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ABSTRACT 

 

EMERGENCY NURSES’ ATTITUDES, PERCEPTIONS, AND COMPETENCE IN 

CARING FOR PEOPLE WITH MENTAL HEALTH CONDITIONS 

 

by 

 

GINGER DIONE TAYLOR TRUITT 

 

People with mental health conditions (PWMHC) represent the fastest-growing 

population in emergency departments across the United States. Generally, PWMHC 

experience extended lengths of stay and poorer outcomes when compared to patients with 

medical problems. The purpose of this study was to examine emergency nurses’ 

intentions to care for PWMHC. A descriptive correlational design was used to recruit 

emergency nurses in a health care system in the Southeast United States and from the 

Emergency Nurses Association. Responses from 104 emergency nurses were used to test 

two hypotheses and answer one research question. Nurses who had personal contact with 

PWMHC and more work experience were more likely to express a positive attitude of 

PWMHC. Nurses with more experience, higher positive attitudes, and more confidence to 

care for PWMHC were more likely to report positive intentions to care for PWMHC. 

Nurses with higher subjective norm scores had more negative intentions to care for 

PWMHC. Managers had significantly lower subjective norms scores than did staff 

nurses. Nurses, in responses to open-ended questions, felt that support, adequate staffing 

and resources, time to assess patients, designated areas, and a low stimulating 

environment were important factors that facilitate caring for PWMHC. Emergency nurses 

reported that they learned to care for PWMHC from experienced staff. The nurses also 

indicated that having mentors who were passionate and expressed positive attitudes 

toward PWMHC promoted learning. Nurses noted a lack of training in emergency psych 
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situations and on-the-job training was not enough to be able to notice early warning signs 

needed to act quickly and effectively to care for PWMHC. According to the theory of 

planned behavior, the more favorable the attitude, subjective norms, and perceived 

behavioral control, the greater the intent to perform a behavior. Findings from the study 

suggest that nurses with more positive attitudes, more favorable subjective norms, and 

higher care competency scores have higher manifestations of early recognition skills 

caring for PWMHC. Future research is needed to identify the care PWMHC actually 

receive. In addition, future research should focus on testing education and training 

interventions designed to enhance nurses’ attitudes and competence in caring for 

PWMHC. 
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CHAPTER I 

INTRODUCTION 

Individuals experiencing acute mental health crises represent the fastest-growing 

population in emergency departments (EDs) across the nation (Tang, Stein, Hsia, Maselli, 

& Gonzales, 2010). Patients with mental health conditions (PWMHC) can spend hours to 

days waiting in the ED, yet during these extended lengths of stay (LOS), they may not 

receive medications or interventions to treat their mental health issue. This patient 

population often experiences poorer outcomes when compared to patients with medical 

problems (Zun, 2012). Little attention is given to the quality of care provided to PWMHC 

in the ED. Because ED nurses provide direct patient care, a key role in patient outcomes, 

it is important to understand factors that may influence ED nurses’ care for PWMHC. 

Purpose of the Study  

The purpose of this descriptive correlational study was to examine emergency 

nurses’ attitudes, perceptions, and competence in caring for patients with mental health 

conditions. Furthermore, it is important to examine nurses’ experiences regarding mental 

illness. Learning more about these factors will help provide researchers with material that 

could help inform project development for improving the care given to patients with 

mental health conditions.  

Background and Significance 

Disparities in how society treats people who exhibit mental health issues have 

existed throughout history. This vulnerable population was once locked away, treated like 
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prisoners or worse (Bloom, 2010; Gilligan, 2001). Mental health advocates worked to 

improve the treatment of PWMHC and by 1890, every state throughout the country 

funded at least one psychiatric hospital (National Institutes of Health, 2015). It seemed 

that state supported psychiatric hospitals were the answer to providing quality care and 

treatment to PWMHC. However, individuals who showed signs of mental illness were 

often committed to institutions where they would live out their lives isolated from 

society. The number of patients quickly grew, overwhelming the system and the limited 

number of staff, causing patient care and treatment to suffer and reports of patient abuse, 

neglect, and poor conditions to circulate once again (Bloom, 2010; Gilligan, 2001). 

Society’s actions have conveyed that having mental health problems is bad and the 

individual unworthy of being treated humanely.  

The passage of the National Mental health Act in 1946 and creation of the 

National Institute of Mental Health reflected government support of making mental 

health a priority. Improvements in the diagnosis and treatment of PWMHC began to take 

place, but the number of patients cared for in mental hospitals continued to rise. In the 

1950s, the discovery of the effects of Thorazine to improve psychotic symptoms 

positively affected the prognosis for those suffering with psychiatric conditions and the 

deinstitutionalization movement began. Deinstitutionalization is the term used to describe 

the transformation from long-term hospitalization to community-based treatment for 

people living with mental health issues (Bloom, 2010; Gilligan, 2001; Novella, 2010).  

In lieu of long-term care in mental hospitals, deinstitutionalization was supposed 

to allow patients the opportunity to receive treatment from outpatient mental health 

services in their community, similar to receiving treatment for medical problems. It was 

thought that this change in the treatment delivery would not only decrease the stigma 
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associated with mental illness and be less expensive than traditional state institutionalized 

care, but would improve individuals’ quality of life (Bachrach, 1976; Gilligan, 2001). 

The problem with this type of care modality is the lack of funding needed to build and 

sustain it (Bloom, 2010; Lamb & Bachrach, 2001).  

To illustrate, policy changes refocused care for PWMHC to less restrictive means 

and federal initiatives resulted in closures of many state-supported mental hospitals. 

Restrictions on payment for long-term care in mental hospitals and lack of financial 

reimbursement have resulted in additional closures of private and public community 

mental health hospitals (Appelbaum, 2003). Thus, there has been a drastic reduction in 

the number of mental health inpatient beds nationwide, from 560,000 in 1955 to 37,679 

in 2016, a national average of 11.7 psychiatric beds for every 100,000 people (Fuller, 

Sinclair, Geller, Quanbeck, & Snook, 2016). According to a Treatment Advocacy Center 

report published in 2008, the target number of beds should be 40 to 60 beds per 100,000 

people (Torrey, Entsminger, Geller, Stanley, & Jaffe, 2008). Fewer inpatient placement 

options, shorter hospitalizations, and stricter inpatient admission criteria are factors that 

have increased the burden placed on EDs everywhere. Emergency departments have 

become extended waiting rooms for PWMHC. 

Emergency Department Overcrowding  

According to a national survey sponsored by the Substance Abuse and Mental 

Health Services Administration, it is estimated that about 20% of adults who believe they 

require treatment for their mental illness do not get the treatment they need (Han, Hedden 

Lipari, Copello, & Kroutil, 2015). Treatment for psychiatric conditions, when available, 

can be expensive, and too often people with these conditions are uninsured, 

socioeconomically disadvantaged, and unable to afford treatment, or they resist seeking 
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treatment because they fear the stigma associated with their illness. Unfortunately, this 

means people with psychiatric conditions may not participate in regular checkups.  

Noncompliance with mental health treatment, failure to receive treatment, or 

improper treatment, leads to increased risk of homelessness, incarceration, violence, and 

suicide (World Health Organization, 2011). These individuals frequently depend on ED 

services when they are physically ill and when they experience a mental health crisis. It is 

estimated that one in eight of all ED visits is related to a psychiatric condition (Owens, 

Mutter, Stocks, 2010; Slade, Dixon, & Semmel, 2010). Without proper disposition a 

cyclic pattern where people return to the ED to satisfy mental health care needs can result 

in frustrations among ED staff, further impeding the quality of care provided, and 

contributes to the revolving door occurrence.  

Complicating matters, between 1991 and 2006, the overall number of ED 

facilities decreased by 20% nationwide (Pitts, Niska, Xu, & Burt, 2008). Conversely, ED 

visits escalated from 90.3 million in 1996 to 129.8 million in 2010 (Centers for Disease 

Control and Prevention, 2010). While awaiting disposition, reports indicate PWMHC 

experience extended LOS in the ED (Ding et al., 2010; Little, Clasen, Hendricks, & 

Walker, 2011; Nicks & Manthey, 2012; Weiss et al., 2012). Although there has been an 

increase in total patient ED visits, PWMHC have been blamed for ED overcrowding 

(Nicks & Manthey, 2012; Zun, 2012). 

Overcrowding has been shown to affect all patient care, resulting in negative 

patient outcomes (Singer, Thode, Viccellio, & Pines, 2011), to include death (Sprivulis, 

Da Silva, Jacobs, Frazer, & Jelinek, 2006). An American College of Emergency 

Physicians (2008) survey indicated that 85% of the physician participants reported that 

LOS for all ED patients would improve if there were better mental health services 
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available. Because ED visits are statistically longer for PWMHC compared to patients 

with medical problems, greater emphasis should be placed on the psychiatric-mental 

health care patients receive. Owens et al. (2010) reported that approximately 12 million 

people with psychiatric conditions were seen in U.S. emergency departments in 2007. Of 

those seen, 41% required hospitalization, which is more than two times the rate of other 

medical conditions (Owens et al., 2010).  

Patients with psychiatric conditions present with a wide range of behaviors. Some 

patients display behaviors that are aggressive, threatening, and out of control, while 

others exhibit withdrawn, subdued, and submissive behaviors. Long wait times often lead 

to patients becoming frustrated (Little et al., 2011) and along with the chaotic 

environment of the ED, these can cause behaviors to escalate at a moment’s notice 

(Crilly, Chaboyer, & Creedy, 2004). Researchers have found that prolonged waiting 

times were associated with patient assaults toward staff (Gates, Ross, & McQueen, 2006).  

Emergency Nurses Care of Patients with Mental Illness 

Emergency nurses are educated to identify medical problems early and provide 

appropriate care. However, general nurses’ attitudes and lack of specialized knowledge 

may hinder them from providing quality care to PWMHC (Brinn, 2000; Lethoba, Netwer, 

& Rankhumise, 2006). The culture in the ED primarily focuses on treatment of the 

physiologic (airway, breathing, and circulation) needs of medical patients (Crowley, 

2000), and there is a disregard for mental health problems. However, it important to rule 

out medical etiologies of psychiatric symptom presentation.  

For PWMHC, an underlying acute physiologic instability may exacerbate or 

mimic symptoms of their psychiatric condition. In times of mental health crises, it is 

imperative that emergency nurses identify problems early; however, research suggests 
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general emergency nurses are not prepared to manage care for this patient clientele 

(Kerrison & Chapman, 2007; Lethoba et al., 2006; Marynowski-Traczyk & Broadbent, 

2011; Poggenpoel, Myburgh, & Morare, 2011; Weiland, Mackinlay, Hill, Gerdtz, & 

Jelinek, 2011). Patients’ symptoms such as poor impulse control, low frustration 

tolerance, and difficulty thinking clearly and communicating their needs can complicate 

nurses’ abilities to accurately assess and identify patient problems and care needs, leading 

to poor patient outcomes. The potential to miss an underlying physiologic instability is 

increased when PWMHC present with behaviors indicating a psychiatric issue instead of 

the typical signs and symptoms of a medical problem. Focusing on patients’ previous 

psychiatric diagnosis can cloud emergency nurses’ attention to their medical needs. 

Automatically accepting that patients’ problems are related to their history of a 

psychiatric condition, diagnostic overshadowing, delays assessment and treatment, 

compromising patient outcomes and safety (Jones, Howard, & Thornicroft, 2008).  

While little research has been conducted in the United States, international studies 

have found that general hospital nurses lack the knowledge and training to care 

effectively for PWMHC (Brinn, 2000; Lethoba et al., 2006) and are afraid of patients 

with severe mental illness (Poggenpoel et al., 2011). Staff may avoid or be reluctant to 

care for PWMHC because of lack of knowledge and previous experiences (Broadbent, 

Jarman, & Berk, 2004). The current study provided researchers with information about 

the relationship these factors have on nurses’ intentions to care for PWMHC. 

Not providing care can have dire consequences for any patient. However, a 

concern for PWMHC is safety. Patients who are at high-risk of exhibiting assaultive 

behaviors include alcohol use, drug use, psychiatric conditions, organic brain syndrome, 

and inability to deal with crises (Gates et al., 2006). According to a nurse participant in a 
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study conducted by Kerrison and Chapman (2007), patients become agitated after being 

left alone too long and the agitation prompts the administration of medications that 

sedated the patient and further prolonged their LOS. Delays in treatment for psychiatric 

conditions can lead to frustrations and ultimately violent behaviors, compromising the 

safety of patients, nurses, and other ED staff. Nurses can prevent violent episodes if they 

are able to identify signs and symptoms and intervene early. 

Patient turnover is typically high in the ED care area and this means increased 

workloads for nurses. These nurses encounter fluctuating censuses, growing patient 

diversity, and varying patient acuity levels. They are constantly under emotional and 

physical stress of never knowing what will come through the door. They care for patients 

involved in traumatic events, suffer from inadequate staffing, heavy workloads, high 

patient-to-nurse ratios, and work in a care environment with the high incidence of 

violence (Crilly et al., 2004). In addition, extended LOS has been linked to increased 

workloads leading to feelings of frustration and fatigue (Little et al., 2011). For patients 

with mental health related problems, extended ED stays are associated with feeling they 

are avoided, stigmatized, mistreated, and discriminated against (Harangozo et al., 2014). 

Extended LOS for PWMHC has been associated with nurses’ inability to manage 

comorbid medical and psychotic conditions, patients requiring additional medical 

screening before psychiatric inpatient placement, and lack of resources to conduct 

psychiatric evaluations (Stone, Rogers, Kruckenberg, & Lieser, 2012). The longer 

PWMHC stay in the ED, they are at increased risk for exacerbation of their psychiatric 

symptoms or elopement (Winokur & Senteno, 2009). However, with accurate and timely 

assessments and treatment there is reduced incidence of violence toward self and others 

(Singer et al., 2011). 
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Despite the stress and demand, ED nurses are expected to have the knowledge, 

skills, and attitudes to deliver quality care to every patient. Even though managing a 

mental health crisis is considered a specialty in nursing, emergency nurses, now more 

than ever, find themselves playing this key role. How nurses are educated and their 

experience with mental health issues vary among nursing school curriculums. Typically, 

ED nurses do not have psychiatric degrees or specialty certifications; but, ED nurses care 

for PWMHC more frequently than ever (Merrick, Perloff, &Tompkins, 2010).  

According to Bernstein and Saladino (2007), a nonjudgmental, soft, calm voice, 

and slow pace decreases the likelihood of patient verbal and behavioral outbursts. The 

chaotic environment of the ED is not typically conducive to the needs of a patient 

experiencing a mental health crisis. ED nurses are trained to be fast-paced and focus on 

stabilizing patients with life-threatening problems, such as trauma. Patients with mental 

illness may not show outward signs of illness, thus they may be triaged as a lower 

priority, which can delay prompt assessment and treatment. 

Patients who make frequent visits to the ED and those who need considerable 

amounts of the nurses’ time and effort (Crowley, 2000) have the potential to invoke 

negative emotions, adversely affecting nursing care. In addition, nurses managing 

treatment for PWMHC may experience heightened feelings of anxiety when PWMHC 

display challenging behaviors that potentially affect their ability to properly assess and 

care for the patient. In addition, it is difficult to see a broken mind, whereas a broken limb 

or other physiologic issues have lab values or other visible diagnostic features.  

Summary of Problem, Background, and Significance 

More than ever before, PWMHC seek care in emergency departments. Emergency 

nurses’ care of PWMHC has received little attention. The purpose of this study was to 
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examine emergency nurses’ attitudes, perceptions, and competence in caring for patients 

with mental health conditions. Furthermore, it is important to examine nurses’ 

experiences regarding mental illness. Learning more about these factors will provide 

researchers with material that could help inform project development for improving the 

care provided to patients with mental health conditions. Understanding the factors 

associated with emergency nurses care for PWMHC allow researchers to develop 

interventions, such as an education program designed with pretests and posttests to 

inform nurses about assessment, communication, and common psychotropic medications.    

Hypotheses and Research Question 

This study evaluated the following hypotheses and research question:  

Hypothesis 1: Emergency nurses characteristics (education, contact, and work 

experience) will be positively correlated with nurses’ attitudes, subjective norms, 

perceived behavioral control, and intentions to care for PWMHC.  

Hypothesis 2: Emergency nurses’ attitudes, subjective norms, and perceived 

behavioral control will be positively correlated with nurses’ intentions to care for 

PWMHC.  

Question 1. Will the attitudes, subjective norms, perceived behavioral control, 

and intentions to care for PWMHC of staff nurses differ from those of emergency charge 

nurses, educators, and managers? 

Assumptions 

For this study, the following assumptions were made: 

 The instruments selected accurately captured and measured the considered 

constructs using the theory of planned behavior. 
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 Opening Minds Stigma Scale for Health Care Providers (OMS-HS) accurately 

reflected nurses’ attitudes toward PWMHC.  

 The subjective norms instrument accurately reflected nurses’ perceptions of 

family members, friends, and work colleagues toward PWMHC 

 Behavioral Health Care Competency accurately reflected nurses’ perceived 

behavioral control and self-efficacy caring for PWMHC. 

 Manifestations of Early Recognition Skills accurately reflected nurses’ 

intentions to care for PWMHC. 

 Nurses’ intentions and actions to perform behaviors are affected by the 

thoughts and actions of their loved ones and by nurses with whom they 

observe in their experience regarding care of PWMHC. Therefore, the 

researchers explored nurses’ subjective norms and the correlation between 

attitudes and underlying behavioral beliefs.  

 Intention to perform a behavior is an important determinant of the actual 

behavior and is influenced by the individual’s attitude, subjective norms, and 

perceived behavioral control.  

 Participants were honest in their responses to the questionnaires and the 

questionnaires accurately portrayed participants’ beliefs.  

Theoretical Framework 

The theory of planned behavior was selected as the framework used to identify 

factors examined in the study. This theory was selected because it addresses individuals’ 

responses (their behaviors) and how these behaviors are affected or influenced by other 

factors. The theory suggests that the combination of three types of beliefs (behavioral 

beliefs, normative beliefs, and control beliefs) results in motivational factors (personal 
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attitudes, subjective norms, and perceived behavioral control) to influence individuals’ 

choices, decisions, and behaviors (Ajzen, 1991; see Figure 1). According to the theory, 

behavior is predicted by intention; the greater the intent, the more likely the person will 

carry out the actual behavior (Ajzen, 1991). In addition, behavior can also be predicted 

by the individual’s perceived behavioral control; the stronger the perceived behavioral 

control the more likely the person will carry out the actual behavior.  

 

The theory of planned behavior was developed from Fishbein and Ajzen’s (1975) 

theory of reasoned action and reflects their work with individuals’ attitudes and 

behaviors. The theory of reasoned action suggests that individuals’ beliefs form attitudes 

and subjective norms toward a specified behavior from which the individual can make a 

conscious choice or decision to perform or not perform (Fishbein & Ajzen, 1975). 

People’s attitudes and beliefs predict their behavior (Ajzen & Fishbein, 1980). In 1985, 

Ajzen extended the theory of reasoned action to the theory of planned behavior with the 

addition of one construct: perceived behavioral control. This concept added to the theory 

Behavioral 

beliefs 

Normative 

beliefs 

Control 

beliefs 

Attitude 

toward the 

behavior 

Subjective 

norms 

Perceived 

behavioral 

control 

Intention  Behavior 

Figure 1. The theory of planned behavior (Ajzen, 2006) 



12 

 
 

by considering individuals’ perceptions of their control over performing or not 

performing a given behavior (Ajzen, 1991). A description of the theory follows. 

Beliefs and Motivational Factors 

Three types of beliefs (behavioral beliefs, normative beliefs, and control beliefs) 

form the motivational factors (attitude, subjective norms, and perceived behavioral 

control) that form the person’s behavioral intention, and ultimately the behavior itself 

(Ajzen, 1991). Different background factors will influence individuals’ beliefs (Ajzen, 

2002). The belief level provides information and understanding about the considerations 

that lead people to form an intention to engage in a behavior (Ajzen, 1991). 

Behavioral beliefs and attitudes. Behavioral beliefs form attitudes about the 

likely consequences of performing or not performing a specified behavior (Ajzen, 1991). 

The individual considers if the behavior will produce positive or negative outcomes, and 

from these beliefs the individual forms an attitude toward the behavior (Ajzen, 2002).  

Normative beliefs and subjective norms. Normative beliefs are individuals’ 

beliefs of important others (e.g., friends, parents) that are formed by individuals’ 

perceptions of important others’ beliefs. These beliefs create individuals’ expectations of 

what behaviors should and should not be performed, known as subjective norms. 

Subjective norms motivate individuals’ behavioral intention and actual behavior (Ajzen, 

1991). Normative beliefs are thought to go beyond simple perceptions because 

individuals also mimic the actions performed by their important others (Ajzen, 1991).  

Control beliefs and perceived behavioral control. Control beliefs form 

individuals’ perception of the ease or difficulty of performing a specified behavior. As a 

motivational factor, control beliefs influence individuals’ behavioral intention and the 

behavior (Ajzen, 1991). Perceptions of individuals’ internal abilities to control an 
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outcome, self-efficacy, and perceptions of external controllability are factors that 

facilitate or interfere with their belief that they are capable of performing the behavior—

perceived behavioral control (Ajzen, 2002). According to the theory of planned behavior, 

perceived behavioral control not only influences the individual’s intention to perform the 

behavior but can directly predict the specified behavior (Ajzen, 1991). Lack of control 

over a behavior reduces the predictive validity of the behavioral intention (Ajzen, 1991).  

Intention 

At the center of the theory of planned behavior is intention: intention immediately 

precedes the behavior. Once a person expresses an intention, the likelihood of performing 

the behavior increases (Ajzen, 1991). The delivery of nursing care reflects nursing 

intention. In the context of patients with psychiatric conditions presenting to EDs, nursing 

intentions are important to respond effectively and contribute to patients’ psychosocial 

recovery.  

Limitations of the Theory of Planned Behavior 

Because people do not always act on their intentions, there are limitations to the 

theory of planned behavior; however, the greater the individual’s intent, the more likely 

the person will carry out the actual behavior. Relations are evident between behavioral 

beliefs and attitudes toward the behavior, between normative beliefs and subjective 

norms, and between control beliefs and perceptions of behavioral control. However, a 

limitation of the theory is the inability to guide behavioral decision making (Ajzen, 

1991). In addition, not all people react or behave in the same way. The theory of planned 

behavior is a fairly flexible and widely used framework that has been used to guide 

studies in the social and behavioral sciences to predict human social behavior and to 

design behavior change interventions. Although the theory of planned behavior has been 



14 

 
 

used in a variety of settings and disciplines, it has not been used to address nurses’ 

intentions to care for PWMHC.   

The theory of planned behavior was selected to identify factors to be examined in 

the study. This theory is chosen because it addresses individuals’ responses (their 

behaviors) and how these responses are affected or influenced. Previous researchers have 

identified several factors that influence nurses’ attitudes, knowledge, and skills working 

with PWMHC (Rutledge, Wickman, Drake, Winokur, & Loucks, 2012). The study 

focused on personal characteristics: (a) education (highest degree earned in nursing), (b) 

work experience (years of nursing experience), and (c) contact (personal contact with 

anyone who has some kind of mental health condition). Examining emergency nurses’ 

personal characteristics, motivational factors, and intentions may provide needed 

information about directing behavioral change to improve care for PWMHC. 

Summary 

EDs across the United States are experiencing increases in the number of patients 

presenting with mental health issues. Little is known about emergency nurses’ care for 

PWMHC. This chapter introduced a study to identify factors that influence nurses’ care 

of PWMHC.   
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CHAPTER II 

REVIEW OF LITERATURE 

Emergency physicians often rely on nurses’ assessments and clinical judgments 

when planning patient treatment. In addition, generally speaking, nurses are thought of as 

trusted care providers whose holistic approaches to monitoring, assessing, and 

recognizing problems contribute to the well-being and safety of patients under their care. 

Attitudes influence behaviors (Ajzen, 1991), but research regarding nurses’ attitudes, 

subjective norms, and perceived care competence (knowledge and skill) relating to care 

of PWMHC is lacking. This literature review includes examples of studies conducted 

both domestically and internationally in order to describe the current status of and need 

for further research surrounding ED nurses and PWMHC. 

Attitudes 

Mental health-related stigma has been identified as a barrier to people accessing 

treatment (Conner et al., 2010; Pepin, Segal, & Coolidge, 2009) and to medication and 

treatment compliance (Ritsher, Otilingam, & Grajales, 2003). Hospital staff attitudes 

toward PWMHC influence patients’ perceptions of the quality of care they receive 

(Cerel, Currier, & Conwell, 2006; Summers & Happell, 2003). Negative attitudes from 

health care providers can adversely affect physical and psychological treatment of 

PWMHC (Aydin, Yigit, Inandi, & Kirpinar, 2003). 

Broadbent et al. (2004) reported that staff members are reluctant to care for and 

avoid PWMHC because of lack of knowledge and previous experiences. When 
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health care providers lack knowledge and confidence, especially when handling patients 

who are aggressive, there are increased risks of harm to the patient and the provider 

(Wynaden et al., 2003). ED nurses express fears and concerns about patients exhibiting 

violence. Fear leads to avoidance and ignoring patients, ultimately inhibiting the ability to 

properly assess and react to needs of patients (Thronicroft, Rose, & Kassam, 2007). 

Previous research has found that a significant number of nurses hold negative 

attitudes toward mental illness (Aydin et al., 2003; Lethoba et al., 2006; Mavundla, 2000; 

Reed & Fitzgerald, 2005). Brinn (2000) sought to investigate general hospital nurses’ 

attitudes, emotions, and expectations of the behaviors displayed by PWMHC. The study 

used vignettes to describe hypothetical patients: (a) a person with unstable diabetes, (b) 

another with unstable diabetes and paranoid schizophrenia, and (c) an unstable patient 

with diabetes and senile dementia. Sixty-four nurses were asked to rate their expectations 

of patients’ behaviors and to rate their probability of experiencing specified emotions. 

Responses used a 10-point Likert scale that ranged from 1 (not at all) to 10 (very). Nurses 

were also asked about their experience and training regarding each disorder. According to 

the participants, patients with schizophrenia and dementia were expected to have more 

negative behaviors and require more care than diabetic patients (Brinn, 2000).  

Nurses were more likely to have negative emotions (fear and wariness or feel 

nothing) toward patients with psychiatric conditions and felt their training was not 

sufficient to care for PWMHC (Brinn, 2000). The nurses also reported that the 

experienced staff did not have any more positive emotions toward PWMHC. Brinn 

(2000) also found that nurses with more psychiatric training felt they were more capable 

of caring for patients with dementia and schizophrenia. 
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Nurses report that PWMHC are more complex and require more of their time than 

patients without psychiatric conditions (Aydin et al., 2003; Mavundla, 2000; Plant & 

White, 2013; Reed & Fitzgerald, 2005). In their research, Zolnierek and Clinerman 

(2012) reported that nurses find it challenging and stressful to differentiate psychiatric 

symptoms from medical conditions. However, Rutledge et al. (2012) reported that nurses 

who have received training in early assessment of disruptive behaviors perceive they are 

prepared to intervene more effectively.  

International studies show that there is a relationship between nurses’ attitudes 

toward caring for PWMHC and the training these nurses receive to care for this patient 

population. Researchers in South Africa sought to describe professional nurses’ 

perceptions of caring for PWMHC in a general hospital setting (Lethoba et al., 2006). 

Nurse participants (n = 124) felt their lack of knowledge, skill, and experience affected 

their care of PWMHC (Lethoba et al., 2006). Poggenpoel et al. (2011) conducted a 

phenomenological study of nurses’ experiences of interacting with PWMHC. Eighty 

nurses were from three medical wards in a Johannesburg public hospital. The researchers 

identified three common themes: (a) challenging interactions between nurses and patients 

because of perceived patients’ unpredictable behaviors, (b) nurses’ unhappiness caring 

for and fear of PWMHC because of lack of resources, and (c) feelings of fear and anger 

because of lack of knowledge and skills.  

Kerrison and Chapman (2007) conducted a qualitative study in Western Australia 

to determine what ED nurses need to care effectively for PWMHC, using a single focus 

group of five ED nurses and semistructured interviews with 12 subject matter experts 

(psychiatric staff, key clinical ED staff, stakeholders in education, and a rural nurse 

representative). Increase in aggression and violence was a major concern among focus 
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group participants. In addition, participants voiced concerns regarding observing patients 

who received inadequate treatment which they felt lead to chemical or physical restraint 

and extended LOS and that their knowledge deficits caused communication problems, 

difficulty de-escalating aggressive behaviors, an inability to recognize cues to potential 

violence, and interventions to prevent violent behaviors. Overall, the researchers found 

ED nurses lacked knowledge and confidence in assessment and management of 

PWMHC. Similarly, two U.S. studies reported that nurse participants described lacking 

education, resources, and treatment options to care effectively for PWMHC (Plant & 

White, 2013; Wolf, Perhats, & Delao, 2015). 

ED nurses associate PWMHC with violent behaviors (Poggenpoel et al., 2011). 

The ED is known to have occurrences of violence, both physical and verbal. Violence in 

the ED is reported as the reason that one third of the nation’s ED nurses consider leaving 

the work environment (Gacki-Smith et al., 2009). In a study conducted in two public EDs 

in South East Queensland, Australia (n = 71), 70% reported 110 episodes of violence 

during a 5-month period (Crilly et al., 2004).  

Gates et al. (2006) gathered information about physical and non-physical violence 

experienced from patients and visitors by 242 ED workers (physicians, nurses, social 

workers, patient care assistants, and others) in five hospitals in a U.S. Midwestern city. 

The majority of participants (64%) reported they had no violence prevention training. 

Among nurses (n = 94) who participated in the study, 50% did not have any violence 

prevention training. In addition, Gates et al. reported significant relationships among 

violent experiences, feelings of safety, and job satisfaction.  

According to the little research conducted, nurses feel ill prepared to care for 

PWMHC and sometimes fear patients with psychiatric conditions. Considering that the 
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sample sizes in these studies are small, further investigation is needed to examine nurses’ 

attributes to identify patient problems early.  

Patient Care 

Derlet and Richards (2000) found that the effects of overcrowding of patients in 

the ED leads to poor patient outcomes. Poor patient outcomes include (a) increased 

errors, (b) increased patient wait times, (c) patients eloping thereby placing themselves at 

increased risk of self-harm, (d) decreased patient satisfaction, (e) ambulance diversions, 

(f) decreased physician productivity compromising patient care, (g) increased patient 

agitation and violence, and (h) compromised patient education. Increased workloads, 

attributed to overcrowding, are associated with staff frustration and fatigue, which affect 

the care and safety of all ED patients (Little et al., 2011; Trzeciak & Rivers, 2003). 

Patients who make frequent visits to the ED and those who take considerable amounts of 

the nurses’ time and effort have the potential to invoke negative emotions from the nurses 

and negatively affect nursing care (Crowley, 2000).   

In order to respond to increased ED visits from PWMHC, some facilities have 

used case managers with mental health training, mental health consulting services, 

psychiatric-mental health nurse practitioners or psychiatric clinical nurse specialists, or 

have dedicated mental health rooms in the ED with care provided by nurses specially 

trained in the management of mental health treatment. These models have introduced 

specialized care to combat inequalities in patient treatment and enhance patient care. 

However, the general ED nurse must still provide for and manage the care of PWMHC. 

These care modalities may be helpful in decreasing PWMHC length of stay and reduce 

costs (Kerrison & Chapman, 2007; Wynaden et al., 2003). Further, evidence is needed to 
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show ED nurses’ attitudes, perceptions of coworkers’ attitudes, and competency 

providing care to these patients to continue effectively managing PWMHC. 

To identify learning needs of 20 ED doctors and 16 nurses, Australian researchers 

conducted a national qualitative study (Weiland et al., 2011). The questions developed by 

the research team consisted of 16 open-ended questions related to perceived barriers to 

effective assessment and management of PWMHC. Identified themes included 

environment or resources, staff factors, and patient factors. One participant commented 

on the differences in mental health triage and standard ED triage, reporting mental health 

triage as a specialty skill (Weiland et al., 2011). Difficulty in triage was also identified by 

Plant and White (2013). This indicates that there is a need to identify nurses’ competence 

and intent to provide quality care to PWMHC. 

Henrik and Kerstin (2009) surveyed head ED nurses in Sweden who reported that 

basic nursing education was not sufficient for ED competence, which is an extension of 

the work initiated by Kerrison and Chapman (2007). These researchers reported that 

nurses’ undergraduate course in mental health did not provide them with enough ability 

and confidence to apply knowledge in an ED setting. In two additional qualitative 

studies, nurse participants reported they learned through verbal interactions and 

observations of their coworkers and psychiatric consultants, which participants found 

helped to increase their confidence and knowledge of psychiatric conditions and to 

effectively communicate with the patients (Plant & White, 2013; Wynaden et al., 2003). 

Findings from these studies suggest the need to examine further nurses’ perceptions of 

their coworkers’ attitudes toward PWMHC. 
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Summary 

Findings published from countries outside the United States—Australia, South 

Africa, Sweden, and Wales (e.g., Brinn, 2000; Kenrik & Kerstin, 2009; Kerrison & 

Chapman, 2017; Lethoba et al., 2006)suggest there is a need to conduct more research 

to identify factors that influence U.S. emergency nurses’ care for PWMHC. Patients with 

mental health issues represent a rapidly growing patient population in the ED. Qualitative 

research methods have provided critical information about providers’ attitudes toward 

and their perceptions of PWMHC as well as their experiences caring for these patients. 

Though these studies provide a starting point for research to be conducted in the United 

States, many of the international cases indicate that there is no consistency in tools used 

to measure attitudes. Often, instead of using reliable and valid instruments, the 

researchers reported that they developed the tools used in their study to assess attitudes of 

the participants. This study was designed to help to clarify and identify educational and 

training gaps that need to be developed for nurses to deliver quality care to PWMHC.  
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CHAPTER III 

METHODOLOGY 

Emergency nurses play a critical role in the treatment of patients from the time the 

patient enters the treatment room until disposition. Due to the increased numbers of 

PWMHC who present to EDs across the United States, more research is warranted to 

explore ED nurses’ attitudes, subjective norms, perceived behavioral control, and 

intentions to identify problems early and intervene with PWMHC. This chapter contains 

descriptions of the current study design, setting, sample, and sampling procedures. In 

addition, a discussion of each instrument and reason for selection, data collection, data 

analysis, and participant protection procedures are included. 

Research Design 

A descriptive correlational design was used for the study. The purpose of 

correlational research is to examine whether the relationship among variables is positive 

or negative and to determine the strength of the relationship (Burns & Grove, 2009). 

Descriptive studies offer a way of providing information when there is not a lot known 

about a topic (Burns & Grove, 2009), and this study fits these criteria. In addition, the 

study aimed to examine the relationship between the following variables: (a) background 

factors and personal characteristics (education level, work experience, current position, 

and having a contact with anyone with a mental health condition); (b) attitudes toward 

PWMHC; (c) subjective norm related to PWMHC; (d) perceived behavioral control 

(skills and care competency); and (e) emergency nurses’ intentions to care for PWMHC.  
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Using the theory of planned behavior, the researcher used self-report instruments to 

examine the following key concepts: nurses’ personal characteristics (education, work 

experience, and contact), attitudes, subjective norms, perceived behavioral control, and 

intentions to care for PWMHC (See Figure 2). With very little known about the 

relationships described above, the researcher conducted a study using a descriptive 

correlational design focusing on emergency nurses.  

 

Setting 

The researcher recruited participants from a single hospital, part of a large health 

system in the southeastern United States, in the state of Georgia. The hospital offers full-

service emergency care and employees 66 nurses in the ED. To increase enrollment and 

generate sufficient data, the researcher also recruited nurses through the Emergency 

Nurses Association (ENA) website. The organization has more than 44,000 members 

(ENA, 2019). An announcement with a link to the survey was posted on the ENA 

Background factors: 

Emergency nurses’ 

personal characteristics 
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(highest degree 

earned in nursing) 

 Work experience 

(years of nursing 

experience) 

 Current position 

(staff nurse,  
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manager, educator)  
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Attitude toward PWMHC: 

Opening Minds Scale for 

Health Care Providers  

(OMS-HC) 
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Nurses’ perceptions of family, 
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Behavioral Health Care 
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Intention to care: 
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(MER)  

Behavior 

not 
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Figure 2. Conceptual model of the study based on the theory of planned behavior (Ajzen, 2006) 
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External Research Opportunities website. Through this website, members of ENA and 

nonmembers were invited to participate in the study. Any nurse who visited the site was 

able to participate in the study.  

Sample 

The population of interest was emergency nurses who care for PWMHC. The 

researcher used a convenience sample of emergency nurses currently working in EDs 

across the United States. Nurses were recruited from two locations: (a) nurses working at 

an ED in a large health system in southeastern United States and (b) the ENA website. 

Participation in the study was voluntary and extended to all PRN, part-time, and full-time 

emergency nurses. The researcher decided to include PRN and part-time nurses, because 

these nurses provide care to PWMHC. Inclusion criteria were (a) nurses currently 

employed in the ED providing direct and indirect patient care; and (b) staff nurses 

(registered nurses and licensed practical nurses), managers, directors, 

practitioners/clinical nurse specialists, and educators. Exclusion criteria were (a) nurses 

currently in orientation and (b) graduate nurses not yet licensed. In order to determine 

sample size, a power analysis was calculated using a medium effect size of R2 = 0.15, 

probability level (α) of .05, desired statistical power level of .80, and four predictor 

variables. The result yielded a minimum sample size of 84 participants (Soper, 2018). 

Data Collection Procedures  

Data collection procedures at the hospital involved the researcher requesting two 

meetings at the hospital. The visits were arranged at times to accommodate nurses who 

worked day shift and nurses who worked night shift. In addition, the researcher posted a 

flyer in key locations within the department that invited the entire nursing staff to the two 

meetings (see Appendix A).  
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The researcher introduced the study at staff meetings and explained information 

relevant to the study: (a) purpose, (b) inclusion/exclusion criteria, (c) time commitment, 

(d) risks and benefits of participation, and (e) instructions for completing the survey. At 

both meetings, the researcher answered questions the nurses had. The researcher 

distributed survey packets to the nurses in attendance and stressed that participation in 

this study was voluntary and anonymous. A letter of solicitation to participate (see 

Appendix B) served as the first page of the survey packet. This was followed by the 

consent form (see Appendix C) that identified the purpose of the study, procedures, 

risks/benefits, voluntary participation and withdrawal, confidentiality, a way to reach the 

researcher, and requested the nurses’ participation. Nurses were instructed that if they 

completed and returned the questionnaire, they had consented to participate in the study.  

The second sample, nurses through ENA, was recruited via the organization’s 

website. A link to the survey was posted on the website for external research 

opportunities. The link displayed the following information about the study: (a) the 

purpose, (b) time commitment, (c) risks/benefits, (d) confidentiality of data, (e) 

dissemination plan for the findings, and (f) a statement that ENA does not sponsor or 

endorse the study. 

No identifying information for nurse participants was used in the reports. Surveys 

were not linked to participants. If identifiable data were collected, that information was 

deleted or blacked out with a magic marker on a paper survey. In this study, no direct 

benefits and no more risks than experienced in a normal day of life were expected. 

Participation in the study was voluntary and participants could withdraw from the study 

either by not submitting their paper survey or by exiting the online survey. 
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Instruments 

The researcher used a self-assessment questionnaire. Six instruments, including 

three questionnaires developed by the researcher were used. Previously developed 

instruments were chosen because they were found to have satisfactory psychometric 

properties and noted to be simple and easy to use. Instruments selected directly measured 

factors that previous researchers have identified to influence care of PWMHC. 

Discussion about the instruments follows and the instruments are in the appendices. A 

summary of the instruments is in Appendix D. 

Background Factors: Emergency Nurses’ Personal Characteristics 

The researcher developed a demographic profile questionnaire (see Appendix E) 

that was used to describe participant personal characteristics. Information gathered 

included age, gender, race, their highest nursing degree earned, years of nursing 

experience, years of experience in the ED, current position (staff nurse, charge nurse, 

manager, director, or other - giving the nurse an opportunity to specify his/her position, 

such as educator, nurse practitioner, behavioral health nurse specialist), employment 

status (full-time, part-time, PRN), and the shift they typically worked. In addition, the 

demographic survey included questions the researcher developed as a result of what 

previous researchers found to influence nurses’ care for PWMHC: does the ED have a 

dedicated area for patients with mental illness (yes/no), does the ED have dedicated staff 

to care for patients with mental illness (yes/no), mental health work experience (yes/no; 

the participant is prompted to provide their job title for yes responses), personal 

connection to someone who has a mental illness (yes/no).   
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Attitude: Open Minds Stigma Scale for Health Care Provides  

Few questionnaires have been consistently used to assess health care 

professionals’ attitudes toward PWMHC. A commonly used survey, the Opinions about 

Psychiatric conditions Scale (OMI; Cohen & Struening, 1962) was develop to assess 

hospital personnel attitudes toward psychiatric conditions, but considering its length (51-

items), other options were explored. The researcher thought a shorter questionnaire to 

assess attitudes would lessen the burden on nurses to complete the survey. For the study, 

attitudes toward caring for PWMHC was operationally defined using the Opening Minds 

Stigma Scale for Health Care Providers (OMS-HC). The researcher selected the OMS-

HC (see Appendix F) because of its length and the design to assess the attitudes of health 

care providers of PWMHC (Kassam, Papish, Modgill, & Patten, 2012).  

The OMS-HC was developed from a larger group of items (Kassam et al., 2012). 

Validity of the OMS-HC included an expert patient consultation, review of questions, 

cognitive interviewing of participants, and multidisciplinary focus groups (i.e., 

physicians, nurses, medical students, social workers, pharmacists, and students). 

Questions were initially reviewed by three patients with mental illness diagnoses and a 

team of experts consisting of a sociologist, psychiatrist, anti-stigma manager, and a 

research associate. Testing of the OMS-HC revealed a 20-item scale with a Cronbach’s 

alpha of .82. The scale uses a 5-point Likert scale that ranges from 1 (strongly disagree) 

to 5 (strongly agree). The total score ranges from 20 (low negative attitudes) to 100 (high 

negative attitudes). Items 3, 8, 9, 10, 11, 15, 19 require reverse coding. 

Subjective Norms: Influence of Important Others Toward Caring for PWMHC 

Subjective norms are external values formed by societal acceptance and degree of 

inclusion. Subjective norms were operationally defined by a researcher-developed 
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questionnaire of nurses’ perceptions of family, friends, and nurse colleagues regarding 

people with mental health conditions (see Appendix G). The researcher constructed the 

questionnaire based on the findings of Ajzen (1991). Face and content validity of the 

instrument was determined by three content experts and 10 registered nurses.  

The instrument originally included four questions that focused on nurses’ 

perceptions of their loved ones and their peers’ attitudes toward mental health care. To 

establish content validity, three content experts reviewed the list of items. The researcher 

modified the instrument to eight questions based on feedback received from the panel of 

experts and resubmitted the instrument for approval.  

To establish face validity, 10 registered nurses provided input on clarity of 

questions, suggestions, and time required for completion. The average time to answer the 

questions was less than 2 minutes. The instrument uses a 5-point Likert scale that ranges 

from 1 (strongly disagree) to 5 (strongly agree). A higher score denotes a more negative 

perception. The total score ranges from 8 (low negative perceptions/more favorable) to 

40 (high negative perceptions/less favorable). Items 1, 3, 6 require reverse coding.   

Perceived Behavioral Control: Behavioral Health Care Competency 

Perceived behavioral control is the level of confidence individuals have about 

their ability to perform a behavior based on how easy or difficult they perceive the 

behavior (Ajzen, 1991). Perceived behavioral control was operationally defined using the 

behavioral health care competence (BHCC) questionnaire. The researcher felt the BHCC 

(see Appendix H) was a good way to measure perceived behavior control because the 

instrument assesses nurses’ perceived skill and knowledge caring for PWMHC. 

The BHCC was designed to assess non-psychiatric unit nurses’ skills assessing 

and intervening with PWMHC (Rutledge et al., 2012). Items were developed through a 
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review of literature and clinical expert consensus. To establish content validity, the 

researchers included two clinical experts and three researchers. Rutledge et al. (2012) 

tested the instrument using three hospitals and 844 nurses from various settings (i.e., 

critical care, emergency care, medical/surgical, oncology, procedural, short stay, surgical 

services, telemetry, transitional care, women’s health services, and other). The result is a 

23-item, positively worded, self-report survey with four subscales (Rutledge et al., 2012): 

(a) assessment (α = .91), (b) practice/intervention competency (α = .90), (c) resource 

adequacy (α = .78), and (d) psychotropic recommendation (α = .78). The current study 

used only the total score for the 23 items. Participants responded using a 5-point Likert 

scale that ranges from 1 (strongly disagree) to 5 (strongly agree). The total score ranges 

from 23 (low perceived behavioral health care competency) to 115 (high perceived 

behavioral health care competency).   

Intention: Manifestations of Early Recognition of Patient Problems 

Finally, intention to care for PWMHC was operationally defined using the 

Manifestations of Early Recognition (MER) questionnaire. The MER questionnaire (see 

Appendix I) is a self-reporting tool developed to measure attributes associated with 

nurses’ intent to identify problems and intervene before the problems develop into major 

complications (Minick, 2003). Permission to use the MER was obtained from Minick, the 

developer. The MER consists of 16 positively worded items that participants rate on a 5-

point Likert scale that ranges from 1 (strongly disagree) to 5 (strongly agree). All 

responses are summed to give a total score that ranges from 16 to 80 with the higher the 

score representing a higher degree of MER (Minick, 2003).  

Cronbach’s alpha for the composite scale ranges from .87 to .93, demonstrating 

high reliability (Minick, 2003). Four expert nurses and a psychometrician established the 
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content validity of the MER. Although not previously used to measure emergency nurses’ 

care of PWMHC, the items imply a strong commitment to care for patients (Minick, 

2003); thus, the instrument was used to measure nurses’ intention to care for PWMHC. 

Although the MER scale does not directly measure nurses’ intentions to care for 

PWMHC, MER measures three dimensions that imply a strong commitment to care: 

knowing the patient and family, knowing the system and institution, and knowing the 

skills of oneself and one’s colleagues (Minick, 2003). Thus, the researcher felt the three 

dimensions define the indicators of nurses’ intentions to care. Emergency nurses were 

asked to self-evaluate attributes associated with the early recognition of patient problems 

(MER) as a way to measure their intentions to care for PWMHC. 

Open-Ended Questions 

The survey concluded with four open-ended questions (see Appendix J) 

developed by the researcher in order to gain more information from participants.  The 

questions allowed the participants opportunity to share their thoughts about what makes it 

easier and more difficult to care for PWMHC and how the participants learned to care for 

PWMHC. The final question provided the participant the opportunity to share any 

information they feel would be helpful for the researcher to know regarding caring for 

PWMHC. The researcher felt these questions would provide participants an opportunity 

to share additional information and to explore additional thoughts and feelings they have 

about caring for patients with mental health conditions.  

Data Analysis 

After data collection was completed, all data were entered into the Statistical 

Package for the Social Sciences (SPSS) and inspected by the researcher for completeness. 

Frequency distributions were run to check for missing, valid, and unusual entries. The 
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scales were assessed for normality and equality of variances. Descriptive statistics 

included frequencies, means, standard deviations, ranges, and percentages for 

independent variables addressing emergency nurse background factors (age, gender, race, 

highest degree earned in nursing, years of nursing experience, and years of ED work 

experience; current ED position, mental health work experience, personal connection 

with anyone with psychiatric conditions). Scatterplots and multiple regression analysis 

was used to inspect the data visually. Inferential statistics were used to determine 

relations among personal characteristics (background factors), attitudes (OMS-HC), 

subjective norms, perceived behavioral control (BHCC), and intentions (MER) to identify 

problems and intervene before the problems develop into major complications. 

Protection of Human Subjects 

The research proposal was submitted to the Georgia State University Institutional 

Review Board (IRB; see Appendix K), to the Health System Review Board (see 

Appendix L), to the hospital for support (see Appendix M), and to ENA Institute for 

Emergency Nursing Research (see Appendix N) for approval to conduct the study. In 

order to protect the human rights of nurse participants, the ethical principles of informed 

consent, minimal risk, and confidentiality were followed throughout the study. 

Participation was voluntary. No individual identifiers were collected and all surveys were 

anonymous. The surveys were coded only to reflect affiliated data collection site (i.e., 

online or hospital), with no personal identifying information on any surveys or reports.  

All data collected were entered into an electronic data file with firewall protection 

and maintained with security access using a laptop that was password protected. All 

study-related data were kept in a locked file cabinet in a locked office at the researcher’s 
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home. Confidentiality of nurses and their affiliation was maintained. The study surveys 

will be destroyed 3 years after the study. All data presented is in the aggregated.  

Completion and return of the paper surveys indicated the participants’ consent to 

participate in the study. Participants were instructed to return completed surveys to a 

locked box placed in a convenient location at the facility. Keys to the locked box were 

secured in a separate location and maintained by the researcher.   

To reach more nurses, the researcher gained approval to post a link to the survey 

on the ENA external research opportunities website. The researcher used Qualtrics to 

develop the online survey. The consent form was used to explain the purpose of the 

study, request the nurses’ participation, provide a way to reach the researcher, and initiate 

the survey. Completion and submission of the online survey indicated consent. The 

researcher stressed that participation in the study was voluntary and anonymous. 

Limitations 

The methods of data collection, using nurses working in one health system in one 

particular region of the United States and an elite sample of nurses who were members of 

ENA, could limit the generalizability of survey results. Another key limitation of the 

study may be the use of self-report surveys because the information provided by the 

participants could not be verified. Another limitation is the use of online surveys as this 

might have limited the study through lack of participant response. A final limitation was 

that the study did not provide for causality.  

Summary 

This chapter contained a description of the research methodology. The study 

design was identified and the setting, sample, and instruments were described. Finally, 

data collection and analysis procedures and protection of human subjects were discussed. 
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CHAPTER IV 

RESULTS 

This chapter contains the results of data analysis for the study. Descriptive 

statistics of all independent and dependent variables are provided. Results of statistical 

testing of the hypotheses and question are also presented.  

Characteristics of the Sample 

Between May 2019 and September 2019, 66 emergency nurses at a hospital that is 

part of a large health care system in the southeastern United States were invited to 

participate in the study. Additionally, emergency nurses who visited the ENA external 

research opportunities website between July 2019 and September 2019 were invited to 

participate in the study. Of the 66 nurses working in the hospital Emergency Department 

(ED), 21 (32%) submitted completed surveys. Of the 117 nurses who attempted the 

online survey, 84 (72%) met eligibility requirements and submitted completed surveys.   

The dataset was examined for multivariate outliers. One case was found and 

removed. Tests of normality and homogeneity of variance on the four dependent 

variables (attitudes, subjective norms, perceived behavioral control, and intentions) were 

conducted and no abnormalities were found. Analyses of the hypotheses and question 

were conducted using 104 cases. A large percentage of the respondents (see Table 1) 

were staff nurses (81%), female (87%), White (94%), and worked full-time (90%). Sixty-

one percent of the respondents were 40 or younger, more than half (57%) of the nurses 

held bachelor’s degree, and 60% had more than 5 years of experience as a nurse. Sixty-
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two percent of the respondents indicated that they had contact with someone who has a 

mental health condition. 

Table 1 

Description of the Sample (n = 104) 

Characteristic n % 

Gender   

Male 14 13.5 

Female 90 86.5 

Ethnicity   

Asian 4 3.8 

Native Pacific Islander 1 1.0 

White 98 94.2 

Hispanic 1 1.0 

Age    

19‒29 24 23.1 

30‒39 40 38.5 

40‒49 22 21.2 

50‒59 15 14.4 

60 and over 3 2.9 

Highest degree earned in nursing   

Nursing diploma 3 2.9 

Associate 30 28.8 

Bachelor 59 56.7 

Masters 11 10.6 

DNP 1 1.0 

Length of experience as nurse   

Less than 1 year 1 1.0 

1‒3 years 16 15.4 

4‒5 years 25 24.0 

More than 5 years 62 59.6 

Current position in ED   

Staff nurse 84 80.8 

Charge nurse 12 11.5 

Manager 5 4.8 

Educator, nurse practitioner, provider 3 2.9 

Hours work in ED   

Full-time 97 90.4 

Part-time 10 9.6 

Contact with anyone who has some kind of mental health condition  

Yes 64 62.1 

No 39 37.9 
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Reliability of the Dependent Variables 

Reliability of the four dependent variables was assessed using Cronbach’s alpha 

coefficient. The values obtained ranged from .79 to .91. Testing of the OMS-HC revealed 

a 20-item scale with a Cronbach’s alpha of .82 (Kassam et al., 2012), similar to the value 

obtained in the current dataset. Cronbach’s alpha for the MER composite scale ranged 

from .87 to .93 (Minick, 2003), also similar to the value obtained in the current study. 

Table 2 

Reliability of Dependent Variables 

Dependent variable Number of items Cronbach’s alpha 

Attitudes (OMS-HC) 20 .85 

Subjective norms 8 .79 

Perceived behavioral control (BHCC) 23 .91 

Intentions to care for PWMHC (MER) 15 .88 

 

Description of the Variables Used in the Analysis 

The analysis of the hypotheses and question involved the use of four dependent 

variables and four independent variables. Table 3 contains a summary of the means and 

standard deviations of the dependent variables. Table 4 contains a summary of the 

categories that describe the independent variables. 

The range of attitudes of health care providers (attitudes), as measured by 20 

items of the OMS-HC, is from 20 (low negative attitudes) to 100 (high negative 

attitudes). The BHCC assesses emergency nurses’ perceived behavioral control caring for 

PWMHC. The scores on this measure range from 23 to 115, with a higher score 

indicating higher competency. Subjective norms range from 8 to 40 and a higher score 

denotes high negative perception strength and identification with the specified group. The  
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Table 3 

Description of the Dependent Variables (n = 104) 

Dependent variable Min Max M SD 

Attitudes (OMS-HC)  25 75 51.19 9.79 

Subjective norms 11 39 27.12 5.68 

Behavioral controls (BHCC) 58 114 86.22 11.26 

Intentions to care for PWMHC (MER) 42 80 61.02 7.36 

 

MER scale is designed to measure attributes associated with nurses’ intent to 

identify problems and intervene before the problems develop into major complications. 

The total score ranges from 16 to 80, with the higher score representing a higher degree 

of MER.  

Table 4 contains a description of the independent variables used in the analysis. 

The following hypotheses and question were used to analyze the data. 

Table 4 

Description of the Independent Variables  

Independent variable n % 

Contact with anyone who has some kind of mental health condition (n = 103)  

Yes (1) 64 62.1 

No (0) 39 37.9 

Highest degree earned in nursing (dummy coded; n = 104)  

Nursing diploma/associate (0/1) 33 31.7 

Bachelor (0/1) 59 56.7 

Masters/DNP (0/1) 11 11.5 

Work experience as a nurse (n = 104)   

Less than 1 year 1 1.0 

1-3 years 16 15.4 

4-5 years 25 24.0 

More than 5 years 62 59.6 

Current position in ED (n = 101)   

Staff nurse 84 80.8 

Charge nurse 12 11.5 

Manager 5 4.8 
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Hypothesis 1: Emergency nurses characteristics (education, contact, and work 

experience) will be positively correlated with nurses’ attitudes, subjective norms, 

perceived behavioral control, and intentions to care for PWMHC.  

Hypothesis 1 was analyzed using the four dependent variables. To determine the 

correlation between continuous variables and a categorical variable (type of degree), the 

categories in type of degree were dummy coded. In this case, nursing diploma and 

associate degree were collapsed. Those nurses with either of these degrees were 

designated as 1 on a variable named degree1. Nurses who did not have a nursing diploma 

or an associate degree were designated as 0 on degree1. Nurses with a bachelor’s degree 

were designated as 1 on a variable named degree2. Nurses who did not have a bachelor’s 

degree were designated as 0 on degree2. Nurses with a masters or DNP degree were 

designated as 1 on a variable named degree3. Nurses who did not have a masters or DNP 

degree were designated as 0 on degree3. These three variables and the dichotomous 

variable contact (0/1) were used in a point-biserial correlation procedure to test the first 

hypothesis. 

 Work experience as a nurse was treated as a continuous variable, indicating that 

experience increased from 1 (less than 1 year) to 4 (more than 5 years) and was used in a 

Pearson product moment correlation procedure to test the first hypothesis. The current 

position in the ED was a categorical variable and used in a one-way analysis of variance. 

Educator was selected as position by only one respondent. Therefore, this category was 

not used in the analysis of Hypothesis 1. 

Hypothesis 2: Emergency nurses’ attitudes, subjective norms, and perceived 

behavioral control will be positively correlated with nurses’ intentions to care for 

PWMHC.  



38 

 
 

Question 1. Will the attitudes, subjective norms, perceived behavioral 

competency, and intentions to care for people with mental health conditions differ from 

staff nurses to charge nurses, managers, and educators? 

Results of the Analyses 

 After the data were cleaned and assessed for normality and homogeneity of 

variances, the 104 cases were used to answer the following hypotheses and question. The 

results of the analyses are described in this section. 

Hypothesis 1 

Emergency nurses characteristics (education, contact, and work experience) will 

be positively correlated with nurses’ attitudes, subjective norms, perceived behavioral 

control, and intentions to care for PWMHC.  

Table 5 contains the measures of association between nurses’ attitudes, subjective 

norms, perceived behavioral control, and intentions to care for PWMHC and the 

emergency nurses’ background factors. Four correlation values were found to be 

statistically significant using a one-tailed test at the .05 significance level. A one-tailed 

test tests for the possibility of the relationship in one direction and completely disregards 

the possibility of a relationship in the other direction. In the case of this analysis, the 

hypothesis was that the nurses’ background factors would be positively correlated with 

the four dependent variables. 

There was a statistically significant positive correlation (r = .19, p = .03) between 

attitudes and nurses with a diploma degree or an associate degree. A higher attitudes 

score indicates a more negative attitude of health care providers of PWMHC. Therefore, 

nurses with these degrees expressed more negative attitudes than nurses who did not have 

a diploma or associate degree. In contrast, a statistically significant negative correlation (r  
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Table 5 

Correlation of Nurses’ Attitudes, Subjective Norms, Perceived Behavioral Control, and 

Intentions to Care for PWMHC With Level of Nursing Education, Work Experience, and 

Personal Contact  

 

Variable  

Diploma/ 

associate 

degree        

(n = 104) 

Bachelor’s 

degree        

(n = 104) 

Master/DNP 

degree        

(n = 104) 

Work 

experience 

(n = 104) 

Personal 

Contact      

(n = 103) 

Attitudes (OMS-HC) .19* -.17* -.01 -.09 -.24* 

Subjective norms -.07 .10 -.07 -.22* -.12 

Perceived Behavioral Control 

(BHCC) .03 .05 -.12 .09 .12 

Intentions to care for 

PWMHC (MER) -.13 .09 .04 .28* .14 

p < .05 (1-tailed) 

= -.17, p = .04) was found between attitudes and nurses with a bachelor’s degree. Nurses 

with a bachelor’s degree were more likely to express more a positive attitude of 

PWMHC. 

A statistically significant negative correlation (r = -.24, p < .01) was found 

between attitudes and nurses who had contact with anyone who has some kind of mental 

health condition. Nurses who had contact were more likely to express a more positive 

attitude of PWMHC. A statistically significant negative correlation (r = -.22, p = .01) was 

found between attitudes and work experience. Nurses with more work experience were 

more likely to express more positive attitude of PWMHC. Finally, a statistically 

significant positive correlation (r = .28, p < .01) was found between intentions to care for 

PWMHC and work experience. Nurses with more experience were more likely to report 

more positive intentions to care for PWMHC. Although four of the five measures of 

association were positive, the fourth was a negative correlation. Therefore, Hypothesis 1 

could not be accepted. 
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Hypothesis 2 

Emergency nurses’ attitudes, subjective norms, and perceived behavioral control 

will be positively correlated with nurses’ intentions to care for PWMHC.  

Table 6 contains the measures of association between nurses’ attitudes, subjective 

norms, and care competency (perceived behavioral control) with intentions to care for 

PWMHC. Each of the variables was significantly correlated with intentions to care for 

PWMHC using a one-tailed test at the .05 significance level. A one-tailed test tests for 

the possibility of the relationship in one direction and completely disregards the 

possibility of a relationship in the other direction. In the case of this analysis, the 

hypothesis was that the nurses’ positive attitudes, favorable subjective norms, and care 

competencies (perceived behavioral control) would be positively correlated with their 

intentions to care for PWMHC. 

Table 6 

Correlation of Nurses’ Attitudes, Subjective Norms, and Perceived Behavioral Control 

With Intentions to Care for PWMHC  

 

Variable  

Intentions to care for PWMHC 

(MER) 

Attitudes (OMS-HC) -.50* 

Subjective norms -.36* 

Perceived behavioral control (BHCC) .55* 

 

There was a statistically significant negative correlation (r = -.50, p < .01) 

between attitudes and intentions to care for PWMHC. A higher attitudes score indicates a 

more negative attitude of health care providers of PWMHC. Therefore, nurses with 

higher positive attitudes expressed more positive intentions to care for PWMHC. There 

was also a statistically significant negative correlation (r = -.36, p < .01) between 
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subjective norms and intentions to care for PWMHC. A higher score denotes 

negative/less-favorable belief and identification with the PWMHC. In this case, nurses 

with higher subjective norm scores had more negative intentions to care for PWMHC. 

 Finally, there was a statistically significant positive correlation (r = .55, p < .01) 

between care competencies (perceived behavioral control) and intentions to care for 

PWMHC. Perceived behavior control measures nurses’ perceived skill and knowledge 

caring for PWMHC. A higher score indicates nurses’ perceptions of their increased 

confidence to care for PWMHC. In this analysis, nurses with more confidence to care for 

PWMHC were more likely (intentions) to care for PWMHC. The three measures of 

association between nurses’ positive attitudes, favorable subjective norms, and perceived 

behavioral control with their intentions to care for PWMHC were positive. Therefore, 

Hypothesis 2 was accepted. 

Question 1 

Will the attitudes, subjective norms, perceived behavioral control, and intentions 

to care for PWMHC of staff nurses differ from those of emergency charge nurses, 

educators, and managers? 

Only one respondent indicated position as educator and two others did not select 

an appropriate response. Therefore, only 101 cases were used in this analysis. A 

multivariate analysis of variance was used to determine if the attitudes, subjective norms, 

perceived behavioral control, and intentions of emergency staff nurses differed from 

charge nurses and managers. Table 7 contains the means and standard deviations of the 

dependent variables by position. 

A multivariate analysis of variance was used to answer the question. The cell 

sizes were unequal. However, Box’s test of equality of covariance matrices was not  
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Table 7 

Means and Standard Deviations Used to Analyze Question 1 (n = 101) 

Dependent 

variable/position n M SD 

Attitude (OMS-HC)    

Staff nurse 84 51.35 9.39 

Charge nurse 12 53.58 12.34 

Manager 5 43.40 8.17 

Behavioral control 

(BHCC) 

   

Staff nurse 84 85.74 11.08 

Charge nurse 12 85.42 12.31 

Manager 5 96.40 11.33 

Subjective norms    

Staff nurse 84 27.71 5.53 

Charge nurse 12 25.67 6.80 

Manager 5 21.60 2.30 

Intentions (MER)    

Staff nurse 84 60.24 7.03 

Charge nurse 12 63.75 8.94 

Manager 5 65.60 7.16 

 

significant (Box’s M = 14.21, p = .96). Therefore, the unequal cell sizes were not 

considered a problem (Tabachnick & Fidell, 1996). A significant multivariate difference 

was found using Wilks’ lambda (F = 2.03, p = .045). One dependent variable was found 

to be significant. Differences were found among the means of nurses’ subjective norms 

(F = 3.31, p = .041). A post hoc examination, using least significant differences, found 

that managers (M = 21.60) had significantly lower subjective norms than did staff nurses 

(M = 27.71). The question, were the attitudes, subjective norms, perceived behavioral 

control, and intentions of emergency staff nurses different from charge nurses and 

managers, could be answered in the affirmative in only one instance—subjective norms. 

Qualitative Responses 

Participants were asked what makes it easier for them to care for patients with 

psychiatric conditions in the emergency room. Participants discussed the importance of 
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team support, time to assess patients, adequate staffing, and designated rooms. Some 

respondents listed examples of staff that make it easier to care for PWMHC. These 

included (a) security officers, (b) dedicated psych nurses, (c) mobile or in-house psych 

assessors, and (d) designated sitters. A few respondents referenced feeling safer knowing 

these staff were available. Factors nurses believed would make it easier to care for 

PWMHC included (a) continuing patient’s home medications, (b) shorter holding time in 

the ED, (c) additional training in emergency psych situations, (d) a controlled 

environment, (e) noticing early warning signs and acting quickly, and (f) quiet areas with 

dimmed lighting. 

The participants were asked what made it more difficult for them to care for 

patients with psychiatric conditions in the emergency room. Many of the responses were 

the opposite of the responses to the previous question. These responses included (a) lack 

of support, (b) lack of resources, (c) not enough time to assess patients, (d) 

inconsistencies among staff, and (e) holding patients for extended time. In the current 

study, one respondent reported “negative attitudes of coworker and doctors.” Other 

responses reported “not treating the problem,” “just monitor them,” “doctors do not order 

meds and spend very little time with them” make caring for PWMHC more difficult. 

Participants were asked to share how they learned to care for patients with 

psychiatric conditions. Responses included (a) experience, (b) on-the-job training, and (c) 

from experienced staff. In addition, several respondents reported feeling their training 

was not sufficient and felt they need more training to care for patients experiencing 

psychiatric crisis. In the current study, a repeated finding was nurses reporting that 

having mentors who were passionate and expressed positive attitudes toward people with 

mental health conditions promoted learning. 
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Summary 

A dataset of 104 nurses was used to analyze two hypotheses and one question that 

explored ED nurses’ attitudes, subjective norms, perceived behavioral control, and 

intentions to care for PWMHC. In the analysis of Hypothesis 1, nurses with a diploma or 

associate degree expressed more negative attitudes than nurses who did not have a 

diploma or associate degree. In contrast, nurses with a bachelor’s degree were more 

likely to express more a positive attitude of PWMHC. Nurses who had contact with 

PWMHC were more likely to express a more positive attitude of PWMHC. Nurses with 

more work experience were more likely to express a more positive attitude of PWMHC. 

Finally, a statistically significant positive correlation was found between intentions to 

care for PWMHC and work experience. Nurses with more experience were more likely to 

report more positive intentions to care for PWMHC. 

In the analysis of Hypothesis 2, nurses with higher positive attitudes expressed 

more positive intentions to care for PWMHC. Nurses with higher subjective norm scores 

had more negative intentions to care for PWMHC. Nurses with higher behavioral health 

care competency were more likely (intent) to care for PWMHC. The analysis of the 

question found that managers had significantly lower subjective norms than did staff 

nurses. 
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CHAPTER V 

DISCUSSION AND CONCLUSIONS 

Due to the increased numbers of people with mental health conditions (PWMHC) 

who present to EDs across the United States, more research is warranted to explore ED 

nurses’ attitudes, subjective norms, perceived behavioral control, and intentions to care 

for PWMHC. Therefore, the purpose of this descriptive correlational design was to 

examine the relationship between (a) background factors and personal characteristics 

(education level, nursing experience, and personal contact with anyone with a mental 

health condition); (b) attitudes toward PWMHC; (c) perceptions of important others 

toward PWMHC; (d) perceived behavioral health care competency; and (e) intentions to 

care for PWMHC. This chapter contains a discussion of the study findings, limitations of 

the study, implications for nursing, and recommendations for future research. 

Discussion of the Findings 

Evidence from the study indicated, generally, that nurses with higher levels of 

education, more work experience, and personal contact with someone with a mental 

health condition were more likely to express more positive attitudes toward PWMHC. In 

addition, respondents with more work experience were more likely to report more 

positive intentions to care for PWMHC. Also, nurses with perceived higher levels of 

skills and knowledge, measured by behavioral health care competency, expressed higher 

levels of intent to care for PWMHC, measured by manifestations of early recognition.  
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Research Hypotheses and Question 

There have been few studies conducted regarding nurses’ care of people with 

mental health conditions. Several studies, mostly international, have focused on attitudes 

and knowledge and skill of hospital staff toward patients with mental health conditions 

(Aydin et al., 2003; Brinn, 2000; Broadbent et al., 2004; Lethoba et al., 2006; Mavundla, 

2000; Reed & Fitzgerald, 2005; Thornicroft, 2007; Wynaden et al., 2003). This study 

adds to the body of literature regarding emergency nurses’ attitudes toward PWMHC, 

subjective norms related to PWMHC, behavioral health care competency, and nurses’ 

intentions to identify problems early and intervene with PWMHC.  

In Hypothesis 1, the researcher hypothesized that background factors (level of 

education, work experience, and contact with people with mental health conditions) 

would be positively correlated with nurses’ attitudes, subjective norms, perceived 

behavioral health care competency, and intentions to care for people with mental health 

conditions. Overall, Hypothesis 1 was supported in this study. 

It was hypothesized in Hypothesis 2 that positive attitudes, positive/more 

favorable subjective norms, and care competence would be positively correlated with 

nurses’ intentions to care for people with mental health conditions. Findings from 

previous studies found that lack of knowledge, skill, and experience affected their care of 

PWMHC (Lethoba et al., 2006). In the current study, nurses’ attitudes were found to 

correlate with their intentions to care for PWMHC. In addition, nurses who reported more 

positive attitudes were associated with nurses’ intent to care for PWMHC. Higher 

subjective norms scores indicate a more negative reflection of nurses’ perceptions of 

significant others’ thoughts regarding people with mental health conditions. Therefore, 

nurses who perceive family, friends, and coworkers as holding positive/more favorable 
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regard toward people with mental health conditions were more likely to express greater 

intent to care for these individuals. Results from this study showed that greater perceived 

behavioral health care competency was associated with nurses’ intent to care for 

PWMHC.  

The researcher sought, in the research question, to determine if attitudes, 

subjective norms, perceived behavioral control, and intentions to care for people with 

mental health conditions would differ among staff nurses, charge nurses, managers, and 

educators. Several researchers have identified negative attitudes among nurses toward 

PWMHC (Aydin et al., 2003; Lethoba et al., 2006; Mavundla, 2000; Reed & Fitzgerald, 

2005). In the current study, the majority of respondents were staff nurses (81%). The only 

finding was that nurse managers had significantly lower subjective norms (more 

positive/favorable) than did staff nurses. No other studies could be found to compare 

findings related to nurses’ subjective norms regarding PWMHC.  

Qualitative Responses 

Participant responses to what made it more difficult to care for PWMHC included 

(a) lack of support, (b) lack of resources, (c) not enough time to assess patients, (d) 

inconsistencies among staff, and (e) holding patients for extended time. Similarly, 

Poggenpoel et al. (2011) reported that lack of resources contributed to unhappiness caring 

for PWMHC by an international sample. Several respondents in the current study 

reported uncooperative and violent behaviors, and having to balance medical patients and 

mental health patients make it more difficult. This was similar to findings reported by 

Zolnierek and Clinerman (2012), who reported that nurses found it challenging and 

stressful to differentiate psychiatric symptoms from medical conditions. Kerrison and 

Chapman (2007) also reported that violence was a major concern among participants in 
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their study in Western Australia. Further, several participants reported that stimulation in 

the ED made it more difficult to care for patients, similar to findings by Bernstein and 

Saladino (2007). 

Repeated comments from participants about “needing more training” are similar 

to findings in the reviewed literature. Henrik and Kerstin (2009) reported that basic 

nursing education was not sufficient for ED competence. Previous research reported that 

nurses do not feel competent caring for PWMHC (Broadbent et al., 2004; Henrik & 

Kerstin, 2009; Kerrison & Chapman, 2007; Plant & White, 2013). Respondents in the 

current study reported they learned to interact with patients with mental health conditions 

from experienced staff. Similarly, previous researchers (Plant & White, 2013; Wynaden 

et al., 2003) reported that nurses learned by observing coworkers.  

In the current study, common responses to how respondents reported they learned 

to care for PWMHC included experience, on-the-job training, and from experienced staff. 

Several respondents reported that the training they had was not enough and they needed 

more training, consistent with findings reported in previous studies (Brinn, 2000; Henrik 

& Kerstin, 2009; Kerison et al., 2007; Lethoba et al., 2006). In this study, nurse 

participants reported they felt that having dedicated psych nurses facilitated caring for 

PWMHC. In another study, a participant reported a similar response by stating that 

he/she relied on behavioral health consultants (Plant & White, 2013).    

Relationship of Findings to the Theory of Planned Behavior 

The theory of planned behavior was selected as the theoretical framework guiding 

this study because it suggests a link between beliefs and behavior. Three major 

psychosocial constructs (attitudes, subjective norms, and perceived behavioral control) 

predict someone’s intention (Ajzen, 1991). The theory proposes that any number of 
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background factors can potentially influence those predicting variables. The aim of this 

descriptive correlational study was to examine the relationship of emergency nurses’ 

background factors identified in previous literature (education level, work experience, 

current position, and contact) to the behavioral attributes (attitude, subjective norms, and 

perceived behavioral control) identified in the theory of planned behavior. The results of 

the study support a positive link between emergency nurses’ background factors and their 

psychosocial behavioral attributes. An additional aim of the study was to examine the 

relationship between emergency nurses’ intention to care for PWMHC and their attitudes, 

subjective norms, and perceived behavioral controls. Findings from the study support a 

positive link between intentions to care for PWMHC and (a) attitudes, (b) subjective 

norms, and (c) perceived behavioral control. Thus, knowledge about the factors that 

influence nurses’ intent to care for people with mental health conditions was attained.  

Limitations of the Study 

The study had several limitations. The researcher used self-report surveys as the 

method of collecting data. Limitations of self-report surveys include that the data cannot 

be verified and there is risk of response bias (Polite & Beck, 2012). Face-to-face 

meetings for data collection only occurred at one hospital in a large health system. The 

researcher developed a questionnaire to measure nurses’ subjective norms, but the 

questionnaire did not specifically ask nurses about perceived expectations of important 

others (e.g., Generally speaking, I do what most people who are important to me think I 

should caring for people with mental health conditions). Although the sample size was 

adequate for the number of predictors, the sample lacked diversity. Lastly, the number of 

respondents with higher positions (charge nurses, managers, and educator) was low; 

therefore, a true reflection of the research question may not have been attained.   
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Strengths of the Study 

The study had several strengths. First, the researcher used an online survey 

through the ENA website, thus providing a national sample. Second, the research 

addressed gaps in the literature. Lastly, adequate Cronbach’s alpha coefficients indicated 

support for the reliability of the instruments used. 

Implications for Nursing  

The findings have several implications for improving care and outcomes for 

PWMHC in the ED. Nurses working in the ED do not feel adequately prepared to care 

for patients experiencing psychiatric emergencies. This suggests the need for more 

education and training to strengthening emergency nurses’ skills and knowledge of 

mental health topics to include managing psychiatric emergencies. Nurses reported they 

learned what they know about taking care of PWMHC in nursing school, by watching 

other nurses, job experience, trial and error, and caring for them over time. This indicates 

the importance of regular education and training for ED staff regarding mental health 

topics. Education and training for ED staff should include mental health topics such as (a) 

diagnoses; (b) treatment and medications; (c) standards of care; and (d) interventions to 

include communication, interactions, and managing psychiatric emergencies.  

The findings from this study indicated that nurses do not feel the environment in 

the ED is conducive to the needs of PWMHC. People with mental health conditions are 

affected by the environment around them and may experience increase in symptoms with 

increased stimulation in the ED. PWMHC may experience fewer symptoms in a calmer 

environment in the ED. Having dedicated staff trained to care for this patient population 

was another factor nurses felt would benefit PWMHC. The study’s findings indicated that 

caring for this patient population on a regular basis enhances nurses’ experience and 
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thereby feeling better able to care effectively for PWMHC. Furthermore, strategies need 

to be implemented for nurses to examine and reflect on their attitudes toward people with 

mental health conditions.  

Recommendations for Future Research  

To date, little research has focused specifically on care of PWMHC. This study 

was conducted to increase knowledge about variables associated with emergency nurses’ 

intentions to care for PWMHC. Suggestions for future research include the following:  

 Carrying out the same study using a different setting. 

 Future research is needed to establish if there are any differences in 

emergency department nurses’ attitudes and the care that patients actually 

receive. 

 In the current study, few respondents identified as charge nurses, managers, 

educators, and higher-level nursing positions. Results indicated these 

respondents had more positive attitudes, higher perceived behavioral health 

care competence, and greater intentions to care for patients with mental health 

conditions compared to staff nurses. Future research with a larger sample size 

of higher-level nurses to needed to determine if there are differences among 

nurses according to their position.    

 Future research can focus on how higher-level nurses (i.e., charge nurses, 

managers, providers, and educators) influence staff nurses’ care of PWMHC.  

 There are currently no reliable questionnaires to measure subjective norms 

related to caring for patients with mental health conditions. In the current 

study, hypotheses regarding subjective norms should be revisited by 

specifically addressing how nurses perceive expectations of important others 
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(e.g., Generally speaking, I do what most people who are important to me 

think I should caring for people with mental health conditions).  

 Respondents indicated they generally did not feel prepared to care for patients 

with mental health conditions. This warrants an intervention study focused on 

methods to enhance skills and knowledge of mental health conditions.  

Study Summary 

This study adds to the knowledge base regarding factors associated with nurses’ 

care intentions of PWMHC. Emergency department nurses were selected as the target 

population because there has been an influx of PWMHC presenting to EDs across the 

country and these patients are reported to experience extended lengths of stay and poorer 

outcomes compared to patients with medical conditions. The present study examined 

emergency nurses’ highest degree, years of nursing experience, current position, and 

personal contact with anyone with mental health conditions, attitudes, perceptions, 

competence, and intentions caring for people with mental health conditions.  

Emergency nurses’ with more advanced degrees, more experience, and reported 

contact with someone with mental health conditions experienced more positive attitudes, 

higher levels of behavioral health care competency, and higher intent to care for patients 

with mental health conditions. Respondents with more positive/more favorable subjective 

norms reported higher levels of intent to care for patients with mental health conditions. 

Nurses reported that having team support, adequate staffing, time to assess 

patients, designated rooms, shorter holding time in the ED, continuing patient’s home 

medications, and a controlled, low stimulating environment were important factors that 

they feel facilitate caring for PWMHC. Participants reported learning to care for 

PWMHC came from work experience or on-the-job training and from experienced staff. 
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Participants reported that having mentors who were passionate and expressed positive 

attitudes toward people with mental health conditions promoted learning. Nurses noted a 

lack of training in emergency psychiatric situations. A common finding was that on job 

training was not enough to be able to notice early warning signs need to act quickly and 

effectively care for PWMHC.  

The results of this research offer a better understanding of factors to improve the 

quality of care provided to patients with mental health conditions. The theory of planned 

behavior suggests a direct link between perceive behavioral control and behavioral 

intention and the behavior. Perceived behavioral control was measured using the 

behavioral health care competency scale. Therefore, improving nurses’ behavioral health 

care competency should improve nurses’ care intentions and actual care of PWMHC. The 

findings suggest future research is needed to assess education and training interventions 

designed to strengthen nurses’ competence in caring for PWMHC.  
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Appendix A. Recruitment Materials 

 

Attention Emergency Nurses 

We Need Your Help 

Please help us document your experiences caring 

for 

people with mental health conditions 

Who can Participate? 

All Licensed Emergency Nurses 

Must Have Completed Orientation 

This Research Study Will... 

Only take about 20 minutes of your time to complete 

Help us to identify your needs 

Food Will Be Provided! 

 

Study Conducted by 

Ginger Truitt, RN, MSN, PhD in Nursing Student 

Under the direction of Joan Cranford, EdD, RN 

Byrdine F. Lewis College of Nursing and Health Professions 

School of Nursing 

Georgia State University 
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Appendix B. Letter of Solicitation to Participate 

Dear Emergency Nurse: 

My name is Ginger Truitt, and I am a Ph.D. in Nursing student at the Byrdine F. Lewis 

College of Nursing and Health Professions at Georgia State University. I am the nurse 

researcher who has designed the study, “Emergency Department Nurses’ Attitudes, 

Perceptions, and Competence in Caring for People with Mental Health Conditions,” 

under the guidance of my dissertation committee, Dr. Joan Cranford, Dr. Ptlene Pender, 

and Dr. Meredith Greif.  

You are being asked to participate in this study because you are a licensed nurse currently 

working in the Emergency Department, have completed orientation, and have firsthand 

experience caring for people with mental health conditions. It is up to you to decide if 

you would like to take part in the study.  

The purpose of this survey is to learn more about emergency department nurses’ 

experiences caring for people with mental health conditions. This information will raise 

awareness of factors that might promote care for people with mental health conditions. 

Results from this study may serve to help develop education and training interventions to 

support nurses in efforts to improve the quality of care provided to people with mental 

health conditions. 

Please review the informed consent form prior to proceeding to the survey. 

Thank you for participating in my research study, 

Ginger Truitt, MSN, RN 

PhD Student 

Byrdine F. Lewis College of Nursing and Health Professions 

School of Nursing 

Georgia State University 

gtruitt1@student.gsu.edu 

Phone: 706-333-8287 
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Appendix C. Informed Consent 

Georgia State University 

School of Nursing 

Byrdine F. Lewis College of Nursing and Health Professions 

Hard Copy Informed Consent 

Title: Emergency Nurses’ Attitudes, Perceptions, and Competence in Caring for People with Mental Health 

Conditions 

Principal Investigator: Joan Cranford, EdD, RN 

Student Principal Investigator: Ginger Dione Taylor Truitt, MSN, RN 

Co-Investigators: M. Ptlene Pender, PhD, RN and Meredith Greif, PhD 

Purpose 

The purpose of this study is to learn more about your experiences caring for people with mental health 

conditions in the Emergency Department (ED) environment. You are invited to take part in this research 

study because you are a licensed nurse; you currently work in the ED; you have completed orientation; and 

you have firsthand experience caring for people with mental health conditions. A total of 150 emergency 

nurses from across the United States will be invited to take part in this study. 

Procedures 

The student PI will meet with all emergency nurses in your department. At the meeting, the student 

researcher will review the study and answer all questions you may have. If you decide to take part, you will 

be asked to complete a one-time survey. The survey is anonymous. This survey should take about 20 

minutes to complete. You will return completed surveys to a locked box. The locked box will be located in 

a convenient location in your department. Returning the completed survey will serve as your consent to 

participate in the study. 

Future Research 

Researchers will not use or distribute your data for future research studies. 

Risks 

In this study, you will not have any more risks than you would in a normal day of life. No injury is 

expected from this study, but if you believe you have been harmed, contact the research team as soon as 

possible. Georgia State University and the research team have not set aside funds to compensate for any 

injury. 

Benefits 

This study is not designed to benefit you personally. Overall, we hope to gain information that can be used 

to improve the quality of care provided to people with mental health conditions. 

Alternatives 

The alternative to taking part in this study is to not take part in the study. 

Voluntary Participation and Withdrawal 

You do not have to be in this study. If you decide to be in the study and change your mind, you have the 

right to drop out at any time. You may skip questions or stop participating at any time. You do not have to 

give a reason for choosing to end the survey.  

Confidentiality 

We will keep your records private to the extent allowed by law. Identifying information will not be 

collected. Please do not enter your name or any personal identifiers on any part of the survey. Your identity 

will not be known to the researchers. Any names of persons or facilities used in the survey will be blacked 

out with a marker by the researcher. We will remove all information that can identify you. In addition, 
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because you are not being asked to sign a consent form, your anonymity is further assured. The following 

people and entities will have access to the information you provide: 

 The research team, Dr. Joan Cranford and Ginger Truitt 

 GSU Institutional Review Board 

 Office for Human Research Protection (OHRP) 

The information you provide will be stored in a locked file in the student PI’s locked office. The student PI 

will enter your information into an electronic data file on a password- and firewall-protected computer. The 

computer will be stored in a separate locked file in the student PI’s locked office. When we present or 

publish the results of this study, we will not use your name or other information that may identify you. 

Contact Information 

Contact Dr. Joan Cranford at jcranford2@gsu.edu or 404-413-1195 or Ginger Truitt at 

gtruitt1@student.gsu.edu or (706) 333-8287 

 if you have questions about the study or your part in it 

 if you have questions, concerns, or complaints about the study 

The IRB at Georgia State University reviews all research that involves human participants. You can contact 

the IRB if you would lie to speak to someone who is not involved directly with the study. You can contact 

the IRB for questions, concerns, problems, information, input, or questions about your rights as a research 

participant. Contact the IRB at 404-413-3500 or irb@gsu.edu. 

Consent 

You may keep this consent form for your records. If you are willing to volunteer for this research, please 

proceed to the first question on the next page.  

 

Thank you for your time, 

Ginger Truitt, MSN, RN 
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Georgia State University 

Byrdine F. Lewis College of Nursing and Health Professions 

School of Nursing 

Qualtrics Online Survey Informed Consent 

Title: Emergency Nurses’ Attitudes, Perceptions, and Competence in Caring for People with Mental Health 

Conditions 

Principal Investigator: Joan Cranford, EdD, RN  

Co-Investigators: M. Ptlene Pender, PhD, RN and Meredith Greif, PhD 

Student Principal Investigator: Ginger Dione Taylor Truitt, MSN, RN 

Purpose of the study 

You are invited to participate in a research study. The purpose of this survey is to learn more about your 

experiences caring for people with mental health conditions in the Emergency Department (ED) 

environment. This information will raise awareness of factors that might promote care for people with 

mental health conditions. Results from this study may serve to help develop education and training 

interventions to support nurses in efforts to improve the quality of care provided to people with mental 

health conditions.  

Participation 

A total of 150 emergency nurses from across the United States will be recruited for this study. You are 

invited to participate in this study because you are a license nurse; you currently work in the ED; and you 

have firsthand experience caring for people with mental health conditions. This online survey should take 

about 20 minutes to complete. 

Study Procedure 

If you decide to take part in this study, you will be asked to complete a one-time survey. After clicking the 

link that brings you to the survey, you will be asked first if you are currently working in the ED. You will 

then be asked if you have completed orientation. If you are not currently working in the ED or if you have 

not completed orientation, the survey will not continue. Please do not include any identifying names or 

places. When you have finished completing the survey, you may choose to submit the survey. Submitting 

the survey will serve as consent. You should only complete this survey one time. 

Risks 

There are no known or anticipated risks for participating in this study. You will not have any more risks 

than you would in a normal day of life. 

Benefits 

This study is not designed to benefit you personally. Overall, we hope to gain information that can be used 

to improve the quality of care provided to people with mental health conditions.  

Alternatives 

You may choose not to participate in this study. 

Compensation 

There is no compensation for completing this study. 

Voluntary Participation and Withdrawal 

You do not have to participate in this study. If you decide to be in the study and change your mind, you 

have the right to drop out at any time. You may skip questions or stop participating at any time. You do not 

have to give a reason for choosing to end the survey.  
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Anonymity 

Your participation in this survey will be anonymous. Please do not enter your name or any personal 

identifiers on any part of the survey. The identity of the participant will not be known to the researchers. 

Any names of persons or facilities used in the survey will be deleted by the researcher. In addition, because 

you are not being asked to sign a consent form, your anonymity is further assured. Results from this survey 

will be downloaded and kept on a password- and firewall-protected computer that will be stored in a locked 

file in the researcher’s locked office.   

Confidentiality 

We will keep your records private to the extent allowed by law. The following people and entities will have 

access to the information you provide: 

 The research team, Dr. Joan Cranford and Student Investigator, Ginger Truitt  

 GSU Institutional Review Board 

 Office for Human Research Protection (OHRP) 

Identifying information will not be collected. All surveys will be downloaded from the secured, password 

protected web-site to a password- and firewall-protected computer. The information you provide will be 

stored in a locked file in the researcher’s locked office. When we present or publish the results of this 

study, we will not use your name or other information that may identify you.  

Contact Information 

Contact Dr. Joan Cranford at jcranford2@gsu.edu or 404-413-1195 or Ginger Truitt at 

gtruitt1@student.gsu.edu or 706-333-8287  

 if you have questions about the study or your part in it  

 if you have questions concerns, or complaints about this study.  

Contact the GSU Office of Human Research protections at 404-413-3500 or irb@gsu.edu 

 if you have questions about your rights as a research participant 

 if you have questions, concerns, or complaints about the research 

 

Consent 

Submitting the survey will serve as your consent to participate in this study. You may print a copy of this 

consent form for your records. If you are willing to volunteer for this research, please click “Next” to 

proceed to the first question.  

 

Thank you for your time, 

Ginger Truitt, MSN, RN 
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Appendix D. Instrument Table 

Instrument 

# of 

items Response 

Min 

score 

Max 

score Recode Comments 

Steps needed to obtain the 

score 

Demographics 

and Personal 

Characteristics 

Questionnaire 

Background 

factors 

15 Nominal level of measurement    Background factors are operationally defined 

by category and dichotomous (yes/no) items 

1.5, 1.14, and 1.15 on the Demographics and 

Personal Characteristics Questionnaire. 

1.5 Highest degree earned in Nursing 

(Nursing Diploma, Associate, Bachelor; 

Other, asked to specify); 1.14 Have you ever 

worked in mental health (yes/no); 1.15 Do 

you have contact with anyone who has some 

kind of psychiatric condition? (yes/no) 

 

Attitude 

Opening Minds 

Scale for Health 

Care Providers 

(OMS-HC) 

20 Likert Scale 1‒5 

Strongly Disagree = 1 

Disagree = 2 

Neither Agree or  

Disagree = 3 

Agree = 4 

Strongly Agree =5 

20 

 

 

 

 

100  

 

3, 8, 9, 

10, 11, 

15, 19 

Higher score denotes more negative attitudes 

 

 

 

Responses summed to 

yield a total score  

20 = most positive attitude 

100 = most negative 

attitude 

Subjective 

Norms 

Researcher 

developed 

questions 

8 Likert Scale 1‒5 

Strongly Disagree = 1 

Disagree = 2 

Neither Agree or  

Disagree = 3 

Agree = 4 

Strongly Agree =5 

8 40 2, 4, 5, 

7, 8 

Subjective norms operationally defined by 

items on an ordinal measurement scale with 

scores ranging from 8 to 40  

Responses summed to 

yield a total score. 

Higher score (40) denotes 

more negative influence 

from family and peers 
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Instrument 

# of 

items Response 

Min 

score 

Max 

score Recode Comments 

Steps needed to obtain the 

score 

Perceived 

Behavioral 

Control 

Behavioral 

Health Care 

Competency 

(BHCC) 

23 Likert Scale 1‒5 

Strongly Disagree = 1 

Somewhat Disagree = 2 

Somewhat Agree = 3 

Agree = 4 

Strongly Agree =5 

 

4 Subscales 

Assessment: 9 items, α = .91 (Items 1‒9) 

Practice/intervention: 8 items, α = .90 

(Items 10‒17) 

Recommendation of psychotropics: 2 

items, α = .78 (Items 18, 19) 

Resource adequacy: 4 items, α = .78 

(Items 20‒23) 

The total BHCC internal consistency 

coefficient = .92 

23 115  None Perceived behavioral control operationally 

defined by items on the ordinal BHCC 

measurement scale with scores ranging 23 to 

115 

 

Responses summed to 

yield a total score 

The higher the BHCC 

score, the higher the 

participant’s perceived 

behavioral health care 

competency 

(115 = more strongly that 

they are able to deliver 

care competently and 

recommend psychotropic 

medications) 

Intentions to care 

Manifestations 

of Early 

Recognition 

(MER) 

16 Likert Scale 1‒5 

All items positively worded 

Strongly Disagree = 1 

Somewhat Disagree = 2 

Somewhat Agree = 3 

Agree = 4 

Strongly Agree = 5 

 

Knowing the patient/family: 8 items  

 

Knowing the system/institution, pushing 

boundaries of practice for patient needs: 

4 items 

 

Knowing the skills of self/colleagues: 4 

items 

 

16 80 None Intentions to care for PWMHC operationally 

defined by items on the ordinal MER 

measurement scale with scores ranging from 

16 to 80 

 

Responses summed to 

yield a total score 

The higher the score the 

higher degree of MER 
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Appendix E. Demographics and Personal Characteristics Questionnaire 

Instructions: Please circle the response that most closely describes you. Please be sure to answer all statements 

1.1 
What is your 

current age? 
19-29 years 30-39 years 40-49 years 50-59 years 

Over 60 years  

[Please Specify]: _____ 

1.2 Gender Male Female 

1.3 Race 
American Indian 

or Alaska Native 
Asian 

Black or  

African 

American 

Native 

Hawaiian or 

Other Pacific 

Islander 

White 

Other  

[Please Specify]: 

____________ 

1.4 
Geographic 

Location 
Urban Suburban Rural 

1.5 
Highest degree 

earned in Nursing 
Nursing Diploma Associate Bachelor 

Other [Please specify]: 

________________ 

1.6 
How long have you 

worked as a nurse? 

Less than a year 

[Please specify]: 

______ 
1-3 years 3-5 years 

More than 5 years [Please Specify]: 

_______ 

1.7 

How long have 

you worked in the 

ED? 

Less than a year 

[Please specify]: 

______ 
1-3 years 3-5 years 

More than 5 years [Please specify]: 

______ 

1.8 
Are you a member 

of ENA? 
No Yes 

1.9 

What is your 

current position in 

the ED? 

Staff nurse 
Charge 

nurse 
Manager Director 

Other [Please specify]:  

____________________ 

1.10 

How many hours 

do you typically 

work in the ED? 

Full-time Part-time 
PRN [Please specify]: 

______________________________ 

1.11 
What shift do you 

typically work? 
7a-7p 7p-7a 

Other [Please specify]: 

____________________________ 

The following questions ask about your mental health experience.  

For purposes of this study, mental health is inclusive of psychiatric, behavioral health, emotional, and chemical 

dependency.  

Please answer the questions to the best of your ability and remember all responses are confidential and 

anonymous. 

1.12 
Does your ED have a dedicated area to care for patients with 

mental health conditions? 
No Yes 

1.13 
Does your ED have a dedicated staff to care for patients with 

mental health conditions? 
No Yes 

1.14 Have you ever worked in mental health? No Yes 

 If you answered yes, what was your job title?  

1.15 

Do you have contact with anyone who has some kind of mental 

health condition?  

This could be an acquaintance, a friend, a family member, or 

yourself 

No  Yes 
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Appendix F. Opening Minds Scale For Health Care Providers  

Instructions: Please circle the response that most 

closely describes you. Please be sure to answer all 

statements 

Strongly 

Disagree 
Disagree 

Neither 

Agree or 

Disagree 

Agree 
Strongly 

Agree 

2.0 

I am more comfortable helping a person 

who has a physical illness than I am helping 

a person who has a mental illness. 

SD D N A SA 

2.1 

If a person with a mental illness complains of 

physical symptoms (e.g., nausea, back pain or 

headache), I would likely attribute this to their 

mental illness. 

SD D N A SA 

2.2 

If a colleague with whom I work told me 

they had a managed mental illness, I would 

be just as willing to work with him/her. 

SD D N A SA 

2.3 

If I were under treatment for a mental illness I 

would not disclose this to any of my 

colleagues. 

SD D N A SA 

2.4 

I would be more inclined to seek help for a 

mental illness if my treating health care 

provider was not associated with my 

workplace. 

SD D N A SA 

2.5 
I would see myself as weak if I had a mental 

illness and could not fix it myself. 
SD D N A SA 

2.6 
I would be reluctant to seek help if I had a 

mental illness. 
SD D N A SA 

2.7 

Employers should hire a person with a 

managed mental illness if he/she is the best 

person for the job. 

SD D N A SA 

2.8 

I would still go to a physician if I knew that 

the physician had been treated for a mental 

illness. 

SD D N A SA 

2.9 
If I had a mental illness, I would tell my 

friends. 
SD D N A SA 

2.10 

It is the responsibility of health care 

providers to inspire hope in people with 

mental illness.  

SD D N A SA 

2.11 

Despite my profession beliefs, I have negative 

reactions toward people who have mental 

illness. 

SD D N A SA 

2.12 
There is little I can do to help people with 

mental illness. 
SD D N A SA 

2.13 
More than half of people with mental illness 

don’t try hard enough to get better. 
SD D N A SA 

2.14 
People with mental illness seldom pose a 

risk to the public 
SD D N A SA 

2.15 
The best treatment for mental illness is 

medication. 
SD D N A SA 

2.16 

I would not want a person with a mental 

illness, even if it were appropriately 

managed, to work with children. 

SD D N A SA 

2.17 
Health care providers do not need to be 

advocates for people with mental illness. 
SD D N A SA 

2.18 
I would not mind if a person with a mental 

illness lived next door to me. 
SD D N A SA 

2.19 
I struggle to feel compassion for a person with 

mental illness. 
SD D N A SA 
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Appendix G. Measuring Subjective Norms 

Nurses’ Perceptions of Family, Friends, and Nursing Colleagues   

Toward Patients with Mental Health Issues 

  

Instructions: Please circle the response that most closely 

describes your family, friends, and nursing colleagues. 

Please be sure to answer all statements 

Strongly 

Disagree 
Disagree 

Neither 

Agree or 

Disagree 

Agree 
Strongly 

Agree 

3.1 
Most of my family and friends feel that mental 

health is just as important as physical health. 
SD D N A SA 

3.2 

Most of my family and friends avoid people with 

mental health conditions (such as people who talk to 

themselves). 

SD D N A SA 

3.3 

Most of the people I work with feel that patients 

with mental health conditions are just as 

important as trauma patients. 

SD D N A SA 

3.4 

Most of the people I work with have fears about 

caring for individuals with mental health conditions 

(such as individuals with schizophrenia. 

SD D N A SA 

3.5 

Most of the people I work with feel that patients 

experiencing physical emergencies require 

priority treatment. 

SD D N A SA 

3.6 

Most of the people I work with feel that patients 

experiencing mental health emergencies require 

priority treatment. 

SD D N A SA 

3.7 
Most of the people I work with would rather not 

have mental health patients in the ER. 
SD D N A SA 

3.8 

Most of the people I work with feel like patients 

experiencing physical emergencies are more complex 

than patients with mental health crises. 

SD D N A SA 
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Appendix H. Behavioral Health Care Competency 

Instructions: Please circle the response that most closely describes 

you. Please be sure to answer all statements 

Strongly 

Disagree 
Disagree 

Neither 

Agree or 

Disagree 

Agre

e 

Strongl

y 

Agree 

4.1 I can assess patients for potential psychiatric problems. SD D N A SA 

4.2 
I identify signs and symptoms of common psychiatric 

conditions (e.g. depression, schizophrenia, bipolar disorder). 
SD D N A SA 

4.3 
I can identify common neuroleptic, tranquilizers, and anti-

depressant medications used with psychiatric patients.  
SD D N A SA 

4.4 I am able to assess patients for risk of suicide (suicidality).  SD D N A SA 

4.5 
I recognize behaviors that indicate a patient may have 

alcohol or drug abuse problems.  
SD D N A SA 

4.6 I can recognize signs and symptoms of alcohol withdrawal.  SD D N A SA 

4.7 I can recognize signs and symptoms of drug withdrawal. SD D N A SA 

4.8 I can distinguish between dementia and delirium. SD D N A SA 

4.9 

I can recognize the warning signs in patients whose 

behavior may escalate to aggression or dangerous 

behaviors.  

SD D N A SA 

4.10 
I can initiate appropriate nursing interventions for common 
psychiatric issues such as depression, bipolar disorder, and 

psychosis. 
SD D N A SA 

4.11 
I can effectively interact with patients who have psychiatric 

conditions.   
SD D N A SA 

4.12 
I am able to maintain a safe environment for patients on my 

unit who have a psychiatric condition.  
SD D N A SA 

4.13 
I can effectively manage conflicts caused by patients who 

have mental problems.  
SD D N A SA 

4.14 I can effectively intervene with a patient having hallucinations.   SD D N A SA 

4.15 
I am able to use de-escalation techniques and crisis 

communication to avert aggressive behaviors. 
SD D N A SA 

4.16 
I plan for more time to take care of patients with psychiatric 
issues compared with my other patients.  

SD D N A SA 

4.17 
I am able to maintain a therapeutic relationship with most 

patients on my unit who have psychiatric issues. 
SD D N A SA 

4.18 
I am confident that I can recommend use of psychotropic drugs 
to physicians for appropriate patients. 

SD D N A SA 

4.19 
I recommend psychotropic drugs to physicians for 

psychiatric patients. 
SD D N A SA 

4.20 
I know when to ask for outside help (e.g. physician, 

psychiatric nurse, other) for a patient with psychiatric issues or 
dangerous behaviors.  

SD D N A SA 

4.21 

I call for outside resources (e.g. physician, psychiatric 

nurse, other) when I recognize a patient’s behaviors are 

escalating beyond my capabilities.  

SD D N A SA 

4.22 
I am confident that help is available to me when I need 

assistance with patients who have co-morbid behavioral or 
psychiatric issues. 

SD D N A SA 

4.23 

Hospital resources are available to me when I need 

assistance with behavioral health, or psychiatric issues, or 

substance abuse issues. 

SD D N A SA 
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Appendix I. Manifestations of Early Recognition of Patient Problems 

Instructions: Please circle the response that most 

closely describes you. Please be sure to answer all 

statements 

Strongly 

Disagree 
Disagree 

Neither 

Agree or 

Disagree 

Agree 
Strongly 

Agree 

5.1 

I am able to act on my own judgments 

without input from another nurse or 

physician most of the time. 

SD D N A SA 

5.2 
I am comfortable trusting assessments when 

technology suggests the contrary. 
SD D N A SA 

5.3 
I do something other than what standard 

practice is if I feel a patient needs it. 
SD D N A SA 

5.4 
I feel that knowing the personal aspects of a 

patient is important. 
SD D N A SA 

5.5 
I try to understand how the patient views 

his/her illness. 
SD D N A SA 

5.6 
I consider it important to know “who” the 

patients are as people.  
SD D N A SA 

5.7 
I am able to recognize very subtle 

changes in a patients’ status. 
SD D N A SA 

5.8 
I try to understand how the patient and 

family interacted prior to the hospitalization. 
SD D N A SA 

5.9 

I consider it important to know about 

patients’ lives and their concerns prior to 

admission.  

SD D N A SA 

5.10 
I will bend the rules and procedures based 

on the patients’ needs. 
SD D N A SA 

5.11 

I will continue to seek 

clarification/question the physician when 

an order does not quite make sense.  

SD D N A SA 

5.12 
I become involved with patient/families to 

provide better care. 
SD D N A SA 

5.13 
I try to determine the wishes of 

patient/families. 
SD D N A SA 

5.14 
I know from experience what is important to 

observe or notice in the patient.  
SD D N A SA 

5.15 

I know what to expect, because I 

frequently care for the same kinds of 

patient/family problems. 

SD D N A SA 

5.16 

I frequently push the boundaries of nursing 

to obtain whatever the patient and family 

needs.  

SD D N A SA 
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Appendix J. Exit Survey 

Please take time to provide us with additional information:  

1. What, if anything, makes it easier for you to care for patients with mental health 

conditions in the emergency department?  

2. What, if anything, makes it more difficult for you to care for patients with mental 

health conditions in the emergency department? 

3. Please share with us how you learned to care for patients with mental health 

conditions. 

4. Is there anything you were not asked that you feel would be helpful to share with 

the researchers regarding caring for patients with mental health conditions? 

 

Thank you for taking your time to complete this survey! 

Your responses are very helpful in learning more about factors that influence care for 

patients with mental health issues in the emergency department. 
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Appendix K. Institutional Review Board Approval 

 

  

Mail: P.O. Box 3999  
Atlanta, Georgia  30302-3999  
Phone: 404/413-3500  FWA: 00000129  
  
March 22, 2019  

 

Principal Investigator: Joan Cranford  
Key Personnel: Aycock, Dawn; Cranford, Joan; Truitt, Ginger  
Study Department: B.F. Lewis School of Nursing  
Study Title: Emergency Nurses’ Attitudes, Perceptions, and Competence in Caring for People with Mental Health 
Conditions   
Submission Type: Exempt Protocol Category 2  
IRB Number: H19489  
Reference Number: 352446  

Approval Date: 03/14/2019  

Status Check Due By: 03/13/2022  

The above referenced study has been determined by the Institutional Review Board (IRB) to be exempt from federal 

regulations as defined in 45 CFR 46 and has evaluated for the following:  

1. Determination that it falls within one or more of the eight exempt categories allowed by the 

institution; and   

2. Determination that the research meets the organization’s ethical standards   

If there is a change to your study, you should notify the IRB through an Amendment Application before the change is 

implemented. The IRB will determine whether you research protocol continues to qualify for exemption or if a new 

submission of an expedited or full board application is required.   

  

A Status Check must be submitted three years from the approval date indicated above. When the study is complete, a 

Study Closure Form must be submitted to the IRB.   

Any unanticipated/adverse events or problems resulting from this investigation must be reported immediately to the 

University Institutional Review Board. For more information, please visit our website at www.gsu.edu/irb.   

   

Sincerely,  

  

Shelia L. White IRB Member   
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Appendix L. Healthcare System IRB Approval 

  

 1968 Peachtree Road, NW  |  Atlanta, Georgia 30309  |  404-605-3638 

CONFIDENTIAL CORRESPONDENCE 
FOR HUMAN SUBJECTS PROTECTION ACTIVITIES 

   
DATE: May 10, 2019 
    
TO: Ginger Truitt, MSN, RN 
FROM: Piedmont Health care Institutional Review Board 
    
STUDY TITLE: [1439227-1] ER Nurse Perceptions: Emergency Nurses’ Attitudes, Perceptions, and Competence In 

Caring for People with Mental Health Conditions 
   
SUBMISSION TYPE: New Project 
    
ACTION: DETERMINATION OF EXEMPT STATUS 
DECISION DATE: May 10, 2019 
Thank you for your submission for determination of exempt status on the above mentioned proposal. The Piedmont Health care 

Institutional Review Board has determined this project is EXEMPT FROM IRB REVIEW according to federal regulations exemption 

category #2: 

Research that only includes interactions involving educational tests (cognitive, diagnostic, aptitude, achievement), survey procedures, 

interview procedures, or observation of public behavior (including visual or auditory recording) if at least one of the following 

criteria is met: 

(i) The information obtained is recorded by the investigator in such a manner that the identity of the human subjects 

cannot readily be ascertained, directly or through identifiers linked to the subjects; 

(ii) Any disclosure of the human subjects’ responses outside the research would not reasonably place the subjects at risk 

of criminal or civil liability or be damaging to the subjects’ financial standing, employability, educational advancement, 

or reputation; or 

(iii)The information obtained is recorded by the investigator in such a manner that the identity of the human subjects can 

readily be ascertained, directly or through identifiers linked to the subjects, and an IRB conducts a limited IRB review. 

We will put a copy of this correspondence on file in our office.  With the support of your sponsor/mentor you may commence this 

research project. 

Any substantial changes to the proposal must be submitted to the IRB for verification of continued Exempt status.  NOTE:  the 

PHCIRB requires a verification of continued exempt status every 2 years.  

If you have any questions, please contact Madeline Peyton at 404-605-3638 or madeline.peyton@piedmont.org. Please include your 

study title and IRBNet ID Number in all correspondence with this office. 

Best regards, 

Madeline Peyton, CIP, Mgr.Generated on IRBNet  

Piedmont Health care Institutional Review Board 

This letter has been electronically signed in accordance with all applicable regulations, and a copy is retained within our records. 
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Appendix M. Site Approval 

 

  



82 

 
 

Appendix N. ENA IRB Approval 

  

  

July 11, 2019  

 
Ginger Truitt MSN, RN   
2703 Bartley Road  
LaGrange, GA 30240-8361  
 
Re: Approval for posting research study link   

Dear Ginger, 

  

This letter is to confirm that the Emergency Nurses Association has approved posting your research 

study,  

“Emergency Department Nurses' Perceptions, Attitudes, and Competence in Caring for People with 

Mental Health Conditions,” approval to our External Research Opportunities Web Page. The link was 

posted today and will remain there for three months.  

 Sincerely,  

  

   
  

Altair M. Delao, MPH  

Senior Research Associate 
(847) 460-4107 altair.delao@ena.org     

 

  

930  Woodfield Drive   
Schaumburg , IL 60 173 -   

  Telephone   •   847/460 - 4000   
  Fax   •   847/460 - 4005   

  Website   •   www.ena.org   
  


