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Abstract 

Background: Nurses working in prehospital emergency care (PEC) encounter patients with all types of health condi-
tions. Increasingly, they are encountering patients suffering from mental illness and this trend reflects the worldwide 
increase in mental illness. There is very little current knowledge of encounters between nurses and patients with men-
tal illness in ‘PEC’, especially from the nurses’ perspectives.

Aim: The aim of the study is to investigate nurses’ experiences of encountering patients with mental illness in ‘PEC’.

Methods: The participants were recruited in a region in southeast Sweden (that covers approximately 5600  km2 and 
has 300,000 inhabitants). In total, 17 nurses consented to participate. The participants were asked to narrate their 
individual experience of encountering patients with mental illness. The interviews were transcribed verbatim, then 
analysed with qualitative content analysis.

Results: The result is presented in terms of three themes and eight sub-themes. The main themes are ‘Lacking trust 
in the patient and one’s own abilities’, ‘Being under internal and external influences’ and ‘Moving towards a genuine 
nurse-patient relationship’.

Conclusion: The results show that nurses strive to lay the foundation for a trusting relationship. Simultaneously 
nurses encountering is characterized by a mistrust and it is influenced by pre-understanding and emotions when 
they take care for patients. The findings could be used to develop nurses’ readiness and capability to encounter 
patients with mental illness and to respond appropriately to the patients somatic and mental care needs.
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Background
Nurses working in prehospital emergency care ‘PEC’ 
encounter patients with all types of mental illness. In this 
article ‘Mental illness’ is used as an umbrella term cov-
ering severe disorders/diseases, common mental health 
problems, and mild symptoms of distress. Examples 
include eating disorders, schizophrenia, anxiety, bipolar 
disorder, substance use disorder, depression, self-harm, 
sleeping difficulties, and distress [1]. ‘PEC’ refers to the 

care and treatment provided by nurses in the emergency 
medical services (EMS). This care takes place outside for-
mal health care institutions often in the patient’s home. 
‘PEC’ is often provided by EMS ambulatory resources 
such as ambulances and single responder units. In this 
article nurses refer to register nurses with or without spe-
cialist education.

The nurses are expected to offer professional care and 
to assess each patient’s condition while showing respect 
for the patient’s self-determination and integrity [2]. 
Increasingly, they are encountering patients suffering 
from mental illness [3, 4]. This trend reflects the world-
wide increase in mental illness [5]. In Sweden there has 
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been a rise in mental illness in the population the last ten 
years [2].

Assignments involving patients with mental illness are 
common in ‘PEC’ [6], and nurses working in this service 
need enhanced educational support [7]. Earlier research 
has identified the complexity of assessing patients with 
mental illness in emergency care. It has also shown that 
nurses find such patients less interesting than patients 
with emergency somatic conditions [8]. Nurses were 
also found to need increased knowledge to be able to 
make the required assessments [9]. While cooperation 
with a psychiatric nurse has been found to be effective, 
nurses in ‘PEC’ also need to learn more about mental ill-
ness and the appropriate approach when assessing such 
patients [10].

In ‘PEC’, care and treatment should be person-centred 
[11]. A trusting nurse–patient encounter is also a core 
part of ‘PEC’ [12], and these encounters can be under-
stood as a caring relationship. However, nurses have been 
found to dichotomize medical care and a caring relation-
ship, with their primary focus being on medical care and 
treatment [13]. This attitude can affect their encounters 
with patients with mental illness who do not manifest 
explicit emergency somatic symptoms. Patients who seek 
care and treatment for mental illness do not always feel 
that they are treated with respect, and they feel stigma-
tized [14]. Another problem is that patients with mental 
illness feel that the nurse’s focus in the encounter is pri-
marily on their somatic symptoms rather than on their 
mental health [15]. Hence, the patient may not request 
the care they need, and their condition may deteriorate, 
resulting in ‘PEC’ nurses later encountering patients with 
still more extensive care needs [16].

There is clearly a need for increased competence in 
assessing patients with mental illness in ‘PEC’ [7, 17]. 
Because a trusting nurse–patient encounter is impor-
tant for a good care outcome, there is a need for addi-
tional knowledge and research in this area. There is 
currently little knowledge of encounters between nurses 
and patients with mental illness in ‘PEC’, especially from 
the nurses’ perspectives. Therefore, the aim of this study 
is to expand this base of knowledge from the nurses’ 
perspectives.

Aim
The aim of the study is to investigate nurses’ experiences 
of encountering patients with mental illness in ‘PEC’.

Methods
Design
A qualitative inductive design was adopted for this study. 
Semi-structured interviews were used to collect data. To 

ensure the study’s rigor the COREQ-checklist [18] was 
used (see Appendix 1).

Settings and participants
This study was conducted in southeast Sweden and cov-
ers approximately 5600  km2 and has 300,000 inhabitants. 
The EMS in the region has eight EMS stations, covering 
both rural and urban areas, and employs both nurses and 
emergency medical technicians. In 2019 the EMS had 
approximately 33,000 assignments.

A purposeful sampling was adopted [19]. Contact 
details for nurses who met the inclusion criteria i.e., 
nurses working in PEC, were provided by first-line man-
agers to a research nurse in the project. Those nurses 
were emailed information about the study’s aim, proce-
dures, and ethical aspects and were then asked by the 
research nurse whether they would consent to participate 
in the study. There were no exclusion criteria. In total, 17 
nurses consented to participate. They included nurses 
of different ages, genders, years as a nurse, years in EMS 
and with or without specialist education (see Table  1). 
Three research nurses conducted individual interviews 
with the 17 nurses.

Data collection
Data was collected through individual open-ended inter-
views conducted by three research nurses at the partici-
pants’ workplaces during spring and autumn in 2018. The 
interviews were based on a semi-structured interview 

Table 1 Demographic and professional characteristics of the 
participating nurses

Number of participating nurses 17

Women 9

Men 8

Age (years)

 30–39 8

 40–49 8

 50–59 1

Years as nurse
 Range 4–25

 Median 10

Years in EMS
 Range 3–20

 Median 7

Educational background
 Nurses without specialist education 8

 Nurses with specialist education 9

 One area (Ambulance or anesthetic care) 5

 Two areas (Ambulance together with primary or anesthetic care) 2

 Three areas (Ambulance, anesthetic and primary care) 1
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guide designed to encourage the participating nurses to 
reflect on their experiences of encountering patients with 
mental illness. The interviews were introduced with an 
opening question: ‘Can you describe a situation involving 
a patient with mental illness, and how you handled the 
situation?’. Follow-up questions were posed where neces-
sary to stimulate reflections on their experiences, includ-
ing ‘What made this situation difficult?’ or ‘How did the 
conversation with the patient proceed?’ The interview-
ers’ experience from EMS may have affected their prob-
ing questions. The interview guide was pilot tested in the 
first interviews with no amendments deemed necessary. 
Each interview was digitally recorded and transcribed 
verbatim by a professional transcriber. The interviews 
encompassed a total of 446 min recorded data (range 
15–39 min/interview, mean =  29 min). The transcribed 
data – as foundation for the following data analysis - 
filled 147 A4 pages with 1.5-line spacing.

Data analysis
The data was subjected to a qualitative content analysis 
with an inductive descriptive approach, in accordance 
with Sandelowski [20]. This method was selected to 
highlight the ‘PEC’ nurses’ experiences and to put their 
stories into context [21]. The data analysis followed 
a triangulation process to ensure scientific rigor and 
trustworthiness of the study. Firstly, the transcribed 
interviews were read repeatedly (by the first and sec-
ond author) as a whole text without listening to the 
recorded data and with notes being made in the margin 
to begin structuring the data. Subsequently, meaning 
units were selected that corresponded to the aim of the 
study. The meaning units were condensed and manually 
coded to describe the content with the aim of keeping 
the core content. Finally, the codes were grouped into 
larger sets to form themes and sub-themes. Generat-
ing themes and sub- themes was done in an ambition 
to identify patterns in the data and to increase the level 
of abstraction (see Table  2). To minimize the risk of 

misinterpretation based on the authors’ preunderstand-
ing, the interviews were then read as a whole again. All 
authors had constant access to the transcribed mate-
rial. The formulated sub-themes and themes were 
reviewed based on their message and meaning in work-
shops involving all the authors. In addition, in line with 
a triangulation process, the analysis was presented 
at a critical research seminar - with junior and senior 
researchers outside the research group - at the Centre 
of Interprofessional Collaboration within Emergency 
Care, Linnaeus University, before the final themes and 
sub- themes were agreed upon. The analysis continued 
throughout the whole writing process, moving back 
and forth between the transcribed data and the formu-
lated themes.

Four of the authors had experience of ‘PEC’ and three 
had previous experience of nursing research. The whole 
research group were nurses with at least one year of addi-
tional specialist nursing education. The analysis was per-
formed in Swedish and finally translated into English.

Ethical considerations
Ethical considerations were considered throughout the 
process in line with the Declaration of Helsinki [22]. The 
project was approved in advance by the Regional Ethics 
Committee in Stockholm, Sweden (Reg. no 2018/005). 
All the participants gave their informed consent. They 
were informed that participation was voluntary and that 
they could withdraw at any time without stating a reason, 
and they were given the opportunity to ask questions.

Results
The result is presented in terms of three themes and 
eight sub-themes (Table 3). The main themes are ‘Lack-
ing trust in the patient and one’s own abilities’, ‘Being 
under internal and external influences’ and ‘Moving 
towards a genuine nurse-patient relationship’.

Table 2 Data analysis, from meaning units to themes

Meaning unit Condensed meaning unit Code Sub-themes Themes

” … sometimes it can be easier 
talking to young people in these 
situations, not that they are neces-
sarily better at listening, but it can 
be easier to say what you want to 
say and stuff”

Sometimes it can be easier to talk to 
young patients with mental illness 
than to older people. It is easier to 
get message across.

Easier to reach 
young patients 
with mental illness

Breaking down the patient’s barrier Moving towards 
a genuine 
nurse-patient 
relationship

“on the kitchen work top lies a 
carving knife, first problem was 
like, wow, this is not the situation 
that we sort of could expect from 
the call”

On the kitchen work top there 
was a carving knife we didn’t 
expect from the call.

To be in a situa-
tion that doesn’t 
meet the expecta-
tions.

Being influenced by pre-under-
standings and emotions

Being 
under internal 
and exter-
nal influences
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Lacking trust in the patient and one’s own abilities
The participants described encounters with patients with 
mental illness as characterized by a lack of trust in both 
the patient and oneself. Patients with mental illness were 
experienced as unreliable, generating distrust among the 
nurses. However, this response was found to be complex 
and related to the nurses’ desire for genuine contact with 
the patients. Not being able to establish such contact led 
to a sense of inadequacy and hopelessness. Two sub-
themes were identified, namely ‘Distrusting the patient’ 
and ‘Feeling inadequate’.

Distrusting the patient
The participants experienced fear because the behaviour 
of patients with mental illness was unpredictable and 
situations could change quickly, becoming unsafe. Nurses 
therefore had to be on their guard, not fully trusting the 
patient. Being alone with the patient and not knowing 
whether the patient had insight into their mental illness 
created uncertainty. Attempts to establish contact with 
the patient could trigger a potentially dangerous situation 
by evoking threatening behaviour in the patient. So, the 
nurses experienced fear and insecurity.

He (the colleague) walks into the apartment and I 
wait outside in the stairwell cause I feel like I don ́t 
want to walk into this, but it is his … you got to take 
responsibility for yourself, and then all of a sudden 
he comes running out and after him runs a woman 
brandishing a pair of scissors … from a rather calm 
situation it suddenly becomes a critical situation 
and we are facing a death threat.

The information nurses received about a situation 
before arrival did not always correspond to what they 
encountered at the patient’s location. Therefore, they 
felt unprepared when, for example, a patient described 
as suffering from anxiety turned out to be threatening 

or aggressive. In such situations the patient’s behav-
iour did not correspond to the nurse’s expectations, 
and could suddenly change without warning. Nurses 
had to be prepared for unexpected patient reactions 
and had to adapt to changes under stressful conditions. 
The importance of early preparation for situations was 
underlined, as well as knowing what to expect and ways 
to work safely, such as good positioning in relation to 
the patient or calling in support from police officers to 
secure the situation. Other ways to create a sense of 
safety in unsecure patient encounters included being 
able to recognize the patient beforehand and working 
with a colleague with whom one was comfortable.

Feeling inadequate
Nurses experienced feelings of inadequacy and hope-
lessness when, for example, they were unable to reach 
or protect the patient. This, in turn, caused them to 
doubt their professional competence and responsibil-
ity, leading to feelings of failure and guilt. Complex 
conflicts of interest were also described. For example, 
nurses felt intrusive when compelled to force a patient 
to receive care, but felt they had abandoned the patient 
if they did not do so. This was especially the case when 
there was confusion about whether the patient’s condi-
tion required psychiatric or somatic care.

Patients with no real physical damage fall between 
the cracks. There is nobody who will take responsi-
bility for them. And you would think that, to me it 
doesn’t matter if it is a physical or mental harm, 
it hurts just as much. But just on this mentally, it, 
no, no.

Consequently, nurses found it difficult to reason clini-
cally about the encounter, afraid that doing the wrong 
thing might worsen the patient’s mental illness. There 
were also fears of missing signs of severe somatic dis-
eases or suicidal thoughts and behaviours.

Table 3 Overview of sub-themes and themes

Sub-themes Themes

Distrusting the patient Lacking trust in the patient and one’s own abilities

Feeling inadequate

Being influenced by pre-understandings and emotions Being under internal and external influences

Being part of a multifaceted collaboration

Establishing explicit boundaries and control Moving towards a genuine nurse-patient relationship

Breaking down the patient’s barrier

Being respectful and present

Laying a foundation for a trustful relationship
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Being under internal and external influences
The participants’ responses showed that during encoun-
ters with patients with mental illness they were expe-
riencing both internal and external influences. The 
nurses’ pre-understandings about the patient, their own 
emotions, and their collaboration with others had both 
negative and positive influences on the actual patient 
encounter. The theme was developed in terms of two sub-
themes: ‘Being influenced by pre-understandings and 
emotions and ‘Being part of a multifaceted collaboration’.

Being influenced by pre-understandings and emotions
Nurses’ preconceptions about specific patients based 
on previous encounters had an impact on the present 
encounter. Therefore, there was a risk of not taking the 
patient’s situation seriously, so contributing to their dis-
comfort and adding to their suffering. In such encounters 
the patient’s mental illness was perceived as less impor-
tant than time-critical somatic conditions. This attitude 
was expressed in comments like the following:

What can be difficult with this woman is, one, well, 
taking it seriously, but also that, shall I say, she, in 
some ways it almost feels as if ‘well come on now, do 
it properly’ so something comes out of it like.

The patients were occasionally perceived as uninterested 
in participating in their own care. This was frustrating, 
but was described as easier to handle if the patient had 
made a serious suicide attempt. Such situations required 
a direct nursing intervention to prevent severe out-
comes, disregarding the patient’s own will. However, such 
encounters could be emotionally traumatic and draining.

When I got in the car, the thought hits me that the 
mum left her 1-year-old in the buggy outside, she 
said that she was going for a walk, leaves her 1-year-
old in the buggy, goes upstairs and kills herself, and 
then I have got my 1-year-old daughter at home and 
there and then I decided that I will not be able to 
continue working this shift.

In such situations, nurses felt helpless – wanting to help 
the patient, but seemingly incapable of doing so. The 
nurses were emotionally affected by types of encounters 
that are difficult to get used to, including suicide attempts 
and self-harm. The emotional impact of such encounters 
could decrease their ability to finish a shift.

Being part of a multifaceted collaboration
Cooperation was perceived as important in encounters 
with mentally ill patients, and police support was consid-
ered valuable. However, when cooperation failed, it was 
perceived as a result of being unprofessional and a failure. 

Sometimes personnel from the police or fire depart-
ment could reach and calm a patient when the nurses 
could not. On the other hand, the presence of police or 
firefighters could become a distraction if the patient was 
perceived as losing their focus on the established nurse–
patient encounter because several professionals were 
involved.

But maybe also that you have to call for the police, 
because things are different when they step into the 
room. It usually calms the situation or escalates it, 
but in this case, it would probably have calmed it 
down, it becomes reality somehow.

Functional collaboration in the ambulance team when 
encountering patients with mental illness is easier with 
a colleague who shares similar attitudes and values. If, 
however, a colleague expresses negative attitudes when 
reading the dispatch information before the patient 
encounter, these negative attitudes became an obstacle 
in the upcoming encounter. It becomes difficult to col-
laborate if the colleague has a different perception of the 
patient, or of whether the situation is to be regarded as 
threatening.

Moving towards a genuine nurse–patient relationship
The participants stated that their goal during an ini-
tial encounter with a mentally ill patient was to lay the 
foundation for a trusting relationship. In order to accom-
plish this, they needed to break through the patient’s 
barriers, have explicit boundaries and control, as well as 
a respectful and present approach. This theme has four 
sub-themes: ‘Establishing explicit boundaries and con-
trol’, ‘Breaking down the patient’s barriers’, ‘Being respect-
ful and present’ and ‘Laying a foundation for a trusting 
relationship’.

Establishing explicit boundaries and control
The importance of establishing explicit boundaries 
related both to the nurse’s personal safety and the safety 
of the patient. Some encounters required a seemingly 
harsh approach, ranging from being very determined to 
using physical constraints. Nurses also described present-
ing alternative care options or demanding that the patient 
consider alternative responses as a way of establishing 
explicit boundaries and controlling the encounter. How-
ever, this required the nurses to be sensitive in assessing 
the alternatives in each unique patient encounter.

I will say: ‘You need help and if you come with me, 
we can go to the psychiatric clinic, where you will 
get help and then we‘ll go, you and me, and my col-
league will drive and it will be all smooth, nice and 
calm, and we could sit and chat all the way and stuff 
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and you can tell me. But otherwise, I would have to, 
yes well, then the police would have to come and get 
you, to help us get you to hospital and it will not be 
that good, I promise you.’

Encountering patients with mental illness required the 
nurses to have knowledge of how to proceed to provide 
the best possible care options for each patient’s unique 
situation. The nurses experienced their responsibility as 
having to take control of the situation so that things pro-
ceeded in a proper way. This required being like a ‘spider 
in a web’, with a general overview of the patient’s situation 
and different care alternatives.

Breaking down the patient’s barriers
In encounters with patients suffering from severe men-
tal illness such as suicidal behaviour or psychosis, the 
respondents often found the patient difficult to reach. 
This was described as the patient having a barrier. The 
nurses needed to break through these barriers to gain 
access to the patient. However, this was sometimes expe-
rienced as impossible as the barrier was too high. The 
nurses would then make fruitless attempts to calm and 
divert the patients by talking. However, this was experi-
enced as difficult due the patient’s specific mental illness 
or their being unreceptive to communication.

Several times when I have been there, she has taken 
tablets … I try to talk with her, I mean when she has 
been awake, so I do try talking with her … or she is 
rather closed off, she wants to, is not so interested in 
talking. So, she is really difficult to reach, but I talk 
to her anyway.

Being able to encounter the patient with calmness and 
respect was described as essential. Doing so requires the 
ability to form some idea of what the patient is think-
ing. Active listening without interrupting was impor-
tant. Children were described as being able to show 
trust and adapt to the nurses, but adults were described 
as demanding, requiring more thought and reflection in 
communication.

Nurses perceived patients with mental illness as being 
in crisis, and endeavoured to adapt to the patient’s situ-
ation by creating a calm encounter. Responsiveness and 
information-gathering are important aspects of such 
encounters. However, the presence of others (e.g., sig-
nificant others, police officers or firefighters) could dis-
rupt the encounter, and so the nurses sought to protect 
patients from such stressors. For example, they might ask 
people who might have a negative impact on both the 
patient’s mental illness and the establishment of a trust-
ing caring relationship to leave the room.

Being respectful and present
It is important that the nurse to be open, instructive, 
responsive and non-judgemental. This also involves 
showing respect for the patient’s surroundings, home 
and way of life. The involvement of relatives was 
described as a ‘bridge’ to reach the patient. Providing 
time for the encounter is fundamental, as well as daring 
to encounter the patient in the present.

A patient with mental health problems, it ́s having 
the patience that, that not just like if someone says 
‘go to hell’, I have to understand and get that, that 
I definitely cannot leave this ill person behind but 
that is what, that is not what this person needs, 
this person needs help.

It takes patience to be able to understand the patient 
and not be provoked in the encounter. However, 
patience sometimes runs short, especially during a long 
shift with sleep deprivation. It was difficult encounter-
ing patients who did not understand their need for care 
due to a lack of insight into their disease.

Laying a foundation for a trusting relationship
The encounter was described as important to the crea-
tion of an ongoing trusting relationship. The aim was 
that the relationship should be confidential and that 
both parties should dare to enter a conversation about 
mental illness. Encountering an unknown patient was 
perceived as easier than encountering well-known 
patients because the nurses had fewer pre-understand-
ings. The ability to read the patient, find confidence in 
the conversation and establish encounters without time 
pressure facilitates a trusting relationship.

That you should think about like, trying, as long as 
they are not aggressive and you don ́t feel threat-
ened, try to get away and talk to them in peace and 
quiet, cause you will find out much more then, but 
I guess it all depends on how threatened you feel.

Some techniques were mentioned to facilitate trust. 
These included moving the patient away from a stress-
ful environment, not interrupting, conveying security, 
and showing interest and respect. If the patient was 
perceived as having confidence in the nurse, it was eas-
ier to talk about anything.

Discussion
The main findings of this study have been presented in 
terms of three themes: ‘Lacking trust in the patient and 
one’s own ability’, ‘Being under internal and external 
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influences’, and ‘Moving towards a genuine nurse-
patient relationship’.

Creating a relationship is a crucial part of encountering 
patients with mental ill-health in prehospital emergency 
care [23]. The theme ‘Lacking trust in in the patient and 
one’s own ability’ shows that nurses are aware that they 
are supposed to manage these complex situations and are 
striving to increase their awareness so as to improve their 
confidence and situation awareness in these encounters. 
They experience difficulty in deciding how firmly they 
must act in in order to give each patient the best possi-
ble care while avoiding triggering the patient and losing 
control in a potentially dangerous situation. The nurses’ 
statements that they did not feel safe in these complex 
situations is in line with another study [24]. In this con-
text, the results of another study conducted on patient 
aggression showed that their fear is not unfounded for 
nurses working in ‘PEC’ settings report physical violence 
and verbal aggression more frequently than psychiatric 
nurses. Psychiatric nurses also maintain better wellbe-
ing after exposure to patient aggression than prehospital 
nurses [25]. This finding indicates that more attention 
should be given to increasing the self-esteem and main-
taining the wellbeing of nurses in ‘PEC’. One way of 
dealing with this issue may be to increase the level of 
education related to the care of patients with mental ill-
ness among nurses in ‘PEC’ [7]. The difficulty of reaching 
out to patients with mental illness affects the ability to be 
trustworthy in the relationship. In a stressful situation, 
the condition needs to be categorized and the nurse has 
to decide whether the patient is suffering from a physi-
cal or mental illness. Holmberg et  al. [8] state that lack 
of time to care for the patient may cause nurses to ques-
tion their responsibility for caring for the patient. The 
nurses complained that the information they received 
before the assignment did not always correspond to what 
they encountered on arrival. This mismatch created dif-
ficulties, but it was found that the primary assessment 
was easier if the patient could be taken to a calm milieu 
where the nurse and patient could talk on their own. 
Rantala et  al. [11] argue that nurses’ ability to create a 
calming atmosphere is important because the situation 
may go from the patients being insecure to the patients 
feeling strong enough to take part in decision-making. 
Taking time to listen to the patient, which includes empa-
thy, silence, attention to both verbal and nonverbal com-
munication, and the ability to be non-judgmental and 
accepting, has always been considered a crucial compo-
nent of nursing care [26]. A review study of the experi-
ences of patients with mental health problems shows that 
they had predominately negative experiences due to poor 
communication and interpersonal relations [27]. How 
nurses come across in the acute care setting is essential 

for those in crisis as their experience impacts on their 
satisfaction with care [28]. Achieving health can be com-
plex [29]. The results found in resent study is in line with 
other studies also showing that nurses experience a lack 
of knowledge when working with patients with mental 
illness. Similar results due to a need for education are 
discussed in Yang et  al. [30]. They state that education 
about effective coping strategies and therapeutic nurse-
patient communication techniques are needed to mini-
mize the impact of work-related violence on nurses and 
to improve the quality of health care. This corresponds 
to nurses in ‘PEC’ who have experience of a dichotomous 
relationship between somatic care and nurse-patient 
relationships prioritising the somatic aspects [31]. Hence 
interventions to support those nurses to understand the 
holistic aspects of their care is of importance.

The theme ‘Being under internal and external influ-
ences’ indicates that nurses’ pre-understandings affect 
their encounters with the patients. Nurses are influenced 
by their attitudes. Therefore, it is essential that nurses are 
aware of their own preconceptions, that is, previous per-
sonal and professional experiences, the prevailing culture 
and traditions, and the way they apply their pre-under-
standing [32].

Among other things, a nurse’s pre-understanding influ-
ences their assessment of the patient. Research indicates 
that nurses are trying to control their pre-understanding, 
to interpret and understand several aspects, not only 
those related to the patient’s physical illness or injury [8]. 
However, research also indicates the opposite, namely 
that the focus during assessment is mainly on physical 
illness or injury. This probably reflects the curriculum, 
culture and traditions that dominate both education and 
‘PEC’ [10]. Consequently, if nurses are more focused on 
time-critical somatic conditions, without paying atten-
tion to patients’ mental illness, they may contribute to 
increased discomfort and suffering in encounters with 
patients suffering from mental illness.

The theme ‘Moving towards a genuine nurse–patient 
relationship’ uncovered an understanding of the encoun-
ter with the patient with mental illness as a process 
towards a deepened and genuine relationship. This rela-
tionship is described as being based on the nurses’ ability 
to be open, instructive, responsive and non-judgemental. 
This corresponds with earlier research identifying open-
ness as a core value in a nurse–patient relationship [33]. 
However, earlier research has also shown a condemning 
attitude towards patients with mental illness in emer-
gency care. Studies also show that suffering mental ill-
ness involves a dimension of stigma [34]. These results 
may serve as a background, adding to the complexity 
of remaining open towards patients with mental illness 
in ‘PEC’. This is especially the case when nurses lack 



Page 8 of 10Johanna et al. BMC Nursing           (2022) 21:89 

competence in mental illness care, and are at risk of see-
ing such patients as less interesting than patients with 
somatic conditions [35]. These two factors underline the 
importance of working with educational interventions 
and attitudes among personnel working in EMS, to estab-
lish a foundation for genuine and caring relationship with 
patients.

The results also show that in an encounter with patient 
with mental illness, both parties need courage to enter 
into conversation. It requires reciprocal trust, earlier 
described as a core component in a caring relationship 
[36]. The nurse has to trust the patient and vice versa. 
Løgstrup argues that receiving trust from another moti-
vates one to assume responsibility [37]. In the present 
results, this element is found in the sub-theme ‘Laying 
a foundation for a trusting relationship’. It highlights the 
importance of the nurse’s performance as a trustwor-
thy professional. Research shows that, from the patient’s 
perspective, trust is handing over control of the situa-
tion to the nurse [12]. As discussed earlier, openness is 
an important part of enabling this trust. However, the 
nurses in the present study see themselves as also hav-
ing a pedagogical role in the relationship. This may intro-
duce an element of conflict into the patient relationship 
if patients are looking for someone to whom they can 
hand over responsibility, while nurses see themselves as 
educators. There is a risk that the patient’s trust may not 
be understood correctly by the nurses, resulting in a con-
flict between the nurses’ perceived responsibility and the 
patients’ needs. Earlier research had indeed shown that 
patients with mental illness do not think that they are 
properly cared for in an emergency setting [38]. These 
findings underscore the need to develop nurses’ ability 
to understand the nurse–patient relationship from the 
patient perspective as well.

Strength and limitations
In order to ensure the rigor and trustworthiness of this 
study, credibility, dependability, confirmability, and 
transferability were considered throughout the process 
[39]. The demographics of the participants in the study 
show that there was a wide variation in terms of gender, 
age, educational background and experience. This variety 
strengthens the study’s findings. However, because all the 
participating nurses were recruited in the same region 
of Sweden, there was a risk that their experiences might 
be coloured by a specific culture. To reduce this risk, the 
participants were recruited from different independent 
ambulance stations in the region.

All the authors have a background in clinical emer-
gency care, and the impact of their own pre-understand-
ings must be taken into consideration when reflecting 
on the credibility and dependability of the inductively 

described patterns in the data. While such impact is 
unavoidable, attempts were made to minimize it by 
critical review within the research group (by continu-
ously moving back and forth between the formulated 
themes and the transcribed data) and at a seminar out-
side the research group. Moreover, the aim of the chosen 
method has been to represent data on their own terms 
without explicit interpretation. Those efforts strengthen 
the dependability and credibility of the results. To ensure 
confirmability of the results, quotations from several dif-
ferent respondents’ interviews have been added to the 
paper to confirm the sub-themes.

Transferability is always a challenge in qualitative stud-
ies. The efforts to describe the participants, context, data 
collection and analysis as carefully as possible was done 
to support the transferability of the results. However, in 
order to transfer the findings to other settings the results 
need to be de-contextualized.

A further limitation of this study may be its broad 
understanding of the concept ‘mental illness’ as includ-
ing both mild and severe conditions. ‘PEC’ is usually 
provided to patients without defined diagnoses, and the 
nature of the care depends on their actual symptoms. 
This may have contributed to ‘the natural way’ of encoun-
tering patients in this setting. The participants shared 
narratives from a variety of different examples of encoun-
ters with patients with mental illness. This, together with 
their different demographic backgrounds, was judged to 
contribute to the data’s richness and variation. A more 
limited understanding of ‘mental illness’ might have 
risked the inductive approach, leading to less data. How-
ever, based on the present results, future studies should 
be focused on ‘PEC’ and encounters with patients with 
specific mental illnesses, such as psychosis or suicidal 
behaviour.

Conclusion
This study provides insights to nurse’s experiences of 
encountering patients with mental illness in ‘PEC’. The 
results show that nurses strive to lay the foundation for 
a trusting relationship. Simultaneously nurses encoun-
tering is characterized by a mistrust and it is influenced 
by pre-understanding and emotions when they take care 
for patients. It is essential that patients suffering from 
mental illness have access to proper ‘PEC’. Therefore, it 
is important that nurses’ mental health competencies 
are strengthened and correspond to the requirements in 
‘PEC’.

Implications for practice and future research
The results from this study could be used to develop 
nurses’ readiness and capability to encounter patients 
with mental illness and to respond appropriately to the 
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patients somatic and mental care needs. Awareness of 
nurses encountering will help to advance the teaching 
and training of nurses in ‘PEC’. To provide appropriate 
care based on the specific patient, one needs insight in 
the patient’s lifeworld. This might be a challenge while 
developing interventions for education in ‘PEC’. There-
fore, interventions need to be dynamically designed to 
caught different aspects of the patient’s lifeworld. Fur-
ther research that focuses on patients with mental illness 
in ‘PEC’ should be carried out. It would be valuable to 
explore what can provide the best possible care and how 
to maintain and protect the autonomy for patients with 
mental illness in their encounter with ‘PEC’.
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