al. (2006) found that emergency nurses held supportive attitudes towards patients who
had self-harmed. The quote from Lucie highlights this:

"Some of the patients that were coming in, they were suicidal, some of them abusive,
aggressive and it was quite difficult at times to try and provide that sort of care

[compassionate care] for them when they didn't themselves really want to be
receiving [it]..." (Lucie)

Another significant issue within the Emergency Department, which acts as a barrier to
compassionate care is aggression (Tan et al., 2015). Students in this study made clear links
between alcohol and drug related presentations, and some mental health patients, with
aggressive behaviours. This was also captured by Lucie:

"Patients coming in with alcohol excess, with falls and injuries but were still quite
intoxicated and were quite aggressive at times, that was quite tough." (Lucie)

This is supported in the literature with Gilchrist et al. (2011) highlighting that alcohol is
regularly identified by Emergency Department staff as being the primary cause of aggressive
or violent incidents. Students also recognised that violence and aggression could occur
without these factors, such as when a relative receives bad news. However the
overwhelming cause cited by the students related to alcohol, drugs and/or mental health
issues. The literature suggests that violence and aggression in the Emergency Department is
under-reported (Neades, 2013, McLaughlin et al., 2009). This is partly because nurses may
perceive it to be part of the job (McLaughlin et al., 2009, Tan et al., 2015), but they may also
be reluctant to report incidences out of a sense of duty to the patient and as a way of
appearing compassionate (Powley, 2013). In addition, students recognised their own
limitations when it came to providing care to patients with mental health issues. They
suggested that a lack of previous exposure to patients with mental health concerns inhibited

their ability to provide compassionate care in the Emergency Department to this patient
group. Barrett and Jackson (2013) recognised that there is a need for adult student nurses
to be educated and prepared to support the needs of mental health patients and that adult
nurses will encounter patients whose physical health has been influenced by their mental
health. The Emergency Department is one such environment where patients whose
presentation may be related to a mental health issue will be predominately cared for by
adult registered nurses.

Regular attendees

Another patient group the students discussed in relation to challenging the provision of
compassionate care was those who regularly attended the Emergency Department. A range
of terminology is used colloquially to describe this patient group and includes: 'regular
attender', 'regular', 'frequent attender' 'frequent flier' and 'repeater' (Baston, 2005). In this
study, students used terms such as 'regular attender' or 'frequent attender', although one
student did quote nurses using the term 'repeat offender' with such patients. The students
made links between patients who attended regularly and those who had mental health,
drug or alcohol issues, seeing these as causative factors for the frequent visits.

"They [the staff] call them "the regulars". If it was someone like that who had come
in, I don't feel the staff would... they weren't as compassionate to them as they
would have been to another patient." (Danielle)

Regular attendees represent approximately 5% of all patients who attend the Emergency
Department and yet account for 21-28% of all visits and associated costs (Soril et al., 2016).
Bergman (2012) identified feelings of frustration from nurses regarding regular attendees.
Similarly, Fry (2012) and Hillman (2014) identified that nurses made judgements regarding
the worthiness of patients who attended the Emergency Department. Patients who
breached nurses' ideas of worthiness engendered feelings of resentment and could
experience negative consequences such as an increase in waiting time for treatment
(McConnell et al., 2016). An alternative consequence could be the reduced provision of
compassionate care as exemplified by Danielle’s quotation. However, two students
highlighted alternative regular attendees. These were patients they had seen before in the
Emergency Department, with chronic conditions, who were en route to another care
setting. In this instance, familiarity between the student and the patient acted to promote
compassionate care, as illustrated by Leeanne's comment:
"Like you see one person coming in and say we've [they've] got urology problems so
they are a frequent... and I don't know the right words to say, but they are [a]
frequent patient in A&E because that is the way they can only get admitted to the
Ward." (Leeanne)

Physicality of the department

The physicality of the department was highlighted by students as having a detrimental
effect on their ability to provide compassionate care to patients and their families. The lack
of available cubicles was discussed with students expressing concern that patients were

often left in corridors in pain, vomiting or exposed. Issues with equipment were also
considered as being a barrier to the provision of compassionate care.

"The setup with the cubicles and things isn't always the greatest. Em, or even silly
things like the trolleys don't... the height, it doesn't really go, they don't go down very
far. So if you are a wee buddy with stiff hips it is really difficult to get on and off."
(Katrina)

The concerns raised by students in this study mirror the findings from the study by Person et
al. (2013) where participants expressed concerns about patients being on stretchers in the
corridors along with space limitations and issues with equipment and technology. Timmins
et al. (2014) also provide an example of where emergency nurses attempted to provide
compassionate care to their patients, but due to a lack of basic equipment, in this case
pillows, were prevented from doing so. Research into the patient experience of the
Emergency Department has criticised the care environment, with uncomfortable trolleys
frequently being cited (Gordon et al., 2010). Walsh and Knott (2010) found that patients
ranked the cleanliness of the department, the comfort of trolleys and the use of modern
equipment as being highly important to them. One student in this study highlighted the lack
of available cubicles, as well as the competing demands from different specialities for space
to assess patients who had been referred to them, as barriers to compassionate care.

"People on corridors and moving people out to move people in to get assessed and
then back out. That's just horrendous. I would hate to be sick there, lying in a corridor
where people can walk by and see that, and it's sick the way... writhing about in pain
or vomiting and, or having bits exposed because you're moving about that don't need
to be and I think that's just, it's not very pleasant." (Ellie)

Ellie also highlighted the negative affects this appeared to have on staff. Hamilton et al.
(2013) recognise this phenomenon and suggest that staff can feel frustrated and
disempowered as a result.

Time and government targets

One of the major findings of this study centres around the impact of time. The majority of
students (n=14) discussed it and specifically identified a lack of time as a barrier to the
provision of compassionate care. This mirrors the findings of Curtis et al. (2012) where
student nurses identified that having time to spend with patients is central to the ability to
provide compassionate care. In this study, students suggested that nurses in the Emergency
Department did not have the time to spend with their patients to provide compassionate
care, as they were required to move quickly from one patient to the next.

"Lack of time is a definite big barrier to compassion... I think a nurse wants to be able
to spend more time with their patients and that then would allow them to deliver
compassion." (Robert)

Gallagher et al. (2014) identified that lack of time was a significant factor that prevented
nurses from providing quality nursing care to older adults in the Emergency Department.
Competing acute care priorities were also identified and this caused frustration from the
nurses as they felt they could not deliver the care they wanted to (Gallagher et al., 2014).
Enns and Sawatzky (2016) also found that nurses were concerned that the lack of available
time to spend with patients as it resulted in only minimal levels of care being provided.
However, students in this study did recognise that it was important to maximise the time
that was available with patients to foster the provision of compassionate care.

As highlighted in Part 1, students suggested that the building of relationships with patients,
and their loved ones, was central to the provision of compassionate care. From an
Emergency Department point of view, a consequence of having limited time with patients
was that the relationships students could forge with them was described as superficial. RiosRisquez and Garcia-Izquierdo (2016) suggest that the short-term nature of the interaction
between the Emergency Department nurses and their patients could lead to a lower level of
emotional involvement on the part of the nurses. Emergency Department nurses have also
expressed concerns that due to the nature of the environment, patients are at risk of being
"lost in the system" (Enns & Sawatzky, 2016). McConnell et al. (2016) recognise that the
challenges of patient throughput, and a focus on tasks and interventions in the Emergency
Department, do result in fragmented care delivery and staff being unable to fully engage
with their patients. One possible explanation for these superficial relationships may be due
to the nature of emergency nursing itself. Although a little dated, an American study found

that registered nurses in the Emergency Department spent 25.6% of their time delivering
direct patient care compared to 48.4% performing indirect patient care (Hobgood et al.,
2005). An additional finding of Hobgood et al.'s (2005) study was that these percentages
were nearly constant regardless of the workload of the department.

Another element which students identified as a barrier to the provision of compassionate
care, and which links with the notion of time, was the impact of the UK/Scottish
Government's policy (Department of Health, 2000, Scottish Government, 2007) of having
patients discharged, admitted or transferred from the Emergency Department within four
hours of their arrival. Students expressed their concerns that four hours was insufficient in
some cases to assess patients, perform investigations and make a diagnosis and treatment
plan. Mortimore and Cooper (2007) previously found that emergency nurses were
concerned that the four hour target was compromising the quality of care provided and that
the focus on meeting the target was shifting priority away from clinical need, limiting
communication and treatment contact with patients. Hoyle and Grant (2015) identified
similar findings. These included nurses expressing concerns that the four hour target had
resulted in there being less time available to care for the sickest patients and that care was
sometimes compromised to meet the target (Hoyle & Grant, 2015).

"This four-hour time limit. Em, personally I think is a joke, like to come in, to tell your
symptoms, to see how quickly you get on the queue of priorities, to then, em, get
your blood test results back and if you're getting kept in, staying home, those four
hours are not long enough to deliver what you need to do." (Leeanne)

Students also commented on the media portrayal of the four hour target. One possible
explanation of this finding is the high degree of interest on the target, which the media
brought to the attention of the public, in the wake of the serious concerns regarding care
and treatment at Mid-Staffordshire NHS Foundation Trust (Hoyle & Grant, 2015).

The final aspect of time discussed by the students, was that of bed management. Students
suggested that the staff in the Emergency Department were often blamed, or faced criticism
from the public and media, regarding patients waiting longer than the four hour target
when these issues were that of wider bed management. Equally, they had witnessed bed
managers in the Emergency Department attempting to improve patient flow. The role of the
bed manager is known to be complex and stressful, as the nurses employed in this capacity
deal with internal and external factors while juggling competing demands for resources
(Proudlove et al., 2007). Proudlove et al. (2007) also raised the importance of good working
relationships between bed managers and the nurses they interact with. In this study,
students identified the bed manager as someone who actively interacted with the nurses in
the Emergency Department and other clinical areas to improve the patient experience,
thereby confirming Proudlove et al.'s (2007) findings.

Staffing levels

The final barrier to compassionate care students in this study identified and discussed was
around staffing levels. Almost half of the students who took part commented on the

negative impact that poor staffing had on the delivery of compassionate care. Inadequate
staffing levels have been shown as linked to poor care provision (Francis, 2013). The
National Institute for Health and Care Excellence (NICE) (2014) have published guidelines
regarding safe staffing for nursing within adult acute in-patient wards. The guideline
recognises that there is no single correct staff to patient ratio, which can be applied to all
wards and therefore it is the responsibility of each area to calculate their own staffing
requirements to ensure safe patient care (NICE, 2014). This is also true in the Emergency
Department. An audit conducted by Wise et al. (2015) concluded that guaranteed minimum
staffing numbers were required but with flexibility to alter in response to patient need. Wise
et al. (2015) do not make any recommendations regarding what should be considered as
guaranteed minimum staffing levels, but they do suggest the need for further research to
explore any links which may exist between Emergency Department staffing levels and
patient outcomes.

From the student perspective, issues with staffing numbers in the Emergency Department
manifested themselves by impacting on their supernumerary status. Another consequence
was that being short staffed resulted in the students having less time to spend with patients
to provide compassionate care, as described by Lucie:

"Not enough staff. When you go in for a shift and you are meant to be
supernumerary, but you're trying to do the job of maybe a clinical support worker
because they're short staffed that day and you've not got the time that you would
normally have to spend with your patients, making sure they've got, you know, a

glass of water or got an extra blanket or things like that. That was quite tough."
(Lucie)

It is recognised that students often have to negotiate how to be supernumerary in each
clinical area (Allan et al., 2011). Elcock et al. (2007) suggest that students are willing to
sacrifice their learning needs in order to be seen as part of the clinical team and to pass
their assessment in practice.

Shepherd and Uren (2014) emphasise that there is a risk of students providing unsupervised
care when their ability to do so may not have been assessed if their supernumerary status is
not protected. In addition, supernumerary status can be seen to support mentors as it
allows them to focus on student learning rather than supervising an apprentice and aids in
the assessment process as the student develops (Shepherd & Uren, 2014).

Adding to staffing levels and the interruption to supernumerary status, students discussed
their belief that Emergency Departments required dedicated staff to deal with patients with
mental health issues. This linked to their discussion around the care offered to this client
group and their general concerns that patients with mental health issues were offered less
compassion than those with a physical illness or injury. Students reported feelings of
distress and concern that patients with mental health presentations, such as self-harm or
suicidal ideation, were leaving the department still at risk of further harm. Although limited,
the literature does support the presence of mental health nurses within the Emergency
Department. Having mental health liaison nurses based within an Emergency Department

has also been shown to make emergency nurses feel more supported and confident when
caring for patient with mental health issues (Waghorn, 2010).

Conclusion

Students identified and described six distinct barriers, which impacted the provision of
compassionate care within the Emergency Department. None of the barriers identified by
the students in this study were surprising. The findings are reflected in the literature.
Nevertheless, what this study adds is the students' experiences of encountering the various
barriers. This includes the notion that the barriers are not always clear cut and at times, the
students overcame them or witnessed the Emergency Department staff finding a way to
provide compassionate care, despite them.
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