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Background: Work in the emergency department is characterized by fast and efficient medical
efforts to save lives, but can also involve a long waiting time for patients. Patients are given
a priority rating upon their arrival in the clinic based on the seriousness of their problem, and
nursing care for lower priority patients is given a lower prioritization. Regardless of their medical
prioritization, all patients have a right to expect good nursing care while they are waiting. The
purpose of this study was to illustrate the experience of the low prioritized patient during their
waiting time in the emergency department.

Methods: A phenomenological hermeneutic research method was used to analyze an interview
transcript. Data collection consisted of narrative interviews. The interviewees were 14 patients
who had waited more than three hours for surgical, orthopedic, or other medical care.
Results: The findings resulted in four different themes, ie, being dependent on care, being
exposed, being vulnerable, and being secure. Lower priority patients are not paid as much atten-
tion by nursing staff. Patients reported feeling powerless, insulted, and humiliated when their
care was delayed without their understanding what was happening to them. Not understanding
results in exposure that violates self-esteem.

Conclusion: The goal of the health care provider must be to minimize and prevent suffering,
prevent feelings of vulnerability, and to create conditions for optimal patient well being.
Keywords: emergency department, patients, waiting times, nursing staff

Introduction

Many hospitals that provide different forms of care also have an emergency department
(ED) which patients can attend without a prior appointment. This also means that
some patients have to wait to receive care. The aim of this study was to gain further
knowledge about the experience of waiting in an ED from the patient perspective.
The most common reasons for patients seeking medical care at an ED are the need for
acute emergency medical treatment, difficulty in making medical appointments at other
places, the patient happening to live in proximity to the clinic, and having received
advice to attend from relatives. Another possible reason for attendance is older age,
and the elderly may also attend because of loneliness, which may leave them isolated
and not knowing where else to turn to for treatment. Acutely ill patients find nursing
care more satisfying than those with less urgent needs. Prioritization for treatment
in the ED entails the more critically ill or injured receiving treatment first, so that
patients with more acute needs are given more immediate care than those who are in
less urgent need of medical attention.! According to Swedish medical authorities, care
in emergency wards should be easily accessible, of good quality, based on respect for
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the patient’s integrity, and addressing the patient’s need for
privacy and security.> The goal of health care is to relieve
or prevent suffering and also to create conditions conducive
to improving the welfare of the patient. The patient should
be the focus of nursing care.”

Experiences of waiting time at emergency

department

Waiting time in the ED is directly related to the patient’s sat-
isfaction concerning the health care that they have received.®
This waiting time can be divided into two distinct categories,
ie, the waiting time as perceived by the patient and the actual
waiting time. When patients are waiting in the ED they are
experiencing this time on two different levels, ie, on a psycho-
logical level and on a physiological level.® Unoccupied time
is perceived as longer than occupied time, and in addition,
physical discomfort, worry, and uncertainty make the waiting
time feel longer than it actually is.” Qualitative aspects of care
in the ED, such as caring for patient’s emotional needs and
staff attitudes towards patients, are sometimes low priorities
among ED personnel.!%

A patient’s waiting time in the ED is determined by
their triage assessment.” Patients needing to wait for an
assessment of their health status need to be treated with
good communication skills and need to be provided with
information that is timely and comprehensive.®!* When a low
priority is assigned to a patient’s symptoms and concerns,
that patient may feel ignored and that they are not being
taken seriously.®!! Nystrom et al’” demonstrated that patients
are offended by attitudes that communicate indifference or
lack of sympathy, and this lack of caring contributes to their
suffering. Negative encounters with health care professionals
increases the patient’s feeling of vulnerability and contributes
to increased suffering.'?

The longer patients have to wait in the waiting room,
the more they feel they are not in control of their situation.
Patients may feel that they are in a stressful and anxious
environment surrounded by other patients in the same
situation. When patients are admitted to an examination
room, they may end up waiting for another extended period
of time which further gives them cause to lose their sense
of integrity or the feeling that they do not have control over
their situation, and they may start to feel neglected.' 1314
Byrne and Heyman demonstrated that patients felt dissatis-
fied with nursing that was poorly executed or not performed
when it should have been." In this study, a lack of routine
in nursing care reinforced the patient’s negative image of
their experience.

Long waiting times discourage patients and their
attending relatives from leaving the immediate vicinity
of the examination room because of concern that, if they
were not there, it would be interpreted as a lack of interest
or they might possibly miss some valuable information.
Patients are very sensitive about not disturbing nurses with
trivial requests, so they may decide not to request to use the
bathroom or to communicate with their attending friends or
relatives. They feel that they should not bother nurses with
their basic needs when nurses appear to be under the pressure
of a high work load and understaffed."

According to Attree et al,'? patients request individualized
care that is related to and based on their needs. Individualized
care using a holistic approach means that each patient is
treated as a whole person and respect should be shown for
their individual rights, dignity, and need for privacy. Caring
for patient’s emotional needs in an ED situation is based
on the nurse’s ability to create caring relationships which
target the patient’s short-term needs and immediate distress
about their situation.!”!!

Theoretical aspects of a nurturing

care relationship

All occupations and professions within the health care system
involve nurturing in human relationships.'® There are various
descriptions of such relationships.!”!® According to Kasén,'
there is a difference between the concept of a nursing rela-
tionship and an actual nurturing care relationship, in that the
former is the professional relationship that exists between
the nurse and the patient, whereas the latter involves closer
and more personal human dynamics between the caregiver
and the patient.'®!

A truly nurturing care relationship between nurse and
patient is characterized by a professional commitment
on the part of the nurse to rate the patient’s well being as
the highest priority without expecting anything in return,
except perhaps the satisfaction that goes with carrying out
this commitment.'®?° The professional relationship between
caregiver and patient is characterized by reflections on what
transpires in both relationships and in the act of caring.
This is a unique relationship between the person who is
receiving care and the person who is providing it. This is
described as part of the daily duties of a health care nurse.'”
When a nurturing care relationship between the nurse and
patient exists, it facilitates the type of care that patients
desire and need.'"!

Previous research demonstrates that the emotional
needs of patients and staff attitudes towards patients are
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sometimes low priorities among ED personnel, despite
communication between nurse and patient being impor-
tant in the ED. Patients who have to wait for a long time
often feel a lack of control. Commitment to the immediate
needs of lower priority patients is not as great as that for
higher priority patients. Higher medical priority status
is associated with better immediate care. Once the most
acute patients have been cared for, there is rarely enough
time remaining for adequate disposition of lower priority
patients. The purpose of this study was to determine the
experience of lower priority patients waiting for treatment
in the ED.

Materials and methods

This study used the hermeneutic phenomenological
approach, which is a qualitative research method based on
Paul Ricoeur’s technique for analyzing text.?> > The purpose
of the hermeneutic phenomenological method is to be able
to describe and understand the meaning of a phenomenon.
Ricoeur maintains that there is a reciprocal relationship
between phenomenology and hermeneutics. Phenomenology
focuses on the content of a person’s perceived experience,
which can be accessed by an interview with the person who
has had the experience. Hermeneutics entails interpreting the
text of the interview in order to reveal the entire meaning of
the person’s experience.***

According to Lindseth and Norberg,” actual phenom-
enological descriptions are insufficient for the purposes of
research regarding a perceived experience. These descriptions
must be interpreted hermeneutically to be useful and fully
understood. A phenomenological hermeneutic interpretation

also means acquiring a better understanding of one’s self and
others in new but not unfamiliar ways.?

Selection of interviewees

Patients are prioritized in the triage on a five-point scale.
Since the aim of this study was to investigate the patient’s
experience of waiting in the ED for treatment, selection of
interviewees for this study was made according to the two
lowest priority groups in the ED who eventually wait for the
longest period of time to receive treatment. Participants were
selected from those who were assigned priority 4 (green) and
priority 5 (blue), as seen in Figure 1, which illustrates waiting
times for the assigned categories of prioritized triage status.
Medical prioritization determines the time interval until the
patient should meet with the doctor on duty. By determining
the number of patients in each category of the triage queue,
we can get a better understanding of the workload of an ED.
To measure the effectiveness of the ward qualitatively, we
can compare the recommended maximum waiting times for
each patient with the actual waiting times.*

Selection of participants for this study was done with the
help of a professional information technology nurse. The inclu-
sion criteria were age 18 years or older and a waiting time of
more than three hours for medical care, orthopedic examina-
tion, or surgery. Exclusion criteria included pregnancy, age
younger than 18 years, and having received previous treat-
ment from health care personnel participating in the study.
To recruit the participants, a total of 60 letters were sent out
within the Skaraborg area, a district in the Vistra Gotaland
area. Of the 60 potential participants, 19 responded that they
were willing to participate. Of this group, four could not be

Level Nomenclature Color

Waiting time in minutes

1 Immediate Red

0 minutes, patients with life-threatening condition. In
need of immediate attention.

2 Critical Orange

10 minutes, patients that can develop into life-
threatening situations if they are kept waiting or are
having extreme pain. In need of attention in a relatively
short period of time.

3 Urgent Yellow

risk.

60 minutes, patients who have a medical condition but
can wait some time before treatment without medical

4 Standard

Green

120 minutes, patients who are able to wait while others
with more critical needs go before them in priority. No
medical risk in waiting.

5 Non-emergency

Blue

240 minutes, patients that have symptoms of iliness but
are not in immediate medical need of attention.

Figure | Nomenclature and waiting time for triage in the emergency department according to The Manchester Triage Group.
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reached by telephone when appointments were being booked
for the interview, and one person changed their mind about
participating. Fourteen people signed the written consent form
to participate, and this group comprised nine women and five
men. The age of the participants was 36-85 (median 66.3)
years. Reasons given for attending the ED included chest pain,
abdominal pain, other pain complaints, and accidents. Distance
travelled to the hospital was 7-80 (mean 31) km (Table 1).

Data collection

Data collection was performed during a six-week period in
October to November 2007 using narrative interviews. One
of the authors contacted each of the interviewees personally
to arrange a time and place for their interview. The interviews
took place in the interviewee’s home, at their workplace, or
in the actual ED that they had visited. The interviews were
based on an interview guide (Figure 2).

The interview guide was not designed to be followed
verbatim, but was used to provide a general structure for
the interview. It was important that the interviewee felt
free to explain fully their experience, in their own words,
and it was important for the interviewer to feel free to ask
questions for a more complete understanding of the patient’s
experience. A pilot interview was conducted to give the
interviewer some experience in the interview technique
and to help develop the interview guide.”””® None of the
interviews were conducted while the interviewees were still
patients. All interviews started with the same open question,
ie, “Can you tell me about your visit to the emergency room
and please start with your arrival at the ward?”” Supporting
questions, such as, “Could you please elaborate?” were
asked to get more complete responses from the interviewees.
The interviews were tape-recorded and ranged in length
of time from 15 to 45 minutes. Tapes from the interviews
were transcribed as soon as possible after the interviews by

a secretary. The transcripts were then processed immediately
by the interviewer to get the verbatim version of the interview.
This version included how the interviewee was expressing
themselves, including laughter, silence, or other gestures of
emphasis. The tapes were kept in a secure place where only
the authors had access to them.?’

Data analysis

Analysis of this study was based on a qualitative
phenomenological hermeneutic research method described
by Lindseth and Norberg.” When transcribing the interview,
the text is open to interpretation whereas the dialog is not.
Interpretation of the text consists of dialectical work and the
goal is to understand the text as a whole while at the same
time explaining its individual parts.** Interpretation of the
transcript was a three-step process, consisting of an initial,
unbiased, and open-for-interpretation reading of the text,
which gives the researcher a general idea of the contents of
the transcript. A structured analysis is then performed on the
text by assigning meaning-bearing units to key words, phrases,
and sentences. Meaning-bearing units are further condensed
to provide more manageable units. These units are then sorted
into themes. From this analysis, the researcher receives a
weighted understanding. This consists of an initial reading
of the text combined with added meaning from the structural
analysis, providing the opportunity for the researcher to
use their previous experience and preunderstanding. This
technique enables the researcher to approximate the closest
understanding and meaning of the experience itself. This
involves a spiraling motion between the three phases of the
process, referred to as the hermeneutic spiral.?

Credibility
To ensure credibility and reliability of interpretation, both
the parts and the results as a whole were scrutinized with

Research question

Interview question

What was the experience of the low priority care
patients like during their waiting period in the
emergency department?

Can you describe your experience of the care during your waiting time?
Begin with what happened when you arrived at the ward.

Tell me about the personnel that admitted you into the ward.

What were the patient’s problems that received the low

Describe your experience of waiting for treatment.

priority status in the waiting queue?

What was your total experience of the emergency department?

Summarize in a few words your experience of waiting.

Open question to the patients regarding their care case.

Is there something more that you wish to add with regard to your care
case?

Figure 2 Demonstrated research questions and interview questions.
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Table | Background data of participants in the study

Interviewee Age Gender Reason for visit Accompanied Emergencyl/referral Distance
(years) or alone (km)
| 73 F Pain problems Accompanied Emergency 40
2 56 M Accident Alone Referred 20
3 75 M Chest pain Alone Emergency 17
4 43 F Accident Alone Referred 80
5 69 F Abdominal pain Accompanied Emergency 35
6 36 F Abdominal pain Alone Referred 5
7 82 F Neurological problem Accompanied Referred 42
8 70 M Neurological problem Accompanied Referred 20
9 76 M Chest pain Alone Referred 35
10 85 F Heart racing Alone Emergency 22
I 66 F Pain problems Alone Emergency 20
12 50 F Postoperative Alone Emergency 42
13 75 M Accident Alone Emergency 15
14 75 F Diabetes Alone Emergency 40

regard to the original transcript and in accordance with the
method of interpretation. To maximize the credibility of
internal validity, all authors had access to the anonymous
verbatim written text. Data analysis was conducted by the
principal author and validated by the supervisors. The results
are supported by quotes from the original transcripts. Ethical
considerations applying to the humanities and social science
research were taken into account in this research. Informed
written and verbal consent was obtained from all participants
in this study as well as from the head of department.

Results

The transcripts for this study showed how low priority
patients in the ED experienced the nursing care assigned to
them while they were waiting for treatment in the ward. The
main impression was that patients were dependent on nursing
care in order to manage their medical issues. The interviewees
had been seeking adequate care from the health care system.
Much of the care that was offered to low priority patients
during their waiting period in the ward was being offered
something to eat and drink and/or being provided with infor-
mation about how long the waiting period may be. Several
patients felt that their issues were never really resolved,
and felt that their visit to ED had been a waste of time and
money. Structural analysis of the interviews revealed four
themes, ie, being dependent on care, being exposed, being
vulnerable, and being secure.

Being dependent on care

The theme within the transcripts that evolves into being
dependent on care is the result of a person finding themselves
in a position where they cannot care for themselves. This leads

to an increased dependence upon professional nursing care
in order to satisfy basic needs. As a result of being in need
of emergency care, the individual finds themselves in the
ED. Upon arrival, the patient makes contact with a nurse
who assesses their condition. The patient immediately finds
themselves dependent on the nurse’s ability to assess their
condition. Much of this assessment is based on the ability of
the patient to express clearly what their difficulties are with
their state of health. Some of the interviewees had difficulty
in expressing their feelings but realized how important it
was to give health care personnel an accurate account of
the symptoms that prompted them to seek treatment in the
ED. When the interviewees felt that they had the latitude to
express their symptoms and feelings freely, they had a sense
that they were being acknowledged and taken seriously.
Some of the patients felt that it was important and necessary
to know what the nurses were documenting in their files.
Several patients expressed in their statement that they were
unsure what the nurses were documenting and it made them
feel unsure. “The nurse asked me when I was born ... then
she wrote something on a piece of paper ... I do not know
what she wrote and she never talked about it either.”

On the negative side, when patients are assigned a
low priority in the ED, nursing staff tend not to give them
adequate attention, which discourages them from fully
expressing themselves. Without proper attention, a patient
in need of care may feel that they are a nuisance, which in
turn leads them to feel helpless and insecure. Sometimes a
patient’s stay overlaps the changing of personnel from shift
to shift, and this could contribute to the feeling that they are
being overlooked. They may even start to reconsider if they
should have sought treatment from the ward at all. “T did
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not get any care during the waiting period. That felt pretty
frustrating. Why is it that nobody is coming to talk to me ...
to check on me? Why is there no explanation about the reason
I am sitting here all alone and waiting?”’

Some of the participants felt that they were not receiving
the care that they had the right to expect, and this left them
feeling that their rights were being violated. Others felt that
a significant factor in them not receiving adequate attention
was the fact that the ward was understaffed. Due to the
seriousness of higher priority cases in the ward, the majority
of resources had to be devoted to those cases.

Positive aspects of the participant’s dependence upon
nursing staff occurred when the nurses were perceived by
the patients as caring. Through their dependence upon the
nursing staff, the participants reported forming positive and
nurturing relationships with nursing personnel. Nurses who
were perceived as being available, attentive, and responding
appropriately to the patient’s needs were greatly appreci-
ated by those they were tending to. “I met with the same
nurse all the time ... She came back several times and told
me that the doctor had been delayed ... she gave me coffee
and sandwiches and she made sure that my relatives were
brought to the examination room from the waiting room so
we could pass the waiting time together. This support was
really important to me at the time.”

The presence of both negative and positive aspects of
the caring situation in the ED sometimes created a feeling
of conflict for patients. Sometimes they felt as if they must
choose between sympathizing with staff about the stringent
demands on their time and their concerns regarding their
own health.

Being exposed
The transcripts illustrated that low priority patients were
subjected to unnecessary suffering during prolonged waiting
times in the ED. Patients who were subjected to long waiting
times suffered because of basic unmet needs, such as lack
of food and drink and inadequate pain relief. These types of
needs were perceived as necessities by patients in order to
cope with their waiting time in the ED. It is human nature to
satisfy one’s needs when possible, but when a patient cannot
manage on their own, they must ask for help. Some of the
interviewees responded that they felt that if they had more pain
they would have been taken more seriously. “I probably did
not have enough pain to qualify for immediate care ... IfThad
more pain I probably would have received better care.”

The participants felt that the health care personnel had
difficulty understanding how much pain and discomfort they

were experiencing during their wait for an examination.
“I asked for pain relief but didn’t get any ... the health
care people felt that I could wait, but I didn’t feel that
I could ... it hurt so bad ... so I took my own medication
that I had with me.”

The patient exposure threshold was reached when the
nursing staff did not see or understand the patient’s needs.
The participants felt that they were not treated with respect
and that their symptoms were not taken seriously. They were
powerless relative to the nursing staff, which made them
feel exposed. The waiting time was difficult to comprehend
for patients when they were forced to wait for medical
staff from other wards. “I had to wait for a different doctor
because the first one wanted to consult with another ... and
when the second came ... he made an explanation to the first
doctor about my case ... When it was time for me to get an
explanation I met with another doctor because the original
one had gone home.”

Several interviewees responded that they felt useless.
They wondered how they could draw attention to their needs
in their vulnerable position. They felt forgotten and neglected
by the nursing staff and these feelings gave way to feelings
of being insulted and humiliated. “I felt useless as I lay there
and waited for help ... no one seemed to care. The staff was
running back and forth. I was completely helpless and felt
terribly lonely and abandoned.”

The nursing staff tasks consisted of some routine
procedures that the patients perceived as unpleasant. When
the nursing staff did not explain the procedures that they were
performing and about the possible ramifications, patients
were further distressed. The result of this lack of communica-
tion was that the patient was exposed to additional anxiety
and concern, and this left them feeling that they were not
involved in the decision-making process regarding their own
health care. “The nurse took an ECG and my blood pressure,
she told me that the doctors would look at the material ... then
she left. After a bit, the blood pressure band was pumping
up and I thought, ‘My God, she’s forgotten it, what if she
doesn’t come back? What happens then?’”

Being vulnerable

When a person becomes a patient they lose some of their
personal integrity, and their illness or injury puts their vul-
nerability in focus. People who are otherwise considered to
be strong and robust quickly find themselves vulnerable as a
patient. They become even more vulnerable when their ED
status is low priority. Low priority patients are more likely
to feel vulnerable because they may feel that they do not
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belong to the most important patient group in the ED. This
vulnerability was identified when patients felt abandoned
by nursing staff. “Why doesn’t anyone come out to me and
explain why it is taking so long? The waiting time was long
but it seemed to be forever ... I felt completely alone and
abandoned.”

The patients explained that they felt they were being
treated in a nonchalant manner by staff and that they felt
invisible. “What really got to me was that they saw me all the
time ... but [ had the impression that they did not care.”

Lack of information was perceived as contributing to their
discomfort, given that the patients had to wait without knowing
why. When nurses were perceived to be unsympathetic, this
caused additional mental suffering for patients.

Being secure

The transcripts of the interviews showed that it is comforting for
patients to be present in the ED. The sense of security stemmed
from the fact that patients felt that help was close at hand and
that they could count on the nursing staff being competent
and to have good judgment regarding their condition. This
sense of security was validated when the nursing staff showed
understanding and compassion for the patient’s situation.
When the patients were able to delegate the responsibility
for their health to competent nursing staff and doctors in the
ED, they perceived that as security. Their feeling of security
was enhanced when the patient established personal contact
with health care personnel. “I felt calm and secure as soon as
I entered the emergency room and established contact with the
staff there ... I felt that I was in good hands.”

Once contact with the patient has been established, it is
important to maintain contact otherwise the patient can easily
lose confidence in the staff if they do not follow through on
their promises. “The staff just promises and promises ... but
nothing happens ... they cannot be trusted.”

When people are faced with injury or sickness, the natural
response is to be worried and nervous about an uncertain and
threatening situation. A situation that may be perceived as
stressful to one person may not be seen as problematic for
another. Patients responded and behaved in different ways,
depending on how secure they felt in their situation. If a
situation is perceived to be serious or threatening, emotional
reactions ranging from anger, anxiety, to despair, may be
fairly typical. When patients are initially put in the emergency
room waiting queue, they begin by using their own coping
strategy. Patients who have had previous experience in an
ED situation may be able to draw upon their experience in
order to help them feel secure and manage their reactions.

When the waiting times for low priority patients increase,
fatigue and hunger also become a factor in how they cope
with the situation, and their own initial coping strategy may
be wearing thin at this point.

Discussion

Further interpretation of the results enabled a more com-
prehensive understanding, showing that when a person is
exposed to illness or injury the experience focuses on their
vulnerability. Low priority patients are dependent on the
treatment and nursing care provided during their visit to
the ED, which creates both a positive and a negative attach-
ment to caregivers. Positive attachment occurs when nurs-
ing personnel are available and demonstrate a professional
approach that responds to the patient’s needs. In some cases,
just being in the presence of nursing personnel creates a sense
of security for the patient. When patients are adequately
informed about their situation, it is easier for them to feel
secure in such a situation. Negative attachment occurs when
there is a lack of action on the part of nursing staff because
the patient is not designated as higher priority. Lower priority
treatment'® discourages patients from clearly expressing their
needs, and low priority patients are more likely to be subject
to unnecessary suffering during their stay in the ED. Their
vulnerability increases as their basic needs go unmet. The
results of the present study show that when people become
dependent upon others for caring, they often get the sense
that they have become a nuisance which makes them feel
inferior and small.

The patient’s level of satisfaction with the care that they
receive on the ward is an important indicator of the quality
of nursing care provided.®'® According to Nystrom et al,’
to be dependent on care is to be dependent on nursing staff
support and the nurse’s level of attention. The participants
in this study had an expectation that when they entered the
ward that they would be well received, understood, and their
condition accepted. When the participants were not receiv-
ing proper attention from nursing staff, it was perceived as a
violation of their dignity. Health care personnel are dependent
on patients to have work to perform, and patients are depen-
dent on the health care professional’s knowledge and care that
they provide. Thus, health care personnel and patients have
a mutual dependence, but not of a reciprocal nature because
health care personnel and patients cannot change positions.'?
The patients are totally dependent on nursing staff to assess
their health history."!" People who are in the position of
being in need of care are forced to surrender themselves to
the control of nursing staff, both physically and mentally.® To
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understand the patient’s vulnerability in the actual health care
situation requires a background and a real-world perspective
in the caring sciences.!!¢ The real-world perspective is the
reality we live in, and this is usually taken for granted. The
results of our study show that low priority patients are not
given sufficient attention by nursing staff. Patients who are
not given attention feel marginalized, which is a form of care
suffering. When high priority patients on the ward have been
processed through the system, there is rarely enough time to
allocate lower priority patients enough time to give them the
level of attention that they need.!!!

In this study, the patient’s blood pressure, pulse, and
temperature were checked in the emergency ward; this gives
important information about the patient’s physical condition,
but that does not give the whole picture. The prioritizing
system leaves are medical specialization and the nursing
work is assigned a less promote role* such as little room
for subjective judgments. That is why the patient’s verbal
description of their medical symptoms and the way in which
they express their emotional state gives the health care
provider important information about the patient’s overall
condition. Other studies have shown that when patients are
not treated holistically from a nursing perspective, they can
experience confusion and feel that their integrity has been
violated. 81923

The participants’ stories showed that they did not always
understand the system in terms of what had happened and
what was going to happen. This lack of understanding
can be interpreted as a violation of the patient’s right to
self-esteem. If patients are given better and up to date infor-
mation about their likely waiting time, it gives them a better
impression of the care they are receiving and enhances their
sense that they are participating in a sense of togetherness
with the nursing staff.'* The goal of nursing care within
the ED facility should be to reduce or prevent unnecessary
suffering and vulnerability. The goal of nurses should be to
create conditions that enhance well being and to stabilize
patients while they are waiting for treatment by integrating
their medical expertise with their nursing care background.?
It is particularly important in the ED to preserve the patient’s
ethical rights, which can be lost or ignored during prioritiza-
tion for treatment. When health professionals with different
functions in the ward are being divided in patient care, there
is a risk that the big picture will be lost. This lack of focus
or continuity can potentially strengthen the patient’s percep-
tion of their own vulnerability.’ Effective communication
becomes increasingly important in nursing situations that
occur under emergency circumstances. It is also important

in the emergency setting to provide individualized care that
is related to and based on the patient’s needs. This includes
the patient being treated as a whole person, and their indi-
vidual rights and dignity should be respected. To achieve this
level of individualized attention, it is probably important to
encourage a nurturing care relationship. The ability to care
for a patient’s emotional needs in an ED situation depends on
the nurse’s ability to create a caring relationship which targets
the patient’s short-term needs and addresses their immediate
situation."!>!? Because time is of such an extraordinary and
critical nature in the ED, the emphasis tends to be on how to
manage and assess medical emergencies quickly and effec-
tively and not to focus on patient needs.” Several studies have
shown that heavy workloads and difficult time constraints
are two major reasons causing communication between
health professionals and patients to suffer.'®!*?* Patients
have difficulty expressing their needs when caregivers are
unreasonably stressed.

Conclusion

This study shows that low priority patients do not get ade-
quate attention from nursing staff in the ED. Low priority
patients are forced to endure delays because there are others
in more dire need of attention. Low priority patients feel
powerless when they are excluded from participation in their
care without understanding why. All patients regardless of
their triage prioritization should leave the hospital with a
feeling that they were treated well and that their personal
needs were adequately met regarding their treatment, care,
and nursing. By successfully treating and meeting the needs
of low priority patients, nursing staff earn significant self-
esteem when they are performing their professional duties,
including meeting the patient in a truly caring relationship.
It is apparent from the transcripts of the interviews for this
study that the care provided to lower priority patients waiting
in the ED leaves something to be desired. Further discussion
and evaluation of the practices and procedures for the nursing
staff in the ED is needed in order for these patients to feel
satisfied with their treatment.
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