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Abstract   

 

Background  

Older people with mental health needs are at risk of not having their needs met in acute 

care settings. An ageing society with rising numbers of older people will present challenges 

to care provision in the Emergency Medical Services to this vulnerable group of people 

particularly when staff are trying to provide person-centred care. 

 

Aim  

The aim of the study was to describe and analyse attendance trends and explore the care 

experience of older people with mental health needs in pre-hospital and in-hospital 

Emergency Medical Services settings. 

 

Method 

This study has used a sequential mixed methods design. Stage one was a quantitative 

retrospective exploration of National Health Service data on emergency department 

attendances in Northern Ireland. This online chart data was analysed using descriptive, 

correlational and inferential statistics. Stage two utilised an interpretive qualitative 

approach incorporating in-depth, individual interviews to gather information on the 

experience of the EMS staff, the older person with mental health needs and 

carers/partners. Data were analysed using Braun and Clarke’s (2006) thematic analysis.  

 

Results 

74 766 attendances were examined in stage one and significant differences were found in 

the experiences of the total sample of all older people and the sub-sample of older people 

with mental health needs. Interviews were completed with Emergency Medical Services 

staff (n=21), older people with mental health needs (n=10) and with carers/partners (n=5). 

Themes surrounding support, time, the environment, prioritisation of care needs, 
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perceptions and experiences of older people with mental health needs and planning for 

the future were illuminated.  

 

Conclusions 

The results suggest that older people with mental health needs experience an inequality 

of care provision in the Emergency Medical Services setting. They wait longer than the 

older person without mental health needs, rely heavily on the ambulance service and 

experience loneliness and isolation. Stigma still exists for the older person and they remain 

reluctant to discuss or disclose their diagnosis in the Emergency Medical Services setting. 

Health and social care systems and services need to undergo transformations to ensure 

that all people who access services are treated fairly and effectively. 
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List of Terms and Definitions 

  

A&E  Accident and Emergency Units, the term is used 

interchangeably within the literature to mean Emergency 

Department as well as Casualty Department. 

 

Acute care  The term acute care encompasses a range of clinical health-

care functions, including emergency medicine, trauma care, 

pre-hospital emergency care, acute care surgery, critical 

care, urgent care and short-term hospital inpatient 

stabilization.  

 

Attendance                                An individual visit by one person to an Emergency 

Department to receive treatment 

from emergency medical services. 

 

Co-morbidity The presence of one or more additional diseases or 

disorders co-occurring with (that is, concomitant or 

concurrent with) a primary disease or disorder; in the 

countable sense of the term, a comorbidity (plural 

comorbidities) is each additional disorder or disease.  

 

Composite International         The WHO WMH-CIDI is a comprehensive, fully structured 

Diagnostic Interview  interview designed to be used by trained lay interviewers 

for the assessment of mental disorders per the definitions 

 and criteria of ICD-10 and DSM-IV.  

 

DSM-IV Psychiatric Diagnoses are categorized by the Diagnostic and 

Statistical Manual of Mental Disorders, 4th. Edition (DSM-

IV), published by the American Psychiatric Association and 

covers all mental health disorders for both children and 
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adults. It also lists known causes of these disorders, 

statistics in terms of gender, age at onset, and prognosis as 

well as some research concerning the optimal treatment 

approaches. 

 

Emergency Department Is a section of a healthcare institution that is staffed and 

equipped to provide rapid and varied emergency care, 

especially for those who are stricken with sudden and acute 

illness or who are the victims of severe trauma. The 

emergency department may use a triage system of 

screening and classifying clients to determine priority needs 

for the most efficient use of available personnel and 

equipment Also called casualty, emergency room or 

accident and emergency.  

   

Emergency Medical Services Pre-hospital emergency and emergency department care.   

Staff include nurses, nursing auxiliaries, doctors, 

paramedics ambulance technicians, and other members of 

the multidisciplinary team.  

  

Follow-up attendance Any subsequent ED Attendance at the same ED for the 

same incident. All attendances for the same incident will 

constitute an ED Episode. Can be planned (with a scheduled 

appointment to attend ED or outpatients) or unplanned 

(condition requires urgent attention without an 

appointment at ED).  

 

Functional mental health       Mental illness in which there is no evidence of organic 

problem                                     disturbance (as there is with dementia) even though 

Physical performance is impaired. 
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Geriatric syndrome/ Changes that can occur in the human body in conjunction  

condition with the ageing process can lead to the development of 

conditions that are poorly defined such as frailty, falls, 

delirium, urinary incontinence, and pressure injury.  

 

ICD 10 The international classification of diseases (ICD 10) is the 

standard diagnostic tool for epidemiology, health 

management and clinical purposes. It was endorsed by the 

WHO in May 1990 and is currently under revision (release 

date for ICD11 is 2018). 

 

Mental health   According to the WHO (2004 p38) “Mental health is a state 

of well-being in which an individual realizes his or her own 

abilities, can cope with the normal stresses of life, can work 

productively and is able to make a contribution to his or her 

community”. 

 

New attendance First occasion that this presentation of the condition has 

been treated at this ED.  

 

Older person According to the WHO (2014) most Western societies 

consider the age of 65 and over to apply to an ‘older 

person’.  

 

Organic illness An Illness that affects memory and other functions that is 

often associated with old age. 

Dementia, (including Alzheimer’s Disease), is an organic 

mental illness.  
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Presenting complaint The patient’s reason for the attendance and health care 

service encounter in ED, interpreted and recorded by the 

triage nurse. 

 

Randomized controlled trial A study in which people are allocated at random to receive 

one of several clinical interventions. One of these 

interventions is the standard of comparison or control. 

The control may be a standard practice, a placebo or no 

intervention at all. 

 

Rapid Assessment Interface  RAID is a team of mental health practitioners who work 

and Discharge                           collaboratively within the acute care sector to assess the 

mental health needs of all age groups. The person is 

referred by the admitting practitioner to assist in 

developing an appropriate plan of care as efficiently as 

possible.  

 

Triage The process of quickly examining patients who are taken to 

a hospital to decide which ones are the most seriously ill 

and must be treated first.  

 

Type 1 Unit  Major unit with consultant-led services and 

accommodation for patients; emergency medicine and 

surgical services are provided on a 24-hour basis. 

 

Type 2 Unit  Consultant-led service with accommodation for patients; 

either emergency medicine or emergency surgical services 

may be provided. These services have restricted opening 

hours.  
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Type 3 Unit  Minor injuries units cater for patients with a minor injury or 

illness (such as sprains, cuts, or bruises). These units may be 

doctor or nurse led. They also have restricted opening 

hours. Some units will only treat patients over 5 years of 

age. 
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CHAPTER ONE 

This chapter will present the PhD Researcher’s background and rationale for undertaking 

this study. The context of the study will be provided, outlining the main concepts in the 

literature and the justification for the study alongside the aim and objectives. An outline 

of the thesis concludes the chapter. 

 

The PhD Researcher background and rationale for undertaking the study.  

I am a registered nurse and specialist practitioner in intensive care nursing. I have 

completed a BA (Hons) in Business Studies and an MSc in Nursing. I have been a Lecturer 

in Nursing at Ulster since 2001 and completed the Post Graduate Diploma in Nurse 

Education and become a Fellow of Higher Education Academy and a Centre for Higher 

Education and Practice Fellow. During this time, I have also been an external examiner at 

The Royal College of Surgeons Ireland and Manchester University and a reviewer for 

Intensive and Critical Care Nursing and Nurse Education in Practice Journals.  

My interest in the area of mental health in acute care settings came from two different 

directions at the same time. On the personal side, my Aunt was diagnosed as having 

Alzheimer’s disease when she was fifty years old. To witness the devastating effect this 

had on her ability to communicate with our family and health professionals was unsettling. 

As an intensive care specialist nurse, one of the key components of my role is to 

communicate with the patient and family as well as be their advocate within the 

multidisciplinary team. As a niece, I found my skills lacking when trying to communicate 

with her and I needed to research and learn techniques to help myself and my family. I 

began to reflect on the skills that I had been taught during my registered nurse training 

and thought they were very limited. What skills I had learned were ‘on the job’, observing 

other people who did it well. I vowed to make sure that in my role as an educator of pre-

registration nurses, I would make sure adult nurses would be more aware of mental health 

and have greater skills for caring for people with mental health needs. Since 2015, I have 

organised that all Ulster University adult nurses have been trained as dementia friends in 

my year one module. This means that there are over 1300 adult nurses that are more 

aware of the needs of a person who is living with dementia and I am very proud of this. 
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The partnership with my mental health colleague Marie O’Neill and the Derry Engaging 

and Empowering Dementia (DEED) charity has enabled this to continue. Ulster University 

School of Nursing was given an award by DEED for continuing commitment to education 

in dementia in 2016 and I accepted it for the school. I also introduced the Safetalk training 

to year 3 adult students where they learned how to talk to someone with mental health 

needs who was having suicidal thoughts.  

The other direction came from my clinical education role. I am link lecturer for emergency 

departments (EDs) and whilst visiting students on practice learning, I became increasingly 

aware of the numbers of people presenting to ED who had mental as well as physical health 

needs. Again, the educational component of this issue was a concern for me regarding the 

preparation of the whole team of people who worked in this environment. I was awarded 

an Institute of Nursing and Health Research (INHR) scholarship to examine the knowledge 

and skills of the multidisciplinary team (nurses, doctors, social workers and nursing 

auxiliaries)  in caring for people with mental health needs in the ED. This study was the 

catalyst in me becoming passionate about the care of people with mental health needs 

across in-hospital and pre-hospital settings, and I was able to appreciate  the research gap 

in this area (Goode et al 2014).  

During the course of this PhD, I have continued to work full-time and study as a part-time 

student. One of the advantages of doing so has meant that when planning for pre-

registration nurse revalidation, this important area has been kept to the forefront within 

the curriculum. I have also recently been appointed as associate course director for the 

newly validated foundation degree for paramedics at Ulster University which started  in 

January 2019. I will also be able to ensure the support for paramedic and pre-hospital staff 

to provide a high standard of care for this group of people and their families is further 

developed within this new foundation degree.  

I was awarded two scholarships during my PhD. The Marica Mackie Scholarship from the 

Royal College of Nursing (RCN) Northern Ireland and The Martha McMenamin Scholarship 

from the Western Health and Social Care Trust (WHSCT). Both have been vital in being able 

to complete the study on time and have provided good insight into small grant applications 

and administration of funds for my future professional research development.  
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Having explained my personal motivation and background, the following section will 

provide a contextual background to the study. 

 

An introduction to the main concepts 

Older people in Society 

The numbers of older people in society are increasing rapidly according to United Nations 

Population Fund (UNFPA) and HelpAge (2012) who outline the associated challenges in 

their report on ageing in the 21st Century. The World Health Organisation (WHO) (2017) 

estimated that between 2015-2050 the population who are over 60 years of age will 

increase from 12% to 22%. Currently, one in four (25%) people in the world are aged 60 or 

over (UN 2017). It is projected that this figure will rise to 35% by 2050 and there will also 

be an associated increase in older people with mental health needs. In the United Kingdom 

18.2% of the population were aged 65 and over in 2017, which equates to around 12 

million people (Office for National Statistics 2017). According to NISRA (2017), the numbers 

of older people aged 65 and over in Northern Ireland (NI) is projected to rise by over 65% 

from 2016-2041 which is one in four of the population. In the same time period, the 

numbers of people aged 85 years of age and over are projected to increase  by over 127%. 

These unprecedented changes in ageing in society across the world will bring important 

and far-reaching implications for health care and research. The ageing society will result in 

increasing pressures on acute care areas.  

 

The Royal College of Psychiatrists (RCP) as early as 2005, reported a rise in the numbers of 

people in the general population who were experiencing mental health issues, with sixty 

per cent of patients over 65 years of age in general hospital beds also having a mental 

health problem. However, the WHO (2017) report that around 15% of people over 60 

suffer from a mental health disorder. Despite the parity in the statistical estimates and 

projections, there has been little research and planning undertaken to establish the extent 

of service that will be required in the future. An exploration of how the acute health care 

system meets the needs of older people with mental health problems, their 
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carers/partners and the health care team would be beneficial in education and health care 

planning. It is relevant to examine the way older people with mental health needs 

experience emergency care services because there are important demographic changes in 

our society that we need to plan for strategically within our health and social care system. 

 

Older people who are admitted to acute areas including ED 

As people in society are getting older, the number of people attending ED in the UK is 

increasing. Older people may account for up to half of the emergency admissions to acute 

areas, with 20-55% of these older people being admitted by ambulance (Melby and Ryan 

2005). Goldberg et al. (2012) confirm that there is a high prevalence of mental health 

problems among older adults admitted to general hospitals. In a study examining mental 

health alongside other health problems among older adults admitted to general hospitals, 

they reported that 50% of patients over seventy years of age had mental health needs. In 

England, during the period 2017-18, 21.3% (4,460,929) of attendances were for patients 

65 and over, up from 20.8% (4,287,391) in 2016-17 (NHS Digital 2018). Between 2013-14 

and 2017-18, the total number of attendances at emergency care departments increased 

by 95, 770 (13.2%), from 727, 466 to 823, 236 (DH 2018). However, data is not available in 

Northern Ireland that would illustrate the attendance patterns of older people with mental 

health needs to the ED. 

 

Older people who are admitted to acute areas who also have mental health needs.  

Mental health has been defined as “…a state of well-being in which an individual realizes 

his or her own abilities, can cope with the normal stresses of life, can work productively 

and is able to make a contribution to his or her community” WHO (2004 p38). Every person 

has a mental health need, whether it is a case of stress and anxiety before an exam or a 

diagnosed functional or organic mental illness. For the purpose of this thesis, the term 

mental health need/s will refer to a person who has a mental health problem or disorder 

including dementia (Sartorius 2015). The numbers of people within the general population 

at present who are experiencing mental health issues are increasing, with 1, 028, 081 
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people having contact with adult mental health services in England (NHS Digital 2019). 

Mental health problems can be described as organic (affects memory and other functions 

associated with old age) and functional (where there is no evidence of organic 

disturbance). The Royal College of Psychiatrists (2005) state that sixty per cent of patients 

over 65 years of age admitted to general hospitals have, or will develop, a mental health 

problem such as dementia, delirium or depression. According to DHSSPSNI (2011), 

Northern Ireland has higher levels of mental health needs than other parts of the UK, this 

may be due to the impact of ‘The Troubles’. Bunting et al. (2012) undertook a two-part, 

face to face study using the Composite International Diagnostic Interview to examine 

lifetime mental disorders in the community in Northern Ireland using DSM-IV criteria. Part 

one used the interview to complete an assessment on all respondents (n=4340), while part 

two included risk, treatments and additional disorders for respondents in part one who 

also had a lifetime mental health disorder (n=1986). In the whole sample the most 

common disorder category was anxiety (22.6%) and a large number of the sample (39.1%) 

met the criteria for any lifetime mental health disorder. Bunting et al. (2012) reported that 

people 65 years of age and over had the lowest lifetime prevalence rates of all age group 

cohorts (18–34, 35–49, 50–64 and 65+ years). However, those who lived ‘as a civilian in a 

place where there was ongoing terror of civilians for political, ethnic, religious or other 

reasons’ (p1731) (which would be the case in NI for many people who are now classified 

as older), were reported as significantly more likely to have all mental health disorder 

types. Further projections showed that almost half of the population of Northern Ireland 

will develop a mental health disorder, higher than any other Western European country. 

Delays to seeking help can affect the outcome of treatment and Bunting et al.  (2012) 

question whether the treatment provision is adequate to meet the need of those who 

need the help or chose to ignore it. 

 

The literature on people presenting with mental health needs in ED is substantial; 

however, the reported statistics vary. Bolton (2009) reported that up to 5% of patients 

who present at ED have a psychiatric disorder and a further 20-30% present with physical 

and psychiatric disorders. Shafiei et al.  (2011) reported that 5.3% of patients who 

presented to ED (aged 18-65 years) had a mental health issue. No data were presented on 
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older adults in this study. Older people with mental health needs could be viewed as having 

an increased risk of having unmet needs in acute care settings as indicated by Gray et al. 

(2013), who undertook a large-scale observational study in thirteen EDs in seven nations. 

They examined the profiles of older people in the ED (n=2252). The results showed an 

increased vulnerability (compared with the general population under 75 years of age) with 

67% of the older people being dependent on someone else for one or more activity of daily 

living. Additionally, 26% of respondents had evidence of memory loss, at least 48% had a 

geriatric syndrome (age-related decline including issues such as multiple health conditions, 

issues with mental function, frailty, disability and malnutrition) prior to attending the ED 

and this figure rose to 78% on presentation to ED. These figures were consistent across the 

seven nations in the study. Whittamore et al. (2014), also reported high levels of delirium 

(27%) and dementia (47%) in a population of patients (n=249) over 70 years old who 

presented at hospital with an emergency.  

 

These figures presented on older people with mental health needs in acute care could 

present challenges to EMS staff, particularly when the increased pressure of numbers of 

people attending the department could make it difficult to complete a holistic assessment 

and therefore practise in a person-centred way. 

 

Person-centred care 

Person-centredness has become a central tenet of health and social care, particularly over 

the past decade and in particular in relation to older people (McCormack and McCance 

2006, 2010). The focus on improvement in standards of care delivery since the Francis 

Report (2013) has emphasised the relevance of holistic and collaborative care that places 

the person at the centre of their care. The research literature on person-centred care in 

the pre-hospital and emergency care environment is sparse. McConnell et al.  (2016) 

confirmed that there were no papers identified on person-centredness as a concept in ED.  

McCormack and McCance (2006, 2010, 2017), propose that to achieve person-centred 

outcomes a number of components need to be in place. In this study the issues of 

professional competency and interpersonal skills when assessing and treating an older 
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person with mental health needs in the pre-hospital and emergency care environment are 

essential. The care environment should have effective staff relationships, a supportive 

organisational structure and a suitable physical environment. If these components are in 

place, then the care processes of providing holistic care, shared decision making, working 

with patient’s beliefs and values and engagement can move toward achieving person-

centred outcomes of satisfaction with care, involvement in care, feeling of well-being and 

creation of a therapeutic culture (McCormack and McCance 2010). Themes in the ED 

literature suggest that the environment and culture of ED could be problematic in 

achieving person-centred outcomes for older people with mental health needs (Wright et 

al.  2003; Marynowski-Traczyk and Broadbent 2011; McConnell et al. 2016).  

 

The National Institute for Health and Care Excellence (NICE) (2015) recommend that all 

patients should have the right to a high standard of coordinated, safe and effective person-

centred care that meets their needs. They suggest that in order to deliver care that is based 

on individual needs, there must be a thorough assessment. The older person and their 

carer should be involved in the care planning with clear and unambiguous language used 

to ensure understanding. Support must be progressive and reviewed regularly. Care and 

support should be given in a respectful way that promotes trust and dignity. Holistic 

person-centred care should be provided to the highest standard and the independence 

and advocacy of the person promoted (NICE 2015). Unfortunately, this is not always the 

case and unmet mental health needs of older people are discussed in an aptly titled report 

‘Hidden in Plain Sight’ (Stickland and Gentry 2016). It is widely accepted that older people 

have physical and mental comorbidity, however, almost 40% of mental health trusts in 

England do not have a strategy or policy to support comorbidity in the older person. This 

is concerning as the projected 12% rise in numbers of older people in the UK by 2021 will 

undoubtedly increase the pressure on the NHS (Stickland and Gentry 2016). Despite 

assessment guides such as The Social Care Institute for Excellence (SCIE 2006) to assist in 

the assessment of mental health needs of older people, the issue of inequality of care is 

still unresolved. The challenge is not only one faced in the UK and Ireland, with the 

pressure of assessing and treating ageing patients with complex needs an international 

concern. Osborn et al. (2015) report on the challenges faced in primary care, with each of 
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the ten countries involved in the study facing the same issues. They were all ill-prepared 

and had variable experiences in coordinating care between primary and secondary care.  

This is of particular relevance to pre-hospital emergency care and the interface with 

emergency care settings. 

 

The justification for the study 

Lack of knowledge on how to care for people with mental health needs in acute care areas 

has been reported by several authors (Baston and Simms 2002; Clarke et al.  2006; Keogh 

et al. 2007; Kerrison and Chapman 2007; Goode et al. 2014). The ‘Silver Book’ (College of 

Emergency Medicine and British Geriatric Society 2012) stated that there is a paucity of 

research into the needs of the frail older person in general and a scarcity of directly 

relevant research addressing pre-hospital and urgent care specifically. The lack of research 

is further emphasized when these two areas are combined with the third component of 

mental health.  The challenge for the research community and clinicians who are 

interested in older people with mental health needs in emergency care, is to develop an 

in-depth understanding of the issues, from the person, professional and system 

perspectives.  

The existing literature on older people with mental health needs in the EMS setting raised 

questions which were linked to the increasing numbers of older people in society and 

future projected increases (DHSSPSNI 2011; UNFPA and HelpAge 2012; WHO  2017). These 

questions included: the context of care (including the pre-hospital and emergency 

department), the equality of planned and unplanned provision of EMS care for an already 

marginalised and stigmatised group and training and education in the recognition and 

treatment of both physical and mental health needs of older people. The Mental Health 

Foundation (2009) recommended appropriate training to provide treatment that is fair and 

equitable to all and repeated this emphasis in the 2014 Crisis Care Concordat (DH 2014a).   

In order to investigate issues in the care of the older person with mental health needs in 

pre-hospital emergency care and in the emergency department setting, a two-stage, 

sequential mixed methods approach to data collection was used in this study. Stage one 

examined multiple variables from a healthcare database ED ‘Symphony System’ over a 
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one-year period. Stage two explored these issues in further depth within the personal 

context of one to one interviews.   

 

The aim and objectives of the study. 

The aim of the study was to describe and analyse attendance trends and explore the care 

experience of older people with mental health needs in pre-hospital and in-hospital 

emergency medical services (EMS) settings. 

 

The objectives are to 

1   Describe and analyse attendance trends of older people with mental health needs in 

EMS settings.  

2.  Explore the experiences of older people with mental health needs and their care 

partners in EMS setting. 

3.  Explore the experience of the EMS staff in providing care to older person with mental 

health needs in EMS setting. 

4.  Explore the extent to which EMS settings meet the needs of older people with mental 

health needs.    
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Outline of thesis 

Chapter 1 provides a background to the researcher and the rationale for undertaking the 

study. It also sets the context of the study with the main concepts outlined. The chapter 

concludes with a justification for the study alongside the aim and objectives and outline of 

the thesis. Chapter 2 presents the thematic critical review of the literature on the subject. 

The search strategy and results are explained and presented. Relevant limitations and gaps 

in knowledge are highlighted. Chapter 3 outlines the justifications for the methodology of 

the study and includes the theoretical and epistemological stance for the research. 

Chapter 4 describes the research design for both stages of the study. For stage one the 

reliability and validity and the 6 Vs (validity, veracity, volatility, volume, variety, velocity) 

of large database quantitative studies are outlined, while for stage two the rigour and 

trustworthiness in the qualitative stage are addressed. Ethical considerations for both 

stages are presented. Chapter 5 is presented in two parts.  Part one highlights the research 

methods in stage one of the study. Part two reports on the trends and patterns of 

attendance to the Emergency Medical Services (EMS) across the six hospital sites in 

Northern Ireland.  Chapter 6 is presented in two parts. Part one highlights the research 

methods in stage two of the study. Part two explores the findings from the interviews with 

the older people with mental health needs and their carers/partners and the findings from 

the EMS staff. Chapter 7 is the discussion chapter which examines some of the key findings 

from both stages of the study. Chapter 8  presents the conclusion to the study. It also 

suggests the contribution that this study makes to knowledge in the field as well as a 

contribution to methods. The limitations of the study are highlighted. The thesis concludes 

with the presentation of implications and recommendations for policy, clinical practice, 

education and research.  

 

The next chapter will present the review of the literature related to older people with 

mental health needs in the pre-hospital and in-hospital emergency care settings. The 

search strategy is outlined, and results presented in four themes. The chapter concludes 

with a summary of the review findings. 
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CHAPTER TWO 

REVIEW OF THE LITERATURE 

This chapter will present the findings from a systematic review of the literature on older 

people with mental health needs in pre-hospital and in-hospital emergency care settings. 

The search strategy is outlined, and results presented in four themes; complex 

presentations and prevalence,  parity of outcome, experience of care and environment for 

care. A summary of the review is presented in Appendix One. The limitations of the review 

are discussed and gaps in the literature presented. The chapter concludes with a summary 

of the literature. The review is to inform the reader of the context in which the study was 

undertaken. It provides literature that was available at the time of the search. Relevant 

literature published since the search has been included in the concluding chapters.  

 

Search Strategy 

 

A search for literature was performed using the online databases; CINAHL plus Medline, 

Science Direct, USearch (EBSCO), Proquest health and medical complete, Embase and 

Scopus. The following keywords were used: ‘older adults or elderly or seniors’ AND ‘mental 

health’, AND ‘Emergency care services or emergency department’ AND/or ‘Pre-hospital 

care’ or ‘paramedic’ or ‘ambulance’. Search modes and expanders were to ‘apply 

equivalent subjects’, ‘apply related words’ and ‘also search within full text’(see table 1). 

Inclusion criteria were established (see table 2). Citation tracking as well as manual 

searching online, within the library and review of government papers also supplemented 

this electronic investigation and led to a further 8 sources. Selection of literature was 

undertaken using PRISMA systematic approach (Moher et al. 2010).  

Table 1 Key Search Terms for literature review 

Key search terms 

Older adults 

OR 

Elderly 

OR 

Seniors 

Mental health 

OR 

Mental illness 

OR 

Mental disorder 

 

Emergency care services 

OR 

emergency department 

AND/or 

Pre-hospital care or 

paramedic or ambulance 

Search modes and expanders were to ‘apply equivalent subjects’, ‘apply related words’ 

and ‘also search within full text’. 
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Table 2 Inclusion and exclusion criteria for literature review 

Inclusion criteria Exclusion criteria 

Available in English Published in a language other than English 

Published between 2005 and 2016 Studies conducted in community settings 

Limited to academic journals Studies set in non-acute hospital settings 

Peer-reviewed Discussion and editorial papers 

Systematic literature reviews  

Human Research  

Focused on older people with mental 
health needs and families 

 

Conducted within the acute care, 
emergency department or pre-hospital 
setting 

 
 

 

 

Results 

The initial search was undertaken in September 2014 and updated in May 2017. The six 

databases Embase, Proquest, CINAHL Plus Medline, Science Direct, USearch, Scopus 

initially identified 327 articles. Eight additional records and professional documents were 

identified through other sources. The PRISMA flow diagram illustrates the stages used in 

the approach (see Figure 1). The Critical Appraisal Skills Programme (CASP 2016) criteria 

for evaluating research was used for the review of the literature. After duplicates were 

removed, 316 sources were screened by title, abstract and aim and following this a further 

274 were removed. At this point 42 were found to meet all the inclusion criteria and these 

remaining articles were reviewed in full. During this process one further document was 

removed as it was not relevant, leaving 41 articles included in the review. Professional and 

discussion documents were identified through the search but not included in the review 

but will be presented throughout the thesis. Within these 41 articles the methods used 

were: 12 qualitative, 12 quantitative and 8 mixed methods; 9 systematic literature reviews 

were also included (Table 3).  
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Table 3 Results in categories of study type 

 

Qualitative studies 
(n=12) 
 

Bunting et al.  2012 UK; Clissett et al. 2013a and 2013b UK; 
Considine et al.  2010 Australia; Elmqvist  et al.  2008 Sweden; 
Goldberg et al.  2014  UK; Goode et al.  2014 UK; Hackman et al.  
2006 USA; Moss et al.  2015 New Zealand; Moyle  et al.  2010 
Australia; Naughton et al.  2012 Ireland; Sundström and 
Dahlberg 2010 Sweden. 

Quantitative studies 
(n=12) 

Adams et al. 2015  Canada; Carter and Reymann  2014 USA; 
Goldberg et al. 2012 UK;  Gray et al.  2013 Australia, Belgium, 
Canada, Germany, Iceland, India, and Sweden; Grimmer et al. 
2013 Australia; Pendlebury  et al. 2015 UK; Ruths et al. 2005 UK; 
Sampson  et al. 2009  and 2013 UK; Schnitker  et al.  2015 
Australia; Walsh et al. 2015 USA; Whittamore et al.  2014 UK. 

Mixed methods 
(n=8) 

Bradshaw  et al. 2013 UK; Dixon et al.  2009 UK; Faulkner and 
Law 2015 Australia; Goldberg  et al. 2013 UK;  Joubert et al. 
2013 Australia; Mason et al. 2007 UK; Naughton  et al.  2010 
Ireland; Rodríguez-Molinero et al.  2010 Spain. 

Systematic/ 
literature reviews 
(n=9) 

Bridges  et al. 2010; Bunn et al.  2014; Dewing and Dijk 2016;  
Fealy  et al.  2009; Mather et al. 2014; McConnell et al. 2016; 
Schnitker et al. 2011; Skar et al.  2015; Šteinmiller et al. 2015. 

 

Twenty-three of the articles were published within the last five years and the remainder 

within the inclusion criteria of ten years from the search. Most of the studies were 

conducted across Europe with many also being conducted in the USA, Canada and 

Australia. Gray et al.  (2013) presented a seven-country collaborative study in Australia, 

Belgium, Canada, Germany, Iceland, India, and Sweden.  

 

It was noted that there was no overall dominance of a particular research approach with 

equal numbers of qualitative (12) and quantitative (12) studies and there were eight mixed 

methods studies. Qualitative approaches used interview methods (individual and focus 

group) (Hackman et al.  2006; Elmqvist et al. 2008; Moyle et al. 2010; Bunting et al.  2012; 

Naughton et al. 2012; Goode et al. 2014; Moss et al. 2015), observation (Goldberg et al. 

2014) or a combination of observation and interview methods (Considine et al. 2010; 

Sundström and Dahlberg 2010; Clissett et al. 2013a,b). Quantitative approaches were 

dominated by testing of a screening or diagnostic tool or approach (Sampson et al. 2009; 

Goldberg et al. 2012; Gray et al. 2013; Grimmer et al. 2013; Sampson et al.  2013; 

Whittamore et al. 2014; Pendlebury et al. 2015; Schnitker et al. 2015), database or analysis 
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of records (Ruths et al. 2005; Carter and Reymann  2014; Adams et al. 2015), or survey 

(Walsh et al. 2015). 

 

Figure 1 PRISMA Search Results (updated May 17) 
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The mixed methods approaches had more variety in the methods used in the studies. A 

medical report or database was used in combination with an interview by Rodríguez-

Molinero et al. (2010),  Naughton et al. (2010) and Faulkner and Law (2015),  while an 

outcome measure or tool testing and interview were preferred by Bradshaw et al.  2013 

and  Joubert et al. (2013). A randomised controlled trial (RCT), database analysis and a 

questionnaire were used by Mason et al. (2007) and Dixon et al. (2009) (using the same 

dataset). A RCT with observation was used by Goldberg et al. (2013). 

 

When reporting on the sample or participants, the majority of studies (n=14) were 

undertaken with older people in the ED or acute care area (Mason et al.  2007; Dixon et al. 

2009; Considine  et al. 2010; Moyle et al. 2010;  Naughton et al. 2010; Goldberg et al. 2012; 

Naughton et al. 2012; Bradshaw et al. 2013; Carter and Reymann  2014; Whittamore et al. 

2014; Faulkner and Law 2015; Pendlebury et al. 2015; Schnitker et al. 2015 and Walsh et 

al. 2015). Older people with mental health needs were the participants in seven studies; 

Ruths et al. 2005, Clissett et al. 2013b, Gray et al. 2013, Goldberg et al.  2013, Grimmer et 

al.  2013, Goldberg et al. 2014 and Adams et al. 2015.  Areas of primary concern for mental 

health including acute care and ED was reported in six studies; Hackman et al. 2006, 

Sampson et al.  2009  Bunting et al. 2012, Joubert et al. 2013, Sampson et al. 2013, and 

Goode et al. 2014. The pre-hospital setting was the environment for two studies; Elmqvist 

et al. 2008 and Sundström and Dahlberg 2010. ED usage (Moss et al. 2015), decision 

making about older people in acute care (Rodríguez-Molinero et al. 2010) and family 

involvement in care (Clissett et al. 2013a), were the remaining areas of study. A literature 

summary table is presented in Appendix One. 

 

 

Professional, policy and guidance documents 

The context of caring for older people with mental health needs in the pre-hospital and 

acute care areas has been a source of question and concern worldwide. Following evidence 

of lack of investment in mental health care and ageist attitudes toward people with mental 

health needs, recommendations for the provision of equitable, high-quality mental health 

care for older people were provided by the Mental Health Foundation (2009). They suggest 
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that acute care liaison and support should be available from mental health practitioners, 

with hospital staff trained in the recognition and treatment of both physical and mental 

health needs for older people to provide treatment that is fair and equitable to all. The 

Equality Act (2010) has brought together many different areas of legislation that will 

protect the older person from unfair or discriminatory service provision in the United 

Kingdom (UK), however, no such legislation has been passed in Northern Ireland (NI), 

which still operates under several different orders. Personalised care and support at the 

level of need, rather than that of age is one of the key recommendations for planning this 

service. Integrated physical and mental health care, with equal levels of priority, have been 

promoted by Government as the only way forward (DH 2014b).  However, this ‘ageless 

service’ concerns the Chief medical officer (Davies 2014), because the need to care for an 

older person with physical, mental and social difficulties requires specialist education and 

training and could be compromised by a move to a generic service. 

 

Naylor et al. (King’s Fund 2015) presented several priorities for the National Health Service 

(NHS) commissioners. They suggest that there is a need to develop an integrated response 

to improve the management of patients who have both mental and physical health needs. 

They recognised the extent to which mental health can be a comorbidity for many people, 

often causing an increase in the risk of poor health outcomes. Several changes to current 

practice were suggested including the improvement of assessment and recording of 

mental health conditions. They assert that there is a lack of robust evidence on health 

outcomes and suggest that by improving care coordination, the impact on the quality of 

life for older people with multiple comorbidities can improve significantly. The area of 

effective urgent and emergency care is also reported as one that requires an integrated 

approach. This involves hospital, community, primary and ambulance services, with the 

Government committed to reducing the inequality in care provided to people with mental 

health and learning disability by 2020 (DH 2017).  This support and care are often accessed 

in the pre-hospital and emergency departments of hospitals and this care should be 

effective and based on clear roles, protocols and responsibility with appropriate liaison 

with mental health services (Turner et al. 2010; DH 2014a; Naylor et al.  2015).  
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Themes in the literature 

Four main themes were identified and are summarised in Table 4.  

         Table 4  Themes in the literature 

Complex presentations and prevalence 

Parity of Outcome 
  -Older people in ED 
  -Older people in acute care 
  -Older people with mental health needs in acute care                       

Experience of care 

Environment for care 

 

The literature has been mapped to the themes and is presented in the Table 5.  

Table 5 Mapping of studies to themes in the literature review. 

 

 

 

Complex Presentations 
and prevalence 

Bradshaw  et al. 2013;  Bunting  et al. 2012;   Carter and 
Reymann  2014; Falkner and Law 2015;  Hackman  et al. 2006; 
Goldberg  et al. 2012; Gray  et al. 2013;     Naughton  et al. 
2010 & 2012; Pendlebury  et al. 2015; Ruths  et al. 2005;   
Sampson  et al. 2009; Šteinmiller  et al. 2015; Walsh  et al. 
2015  

Parity of Outcome Adams  et al. 2015; Bradshaw et al. 2013;  Bunn  et al. 2014;  
Fealy  et al. 2009; Goldberg  et al. 2012, 2013 & 2014; 
Grimmer  et al. 2013; Mather  et al. 2014; Pendlebury  et al.  
2015;  Rodríguez-Molinero  et al. 2010; Sampson  et al. 2009 
& 2013; Schnitker  et al. 2011 & 2015; Whittamore  et al. 
2014 

Experience of care Bridges  et al. 2010;  Clissett  et al. 2013a &b;    Considine  et 
al. 2010; Dewing and Dijk 2016: Elmqvist  et al. 2008; 
Goldberg et al.  2012, 2013 & 2014 ; McConnell  et al. 2016;  
Moss  et al. 2015;  Moyle  et al. 2010 

Environment for care Dixon  et al. 2008; Goode  et al. 2014;  Joubert et al.  2013; 
Mason  et al. 2007; McConnell et al. 2016;  Skar  et al. 2015;   
Sundström and Dahlberg 2010  
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1. Complex presentations and prevalence 

This theme explores how and why older people (with and without mental health needs) 

attend the emergency department. Knowing what type of presentations are likely to occur 

in the older population would enable effective planning for ED provision including 

education and training. Šteinmiller et al. (2015) propose that staff should have the 

knowledge and skills to assess and treat older people in ED as well as provide quality care 

through safe and effective discharge. Faulkner and Law (2015) agree, suggesting that given 

projected changes in population demographics,  relevant training in the care of the older 

person should be an essential part of planning for ED provision. Gray et al. (2013) advise 

that these patients in the ED require specialist care due to substantial risk to the older 

person due to potential cognitive and physical impairment and suggest an examination of 

current clinical practice and design of EDs worldwide is needed.  

 

An older person with mental health needs can often have existing and non-diagnosed 

comorbidities. The use of the medical model for assessment and curative care for this 

group of patients and their families and carers does not provide care for their specific 

needs according to Bradshaw et al. (2013). They support the use of shared, consistent MDT 

care in hospital, care homes and in the community. For this purpose, it is suggested that 

skills in mental health, palliative and supportive care are developed alongside acute 

medical and rehabilitation care. The complexity of caring for a physically unwell older 

person who also has mental health needs was also acknowledged by Goldberg et al.  

(2012). These issues were deemed important as staff who are registered adult nurses 

working in acute medical wards are unlikely to have expertise in mental health. The 

projected rise in numbers of older people with mental health needs using the National 

Health Service (NHS) will have implications for how general acute hospital wards are 

staffed, with an emphasis needed on the environment, training and expertise and 

partnership with the family.  

 

In setting the context of ED attendances, Šteinmiller et al. (2015) published findings from 

a literature review (n=25 studies) on older people in the ED. Mental health conditions such 
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as psychiatric problems and conditions, alcohol and overdoses related to self-harm and 

suicide were reported as reasons for attending ED, but no figures are given. Cardiovascular 

problems (acute and chronic) were reported at between 10-41%. Musculoskeletal 

problems were reported as minor or major trauma and issues associated with poor 

mobility (76% of the older people in one study had fallen). Intestinal disorders, urinary 

tract (plus kidney disease and failure), gastrointestinal tract, pain and metabolic disorders 

on 13-32% of occasions.  Older people also had adverse drug reactions that caused 

problems with organ function and reaction (metabolic 20%, neurological 17%, and 

cardiovascular 17% in nature). Dermatological problems (including skin cancer) were 

reported in the review to account for 2-33% of presentations to ED by older people, whilst 

neurological conditions varied from 2-18%. Accidents also were a major reason for older 

people attending ED with 60% occurring in their home. Older people had several 

influencing factors when being discharged from ED ranging from aftercare issues, 

medications, unresolved medical problems and health risk. These issues also impacted on 

repeat attendances at ED by older people for social, physical, mental and comorbid 

problems. The review presented information on the time of day on attendance, older 

people who were still living at home were significantly more likely to attend in the morning 

and on a Monday, and most frequently attended during the winter months.  

 

These findings were supported by an Australian study by Falkner and Law (2015), who used 

quantitative administrative data to compare views of staff and older people on why they 

attended the emergency department. Hospital data for older people aged 65 and over was 

collected from one hospital site over one financial year and represented 2688 

presentations.  The presentations were evenly spread across the year, with a slight 

increase of 2% in December and January, with 67.5% of the presentations occurring 

between 8 am and 5 pm, which gives more detail but supports Šteinmiller et al. (2015). 

81% of these patients were discharged from the department. When reporting on the 

severity of the conditions, the majority of patients were triaged as category 4, 87.6% 

(potentially serious, treatment within 60 minutes) and category 5, 12.4% (less urgent, 

treatment within 120 minutes). 84.6% of people ‘walked in’ to the department.  
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Studies that focused on older people who also have mental health needs in ED or acute 

care have provided insight into the reasons and the frequency of attendance.  Electronic 

care records were examined to assess the trends and patterns of attendance at ED of older 

people with deliberate self-harm (DSH) in an early study using this technique by Ruths et 

al. (2005). Electronic case notes of older people aged 65 years and older, who presented 

to ED in three London hospitals over a two-year period with DSH were examined. Results 

showed that 43 older people were identified as presenting with DSH, the average age was 

77.7 with the age range from 65-95 and 72% of the cohort being female. The main method 

of DSH was an overdose (84%), with 19% having consumed alcohol at the time of DSH. 

These figures are supported by Carter and Reymann (2014) who used the Nationwide 

Emergency Department Sample (NEDS) database to retrospectively study patterns of 

attendance to ED by older people who self-harm or attempt suicide in America. The results 

estimated that 63 ED visits per 100 000 adults aged 65 and over were for suicide-related 

injuries. Those aged 75 and older represented 46% of all patient visits, with those who 

were 85 and over accounting for 12%. Females presented to ED on 53% of these visits. 

Death occurred in 1.2% of the people presenting to ED. Admission to hospital was 

necessary for 59% of patients, 2% of whom did not survive until discharge. The findings 

indicate that in the United States (US), an older person aged 65 or over is admitted every 

23 minutes to an ED after an attempted suicide.  

 

Similarly,  Hackman et al. (2006) conducted a survey in the USA, using the National Health 

Interview Survey on the use of the ED by people who also had a mental health illness 

(n=200). People who have a mental illness are higher users of ED (37% compared to 20% 

in general population).  Logistic regression analysis indicated that being female and having 

a mood disorder were most significant when analysing ED use. There was also a significant 

relationship between having any other somatic condition, having a respiratory illness and 

having any injury in the last 3 months. The relatively high use of the ED by people with 

mental illness (and the lower frequency of older people using ED), raised questions about 

the environment for care and the accessibility of service for people with mental illness. 

The reasons why older people with mental health needs attend ED in America were also 

examined by Walsh et al. (2015) using a secondary analysis of the Medical Expenditure 
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Panel Survey (MEPS) for a 5-year period from 2000-2005. During this period 2757 people 

were included in this sample who had a mental health disorder. Of this sample, 177 people 

had at least one mental health ED visit. The main reasons for attending the ED with mental 

health needs were presented as adjustment disorder, psychosis, and anxiety disorder. Two 

predisposing characteristics of presenting to the ED for mental health reasons were those 

of being female which is similar to Hackman et al. (2006) and being widowed or living 

alone, supporting the issue of isolation raised by Naughton et al. (2010) and Falkner and 

Law (2015).   

 

The presence of ‘geriatric syndrome’ in older patients was the purpose of a large 

international multisite study (Australia, Belgium, Canada, Germany, Iceland, India, and 

Sweden) by Gray et al. (2013). 2,282 patients aged 75 and over were recruited into the 

study from thirteen emergency departments. The rate of cognitive impairment was 

reported as 26% in the ED compared to 20% prior to the illness. Delirium was suggested in 

16% of the patients as there was an acute change in mental state. Sixty percent of the older 

people who attended ED were admitted into acute care wards. This large-scale multisite 

study shows that the older people who attend ED are mostly dependant on other people 

and often frail, with both physical and cognitive functioning decline. Gray et al. (2013) 

report that over 75% of their patients had at least one geriatric syndrome and this pattern 

was consistent across the developed nations. These findings are consistent with those 

reported by Goldberg et al. (2012), who consecutively screened 1004 patients, aged 70 or 

older for mental health problems and were admitted to hospital as an emergency. Only 

36% of those screened had no mental health problems or had anxiety only. The complexity 

of their care needs was highlighted by Goldberg et al. (2012) who reported that patients 

with mental health problems who were admitted to hospital as an emergency were 

functionally dependant with reasons for this including: incontinence (47%), mobility (49%) 

and feeding (49%). Cognitive impairment was present in 79% of the sample. These patients 

were more likely to be agitated, apathetic, have motor behaviour problems and be 

delirious than those in the sample who did not have cognitive impairment. Pendlebury et 

al. (2015) agree the numbers are high on admission to acute areas, but with the older 

people aged 75 years and older the rate of cognitive impairment was around 50%, with a 
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third of these older people having no previously known dementia or delirium. Which 

supports the findings of Sampson et al. (2009) who found that 48% of their cohort showed 

signs of dementia (with 21% having had a prior diagnosis before admission). These figures 

also relate to the estimates of lifetime prevalence of mental health disorders reported by 

Bunting et al. (2012), especially when the older person reaches the age of 75. The projected 

risk of mood disorders was reported at 28.4%, anxiety 28.3%, substance disorder 17.8% 

and impulse control disorders 9.4%. The findings suggest that by 75 years of age, older 

people have a projected lifetime risk for any mental health disorder of 48.6%.  

 

Social isolation and loneliness were discussed by Falkner and Law (2015) who described 

the ED as a social centre for older people who were experiencing loneliness as well as a 

convenient place to be assessed, often due to lack of GP appointments.  Older people 

reported that they went to the ED because they needed immediate attention (81%), with 

seventy-two percent stating they could not get access to a GP. The need for social support 

and the lack of social support in primary care was identified by Naughton et al. (2010) 

following an examination of repeat attendance at ED by older people over 65 years of age 

in Dublin. They deemed ED an “important safety net” (p687) for this population.  Results 

showed that in the 6 months prior to the survey, 37% of the older people had attended 

before the current presentation (some had presented 1-3 or more occasions). Patients 

aged 80 years and older accounted for 30% of the attendance. Over 50% of the patients 

had self-referred to ED. Seven percent had not attended a General practitioner (GP) and 

49% had not had contact with community or social services. Most complaints were medical 

(80%), within the repeat attendance group having mainly cardiac (14%) or respiratory 

(14%) conditions. Those who attended more frequently were also more anxious (28-34%) 

than the non-repeat group (12-22%). Naughton et al. (2012) carried out a secondary 

analysis of the data collected in the above study to examine the characteristics of the older 

people who attended the ED with a fall. When the population were examined for falls, 29% 

had higher anxiety scores than non-falls group (25%) and 17% of both groups had higher 

than normal depression scores, with mild cognitive impairment detected in 6-8% of the 

participants. Naughton et al. (2012) suggest that factors such as depression, vulnerability, 
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social isolation and loneliness can impact on physical as well as mental health of older 

people in the community.   

 

The major issues that have been raised are that there is a wide variation in the reported 

numbers of older people attending ED worldwide. The reasons for attending ED are also 

varied, with the majority of older people ‘walking in’ with urgent treatment needs. Older 

people are more frequent attenders at ED and those with a mental health issue are higher 

again, with lack of access to a GP, loneliness and social isolation being factors in 

attendance. Patterns of attendance are evenly spread throughout the year, with an 

increase in the winter months, notably December and January. Older people with mental 

health needs who attend ED are more likely to be female, attend on a Monday usually in 

the morning. Concerns have been raised about the knowledge and skills of healthcare staff 

and the provision of effective discharge and follow-on care in the community for older 

patients with complex needs.  

 

2. Parity of Outcome 

The complexity of care for older people, who also have mental health issues, is highlighted 

by the nature and degree of comorbidity that often occurs. The ability to assess the 

complex needs in the older person who may not be able to recall an accurate history and 

the knowledge, skill and resources available to prescribe an appropriate care package is 

often not present in the acute care and community areas. This disparity of treatment for 

people with mental illness in non-psychiatric hospitals is summarised in a review of 32 

studies by Mather et al. (2014).  The estimated prevalence of mental disorder (4-46%) and 

referral of patients to mental health services (1-10%) demonstrated a significant variation. 

A similar disparity of treatment also was presented in medical and surgical care relating to 

the type and frequency of procedures (particularly cardiac) and treatments offered to 

those patients who have a mental health disorder, which Mather et al. (2014) purport may 

relate to the poorer outcomes of this population in acute care. Increased length of stay 

associated with a mental health disorder and was also reported in the review. Fealy et al. 

(2009) suggest that the provision of an accessible community health care system would be 
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beneficial to the older person. They also question the current model of emergency care 

with respect to frail older people who also have mental health needs and how the care can 

include more person-centred factors. Three subthemes will follow; older people in ED, 

older people in acute care and older people with mental health needs in acute care. 

 

2 (i) Older people in ED 

Poor outcomes for older people who attend ED was the topic of a systematic review of 64 

papers by Schnitker et al. (2011). Several key aspects from the review are in keeping with 

what is known about older people with mental health needs in ED. Older people are more 

likely to have a functional decline after admission to ED, be readmitted following discharge 

and receive in-patient hospitalisation. Adverse incidents are often due to lack of 

knowledge and can range from not recognising the severity of illness at triage to lack of 

recognition of geriatric syndromes and poor communication. Older people often 

experience longer waiting times in ED and this can also cause additional concerns relating 

to hygiene, nutrition and hydration, elimination, mobility and skin integrity. Many of these 

findings were reported by Adams et al.  (2015) who undertook an ethically approved, large-

scale database analysis of 12, 283 older people (over 65 years of age), who were admitted 

to an acute care hospital in one province in Canada, during a calendar year. The purpose 

of their study was to examine the use of acute care by older adults (with and without a 

diagnosis of mental illness and used as two separate groups). Mental illness was defined 

using the International Classification of Disease 10 (ICD-10) codes. Dependent variables of 

length of hospital stay, acute length of stay, rate of readmission, resource intensity weight, 

hospital cost and emergency room (ER) waiting time were examined in relation to the two 

sample groups. Findings showed that the age range was 65-101 with the average age of 

76.78 years. The older person with a mental illness was usually older (79.1), showing no 

difference between the sexes. They also were more likely to be discharged to long-term 

care, die in hospital and be admitted from ED; they were less likely to be transferred home.  

They found that older people with mental health issues were often admitted as an urgent 

case, from urban areas, from GP care, with more diagnosis to general medical care units. 

These older people also had a longer length of hospital stay, acute length of stay, rate of 
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readmission, resource intensity weight, hospital cost, and ER waiting time than older 

people without mental illness. 

In an attempt to evaluate nursing interventions in ED that that were targeted at improving 

care for older people, a systematic review of 26 studies was undertaken by Fealy et al. 

(2009). The interventions included assessment and screening, referral and follow up were 

used in n=13 studies, and novel programmes and protocols used in n=13 studies. In this 

review, older people are more likely to be admitted to hospital and re-attend at ED more 

frequently. Fealy et al. (2009) noted that some interventions could reduce service use and 

could also detect other health problems that can increase the level of service use. 

However, not all studies presented improved patient outcomes and the decision to attend 

ED was not influenced significantly by healthcare staff. Improvement in the quality of care 

was the theme for the development of process quality indicators (PQIs) for older people 

with cognitive impairment in ED undertaken in Australia by Schnitker et al. (2015). The 

team reviewed, and field tested a set of 22 PQIs on medical records from 466 patients in 

order to evaluate the care provided to older people with cognitive impairment who 

present to ED. After testing the advisory panel agreed on 11 PQIs that were relevant to the 

target population.  Screening of the patients for cognitive impairment, delirium and those 

patients at risk of delirium were the first 3 PQI’s discussed, then further assessment as 

required on acute change in mental status, delirium etiology, family/support in 

attendance, collateral history, legal next of kin (decision maker), pain assessment, post-

discharge follow up and length of stay were compiled as the tools to make comprehensive 

indicators of structure and outcome quality measures. Schnitker et al. (2015) report that 

there is no agreed method to report on quality indicators and suggest that by collecting 

this data, quality of care for older people with cognitive impairment can be quantified and 

be used to support decision making that can improve care in ED.   Grimmer et al. 2013 

would support screening for all over 65’s at ED as they suggest that half of the older people 

who attend ED but who do not have their dementia diagnosed are at high risk of functional 

decline. 
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2 (ii) Older people in acute care 

The effect of emergency admission on older people was the aim of a longitudinal study in 

London by Sampson et al. (2009). Older people admitted as unplanned admissions (n=617) 

were screened using the Confusion Assessment Method (CAM) for the presence of 

delirium. This tool is designed to accurately distinguish between delirium and cognitive 

impairment/dementia. The Mini-Mental State Examination (MMSE) was used to assess 

cognitive function. A diagnosis of dementia followed a structured clinical assessment 

based on the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV) criteria by 

psychiatrists who specialised in caring for the older person. The person’s ability to function 

socially and their activities of daily living (ADL) was gathered along with physiological 

assessment (Charlson Co-Morbidity scale, Acute Physiology and Chronic Health Evaluation 

plus other medical assessments) and functional assessment gathered by the Functional 

Assessment Staging (FAST) scale. Data were collected from the hospital database using 

ICD-10 diagnosis codes. The mean age of the participants was 83 with 59% of the cohort 

female. Reasons for admission were pneumonia (16%), urinary tract infection (UTI) (9.1%) 

and cardiac ischaemia (9.2%), with increased levels of cognitive impairment associated 

with pneumonia and UTI. On admission, 48% of the cohort had signs of cognitive 

impairment, with DSM-IV dementia present in 42%. Only 21% had received a diagnosis of 

dementia prior to these assessments (dementia gap). FAST assessment showed that over 

27% had a moderate or severe impairment in their activities of daily living. Sampson et al. 

(2009) report that those people who were admitted from nursing and residential homes 

had a much higher prevalence of dementia and cognitive impairment than those who 

attended from other settings. Risk of death increased with the higher levels of cognitive 

impairment with 18% of those people with dementia (three times more than without) and 

24% of those with a MMSE score of 0-15 (five times more than without), dying within 

fourteen days of assessment.  Sampson et al. (2009) propose that the acute care 

environment for people with dementia is ‘malignant’ (p63), as the combination of poor-

quality care and lack of skill to care for this patient population leads to the greater risk of 

adverse events and functional decline. Improvements in community care could see 

admissions for pneumonia and UTI, major admission reasons to acute hospitals, reduced 

due to prompt assessment, management and access to treatment in the community.  
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Sampson et al. (2013) followed up this cohort three years later using the hospital database 

and the automatic flagging system on the notification of the date of death from the Office 

of National Statistics. In this analysis, older people who live with dementia had median 

shorter survival times (1.1 years) than those who did not (2.7 years). Death at 6 months 

were 41.8% for those with severe dementia and 23.1% of those without dementia.  

Sampson et al. (2013) suggest that life expectancy for this group was similar to other older 

people with serious life-limiting illnesses such as metastatic breast cancer or congestive 

cardiac failure. The high risk of death was constant in this group for the duration of the 

study, leading to a suggestion for improved advanced care planning and discussion with 

the patient and family in the community setting in order to plan for quality rather than the 

length of life.   A concerning aspect about the quality of life was reported on the 

impressions formed by clinicians on the functional and mental status of elderly patients in 

emergency and critical care was presented by Rodríguez-Molinero et al. (2010).  Older 

patients over 65 with at least two comorbid conditions who attended the emergency 

departments in Spain participated in the study (n=101). This involved a random sample of 

eligible patients who were paired with a senior clinician for the course of their treatment. 

A trained research team collected data from the medical records on a self-designed form. 

After the consultation with the patient and history taking was complete, the researcher 

asked a series of questions around hypothetical advanced directives such as would you 

carry out resuscitation, intubation, intensive care unit (ICU) or coronary care unit (CCU) 

admission on this patient at this time? The researchers then examined the reasons for 

these decisions being made. A final functional assessment using the Katz index, for 6 Basic 

Activities of Daily Living (BADL— bathing, dressing, toileting, transfers from bed to chair, 

continence and feeding), and the walking section of the Barthel index was completed. The 

final assessment section was completed using the Informant Questionnaire on Cognitive 

Decline in the Elderly (IQCODE). Results indicated that the physicians would carry out 

cardiopulmonary resuscitation (CPR) on 59.6%, admit 48.5% to medical ICU for intubation 

and send 73.7% of the patients to CCU. The most popular reasons given for these decisions 

was an assessment of prior functional status (69.3%) followed by age at 41.6%. 

Interestingly the patient’s personal history was important in 29.7% of the decisions and 
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prior mental status relevant in 9.9%.  Both functional and cognitive capacity was viewed 

by the clinicians as relevant; however, when considered against data analysis these 

decisions were not accurate. Lack or inadequate knowledge of accurate assessment of 

older people specifically relating to functional and cognitive capacity can influence the care 

planned for older people in emergency and critical care environments. 

 

2 (iii) Older people with mental health needs in acute care 

Care for older people with mental health needs in the acute care area can be complex.  

Bunn et al. (2014) completed a systematic review of studies on the use of an intervention 

to prevent falls amongst older people who have a mental health problem using the 

Cochrane collaboration approach. They report on 17 RCTs and 4 uncontrolled studies. This 

review reports that the risk of falling is exacerbated by having a mental health problem 

(dementia, depression, anxiety, and some medication/treatments for mental illness). The 

older person who has an existing mental health issue and attends hospital with a somatic 

illness could be at increased risk of falling whilst in the ED (poorer outcomes). The review 

highlights that the nature of interventions (for instance increased activity, staff training, 

sensory interventions and risk assessment) varied considerably between the studies and 

the instances of fall reduction were inconsistent. Studies that assessed increasing staff 

knowledge, levels of supervision and those that reduced agitation by improving 

psychosocial care were reported as ‘promising’ but needed further research. Bunn et al. 

(2014) suggest that the lack of studies could reflect the challenges faced by researchers 

when studying this population. Clinical implications are that staff working with older 

people with mental health needs, need to be aware of risk factors and have the options of 

management strategies to optimise patient safety. Bunn et al. (2014) suggested that this 

provides concerns for the ED environment, a comprehensive assessment of falls risk may 

be a low priority for the ED staff, with the environment and staffing levels unconducive to 

holistic risk assessment. 

 

Bradshaw et al. (2013) examined outcomes of care for 250 older people over 70 years of 

age who also had co-morbid mental health problems 180 days following an emergency 
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admission to an acute general hospital in England. Follow up information was collected 

from participants (older people with mental health needs, family, carers) and hospital data 

systems and GP systems. Outcomes were defined as relating to survival to 180 days, days 

spent at home and good outcome (not being readmitted). Health status outcomes were 

considered in respect to change in activities of daily living (ADL) and a change in 

behavioural or psychological symptoms. Results showed that outcomes were variable for 

this group of patients, but there were often poor outcomes, with 31% of the participants 

in this study having died within six months of their admission. Factors that influenced 

outcomes were the presence of co-morbidities, depression, poorer nutritional status, 

dehydration, deterioration in ADL and reduced cognitive function. A further 42% were 

readmitted to hospital and 31% survived without being admitted to a care home or 

readmitted to hospital. 24% of those who originally lived in the community, moved to care 

homes within 6 months. 58% of the survivors saw a deterioration in their ADL score, with 

32% remaining the same. Bradshaw et al. (2013) report complex changes in behavioural 

and psychiatric problems with some new problems appearing at follow up, with over half 

of the survivors not recovering from the increased levels of dependency associated with 

their acute admission to the general hospital. These findings are similar to those reported 

by Adams et al. (2015), demonstrating longer length of hospital stay, increased acute 

length of stay, increased rate of readmission, increased resource intensity weight, 

increased hospital cost, and increased ER waiting time than older people without mental 

illness). 

 

The use of a specialist medical and mental health unit versus standard care for patients 

aged over 65 who had delirium or dementia and were admitted to a general acute hospital 

was assessed by Goldberg et al. (2013). In a randomised controlled trial,  600 people were 

randomised blindly to either ward. Results showed that there was no significant difference 

between the two groups in days spent at home in the 90 days post randomisation into the 

study (51 days specialist unit and 45 days standard care).  However, patients in the 

specialist unit had a significantly higher quality experience with more frequent positive 

moods and more engagement in social interactions. Families also were significantly more 

satisfied with care. However, dissatisfaction with care was present in both care groups, 
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with the standard care group receiving over twice as many reporting they were ‘very 

unsatisfied’. In a later paper, Goldberg et al. (2014) reported on the care themes within 

the ward environment and how the staff met physical needs during the study. Within the 

ward environment, privacy was noted as an aspect that was often difficult to maintain. 

Lack of privacy was noted during personal conversations about intimate care and toileting, 

despite curtains being pulled as a physical barrier. The dignity of patients who could not 

self-care for their personal hygiene and toileting was also reported as a concern as the staff 

were not always available to attend. The environment was also crowded and noisy, with 

many activities being carried out, buzzers and phones ringing,  as well as a number of 

people being present on the ward at various times.  There was an element of socialising 

between the patents in this environment that was viewed as supportive. The provision of 

basic physical needs to the patients accounted for the majority of the time spent by the 

staff. Care was predominantly carried out in a task orientated manner and communication 

was brief. Food and drink were delivered at set times, regardless of patient preferences. 

Physical needs were often prioritised, and routine tasks completed by often ignoring 

patients who repeatedly asked for help. There was a considerable variation in staff 

behaviour between the wards and individual staff on each ward. The dependence levels of 

the patients were high, thus requiring appropriate staffing levels. The mental health unit 

has a median of two extra staff per day shift. This enabled the mental health unit to focus 

on the mental health of the patients as well as on the physical care. They also appeared to 

have more time to concentrate on person-centred care, even though it was time-

consuming. The results showed that care was challenging on both wards and consistent 

good practice hard to maintain. 

 

Whittamore et al. (2014) focused their study on the diagnosis, prevalence and outcome of 

delirium for older people who have mental health issues on general acute hospital wards. 

A cohort of 249 patients were recruited who were likely to have mental health needs on 

admission and were assessed on admission and followed for 6 months. A sub-sample was 

assessed for delirium (n=93). Whittamore et al. (2014) report that 27% of the patients 

admitted for emergency medical care also had delirium, with comorbid dementia also 

being common. Those who presented with delirium showed both behavioural and 
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psychological symptoms.  After six months, outcomes were poor, with a 37% mortality 

rate. Less than half of those who survived showed an improvement in their cognition and 

only a quarter showed any improvement in their activities of daily living, some symptoms 

of delirium resolved but some new symptoms often occurred. Whittamore et al. (2014) 

propose that the problems of assessing the confused older person are numerous and that 

new diagnostic tests and evaluations are urgently needed.  Pendlebury et al.  (2015) 

support this and describe the current situation in acute hospitals where clinicians have 

been unable to modify their practice to account for the increasing numbers of older people 

often with multiple comorbidities. This can often lead to a lack of recognition of cognitive 

impairment due to the focus on the more physical aspects of acute hospital care. Their 

study aimed to test the feasibility of using the abbreviated mental test score (AMTS) 

compared to the lengthier Montreal Cognitive Assessment (MoCA) and Informant 

Questionnaire for Cognitive Decline in the Elderly (IQCODE), in a cohort of patients over 75 

years old who were admitted to an acute medical facility (n=228). The results highlight that 

AMTS is a practical method of detecting cognitive impairment on admission. Cognitive 

deficits were present in 30-44% of the population without a previous diagnosis of dementia 

or delirium. Pendlebury et al.  (2015) propose that by using the current UK guidelines on 

the use of a memory question, many patients who are at risk may not be diagnosed. Many 

older people who had no premorbid decline demonstrated deficits in the acute hospital 

setting, which supports the known effect on cognition for acute illness. 

 

Key areas of interest in the theme of parity of outcome are when older people with mental 

health needs are compared to the same age group who do not have any mental health 

issues. The care is unequal in terms of waiting time in ED, in having a longer length of stay, 

reattending, increased risk of falling, reduction in ADL and in the way they are perceived 

and treated by some healthcare staff. The rates of readmission and hospitalisation are also 

high which could draw attention to appropriate care planning, discharge and continuity of 

care as they are more likely to be discharged to a long-term care facility. There is evidence 

of poor outcomes for older people in acute care, with these figures elevated when mental 

health is added into the equation. Increased functional decline in both physical and mental 
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realms are evident as well as a marked increase in mortality, both whilst in hospital and 

following discharge.  

 

3. Experience of care 

Bridges et al. (2010) suggest that positive experiences in health care can be achieved by 

the use of ‘relational approaches’ or by being ‘relationship centred’. This development of 

a relationship with continuity of care is seen as important; however, this is seldom possible 

in the often busy and hectic environment of the pre-hospital and in-hospital emergency 

care departments. Making connections can be difficult when the older person must move 

throughout the department for assessment, appropriate tests/ examinations and 

treatment by the ED team. The literature will be presented from the older person and carer 

perspective and from that of the staff. 

 

3 (i) Experiences of the older person and carer in acute settings 

Bridges et al. (2010) conducted a systematic review of older people and relatives’ 

experiences in acute care settings (n=43 articles). Findings demonstrated that the older 

people in acute care settings did not focus on the technical/medical/nursing elements of 

their care, they trusted the health professionals to be able to deliver the care competently. 

Participants discussed the relationships with staff as being important to their care when in 

the acute care area. Emotions and feelings of lack of control, fear and worthlessness were 

reported in the studies and these feelings were reduced when staff connected on a 

personal level with them and recognised them as an individual.  Older people who had 

communication problems, dementia and delirium were at particular risk of experiencing 

negative aspects of care whilst in acute care. The review did not examine staff experiences 

in acute care settings, which leaves a ‘missing piece of the puzzle’. Dewing and Dijk (2016) 

support many of these findings following a literature review on the state of care for older 

people who have dementia and attend acute general hospitals for treatment (n=53 

articles). They argue that being admitted to hospital has many physical and emotional 

consequences for the older person with dementia; including negative outcomes, longer 

stays, higher mortality rate and possible malnutrition and dehydration. Being admitted to 
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and discharged from acute care can take longer due to the complexity of care required. 

Communication was reported as being an issue of discontent between staff, older person 

and carer. Space, privacy, better lighting and noise reduction are cited as key areas that 

can reduce the disorientation within the ED environment for people with dementia. 

However, the pre-hospital transfer of the older person in an ambulance to the often noisy, 

busy ED environment can be unsettling. The culture of the organisation is presented by 

Dewing and Dijk (2016) as a significant subtheme in the literature. Lack of regional and 

national planning and funding for the ageing population is apparent. Staff have suggested 

that time was a factor in being able to care for an elderly person with dementia in acute 

care, a factor which is often lacking in ED due to pressure on the department. Culture is 

often lead by the attitude of staff working with people with dementia, with several studies 

reporting that staff believed they did not have the correct levels of education and skill to 

work with people with dementia effectively. Dewing and Dijk (2016) argue that person-

centred care for people with dementia in acute care was of little importance to staff and 

it was provided in an inconsistent manner. Dewing and Dijk (2016)  question whether it is 

possible in the present situation to provide person-centred care in busy acute care areas.  

 

Experiences of family and those who care for older people with mental health needs during 

admission to acute care in the United Kingdom (UK) were examined in a qualitative study 

by Clissett et al. (2013a). This study was part of a larger study (Goldberg et al. 2012) where 

1000 people were screened on admission who were identified as having a mental health 

problem and 250 patient-carer pairs recruited. A sub-sample (carers associated with 34 

patients) were recruited for Clissett et al.’s  (2013a) study. Patient observations were 

carried out for 72 hours and 35 interviews completed using a flexible guide to the 

questions.  Results showed that the carers had several core problems during the period 

their relative was in the acute care hospital. The carers reported a ‘disruption from their 

normal routine’ that could apply to both their routine and the routine of the older person 

being cared for. They coped with this problem by trying to establish some level of control 

over the situation through effective communication. This helped the carer to cope as they 

felt they had a form of protection over their relative by taking the role of advocate, often 

making evaluations of the care provided and the ward environment. They also coped with 
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the situation by supporting hospital staff in caring for their relative (and fill the gaps in 

care). Relatives also became stressed when they felt they could not trust the staff to 

provide the right level of personalised care for their relative. Quality of care was a 

prominent issue, relating to the way the patient and relative were communicated within a 

tridactic manner, especially with the skill of listening.   Clissett et al. (2013a) recommend 

that healthcare professionals recognise the vital role of the family as being the expert in 

the care of their family member, someone who can support care delivery and become a 

partner in care.  

 

In another study, Clissett et al. (2013b) explored the extent to which acute care for older 

people with dementia had the potential to promote personhood. They used Kitwood’s five 

dimensions of personhood (attachment, inclusion, identity, occupation and comfort). 

Findings showed that when there was consistency in nursing staff, relationships and a 

feeling of attachment were able to develop. The amount of time the multidisciplinary team 

members (MDT) interacted with the person and the manner of the communication 

influenced the formation of an attachment by the patient and their carer. Involvement in 

decision making was reported as highly important to the feeling of inclusion. The location 

of the patient in a ward or side room also had negative effects on the person feeling 

included, as the environment can be key to a feeling of belonging and inclusion. This is 

supported by findings from Goldberg et al. 2013 and 2014 who reported higher levels of 

satisfaction with care on a specialist care unit, where staff ratios were higher than normal 

wards and staff interactions were able to meet emotional and psychological needs as well 

as physical. Clissett et al. (2013b) suggest that the way the staff interacted with the person 

and family helped provide a sense of personhood and identity. This was emphasised by the 

promotion of occupation for the person with dementia, this can be planned or 

opportunistic, by a meaningful activity that could enhance behaviour and social 

interaction.  The dimension of comfort was reported in terms of physical and psychological 

comfort. The physical comfort was demonstrated by safety and compassionate care, 

psychological care was often provided when the person was distressed or anxious. The 

study found that there was a lack of evidence of a sense of identity, occupation or comfort 

being supported for the older person. Clissett et al. (2013b) report that the climate or 
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culture of the organisation and the lack of preparation to care for this client group could 

affect the delivery of person-centred care. This corroborates the view that older people 

with dementia could still receive care that is detrimental in the acute area. They suggest 

that at ward and organisation level work should continue to develop skilled and 

knowledgeable practitioners who promote effective person-centred care. 

Frequent attendance at ED was the area of concern for Moss et al. (2015) in their study on 

how the person experienced the moral component of the care (ethic of care and duty of 

care). Interviews with 34 people, aged between 17-77 years, who presented to ED on a 

number of occasions (mean number over 12 months was 19) examined the influence the 

staff had on the person’s care experience. Narratives were thematically analysed using 

Tronto’s ethic of care framework. People with chronic illnesses who attended on multiple 

occasions hoped that they would be cared for by competent and compassionate 

professionals. Participants “sought safety and sanctuary” (p279) in the ED, this occurred 

when the chronic illness self-management techniques were ineffective. Each visit to the 

ED could increase or decrease their personal vulnerability in relation to the illness and the 

environment, through their perceptions of how the staff provided care including the 

ethical or moral component of care toward them. Positive aspects were viewed as person-

centred and were explained as a warm greeting, assessment of urgency of treatment, good 

verbal and nonverbal communication. The environment was described in terms of their 

experience of technical, competent and efficient care, particularly when describing life-

threatening episodes. Some experiences were not as positive, with practice varying from 

competent to incompetent and inappropriate, with some staff showing good technical 

ability but lacking in personal skills and vice versa. Attitude toward those who presented 

more frequently to ED also was mixed among the staff. The results show insight into how 

care can be perceived by the patient within the ED and informs on the feelings of 

vulnerability within the ED, even by those who have attended on many occasions. These 

experiences are confirmed by McConnell et al. (2016) who state that patients and relatives 

in EDs experience a stressful environment, based on medical-technical system where care 

and treatment are focused on physical needs. Patients often had a negative opinion of 

their experience in ED due to lack of individuality and caring as well as feeling frightened, 
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vulnerable and unwelcome. However, this culture was often expected, and patients 

reported feeling reassured that their physical needs would be met in the hospital. 

The experience of older people accessing Australian emergency departments was reported 

by Considine et al. (2010) (n=30). The participants attended the ED for a variety of reasons 

and in differing frequencies, with some reluctance to access ED care expressed. The older 

people explained that they wanted to ensure they had a serious illness before calling the 

ambulance. Others reported not wanting to use health care resources or to be seen as a 

bother to ambulance personnel, with several reporting very serious health concerns 

before calling an ambulance. A variation in waiting times and experiences is presented with 

some older people feeling frustrated at the waiting time and others reporting that they 

had a short waiting time and had a positive experience. Some confusion by the older 

people in the sequence they received care, with some experiencing long waits without 

understanding the triage or ambulance triage arrival process.  Considine et al. (2010) 

suggest that ‘age appropriate’ triage and waiting systems are implemented to improve 

health care outcomes for older people in ED. 

 

For the older person and their family or carer, the experience of acute care in general or 

ED and pre-hospital in particular had several essential components for a good experience. 

The held the relationships with staff as of the highest importance. If effective relationships 

were established, many of the negative aspects of care could be reduced. Being treated as 

an individual and experiencing effective communication also improved the quality of the 

experience. The culture of the care environment was also important. 

 

3 (ii) Staff experiences 

Relationships were also deemed important by the staff. The first interaction with the 

patient in the pre-hospital environment was examined by Elmqvist et al. (2008) in a 

phenomenological interview study of patients, carers, police, fire and ambulance staff (first 

responders) (n=-18). Several aspects of the encounter are presented beginning with the 

‘encounter with the helpless injured body’ (p188). Where the person often has a dramatic 

loss of independence and can feel desperate and alone, with the relief of the helper often 
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overwhelming. The experience then moves to the ‘confirming existential encounter’ 

(p188), when the EMS staff try to keep the person alive, being close to them and providing 

reassurance. Waiting is described as a time of real fear and uncertainty, that can grow 

stronger even with the presence of help, presented by Elmqvist et al. (2008) as the ‘lived 

encounter’ which is not complete until the complete story is described (recapitulated 

encounter). It enables the person to look back on the traumatic event and reflect on what 

has happened and try to make sense of it through connections.  The respondents stated 

that being able to discuss what happened during the traumatic event with their first 

responders to the traumatic event helped them cope and regain control. 

 

The ability to develop a caring relationship was explored by Moyle et al. (2010) who 

undertook an interview based qualitative study in Australia to describe the perspective of 

staff (n=13) when caring for older people in acute care areas who also have a diagnosis of 

dementia. Participants described some of the everyday challenges when working with 

older people when they are confused as ‘unrelenting’ and ‘difficult’. They expressed an 

often-negative attitude toward the person, particularly if aggression was present, often 

blaming the older person for their behaviour. The lack of concern for mental health was 

echoed in this study, with a high priority given to the acute medical issues in the often-

busy acute care wards and departments. The physical environment of care in acute areas 

also impacted the way staff delivered care to the older person. Monitoring of patients to 

ensure safety and reduce risk became the normal model of care, with person-centred care 

being less important than ensuring safety, with patients who were allocated one to one 

care (specialling) described as the person having a babysitter. Those patients who were 

aggressive and violent were restrained physically and chemically. The junior staff had 

received very little education and there was a lack of awareness of the frequency of the 

use of restraint by the senior staff. Findings showed a lack of understanding and knowledge 

of how to assess and manage the older person with dementia in the acute care area. Moyle 

et al. (2010) propose that there was a need to educate and inform staff at all levels about 

the importance of individualised comprehensive assessment and integrated plan of care 

as well as a programme of culture change within each organisation toward person-centred 

dementia care. These findings are supported by Goode et al. (2014) who reported staff felt 
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they were caring for increased numbers of people with mental health needs of all ages. 

Staff also stated that how they viewed each person with mental health needs depended 

on their experience, training, confidence, judgement, perception and support.  Staff also 

expressed that their own emotions which included their own feelings and attitudes, fears 

and frustrations influenced the way they perceived the person with mental health needs. 

Some of the participants expressed concerns about their levels of knowledge and skills 

when caring for anyone with mental health needs in ED. The experience of staff also 

supported a relationship-focused approach to care; however, this was not always possible 

within the constraints of pre-hospital and acute care environments. Staff expressed some 

negative aspects of care that can have an impact on the experience of both staff and the 

older person. Staff also proposed greater education and training on caring for an older 

person with mental health needs. 

 

The experience of care has been presented from staff, patients’ and carers’ perspectives, 

with a variety of positive and negative areas introduced. The culture as well as the 

knowledge and skills in caring for the older person (with and without mental health needs) 

is vitally important for a quality care experience for all. 

 

4. Environment for care 

Provision of care within the pre-hospital and emergency department has inherent 

challenges. For the pre-hospital staff, they have to work alone (if they are a single 

paramedic/rapid responder) or with a colleague in a vehicle that supports care for a variety 

of patients and differing conditions. They must be able to assess and treat and transport 

the person to another level of care if that is possible and appropriate. Often they are called 

to attend people with a very limited physical and mental health history, and they provide 

care in the home or community environment. In ED, similar challenges are faced by the 

team. Staff are unaware of who will present at the department when they will arrive 

(unless alerted by the ambulance team), what they are attending for or what treatment 

will be needed. Planning and preparation within the department require knowledge of 

how the whole hospital is functioning (bed availability, through admission and discharge) 
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and also awareness of the readiness of the ED facility and staff. These challenges in both 

the pre-hospital and ED environment can impact on the care provided for older people 

with mental health needs.  

 

Some of these challenges were discussed in a modified scoping study by Skar et al. (2015). 

19 articles were reviewed on the effect of the ED culture on the care given to older adults. 

The ED was viewed as the ‘front door of the hospital’ with the promise that no one will be 

turned away from the department, but assessed and prioritised based on triage. The 

number of patients who attend the ED can mean that it appears as a noisy, busy, complex 

and stressful environment. Some patients reported that they could not identify staff with 

their clothing and found identification badges hard to read. The values and beliefs held by 

ED staff demonstrated that the ED was for treating urgent cases, however, it was also 

viewed as a safe place where anyone could find help and support. Time was an urgent 

issue in ED, with older people needing more assessment and treatment, this time was seen 

to take up resources that were needed by other high priority cases. Older people were 

viewed as a lower priority which meant longer waiting times and the associated care needs 

and complications. ED staff report that the needs of older people who are not critically ill 

would be better met in the community setting. Some of these challenges were also 

presented by McConnell et al. (2016) in an examination of the literature surrounding the 

provision of person-centredness in the ED environment. The environment was portrayed 

as one where a highly complex range of skills were needed to attend to the wide variety of 

patients, however, the focus of care was medical, technical and emergency tasks. Caring 

for patients who were not ‘in need’ of ED care such as minor complaints, end of life and 

mental health issues were reported as conflicting with the ED culture of caring for urgent 

and emergency cases.  The priority for ED staff was to move patients through the 

department as quickly and efficiently as possible, this was often not possible due to 

numbers and types of patients attending as well as lack of beds in the hospital system. This 

certainly would be the case for older people with mental health needs attending the ED as 

they often require more complex assessments and admission to hospital for further care. 

The ED environment for staff was reported as being a stressful one, with workload pressure 

and aggressive and violent patients contributing to this stressful environment. McConnell 
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et al. (2016) reporting no papers on person-centredness in care delivery in ED were 

identified in the review, but some of the themes identified could be mapped onto the 

McCormack and McCance (2010) person-centred framework, with the environment having 

an influence on how staff delivered care. 

 

Some of the problems facing older people with mental health needs who need urgent care 

could be addressed by giving paramedic practitioners extended skills according to studies 

by Mason et al.  (2007) and Dixon et al. (2008). They present separate findings from the 

same study on the effectiveness of paramedic practitioners attending calls from older 

people in the community in a RCT (n=1549 intervention and n=1469 control group).  Data 

were collected using hospital and ambulance service records and a follow up postal 

questionnaire at three and again at twenty-eight days post incident. Findings reported that 

patients attended by the paramedic practitioners were less likely to attend ED on the day 

or in the next 28 days and be hospitalised during the same event. They were also less likely 

to undergo an investigation but more likely to be treated and receive education and advice. 

They had more contact with secondary care services and less likely to report that their 

health had deteriorated in the following 28 days. They reported higher satisfaction levels 

than the control group (85.5 versus 73.8%) and had a shorter episode time by 

approximately 42 minutes. Mason et al. (2007) suggest that older people with acute minor 

conditions can be effectively treated by paramedics with an extended skill base. Dixon et 

al. (2008) suggest that the cost of the service is offset by reducing the time spent per call, 

reducing ED attendance and inpatient resources, with an overall reduction of £140 per 

patient, making the service a cost-effective option. The ability of the staff in the pre-

hospital care environment to establish effective caring relationships was the subject of a 

study by Sundström and Dahlberg (2010). They examined the assessment in caring 

situations in the pre-hospital environment using participant observation, field notes and 

interviews with EMS staff (n=11) in rural Sweden. Results revealed that the EMS needed 

to physically and symbolically ‘make room’ for caring. They reported that being in control 

of the environment was vital and their plan was always to make the intervention 

personalised as well as calm. This control was enabled by several actions and being 

physically close to the patient was one method that enabled a constant assessment and 
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conversation with the patient. Being close to the patient also allowed the development of 

a relationship that often took the form of taking the time to understand the patient’s view 

of the world at that moment in time. Assessment of the patient and their situation was 

often completed through a teamwork approach, with one EMS staff member being the 

leader and the other assisting with family and other aspects of a holistic assessment. 

However, at times the EMS staff could be fully focused on the medical assessment and 

treatment that could sometimes increase the patient’s feelings of anxiety or fear. 

Sundström and Dahlberg (2010) suggest that it is important for EMS staff to understand 

how the patient experiences their care in order to be a partner in their care. 

 

Being able to carry out this holistic assessment was difficult with the numbers of older 

people presenting to ED in Melbourne, which is higher in proportion to the population. 

This posed issues for Joubert et al. (2013) around possible social isolation the condition of 

mental and physical health issues. They screened older people who attended ED using a 

Geriatric Depression Scale, as part of a possible solution using an outreach program.  The 

objective of the study was to improve the assessment and treatment of older people who 

attend ED with complex needs and found that one in four of the participants already 

experienced a mild to moderate depression. This depression was related to the medical 

issues that prompted attendance at ED. As mentioned previously, there is a lack of parity 

of care and outcomes for older people with mental health needs in ED, this may also be 

due to lack of knowledge and experience of caring for this group of patients within the ED 

environment as suggested by Goode et al. (2014). The management of patients with 

mental health needs in ED was explored with a particular focus on knowledge and skills of 

the multidisciplinary team (MDT). Semi-structured interviews (n=19) were used to gather 

information on how the MDT viewed the ED environment for caring for people with mental 

health needs, what their attitudes toward this client group was like, how effective they felt 

their communication skills were and what was their experience of caring for this client 

group in ED. Results showed that within the ED environment, the MDT viewed the safety 

of the patient as their main concern. The environment was described as an unpredictable 

and busy place to work, with the emphasis being placed largely on the physical illness of 

the patient. All staff requested MDT training that was developed to meet their specific 
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needs in the emergency care environment, particularly in communication skills relating to 

assessment and the development of a quick assessment tool.  

 

Pre-hospital emergency care by EMS staff and the ED as environments of care can be 

distressing and frightening for older people (with and without mental health needs) even 

when they are not ill. When the older person has to call the ambulance or attend the ED 

because of an illness, these feelings of apprehension and fear are escalated. Being ill at 

home or in the community setting can often be the first step in the older person’s journey 

and contact with pre-hospital staff and transportation by ambulance can be the first of 

many care transitions for them. In the ED the noisy, busy, complex and stressful 

environment can impact on the older person who has mental health needs.  In these care 

environments, the attitudes, values and beliefs of the staff are important, as well and the 

knowledge and skills to deliver safe, effective and timely care for the patient and family. 

 

Limitations 

As with all research studies, inherent methodological limitations are apparent. The 

following studies used databases or electronic case records to collect data: Adams et al. 

2015;  Carter and Reymann  2014;  Naughton et al. 2010 & 2012; Ruths et al. 2005; Walsh 

et al. 2015. The use of databases may reduce the holistic picture of the patient and provide 

limited insight into the person. Coding may be inconsistent, and data not recorded as the 

information will have been added to the system by multiple users and if this data is taken 

from medical records it may be less accurate. Participation, recruitment and retention of 

people with mental health needs are difficult and with older people, it is especially 

problematic:  Bradshaw et al. 2013; Bunting et al. 2012;  Clissett et al. 2013a; Goldberg et 

al. 2012; Gray et al. 2013; Whittamore et al. 2014. As with other quantitative studies, the 

number of participants or case studies should be large enough to represent the population, 

although some of the samples reported are large (from 250-12502) they may not be 

representative of the population (Adams et al. 2015; Bradshaw et al. 2013;  Dixon et al.  

2009; Gray et al. 2013; Goldberg et al. 2012; Mason et al. 2007; Pendlebury et al. 2015; 

Sampson et al. 2009). Another issue with being able to compare the data in these studies 



43 
 

 
 

is that age group boundaries are not consistent between the studies (Bunting et al. 2012 

used over 18, Dixon et al.  2009 and Mason et al. 2007 used 60 and over,  Adams et al. 

2015 studied 65 years and over, whilst Bradshaw et al. 2013, Goldberg et al. 2012, 

Sampson et al. 2009 studied 70 years and over and Gray et al. 2013, Pendlebury et al. 2015 

used 75 years and over). Many of the studies were undertaken in one geographical area 

(either one Trust or one hospital site), which could reduce the generalisability of the 

studies (Bradshaw et al. 2013; Clissett et al.  2013a and 2013b; Dixon et al. 2009; Goldberg 

et al. 2012; Goode et al. 2014; Mason et al. 2007; Naughton et al. 2010 and 2012; Ruths et 

al. 2005; Sampson et al. 2009 and 2013). This could also be the case for some of the studies 

with smaller sample sizes (Goode et al. 2014; Joubert et al. 2013 and Moyle et al. 2010). It 

is important to note that participants can alter their behaviour during observation studies 

(Considine et al. 2010; Goldberg et al. 2013 and Sundström and Dahlberg 2010), and this 

should be considered in the context of the study.  

 

Summary of review findings 

The literature provides themes that have developed in the research to date within the 

areas of older people, mental health and the emergency department.  

• There is a wide variation in the reported numbers of older people attending ED 

worldwide. The reasons for attending ED are also varied, with the majority of older 

people ‘walking in’ with urgent treatment needs.  

• Compared with younger people (<60), older people are more frequent attenders at 

ED and those with a mental health issue attend even more frequently, with access 

to a GP, loneliness and social isolation being factors in attendance.  

• Patterns of attendance throughout the year have an even spread with an increase 

in the winter months, notably December and January.  

• Older people with mental health needs who attend EDs are more likely to be female 

and more likely to attend on a Monday morning.  

• There is a need for increased knowledge and skills of healthcare staff and the 

provision of effective discharge and follow-on care in the community for older 

people with complex needs, including people with mental health needs. 
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• For older people with mental health needs care is inequitable in terms of waiting 

time in ED, in having a longer length of stay, re-attending, increased risk of falling, 

reduction in ADL and in the way they are perceived and treated by some healthcare 

staff. 

• Increased functional decline in both physical and mental realms are evident as well 

as a marked increase in mortality, both whilst in hospital and following discharge. 

• Older people view the relationships with staff as of the highest importance. Being 

treated as an individual and experiencing effective communication also improved 

the quality of the care experience. The culture of the care environment was also 

important. 

• From the staff perspective, a relationship-focused approach to care was not always 

possible within the constraints of pre-hospital and acute care environments. Staff 

expressed some negative aspects of care that can have an impact on the experience 

of both staff and the older person. Staff also proposed greater education and 

training on caring for an older person with mental health needs. 

• The noisy, busy, complex and stressful environment of the ED affect the older 

person who has mental health needs.   

 

Conclusion 

Clinical guidance has been requested by professional bodies to provide a good standard of 

care that is equal for all. Some questions have not been answered such as, why is there 

inequality of care? Why are the outcomes different? What can be done to improve the 

experience and the environment of care?  

There is a gap in the literature in the area of older people with mental health needs who 

access pre-hospital and in-hospital emergency care services. The purpose of this study is 

to examine the care provided to this group of people from the different perspectives of 

the health care system, the staff and from the older person and their carer/partner. 

The following chapter will present the theoretical and epistemological stance for the 

study.   
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CHAPTER 3  

THEORETICAL AND EPISTEMOLOGICAL CHAPTER 

 

Introduction 

This study aimed to describe and analyse attendance trends and explore the care 

experience of older people with mental health needs in pre-hospital and in-hospital 

emergency medical service (EMS) settings. This chapter will present justifications for the 

methodology of the study, which will include the theoretical and epistemological stance 

for the research. 

 

Theoretical frameworks   

A theoretical framework can be viewed as a guide to the study or a lens through which the 

researcher views each component part of their study (Gray, 2014, Parahoo 2014). It can 

be used to focus the question of who, what, where, when, why and how, that are posed 

within the study. The decision on which theoretical framework should be considered with 

the purpose of the study. Slevin and Basford (1998) suggest that several questions should 

be answered before the choice is made. The first question that the researcher should ask 

is what do I know about the subject or phenomenon that I wish to examine? Following on 

from this is what types of information or knowledge already exists? Then the researcher 

should consider which theory would be the best guide for the research practice and 

consider if it has been supported and proven through theory-linked research. It is 

important to consider other theories that would be relevant to the topic area and think 

about the best way to apply the theories and findings.  

Confusion was noted in the use of the words ‘framework’, ‘theory’, ‘concepts’, and 

‘models’ in the studies and articles searched in pre-hospital and emergency care. Many 

articles reported the process of development and testing of concepts through a conceptual 

analysis. A summary of the studies and the theoretical approach is provided in Table 6. 

Theoretical frameworks that are suitable for use within the clinical areas of ED and pre-

hospital emergency care are scarce. When they are used there is a heavy reliance on the 
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biomedical model for designing conceptual models to enhance physical care of the patient 

and medical knowledge (Curley et al. 1990, McCray 2003, Harispe et al. 2014). The 

theoretical domains framework has been used to evaluate aspects of care such as 

assessment of chest pain (Skoien et al. 2016), screening tools in ED (Kirk et al. 2016) and 

changing behaviour (Cane et al. 2012).  Pre-hospital care (especially focusing on paramedic 

practice) has introduced some new theoretical conceptual frameworks in relation to safety 

(Shaban et al. 2004), decision making (Parsons and O’Brien 2011) and knowledge 

(Hagiwara et al. 2013). Kolcaba (1994) also presented a theory of holistic comfort for 

nursing that related to nursing interventions that could assess, develop, implement and 

evaluate patient comfort needs. Consideration was given to the aims and objectives of the 

study as well as the unique environments of pre-hospital and in-hospital emergency care 

when deciding on the most appropriate theoretical framework for this study.  

The aim of the study was to describe and analyse attendance trends and explore the care 

experience of older people with mental health needs in pre-hospital and in-hospital 

emergency medical service (EMS) settings. From this perspective, there are several key 

concepts: personhood, the environment, relationships, caring and health (physical and 

mental). These key concepts are explained and examined in person-centredness. The 

objectives of the study were to examine and explore the nature of the experience of pre-

hospital and emergency care from a quantitative and qualitative perspective. Using a 

theoretical framework, the individual sections of a research study can be combined into a 

connected view of the situation. Basford and Slevin (2003) state that the use of a 

framework can provide a useful link between the theoretical and the practical components 

of the study.  

An important framework on personhood that is well established in the setting of dementia 

care is that of Tom Kitwood (Kitwood and Bredin 1992). No study was found that used this 

theoretical framework in pre-hospital or ED settings. Kitwood strived to connect the beliefs 

and values of person-centred care to people who were living with dementia. A cluster of 

needs (or domains) was the way Kitwood (1997) described five areas that should be the 

focus of care interventions. The first need was comfort, where the person was enabled to 

be strong when pressures of life were getting on top of them. Attachment was the second 

need that human beings have, being bonded to other people. Inclusion refers to the way 
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the person feels within their social surroundings. Occupation refers to self-esteem and 

being involved in life and identity involves a sense of  continuity and consistency in life.  
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Table 6 Summary of main theoretical frameworks in pre-hospital and emergency care 

literature 

 

Theoretical 
frameworks 

Explanation  Used by  

Bio-psycho-
social 
model. 

The biopsychosocial model is a broad view that 
attributes disease outcome to the intricate, variable 
interaction of biological factors (genetic, biochemical), 
psychological factors (mood, personality, behaviour), and 
social factors (cultural, familial, socioeconomic, medical). 

Manning 2016 

Complex 
decision 
making 

There are many decision-making theories that describe, 
explain and predict how individuals make complex 
decisions. Decision-making theories and models also 
describe the factors or situations likely to impair the 
decision-making process and lead to poor decision 
outcomes and decisional regret. 

Hagiwara et al.  
2013,  Hagiwara 
2014 

Health 
belief 
model 

The Health Belief Model (HBM) is a psychological model 
that attempts to explain and predict health behaviours. 
This is done by focusing on the attitudes and beliefs of 
individuals. The HBM was first developed in the 1950s by 
social psychologists Hochbaum, Rosenstock and Kegels 
working in the U.S. Public Health Services 

Williams   et al. 
1994, Jones   et 
al. 1988& 1991, 
Chernick  et al. 
2015 & 2016 

Kolcaba's 
comfort 
theory 

Human beings have holistic responses to complex 
stimuli. 
Comfort is a desirable holistic outcome that is germane 
to the discipline of nursing. Human beings strive to meet 
or have met their basic comfort needs. 
When comfort needs are met, patients are strengthened. 
Comfort is the immediate experience of being 
strengthened by having needs for relief, ease, and 
transcendence met in four contexts (physical, 
psychospiritual, social, and environmental)" Type of 
Comfort: Relief: The state of a patient who has a specific 
need met. Ease: The state of calm and contentment 
Transcendence: The state in which one rises above one's 
problems or pain 

Manning  2016 

Leventhal's 
common-
sense 
model 

Leventhal's common sense model (CSM) is used to 
understand people's responses to illness. The model 
proposes that illness perceptions directly influence 
coping strategies, which in turn influence outcomes. 
Illness perceptions are lay interpretations of information 
and personal experiences the patient has acquired. 

Rouse  et al. 
2016 
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Rogers’ 
diffusion of 
innovations 
(DOI) 
theory 

Diffusion of innovations is a theory that seeks to explain 
how, why, and at what rate new ideas and technology 
spread. Rogers argues that diffusion is the process by 
which an innovation is communicated over time among 
the participants in a social system. 

Emani   et al. 
2012, Leggott   
et al. 2016 

Roy's 
Adaptation 
Model 

In 1976, Sister Callista Roy developed the Adaptation 
Model of Nursing, a prominent nursing theory. Nursing 
theories frame, explain or define the practice of nursing. 
Roy's model sees the individual as a set of interrelated 
systems (biological, psychological and social). 

Zavotsky 2016 

Theoretical 
domains 
framework 

The Theoretical Domains Framework (TDF), which 
includes constructs from 33 behaviour change theories, 
was developed to make theories more accessible for 
implementation researchers. The aim of this thematic 
series is to document the impact of this theoretical 
framework on implementation research and to consider 
its strengths, limitations and potential for further use 
and development. 

Kirk  et al. 2016, 
Meldon  et al. 
2003,  Tavender 
et  al 2014,  
Middleton  et  al 
2016,  Craig 
2016, Skoien  et 
al. 2016, 

Theory of 
Dependent 
Care 

A theory of dependent-care: a corollary theory to Orem's 
theory of self-care. Models that support the theory of 
dependent-care are identified. Premises are stated. 
There is an elaboration of the conceptualizations 
representing the work that has been done 

Ohns   et al. 
2016 

Theory of 
Planned 
Behaviour 
 
 

In psychology, the theory of planned behaviour 
(abbreviated TPB) is a theory that links beliefs and 
behaviour. The concept was proposed by Icek Ajzen to 
improve on the predictive power of the theory of 
reasoned action by including perceived behavioural 
control. 

Ryan  et al. 2017 

Tronto's 
ethic of 
care 
 

The ethics of care is a normative ethical theory that 
holds interpersonal relationships and care . Joan Tronto 
argues that the definition of the term "ethic of care" is 
ambiguous due in part to the lack of a central role it 
plays in moral theory. 

Moss   et al. 
2015 

Watson’s 
caring 
science  

The Core Priniciples/Practices: Evolving From Carative to 
Caritas (Watson, 2008, p. 34) Practice of loving-kindness 
and equanimity. Authentic presence: enabling deep 
belief of other (patient, colleague, family, etc.). 
Cultivation of one’s own spiritual practice toward 
wholeness of mind/body/spirit—beyond ego. “Being” 
the caring-healing environment. Allowing miracles 
(openness to the unexpected and inexplicable life 
events) 

Revels  et al. 
2016 
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Kaufmann & Engel (2016) report that the original model was often adapted without being 

rigorously tested in research. They endeavoured to do this with people who were living 

with dementia and found a number of possible diverse components within the domains, 

however they could all be supported empirically. They did find differences in Kitwood’s 

definitions and those of their participants, which needed further explanation. Dewing 

(2008) suggests that Kitwood did not examine the effect of culture particularly on the care 

of older people with mental health needs and excludes all except the person with 

dementia. This is vital in the current study where the participants are all older people with 

mental health needs. In the setting of clinical practice, Kitwood also does not include other 

people that are essential in this current study of families, carers and staff (Dewing 2008). 

Kitwood's (1992, 1997) theory on personhood was considered, particularly because of the 

aspects of inclusion and identity; however, the study was not purely focused on people 

living with dementia and had two very differing stages and environments of study.  The 

Person-Centred Practice Framework (McCormack and McCance 2010, 2017) (Figure 2) was 

chosen as the theoretical framework for the study. The reasons for this choice are outlined 

below. 

The Person-Centred Practice Framework 

The Person-Centred Practice Framework (McCormack and McCance 2010, 2017), 

throughout its development, has considered conceptual and philosophical perspectives on 

personhood and also on person-centredness. It has been rigorously developed from 

previous conceptual frameworks developed by both authors (McCance et al. 2001, 

McCance 2003, McCormack 2001, 2003) and researched in relevant studies with a focus 

on older people (McCormack and McCance 2006, McCormack et al. 2010, Lynch et al. 2011, 

McGilton et al. 2012).                  

The framework is composed of five domains. The first element is the macro context of 

care, the ‘bigger picture’ or areas that impact on care from external forces such as past 

and present health and social care policy. Other areas that can influence person-centred 

outcomes in this context are the areas of workforce development, strategic leadership and 

strategic frameworks within health and social care provision. In the macro context of the 

study, consideration of the health and social care system within the pre-hospital and 

emergency care setting is relevant, along with the sociodemographic changes that will 
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impact on the EMS staff, education and training needs. This is particularly important in 

stage one of the study but also is relevant to stage two. The second element is described 

as the prerequisites, what it is to be professionally competent, know ‘self’ with clarity of 

beliefs and values, have interpersonal skills and be committed to the job. Professional 

competency within EMS staff is essential, with a complex skill set needed to work in a 

dynamic healthcare setting. 

The third component of the framework focuses on the context in which the care is 

provided. This includes appropriate skill mix, shared decision-making, effective staff 

relationships, supportive organizational systems, power-sharing, the potential for 

innovation and risk-taking, and the physical environment. These components are relevant 

in the pre-hospital and emergency care setting in the context of increasing stress of both 

numbers of people accessing the service and the pressure on the staff to deliver a high 

standard of care. The fourth element of the framework is person-centred care processes, 

which focuses on the actual development of person-centred care through a range of 

 

Figure 2 Person-centred framework (McCormack and McCance 2017) (Copyright License  

obtained)                        
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The focus in care delivery is taking account of working with the patient’s beliefs and values, 

engaging authentically, shared decision-making, being sympathetically present and 

providing holistic care. Consideration of these elements of care within the pre-hospital and 

emergency care setting is vital if care for older people with mental health needs and their 

carer/partner are to receive person-centred care.  If the first four elements are aligned the 

results could be a good care experience, involvement in care, feeling of well-being and the 

existence of a healthful culture (Goode and Black 2013, McCormack and McCance 2010, 

2017).  

 

Strategy and research design 

The study has mixed methods design, so it permits a deductive and inductive approach and 

is also descriptive and interpretive in nature and design (Figure 3 ) (Gray 2014). 

 

                  Figure 3 Theoretical approach and research design 

Stage one was a quantitative retrospective analysis of regionally collected National Health 

Service data on emergency department admissions in Northern Ireland (HSC Honest 

Broker Service and Trust ‘Symphony’ patient database information system). The Symphony 

Methodological issue 

Epistemology 

Theoretical perspective 

Research Approach 

Research Methodology 

Timeframe 

Data collection methods 

Stage 1 

Objectivist 

Post- Positivist 

Deductive 

Quantitative 

Empirical inquiry  

Retrospective 

Online chart analysis 

Database analysis 

Stage 2 

Constructivist 

Person-centredness 

Interpretivist 

 

Inductive 

Qualitative 

Interpretive   Descriptive 

Cross sectional 

Interviews 



53 
 

 
 

system was created within ED in Northern Ireland to be solely a patient tracking system. 

Over time it developed and was adapted to include many other patient care data entries. 

These adaptations are useful for practitioners, but the researcher must remember that this 

‘research instrument’ was not originally designed for research purposes. In this sense, it 

provides a crude dataset that can be explored within the context of the variables that are 

collected and recorded. HSC collect all computerised records from the EDs who use the 

Symphony system. To allow analysis of the data, the information must be ‘cleaned’ to 

ensure that no identifiable information from any patient was visible. At the creation of the 

database, the researcher requested relevant variables to enable analysis and exploration 

for the research study aim and objectives.  This online chart data were analysed using 

Statistical Package for the Social Sciences version 22.0 (SPSS 2015). The analytical 

framework for stage one had a post-positivist approach. Post-positivism holds that while 

there is an independent reality which may be examined by the researcher by the use of 

theory, empirical inquiry and the scientific examination of facts and data, the truth can 

only be approximated, never completely or perfectly explained (Gray, 2014). Stage one 

was an empirical analysis of quantitative data that was able to be measured and analysed. 

Retrospective studies examine a current phenomenon by seeking information from the 

past. However, post-positivist research emphasizes that although the statistics are an 

accumulation of facts, probability is also assigned to the findings that they are correct, not 

a certainty.  

Stage two had an interpretive qualitative approach, using in-depth, individual semi-

structured interviews to gather information on the experience of the EMS staff, the person 

with mental health needs and the carer in pre-hospital and in-hospital emergency care 

service environment. This stage of the study considered what it was like to experience the 

delivery of the care from each of the key stakeholder’s own individual perspectives at a 

point in time. The experience of the individual was described by the participants, they 

described their view of pre-hospital and ED and provided their account of what occurred 

when experiencing the delivery of care in pre-hospital and the ED. EMS staff spoke 

professionally but compassionately and with great insight about their experiences of caring 

for this group of people and their families. There was an obvious difference in their 

professional perspectives for instance a paramedic would have insight into the home 
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environment and the RAID practitioner a mental health perspective, who would have a 

different view to the ED nurse or doctor. The older person and carer/partner spoke 

passionately about their experiences from a completely different angle. All these 

perspectives brought a richness to the data and showed a clear participant voice to the 

findings.  Quantitative research is viewed as having an objectivist position, where reality 

and the answer to the research questions exist outside the realm of the researcher. 

Qualitative research is more closely aligned with the constructivist paradigm that proposes 

that truth and meaning as investigated and interpreted by the person as a researcher and 

subject (Newell and Burnard 2011, Gray 2014).  

These differing epistemological stances are echoed within this study as stage one data uses 

quantitative data collected from large healthcare organisations, external to the principal 

investigator, where that reality has been examined through the process of systematic and 

rigorous scientific enquiry. Stage two qualitative data has been collected through interview 

with different individuals who have interacted with the principal investigator during the 

interview process. Truth and meaning for each one of them have been constructed 

through their experiences with the pre-hospital and in-hospital emergency care service 

environment. Each one was their own, individual account of how they see the world that 

may be influenced by thoughts, ideals and beliefs as well as previous experiences (Grove 

et al. 2015). Quantitative research relates to gathering objective, scientific facts, whilst the 

qualitative school attempts to explore the meaning and truth that exist in the interaction 

between the person and the world (Parahoo 2014).   

The relationship between the researcher and the subject is also an area of debate within 

the two approaches. Quantitative researchers usually conduct the study as an outsider or 

at a distance from the subject/s. This enables examination of reality in quantifiable or static 

terms over time. While in qualitative research, the researcher usually comes into direct 

contact with the subject, which could allow the researcher to explore the personal 

interactions and activity with the events being discussed (Gray 2014). Data in phase one of 

the study were gathered quantitatively by the HSC Honest Broker service. The principal 

investigator had no role in the collection of the data. However, phase two was a completely 

interactive interview process, with the principal investigator completing all interviews in a 

face to face, in-depth explorative nature. 
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The categorisation of quantitative research into the deductive school of theory testing and 

the qualitative into inductive can be over simplistic. Both theoretical components can be 

included in both forms of research. Gray (2014) stated that most quantitative research 

starts deductively with a theory and attempt to test it and qualitative research mostly 

focuses on inductively building a theory about new or unexplored topics. Phase one of the 

research examined the trends and admission patterns of older people with mental health 

needs to the EMS across Northern Ireland, using the HSC database, seeking to confirm the 

reported national and international patterns of ageing and health. Phase two attempted 

to explore the experience of working and using the pre-hospital and ED as a necessary 

environment for emergency care for older people with mental health needs. This approach 

will add to the development of an in-depth understanding of the issues, from the person, 

carer and professional perspectives (College of Emergency Medicine & British Geriatric 

Society, 2012). 

 

Summary 

This chapter presented the  justification for the methodology of the study and included the 

theoretical and epistemological stance for the research. The following chapter will outline 

the mixed methods research design.    
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CHAPTER 4  

RESEARCH DESIGN CHAPTER 

 

Introduction 

The following chapter will outline the design of the study. Mixed method research will be 

introduced, with an explanation of the difference between qualitative and quantitative 

approaches. The rationale for the choice of mixed methods will be explained, followed by 

some of the different types of mixed method approaches.  The design of the quantitative-

qualitative, explanatory sequential mixed methods approach for this study will be 

explained along with examples of where integration occurred. Limitations to using mixed 

methods will be outlined. Reliability and validity will then be discussed for stage one and 

rigour and trustworthiness for stage two. The final part of the chapter will focus on the 

ethical issues involved in the study.  

 

Mixed Methods Design 

The area of research interest lies in a reported large population of older people who 

experience mental health needs and who attend an Emergency Department in Northern 

Ireland for any reason (physical or mental health). There are particular issues when 

determining which research paradigm to use to best address the aim and objectives of the 

study. The population is large, but the information required is also experiential (as the 

information has not been studied or reported previously) and personal (based on the 

respondents’ experiences). A two-stage, quantitative and qualitative sequential mixed 

methods approach was considered and adopted for the study. 

Gray (2014) reports that the term mixed methods refers to a research design that 

incorporates at least one qualitative and one quantitative method. It has been an area of 

debate among researchers due to the many differences and incompatibilities in each 

approach. Some of the main differences in each approach are shown below (Table 7).  
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Table 7: Gray’s summary of differences in quantitative and qualitative research methods 

Area of discussion                          Quantitative Qualitative 

Epistemological position Objectivist Constructivist 

Relationship between subject 
and researcher 

Distant/Outsider Close/Insider 

Research focus Facts Meanings 

Relationship between 
theory/concepts and research 

Deduction/Confirmation Induction/Emergent 

Scope of findings Nomothetic Ideographic 

The nature of data Data based on numbers Data based on text 

 

Rationale for the choice of mixed methods design 

The scope of findings and nature of the data for both methods usually produce different 

forms of data. The quantitative scope is seen to be nomothetic, with findings that are 

generalizable irrespective of place and time. The nature of the data is usually numerical, 

often presented as rigorous and reliable. Stage one of this study presents a large-scale 

database of 74, 766 cases. The data could be seen as representative of the population of 

older people in Northern Ireland. The Honest Broker System included data from six of the 

nine level 1 units where older people could attend (see Table 10). Stage one findings  

presents data that is based on systematic study of a population of older people who 

present to ED. Data is based entirely on numbers drawn from coding of the database. The 

rationale for the choice of this design was to clearly present trends and patterns of 

attendance throughout the study period.  

The qualitative scope is usually described as ideographic, findings that deal with breadth 

and depth of information, which may highlight the unique elements of a phenomenon. 

This data is often described as in-depth or deep (Grove et al. 2015). The rationale for this 

design is to explore responses from an individual perspective that are in-depth and 

personal. The data were organised and managed using NVivo 10 (2014) software, which 

assisted in the collection of data for initial thematic analysis. 
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Gray (2014) suggested that the most promising aspect of the development of mixed 

methods research is that it allows the research question to be investigated in the way that 

could present the most relevant and useful answers. Quantitative stages can bring 

representativeness and generalisability to the study, while qualitative methods allow a 

more in-depth analysis and exploration of the data (Grove et al. 2015). That was the 

rationale for the choice of two types of data collection procedures, one following the 

other.  

Types of mixed method design 

Mixed methods research design has produced much debate in the research literature. 

Johnston et al. (2007) investigated the use of the term ‘mixed methods’ in the design of 19 

research studies. Results showed variation in where and when the ‘mixing’ of data 

occurred; at data collection or at data collection and analysis or at all stages of the research 

process. Tashakkori and Cresswell (2007) elaborate on this point by offering several types 

of mixing of data. There can be a mixing of two types of research question, the manner of 

development of these questions, two types of sampling procedure, two types of data 

collection procedures, two types of data analysis and two types of conclusions. In this 

study, integration occurred in the data collection methods, data analysis and in the 

discussion of findings. Cresswell (2015) also provides a clear outline of when this 

integration of data can occur in Figure 4.  

Mixed methods design can be described as basic (convergent and explanatory or 

exploratory sequential mixed methods) or advanced (embedded, transformative and 

multiphase) (Cresswell 2015).  The convergent design is used when the study collects and 

analyses both qualitative and quantitative data separately. The hope is that when the 

results from the two distinct types of information sources are brought together, that they 

provide similar results. Explanatory sequential (quantitative then qualitative) and 

exploratory sequential (qualitative then quantitative) design involve a two-stage or phase 

project. During each approach, the researcher collects the data and analyses it. This 

analysis is then used to plan or build on to the second stage of the project. These results 

can inform sampling, questioning and the development of tools or measurements for the 

second stage. 
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           Figure 4 Types of integration in mixed methods research Cresswell (2015).     

More advanced methods such as embedded mixed methods can use one or more forms of 

data such as qualitative, quantitative or both, within a more complex research design such 

as an ethnographic study. Data can be collected at any point during the larger study and 

can be used to test an intervention as part of the larger study, within an applied setting 

such as a particular environment or ward.  Transformative designs are popular when 

studying marginalised groups. This complex design uses a social justice theory (for example 

feminist) as the framework for the study and this guides all aspects of the research process. 

Data can be collected at any point using a combined approach. Another advanced design 

is termed multiphase mixed methods approach. This can be used when several mixed 

methods projects are part of one larger often longitudinal study (Cresswell 2015). 

Explanatory Sequential Mixed methods 

The design of this study is an explanatory sequential design (Gray 2014), using sequential 

quantitative-qualitative analysis (Tashakkori and Teddie 2003). The sequence of each stage 

is presented in Figure 5.      
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Figure 5: Sequence of stages in the study 

 

Integration during the study 

Integration of two methods of data collection allowed data from stage one to be used in 

the data collection of stage two. Integration of data also occurred in the discussion chapter 

(Table 8) 

Table 8 Integration of the two methods during the study 

Source of 
Information 

Area of integration Explanation 

Stage 1  
Honest Broker 
Symphony data 

Recruitment approaches:  
location of recruitment,  
month of year,  
days of week,  
time of day,  
location of recruitment posters and 
stations 

By using the information gathered the ED 
which had the highest number of older 
people in attendance was used for 
recruitment.  
Recruitment was focused on the most 
frequent days and times of attendance 
and also the most frequently attended 
months 

Identification of additional 
questions for individual interview 

Data had shown variations in patterns of 
attendance between older people with 
mental health needs and the general older 
population. Questions were added to 
schedule to explore this. 

Stage 1 and 2 
data  

Findings from both stages of the 
study are integrated in the 
discussion chapter  

Using results from both stages   
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The quantitative database analysis was undertaken in stage one. From this, patterns were 

identified, and questions arose that fed into the development of the interview schedule 

for stage two for clarification and elaboration, several changes occurred following stage 

one analysis (Appendix Two). Quantitative data in stage one had shown that there was a 

difference between older people with mental health needs attending ED and the general 

older population. This enabled adaptation of the interview schedule to examine this 

phenomenon. Questions such as ‘What factors do you think would influence the older 

person’s decision to attend ED?’ were added. Other questions were added or adapted to 

examine issues that arose due to the documentation and the ED system ‘How would you 

recognise and report/document the mental health needs of an older person in pre-hospital 

/ED? What skills have you developed?’   Exploration and examination of the results from 

stage one data were possible using the interviews in stage two. This highlights the 

complementarity and development of the two measures when trying to achieve the 

research objectives. Equal weighting has been given to each stage of this mixed method 

study, as each has provided valuable insight into addressing the aim and objectives 

(Cresswell and Plano Clark 2011).                     

 

Limitations to mixed methods design 

Parahoo (2014) cautions the mixed method researcher to appreciate that the use of two 

methods cannot simply combine. Each method and their findings need to be viewed and 

analysed in the context of the approach used in order to achieve the best answer to the 

research problem under investigation. Cresswell (2015) advises the researcher to carefully 

plan each section with rigour and discuss in the planning how and when integration will 

occur as discussed in the previous section.  
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Stage One: Reliability and validity 

Parahoo (2014) explains that validity is the extent to which the particular research tool 

captures the phenomenon which it is supposed to measure or report upon. Reliability is 

how consistently this is done using the method. Prior to the database being created, ethical 

approval from the HSC Board required rigorous detail and rationale to be given to ensure 

the correct materials were made available in the correct format by the statisticians in the 

HSC.  Through the use of the HSC honest broker database for stage one of the study, it was 

possible to define a particular time frame, variables required and database access to 

ensure that all phenomena were captured.  

Reliability and validity in big data: The 6 Vs 

The phenomenon of big data is an ever evolving one, with new techniques and instruments 

being produced. According to Vorhies (2014), there are many big data characteristics that 

can be agreed, but also many that are an area of disagreement, and this will only rise with 

the increase in number and speed of data collection techniques.  What is recognised and 

accepted is that validity, veracity, volatility, of the data is essential with the areas of 

volume, variety and velocity also requiring consideration (Hurwitz et al. 2013).  

Validity: In big datasets, the issue of validity relates to the data being correct and accurate 

for its intended use. When the Symphony system is used in the clinical area, large numbers 

of multiple variables are inputted into the system by numerous users at several different 

locations. This could raise a question about the consistency of information collected within 

the system. This was the case in fact, with the quality of the data available being variable. 

These issues were not identified prior to use of the database and could not have been 

predicted until this point of the study. There were many different varieties of terminology 

used for the variables entries, which led to questions around training in the system for 

users. Is training available? Is it standardised across all trusts? Who verified the user as 

competent to use the system? Who has responsibility for ensuring the patient record is 

complete and who completes each section? Is the system standardised with drop-down 

menu linked to Manchester Triage System or WHO ICD or is it free text boxes? Where is 

the information collected from? Where does this information go after the patient is 
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discharged from ED? Why would relevant information be left blank (and therefore present 

in the database as missing)?   

This missing data in the database were observed by the principal investigator as an empty 

field (no input to the case for that variable). For the sample of 74 766, the number of 

missing entries is presented in Table 9.  Some cases had multiple missing entries and others 

had none. Areas that had few missing entries were ‘Age of respondent’ (1), ‘hospital site’ 

(1), ‘gender’ (2), and time and date of arrival (0). Similar issues with missing data in hospital 

administrative data used for research was revealed by Graham et al. (2018). From an 

original data set of n=120 600 cases, 10.8% had data missing. Missing codes were also 

reported by Carter and Reyman (2014) and Adams et al. (2015).  

Table 9: Examples of numbers of Missing entries within Symphony Database 

Category in Symphony Number of missing entries 

Presenting with  6911 (9.2%) 

Method of arrival 2844 (3.8%) 

Source of referral 7331 (9.8%) 

Planned review of treatment 338   (0.45%) 

 

To ensure validity, a consistent approach to missing data was employed. These empty cells 

were coded as “99”=missing data, to ensure that the numbers of empty entries were 

collected, recorded and reported as part of the analysis and discussion. Some of these 

questions were integrated into the interview questions for stage two for further 

exploration. 

Veracity: This relates to meaningful results. Does the data make sense? Can it be used to 

predict outcomes for the industry or area of use to overcome a problem? The Symphony 

database was extensively used in all six hospitals that data was collected from.  This 

information was collected to produce a system overview of the attendance of older people 

with mental health needs who attend emergency departments in order to meet the aim 

and objectives of the study. Coding templates or codebooks for all variables were used by 

the principal investigator (Appendices 3,4,5). Random coding checks were employed by 
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the principal investigator and one supervisor. Descriptive frequency checks were used to 

ensure that there were no coding errors or random outliers. All output from the study was 

approved by the HSC honest broker statistician to ensure the output conform to the Safe 

Researcher guidelines.  Meaningful results were produced from the data. 

Volatility: The issue of volatility is different for the healthcare data on the HSC system. It 

refers to how long does the data need to be kept ‘live’ to satisfy your needs? Or how long 

do you need to store it? The data collected from the Symphony system was retrospective, 

allowing the collection to the latest available month. The data were collected and stored 

at the HSC Safe Haven and will be stored until after completion of this PhD study.  

Volume: Volumes of data collected in big datasets differs greatly and the question of how 

much data do you need to answer the research question or problem can vary. For this 

study data was gathered for one year from each of the participating sites. The reason for 

this decision was to compare yearlong trends which are published by NHS and DHSSPSNI.  

Variety: Different styles of data, structured and unstructured were produced from the 

Symphony system. It is collected by human interaction on a computer system within each 

ED. The raw data was collected by the statistician and ‘cleaned’ to ensure confidential 

information and possible patient identifiers were removed. The data was then coded as 

above.  

Velocity: How fast is the data processed and what pace is it delivered? Does it produce a 

time lag?  The process of using a retrospective database, including the time needed for 

ethical approval and preparation of the database prior to analysis, meant that there was a 

substantial delay in obtaining the results, however, this is similar to the time lag in other 

large retrospective health care statistics.  

In big datasets validity is the extent to which the data is correct and accurate for its 

intended use (the particular research tool captures the phenomenon which it is supposed 

to measure or report upon). For this study, it was the attendance and admission patterns 

of older people (65 years and over) who access pre-hospital and in-hospital emergency 

care services. These variables were requested from the database and therefore the data is 

perceived as correct and accurate in this respect. Reliability is how consistently this is done 
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using the method (Parahoo 2014). Results were produced using a consistent approach to 

coding, checking, and reporting of the data. 

 

Stage Two: Rigour and Trustworthiness 

Parahoo (2014) explains rigour to be the thought processes and subsequent actions that 

the researcher uses to build a study that is of the highest quality. Lincoln and Guba (1985) 

describe four areas that can assure that the findings of a qualitative study have rigour and 

are trustworthy as credibility, transferability, dependability and confirmability.  

Credibility. In stage two of the study, semi-structured interview design was employed. This 

is a well-established research method that has been used frequently in nursing and health 

research. It is also a technique that the principal investigator and supervisors have 

experience in. Ethically approved semi-structured interview schedules were used to guide 

the discussion (Appendix Nine). The study was set in the context of previous research on 

the topic using a literature review. Information was also obtained from three groups of 

participants; older people, carers and partners and EMS staff. That gives a variety of 

viewpoints and data sources that may corroborate information provided in the interviews. 

Each participant was encouraged to answer each question honestly, as there was ‘no right 

or wrong answer, just your view or opinion’. Consideration was given to the older person’s 

mental health need, as some participants were living with dementia and were encouraged 

to take their time and not become flustered.  Interpretations should then be seen as 

credible (the results represent the experiences of the participant). Frequent monthly 

debriefing sessions between principal investigator and supervisors ensured all areas of the 

project were discussed. The principal investigator also kept a research journal and memos 

on NVivo 10 (2014) (reflexive diary), with notes and reflections on issues as the study 

progressed. This was used to guide discussions with supervisors and in writing the thesis 

(Shenton 2004).  

Transferability. Since the numbers of interviews are relatively small compared to stage one 

data, it is not possible to state that the findings can be transferred to all other populations. 

However, Lincoln and Guba (1985) maintain that if the researcher provides information 

about the context and participants involved in the study, then the reader can decide how 
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far they can transfer the findings into other situations. For this study, information has been 

provided on the number of hospital trusts involved along with their location, the inclusion 

and exclusion criteria, the number of participants, the data collection methods, the 

number, location and length of the interviews and the time period over which the data 

was collected. Data is also compared to other studies and Hospital, Government and World 

Health organisation statistics as appropriate (Shenton 2004). 

Dependability. The research design and its implementation during data collection and 

analysis are described in the next chapter. How the process aligns with ethical research 

procedures will be described in the following section.  

Confirmability. This is the extent to which the findings of the report are the participants’ 

own views rather than the researchers. This has been done by a process of word for word 

transcription of the interviews and checking transcription for accuracy by the principal 

investigator. The interviews were coded using NVivo 10 (2014) and random interviews 

independently co-analysed by supervisors for comparison of coding. Themes and 

discussions also include direct quotations from the participant and are confirmable 

through the process of coding into themes and the production of coding exemplars and 

theme maps (Lincoln and Guba 1985). Braun and Clarke’s (2006) phases of thematic 

analysis produced coding mind maps (Appendix Six) and narrative exemplars (Appendix 

Seven) and theme diagrams created (Appendix Eight). Review of themes and joint analysis 

was completed with the supervision team in a workshop.  

 

Ethical considerations 

Ethical approval process 

This doctoral study at Ulster University adhered to the governance processes within the 

University and the Research Governance Framework for Health and Social Care and to the 

research management procedures of individual trusts and other public-sector health care 

providers/organisations (Figure 6). Following discussion with the appropriate trust/HPSS 

and University personnel ensured full compliance with the trust research management 

procedures. The appropriate application procedures were followed. The study was peer-
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reviewed in line with the requirements of the trust and the University to the Institute of 

Nursing and Health Research (INHR) Governance Filter Committee. The Chief Investigator 

informed the Research Governance section that the study successfully negotiated the peer 

review process. Following initial agreement and peer review of the study and the 

investigators, the role of research Sponsor was determined by the Research Governance 

section in conjunction with the trust. Again, this complied with the appropriate agreement 

between the University and the Health and Social Care Trust (HSCT). The Research 

Governance section recorded the study on the University research governance database 

and allocated a reference number. The application and the accompanying letter were 

returned to the Chief Investigator.   

The Chief Investigator submitted the application to ORECNI for ethical consideration. This 

required accompanying documentation including the sponsor agreement and details of 

the named investigators. Studies within the NHS cannot proceed until this has been done 

and permission granted. Following consideration of the study by ORECNI, the Chief 

Investigator received an indication for the study to proceed. The Research Governance 

section also received copies of the correspondence. Following approval from ORECNI, the 

governance committee of HSC Honest Broker data reviewed the application to access the 

variables as outlined for stage one of the study. The Chief Investigator received a letter to 

proceed. An honorary contract was obtained through the Trust. Joint sponsorship in 

relation to governance and indemnity was obtained from the research offices of Ulster 

University and the Northern Health and Social Care Trust following Trust ethical committee 

approval. Annual updates to ORECNI and Trust have been completed. 

Additional ethical approval was obtained through the Health and Social Care (HSC) Honest 

Broker Governance Board and the National Research Ethics Service and safe researcher 

training completed. 
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Figure 6: Ethical approval process 

 

Ethical principles as identified by International Council for Nurses (ICN) (2012) were 

adhered to during the study. The ethical principles outlined by the (ICN) (2012) related to 

beneficence, non-maleficence, fidelity, veracity, justice, and confidentiality.   

 

Beneficence:  Parahoo (2014) comments that any research project should benefit the ‘pool 

of human knowledge’ by contributing to the information already known or not known 

about a particular matter.  The benefit from undertaking this research into how the health 

care system functions for older people with mental health needs are high, as there is a 

dearth of literature on the experience of older people with mental health needs in the pre-

hospital and emergency department from the perspective of the older person, carer and 

EMS staff. Involvement may promote discussion about assessment and treatment of older 

people with mental health needs who present in ED, both within EMS staff as well as for 

the older person with mental health needs and their partner or carer. The findings of this 

study have the potential to improve practice by influencing policy and nurse education 

(curriculum development) in this area. The literature presents key information on the 
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relationship between mental health needs and physical needs when care is required in an 

acute hospital. Homes and House (2000) and Sampson et al.  (2009) identified that when 

admitted to acute care areas, older people who experience mental health problems can 

experience poorer outcomes than older people without mental health issues. DeHert et al. 

(2011) reported that people who have severe mental illness are also at an increased risk 

of presenting with undiagnosed physical disorders when compared to the general 

population. Family carers have reported dissatisfaction with services in relation to this 

client group in acute care areas (Alzheimer’s Society 2009; Bridges et al. 2010). The 

Alzheimer’s Society (2009) reported that many acute hospital staff feel ill-equipped to 

assess or manage this client group. This study will examine how the health care system 

functions in the provision of care for older people with mental health in the emergency 

department (including pre-hospital care) and the extent to which this care is person-

centred. This proposal is original as there is was no study found which examined the 

aspects of older people with mental health in ED from the perspective of the older person, 

the carer/partner and EMS staff. Stage one included an analysis of the statistics from the 

HSC in Northern Ireland, which set the study in the context of the health care system in 

Northern Ireland. The Honest Broker database provided a unique insight into the extent to 

which older people with mental health needs access pre-hospital emergency care and the 

ED in Northern Ireland. Stage two explored the personal experiences of the emergency 

medical services (EMS) staff, the older person as well as the carer/partner, in the context 

of the healthcare system.    

 

Non-maleficence: Research should not cause harm to the participants or researcher 

(Parahoo 2014), and risk was determined as low for this study. In stage one there were no 

potential risks as it involved database analysis. Confidentiality was ensured by the 

screening of data by the Honest Broker statisticians to ensure no data were identifiable. 

Intermediate and final outputs were cleared and approved by the statisticians within the 

Honest Broker team. In stage two there was a potential risk that participants could become 

distressed during the interview when describing their experience of care in the ED. If this 

occurred the principal investigator followed the step by step distress protocol. Given that 
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there is a potential for the older person with mental health issues or their carer/partner 

may become distressed protocols were developed to minimise potential distress. 

 I. The nature of the study and subsequent interview were fully explained to the 

participants both in writing and verbally by the clinical team and principal investigator.  

ii. The interviews took place in a familiar environment for the participant (EMS staff in the 

ED/Ambulance station and the older person at the person's or carer's home) and lasted 

around one hour. 

 iii. The principal investigator was experienced in conducting one to one interviews and has 

experience in dealing with distressed patients and carers and followed the Lone worker 

protocol.  

iv. If a participant became upset the principal investigator would provide supportive 

listening. In conjunction with the support provided, the participant would be offered the 

opportunity to take a break, discontinue the session until another day, or withdraw from 

the research project. 

v. Participants could have disclosed personal experiences that revealed unprofessional 

practice. The principal investigator had a duty of care to report these disclosures to the 

appropriate persons. Participants were informed of these risks from disclosure of this type 

of information prior to the interview. A step by step protocol for distressed participants 

was designed. An interview support pack was also designed for each participant group. 

 

Fidelity and Veracity: These are concerned with the building of trust and respect between 

the principal investigator and participants (Parahoo 2014). The principal investigator 

emailed or phoned the potential participants to explain the study and invite them to take 

part in the study. The principal investigator gave a full explanation of the nature and 

purpose of the interview and obtain informed consent for the individual interviews in 

person. This was by means of a written information sheet with a consent reply section at 

the end. The participants were informed that they can withdraw consent at any time. Older 

people with mental health needs are a vulnerable group but a clear explanation (both 
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verbally and in writing) of the purpose of the study should enable participation. It is 

important that the views of the older person are captured for this study. 

 

Justice: Is  being fair to all participants and obtaining consent (Parahoo 2014). The nature 

of the study and subsequent interview format were fully explained to each participant: 

both in writing and verbally by the principal investigator in person. This was to ensure that 

the participant was fully aware of the purpose and nature of the study. 

i. EMS staff (nurses, nursing auxiliaries, doctors, paramedics, ambulance technicians 

and other members of the multidisciplinary team) were fully informed of the study and 

able to give informed consent.  

ii. Older people with mental health needs who meet the inclusion criteria received a 

participant information sheet (PIS) and consent form. Informed consent was obtained 

from all participants. Although some of the participants could be described as vulnerable, 

the clinical team established that the older person with mental health needs could 

represent their own interests and consent or decline to participate in the research. 

iii. Carers/partners who meet the inclusion criteria received a PIS and consent form. 

Informed consent was obtained from all participants. 

If a participant, who has given informed consent, lost the capacity to consent during the 

study then the participant would be withdrawn from the study. Identifiable data already 

collected with consent would be retained and used in the study. No further data would be 

collected, or any other research procedures carried out in relation to the participant. 

 

Confidentiality: The data from both stages of the study will not be identifiable to anyone 

other than the research team. Confidentiality was maintained throughout, ensuring that 

all data are stored securely and appropriately on a password-protected computer or in a 

locked filing cabinet that was only accessible to the research team. Contact details were 

obtained following consent from the potential participant (older people with mental 

health needs and their carer/partner) were stored as detailed prior to contact details being 

given to the principal investigator. 
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As stage two was qualitative in nature, direct quotations were used in writing up the 

findings. This could be published in a peer-reviewed academic journal. The participants are 

anonymized. For the purpose of accuracy and for direct word-for-word transcription, the 

interviews were recorded on a digital voice recorded (following written permission from 

each participant). Storage of the data was in accordance with the Ulster University Code 

of Practice for Professional Integrity in the Conduct of Research, specifically the safe 

management and storage of data). 

The principal investigator adhered to the Ulster University Code of Practice for Professional 

Integrity in the Conduct of Research, specifically the safe management and storage of data. 

For stage one ethical approval was obtained from the Honest Broker Governance Board to 

use the data gathered from the HSC databases. This data was accessed on site in the HSC 

'safe haven'. All data in stage one was anonymized by the HSC honest broker team prior to 

access by the principal investigator. Data for stage one was generated from prearranged 

variables by the HSC Honest Broker Statistician. This data was analysed in the 'safe haven' 

in the HSC in Belfast by the principal investigator and supervisors with support from the 

faculty statistician. Once this data was analysed into research format (e.g. Excel 

spreadsheets or SPSS 2015 data), the data was emailed to the principal investigator and 

stored on password protected computer.  

For stage two, all documents were stored in locked filing cabinets in a locked office. All 

recorded interviews were anonymized and given numbers for research analysis. All 

recorded interviews were anonymized and given numbers for research analysis. All data 

from the study was securely stored on a password-protected computer. Data from stage 

two were analysed by the principal investigator and supervisors. All data from the study 

was securely stored on a password-protected computer. Access was by principal 

investigator and supervisors only.  

The principal investigator will act as custodian of the data generated. Personal data be 

stored or accessed after the study has ended for 6-12 months. Research data generated 

by the study will be securely stored for 10 years. Ulster University Code of Practice for 

Professional Integrity in the Conduct of Research, specifically the safe management and 

storage of data will be adhered to as data generated will be stored securely in University 

Office by supervisors for a ten-year period. 
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Summary 

This chapter presented the design of the study and the rationale for its choice. The 

following chapter will outline the method used to examine the trends and Patterns of 

attendance to the EMS by older people with mental health needs across Northern Ireland. 

Part One will explain the use of the large database, population and sample, data collection 

and analysis. Part two will present the results from this stage one of the study.  
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CHAPTER 5  

STAGE ONE 

TRENDS AND PATTERNS OF ATTENDANCE TO THE EMS BY OLDER PEOPLE WITH 

MENTAL HEALTH NEEDS ACROSS NORTHERN IRELAND 

 

Introduction 

This chapter is presented in two parts and will discuss the methods and findings from stage 

one of the study which was to describe and analyse trends and patterns of attendance to 

the EMS by older people with mental health needs across Northern Ireland. The first part 

of this chapter will explain the use of the large database in research. The population and 

sample will be presented, followed by the methods of data collection and data analysis 

employed in this stage of the study. The second part of the chapter will present detailed 

findings and analysis of the results of stage one. The chapter will conclude with a summary 

of the main findings from this stage and how they influenced the next stage of the study. 

 

Part One: Research method: The use of a large database. 

The objective for stage one was to examine the trends and admission patterns of older 

people presenting at ED using the Symphony system database. Gray (2014) described this 

type of database as a retrospective, secondary, official personal information source. 

Database analysis is a relatively new method of data collection in research studies. 

Research papers using large datasets began to rapidly increase in number since 2008, 

mostly in the fields of computer science and engineering (Halevi and Moed 2012).  Grove 

et al. (2015) present some of the advantages of using healthcare database as producing 

large amounts of relevant information (through access to larger samples over longer 

periods of time), they are accessible and reliable which allow complex analysis of the data 

to develop and expand our understanding of healthcare systems under investigation. Costs 

during the data collection period are low and also the participants do not undergo any 

additional research burden. Brookhart et al.  (2010) report the advantage of a large 

amount of information is available on large heterogeneous population, that is often 

geographically dispersed, thus saving the researcher time and expense. Gray (2014) 

highlighted that databases can be useful in explaining changes as they are collected, 
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unobtrusively, over long periods of time. This can also be useful when researching research 

questions that may involve sensitive, vulnerable or hard to access populations. Within 

healthcare research, the use of datasets or patients’ electronic care records can provide 

insight into how, when and why patients have attended hospital (Ruths 2005; Naughton et 

al. 2010 and 2012;  Harris 2012; Carter and Reymann 2014; Adams et al.  2015; Walsh et 

al. 2015). This study examined 74 766 cases, collected over a one-year period. 

The use of databases should also be critically appraised to ensure the quality of the results 

as several factors can influence the findings (Grove et al. 2015).  It is important to 

remember that the process for data collection and storage in this type of research can be 

more complex and unclear than in other methods of data collection. According to 

Brookhart et al. (2010), the information (especially about clinical diagnosis) can be lacking 

or unclear. They report that inpatient and outpatient diagnosis codes can be difficult to 

interpret, emphasising the point that because a diagnosis code is not reported, does not 

mean that the patient does not have this condition. They also caution that the database is 

often not designed for research data collection purposes, rather their purpose is a clinical 

patient management system. Gray (2014) cautioned that, due to the wealth of information 

available, the researcher may ‘data mine’, which is looking around the data for themes 

rather than reporting on research question or hypothesis. Data mining involves looking for 

patterns in the data in which you can classify or predict patterns from (Hurwitz et al. 2013). 

It can be very useful in marketing and business but because of a large amount of data it 

also involves a cost in learning and becoming familiar with how it works. This was not the 

case in this study as predefined variables were requested from the HSC database and the 

information gleaned was to identify patterns of attendance and usage of ED by older 

people. 
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Stage One Quantitative data collection and analysis 

Population and Sample  

In Northern Ireland, twenty hospitals provide emergency care and minor injuries services 

for adults and children, as shown in Table 10 (DHSSPSNI 2015b). There are 10 Level 1 

departments, with Royal Belfast Hospital for Sick Children (RBHSC) providing care for 

children only (so not appropriate for this study).  

Table 10: Number and type of emergency care departments by Trust location. 

HSC Trust Type 1 Type 2 Type 3 

Belfast Mater (MIH)   

Royal Victoria (RVH)   

RBHSC (Children’s Unit) Royal Victoria (ENT & RAES)  

Northern Antrim Area (AAH)  Whiteabbey 

Causeway (CAH)  Mid Ulster 

South 

Eastern 

Ulster Lagan Valley Ards 

 Downe Bangor 

Southern Craigavon Area  South Tyrone 

Daisy Hill  Armagh  

Western Altnagelvin (ALT)  Tyrone County (now 

Omagh Hospitals) 

South West Acute 

(SWAH) 

  

 

Description of Symphony database on Honest Broker System 

At the time of data collection, six out of the nine level one hospitals provided data to the 

HBS using the Emergency Care database called ‘Symphony’ IBM (2016). Two Trusts (South 

Eastern and Southern Trusts) did not use the database. IBM® Platform™ Symphony 

software is a system that enables a large number of big data analytics on a scalable, shared 

grid. The system provides online and near real-time support environment for the EMS staff.  

A patient can be added to the database by the receptionist or administrator. The system 
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then provides a multi-terminal overview of which patients are located in each area of the 

department, how long they have been waiting, what tests or examinations are awaiting 

and so on. The Symphony database system in ED allows any user who has a username and 

password to input information to the patient care record, however, apart from the Triage 

information, most data are entered by the medical staff at present. This information is 

recorded on the system with a user identify for tracking purposes. This can be with a 

username and password or barcode that can be scanned. From the time the person 

attends the reception at ED, information can begin to be recorded in the system. 

Information can be recorded from drop-down menu as well as open text records. The staff 

can access the patient record to view x-rays, add in clinical data and assessments and 

monitor the movement of triaged patients through ED.  This data was then accessible via 

the HBS safe haven following ethical approval. 

 

Representativeness of the sample 

According to the DHSSPSNI (2015a and 2015b), 738 665 people attended the twenty 

emergency departments in Northern Ireland during the study period. Of this figure, 671 

590 were new attendances (90.9%), 5% were unplanned reviews (36 990) and 4.1% were 

planned review attendances (30 085). An explanation of these terms is provided in List of 

Terms and Definitions.  

The six hospitals utilised for the stage one data accounted for 358 523 patients which is 

48.5% of the total attendances to all three types of emergency care departments in 

Northern Ireland within the study period (although the sample is drawn solely from Type 

1 hospitals). 

Data was collected for one year starting at 00:00 hours on 1st April 2014 and ending at 

23:59 hours on 31st March 2015. The total population of older people over 65 years of age, 

who presented to one of the emergency departments of the six hospitals provided a 

sample size of 74 766 which equated to over 10% of the total attendances for the entire 

population of Northern Ireland at all emergency departments.  
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Data collection  

Stage one used a quantitative approach in order to set the study in context. It served to 

report what is happening to the health care system in Northern Ireland Health and Social 

Care Trust for older people with mental health needs. The objective of this stage was to 

examine the trends and admission patterns of older people with mental health needs to 

the EMS across Northern Ireland (3/5 Trusts) and aligned to the overall study aim to 

describe and analyse attendance trends and explore the care experience of older people 

with mental health needs in pre-hospital and in-hospital emergency medical service (EMS) 

settings. This stage of the study was a quantitative analysis of the Health Social Care (HSC) 

Honest Broker database. The study population were all older people aged 65 years or 

older, with mental health needs who present to the 6 emergency departments included in 

the sample in Northern Ireland in the identified calendar year. In order to access this 

population all attendances by older people were identified (n=74766). 

This stage examined the prevalence and manner of admission to ED of older people. An 

application was made to the HSC Honest Broker Service 

(http://www.hscbusiness.hscni.net/services/2454.htm) which has been established to 

enable the provision of anonymized, aggregated and in some cases, pseudonymised health 

and social care (HSC) data to the DHSSPS, HSC organizations and for anonymized data for 

ethically approved health and social care related research. The health care system 

perspective was examined in relation to presentations over the designated time frame (1 

year). This described for example; manner of arrival at the ED, the frequency of admission 

and readmission, time of day/night and time of year, incidents or clusters of admissions 

and male/female ratio of older people with mental health needs in the ED (Table 11).  
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Table 11: Example of information required and rationale for inclusion of variables from 

Honest Broker Application for access to PAS   
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Data Analysis 

Stage one was a quantitative exploration of regionally collected National Health Service 

data on emergency department admissions across three Trusts in Northern Ireland (HSC 

Honest Broker Service and Trust ‘Symphony’ patient information system). Access to the 

anonymised data was arranged on site in HSC, with the Honest Broker statistician. 

Information that was required from the databases was prepared by the Honest Broker 

team and access only given to the principal investigator on site (for data protection).  

Data was collected for the calendar year from 00:00 hours from 1st April 2014 until 23:59 

hours on 31st March 2015. Examples of variables requested by the principal investigator 

are age, sex, geographical location, mode of attendance at ED, accompanied to ED, source 

of referral to ED, time spent in ED, treatment plan, frequency of presentation to ED, time 

and date of presentation, nature of complaint/reason for presentation, co-morbidity, 

length of stay in ED, referral arranged, transfer location or discharge. These variables were 

selected from the available data to provide a picture of why, how, what, where and when 

the older people attended ED and were collected by the Honest Broker Statistician to 

ensure confidentiality of information. The research team used the data on site to produce 

Excel/SPSS (2015) sheets to analyse the anonymised data. Parahoo (2014) describes coding 

of the raw data as a way of breaking up the information or make sense of it.  The process 

of working with large numbers of variables and multiple values within each has been 

identified as an issue by Burns and Grove (2011). Careful preparation and labelling of each 

variable can assist in the consistency of application of the rules to the database. The 

database provided by the Honest Broker was presented in CSV files and was a series of 

numbers and words that required careful organisation and coding after being transferred 

to SPSS (2015) files. The categorical information, which was in nominal form, (such as what 

condition the patient presented to the ED with or initial diagnosis) was coded using a table 

for classification of somatic/ physical presentations and injuries to ED (Gray 2014). Due to 

a large number of variables and possible computations of entries, a body system approach 

was used to structure the codebook. The injury or affected area or the body system 

affected was given a number for coding purposes from for each physical presentation 

designed by the research team which used the medical model of body systems (Appendix 

Three). For example, under the cardiovascular system section, a patient could present with 
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chest pain and it would be coded ‘18’, or in the digestive system, present with abdominal 

pain and be coded ‘31’. The process was repeated for each case within variable in 

‘presenting with’ and ‘diagnosis 1’ and ‘diagnosis 2’ variables. Empty case cells were coded 

as ‘99’ which was coded as missing data. Other codes for the data were also required and 

the codebook for these are presented in Appendix Five. The age bands used on the study 

were the same as those used on the symphony system so a person who is 76 years old 

would have been coded 3. If they arrived at ED by ambulance it was coded 2, and if they 

were referred by a GP it was a code of 1. If an older person was identified by the EMS staff 

at the ED as having mental health needs, that presentation was coded using a codebook 

based on the International Statistical Classification of Diseases and Related Health 

Problems 10th Revision (ICD-10) (WHO 2010) Chapter V Mental and behavioural disorders 

(F00-F99) (Appendix Four). The ‘presenting diagnosis’ and ‘diagnosis 1’ and ‘diagnosis 2’ 

(and further if appropriate) were used to ensure that all physical and mental health 

presentations to ED were recorded for each older person. Each case was given a unique 

identification number which ensured that when variables were being entered, it was 

always linked to the correct case. Once all data were categorised and coded, descriptive 

tests such as frequency analysis were conducted to see if there were any missing or outlier 

cases that required review.  Random checks on the codes and database were completed 

by a member of the supervision team who is a statistician, prior to any analysis.  

The research team used the data on site to produce Excel/SPSS (2015) sheets to analyse 

the anonymised data. Analysis of the data was undertaken to examine patterns on 

presentation to the Emergency Department. These included demographic characteristics 

of attendees and patterns in attendance rates. Descriptive statistics including frequencies 

and cross tabulation were generated as appropriate. Mean scores and measures of 

dispersion were created for continuous variables. Categorical data were analysed using 

frequencies, cross-tabulations and chi-square, for example, gender on the month of the 

year admitted to ED. Interpretive statistics were generated where appropriate (Grove and 

Cipher 2017). For example, the geographical location of a hospital by the time spent in ED 

examined by analyses of variance and post-hoc comparisons. Independent T-tests were 

used to examine the gender difference on scores. Multiple and logistic regression analyses 

were used to identify contributing factors in predicting service use. For example, logistic 
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regressions were used to identify predictors in time and date of presentation. Data was 

manipulated based on initial screening of data to facilitate this type of analyses. Cross-

tabulation examined patterns and significance of patterns across variables.  Analysis of this 

data was with descriptive statistics and SPSS (2015) and was appropriate to measurement 

type.  The data were examined to identify if there were specific patterns and trends in the 

health care system for older people with mental health needs accessing the EMS. 

The method is appropriate for capturing large amounts of data for analysis of trends and 

was used in several other relevant studies (Ruths et al.  2005; Dixon et al.  2009; Naughton 

et al.  2010 and 2012; Bradshaw et al.  2013; Carter and Reyman 2014; Adams et al.  2015; 

Faulkner and Law 2015; Walsh et al. 2015). The data identified the presenting complaint 

and the association with various types of mental health issues in the participating ED’s in 

Northern Ireland. The data were examined to identify if there are specific patterns and 

trends in the health care system for older people with mental health needs accessing these 

EMS. 

Part two of the chapter will present the detailed findings and analysis of the results.   
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Part Two: Presentation of Quantitative results from Stage One  

Introduction  

The aim of the study is to describe and analyse attendance trends and explore the care 

experience of older people with mental health needs in pre-hospital and in-hospital 

emergency medical service (EMS) settings. To achieve this aim, the first objective was to 

examine the trends and presentation/admission patterns of older people with mental 

health needs to the EMS across Northern Ireland to set the study in context. This chapter 

focuses on general admission trends for older people and compares them to the sub-

sample of older people with mental health needs. In order to examine the trends and 

patterns of the use of pre-hospital and emergency care by older people, it is relevant to 

explore how, when, why and where they attend. Descriptive statistics including 

frequencies and cross tabulation have been generated. Mean scores and measures of 

dispersion have been created for continuous variables. Categorical data have been 

analysed using frequencies, cross-tabulations and chi-square. Inferential statistics have 

been generated where appropriate (analyses of variance and post-hoc comparisons). 

Independent T-tests have been used to examine the gender difference on scores. Multiple 

and logistic regression analyses have been used to identify contributing factors in 

predicting service use. Data were manipulated based on initial screening of data to 

facilitate this type of analyses. As agreed with the ethical committee of the Honest Broker 

Service (HBS), all output has been approved as being non-identifiable to the individual 

participant by the HBS within the Business Services Organisation Northern Ireland (BSO). 

The data was collected for one year starting at 00:00 hours on 1st April 2014 and ending at 

23:59 hours on 31st March 2015. The number of older people 65 years of age and older, 

who presented to Type 1 emergency departments in the six hospitals, provided a sample 

size of 74 766.  
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Characteristics of the sample 

The characteristics of the total sample compared to the mental health sub-sample is 

provided in Table 12 and will be discussed throughout the chapter.  

Table 12 : Characteristics of the sample 

Characteristic and sample size 

Mental Health Sub-sample Total sample 

                                                                        Gender 

Male (n=898) 49.4% Male (n=33349) 44.6% 

Female (n=920) 50.6% Female (n=41415) 55.4% 

Missing n=0 Missing n=2 

                                                                    Age group 

65 – 74 years (n= 801) 44.1% 65 – 74 years (n= 30185) 40.4% 

75 – 84 years (n=660) 36.3% 75 – 84 years (n=28477) 38.1% 

85+ years (n= 357) 19.6% 85+ years (n= 16103) 21.5% 

Missing n=0 Missing n=1 

Attendance on Day of the Week 

Monday (n=299) 16.4% Monday (n=12339) 16.5% 

Tuesday (n=277) 15.2% Tuesday (n=11314) 15.1% 

Wednesday (n=244) 13.4% Wednesday (n=10590) 14.2% 

Thursday (n=225) 12.4% Thursday (n=10680) 14.3% 

Friday (n=233) 12.9% Friday (n=11422) 15.3% 

Saturday (n=262) 14.4% Saturday (n=9389) 12.6% 

Sunday (n=277) 15.2% Sunday (n=9032) 12.1% 

Missing n=0 Missing n=0 

Attendance on Month of the Year from April 2014-March 2015 

April 2014 (n=122) 6.7% April 2014 (n=5985) 8.0% 

May (n=158) 8.7% May (n=6148) 8.2% 

June (n=121) 6.7% June (n=6118) 8.2% 

July (n=119) 6.5% July (n=6401) 8.6% 

August (n=169) 9.3% August (n=6247) 8.4% 

September (n=132) 7.3% September (n=6012) 8.0% 

October (n=145) 8.0% October (n=6004) 8.0% 

November (n=173) 9.5% November (n=5677) 7.6% 

December (n=170) 9.4% December (n=6630) 8.9% 

January (n=198)10.9% January (n=6547)8.8% 

February (n=152) 8.4% February (n=6290) 8.4% 

March (n=159) 8.7% March (n=6707) 9.0% 

Missing n=0 Missing n=0 
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This section presents the results from the sample the number of older people over 65 years 

of age, who presented to the Type 1 emergency departments in the six hospitals (Table 12) 

and comparison with the sub-sample who present with or have a mental health condition 

in their diagnosis or history. This provided a sample size of 1818 (2.43%) of the total 

population 74 766. This data was extracted for analysis with the objective to examine the 

trends and presentation/admission patterns of older people with mental health needs to 

the EMS across Northern Ireland. 

Reason for attending the Emergency Department 

The Symphony system holds a section that records “Presenting Complaint”, this is the 

reason that the person has attended the ED on that occasion, as reported by the person 

or carer and primary assessed by the Triage nurse. The presenting complaint is vital in 

assessing the urgency of treatment for the person attending. Table 13 demonstrates the 

variety in presenting complaints recorded in the total sample. The main reasons the older 

people presented to the emergency departments were identified as Limb injury (7.1%), 

Chest pain (7.2%), Falls (8.5%), Other (this was the category chosen on the Symphony 

system) (8.8%), with Shortness of breath/Pulmonary Embolism (9.1%) being the most 

frequently recorded condition. 98.5% of the older people attended because of an 

emergency or unplanned review of treatment.  

Older people who attend the ED, who also have a mental health issue have a variety of 

reasons for presenting to the ED. The most common reason was behavioural syndromes 

associated with physiological disturbances and physical factors (n=541,  29.8%). Ten 

percent of the sub-sample presented with chest pain, myocardial infarction, Angina or ACS 

(n=182). Fewer ‘missing’ or empty cells were associated with the reason for attending ED 

in the sub-sample (Table 14). 

Many of the tables and figures within the thesis have ‘missing’ recorded in some of the 

results section. The explanation for this is there was an issue in the HBS database with 

some of the information that was added in the six emergency departments. There were 

many varied, repetitive and senseless entries in many cases when coding, some entries 

had no data at all (coded as ‘missing’=empty cell, n=6906).  This equates to a missing 

presenting complaint of 9.2% of all older people attending ED. 
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Table 13: Reason for attending ED in the Total sample (Presenting complaint) 

Presenting complaint Frequency Percent 
Shortness of breath/PE 6156 9.1 

‘Other’  5966 8.8 

Falls 5741 8.5 

Chest pain 4876 7.2 

Leg/knee/ankle/foot/femur/hip 4812 7.1 

Unwell  4427 6.5 

Burn/scald 3841 5.7 

Abdominal pain 3367 5.0 

Arm/hand/wrist 2167 3.2 

Stroke/TIA/SAH/SDH 1864 2.7 

CVS dysfunction (Hypotension, hypertension, DVT, bleeding, HF)  1839 2.7 

Not disclosed 1689 2.5 

Collapse 1664 2.5 

Dizziness/Blackout/LOC/Weakness/Unresponsive 1638 2.4 

Head injury minor 1584 2.3 

Back 1386 2.0 

Nausea/Vomiting/haematemesis 1339 2.0 

Face 1286 1.9 

ENT 1051 1.5 

Electrolyte/haematological dysfunction 1038 1.5 

Chest infection/pneumonia/haemoptysis/cough 1015 1.5 

UT obstruction 952 1.4 

Urinary tract infection/ haematuria/kidney pain 874 1.3 

Sepsis/infection 794 1.2 

Abdomen 739 1.1 

Diahorrea/malaena/PR bleed 644 0.9 

Chest 591 0.9 

Behavioural syndromes associated with physiological disturbances and 
physical factors 

541 0.8 

Headache  487 0.7 

Shoulder 443 0.7 

Seizure 387 0.6 

Exacerbation of any airway disease 354 0.5 

Diabetes related  349 0.5 

Allergy/reaction 242 0.4 

Major trauma 221 0.3 

Neck 219 0.3 

Pelvis/groin 173 0.3 

Airway issue 159 0.2 

Hyperthermia/fever 157 0.2 

Overdose   134 0.2 

Head injury major 106 0.2 

Myocardial infarction/Angina/ Acute Coronary Syndrome 103 0.2 

Unknown   75 0.1 

Intoxication/dependence/substance abuse 
Mental and behavioural disorders due to psychoactive substance use  

71 0.1 

Unspecified mental disorder   50 0.1 

Organic, including symptomatic, mental disorders  39 0.1 

Fracture/dislocation/laceration/wound/sprain/contusion 34 0.1 

Neurotic, stress-related and somatoform disorders  30 <0.1 

Dehydration   29 <0.1 
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AAA   28 <0.1 

Mood [affective] disorders   23 <0.1 

Attempt Suicide/self-harm   20 <0.1 

Poisoning  16 <0.1 

Assault 15 <0.1 

Hypothermia 12 <0.1 

Total 67855 100.0 

Missing  6911 9.2%  

Final total 74766  

 

Table 14: Mental Health Sub-sample (Presenting with and diagnosis) 

 Presenting complaint Frequency Percent 

 Behavioural syndromes associated with physiological disturbances and 

physical factors 
541 29.8 

Chest pain /Myocardial infarction/Angina/Acute Coronary Syndrome 182 10 

Overdose 134 7.4 

Unwell 109 6.0 

Shortness of breath/PE/ Chest infection/pneumonia/haemoptysis/cough/ 

Airway issue 
78 4.4 

Intoxication/dependence/substance abuse 65 3.6 

Not disclosed 58 3.2 

Falls 55 3.0 

allergy/reaction/ Hyperthermia/fever/ Hypothermia/other 52 2.9 

Dizziness/Blackout/LOC/Weakness/Unresponsive 50 2.8 

Unspecified mental disorder 50 2.8 

Organic/symptomatic, mental disorders/ Mental and behavioural disorders 

due to psychoactive subs use 
45 2.4 

Collapse 36 2.0 

Stroke/TIA/SAH/SDH 32 1.8 

CVS dysfunction (Hypotension, hypertension, DVT, bleeding, HF), ) 30 1.7 

Neurotic, stress-related and somatoform disorders 30 1.7 

Mood [affective] disorders 23 1.3 

Abdominal pain/ Diahorrea/malaena/PR bleed 23 1.3 

Head injury minor/major/ Major trauma 22 1.2 

Attempt Suicide/self-harm 20 1.1 

Electrolyte/haematological dysfunction 20 1.1 

Leg/knee/ankle/foot/femur/hip/ Pelvis/groin/ Abdomen injury 18 1.0 

Nausea/Vomiting/haematemisis 18 1.0 

ENT/Face/Neck/Back injury 17 1.0 

Poisoning 16 0.9 

Burn/scald 15 0.8 
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Demographic details 

Personal Details: Age 

The total sample was grouped into three age bands which were also used in the Symphony 

database. Those who were aged 65-74 presented more frequently (n=30185, 40.4%), 

whilst the 75-84 age group presented on 38.1% of the occasions (n=28477) and the lowest 

number of presentations (n=16103, 21.5%) were in the over 85 age group. The number of 

presentations decreased with age group (Table 16).  

The older people who presented with mental health issues were a smaller proportion of 

the population; however they shared similar characteristics to the total sample (Table 17). 

The highest numbers of people aged 65-74 attended the ED (n= 801, 44.1%).The 75-84 age 

group presented 36.3% of the attendances (n= 660), and again, the lowest number of 

presentations were in the over 85 age group with (n= 357, 19.6%).  The number of 

presentations in the sub-sample also decreased with age group. Some of the main 

characteristics of both groups are presented in Table 12.  

Personal Details: Gender  

55.4% (n=41415) of the older people who presented to the emergency department during 

the data collection period were female and 44.6% (n=33349) male. These figures are 

similar to the Northern Ireland and England figures for 2014-15 (see Table 15). The gender 

breakdown of the sub-sample equates to 50.6% of this cohort were female (n=920) and 

49.4% of the cohort were male (n= 898). 

Chest 11 0.6 

Arm/hand/wrist 11 0.6 

Urinary tract infection/ haematuria/kidney pain/ UT obstruction 11 0.6 

Sepsis/infection 11 0.6 

Diabetes related 10 0.6 

Headache 10 0.6 

Seizure 10 0.6 

Total 1813 99.7 

Missing 5 0.3% 

Final total 1818 100 
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Table 15: Gender breakdown of the sample compared to Northern Ireland and England 

 

 

 

 

Crosstabulation is used in analysis of categorical data to present the variables in tabular 

form. The tables show the distribution of each section or category simultaneously (Field 

2005).  Crosstabulation of ‘Age’ and ‘Gender’ is presented in Table 16. In the age group 65-

74, it is of note that, although the gender representation is around 20% for both, more 

males presented than were expected and less females.  This pattern was reversed in the 

over 85 years category with fewer male and more female representations occurred. 

Examination of the age of participant by gender shows that a disproportionate sample of 

females were included in the 85 years and over group (Table 16). The cross tabulation 

shows that almost twice as many females presented to ED in the 85+ group.  This would 

be reflective of current demographic trends in where females are living longer and 

therefore have greater numbers in this age group (NISRA 2016).  

The use of the Chi Square test allows an assessment of the observed pattern of data. It 

presents the expected count as if the variables are independent of each other (Field 2005). 

Table 16: Total sample Age and Gender of person attending ED Crosstabulation 

 

Gender of participant 

Total Male Female 

Age of 
person 

65-74 Count 15052 15133 30185 

Expected Count 13464.2 16720.8 30185.0 

% of Total 20.1% 20.2% 40.4% 

75-84 Count 12704 15773 28477 

Expected Count 12702.4 15774.6 28477.0 

% of Total 17.0% 21.1% 38.1% 

85+ Count 5593 10509 16102 

Expected Count 7182.4 8919.6 16102.0 

% of Total 7.5% 14.1% 21.5% 

Total Count 33349 41415 74764 

% of Total 44.6% 55.4% 100.0% 

  

Gender Frequency Study % 
NISRA 
(NI) % 

HES (Eng) 
% 

 Male 33349 44.6 44.3 45.5 

Female 41415 55.4 55.7 54.5 

Total 74764 100 100 100 

Missing          2    

Total 74766 100 100 100 
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The Pearson Chi-Square significance value in Table 16 demonstrates that there is a 

relationship between Age and Gender (N= 74764, Chi-square 972.955, df=2, p <.001).     

 

For the mental health cohort Crosstabulation of ‘Gender’ and ‘Age’ is presented in Table 

17. In the 65-74 age group, more males presented than were expected and the reverse for 

females 7.4% (n=131) more males attended than females in this age group. The situation 

was reversed, however in the other two age categories, with more females presenting than 

expected and fewer males. This is in keeping with demographic trends in the wider 

population (NISRA 2016).  

 

Table 17: Age and gender of person attending in Mental Health sub-sample   

Crosstabulation 

 

Gender of participant 

Total Male Female 

Age of 
person 

65-74 Count 466 335 801 

Expected Count 395.7 405.3 801.0 

% of Total 25.6% 18.4% 44.1% 

75-84 Count 308 352 660 

Expected Count 326.0 334.0 660.0 

% of Total 16.9% 19.4% 36.3% 

85+ Count 124 233 357 

Expected Count 176.3 180.7 357.0 

% of Total 6.8% 12.8% 19.6% 

Total Count 898 920 1818 

% of Total 49.4% 50.6% 100.0% 

 

Examination of the age of participant by gender shows that a disproportionate sample of 

females were included in the 85 and over group. The cross tabulation shows that again, 

almost twice as many females than males presented to ED in the 85+ group.  The Pearson 

Chi-Square significance value demonstrates that there is a relationship between Age and 

Gender (N= 1818, Chi-square 57.380, df=2, p <.001).     

Hospital site 

The hospital with the largest proportion of patients was Antrim Area Hospital (n= 18909, 

25%), followed closely by the Royal Hospital (n= 18197, 24%). When this data was  
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compared to publicly available (all ages) ED attendance statistics, there is a difference 

noted (DHSSPSNI 2015b). In the DHSSPSNI (2015b) statistics, the RVH (excluding the 

children’s hospital) accounts for 13.9% of presentations and Antrim 10.4%. The largest 

numbers of people in the mental health cohort attended the Royal hospital (n=773) with 

42.5% of all presentations. The least number of presentations occurred at the Mater 

hospital (n=135) with 7.4 % of cases. These figures had differing characteristics from the 

total sample, as the largest number of older people presented to Antrim (Table 18).  

 

Age: Hospital Site 

Table 18 presents a Crosstabulation of ‘Age’ and ‘Site’ for the total sample.  The largest 

number of older people in all age groups presented to the Antrim Area Hospital, resulting 

in the highest total percentage of older people (25.3%). Whilst the lowest numbers of older 

people in all age groups attended the South western acute hospital (9%). Distribution of 

the presentations when compared to the expected numbers was varied in all hospital sites, 

with each having both lower and higher numbers than expected cases in different age 

bands with no significant patterns emerging.  

Examination of the age of participant by hospital site shows a difference of almost three 

times the numbers of older people attend Antrim as attend South Western.  Royal hospital 

and Altnagelvin hospital had lower attendance rates in the over 65-74-year-old category. 

Royal, Causeway and South Western hospital had lower attendance rates in the over 75-

84-year-old category. Mater and Altnagelvin had lower attendance rates in the over 85-

year-old category. The Pearson Chi-Square significance value demonstrates that there is a 

relationship between the hospital Site and Age of the person attending (N=74765, Chi 

square 234.910, df=10, p <.001).     

For the older people with mental health needs, largest numbers in all age groups attended 

the Royal Hospital, resulting in the highest total percentage (42.5%) (Table 19). All hospitals 

experienced the same patterns as the whole sample, with some having more than 

expected counts and some less. No patterns emerged. Table 19 shows that there is a 

relationship between age of the person with mental health needs and the hospital they 

attend. 
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Table 18: Age of Respondent * Site of hospital Crosstabulation for the total sample 

 

Examination of the age of participant by hospital site shows a major difference of almost 

six times the numbers of older people attending Royal as attend Mater.  Antrim,  South 

Western and Altnagelvin had lower attendance rates in the over 65-74-year-old category. 

Royal, Mater and Causeway had lower attendance rates in the over 75-84-year-old 

category. Royal, Mater Causeway and Antrim had lower attendance rates in the over 85-

year-old category. The Pearson Chi-Square significance value demonstrates that there is a 

relationship between the hospital Site and Age of the person with mental health needs 

attending (N=1818, Chi-square 48.530, df=10, p <.001).     

Gender: Hospital Site 

Crosstabulation analysis of ‘Gender’ and ‘Site’ for the total sample is presented in Table 

20. The largest number of male (11.2%) and female (14.1%) of the overall sample 

presented to the Antrim Area Hospital, representing 25.3% of the overall sample.  

 
Age group 

Site of hospital 

Total RVH MIH CAU AAH SWAH ALT 

65-74 Count 7154 4302 4070 7262 2745 4652 30185 

Expected 
Count 

7346.7 4181.9 4051.4 7634.2 2728.0 4242.8 30185.0 

% of Total 
9.6% 5.8% 5.4% 9.7% 3.7% 6.2% 40.4% 

75-84 Count 
6912 4085 3761 7209 2488 4022 28477 

Expected 
Count 

6931.0 3945.2 3822.2 7202.2 2573.7 4002.7 28477.0 

% of Total 
9.2% 5.5% 5.0% 9.6% 3.3% 5.4% 38.1% 

85+ Count 
4131 1971 2204 4438 1524 1835 16103 

Expected 
Count 

3919.3 2230.9 2161.4 4072.6 1455.3 2263.4 16103.0 

% of Total 
5.5% 2.6% 2.9% 5.9% 2.0% 2.5% 21.5% 

Total Count 18197 10358 10035 18909 6757 10509 74765 

% of Total 
24.3% 13.9% 13.4% 25.3% 9.0% 14.1% 100.0% 
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Distribution of the actual presentations when compared to the expected numbers was 

varied in all hospital sites, with each having lower and higher numbers than expected cases 

in each gender with no significant patterns emerging. Royal, Mater and Antrim hospital 

had less male attendance than expected, whilst Causeway, South Western and Altnagelvin 

had less female attendance. When gender of participant by hospital site is examined it 

again shows a difference of almost three times the numbers of females and males attend 

Antrim as attend the South Western.  The Pearson Chi-Square significance value 

demonstrates that there is a relationship between the gender and site of hospital that the 

older person attended (N=74764, Chi-square 96.645, df=5, p< .001). 

 

Table 19: Age of Respondent * Site of hospital Crosstabulation for mental health sub-

sample 

  

Age group 

Site of hospital  

RVH MIH CAU AAH SWAH ALT Total 

65-74 Count 304 55 81 187 76 98 801 

Expected Count 340.6 59.5 88.6 184.6 61.7 66.1 801.0 

% of Total 16.7% 3.0% 4.5% 10.3% 4.2% 5.4% 44.1% 

75-84 Count 302 52 81 140 43 42 660 

Expected Count 280.6 49.0 73.0 152.1 50.8 54.5 660.0 

% of Total 16.6% 2.9% 4.5% 7.7% 2.4% 2.3% 36.3% 

85+ Count 167 28 39 92 21 10 357 

Expected Count 151.8 26.5 39.5 82.3 27.5 29.5 357.0 

% of Total 9.2% 1.5% 2.1% 5.1% 1.2% 0.6% 19.6% 

Total Count 773 135 201 419 140 150 1818 

% of Total 42.5% 7.4% 11.1% 23.0% 7.7% 8.3% 100.0% 
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Table 20:  Total sample Gender of participant * Site of hospital Crosstabulation 

 

Crosstabulation analysis of the older people with mental health needs of gender and site 

is shown in Table 21. The most frequently attended site by males (21.5%) and females 

(21.1%) was the Royal Hospital, which accounted for 42.5% of the whole sample. All 

hospitals experienced the same patterns as the whole sample, with distribution being 

varied, some having expected counts, some more and some less. 

Royal, Mater and Altnagelvin hospitals had less male attendance than expected, whilst 

Causeway and Antrim had less female attendance. When gender is examined, it shows that 

over five times the numbers of males present in Royal than in South Western and over six 

times the numbers of females attend Royal as attend the Mater hospital. The Pearson Chi-

Square significance value demonstrates that there no relationship between gender and 

site of hospital that the older person with mental health needs attended (N=1818, Chi-

square 4.692, df=5, p=0.455).    

 

 

Gender of participant 

Site of hospital 

Total RVH MIH CAU AAH SWAH ALT 

Male 

 

Count 7823 4408 4621 8344 3148 5005 33349 

Expected Count 8116.9 4620.3 4476.2 8434.5 3013.6 4687.6 33349.0 

% of Total 10.5% 5.9% 6.2% 11.2% 4.2% 6.7% 44.6% 

Female Count 10374 5950 5414 10565 3608 5504 41415 

Expected Count 10080.1 5737.7 5558.8 10474.5 3742.4 5821.4 41415.0 

% of Total 13.9% 8.0% 7.2% 14.1% 4.8% 7.4% 55.4% 

Total Count 18197 10358 10035 18909 6756 10509 74764 

% of Total 24.3% 13.9% 13.4% 25.3% 9.0% 14.1% 100.0% 
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Table 21: Gender of participant * Site of hospital Crosstabulation for the mental health 

sub-sample 

 

 

Source of referral 

The decision to attend the emergency department was made by the older person 

themselves (n= 36779, 54.5%), in the majority of the instances (Table 26). The majority of 

these presentations were the first attendance (n= 70110, 94.2%) for this presentation of 

the condition at the specified ED and did not require a planned review of treatment (n= 

73301, 98.5%). A notable number of missing entries (9.8%) from the source of referral data 

were identified. For the mental health sub-sample, the decision to attend the emergency 

department was also made by the older person themselves (n=919, 50.9%), in the majority 

of the instances. The majority of these presentations (n=1764, 97%) were the first 

attendance for the condition and did not require a planned review of treatment (n=1813, 

99.7%).   

 

Method of arrival 

The frequency of methods used by the older person to get to the emergency department 

is outlined in Table 26. Forty-four percent of older people in Northern Ireland attended by 

their own or private transport, whilst 53% (30.7 emergency plus 22.3 non-urgent 

Gender of participant 

Site of hospital 

Total RVH MIH CAU AAH SWAH ALT 

Male Count 390 74 91 196 70 77 898 

Expected Count 381.8 66.7 99.3 207.0 69.2 74.1 898.0 

% of Total 21.5% 4.1% 5.0% 10.8% 3.9% 4.2% 49.4% 

Female Count 383 61 110 223 70 73 920 

Expected Count 391.2 68.3 101.7 212.0 70.8 75.9 920.0 

% of Total 21.1% 3.4% 6.1% 12.3% 3.9% 4.0% 50.6% 

Total Count 773 135 201 419 140 150 1818 

% of Total 42.5% 7.4% 11.1% 23.0% 7.7% 8.3% 100.0% 
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ambulance) attended using the Northern Ireland Ambulance Service (NIAS). In England, 

during the study period, an average of 24% of attendances arrived by ambulance or 

helicopter (there is no specific information provided specifically about older people 

‘broadly similar’  to attendances for their age group) (HSCIC 2016). 

Unlike the total sample, the most frequent method of arrival to the ED for the mental 

health cohort was by Emergency or ‘999’ ambulance at 47%. Over thirty percent of the 

whole sample attended in this manner, an increase in this population of 17%. Non-urgent 

attendances via ambulance account for a further 25% of this population which gives a 

combined Northern Ireland Ambulance Service (NIAS) method of attendance of 72% in this 

cohort.  

Data that is collected by the Symphony system is reliant on user input. A recurring feature 

in the analysis of the data was the concept of ‘missing’ input, where one or more aspects 

of the assessment was incomplete. In capturing the method of arrival to the department 

3.8% of the whole sample do not have this information recorded. Raising a question on 

how this information is collected in ED. 

Attendance patterns: Hour of the Day   

Just over eight per cent of the older people in the data (n=6141, 8.2%)  presented to the 

emergency departments from 11:00-11.59 hours, whilst the period from 05:00-05:59 

hours saw the least attendances at one percent (Table 22). The shortest average time per 

visit is at 09:00 and the longest at 02:00. The highest number of presentations are at 11:00, 

with the fourth shortest time spent in the department. Whilst the fewest presentations 

were seen at 05:00; these patients waited almost one hour longer than those who 

presented at 11:00. Table 22 shows the busiest time of the day was between the hours of 

10am to 3pm. The least attended times were in the morning between 3am and 5am. 

 

For the mental health sub-sample, the largest numbers of older people in the data 

presented to the emergency departments from 11:00-11.59 hours (n=134, 7.4%), which is 

the most frequently attended in the whole sample as well as the mental health cohort. 

Whilst the period from 04:00-04:59 hours saw the least attendances at less than one 

percent, it is also one hour earlier than the whole sample (Table 22). General time patterns 
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of presentations are similar in both. The longest time spent in the department was from 

21:00-21.59, with over seven hours spent in the ED. The shortest mean time in the 

department was in the 13th hour of the day, when the time spent in department reduced 

to over five and a half hours. The least attended time also was the second shortest time in 

department. 

 

Day of the week  

Table 23 shows that Monday is the busiest day of the week for older people attending the 

ED within the six hospitals. The largest numbers of people (16.5%) attend on Monday with 

Sunday (12.1%) being the least frequently attended. Monday is also the busiest day of the 

week for older people with mental health needs attending the ED within the six hospitals. 

The largest numbers (16.4%) attend Monday, with Thursday (12.4%) being the least 

frequently attended. Sunday is the second most popular day for the older people with 

mental health needs (15.2%), but the least popular with  the entire population.  
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Table 22: Hour of the day and the associated average time in department for total 
sample and mental health sub-sample 

24-
hour 
clock  

      

Total sample  Mental health sub-sample 

Frequency Percent Average 
time 
spent 
(mins) 

Frequency Percent Average 
time spent 
(mins) 

0:00 1417 1.9 350.10 47 2.6 414.32 

1:00 1128 1.5 344.59 38 2.1 363.29 

2:00 984 1.3 355.08 35 1.9 347.80 

3:00 913 1.2 346.64 35 1.9 343.49 

4:00 940 1.3 343.81 16 0.9 340.25 

5:00 825 1.1 323.68 23 1.3 375.48 

6:00 909 1.2 312.90 25 1.4 402.52 

7:00 1231 1.6 308.29 35 1.9 401.91 

8:00 1916 2.6 234.88 30 1.7 365.55 

9:00 4219 5.6 232.61 60 3.3 365.72 

10:00 5610 7.5 254.16 112 6.2 388.87 

11:00 6141 8.2 264.81 134 7.4 381.09 

12:00 5478 7.3 281.58 125 6.9 382.19 

13:00 5202 7.0 275.43 130 7.2 337.49 

14:00 5507 7.4 279.78 127 7.0 388.84 

15:00 5364 7.2 291.37 110 6.1 375.83 

16:00 4863 6.5 301.14 121 6.7 403.86 

17:00 4499 6.0 312.25 123 6.8 373.80 

18:00 4044 5.4 317.79 98 5.4 392.81 

19:00 3716 5.0 318.52 83 4.6 378.47 

20:00 2644 3.5 318.62 76 4.2 366.51 

21:00 2806 3.8 346.11 92 5.1 427.32 

22:00 2405 3.2 337.75 76 4.2 383.89 

23:00 2005 2.7 345.28 67 3.7 413.48 

Total 74766 100.0  1818 100.0  

 Shortest time in department 
 

Longest time in 
department 
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Month of the year 

The frequency of attendance throughout the year remained constant; however, the 

highest number of presentations occurred in December 2014 (8.9%) and March 15 (9%). 

For the mental health sub-sample, the frequency of attendance throughout the year 

remained constant, however the highest number of presentations occurred in August 2014 

(9.3%) December 2014 (9.4%) November 2014 (9.5%) and January 15 (10.9%) (Table 23).  

The most frequently attended period would be the 11th hour am on a Monday in March. 

In this month the total numbers of attendances at the six ED hospital sites varied from 

5985-6707. Notably, the difference in numbers who present at ED during the winter 

months do not vary greatly. November 2014 had the fewest numbers of attendances. For 

the mental health sub-sample, the most frequently attended period was the 11th hour am 

on a Monday in January. In this month the total numbers of attendances at the six ED 

hospital sites varied from 119-198. When percentages are compared, figures for older 

people with mental health issues attending the ED are higher than the total sample (Figure 

7). 

 

Figure 7:    Percentage monthly comparison of presentations between the total sample 

and mental health sub-sample. 
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Table 23: Main characteristics of sample with associated time in ED comparing total 

sample and mental health sub-sample (Gender, Age, Day and Month of year) 

 

 

  

Mental Health Sub-sample Total sample 

Characteristic and sample size Time in 

ED 

Characteristic and sample size Time in 

ED 

Male (n=898) 49.4% 374.5 Male (n=33349) 44.6% 291.5 

Female (n=920) 50.6% 389.2 Female (n=41415) 55.4% 297.1 

Missing n=0  Missing n=2  

65–74 years (n= 801) 44.1% 342.6 65–74 years (n= 30185) 40.4% 272.0 

75–84 years (n=660) 36.3% 402.9 75–84 years (n=28477) 38.1% 311.0 

85+ years (n= 357) 19.6% 431.3 85+ years (n= 16103) 21.5% 337.0 

Missing n=0  Missing n=1  

Monday (n=299) 16.4% 427.6 Monday (n=12339) 16.5% 313.5 

Tuesday (n=277) 15.2% 394.3 Tuesday (n=11314) 15.1% 301.8 

Wednesday (n=244) 13.4% 365.6 Wednesday (n=10590) 14.2% 287.6 

Thursday (n=225) 12.4% 381.3 Thursday (n=10680) 14.3% 282.3 

Friday (n=233) 12.9% 341.8 Friday (n=11422) 15.3% 276.8 

Saturday (n=262) 14.4% 365.8 Saturday (n=9389) 12.6% 285.8 

Sunday (n=277) 15.2% 384.4 Sunday (n=9032) 12.1% 314.2   

Missing n=0  Missing n=0  

April 2014 (n=122) 6.7% 353.9 April 2014 (n=5985) 8.0% 288.7 

May (n=158) 8.7% 357.5 May (n=6148) 8.2% 293.6 

June (n=121) 6.7% 381.4 June (n=6118) 8.2% 280.5 

July (n=119) 6.5% 388.0 July (n=6401) 8.6% 258.9 

August (n=169) 9.3% 371.8 August (n=6247) 8.4% 287.4 

September (n=132) 7.3% 343.8 September (n=6012) 8.0% 284.3 

October (n=145) 8.0% 368.6 October (n=6004) 8.0% 278.1 

November (n=173) 9.5% 404.8 November (n=5677) 7.6% 285.1 

December (n=170) 9.4% 370.4 December (n=6630) 8.9% 287.4 

January (n=198)10.9% 410.3 January (n=6547)8.8% 316.3 

February (n=152) 8.4% 397.2 February (n=6290) 8.4% 334.9 

March (n=159) 8.7% 416.2 March (n=6707) 9.0% 335.0 

Missing n=0 Missing n=0 
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Time spent in the ED 

According to the Nuffield Trust (2016), the length of time a person spends in ED is 

dependent upon the type of unit they attend. The six hospital sites in the study are 

classified as Type 1. They are all major units with consultant-led services and 

accommodation for patients; emergency medicine and surgical services are provided on a 

24-hour basis (Black 2014). 

 

The UK Government established a maximum four-hour waiting time in ED in 2004, this has 

become a standard for monitoring and benchmarking in ED (Nuffield 2016). Baker (2015) 

reports that within the UK, Northern Ireland usually has the highest percentage of patients 

waiting over four hours in ED. This was demonstrated in 2014/15 by 26.2% of patients in 

Type 1 units waiting over four hours or breaching the standard (DHSSPSNI 2015a and 

2015b). Several differing methods of calculation are used in collecting data in the NHS for 

analysis; however, this study utilised the time spent in the department for calculations 

(from being clerked into the unit until discharge or transfer out). The mean time spent by 

a patient in ED is just over five hours (300.6 minutes). The range is 184.6-356.7 minutes 

and SD 197.433. The mean time spent by an older patient with mental health needs in ED 

is just over five hours and forty-five minutes (344.7) (Table 22, 23, 24). 

 

For the total sample, in the Univariate Analysis of Variance (Uninova) test between 

subjects with the dependent variable (DV) being time in the department, it was noted that 

the following variables all had statistically significant relationships to the DV. Hour of the 

day (F (23, 72512) = 86.857, p < .001), day of the week (F (6, 72512) = 40.637, p < .001), 

and month of the year (F (11, 72512) =66.929, p < .001).   

 

For the mental health sub-sample, in the Univariate Analysis of Variance (Uninova) test 

between subjects with the dependent variable (DV) being time in the department, it was 

noted that the following variables all did not have a statistically significant relationship to 

the DV: hour of the day (F (677, 1816) = 1.049, p <.239), day of the week (F (677, 1816) = 

0.986 , p <.582), and month of the year (F (677, 1816) =1.084, p <.118).  Which again, is 

different from the total sample. 
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Multiple Regression Modelling of Time spent in ED 

Multiple regression was used to reduce the number of predictor variable to identify only 

those variables that have significant impact on the time spent in hospital.  Inferential 

statistics were used to further explore the relevant variables thus reducing the likelihood 

of multiplicity.  Post hoc tests inflate the criteria for statistical significance those 

compensating for the multiple tests being conducted.  This will reduce the likelihood of a 

type 2 error. 

 

Hierarchical linear regression using the predictor of importance model, the following 

targets were presented from the total sample. The time spend in the ED was the criterion 

variable and the model of predictor variables are age, gender, site, arrival mode, planned 

review, time of day, month of the year and the presence of a mental health condition.  

Each was introduced on a forward stepwise model selection method. The model had a low-

medium explanation of the variance at 18.2%. 

 

In linear regression the variable that has a correlation of most importance is 1.0, as the 

figures decrease the variable has least importance toward 0. From the model, (for the total 

sample) the site of hospital predictor of importance was 0.44, and method of arrival 0.34, 

these were the two strongest factors when predicting importance for the total sample 

(Figure 8). This would demonstrate a medium-strong effect. The other variables from the 

model demonstrated a small effect. 

 

Statistically significant (p < .05) effects were noted on site of hospital (0.44), method of 

arrival (0.34), month of year (0.09), hour of the day (0.08), age of respondent (0.02), 

presence of mental health condition (0.015), first attendance (0.012), unplanned 

attendance (0.006), time of day (0.001) and planned review (0.001). 
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Figure 8: Linear regression for predictor of importance of factor to the total sample 

 

Hierarchical linear regression was repeated with the sub-sample of people presenting with 

mental health issues, repeating the sample explanation model and forward stepwise 

regression.  The model had a low-medium explanation of the variance at 13.2%. Site of 

hospital predictor of importance was 0.70 which would demonstrate a medium-strong 

effect when predicting importance for the mental health sub sample. The other variables 

in the module demonstrated a small-medium effect.     

 

Statistically significant (p <.05) effects were noted on site of hospital (0.70), age of 

respondent (0.12), month of the year (0.08), hour of the day (0.05), first attendance (0.04) 

and method of arrival (0.02) were all statistically significant (p < .05) (see Figure 9). 

 

Inferential statistics were used to further explore the variables identified by the multiple 

regression analysis, for both samples. 
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Figure 9: Linear regression for predictor of importance of factor to the Mental Health sub 

sample 

 

Time spent in the ED: Gender 

The average length of stay in the department for females was 297.13 minutes (N=41300, 

SD 193.63) and for males 291.54 (N=33227, SD 196.98). Female patients spending 

approximately six minutes longer in the ED than males. An independent t-test showed that 

the difference in time in the department based on gender was statistically significant (t=-

3.879, df=74525, p < .001).  

For the mental health sub-sample, the average length of stay in the department for 

females was 389.19 minutes (N=920, SD 217.345) and for males 374.54 (N=897, SD 

222.254). Female patients spending approximately fifteen minutes longer in the ED than 

males. An independent t-test showed that the difference in time in the department based 

on gender was not statistically significant (t= 1.420, df=1815, p <.596). 
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Time spent in the ED: Age group 

For the total sample, as the age of the person attending the ED increased so did the 

average time spent within the department ranging from a mean of 4.5 hours (272 minutes) 

in the 65-74 group, over 5 hours (311 minutes) for the 75-84 group, to over 5.5 hours (337 

minutes) for the 85 and over group (Figure 10) .   

   

Figure 10: Time in ED by age group  

 

Table 24: Multiple Comparisons Time in Department  on Age of Respondent 

 

(I) Age of 
Respondent 

(J) Age of 
Respondent 

Mean 
Difference 

(I-J) Std. Error Sig. 

95% Confidence Interval 

Lower  
Bound 

Upper 
Bound 

65-74 75-84 -38.81* 1.698 .000 -42.97 -34.66 

85+ -64.81* 1.998 .000 -69.70 -59.92 

75-84 65-74 38.81* 1.698 .000 34.66 42.97 

85+ -25.99* 2.020 .000 -30.94 -21.05 

85+ 65-74 64.81* 1.998 .000 59.92 69.70 

75-84 25.99* 2.020 .000 21.05 30.94 

Based on observed means. The error term is Mean Square (Error) = 38135.293.*. The mean difference is 

significant at the 0.05 level. Scheffe  Test 
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There was a statistically significant difference between groups as determined by one-way 

ANOVA (F (2, 67646)= 81.606, p  <.001). A Scheffe post-hoc test revealed that the time in 

the department had statistically significant difference between all three groups (Table 24).  

As the age group increases, the older people are less likely to present to ED, but once the 

decision to attend the ED is made, the length of time spent there increases with the age. 

When compared to the time spent in the department in the 65-74 age group, a person in 

75-84 age group will spend 38.81 minutes longer in the ED and someone who is 85 or over 

will spend 64.81 minutes longer in ED. This is also the case when the time spent in ED by 

the person 85+ is compared to the 75-84 age group, where 25.99 minutes more are spent 

in ED. 

Time spent in the department was analysed by age group for the mental health sub-

sample. As the age of the person attending the ED increased so did the time spent within 

the department ranging from an average of over 5.5 hours or 343 minutes in the 65-74 

group, over 6.5 hours or 403 minutes for the 75-84 group, to over 7 hours or 431 minutes 

for the 85 and over group. The mean time spent in ED ranges from 337.5-427.3 minutes.  

Each of these age groups who also have a mental health issue spend an average of between 

1-1.5 hours longer in the ED than those who do not have a mental health issue. UNOVA 

test of variance between subjects effects demonstrates that there is was a statistically 

significant difference between age group and time in department (F (2, 1817) = 7.228, p 

<.001).    

Time spent in ED: Hour of the day  

The hour of the day chosen by the total sample and the average length of time is presented 

in Table 22, with highest numbers at 11:00-11:59 for both groups, however these higher 

numbers did not always correspond to longest waiting times. UNOVA test of variance 

between subjects effects demonstrates that there was a statistically significant difference 

between time in the department and the hour of the day (F (23, 67657) =86.86, p < .001).   

A Scheffe post-hoc test revealed that the time in the department had no statistically 

significant difference between the hour of the day (p < 0.5-0.71). For the mental health 

group, there was no statistically significant difference between the hours of the day as 

determined by one-way ANOVA (F (23, 1813)= 0.769, p <.77). 
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Time spent in the ED: Day of the Week 

The day of the week and the time spent within the department is presented in Table 23. 

Friday had the shortest average time per visit but also had the second highest numbers of 

presentations (N= 11358, 276.80). Whilst Sunday had the fewest attendees, but the 

longest time in spent in ED (N=9010, 314.24).  UNOVA test of variance between subjects 

effects demonstrates that there was a statistically significant difference between time in 

the department and days of the week (F (6, 72512) = 40.637, p < .001).   A Scheffe post-

hoc test revealed that the time in the department had no statistically significant difference 

between each day of presentation (p < 0.65-1.0). 

 

For the mental health sub-sample, the day of the week and the time spent within the 

department is presented in Table 23. Friday had the shortest average time per visit but 

also had the second lowest numbers of presentations (N= 233, 341.78). Monday had the 

longest time in spent in ED (N=277, 384.40), but also had the second highest numbers 

attending.  UNOVA test of variance between subjects’ effects demonstrates that there was 

a statistically significant difference between time in the department and days of the week 

(F 6, 1816) = 4.104, p < .001).   A Scheffe post-hoc test revealed that the time in the 

department had no statistically significant difference between each day of presentation (p 

< .286). 

 

Time spent in the ED: Month of the year 

The month of the year also impacted on the time spent within the department. July had 

the shortest average time per visit but also had the fourth highest numbers of 

presentations. Whilst March had the longest time spent in ED, but also had the highest 

number of attendances. UNOVA test of variance between subjects effects demonstrates 

that there was a statistically significant difference between time in the department and 

months of the year (F (11, 72512) = 66.93, p < .001).   A Scheffe post-hoc test revealed that 

the time in the department had no statistically significant difference between each day of 

presentation (p < .2-1.0). 

The month of the year also influenced the time spent within the department for the mental 

health sub-sample. September had the shortest average time per visit but also had one of 
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the lowest numbers of presentations. Whilst March had the longest time in spent in ED, 

but also not the highest number of attendances, which occurred in January (Table 25) . 

ANOVA test of variance between subjects’ effects demonstrates that there was no 

statistically significant difference between time in the department and months of the year 

(F 11, 1816) = 1.75, p <.059).   A Scheffe post-hoc test revealed that the time in the 

department had no significant difference between month of presentation (p < .710). 

 

Table 25: Comparison of the two samples on time spent in the Department during each 

month (rank order from shortest to longest in minutes). 

 

Time spent in the ED: Site 

The site chosen by the older people and the average time spent within each ED differs as 

shown in Table 26. The South West Acute Hospital (SWAH) has the lowest number of 

Total sample Mental health sub-sample 

Month 
   
Frequency Percent 

Time 
(mins) Month Frequency Percent 

Time 
(mins) 

July 14 6401 8.6 258.85 Sept 14 132 7.3 343.84 

Oct 14 6004 8.0 278.09 April 14 122 6.7 353.85 

June 14 6118 8.2 280.50 May 14 158 8.7 357.53 

Sept 14 6012 8.0 284.31 Oct 14 145 8.0 368.60 

Nov 14 5677 7.6 285.09 Dec 14 170 9.4 370.35 

Aug 14 6247 8.4 287.38 Aug 14 169 9.3 371.80 

Dec 14 6630 8.9 287.43 June 14 121 6.7 381.36 

April 14 5985 8.0 288.70 July 14 119 6.6 388.03 

May 14 6148 8.2 293.58 Feb 15 152 8.4 397.18 

Jan 15 6547 8.8 316.32 Nov 14 172 9.5 404.79 

Feb 15 6290 8.4 334.90 Jan 15 198 10.9 410.32 

Mar 15 6707 9.0 335.02 Mar 15 159 8.8 416.18 

Total 74766 100.0  Total 1817 100.0  
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recorded attendances at 6757 with the shortest time in department, whilst Altnagelvin 

(ALT) has the third highest attendances (10509) but the second shortest time. Antrim and 

Royal hospitals have both higher number of attendance and longer average time within 

the department. UNOVA test of variance between subjects effects demonstrates that 

there was a statistically significant difference between time in the department and the site 

of the hospital (F (5, 65842) =138.35, p < .001).   A Scheffe post-hoc test revealed that the 

time in the department had no statistically significant difference between each site (p = 

1.0). 

 

For the mental health sub-sample, the time in department by each age group and site of 

hospital is also presented in Table 26. UNOVA test of variance between subjects effects 

demonstrates that there was a statistically significant difference between time in the 

department and the site of the hospital (F (5, 1817) =115.6, p < .001).  In all hospital sites, 

the mean time spent in ED for an older person who also has mental health needs ranges 

from 42-97minutes, longer than those who do not have a mental health issue identified.  

 

For the whole sample and the mental health cohort, the Royal had the longest average 

time in the department. Enniskillen (SWAH) recorded the shortest time in both the whole 

sample and MH subsample but did have the smallest number of attendances in the entire 

sample. All ages and genders in the entire sample presented most frequently to Antrim 

this was different to the mental health subsample who presented to the Royal, with this 

hospital having the longest mean time in minutes for both gender and all age groups.  

 

 

Time spent in ED: Method of Arrival 

The time spent in ED depending on method of arrival is presented in Table 26. For the 

entire population, the shortest average time spent in ED was when the older person 

attended by ‘other’ means (205.1 minutes or almost three and a half hours). The next 

shortest time was when the older person was referred from another hospital or 

department or another professional within the hospital (230.2 minutes, almost four 

hours). The longest wait was when the older person was referred from Dalriada (doctor on 

call service). This wait was 421.6 minutes or just over 7 hours, this group accounted for 
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only 3% (n=2012) of attendances. UNOVA test of variance between subjects effects 

demonstrates that there was a statistically significant difference between time in the 

department and the method of arrival (F (5, 63360) =1129, p < .001).   A Scheffe post-hoc 

test revealed that the time in the department had a statistically significant difference 

between each method of arrival  (mean difference p =.05). 

 

For the mental health sub-sample, the shortest time in the department was when the older 

person with mental health needs attended by public transport or other means. The time 

in the department was 287.8 minutes or just over four and a half hours. This method 

accounted for 0.8% (n=15) of attendances. The next shortest time in the department was 

when the older person with mental health needs attended by their own transport (26.9%, 

n=26.9%) 355.76 minutes and on foot (0.7%, n=12) of 367.5 minutes. Two of these 

methods of attendance were very small in number and percentage of the total. The longest 

time spent in the department was when attendance was from a residential or care home 

setting (n=79, 4.4%) with a time of 437.1 minutes or over seven hours of time spent in the 

department. UNOVA test of variance between subjects effects demonstrates that there 

was a statistically significant difference between time in the department and the method 

of arrival  for the mental health sub-sample (F (5, 1792) = 3.17, p < .001).   A Scheffe post-

hoc test revealed that the time in the department had a statistically significant difference 

between each method of arrival  (mean difference p < .05). 

 

A comparison of time spent in the department by arrival by ambulance showed that the 

mental health sub-sample spent 53.2 minutes longer in the department than the total 

sample. There was also a longer wait in the department by 39.2 minutes for the older 

person with mental health needs if they attended by Emergency/999 ambulance.  
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Table 26: Comparison of other key characteristics of total sample and mental health sub-

sample with associated time in ED (Arrival, Referral, First attendance, Site and Breach) 

  

 

Mental Health Sub-sample Total sample 

Characteristic and sample size Time in 

ED 

Characteristic and sample size Time in 

ED 

Own Transport (n=482) 26.9%   355.76 Own Transport (n=31642) 44.0% 243.3 

Ambulance (n=448) 25.0% 390.4 Ambulance (n=16058) 22.3% 337.2 

Emergency/999 (n=836) 46.6% 399.2 Emergency/999 (n=22097) 30.7%     360 

On foot (n=12) 0.7% 367.5 On foot (n=713) 0.7% 250.5 

Public transport or other  

(n=15) 0.8% 

287.8 Public transport (n=498) 0.7% 232.2 

 Other (n=914) 1.3% 205.1 

Missing n=25 Missing n=2844 

GP (n=335) 18.5% 400.9 GP (n=14837) 22.0% 315.78 

Self  (n=919) 50.9% 354.7 Self  (n=36779) 54.5% 280.3 

Dalriada (n=90) 5% 465.7 Dalriada (n=2012) 3.0% 421.6 

Police/Prison (n=21) 1.6% 405.6 Police/Prison (n=59) 0.1% 399.6 

Relative or friend  

(n=321) 17.7% 

415.1 Relative or friend  

(n=7566) 11.2% 

350.4 

Hospital/dept/other 

professional (n=42) 2.3% 

354 Hospital/dept/other professional 

(n=2371) 3.5% 

230.2 

Residential/Care home  

(n=79) 4.4% 

437.1 Residential/Care home  

(n=3811) 5.7% 

361.1 

Missing n=11 Missing n=7331 

First Attendance – No 

(n=53) 2.9% 

236.06 First Attendance –No  

(n=4207)  5.6% 

177.7 

First Attendance – Yes 

(n=1764) 97% 

386.34 First Attendance – Yes 

(n=69987) 93.6% 

302 

Missing n=1 Missing n=572 (0.8%) 

Site 1 (RVH) (n=773) 42.5% 449.25 Site 1 (RVH) (n=18197) 24.3% 352.62 

Site 2 (MIH) (n=135) 7.4% 356.51 Site 2 (MIH) ((n=10358) 13.9% 281.86 

Site 3 (CAU) (n =201) 11.1% 319.91 Site 3 (CAU) (n=10035) 13.4% 270.17 

Site 4 (AAH) (n=419) 23.0% 377.28 Site 4 (AAH) (n=18909) 25.3% 329.39 

Site 5 (SWAH) (n=140) 7.7% 229.76 Site 5 (SWAH) (n=6757) 9.0% 184.61 

Site 6 (ALT) (n=150) 8.3% 296.81 Site 6 (ALT) (n=10509) 14.1% 253.87 

Missing n=0 Missing n=1 

4 hr Breach – Yes (n=1251)  68.8% 4 hr Breach – Yes (n=36813)  49.2% 

4 hr Breach – No (n=566)  31.2% 4 hr Breach – No (n=37855)  50.63% 

Missing n=1 Missing= 98 (0.13%) 
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Time spent in ED: First Attendance 

The total sample had a majority of 93.6% (n=69987) of people for whom this attendance 

was  the first for this condition. They may have attended ED on previous occasions, but not 

for this condition. The length of time spent in ED was 302 minutes or just over five hours. 

When this was not the first attendance for this condition the time reduced to 177.7 or 

almost three hours. There were considerably fewer numbers in this category representing 

5.6% (n=4207) of the sample. An independent t-test showed that the difference in time in 

the department based on first attendance was statistically significant (t=-36.7, df=65840, 

p < .001).  

For the mental health sub-sample there was a higher percentage of first attendance at 97% 

(n=1764). The length of time for this group was 386.34 minutes or almost six and a half 

hours. When this was not the first attendance for this condition, the time reduced to 

236.06 minutes or almost four hours. Like the total sample, there were substantially fewer 

people in this category at 2.9% (n=53).  An independent t-test showed that the difference 

in time in the department based on first attendance was statistically significant (t=-4.94, 

df=1815, p < .001). 

There is a disparity between the waiting time in the total sample and the mental health 

sub-sample once again, with the mental health sub-sample waiting 84.34 minutes longer 

on a first attendance and 58.36 minutes longer if it was not a first attendance. 

 

Time spent in the ED: Four hour and twelve-hour target  

In 2000, the Department of Health for England produced the NHS plan, which set standards 

to attempt to improve the standard of care for patients. One action from this was to reduce 

the waiting times for attending ED, with a target by 2004 that no-one would spend more 

than four hours in ED (DH 2000, 2004). The older population have almost an equal chance 

of spending longer than four hours in the department (n=37855, 50.6% breached). Waiting 

times are monitored and reported on a regional and national level (DHSSPS 2015 a&b). The 

frequency of the breach of 12 hour waiting standard in ED are substantially lower at 1.7%, 

(n= 1244) with the majority of older people leaving the department before the 12-hour 
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target. The older population who also have mental health issues have a greater chance of 

spending longer than four hours in the department (n=1251, 68.8% breached). The 

frequency of the breach of 12 hour waiting standard in ED are double the 1.7% of the total 

sample at 3.5%, (n= 64). This may be due to the complexity of the cases and the fact that 

of the 1818 older people who attended the department, 1540 (85%) received a decision 

to admit to the hospital. However, the majority of older people with mental health needs 

leave the department before the 12-hour target. 

 

Admitted to hospital from ED 

The older people in the total sample were more likely to the admitted to hospital following 

their attendance at ED. In Table 27 below the rate of admission is 75.5% (n=51211) for 

older people who do not have mental health needs which is extremely high compared to 

similar studies (Gray et al 2013 noted 60% admission). The numbers, however, were 

slightly less than expected in the crosstabulation. For the mental health sub-sample, 

however, the rate of admission was even higher at 84.7% (n=1540). It is noted that there 

were a high number of entries (n=6905) missing in this category. 

 

Table 27: Presenting with mental health condition * Admitted Crosstabulation 

 

Admitted 

Total not admitted admitted 

None 
 

 
Count 14831 51211 66042 

Expected Count 14704.2 51337.8 66042 

 
% within entire sample 21.9% 75.5% 

97.4 %  
(2.6% 

missing) 

Presenting 
with Mental 
Health 
Problem 

Count 278 1540 1818 

Expected Count 
404.8 1413.2 1818 

% within Presenting with 
mental health condition 
subsample 

15.3% 84.7% 100% 
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Summary  

Some major points were taken forward for discussion and exploration into the interviews 

in stage two of the study. For the total sample the key points are: 

• The main reasons the older people presented to the emergency departments were 

identified as Limb injury (7.1%), Chest pain (7.2%), Falls (8.5%), Other (8.8%), with 

Shortness of breath/Pulmonary Embolism (9.1%) being the most frequently 

recorded condition. 

• In the majority of the instances, the decision to attend the emergency department 

was made by the older person themselves (n= 36779, 54.5%). 

• Forty four percent of older people in Northern Ireland attended by their own or 

private transport, whilst fifty three percent (30.7 emergency plus 22.3 non-urgent 

ambulance) attended using the Northern Ireland Ambulance Service (NIAS). 

• The majority of the presentations (n= 73301, 98.5%) were unplanned in nature 

and the first attendance (n= 70110, 94.2%) for this presentation of the condition 

at the specified ED. 

• The highest numbers of older people presented to the emergency departments 

from 11:00-11.59 hours, whilst the period from 05:00-05:59 hours saw the least 

attendances. 

• Monday is the busiest day of the week for older people attending the ED with 

Sunday being the least frequently attended. 

• The highest number of presentations occurred in December 2014 and March 

2015. 

• As the age of the person attending the ED increased, so did the time spent within 

the department. 

• 65-74 age group presented more frequently than the other two groups. 

• Females represented 55.7% of the over 65-year age group with men at 44.3%. 

• More females than males presented in both 75-84 and 85+ groups. 

• Females spend longer in the department than males. 

• The hospital with the largest proportion of patients of both genders was Antrim 

Area hospital. 
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• There is a statistically significant relationship between Age, Gender and Site of 

hospital in this sample. 

• Older people have 50.6% chance of waiting longer than 4 hours in ED, but this 

reduces to 1.7% chance of spending over 12 hours in the department. 

• There are issues with the collection of information at source on the Symphony 

system 

• 75.5% of the total sample of older people was admitted to hospital 

• Time has a significant impact on the older person in ED. 

 

For the mental health sub sample many areas were similar to the total sample. 

However, some major differences were presented and were taken forward for 

exploration in the interviews in stage two of the study.  

• The hospital with the largest proportion of patients of both genders was the Royal 

Victoria Hospital. 

• Seventy two percent of older people with mental health needs in Northern Ireland 

attended by using the Northern Ireland Ambulance Service (NIAS) (supporting the 

rationale for including pre-hospital staff in stage two interviews).  

• Monday is the busiest day of the week for older people with mental health needs 

attending the ED, but Sunday and Tuesday are also busy with Thursday being the 

least frequently attended. 

• The highest number of presentations occurred in January 2015 but August, 

November and  December were also popular. 

• Older people with mental health needs have 68.8% chance of waiting longer than 

4 hours in ED, but this reduces to 3.5% chance of spending over 12 hours in the 

department. Both these figures are higher than the total sample. 

• 85% of this population are admitted to hospital. 

 

These differences in the results from the two groups has raised some questions about the 

quality and consistency of care provision to older people with mental health needs: What 

provision is made for older people with mental health needs attendance patterns and the 
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demands this will place on service provision? Why are there more presentations from the 

mental health group at the weekend and more presentations in August, November, 

December and January than total sample? Why does this group show substantially more 

use of NIAS? Why is more time spent in ED and a why is there such a high admission rate? 

These thoughts helped to inform the questions in stage two interviews for the participants 

(Appendix Two) and will be reviewed in the discussion chapter.  

This chapter presented the methods used for data collection in stage one and presented 

the findings and detailed analysis of this stage of the study. The following chapter will 

present the methods and findings from stage two.  
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CHAPTER 6  

STAGE TWO 

THE EXPERIENCE OF CARE PROVISION TO OLDER PEOPLE WITH MENTAL HEALTH NEEDS 

WHO ACCESS THE PRE-HOSPITAL AND IN-HOSPITAL EMERGENCY MEDICAL SERVICES 

(EMS). 

 

Introduction 

This chapter is presented in two parts and will discuss the methods and findings from stage 

two of the study which was to explore the experience of care provision to older people 

with mental health needs who access the pre-hospital and in-hospital emergency medical 

services (EMS). The first part of this chapter will explain the use of interviews in research. 

The sample will be presented, followed by the methods of data collection and data analysis 

employed in this stage of the study. The second part of the chapter will present findings 

from stage two  which is the experience  from the older person, their carer or partner and 

the EMS staff perspective. The older person with mental health needs and carer/partner 

interviews will be presented first, followed by the EMS staff interviews.  

 

Part one 

Research Design: Face to face interviews 

Stage two was an exploration of the experience of the health care system from the service 

user, carer/partner and EMS staff perspective (doctors, nurses, paramedics and ambulance 

technicians in the pre-hospital and emergency department). Participants were recruited 

for one-to-one interviews from one Health and Social Care Trust in Northern Ireland. The 

participants were involved in interview stage only, which ranged from 20-100 minutes in 

length. 

As a method of collecting information from the participant in a qualitative manner, there 

are differing formats ranging from the semi structured to the unstructured (Grove et al.  

2015). This study used a semi structured format which was a series of pre-set questions, 

aligned with the domains of the person-centred framework (McCormack and McCance 

2010), with the use of follow up probes (Parahoo 2014). Semi structured interview design 

allows the preparation of several questions that are essentially the same for all 
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respondents. The wording can be explained differently for the respondents to ensure 

understanding. Parahoo (2014) explains that by using an interview schedule, the 

researcher attempts to be standardised in approach, but by probing and being flexible, 

they use a mixture of qualitative and quantitative approaches in the semi structured 

interview. If the researcher departs from the list of questions and begins to probe more 

deeply the interview can become more focused and qualitative in nature. Newell and 

Burnard (2011) argue that the aim of the semi structured interview is to cover the same 

general territory, it is not essential that all questions are asked in the same order to every 

participant but that they are used to collect relevant data. Interviews have been used by 

researchers within the field of older people with mental health needs in acute care in 

several relevant studies (Considine et al.  2010; Moyle et al.  2010; Clissett et al.  2013a 

and 2013b; Moss et al.  2015). It was also used as one technique for collecting views and 

perceptions as part of a previous study by Goode et al.  (2014). 

Several advantages of using semi structured interviews have been discussed by Parahoo 

(2014), who states that they facilitate both broad and specific types of questions and allow 

comparison with responses from other participants within the study. Gray (2014) 

explained that they are useful because they allow for probing and elaboration of 

viewpoints that may have not been anticipated. This new exploration and direction may 

help in meeting the research aim and objectives.  

Some disadvantages of the technique (as with any interview) are also discussed by Gray 

(2014). Large numbers of interviews are time consuming and costly. They are less suitable 

for covering a wide geographical area than a questionnaire design (travel and time costs). 

Recruiting and arranging interviews can be time consuming. Time needed for data analysis 

can often be underestimated and transcription costs are high. Some interview respondents 

can use the interview as a counselling or therapy session and frequently move from the 

subject (Newell and Burnard 2011). Due to the fact that the interview is the opinion and 

experience of the participant, Burns and Grove (2011) remind the researcher that the data 

may be inconsistent from one participant to the next. They also state that the data has to 

be reported as accurate due to the self-reporting nature of the interview. These limitations 

have been considered in the organisation of the study and costs in both time and money 

and were scheduled into the planning. Interviews were conducted within one Health and 
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Social Care Trust to minimise travel. Two scholarships were awarded to the principal 

investigator and they were used to assist with interview transcription costs and time has 

been scheduled into the research timeline. Interview support packs were designed for 

each participant and available during each interview session. Each interview was individual 

as each person had their own unique experiences; the semi-structured interview schedule 

was used to assist the interviewer with useful prompts during the interview.  

 

Stage Two  Qualitative data collection and analysis  

Sample 

Participants and recruitment 

Stage two of the study was based in a major Emergency Department within a Health and 

Social Care Trust in Northern Ireland, including the Northern Ireland Ambulance Service 

(NIAS). This ED is representative of a large urban/rural population in Northern Ireland.  

Stage two was a descriptive exploration of the experience of the health care system from 

the older person with mental health needs, carer/family and EMS perspective. This type of 

information is best achieved in a qualitative interview format. These are the factors that 

influenced the choice of methods. 

Due to the fact that at the time of ethical approval there was no data available in Northern 

Ireland on the numbers of older people with mental health needs presenting to ED, a 

sample size of 21 EMS staff and 15 service users (10 older people with mental health needs 

and 5 carers/ partners) were recruited into the study for stage two. One to one semi 

structured interviews were undertaken and continued until data saturation was reached. 

EMS staff who met the inclusion criteria (Table 28) were invited to participate by letter 

and/or email sent by the principal investigator. When the participant responded that they 

were willing to take part in the research, the principal investigator contacted the 

participant and arranged a suitable time for the interview to take place. Written consent 

was obtained from the participant prior to the interview taking place. Purposeful sampling 

took place to ensure that there was a range of different grades and roles of the EMS staff. 

Ambulance staff included technicians, paramedics, rapid responder paramedics, and chief 

station officers. Medical staff included consultants, special registrars, staff grades in 
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mental health and emergency care and general practice rotation. Nursing staff included 

band 5 nurses who ranged from newly qualified (over 6 months) to those with twenty 

years' experience, band 6 deputy sisters and ward managers in mental health and 

emergency care. This range of interviews was conducted to ensure representativeness of 

EMS staff generally and also to provide the necessary data (Parahoo 2014). Participant 

information sheets and consent forms were used (Appendix Eleven). 

Senior nursing staff and members of the EMS team identified older people with mental 

health needs and their carers/partners who met the inclusion criteria after they had been 

assessed by the clinical treatment team. The potential participant was informed by the 

clinical team of the study and given an information letter. The letter asked the potential 

participant to write their contact details on the detachable page in order to be passed to 

the principal investigator. Once this permission was given, the contact details were safely 

stored in a box file that remained in the department for collection by the principal 

investigator. Three days after attending the ED, the clinical team ensured that the person 

has been discharged home using the hospital database. Once this was confirmed, the 

principal investigator telephoned to ensure that they were willing to participate and 

arranged a suitable time and location for the interview to take place. Written consent was 

obtained by the principal investigator Participant Information Sheets (PIS) and consent 

forms were used (Appendix 11).  If the older person has no carer they could still participate 

in the study. 

Due to low numbers of older people and carers/partners being recruited using this method 

(n=5 over a five-month period), ethical approval was gained to approach the charity and 

voluntary sector for volunteers who would be willing to take part. The same process was 

carried out and the charity contact acted as gatekeeper, providing details of the study to 

the participants who then provided contact details to the researcher.  

Inclusion and exclusion criteria are outlined below: 

• EMS staff with experience in caring for older people with mental health needs in 

the emergency pre-hospital and ED setting (n=21 at data saturation).  

• Older people will be aged 65 years or older, who have an enduring mental health 

condition and can give informed consent and who have presented at ED (n=10 at 

data saturation).  
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• Carers and partners should have experience of being with the older person with 

mental health needs in the pre-hospital emergency and/or ED setting (n=5 at data 

saturation).  

In stage one the sample size was determined by the Honest Broker Databases. In stage two 

the sample was 36 at data saturation. 

The principal investigator had no knowledge of selection of potential participants (service 

users and carers/partners) until they have given the principal investigator permission to 

contact them. Inclusion and exclusion criteria were designed to ensure that the research 

aim and objectives were achievable (Table 28).   

Table 28: Inclusion and exclusion criteria for interview 

 

 

 Inclusion criteria Exclusion criteria 

Service 
users 

English speaking males and females 65 
years and over who: 
-have mental health needs (as assessed 
by the clinical team using a recognized 
mental health triage tool and clinical 
judgment). 
-have the capacity to give informed 
consent. 
-have used the Emergency Department 
of a hospital  

Male and female 65 years of age or older 
who have chronic mental health needs who 
also have an acute physical illness that 
requires admission to hospital for 
treatment. 
Male and female 65 years of age or older 
with acute mental health needs such as 
acute delirium or end stage dementia or any 
condition that would prevent them from 
being able to give informed consent (as 
assessed by the clinical team using 
appropriate mental health assessment 
tools).  

Carer/ 
Partner 

English speaking. Male and female 
carers or  partners of an older person 
(65 years or over) who has chronic 
mental health needs and has used the 
Emergency Department of a hospital. 

 

EMS 
Staff 
 

Any pre-hospital emergency care 
and emergency department staff 
(nurses, nursing auxiliaries, doctors, 
paramedics, ambulance technicians and 
other members of the multidisciplinary 
team) who have provided care for an 
older person with mental health needs 
in the  emergency pre-hospital setting 
or emergency department.  
EMS staff who have worked in this area 
for longer than six months. 

EMS staff working within pre-hospital and 
emergency departments within the 
Northern Trust who do not have a range of 
experiences in working with older patients 
who have mental health needs (for instance, 
new appointments up to six months in the 
area.) 
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Data collection  

Stage two was a descriptive exploration of the experience of the health care system from 

the service user, carer/partner and EMS perspective.  This stage had several objectives 

based on the exploration of the experiences of the older person with mental health needs, 

the carer/partner, and the experience of the emergency care staff in the EMS setting. The 

experiences related to how the health care system functions to meet the needs of older 

people with mental health needs who attend the emergency department for any reason. 

These objectives aligned to the overall aim of the study which was to describe and analyse 

attendance trends and explore the care experience of older people with mental health 

needs in pre-hospital and in-hospital emergency medical service (EMS) settings. 

Interviews took place at an arranged time that was acceptable for the participants. They 

were conducted in a private room in the Hospital Trust and ambulance stations (for EMS 

staff) and arranged in the older person's home or carer's home as that was more 

comfortable for them. Interviews were semi structured and based on topics from 

literature, the objectives of the study, and questions that arose from stage one data. 

The interview schedule was broadly organised around the four key constructs of the 

person-centred nursing framework (McCormack and McCance 2006, 2010) as the Macro 

context of the framework had not been published at the time of data collection 

(McCormack and McCance 2017). The participants were asked open questions such as: 

‘Tell me about your first experience of care of older people with mental health needs in 

ED?’ ‘What aspect of care for an older person with mental health needs is most important 

to you?’ ‘How would you describe your experience of the environment of the ED for care 

of older people with mental health needs?’ Probing questions such as ‘can you tell me 

more about that?’ and ‘what did you mean by…?’ were used to elicit clear and in-depth 

information. EMS staff gave their perspectives from working in the health service in 

general, not one Trust specifically. Service users were asked to explore their experiences 

from all EDs that they have attended. 

 

 



123 
 

 
 

Data Analysis 

Braun and Clark’s (2006) six phase method was used for thematic analysis of the data 

(Table 29). This framework was chosen as it is widely used in health care focused 

qualitative research. This is largely due to the flexible nature of the phases, allowing the 

data to be analysed in rich detail following a robust, systematic framework (Braun and 

Clark 2014). This approach to data analysis has been used in several qualitative studies on 

older people. Goll (2014) examined loneliness among older adults and reported that some 

older people minimise the difficulties they face as they fear social rejection. O’Shea (2016) 

used this method to examine the feasibility of mindfulness based cognitive therapy for 

older people with depression in the community. Witcher et al. (2016) also used Braun and 

Clarke’s framework in a study of physical activity in older people in a rural setting and 

report that new methods of promoting physical activity for older people who live in rural 

areas should be employed. This method allows for identification, analysis and reporting of 

the data in patterns and themes within a data set, with the researcher taking an active role 

in the identification/selection of patterns and themes and the reporting of same (Table 

29). The interviews were recorded on digital voice recorder and transcribed on a word for 

word basis. NVivo 10 (2014) data management system was utilized to organize and 

manage the data (Braun and Clarke Phase 1). 

 

Coding 

During analysis, notes were made by the principal investigator in the transcriptions as both 

a memory aid and also to assist in the coding process (Braun and Clarke 2006).  Questions 

that were considered during this process were what are these participants doing? What 

are they trying to convey or accomplish? How are they doing this? What assumptions are 

they making? What do I see going on here? What did I learn? Why did I include them? How 

is this different/relevant? What is the broader significance? What has surprised/ 

interested/ disturbed me about this? How do they talk or characterise? The overarching 

question was what is this telling me about the care of older people with mental health 

needs in the pre-hospital and emergency care service? (Saldaña 2016). 
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Table 29 : Ways in which Braun and Clarke (2006) 6 Phases of Thematic Analysis was 

achieved in this study 

 

 

Step Phase Description of the process Ways in which this was 
achieved in this study 

1. Familiarising 
yourself with 
your data 

Transcribing data (if 
necessary), reading and 
rereading 
the data, noting down initial 
ideas. 

All interview transcripts were 
read and reread whilst listening 
to the interview recording for 
correction to ensure accuracy 
of transcription. 

2. Generating 
initial codes 

Coding interesting features of 
the data in a 
systematic fashion across the 
entire data set, 
collating data relevant to each 
code. 

Paper copies of the 
transcriptions were viewed and 
initial codes highlighted using 
Saldaña’s suggested questions 
on why they were chosen 
(2016)  

3. Searching for 
themes 

Collating codes into potential 
themes, gathering all 
data relevant to each 
potential theme. 

Interviews were uploaded to 
NVivo 10 (2014) and selected 
quotations coded into 
subthemes (Nodes) 

4. Reviewing 
themes 

Checking in the themes work 
in relation to the coded 
extracts (Level 1) and the 
entire data set (Level 2), 
generating a thematic map of 
the analysis. 

Word frequency and tag clouds 
generated in NVivo 10 (2014). 
Mind/code maps generated.  

5. Defining and 
naming 
themes 

Ongoing analysis to refine the 
specifics of each 
theme, and the overall story 
the analysis tells; 
generating clear definitions 
and names for each 
theme. 

Narrative exemplars for 
generation of each subtheme 
produced. Development of 
themes from subthemes and 
narrative exemplars. 
Consultation with supervisory 
team in peer review process 

6. Producing 
the report 

The final opportunity for 
analysis. Selection of vivid, 
compelling extract examples, 
final analysis of 
selected extracts, relating 
back of the analysis to the 
research question and 
literature, producing a 
scholarly report of the 
analysis. 

Review of the chapters and 
development and redefining of 
themes 
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Saldaña (2016) explains that coding in qualitative research is the essential link between the 

data that is collected and the distillation of meaning to that data. It can represent the 

transformational process that occur from the initial primary content through a process of 

summarisation and condensing of large amounts of information. Grove et al.  (2015) 

suggest that the researcher should maintain a clear and rigorous link between the decision-

making process and the data, this was done through self-reflective memos and code 

descriptors within NVivo 10 (2014). A code is a word or phrase that represents the data 

(Saldaña 2016).  

Braun and Clarke’s (2006) phrases of thematic analysis allowed the data within the 

interviews to be codified. A code is an idea that is associated with a segment of data, this 

section is then given a label that identifies it. This process allowed data to be divided, 

grouped, reorganised and then linked together to create meaning and offer and 

explanation, looking for meaning and order in the data through initial code mind maps 

(Appendix Six). This moves the data to multiple codes (and sub codes if necessary), which 

can then be combined in the creation of categories, themes and concepts to allow the 

discussion on relevant emerging assertions and theory (Saldaña 2016). 

 

Themes 

Braun and Clarke (2006) proposed that a theme represents relevant information about 

how the data relates to the research aim or research question and has a level of response 

and meaning that can be configured as a system or pattern of responses. They are a 

common or recurring pattern that are seen by the researcher in the interview dataset and 

are connected around a particular concept (or essence of the topic) that describe the 

common ideas that are identified. Themes presented use an inductive approach (strongly 

linked to the data) and the coding occurred without use of a pre-existing coding frame.  

After the initial coding took place, the data was reviewed and gathered into potential 

themes. Analysis also took place at a semantic or explicit level, with the description of the 

response organised into a summary statement, moving on to interpretation and 

theorisation of the broader meaning through  narrative exemplars (Appendix Seven) and 

implication associated with relevant literature and previous studies after the analysis 
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(Braun and Clarke 2006). Braun and Clarke (2006) argue that there is no need to report the 

percentages and frequencies of responses when reporting themes. The frequency of an 

item in an interview does not determine the value of the response and if a response is 

useful to addressing the aim or objectives of the study it is not determined by how many 

people discussed it. Following the process of thematic analysis for all interviews, Braun and 

Clarke’s 15-point check list was completed with supervision team (Braun and Clarke 2006) 

(Table 30). 

Table 30: Braun and Clarke’s 15-point check list of criteria for good thematic analysis 

1 Transcription: The data have been transcribed to an appropriate level of detail, and 
the transcripts have been checked against the tapes for ‘accuracy’ 

2 Coding: Each data item has been given equal attention in the coding process 

3 Themes have not been generated from a few vivid examples (an anecdotal 
approach), but instead the coding process has been thorough, inclusive and 
comprehensive 

4 All relevant extracts for all each theme have been collated 

5 Themes have been checked against each other and back to the original data set 

6 Themes are internally coherent, consistent, and distinctive 

7 Analysis: Data have been analysed – interpreted, made sense of - rather than just 
paraphrased or described 

8 Analysis and data match each other – the extracts illustrate the analytic claims 

9 Analysis tells a convincing and well-organised story about the data and topic 

10 A good balance between analytic narrative and illustrative extracts is provided 

11 Overall: Enough time has been allocated to complete all phases of the analysis 
adequately, without rushing a phase or giving it a once-over-lightly 

12 Written report: The assumptions about, and specific approach to, thematic analysis 
are clearly explicated 

13 There is a good fit between what you claim you do, and what you show you have 
done – i.e., described method and reported analysis are consistent 

14 The language and concepts used in the report are consistent with the 
epistemological position of the analysis 

15 The researcher is positioned as active in the research process; themes do not just 
‘emerge’ 

 

The next part of this chapter will present the findings from stage two interviews, 

beginning with those with the older people with mental health needs and their 

carers/partners and following that the EMS staff.  
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Part Two 

Stage Two findings: Older people with mental health needs, carer or 

partners.  

 

Introduction 

This section presents the findings from the face to face interviews with the older people 

with mental health needs, carers or partners. A total of fifteen interviews were completed 

with older people with mental health needs and their carer or partner in the home 

environment.  

 

Participant Characteristics 

Ten older people with mental health needs were included in the study who had a range of 

mental health needs such as depression, and anxiety in addition to a diagnosis of dementia 

(See Table 31). The names used throughout the study are pseudonyms. 

Table 31: The older person’s mental health need/s and reason for attending ED 

Older person Mental health need Reason for attending ED 

Helen Enduring mental illness 
 

Fall and head injury 

Barbara Living with dementia Several attendances for cardiac 
condition, this attendance was for a 
fall with fractures. 

Tom Anxiety  
 

Several attendances for abdominal 
pain 

Megan Living with dementia 
 

Several attendances for falls 

Roy Living with dementia 
 

Myocardial infarction 

Rose Depression 
Living with dementia 

Fall and dislocation of shoulder 

Judy Depression 
Living with dementia 

Stood on broken glass 

Terry Alcohol dependency 
Depression 

Fall and head injury 

Sam Living with dementia 
 

Fall 

Eric Depression 
Living with dementia 

Eye injury 
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Five carers/partners participated in the interviews; their family member was an older 

person who had mental health needs (see Table 32). 

 

Table 32: The Carer and their older person’s mental health History and reason for 

attending ED 

Carer/Partner Older person’s mental health 

need 

Reason for attending ED 

Kelly (carer) Enduring mental illness with 

acute exacerbations and lives 

with dementia 

Multiple admissions for falls and 

other conditions 

Karen (carer) Living with dementia Several attendances for cardiac 

condition, this attendance was for a 

fall with fractures. 

Joan 

(partner) 

Anxiety  Several attendances for abdominal 

pain 

Gloria (carer) Living with dementia Several attendances for falls 

Joyce (carer) Living with dementia Abdominal pain 
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Six themes emerged from the data.  The themes were shaped by the voice of the 

participants. These themes and their sub-themes are highlighted in Table 33 and will be 

presented using direct quotations from the participants.  

 

Table 33: Themes developed from Older people with mental health needs and their carer 

or partner data 

Theme Subtheme 

Getting there, getting in and 

getting out 

• Personal traits and attitudes of older people 

with mental health needs 

• Decision making prior, during and after 

attending ED 

• The time, culture and consequence of waiting 

Seeing the person • Equality of treatment 

• The importance of communication 

• Stigma 

Behind the magic doors 

(Older person/carer/ partner 

perceptions and experiences of 

the pre-hospital and ED) 

• ED system and organisation 

• Layout of the department 

• Privacy and confidentiality 

The effects of the experience 

on personal well-being 

• Emotional responses to the experience of 

being in ED 

• Impact of ED on mental health 

Older person/carer/partner 

perceptions and experiences of 

the EMS staff 

• Positive attributes of the EMS staff 

• Lack of understanding and caring 

Making it better • Need for physical and structural change 

• User/carer involvement in planning  

• Increase in numbers of staff and training 

• System changes 
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1. Getting there, getting in and getting out 

 

The older people with mental health needs and carers/partners discussed their views on 

health care and the reasons why they went to the ED.  The participants reflected on 

themselves as individuals and how they wanted to be viewed by healthcare staff (not 

wanting to be a bother).  They outlined some of the issues they had experienced getting 

to the department and explained some of the challenges they faced once they arrived in 

the department with emphasis on wanting to get in and get out again.  

 

Personal traits and attitudes of older people 

“Outside of your comfort zone” 

 

The older people with mental health needs were accustomed to being independent. They 

disliked being perceived as a bother by EMS staff. Helen (an older person with a chronic 

mental illness) set the scene of her independent home life before her husband died: 

“I kept the house meticulous and he kept the garden meticulous, and that was that.  
And I didn't need anybody for 58 years married, 61 years since we met as students, 
and we didn't need anything but ourselves”. 

 

This independent nature was echoed by several of the older people with mental health 

needs when they discussed not liking attending appointments: 

“Well, I don't go to hospitals.  Even the brother says to me go to the doctor. I'm not 
going to doctors, dentists, not vets.  I don't like them.  It's just one of them things…”. 
(Terry, Older Person) 

 

The resilient attitude portrayed by many of the older people with mental health needs was 

that they just wanted to get on with their lives, without having to ask for help from others. 

For some, the potential loss of control appeared to be a cause for concern. This was 
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explained by Barbara, an older person who was living with dementia, who fell and 

sustained fractures:  

“I felt very unprepared for it all as much as I had been in for…my heart check and 
all that.  This seemed just sort of out of my hands…this was a totally new experience 
to me”.  

 

Carers also reported a loss of control. This was a move away from being the one who 

delivered care, to a position where they were reliant on other people to provide care. 

Gloria, (a carer for her sister Megan), explained: 

“It's such a rare situation to be in because you're outside of your comfort zone 
and…somebody else is in charge of this now…you sort of have to abide by the rules”.  

 

Being in control of their own time was mentioned by several of the older people with 

mental health needs. They did not like taking up the EMS staff’s time and showed concern 

for other people. They did not wish to be viewed as a time waster:  

“I didn’t want to take up everyone’s time”. (Tom, Older Person with anxiety) 

I don’t like going over, and I don’t like annoying them.  And I think I shouldn't be 
there, you know, I’m wasting my time and their time.  And someone else could be 
doing with that bed” (Sam, Older Person who lives with Dementia) 

 

It also seemed relevant to the carers that they were not seen as being a bother to the EMS 

staff, they emphasised the support they received when they attended with what Karen 

(carer) described as a “legitimate care need”: 

“…we have always been made to feel that we've done the right thing in coming to 
A&E and they've actually verbalised that to us when mum would maybe say, “We're 
really sorry to have bothered you.”  And they would say, “Absolutely not at all.  You 
did the right thing coming here.” (Karen, Carer for mother living with dementia) 

 

Older people with mental health needs viewed themselves as being independent and 

wanted to remain in control of their day to day lives. They did not want to be viewed as 
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someone who wasted other people’s time or caused any bother, especially for healthcare 

staff. 

 

Decision making prior, during and after attending ED 

“Let’s go there, let’s get the problem fixed and be discharged”. 

 

In the accounts of why and how the older people with mental health needs and their carer 

or partner needed to attend ED, some participants mentioned the issues they had with 

decision making before and at the time they decided to go to ED. Many had experience of 

attending ED before, having been taken both by ambulance and by private car on separate 

occasions. The decision on how to go to ED related to how quickly they felt they would be 

attended to in the home environment and after arrival at ED. Some of the discussion 

focused on the use of pre-hospital emergency services with one partner reflecting on the 

speed and efficiency of the ambulance service when they compared two separate episodes 

of illness: 

“…the ambulance was great.  They came in and they gave him morphine and all for 
the pain, the first time.  The second time, we phoned the doctor on call and it was 
15 to 20 minutes before they came back to us. They said they were very busy that 
night.  And then, they said, it would take over an hour for an ambulance.  And Tom 
went, “No, I can't wait that long.”  …that’s where we made a mistake, the second 
time.  Because the ambulance takes you straight in and he was in so much pain”. 
(Joan, Partner has anxiety) 

 

Pre-hospital staff were viewed as being able to sort out the immediate problems for the 

older person with mental health needs. This was a relief for the participants and reduced 

the worry of having to go to the ED reception and wait to be attended. There was a 

perception that ambulance patients were prioritised over those who were able to walk 

into the department. This impacted on decision making on what was the best way to 

attend ED. Gloria, (Carer) explained that this made an enormous difference to the way her 

sister was seen at ED on occasions when they did not attend by ambulance, she felt it was 

because: 
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“…you’re a pedestrian patient now as opposed to an ambulance patient”. 

 

The decision-making process appeared to be clouded for one couple. The possible time 

that would be spent waiting at home for the ambulance to arrive seemed too long when 

the older person was in pain. However, the actual experience of waiting while in severe 

pain in the waiting area was overwhelming. The relationship between what the older 

people with mental health needs described as “real emergencies” and the actual physical 

presentation clouded their accurate judgement. It made them rethink their approach to 

accessing care, as Tom, (Older Person) explained: 

“I will not get Joan to take me up again.  If it occurs again or anything similar, I 
would phone the ambulance”. 

 

The way the older person physically attends the ED was addressed by some of the carers 

of two older people living with dementia. The carers had to consider both physical issues 

with lack of mobility of the older person, as well as mental health issues when they arrived 

by car at ED: 

“When we got there, I was actually very shaken up by it [the accident] to the extent 
that I could hardly park the car.  I couldn’t get the car into reverse gear.  I had 
completely forgotten that you have to lift the gear stick rather than push it down.  
So that actually made me quite shaky and that obviously made mum feel worse.  
But once we got sorted, my biggest concern was getting her out of the car”. (Karen, 
Carer for mum living with dementia) 

 

In one ED the issue of parking was extremely important.  There was no parking facility 

available near the entrance and Joyce felt she had no option but to leave her mum who 

lives with dementia but also has mobility issues, unaccompanied in the ED reception: 

“…that was a problem now because I had to drop her off and she kind of knew 
where to go into to sit and wait.  So, I had to go…to the top carpark, which is 
horrendous, away at the back there…I just dropped Mum off and [she] just sat in 
the waiting room…but I kind of thought, well, she's in the hospital reception.  If she 
took ill, obviously, I just kind of thought there would be somebody there, but I didn't 
want to leave her and she couldn't have walked down that walkway”. (Joyce, Carer) 
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Many of the participants wanted to find out immediately what was wrong with them. The 

ED does have the ability to instantly diagnose, treat, discharge or admit without any wait 

for General Practitioner (GP) appointment.   

“I suppose if I'm thinking of an A&E visit as let’s go there, let’s get the problem fixed 
and be discharged, it's not significant.  It's positive experience I suppose”. (Karen, 
Carer) 

“[My priority was] Finding out what was wrong and getting out to pot of the place”.             
(Helen, Older Person who has a chronic mental health illness) 

 

However, once the older person was in the ED and they had some idea of how they were 

feeling and what was wrong, the priority changed to wanting to get out of ED and go home: 

“[The most important thing was] Getting out”. (Terry, Older Person who had an 
alcohol dependency) 

“When the blinds pulled open, you can watch them running back and forward, and 
then you’re saying to yourself: “I wish they would hurry up with that blood test” or 
the doctor is running up and down, “I wish he would look at these x-rays or the 
blood test”. How long is that going to be?  About two hours, you’re told, and you’re 
going to lie here for two hours and I want to go home”. (Sam, Older Person) 

 

The pre-hospital and ED environments were seen by the older people with mental health 

needs and their carer or partner as somewhere they would attend if necessary, but there 

could be issues with making decisions in urgent situations, gaining access to the service 

and getting through the system and home again.  

 

The time, culture and consequence of waiting 

“Waiting for God to see you”. 

 

A common view amongst participants was that the time spent waiting in the ED was not a 

pleasant experience for anyone, but for older people who also have additional pressures 

due to their mental health needs, it can become an unpleasant experience.  Many 

participants expressed dismay at having to wait for such extended periods of time: 
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“It was a nightmare.  We just gave her name as usual and address, they triaged 
her… they saw her within the 15 minutes, normally.  And then we sat and waited 
for hours and hours and hours and hours”. (Kelly, Carer) 

“The place was full when we got there, about 17 patients from the night before.  So, 
they had to go through them first before they came to me.  And I think when I 
counted it up, I had been 24 hours on the waiting thing”. (Barbara, Older Person) 

“…it went on and went on and went on and I was afraid to look at the clock to tell 
you the truth.  We just sat there”. (Gloria, Carer) 

“I did not, for one second, think I would have to wait so long for some sort of 
attention…it must be tragic sitting in a place where you look up and see six hours 
waiting and you sitting there waiting for God to see you.” (Tom, Older Person) 

 

The waiting continued even after the older person was taken into ED treatment area: 

“I waited for ages for someone to come and see me…I lay there for hours.  And I 
asked could I see a consultant because I thought that [if] there was nothing wrong 
with me I could go home, and I had to wait until three and a half hours”. (Helen, 
Older Person)  

 

The reason for this wait was explained by Joyce, (Carer for mother who lives with 

dementia): 

“Four or five hours, I would say, because we were there in the morning, so by the 
time it all sort of got through with all… the form filling and there were that many 
forms to be filled in as well and doctors coming round…and then we had to wait for 
a bed”. 

 

The knowledge that you would have to wait appeared to be well understood by the 

participants: 

“…if you're going in there, you know who you're going to be waiting”. (Tom, Older 
Person) 

 

And that once you enter ED you are now part of a system that is the same for everyone: 

“…you knew you were in for a long wait, you knew if you said to them, look, my 
mum needs seeing soon…you just felt there's no point in giving off to anyone 
because everybody was sitting in the same boat, all waiting…Everybody was lovely, 
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but you just knew that you couldn't fight the system.  You know, you're looking 
around at everybody sitting, sitting, waiting on the same…procedure”. (Joyce, 
Carer)  

 

However, there was a perceived difference in waiting in the reception area when the older 

people with mental health needs and their carer or partner self-referred and waiting inside 

the ED treatment area when brought in by ambulance. Their experiences suggested that 

ambulance patients were seen straightaway: 

“…when we were in an ambulance…he was seen straight away…If you go in an 
ambulance, obviously you get into one of those rooms and you're seen 
straightaway.  Whereas he was sitting suffering out in that area, but because all 
those rooms were filled, the people that were brought in by ambulance were 
obviously being seen before him”. (Joan, Partner) 

 

The consequences of having to wait were explained by the older people with mental health 

needs and their carer or partner depended hugely on the reason they attended the ED but 

also their existing mental health needs. Tom, (Older Person who has an anxiety disorder) 

was attending because of a physical pain which was getting worse with time, causing more 

distress: 

“I told the girl that I'm in really, really bad pain…there was about by six, seven 
people [waiting].  But it was still five hours or four hours or something waiting.  I 
said, “I'm going to go crazy here.”  But we just kept walking up, round and round 
and round…Around the reception area.  And I went back to her [the receptionist] 
again.  “I'm telling you I need some help here quickly”.  And the next thing the triage 
nurse brought me in”. 

 

For Karen (Carer) waiting in ED was also causing problems of distress to herself and her 

Mum who lives with dementia:  

“She would've been a little bit edgy about a lot of people.  And we were kind of just 
hoping that they would get her in and get her seen to.  But she was calm, and I 
suppose that kind of feeling of being on display and other people obviously sitting 
and waiting and having to explain to mum what, that there are other people sitting 
and waiting.  And obviously then hearing that, it kind of makes you feel a bit obvious 
and a bit out of place”.  
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The same issue was described by Kelly, (Carer for mother-in-law who has multiple mental 

health illnesses): 

“I just don’t understand why you would have to wait for such a long time, 
particularly whenever you’ve already told people this person…can get very 
agitated…in those cases [when she becomes agitated], I would have to go back in 
and say look, you’re going to have to see this person now because it’s not 
appropriate for her to be sitting here any longer”. 

 

For some of the older people with mental health needs the waiting was “frustrating” but 

for others it became impossible. For some older people living with dementia, waiting in an 

environment that was noisy and crowded would make them unable to cope. They also 

realised that many people would not understand this: 

“It would be impossible for me to wait there.  So, to tell some person out there, what 
they would think was “this guy’s trying to jump the queue here… what’s the 
difference between him and everybody else?”, because they don't understand… I 
would find it hard to go in there, to wait, it would be impossible”.  (Roy, Older 
Person who lives with dementia) 

 

Waiting in ED also placed pressure on the carers and partners of the older people with 

mental health needs:    

“…[waiting] it's a nightmare for people who are completely with it, physically okay 
and can sit there, but for people in pain or mental health problems…they don’t even 
think about that… So, it's honestly been a nightmare…you just get anxious before 
you even leave the door because you know, right, here we go, it's going to be a 
fight.  I'm going to have go up here now, you know what's going to happen, she's 
going to be triaged and then we're going to sit for hours and hours unless it's a 
serious issue”. (Kelly, Carer) 

 

For Joyce, (Carer) the pressure of waiting and precious time lost almost had the worst 

outcome: 

“But it's the wait, it's just the waiting.  That, to me, lost a lot of time…Mummy could 
have died…in that time that we were waiting about”.  
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Although waiting was portrayed as a negative aspect of ED care one carer wanted to 

explain that even though the older person was waiting in ED, it did not mean that she was 

waiting for care delivery to commence: 

“So, she might have been waiting.  She might have been on the trolley but there 
was a comprehensive plan of care there.  They weren’t just waiting until she got to 
the ward to treat her.  So even though we were waiting, you could see that there 
was work going on about her care”.  (Karen, Carer) 

 

Older people with mental health needs and their carer or partner realised that waiting was 

part of the system, however, none of the participants viewed waiting as a positive 

experience with many of the older people with mental health needs having major 

problems with waiting due to the extra pressure it places on them and their ability to cope. 
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2. Seeing the person  

 

The older people with mental health needs and their carer or partner explained several 

aspects of care that were important to them having a positive care experience. The main 

element was that they wanted the EMS staff to ‘see the person’ not the disease or the 

mental health need and treat them as an individual. Carers felt this was enabled by a 

positive relationship with staff and included carer involvement in supporting care provision 

for the older person. The importance of communication was central to the complete 

process of providing care in pre-hospital and ED. However, the older person viewed the 

issue of having mental health needs as one that still carried a stigma for them. 

 

Equality of treatment 

“I just want to be treated like everybody else”. 

 

For older people with mental health needs and carers/partners alike, having a diagnosis of 

a mental health need added a further dimension to the care the person needed. They were 

concerned that the EMS staff might have a lack of understanding of the condition and 

wanted to be treated the same as everyone else:  

“What I really would've wanted and what in many instances that we did get was 
for the nurses and the doctors to see my mum as the person she is rather than the 
person that they might think of when they hear the diagnosis or what diagnosis she 
has…the most important thing for me is that they see her, who she is and not 
through the lens of she is an 86-year old lady who has a dementia”. (Karen, Carer) 

“[What I want is] Not to be treated like I'm simple or stupid because I have 
Alzheimer's, because I'm still me and I just want to be treated like, even though I 
have a condition, I just want to be treated like everybody else”. (Judy, Older Person 
who has depression and Alzheimer’s disease) 

 

A desire for personalised care was discussed by the participants, an interaction with the 

person who wished to be seen as more than just a diagnosis. Opinions on this differed, 

according to their own experiences of ED. Kelly had a poor experience: 
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“Not in any way was it personalised…she was a number, she was not even a 
vulnerable older person, she was a pain-in-the-ass because this is somebody now 
who…is taking up our time, is gonna spend hours up here and there's nothing wrong 
with her and you just saw it on their faces…all their non-verbals were just…this is 
just a waste of time”. (Kelly, Carer) 

 

Whilst Sam felt his care was individualised to his needs: 

“I wasn’t a number.  The nurses are looking after you and I know they’re looking 
after other ones, but they’ll still come around and see how you were”. (Sam, Older 
Person) 

 

For EMS staff in pre-hospital and ED, it is often difficult to undertake an in-depth 

assessment of needs under pressure of time.  Carers can share information and support 

the EMS staff in the assessment and provision of care needs in ED. They explained that 

they “know the person inside out”: 

“It’s your instinct as a carer to try to share that information because you know it's 
going to make the nurses’ job easier.  But I'm also conscious that interrupting or 
giving that kind of information could be seen as trying to tell somebody how to do 
their job when actually you're just looking out for the person that's receiving the 
care because you know the easiest way to do it”. (Karen, Carer) 

 

One carer reported a mainly positive experience in seeing the person, with the EMS staff 

both asking and listening: 

“I could see what and hear what they were saying to her and see how she was 
responding.  And I could understand the way she responded, whether she 
understood what they were talking about or not, so I could translate.  And I 
think…maybe the best influencing factor for me being involved was the fact that I 
was allowed to be with her, so I could understand with them what decisions were 
needed…I would be more confident now because I know that they listen to me…the 
most important thing is to have yourself listened to and heard”. (Karen, Carer) 

 

Whilst another carer had the complete opposite experience, feeling ignored and devalued: 

“They never ever asked me about any mental health problems.  They never asked 
me about her dementia…they didn’t use their initiative and think this woman has 
dementia, potentially she may not remember.  How are we going to get the 
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information from her?  Even though I was sitting there…They don't say, what do 
you think might help her?” (Kelly, Carer) 

 

Individualised care for the older person was essential to the participants. Meaningful 

interaction with staff to share knowledge of the older person and to explain the care 

needed to the older person was important. 

 

The importance of communication 

“You see this thing about communication… I’m only becoming aware, how important it 

is”. 

 

Giving and receiving information between the EMS staff and the older people with mental 

health needs and their carer or partner was of vital importance to the participants. 

Communication could make the ED experience better, as one older person explained after 

sitting waiting to be treated in a cubicle: 

“I’d been sitting there.  They should've been talking to me. [It was a good experience 
when] They talked to me and asked me how I was doing”. (Megan, Older Person 
who lives with dementia) 

 

Establishing a trusting relationship between the older people with mental health needs 

and their health care providers was enabled by effective communication, as described by 

Barbara (Older Person): 

“That was the doctor I hadn’t seen before, but he was ever so good and that was 
explaining it to me, giving me his opinion which you couldn’t go against, really”.   

 

Being involved in the communication process made a difference for some of the carers: 

“[what made it a better experience] was the communication between the first and 
third time because they kept talking to you” (Gloria, Carer) 

“…to have them listen to me wittering on about this is how this is, and this is what 
she does, and this is how we do this, yes that's good for me to talk.  But to have 
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them listen and actually hear it and build that into the way that it approach her 
makes all the difference for me and for mum”. (Karen, Carer) 

 

Being able to reflect on the several visits to ED as a carer enabled Gloria, (Carer) to 

understand: 

“You see this thing about communication… I’m only becoming aware, how 
important it is”. 

 

Communication between the EMS staff in pre-hospital and ED was the one aspect of care 

that could help calm both older person and carer in the acute setting. Not being in control 

of their lives was what made the older people with mental health needs and their carer or 

partner distressed and effective communication could assist in reassurance and 

explanation of all areas of care.  

 

Stigma 

“Do I or do I not tell them?” 

 

For older people with mental health needs and their carer or partner, there still existed a 

stigma around having a diagnosis of mental health needs. This stigma resulted in non-

disclosure of their mental health needs until it was deemed necessary for their care 

provision. Only two of the older people with mental health needs and one carer disclosed 

their diagnosis to the nurses at triage. One carer explained that she did not know why she 

did not inform the staff about her sister’s mental health needs following a fall: 

“I couldn't tell you [the reason why I didn’t disclose her MH condition].  Maybe 
things weren't as bad then.  Maybe that…because that was the first and incident 
and things because Megan was still out and about”. (Gloria, Carer) 

 

For Karen, the non-disclosure was due to the fear of the staff making a judgement about 

her mum who lives with dementia following an accident and treating her differently 

because of that: 
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“[Reason for non-disclosure of MH needs] I was a little bit scared that it would 
maybe influence what they would do…maybe I was a little bit scared that they 
would make a judgement about her quality of life given her age of 86…I don't want 
them to make an assumption about her…because I don't want them to judge her 
negatively because of that…I didn’t want them to see her through that lens. I 
wanted them to treat her as a normal person maybe”. (Karen, Carer) 

 

Roy, who lives with dementia, explained that he was still feeling the stigma of the diagnosis 

when he took physically unwell with a myocardial infarction and had to be sent to ED in 

the ambulance: 

“I took it that the doctor [GP] maybe told the ambulance man and the ambulance 
man maybe told them.  I didn't know who knew or who didn't know at that time.  
And I was still feeling then was this stigma that’s attached to this here, you know, 
do I or do I not tell them?”  (Roy, Older Person) 

 

For one carer who did inform the staff of the person’s multiple mental health needs, the 

lack of personalised care experienced over several visits to ED did not improve with this 

information: 

“They don’t think this is a person, this is a person with feelings and thoughts and I 
don't think it doesn’t even enter their heads. You know, how this person might be 
thinking of feeling of how their carers might be thinking or feeling.  I don't think it 
even enters their heads.  I certainly don't see any evidence…that they're thinking 
about it.  None at all”. (Kelly, Carer) 

 

Stigma did appear to be a concern for older people with mental health needs and their 

carer or partner when accessing care in the pre-hospital and ED environment.  
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3. Behind the magic doors (Older person/carer/partner perceptions and 

experiences of the pre-hospital and ED)  

 

The older people with mental health needs and their carer or partner provided their 

insights into how they felt about the whole EMS system, they described several areas that 

they found influenced their perceptions and experiences of the good and bad. These 

included how the ED system worked and was organised, the layout of the department and 

how this impacted on privacy and confidentiality. 

 

Emergency department system and organisation 

“A whole new life in there!” 

 

The way the ED worked and was organised was confusing for some of the participants, 

even if they had previous experiences of attending hospital. The numbers of people who 

were present in the ED was new to one carer: 

“I was shocked to see the amount of people that were in behind these doors.  There 
were all sorts of radiographers and whatever, a whole new life in there!” (Gloria, 
Carer) 

 

These large numbers of people who were constantly moving about the place gave the older 

people with mental health needs and their carer or partner a sense that it was 

disorganised: 

“It’s just it’s not organised full stop”. (Helen, Older Person) 

“Obviously, they have some system that we're not aware of.  Like, you always need 
a system, but I couldn't work this out”. (Joyce, Carer) 

 

The busy nature of the department was raised as a factor, with large numbers of people 

who all had various needs, as Judy, (Older Person) explained: 

  “…it's a different atmosphere in casualty because…there are more people”.  
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However, Joyce, (Carer) understood that ED was busy, but the staff remained calm and 

efficient: 

“it's a busy place, but the time we were in…everybody's going about their business, 
but very calm.  I find them all very calm”. 

 

For some of the older people with mental health needs and their carer or partner the 

‘busyness’ sometimes seemed to relate to the time of day: 

“…the attention you get seems to be dominated by the time factor of…the time of 
day factor and there doesn't seem to be a coping mechanism for peak times…an 
awful lot of time is taken up with this admin and this entering up stuff”. (Gloria, 
Carer) 

 

While Tom, (Older Person) believed that they were too busy to attend to him until he 

became more assertive: 

“The minute we complained to them, things started happening”. 

 

The system of knowing who your nurse or doctor was also confused one older person: 

“I did see different doctors and nurses and all that.  I think to have one is what gives 
you a little bit more strength because you would know they’re more in control.  But 
I thought, who is in control?” (Barbara, Older Person)   

 

For one older person, the experience was a very traumatic one, due to lack of knowledge 

about his mental health needs: 

“…it seemed to me like a very, very, very, very hard environment to deal with…I 
don't think I could go back into that environment again.  It would take me on my 
deathbed to go back in there because I couldn't deal with that again”.  (Roy, Older 
Person) 

 

The numbers of unfamiliar people, an unfamiliar routine or system and lack of knowledge 

of how to support a patient with mental health needs appeared to cause concern for the 

older people with mental health needs and their carer or partner in the ED environment.  
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Layout of the department 

“It’s a jungle in there” 

 

The older people with mental health needs and their carer or partner discussed treatment 

that they had received at several EDs. The layouts were similar, newer departments had 

single rooms whilst others had cubicles with curtains. All had a waiting area with a 

reception and triage. All had a minor and major injury treatment area and a resuscitation 

suite.  

The confined layout of the waiting area was compared to being in ‘a jail’ by one of the 

older people with mental health needs: 

“…it was like you thought you were in a friggin jail…you're all sort of sitting in these 
seats just looking at a wall. You're too enclosed”. (Judy, Older Person) 

 

For the carers the physical layout of the waiting area and seating that was provided there 

did not help provide a comfortable experience: 

“I have to sit in this wee small plastic area where there's plastic chairs which are 
very uncomfortable.  She's old.  She's nearly 79.  She's got osteoporosis and lupus 
and mental health problems and polymyalgia, you name it, she's got it, which 
means that she's uncomfortable…sitting for any length of time is painful for her in 
any event.  So that just adds to the whole…distress and agitation and everything 
else”. (Kelly, Carer for mother-in-law with multiple mental health needs) 

 

One carer found the waiting in close proximity to other people bemusing as there was so 

much going on: 

“…there were people there with children and buggies.  There was ones with 
sandwiches…and I thought this is nearly like a party, like a picnic!” (Gloria, Carer) 

 

Being close to so many people, but being in a large department also brought difficulty for 

an older person who was living with dementia: 
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“It’s a jungle in there, it’s a big environment in the A&E department and [for] 
somebody in there with dementia, they’re nothing more special than anybody else 
is, but it should be provided for.” (Roy, Older Person) 

 

This was also a factor for one of the carer’s who struggled to keep her loved one calm when 

there was nowhere quiet she could wait: 

“There's no quiet rooms.  There's no space where you can go and sit with her and 
even get her a cup of tea”. (Kelly, Carer) 

 

The physical layout of the ED caused concern due to the ability of the older people with 

mental health needs and their carer or partner to feel comfortable and relaxed in that 

environment. According to the participants there seemed to be little consideration given 

to the older person in the design of the departments. 

 

Privacy and confidentiality 

“You don't want to hear people's business” 

 

Linked to the layout of the ED was the issue of privacy which was reported by many of the 

participants. Hearing what was wrong with other people and in turn them hearing what 

was happening with the older person was an issue for them: 

“You’re listening to what other people have and you’re saying to yourself, well they 
can hear what I have and in your mind you don’t like that really, I like it confidential. 
you’re listening probably what’s wrong with this man or this woman and you 
shouldn’t be allowed to hear but it’s just the way it was, that was it….You’re 
listening to the one on your left and then you’re listening to the one on your right, 
although there’s a gap”. (Sam, Older Person who lives with dementia) 

“I think there's not enough privacy…for nurses coming out and saying something, 
you wouldn't want anybody else to hear…I heard every word that was going and I 
was like, look, you know, they're sitting and you don't want to hear people's 
business and people don't want to hear your business”. (Judy, Older Person) 

 



148 
 

 
 

One older person explained the difference that being in a department with single rooms 

(cubicle) made to her experience: 

“…having a cubicle that you can go to and be on your own.  It’s wonderful.  Because 
it used to be that there were so many pushed into the same thing, blood all over 
their face, children screaming and crying, patients just giving the nurses terrible 
abuse, and not this time.  It’s much different because there’s more privacy.  And it 
seems to make a real difference to your recovery”. (Barbara. Older Person) 

 

The lack of privacy and confidentiality was also an issue for the carers, often due to the 

effect it had on the older person: 

“…we sat and listened to an entire conversation of a policeman talking to somebody 
they had arrested…My mum was…lying next door and she could hear all this as well.  
And it's quite upsetting…because she knew the police were standing outside and 
they were all geared up…she got a wee bit upset because they were there”. (Joyce, 
Carer) 

“[being treated in a shared cubicle] that was similar to the waiting room except it 
was worse because it was more noisy and there was more people and there was 
more staff and there was more patients and you were more aware of the patients’ 
problems.  You weren’t just looking at visitors or family members waiting.  You were 
looking at the actual patients.  And being in the room on your own definitely was a 
calmer experience for me with mum, a very, very different, much more pleasant 
experience”. (Karen, Carer) 

 

One partner spoke about how they felt a lack of dignity when their loved one was in pain, 

lying on a trolley in the ED: 

“You're lying on a trolley.  It wasn’t nice lying there, people walking up and going 
past you, just ignoring you, basically”. (Joan, Partner) 

 

Lack of privacy and lack of confidentiality was raised by older people with mental health 

needs and their carer or partner as a major issue in the quality of care experience they had 

in the ED.  
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4. The effects of the experience on personal well-being 

  

The older people with mental health needs and their carer or partner discussed the effect 

that attending ED had on their feeling of well-being. They all attended ED due to a physical 

illness or physical problem, however, they all had a mental health need or were caring for 

(or partners of) someone who had. The experience, although it attended to the physical 

manifestation of illness had some adverse effect on them. 

 

Emotional responses to the experience of being in ED 

“It was one of the worst experiences of my life” 

 

Emotions are often high when there is an acute episode of illness, but when there was a 

lack of understanding or what appeared to be lack of knowledge on mental health, it made 

the participants feel stressed, frustrated and angry.  

Some issues around communication and dignity with the person were explained in 

situations where staff did not understand their mental health needs: 

“I couldn’t get out the words, you know what I mean?  I was flustering myself 
because I built my own nerves up”. (Eric, Older Person who lives with dementia) 

“I can’t remember any of these things, and it is frustrating…for me to be asked them 
questions because it makes me feel stupid, it puts me into that situation that I’m 
frustrated and stupid”. (Roy, Older Person) 

“I feel like her dignity was really compromised, absolutely.  So that made me really 
stressed and anxious and upset”. (Kelly, Carer) 

 

The experience was frightening to some of the older people with mental health needs, 

often because of the fear of the unknown, as Rose, (Older Person who has depression and 

who lives with dementia) explained: 

“It was nerve-racking, I was lying on the bed like, but it was…it was nerve-racking. 
I was worried because that’s the first time I was ever in Casualty”.   
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The noise and activity of others also caused some fear:  

“…she was so close to everybody else in the bay, she could hear all the activity going 
on and she was just frightened” (Joyce, Carer). 

 

For others it was a feeling of panic and disorientation due to being transported about the 

department for tests and the numbers of people: “it just seemed as though everybody was 

milling past you” (Barbara, Older Person): another felt trapped and panicked “[I] Panicked, 

I thought how am I going to get out of here” (Helen, Older Person).  

 

While for one older person the whole experience caused feelings of tension and fear: 

“I was feeling very uncomfortable and I probably was I was very tense, very tensed 
up in that I just couldn't handle it.  I felt like getting up and leaving… For me, it was 
one of the worst experiences of my life, it was frightening”. (Roy, Older Person) 

 

One of the carers also described the tension whilst waiting for something to be done, but 

recognised the extreme feeling of relief once the older person was taken in to see the 

doctor and something will be done: 

“But once she's in the bay and a doctor comes in, you nearly feel relief.  So it's 
somebody knows what they're doing.  Somebody knows…that's the aspect of that.  
You're getting into the A&E itself, actually getting into that wee heart of it where 
they're all, the doctors are all around you”. (Joyce, Carer) 

 

The experience of being in the ED for the older people with mental health needs and their 

carer or partner led to a range of different emotional responses. Fear and anxiety due to 

the unknown, frustration and stress due to the lack of personalised care or explanation 

and relief once they knew the care was underway. 
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Impact of ED on mental health 

“The physical part wasn't a problem, but the mental part… it’s continuing to this day” 

 

Recovery after a physical illness can often lake a long time, with fractures and muscle 

injuries often taking months to repair themselves. EMS staff are tasked with providing 

information about rehabilitation, education on exercise, diet and medication that can 

improve the physical recovery of the person. Education and support are often provided by 

the mental health liaison services post discharge, after referral from ED, if the person 

appears to be delirious or ‘not themselves’ at triage.  This support was not mentioned by 

the participants. The experience was reported by some older people with mental health 

needs and carers/partners as having ‘consequences’ and a detrimental effect on mental 

health: 

“I kind of knew changing her routine, changing her environment was just going to 
make it all worse…I was probably more frightened taking her this time when we 
knew she had a mental health condition than I would've been previously…Whenever 
I knew they were keeping her in, I thought, “Okay, now I have to face the 
consequences of this dementia and a stay in hospital.”  And dear only knows what 
that's going to look like because we had no experience of it before.  So, I was 
dreading it”. (Karen, Carer) 

 

One older person explained that any poor experience affected his confidence levels and 

that after this experience in ED, the mental health after effects were worse than the 

physical illness he attended with: 

“When something annoys me, or someone would annoy me, it would take me weeks 
and weeks to get over that because that’s what you dwell on because it will sap 
your confidence and your confidence levels drops right, right down again…There’s 
no way in this wide world that I’m going through that again, I’d rather die. I’d rather 
die than go through that again…it had a serious mental effect on me 
personally…The physical part wasn't a problem, but the mental part… it’s 
continuing to this day”. (Roy, Older Person) 

 

ED is often reported as a busy, stressful environment for all who work or attend there as a 

patient or family member. The effects of the experience on well-being for everyone was 

noted by a Kelly (carer): 
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“…it's not only a nightmare for her and her mental health needs, it's a nightmare 
for us”. 

 

The participants discussed how their mental health needs were looked after in ED. The 

primary focus appeared to be on the physical needs with less emphasis on understanding 

how the mental health needs were addressed: 

“I think like most other people that goes into the A&E department, it was a matter 
of getting me in and getting me out and it didn't really matter what other 
underlying symptoms that I had, that [MH needs] wasn't took into 
consideration…They weren't thought about, it didn't come into consideration at 
that time”. (Roy, Older Person) 

“I don't think they have any understanding whatsoever [of MH needs], none 
because I think they're completely task orientated on right, get this one in, triage 
them, get them out, next one in, out”.  (Kelly, Carer) 

 

Roy, who lives with dementia, described how noise can have a stressful impact on his 

mental health, starting with his ability to concentrate on the discussion the EMS staff are 

having with him to assess his needs: 

“…one of the effects of my dementia is noise, background noise, and the more 
background noise there is, the less that I can concentrate… I’m not concentrating 
on what the person’s saying to me because I hear the noise more than I would hear 
the person” (Roy, Older Person) 

 

The effect of the noise in the department then begins to frustrate him and he then 

becomes frustrated and angry: 

“…when they put on the monitor and it’s starts to bleep on its own, that really, really 
winds me up and I just can’t stand it in my head, my head goes all over the 
place…here I am lying in a hospital knowing that I probably can’t answer most of 
the questions that these guys are going to throw at me because the noise in the 
background alone was driving me nuts”. (Roy, Older Person) 

 

Another older person who lives with dementia, could not cope with large crowds of people 

as it made him anxious: “…there was too many people there it annoys me. I can’t stick 

crowds anymore” (Eric, Older Person). 
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Noise is only one part of the sensory stimulation for the older person and carer, the whole 

environment can influence the care experience: 

“…it's very artificial light so it's a glaring light, the noise from the TV, people running 
around, kids running, people banging on the bloody vending machine because it 
isn't working.  Then you have people running in and out smoking and then people 
are shouting.  “So, and So… you're being called blah…blah…blah” and, you know, 
oh dear God, it's just a nightmare.  And then the doors keep opening and closing 
and opening and closing and opening and closing as people are coming in and out.  
You freezing and warm and freezing and warm…the environment is not 
approachable; the environment is not friendly and that just extends out to the 
staff”. (Kelly, Carer) 

 

The older people with mental health needs and their carer or partner reported aspects of 

care in ED that affected their mental health. These were the impact of a change in routine, 

an unpleasant experience that resulted in reduced confidence levels, a lack of 

consideration of mental health needs and focusing on physical needs. The experience of 

being in a situation with multi-sensory stimulation also had a detrimental effect on the 

mental health of the older person and carer/partner. 
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5. Older person/carer/partner perceptions and experiences of the EMS staff  

 

The older people with mental health needs and carers/partners spoke about the 

experiences they had in the pre-hospital and ED when interacting with the staff. Their 

views were polarised, they either thought the staff were amazing or terrible, participants 

appeared to view the staff as either angels or demons.  

 

Positive attributes of the EMS staff 

“I thought I was in first class” 

 

On every occasion during the interviews, pre-hospital staff were discussed in very positive 

terms.  Several older people with mental health needs emphasised how their presence 

while waiting to be attended in ED made them feel safe as Judy, (Older Person) explained: 

“[Pre-hospital staff] they were very, like, gentlemen.  They were very well 
mannered, and they were just lovely, that's all I can say.  And any time I've had 
experiences with ambulance men they've all been the same…they don't get enough 
credit… they're so, so good and they're very cheerful…  They're very, very 
professional… when they do take you to Casualty, you know, they're still there with 
you [until treated]”.  

  

Pre-hospital staff also provided great support to the older people with mental health needs 

by being there for them: 

“See as soon as you to know somebody was there.  Anybody that you can lean on 
gives you that bit of confidence, you know?” (Terry, Older Person) 

 

One older person mentioned a positive experience with the supportive reception staff 

once he explained he was living with dementia: 

“When I went in, the two girls on the desk were quite good when I said about the 
dementia and the wee triage nurse I explained to her again.  They were dead, dead 
helpful. Once I mentioned it, I was surprised”. (Eric, Older Person) 
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EMS staff were also reported as being friendly and helpful: 

“I didn't think there was as many people as friendly as they were, you know? 
Including the ambulance and the doctor and the nurses”. (Terry, Older Person) 

“Well, they paid a terrible lot of attention to me…I wouldn’t say special but…they 
wanted to help as much as they can, and they did help me, they did”. (Eric, Older 
Person) 

 “The staff was very nice, and they were very helpful”. (Rose, Older Person) 

 

Older people with mental health needs and their carer or partner reported that the EMS 

staff provided a good standard of personalised care: 

“I'll tell you what:  the way that they treated me over there was, I thought I was in 
first class…you ask me the amount of people that was over there that day I would 
have said just me. Because they seemed to be all around me…they couldn't have 
done any more”. (Terry, Older Person) 

“I definitely would say that the care that I received as a family member and the care 
that mum has received has often exceeded what we would have expected”.  (Karen, 
Carer) 

 

EMS staff were reported as being professional and knowledgeable about the problem and 

getting it sorted, even though the ED was often busy: 

“…they know what their job is, and they talk to you and calm you” (Sam, Older 
Person) 

“They were focused on treating her, the fluid on her lung and getting her the 
antibiotics for a chest infection, getting the catheter inserted”. (Karen, Carer) 

“[ED staff] they're tending to more people and they haven't the time to sit down 
and chat to you or whatever…you weren't made to feel uncomfortable, but they just 
did their job, were nice and that was that”. (Judy, Older Person) 

 

EMS staff tried to establish caring relationships and the caring for older people with mental 

health needs was noted, often showing understanding and compassion for the older 

person and family: 

“They’d had some of the problems as well and they could relate to me as well 
as…what they learned in university.  They did have some personal experience, I felt.  
I did feel that”. (Barbara, Older Person) 
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“…you could see them trying to establish a rapport and they certainly displayed 
empathy and sympathy for her plight…I noticed and maybe the last couple of visits 
the staff are much more aware of introducing themselves and who they are and 
what their role is…quite a few of the staff were careful to go up to her and look her 
in the eye and wait until she responded…The nurses were very, very compassionate.  
They were very focused on her.  They were very kind.” (Karen, Carer) 

 

The EMS staff were viewed in a positive light with Older people with mental health needs 

and their carer or partner describing good experiences with staff who were caring and 

compassionate. 

 

Lack of understanding and caring 

“As far as I see they don’t give a hoot” 

 

The opposite view was taken by several of the participants, having had a negative 

experience from some (not all) of the EMS staff, however, the effect was to make the older 

people with mental health needs and their carer or partner view the experience as a 

negative one. Several older people with mental health needs felt ignored: 

“They just ignored me…as far as I see they don’t give a hoot…The staff, the nurses 
were walking up and down, walking up and down, talking up and down, walking up 
and down.  The doctors were sitting at the desk, gabbling away. Nobody gave a 
hoot about anybody”. (Helen, Older Person) 

“I used to think, where are they all? What are they all doing?  They're all standing 
about there doing nothing.  That's when I would get very frustrated”. (Judy, Older 
Person) 

“I think I could have died and nobody would notice me sitting there not one person 
come in.  Not one person to say, “Are you all right? Are you okay?” (Tom, Older 
Person) 

 

The lack of understanding of what is needed for mental health care in ED was raised by 

some of the participants: 

“…there was no mental health care at all.  I don’t think they frankly understood 
what mental health care is…So why would you have them treating people in a 
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mental health crisis when they don't…they can't even recognise a mental health 
crisis themselves”. (Kelly, Carer) 

“I wasn't satisfied with the care that I got because of the lack of understanding from 
the staff.  It’s not the staff’s fault because the staff wasn't trained”.  (Roy, Older 
Person) 

 

Others mentioned the lack of caring and the feeling that they were just one of a crowd or 

that the staff were just going through the motions with them ‘ticking boxes’: 

“…the overall thing that I thought about the staff was the lack of understanding and 
training towards people with dementia… They were only ticking the boxes with me; 
that’s all they were doing”. (Roy, Older Person) 

“You're one of the crowd”. (Tom, Older Person) 

“…you were just one of a group or one of a crowd of people that she was recording”.  
(Gloria, Carer) 

“There was no empathy.  There was no kindness or compassion, or warmth came 
off and this was a very senior nurse on that night, and she more or less told her to 
shut up.  And this is a poor wee woman who was lying with a very bad hip fracture, 
and she's dementia and everything else on top of it”. (Kelly, Carer) 

 

EMS staff were viewed at times by older people with mental health needs and their carer 

or partner as being task orientated without showing any understanding for those with 

mental health needs. They felt at time boxes were being ticked regarding their care and 

that they were just one of the crowd. 
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6. Making it better 

 

Some of the older people with mental health needs and their carer or partner talked about 

the ‘need for change’, while some did not know what could be done to change, suggestions 

were clearly made in four areas. There was a need for physical and structural change and 

users and carers of the service should be involved in the planning. There was a need to 

increase in numbers of staff working in EMS setting and suitable training was needed to 

increase the knowledge and skills of those who work with older people who have mental 

health needs. There also is a need to change how the ED System works and how people 

use it. 

 

Need for physical and structural change 

“…it would make you feel like wanting to go to the place if you had to go instead of 

wanting to avoid it” 

 

Kelly, (Carer) summarised the overall sense of a need for physical change in the 

department, while they knew a change was needed, they had not thought of how to do it: 

“I don't know what they need to do, but they need to do something to make…the 
environment a bit more tolerable for people to be able to stay in”.  

 

For those that had considered the layout change, it was the proximity of other people and 

the lack of privacy that needed to change: 

“You're too enclosed and I think there's not enough privacy… because I heard 
everything, I knew everything”. (Judy, Older Person) 

 

Whilst the physical layout of the ED was discussed, it was the waiting area that was a topic 

of concern for many of the participants, and several suggested the provision of a quiet 

room that could be used by older people with mental health needs whilst waiting:  
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“All we need is a quiet room, and it would solve with a lot and lot of problems.  It 
would make you feel comfortable; it would make you feel like wanting to go to the 
place if you had to go instead of wanting to avoid it”. (Roy, Older Person) 

 

User/carer involvement in planning 

“…get people on board like carers, like people who use the system” 

 

The need for change in the provision of care for older people with mental health needs 

was considered by some of the carers. Involvement of the user of the service was seen as 

vital to making a strategic change. Kelly (Carer) provided some interesting questions that 

could be considered when rethinking the service: 

“Honestly I really do think it needs to be redesigned.  And they need to think about, 
right, who comes under this department?  Why do they come in?  How do you think 
they might feel while they're here?  How can we make it easier?  How can we make 
the wait easier and I think that the only way that they're gonna be able to do that 
is get people on board like carers, like people who use the system to be able to feed 
into that”? 

 

Another carer suggested that if things are going to change then the EMS staff need to 

involve the older person and the carer and actively listen when planning care for the older 

person: 

“If there's a carer who looks after the person 24/7 and they're trying to share their 
hints and tips about how to handle someone particularly someone with dementia if 
she says this is the best way around it.  And they pick you up on that and they follow 
through on that, it's going to make their life easier.  And the other thing is if they 
get a request for a carer to stay, it's purely to help them”. (Karen, Carer) 

 

Another way of asking for user involvement and getting suggestions was to provide a 

feedback form, either in paper format or online: 

“Do you know, they don't give you any assessment thing [feedback form] that you 
fill out or anything?  You know, well, they'll probably look over us even if we did.  
You know, what was your experience like today when you go shopping?  And you 
know they can…you can say yes or no or whatever, or you can fill out a form online.  
You know, wouldn't be a bad idea, you know, and might, maybe help, if anyone 
even took the bother to read them”.  (Gloria, Carer) 
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Increase in numbers of staff and training 

“…they could do with some more nurses and beds” 

 

With the media coverage of the issues in the National Health Service, it is easy to state the 

answer to all the problems in health is to have more beds and more staff, however, the 

older people with mental health needs watched the care that was delivered in ED and they 

had a genuine understanding of the pressure the EMS staff were under:  

“I know that they have a lot of patients in that condition in an area like that is 
difficult, but they could do with some more nurses and beds”. (Barbara, Older 
Person) 

 

One older person put this into the context of how the lack of staff meant that he felt very 

alone and was unable to speak to anyone of his concerns: 

“I felt like it would have been nice to have a wee bit of company and somebody to 
express your fears to.  While I was there, it would have made me feel that wee bit 
easier, but there was nobody, I was alone, I felt very alone”.  (Roy, Older Person) 

 

The need for training and education on how to recognise and care for older people with 

mental health needs was reiterated several times throughout the interviews but 

summarised by Roy, (Older Person), when speaking specifically about care for someone 

living with dementia: 

“…things need to change…there should be more training there.  And it’s not hard to 
deal with a person with dementia when you know how.”  

 

System changes 

“Why are they sitting here? Because they all can’t have broken legs!” 

 

The system that allows unrestricted access to the ED is very important for the older people 

with mental health needs. However, the ‘availability’ of care 24/7 was mentioned by Joan 
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(Partner) as an area that concerned them because it added pressure to the ED system.  An 

overall rethink of the way ED is available was suggested: 

“People are presenting themselves that they don’t need to be there.  I don’t think 
so.  I don't know.  But that’s what it looked like to me on a Friday afternoon when 
the doctors’ surgeries are open. Why are they sitting here? Because they all can’t 
have broken legs!” 

 

The pre-hospital and ED system is set up to allow treatment for all people who ask for help 

or who attend, regardless of reason. In the pre-hospital setting, phone calls are answered 

by ambulance control, who prioritise the call. In ED, the person is triaged shortly after 

arrival and a category of priority for treatment given. This category relates to the time the 

person will have to wait. Several older people with mental health needs and their carer or 

partner discussed the problems associated with waiting when the older person had mental 

health needs. Older people with mental health needs and their carer or partner suggested 

that there needs to be some consideration of how long, why and where the older people 

with mental health needs wait and that some planning is required to reduce the waiting 

time. All these participants had a physical need that was treated in ED, however, one carer 

suggested that the system should be reviewed to allow the development of a special ED 

that catered for mental health needs.  

 

Another carer echoed this and suggested that there is a need to streamline the 

bureaucracy and administration involved in ED as it also contributes to the wait: 

“…the system, I think, is quite bad.  The waiting, the lots of form filling in between, 
the time spent waiting on the next result, and I know there's a lot of people, 
obviously, been through the same thing, but, yeah, it's just the time spent waiting 
and that time's crucial to me.” (Joyce, Carer) 
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Older people with mental health needs and their carer or partner have made suggestions 

that could improve the care that is provided to older people with mental health needs in 

the pre-hospital and ED environment: 

• A physical and structural change in the ED 

• User/carer involvement in planning for emergency care 

• An increase in numbers of staff and training 

• Emergency care system changes 

 

Conclusion 

This section presented the findings from face to face interviews with the older people with 

mental health needs, carers and partners. Six themes were developed from the data; 

Getting there, getting in and getting out, Seeing the person, Behind the magic doors (Older 

person/ carer/partner perceptions and experiences of the pre-hospital and ED), The effects 

of the experience on personal well-being, Older person/carer/partner perceptions and 

experiences of the EMS staff, and Making it better. The next section will present the 

findings from the perspective of the EMS staff. 
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Stage Two results chapter: Emergency Medical Service (EMS) staff 

 

Introduction 

This section presents the findings from face to face interviews with EMS staff. A total of 

twenty-one staff interviews were completed with Emergency medical service staff, this 

includes the support of the Rapid Assessment Interface and Discharge (RAID) mental 

health team (Table 34). The RAID team are a group of mental health practitioners who 

provide specialist mental health assessment to patients who present to ED having self-

harmed, who have used alcohol and drugs in a harmful hazardous way or who have mental 

health difficulties associated with old age. 

http://www.northerntrust.hscni.net/services/2925.htm During the interviews, the 

questions referred to older people with mental health needs and this was re-emphasised 

during the interview. At times the respondents may have referred to older people or 

mental health, but it was always within the context of both (Appendix Nine).   

Participant characteristics. 

The EMS staff had a range of experience in working with older people with mental health 

needs in the ED or pre-hospital setting. This ranged from 6 months to over 30 years. All six-

pre-hospital staff worked in the same hospital trust but had worked in other areas during 

their career. The medical staff also had a range of experience from registrar to consultant. 

Two of the medical staff were part of the RAID team and one was a GP registrar in training. 

The nursing staff comprised of grade 5 staff nurses ranging to band 7, three of the nurses 

were mental health trained and worked in the RAID team. The names used throughout the 

study are pseudonyms. 

Table 34: Category and Number of interviews completed 

                         Category  Number completed 

Paramedic 5 

Ambulance technician 1 

DR ED 4 

DR RAID 2 

RN RAID 3 

RN ED 6 

Total  21 

http://www.northerntrust.hscni.net/services/2925.htm
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Seven themes were developed from the data as outlined with the subthemes in Table 35.  

The themes were shaped by the voice of the participants and will be presented in this 

chapter using direct quotations from the participants. 

 

Table 35: Themes developed from EMS Staff Data 

Theme Subtheme 

Accessing support • Delaying seeking support 

• Characteristics, feelings and emotions of the older 
person: Being in control. 

• Loneliness and isolation 

• Family support and coping when a loved one has 
mental health needs 

Criticality of time • Relevance and importance of time 

• Waiting for care 

Environment  • The context of environment in pre-hospital and ED  

• Stressful, noisy, busy 

• The care environment for older people 

• Safe and effective care 

Verbal and non-verbal 
communication 

• Communicating care transitions and transfer of care 

• Collecting and recording relevant information 

Prioritisation of care 

needs 

• A particular approach to care 

• EMS staff mindset 

Perceptions and 

experiences about older 

people and mental 

health 

• Attitudes of EMS staff toward mental health  

• Stigma surrounding mental health 

• Experience of caring for older people with mental 
health needs 

Where to from here? • Professional role and responsibility of the EMS staff 

• Education and training in mental health 

• Need for Continuity of care  
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1. Accessing support 

 

The EMS staff believed older people with mental health needs and their families often 

needed support from the emergency medical services team. The participants explained 

that, in their experience, older people often waited to ask for help, which may cause other 

problems in the longer term due to a more severe illness progression.  This was then put 

in the context of the older person being viewed as independent and able to cope, until 

they could no longer cope without help. Issues were raised with the perceived link 

between independence and loneliness and social isolation of some older people due to the 

need for privacy or the lack of family contact. The way families coped with the older person 

with mental health needs also influenced the way help was accessed.  

 

Delaying seeking support 

“They're sinking before anyone realizes they need help” 

 

The EMS staff reported that older people often delayed seeking support from health and 

social care services when they had a care need.  EMS staff presented a view that older 

people in general (not just those who also had mental health needs) would tend to wait 

for a longer time than a younger person with the same condition or need and were 

reluctant to ask for help. Grace (ambulance technician) discussed the issue in the pre-

hospital setting: 

“The older folks seem to only lift the phone if they really have to.  The other thing 
we find is [with] an older…person with mental health issues it'll be a family member 
who realizes they're not well and calls for us and not actually the person themselves.  
Because they sit at home and they nearly get to the stage where they're sinking 
before anyone realizes they need help.  Which is sad”. 

 

Jane, (paramedic) agrees:  

“Generally, for…every kind of condition an older person seems to wait.  
Even…cardiac patients, everything.  I have said to people many a time why did you 
not call us out during the night when you first experienced this?  I didn't want to 
bother anybody.”  
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The problems that are then associated with this delay in seeking support can often have 

adverse effects on the older person’s health and make the treatment of the condition more 

difficult for the EMS staff as the older person is more likely to have complex needs.  Mark 

(ED doctor) explained this with an illustration of an older person who may also be living 

with dementia: 

“They tend to be leaving it later so that when they come in with their chest infection, 
it’s been missed because maybe they have dementia, maybe their communication 
isn’t the best, so then they tend to be sicker when they do present”. 

 

The effect of delaying seeking support when there are complex needs means that the EMS 

staff must ensure that there is a complete assessment of the older person: 

“They’re the most complicated patients because everything is so multi-factorial and 
although they might come into minors, with a fall, then you worry about drugs, 
heart issues, strokes, TIA.  They’re just so complicated that, I suppose coming from 
a medical background, you have to look at everything as a whole and try to plot the 
course, what's happened exactly”. (Mark, ED doctor) 

 

These complex needs assessments should be completed in a timely manner as the EMS 

staff indicated they needed to get treatment plans in place for the older person, before 

further deterioration occurs. They also try to ensure that the older person was not kept 

waiting for an assessment: 

“…they've more complex needs than a young 25-year-old walking in with abdominal 
pain.  You know, you can sort them [younger person] out in a very short time”. (Julie, 
ED nurse) 

“I'm not a fan of older people waiting. Partly because nothing is ever straight 
forward with older patients”.  (Martha, ED nurse) 

 

This issue was also relevant to Richard (ED doctor), who believed the care for older people 

living with dementia could be affected in ED for several reasons, including not asking for 

help when they need it: 

“Dementia patients, I think their care suffers quite badly because they can't care for 
themselves because of they don’t understand their condition.  Because they can't 
always ask for help when they need it and staff don't often recognise the needs of 
dementia patients”. 
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The impact on the health of the older person which can be caused by the delay in asking 

for help can be considerable. EMS consider the older person to have more complex needs 

and therefore any delay can have consequences to treatment options and patient 

outcomes. 

 

Characteristics, feelings and emotions of the older person: Being in control 

“They have worked until their fingers were bleeding” 

 

The reluctance to ask for help or seek support was explained by the EMS staff in the 

characteristic, attributes or values of the older person. The traits of this generation 

appeared to be those of independence and being able to cope, as Grace (ambulance 

technician) explained: 

“…you do find that the older generation are very much a people who want to try 
and do everything for themselves.  They're very independent.  They don’t want to 
bother anybody, they don't want to be a burden on you, they're always apologising 
for calling you out”.   

 

Jacob (Paramedic) also supported these views: 

“They're of that generation where there's nothing wrong with me.  I'll be able to 
cope with this or I'll be able to see myself through this”. 

 

This independence also can come from the experiences that they have lived through like 

conflict and shortages; Grace (ambulance technician) understands this: 

“They've paid hard…long, hard.  They've gone through world wars.  They have went 
through rationing.  They have worked until their fingers were bleeding”. 

 

These generational traits of hard work and not wasting ambulance time are reported by 

the EMS staff. The ‘not wanting to be a bother’ phrase was often used and seen as a 

characteristic of the older generation. The EMS staff related this to the older person 
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wanting to remain independent, but EMS staff also suggested that it may be associated 

with fear of the potential of loss of control in their own lives by asking for help: 

“…elderly people…whose needs are complex…won't ring you until they can do no 
better because they don’t want to, because they’re frightened you’re going to take 
them out of their home, because you’re part of that formal system”. (Stephen, 
paramedic) 

 

The personal medical history of an older person can be complex.  When mental health 

issues are added to the situation it can increase the pressure on staff, family and the older 

person themselves. The feelings and emotions of fear and vulnerability of the older person 

were discussed by the EMS staff. Pre-hospital staff proposed that the loss of control of the 

situation for the older person left them feeling less independent and more vulnerable: 

“…they’re fearful that they’ll be taken away from their home… they have this idea 
that the formal services will come in, their views or conditions will be taken on the 
account, but they have little or no, shall we say influence over any final outcome 
and that scares people”. (Stephen, paramedic) 

 

Being vulnerable in the frantic, noisy clinical environment is also explained as one reason 

why the older person may become frightened once admitted to ED: 

“…the noise and the distraction or if there's a big emergency in the department and 
that critter is lying in a room and sees that all whizzing past and going on around 
them, it's frightening.  It's bound to be frightening for them”. (Julie, ED nurse)  

 

Amy (ED doctor) agreed, and emphasized the need to support and communication in the 

ED for the older person who is feeling vulnerable and more reliant on others: 

“Quite often the more elderly people we see in are usually pretty scared and I would 
feel that's an overwhelming feeling I usually get from them, so I try my best to make 
them feel a bit more calm and relaxed being here… So I think then they start to 
maybe feel a bit more vulnerable and I suppose having to come to hospital is 
another sign that they're maybe not as independent or as well as they used to be”.   

 

Older people who are independent and cope well at home can flounder once an illness 

occurs in their lives. The way they access support is that they try to cope as best they can 
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as they fear the loss of control of their own lives and having to come to terms with the 

realisation that they may need help from other people. 

 

Loneliness and isolation 

“I’m lonely.  I only come here because I don’t have any family” 

 

Being private, not sharing their concerns with family or friends and trying to cope with 

feeling physically or mentally low increased the impact that loneliness and isolation can 

have on the older person’s ability to access care and support. Julie (ED nurse) emphasised 

that the older person also can be very private about their health and social circumstances, 

which can lead to issues of lack of information and involvement of the family: 

“A lot of them are very private, they don't want their family involved”. 

 

 EMS staff felt that the older person may not know what to do when they become ill and 

have no family support to guide them:  

“…maybe that they live on their own.  They may have no family support.  They 
maybe don't know how to access the primary care in the community.  It may not 
always be that they need emergency care, but they don't have any other method, 
so they just ring an ambulance because they don't know what else to do”.  (Julie, 
ED nurse)  

 

The reason that the older person has called the ambulance could also be due to the 

loneliness they are dealing with, as Michael (paramedic) discovered: 

“I would get the impression that if this call tonight isn’t necessarily a call for help, it 
may actually be a call for company”. 

 

Jacob (paramedic) supports this view when reflecting on the care given to an elderly man: 

“He was afraid to be on his own.  He was afraid of what potentially he may have.  
So, again, it's probably just again the loneliness, the fear factor and not knowing 



170 
 

 
 

the unknown and being on your own.  And for fear, dare I say, passing away if you're 
on your own.  Will anybody find me?” 

 

In the experience of Grace (ambulance technician), this isolation from friends and family 

can influence both the physical and mental ill health of older people: 

“…a lot of mental health problems come about because they've closed-in syndrome.  
They've nobody coming near them.  They've got families, but the families don't even 
know what's going on with them.  They take… a physical illness, they can't cope 
with it.  Their mood goes down; the mood keeps going down because nobody's there 
to help them and they don't say that they're feeling down and it's a vicious cycle for 
them”. 

 

EMS staff within the ED have witnessed these issues of loneliness and isolation in the older 

people who attend the ED. Martha (ED nurse) experienced older people attending with 

physical ailments due to their mental health conditions:  

“…there have been a lot of patients here that have come in complaining of chest 
pain and it's just because they're depressed, at home and they're lonely and they 
need company and it's not the best use of the service, but you know what?  
Sometimes that's all we have”. 

 

The situation appears to be more noticeable on special occasions like Christmas holidays 

because the family may be visiting for the first time in several months: 

“…it's a true saying that many people come to the emergency department on 
Christmas day, elderly patients because that's the first time their relatives have seen 
them in four or five months and see an awful change in them, but that change has 
been gradual all the way along.  It's just that they haven't noticed because they 
haven't been there”. (Michael, paramedic) 

 

Tim (ED doctor) also reflected on an encounter with one elderly lady who came to the 

department because she was lonely: 

“I was in one other department once on a Christmas day, an old lady rang, came to 
the department and she was absolutely fine, and I went to see her.  And the first 
thing she did, she just burst out crying.  I said, ‘Why are you crying?’  And she said, 
‘I’m lonely.  I only come here because I don’t have any family.  I want to be 
with…Christmas is for family and I don’t have anybody to be with.’  That was her 
reason.  She called the ambulance just to come, so she can be around people”.  
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The loneliness and isolation experienced by the older person, due to lack of family contact, 

having a very private nature or not knowing what support is available can affect the way 

the older person accesses support from EMS services.  

 

 

Family support and coping when a loved one has mental health needs 

“People tend to wear out relationships” 

 

Family involvement in the care and support of an older person who has mental health 

needs was presented as a central issue with the EMS staff when they access support. The 

family could either be a great benefit to the staff or could sometimes make the situation 

worse by their approach. Stephen (paramedic) contended that the family often cannot 

cope due to the strain placed on the family: 

“We’re there because something else that was already broken, has just broken a bit 
more.  Now, the ironic thing about mental health is that people tend to wear out 
relationships, and family and friends eventually get to the point where they 
disengage themselves because they just cannot cope for the sake of either their own 
family lives or their own mental health”. 

 

While John (paramedic) related to some of the pressure this placed on the family: 

“Some families just don’t want to know for whatever reasons, it could be economic, 
or it could be for fear.  Lack of understanding… and I don’t mean that in a callous 
way, genuinely- I don’t understand what’s gone on with my loved one here and I 
just cannot deal with it. …they may have thrown every physical, financial, emotional 
resource at their loved one and they have nothing left to give”.   

 

This pressure on the family coupled with a lack of understanding of the condition and the 

health and social care system can lead to unrealistic expectations of what the EMS staff 

can do to support the older person and their family when they finally do access support. 

As Amy (ED doctor) explained: 
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“I also think sometimes that patients come in with maybe unrealistic expectations 
of what can be done.  So sometimes we have older patients and their families just 
don't want to take them home and I think that can be very upsetting for the patient 
even if their family has really good intentions, like, maybe they're not coping at 
home.  But they'll maybe want them admitted and really there is no medical reason 
to keep them in”. 

 

Jacob (paramedic) has also witnessed families not being able to cope: 

“…maybe families sort of think, “Oh, we can't deal with this.  Maybe somebody else 
can.”  Because I have come across situations where especially maybe around the 
festive season, where it's a case of, let's just get granny out for a couple of days so 
we could get a bit of respite over the next few days, which is terrible.  It sounds 
terrible but I've seen that a few times”. 

 

So, this complicated situation can be exacerbated by another issue that concerned EMS 

staff about caring for an older person (who may or may not have identified mental health 

issues), which is the complexity of care needs and the burden this can place on the family. 

Emily (RAID doctor), described some of the issues: 

“We have older people.  And you have their chronic disease burden.  So, they're 
more likely to have COPD, type two diabetes, you know, a chronic long-term 
condition.  They may be less likely to access the GP in the community because of 
isolation of transport links.  So their condition may be deteriorating…There may be 
carer burden.  So, their carer may be saying, “Well, actually, I can't cope with this 
any longer.  We'll have to get you up to ED”. 

 

The way in which families cope with the pressure of caring for an older person can also 

affect the way the older person accesses support. 
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2. Criticality of Time 

Time is an important aspect of all our lives, but in the context of pre-hospital and in-

hospital emergency care services, time is viewed as being of critical importance to the 

effective management of care. Time is presented as being a ‘pressure’ on staff and service 

users/families, whilst time spent waiting can also add pressure to the situation.  

 

Relevance and importance of time 

“They are constantly coming in through that front door” 

 

Time was discussed by most of the EMS staff. It plays a vital role in pre-hospital and 

emergency care.  Grace (ambulance technician) explained the importance of time when 

you have the pressure and responsibility of responding to emergency call-outs in the pre-

hospital environment: 

“An hour's really all we have, I mean we can extend that…what I tend to do is if they 
have got mental health issues I sit in the house with them and I talk with them for 
a while until we get to the bottom of things.  Whereas an awful lot of people just 
say all right come on then…the ambulance is waiting…I do think time is a big factor”. 

 

This time pressure also affected the way Rebecca (ED nurse) manages the large numbers 

of people attending the busy ED in the Triage area: 

“…as much as you would like to do your full assessment and have time, to chat with 
them we don’t have the time because our triage time is only limited…to the 
maximum of 10 [minutes], the department attendance were at least 200 and plus 
every day, is quite hard to actually maintain time to reassure this patient, we would 
try our best but you are only allocated a certain time…”. 

 

This emphasis on time spent during the system of prioritisation and importance of speed 

of assessment was emphasised by Laura (ED nurse): 

“Triage has to be quite quick.  You haven't got time really for a full in-depth chat 
because they are constantly coming in through that front door, so it's very 
prioritised, you know, who's sick, who needs seen the quickest,”. 
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The pressure of timely and relevant communication was also presented by the EMS staff 

regarding communicating care transitions and transfer of care. The passing of relevant 

information about the older person between the home to pre-hospital ambulance setting 

and then into the ED was seen as vital, but sometimes troublesome. Michael (paramedic) 

related the issue to handing over to a nurse who has extreme time pressures: 

“I think because we’re doing a handover to a triage nurse who is wanting our brief, 
our very brief verbal handover of the situation now because the nurse wants to 
know “What am I dealing with now?”  Because the patient’s sitting in front of that 
nurse, it’s her concern now.  “Because I have him to deal with and then I have 
another two ambulances waiting for me. So just tell me in three lines what the craic 
is now with him.  And I scan over the PRF [patient referral form] and I’ll pick up what 
I need to know now”. 

 

In the context of completing a mental health assessment within ED, time was also vital to 

the mental health RAID practitioner who was working to complete a mental health needs 

assessment: 

“It's not just the time doing the assessments; we would spend half an hour or forty-
five minutes before you even go down and do an assessment, gathering all your 
information, speaking to people on the phone, speaking to family on the phone.  
And then you go down and you do your assessment and especially with older people 
if they are confused they can take a lot of time”. (Lisa, RAID nurse)  

 

Concern was raised by Martha (ED nurse) over the pressure of numbers of patients and 

the lack of time the ED staff have with each mental health patient: 

“I don't always think the emergency department is the best place for these [MH] 
patients.  And quite possibly we're missing quite a few of them because we don't 
have the time to do a proper assessment”. 

 

The pressure of working in ED and completing assessments effectively in a brief time frame 

required the development of specific communication skills. Mark (ED doctor) highlighted 

the skill of learning to communicate effectively with the person in a time constrained 

environment: 
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“…communication skills would probably be one of the biggest things in ED especially 
since you only have that brief sort of, say, you’re seeing a patient for 15 minutes, to 
establish rapport, to find out why they’re actually here, so especially in mental 
health, some people might not tell you the full story, so it can be hard to fit 
everything in such a short period”. 

 

 

Waiting for care 

“The wait, the length of wait" 

 

When the patient arrives at ED, time again is a principal factor in the experience of the 

older person, with many waiting for care. The effect of waiting on the older person with 

mental health needs was an issue for the EMS staff. As Jacob (paramedic) explained: 

“So, it's three and a half hours.  I mean, if you equate that with somebody who is 
going through a crisis, that's got to be a nightmare for them.  Because they could 
be lying on a stretcher, they could be on a chair.  Maybe they are there on their own.  
All that stuff's going on around them, it makes them feel uncomfortable”. 

 

Lisa (RAID nurse) supported this: 

“the wait, the length of wait I'm sure is distressing for them too when they're not 
feeling well physically or mentally”. 

 

The problems can be exacerbated for older people with mental health needs having to 

wait in the environment of the waiting area: 

“[the] waiting room is not ideal because, obviously, not very many would be very 
understanding of the patient’s presentation. So as much as possible, we bring them 
to a room to provide them whatever care we have to give, their dignity because, 
there’s reason why they are behaving like that”. (Rebecca, ED nurse) 

 

Grace (ambulance technician) agreed: 

“I don’t think…a mentally ill person should be made to wait and to wait in a room 
filled with other people.  I think somebody should be there nearly right away…”. 
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Whilst Emily (RAID doctor) related to some of the issues that waiting in the waiting area 

brings: 

“You're expected to sit and that’s great if you're able to sit.  But if you're somebody 
maybe with dementia who likes to talk and mobilise around, that is hard.  Because 
you've nowhere to mobilise around.  So, the waiting area isn't, I don't think, 
especially tailored for older people's needs”. 

 

The reasons older people with mental health needs often have to wait for a longer period 

in ED was explained by Julie (ED nurse): 

“…if you're linking into different services, they're gonna wait longer to get, you 
know, it's like waiting for a neurologist.  You know, unless he's here or he could be 
somewhere and come back 12 hours later,” 

 

and set in the context of the whole ED by Amy (ED doctor): 

“Other flaws would be things that we can't control, like, it's so busy or patients 
having to wait five hours to be seen and sometimes that's far beyond our control.  
But obviously if you're older and maybe more agitated then I don't want to wait 
four hours and I'm sure they definitely don't want to wait four hours or five hours 
whatever it is”. 

 

Time pervades all aspects of care provision for the EMS staff in the pre-hospital and ED 

environment. The impact it can have on the assessment and diagnosis, planning, provision 

and evaluation of care is critical. 
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3. Environment 

The environment in which a patient receives pre-hospital emergency care can be varied, 

someone could fall in a shopping or leisure centre, be involved in a road traffic collision or 

become acutely unwell in their own home. This is the unique context in which the pre-

hospital staff work. They have an insight into the history and presentation of the illness 

that no one else can see. They may also have to transport the older person into ED. The ED 

environment may have an ambulance triage area, or the team may have to wait in a 

corridor with their patient on a trolley. The ED may have single rooms, cubicles with 

curtains or larger treatment areas. It may also have multisensory stimuli in the form of 

noise, lights and smells. There will almost certainly be many people, of all ages, with many 

various reasons for attending there. 

 

The context of environment in pre-hospital and ED 

“A one-stop pinpoint encounter” 

 

When discussing the nature of the environment the respondents were able to give an 

insight into the community setting, the ambulance and the emergency department. Their 

views were given as providers of care, but also in the case of the pre-hospital team, a guest 

in the person’s home. As Jacob (paramedic) explained: 

“…you are privileged the fact that people are bringing you into their house and 
they're letting you do what you need to do with them”. 

 

Going into a person’s home environment, with limited information from ambulance 

control can leave the pre-hospital team exposed: 

“…you go into the situation and you're just thinking on your feet”. (Jacob, 

paramedic)  

And 



178 
 

 
 

“…we go out, we’re almost completely blind unless we’ve been there before.  We 
have no idea what their allergies are.  We have no idea what their history is.  And 
we’re expected to make significant decisions for that individual”. (Stephen, 
paramedic) 

 

The lack of information can create additional pressure on the EMS staff in the pre-hospital 

environment, particularly when dealing with people with mental health conditions, as John 

(paramedic) reflected: 

“…with regards at mental health, at times you’re going in cold, you know?  You 
don’t really know what’s going on. That’s more difficult to deal with… in their mind 
they’re chatting and smiling away.  As soon as your back is turned they want to 
hang themselves or take an overdose or whatever the case may be”.  

 

The pre-hospital EMS staff discussed their need to think on their feet and make decisions 

quickly. They also explained their ability to work in an ambulance or rapid response vehicle 

as being part of their role in quickly assessing the patient and moving them to the most 

appropriate place for care. Jacob (paramedic) compared their working environment of the 

ambulance to ‘a box on wheels’, something they were familiar with, but for the patient, it 

was often a scary place: 

“…the actual environment itself, I suppose an ambulance is just what it is.  It's an 
ambulance.  But for the likes of [an older person] if you're dealing with somebody 
in this scenario, they go into the back of an ambulance, it’s like bright lights, 
strangers, equipment, the smell.  They're saying, “What is this?  I don't like this.  This 
is really formal.” 

 

The home environment could sometimes be one of confusion and stress with 

miscommunication between family members resulting in conflict. One of the skills 

reported by Jane (paramedic) when faced with this situation was to try and focus on the 

patient: 

“As I would describe it, walking underneath it.  Going underneath the chaos and just 
letting it go above me so that I can walk in [to the house]”. 
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With experience, the EMS staff have an opportunity to assess the patient in their own 

home, obtaining useful insight into how the person is coping on a day-to-day basis. As 

Grace (ambulance technician) revealed: 

“To me it's clear the minute I walk through the door what the person needs… what 
you find too, is, because we are in the pre-hospital setting, we're seeing an awful 
lot more than anybody else”. 

 

This insight is often difficult to describe to the ED staff when trying to hand over the patient 

to their care and ensure the social and mental coping part of their lives are included in the 

assessment. As John (paramedic) illustrated: 

“…you get to the A&E department and you try to describe that to them, it doesn’t 
quite cut the mustard until you go there and you see these sorts of things.  So you 
do get a unique sense of it.  Sometimes you often think gosh, I’d really like to take 
photographs and show them.  I don’t think that’s appropriate, by the way, but you 
certainly describe verbally what their scenarios are and what their situations are”.   

 

The Emergency department itself also had its own ‘way of working’, its own environment. 

With EMS staff describing it as being somewhere patients come to get problems solved. 

As Amy (ED doctor) revealed: 

“A&E is kind of like a one-stop pinpoint encounter and a lot of the time there are 
many issues that need looked at that we can't really solve”. 

 

EMS staff presented a picture of patients arriving, being assessed, waiting to be seen, 

treated and discharged or admitted for further care. Patients were constantly moving 

through the department. Rebecca (ED nurse) gave some insight into the ED environment 

on a normal day: 

“It’s very challenging, there’s quite a lot of tasks ahead first thing in the morning 
because you have to be versatile dealing with not only adult patients but your 
children as well, they actually present with very different presenting complaints, 
either medical or psychological problem, you know, name it, it could be major, 
minor, and resus cases”. 
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The relevance of experience in the ED environment was explained by Julie (ED nurse) when 

discussing the mental health needs of older people in the ED: 

“…they may come with very physical signs and symptoms and it's not until you 
actually get talking to them that there is something underlying and causing their 
chest pain or their shortness of breath or their hyperventilating.  So that's where 
we've experienced nurses in triage to try and pick up on people like this”. 

 

This ability to communicate with the person and discover that there is more than a physical 

cause of the illness is difficult within the confines of ED and the pressures of time and 

patient numbers. Laura (ED nurse), presented an issue regarding continuity of care: 

“…they move on so quickly, sometimes that is the difficult bit.  You kind of wonder 
what happened to that person…Or someone will say to me, when I talk to them.  
What happens to me next?  And you think, well, I'm not actually sure what happens 
to you next because you're moving through here so quickly, and on”. 

 

Stressful busy noisy 

“…it can be very noisy, very overcrowded, not very calm” 

 

The ED environment was described by the respondents as being stressful, busy and noisy. 

This was viewed by the respondents as not being the best place for an older person who 

has mental health needs. Stephen (paramedic), presented an issue with numbers of people 

attending: 

“The problem is that we can’t solve the problem in pre-hospital, so then we take 
them to the [ED] unit.  And unfortunately, there’s lots and lots of people at the unit 
because people are walking into there…and there’s nurses who are completely…and 
utterly overwhelmed… The girls in A&E they have absolutely no idea what’s coming 
walking through the door.  No idea at all.  And one moment there could be one 
ambulance here or none, and ten minutes’ time there could be six queuing, and they 
still get the same amount of people”.   

 

The pressure of numbers through the department makes the ED a busy place. EMS staff 

have targets and standards to achieve and this does not always help the provision of care 

to older people with mental health needs as described by Amy (ED doctor): 
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“I do think in A&E as a whole it's probably not necessarily a priority [MH] because 
it's all about targets, you have to see people as quickly and you've got to get this 
and this done.  You have to see so many people per hour.  Like, we're looked at how 
many people we see and how quickly, so you're always under pressure to be seeing 
more and doing more”.   

 

Tim (ED doctor) agreed that the ED can be very busy and noisy:  

“We’re set-up to treat illnesses, so we have all these machines.  Beeping and noise 
and all the buzzers are going and they have all these people calling out every 
second.  And it’s very irritating…it could be very noisy”.   

 

The ED environment can have an impact on the older person with mental health needs 

with EMS staff reporting that the noise and numbers of people can distress the older 

person. Sarah (RAID nurse) relates the effect this may have on an older person: 

“ED, it can be very noisy, very overcrowded, not very calm, which sometimes will 
really upset our patients because they're not used to that environment, especially if 
they've a dementia”.  

  

Julie (ED nurse) supported this view and tried to plan for older people with mental health 

needs: 

“[when they are] coming through the system, trying to get them in to a nice quiet 
environment because some of them do come in with confusion and this 
environment just increases the confusion”.   

 

But often, due to the numbers of people attending and staff pressures, there is not the 

ability to deliver one to one care, which may be necessary for someone who experiencing 

mental health needs.  John (paramedic) relates this to the ability of the staff to care for 

someone with acute mental health needs in the department: 

“I think the emergency department struggle to deal with it.  Particularly someone 
who’s a little bit violent, a little bit aggressive and you have a busy department and 
suddenly arriving with lady or gentleman who’s throwing a wobbler all over the 
place”. 

 

Sarah (RAID nurse) agreed: 
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“ED is very pressurised, it's a very hard and difficult area to work in, but their 
attitude sometimes towards our client group could improve… we can criticise all we 
like, but it is fast, they have a lot of pressure on them, they're having a quick 10 
minute with patients and trying to get a handle on what's happening”.   

 

Older people with mental health needs especially those who are living with dementia need 

time to process and understand what is happening to them. The consequence of the 

stressful, busy, noisy environment of ED is often that care is not optimised for these older 

people. As Emily (RAID doctor) explained:  

“If ever there is poor care being delivered, it's usually because that nurse is so 
overstretched.  And they're having to give meals, do toilets, give medication.  They 
have four other things that they have to do right at that particular time.  And they 
don't have time to sit down and spend that time, or slow down that rate of delivery 
of care which older people sometimes need, especially people with dementia”.   

 

The care environment for older people 

“No A&E department is geared towards an elderly person” 

 

The EMS staff discussed the care environment for older people, they spoke about the 

environment of ED for caring for older people. Many of the staff felt that the department 

was not designed for older people, with Laura (ED nurse) summarising the point: 

  “I suppose no A&E department is geared towards an elderly person”. 

And Emily (RAID doctor) agreed: 

“…there isn't a lot of focus on older people in the ED.  That's an area of deficit”. 

 

Martha (ED nurse) explained that even though someone is elderly, current provision for 

Triage does not enable the staff to prioritise an older person through the ED system: 

“…from that point of view as well, elderly patients do suffer from that because if 
you would like to prioritise your elderly patients alongside a teeny bopper with 
abdominal pain, you can't”.   
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Grace (ambulance technician), related this to bringing in an older person with mental 

health needs into the department via ambulance: 

“You walk through the doors, you hand over to a nurse, sit you down there and then 
they're swanned off to another wee waiting area because there's nothing physically 
wrong with them at this minute in time maybe.  And you know what?  They're 
bottom of the queue to get seen aren’t they?”.   

The environment is not seen as a comfortable one for the older person, Martha (ED nurse) 

gave specific examples of areas of concern: 

“I have to say elderly patients in the main don't always get a very good experience 
within an emergency department.  There's a lot of reasons for that.  The beds aren't 
comfortable is the first thing.  They don't always get offered something to eat and 
drink because the place is going bananas.  There's nobody there to facilitate that”. 

 

The physical layout of the department was a concern for Richard (ED doctor), leading to 

issues of lack of privacy: 

“Some emergency departments have private, quiet spaces that you can assess an 
elderly person where they are less distressed, they're calmer, they're comfortable 
talking to you about things.  Regularly in this department you have to talk to elderly 
patients in the corridors and triage where there are lots of people walking around 
and it's not very private”.   

 

Safe and effective care 

“What do you mean, place of safety?” 

 

EMS staff discussed the issue of provision of safe and effective care in the pre-hospital and 

ED environment. Pre-hospital EMS staff are aware of risk assessment and safety from the 

moment they receive the call as Jane (paramedic) highlighted: 

“…you're walking in with a broader spectrum and coming to hone on what the 
actual problem is.  You're risk assessing straight away from the minute that you get 
out of the car.  You're risk assessing them to see what is going on”. 
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This is heightened further when the older person with mental health needs does not 

realise that they need assistance and help from the EMS staff as John (paramedic) 

revealed: 

“It’s the ones that are at home in the community who have got issues.  Particularly 
those that are a threat to themselves, threat to others and so on and so forth. They 
are unwilling to cooperate with us, then that becomes a much stickier situation for 
us because we can’t leave them, there’s also our own personal well-being”. 

 

Jacob (paramedic), outlined some of the demanding situations that they are faced with in 

the community and the duty of care required: 

“The last thing you want to do is trying to get police and stuff involved because that 
just fuels the whole thing.  And it's not a pleasant experience for them, especially 
when they're being forcibly removed from their home.  It's a shocking experience.  
It's a terrible experience.  But unfortunately, it gets to the point where sometimes, 
that has to be done, especially if they're living in an environment and they're 
experiencing an environment where they're totally irrational and they're not being 
able to look after themselves and something has to be done.  At the end of the day, 
we all have a duty to care for these people”. 

 

John (paramedic) confirms that this safety and support is one of the most important 

aspects of the job: 

“The most important thing is that when I leave that scene, I have peace of mind that 
they’re okay, that there’s a support… I’ve treated whatever I can within my sphere, 
but that there’s a safety net for them, i.e. there’s somebody with them, there’s a 
healthcare professional with them”.  

 

Often this safety net for the older person with mental health needs in the community 

setting is ED. As highlighted the ED is not always the most comfortable or appropriate place 

for older people. As Emily (RAID doctor) pointed out: 

“ED is just seen as a place for them to be able to access care and support”. 

 

EMS staff often referred to ED and the term ‘place of safety’. Tim (ED doctor) outlined his 

concerns with the use of this term: 
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“…it gets me when the police people bring people in, they say, ‘Oh, we’re bringing 
them to a place of safety.’  And I think, ‘What do you mean, place of safety?’  We 
don’t have the staff to sit with this but you need people, when they’re coming, you 
need someone to sit with people and talk with this people, calm them down.  And, 
you know, we don’t have that”.  

 

This was reiterated by Julie (ED nurse), who also had a concern: 

“A&Es aren’t always the safest place to be.  Or they don't feel safe.”. 

So, the issue of patient safety was seen as a priority in ensuring that the patient comes to 

no further harm or caused no harm to others at the time of presentation to ED, however 

Martha (ED nurse) identified that currently, there was no way to identify a pattern of 

behaviour or attendance: 

“…there's no way of identifying a pattern of deterioration in any way, shape or form 
that would help you build that picture.  And as I say, patients maybe come in four, 
five, six times with vague symptoms and it's only when somebody sort of twigs on 
and says ‘God, he or she's been here seven or eight times now, what has been the 
outcome?  Should we get somebody else in to have a chat with them?’, but it may 
take that length of time.  I think we're very good at safeguarding children because 
it's been rammed into us.  We're not always so good at safeguarding the elderly 
and they don't seem to get the same exposure with regard to safeguarding”. 

 

Safeguarding of older people with mental health needs was disclosed by Mark (ED doctor) 

when discussing the importance of accurate assessment treatment and documentation of 

this client group in the ED environment: 

“…it’s important to recognise then, is there an organic cause, is this a mental health 
disorder, are they at risk to themselves? Because they tend to be the ones that, if 
they are having a depressive or manic episode, the ones quite high risk to 
themselves especially elderly men.  If they come in and say that they want to do 
something, you have to take it really, really seriously because they tend to be the 
ones that do it and do it quite violently”. 

 

Martha (ED nurse) also has had experience of older people who want to end their lives: 

“…there have been elderly patients come in here and deliberately overdosed on 
their tablets in the hope that they weren't going to wake up in the morning.  And I 
have to say nine times out of the 10, they're the people that go to the ICU or 
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whatever because they do it right.  Because it's not a cry for help, it's a cry of I don’t 
want to be here anymore”. 

 

Whilst Mark (ED doctor) reinforced the recognition of the urgency of the situation: 

“Maybe they’re not suicidal at the minute so you don’t need that immediately 
attended to, but then it’s important to, I think recognise these things and not just 
brush it under the carpet, because then the problem is, they could be in the next 
week dead”. 

 

One final area of concern over safe and effective care raised by the EMS staff is an 

appropriate and timely discharge of older people with mental health needs to the 

community. Julie (ED nurse) explained: 

“My main concerns would be that they're discharged without adequate services in 
place and then they're gonna keep reoccurring and they're gonna keep reattending 
or else they're not and something's gonna happen where they are actually harming 
themselves.  That would be my fear and I think a lot of that goes on during the night 
where patients are being discharged very late into the night, sent home in taxis and 
we don't know who they're going home to”. 

 

The environment of pre-hospital and in-hospital emergency care has been presented as 

complex, dynamic and multisensory, which can be disorientating and frightening for the 

older person with mental health needs. 
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4. Verbal and non-verbal communication 

The EMS staff discussed the importance of effective communication between the older 

person and family as well as with fellow care providers. They provided insight into the way 

communication is handed over and about the process for collecting and recording relevant 

information. 

 

Communicating care transitions and transfer of care 

“…they're not really interested in what we’re saying” 

 

The immediacy of the situation in the pre-hospital and ED environment requires effective 

communication and professional courtesy to ensure that all information is passed over, 

this is not always the case as described by Jacob (paramedic): 

“You could be in the middle of a handover, and the next thing, somebody walks 
past, “Have you got such and such sorted out for me?”  Aye.  And then, you're sort 
of thinking, I was just in the middle of giving you. I’m trying to be professional here.  
And you just cut me off.  So, in that instance, I would say some of the information 
isn't taken on board, and maybe they've missed something.  So, the handover 
situation can be...it's a bit of a bugbear with some of the guys”. 

 

Grace (ambulance technician) reflected on some experiences where communication had 

been seen as a problem: 

“… if they ask us once, they'll ask us 100 times, different questions just to try and 
make us trip up.  You know, so they're not really interested in what we’re saying 
about the home life of somebody with mental health issues… The idea of people 
looking down at us and thinking what we are saying is not professional enough for 
them to listen to.  And that happens a lot.  You know, right down to our clinical care 
we are questioned”.  

  

Similar issues about the content of information provided from nursing home environments 

were raised by pre-hospital staff: 
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“Sometimes dealing with people in nursing homes in relation to the elderly, 
communication's terrible.  The information they give you is terrible”. (Jacob, 
paramedic) 

 

The same issues were raised by ED staff, with some key areas for the care of older people 

with mental health needs missing in some documentation: 

“Nursing home notes will tell you the last time they drank, the last time they had a 
bowel movement.  Won't mention anything about your mood.  Or mention anything 
about why you're here, but they'll give you a printout of every other thing.  They 
don't mention anything about their sleep”. (Martha, ED nurse) 

 

Pre-hospital staff also raised concerns about the system of handover, with the importance 

of their documentation to the nursing and medical staff in ED as Michael (paramedic) 

commented: 

“So you could write in indelible ink on your PRF, this person presents as living in 
severe social deprivation, this person claims he has not spoken to another person 
for four days, you could write that on your PRF in indelible ink, the PRF will be go 
into the patient’s notes and never be looked at again.  That’s the… that’s where I 
think there’s a deficit, a fault…whatever you write on that comments box, even 
whenever you maybe tried to emphasise this to the handover nurse, you feel, “Well, 
that’s going nowhere”.  

 

Although Grace (ambulance technician) added: 

“I do find that if I'm concerned about something or any of my crewmates are 
concerned about anything, the nurse usually listens to us and takes it seriously”. 

 

The relevance of effective communication between pre-hospital and ED is highlighted by 

Rebecca (ED nurse) in the ability to save time in assessing patients: 

“It’s good if the paramedics can give you information but sometimes, themselves, 
they have limited time to assess and bring them all into emergency department”. 
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Collecting and recording relevant information 

“Like any system, it's only as good as the information you feed into it" 

 

To provide an effective system of timely and appropriate care in the ED environment, there 

needs to be a process for collecting and recording relevant information. Within the ED used 

for this study, there was an electronic patient management system called ‘Symphony’. In 

stage one of the study, one of the major findings from the Symphony data across the region 

was the area of ‘missing data’ or empty fields within the patient information. Martha (ED 

nurse) explained the origins and importance of the system:  

“The system itself was never…was never implemented and is supposed to contain 
as much information as it does now.  It was initially brought in as a tracking system.  
And originally, we didn't even have triage on it, but as people have got familiar with 
the system, they wanted bits and pieces added on to it.  And now what was 
originally supposed to be a tracking system has turned into nearly a 
communications system that if it falls over the department falls over”.  

 

This can have an impact on the collection and recording of relevant information. EMS staff 

reported several reasons why information could be missing, including lack of knowledge 

and time factors as Martha (ED nurse) stated: 

“[Information is missing] Because sometimes people don't recognise the 
importance of it.  Sometimes people don't have the time to fill it in.  Sometimes 
people just don’t do what they're supposed to do”.  

 

Julie (ED nurse) supported this explaining that it is often left to the ED nurse to chase up 

missing documentation and procedures such as discharging the patient from the 

department: 

“[Information is missing] Because the doctor's not inputting the right information”. 

 

Tim (ED doctor) agreed, confirming that: 

“like any computer thing, for you to get any useful information out of it, you have 
to put something in”. 
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According to the EMS staff, the Symphony system does, however, provide a flexible and 

adaptable way of storing and collecting information on the patient. Julie (ED nurse) 

provided some insight into the way it can be used and adapted, which might assist the staff 

in the early identification of an older person with mental health needs who attends the 

ED: 

“we have things that are highlighted on Symphony; if the person's in a wheelchair 
or disabled, if they've MRSA, if they are a frequent aggressive attender…so that's 
highlighted.  So maybe that's something that, you know…'cause I think it's...it's not 
a terrible difficult job to get a little symbol of…elderly person with a mental health 
problem who's...maybe you want to highlight within the department”. 

 

There are other forms of recording information and documentation that are used in the 

pre-hospital and ED setting. These are gathered by the EMS staff and other professionals 

who have an input into the care of the older person with mental health needs who may be 

attending the department for a physical need.  Pre-hospital staff used a patient referral 

form which was a paper document and Grace (ambulance technician) outlined the priority 

of physical needs and lack of focus on social issues within the pre-hospital documentation: 

“you don’t have room to write an awful lot of social and when you have got 
presenting medical factors that need more…they're more important at that time.  
So, I always put a wee note at the bottom to say that there's a query on social issues 
and may need further investigation or something along those lines.  And then as I 
say…I'll hand over to the nurse and I'll say this is what we found in the house”. 

 

Whilst Stephen (paramedic) presented the importance of accurate assessment, recording 

and reporting in the pre-hospital environment: 

“those situations is about being as honest, but as accurate as you can and you may 
feel enormous sympathy towards them, but sympathy doesn't help people, 
objective rational analysis and reporting and recording will assist people, but 
not…’there you’re going to be all right’ because that doesn't, on the long-term, 
provide any real value”.    

 

Medical staff in the ED record information on a patient form or flimsy (that stays with the 

patient at the cubical) and type information into the Symphony system. Amy (ED doctor), 

believed that there was an appropriate use of paper and electronic systems: 
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“I think our writing on the flimsy…you've quite a lot of space to say whatever you 
need to say.  I suppose it's up to you to write on Symphony what you feel is 
necessary, so you can make that as long as you want”. 

 

While Mark (ED doctor) emphasised the importance of using the documentation to provide 

a risk assessment for the patient: 

“it’s important to, whenever you see someone with mental health disorder establish 
risk to themselves and others, document things very clearly then in the notes”.    

 

The RAID mental health team also have patient assessment forms specifically designed to 

fully assess patient needs, they then design a management plan and write it in the patient 

notes. Lisa (RAID nurse) highlighted the importance of documenting the assessment at the 

time: 

“Sometimes you don't always get the chance to write it down, so I suppose that can 
happen if you forget to write. If you don't write it down at the time and then you 
get back up and you're trying to remember and write it all down.  It's human error, 
people could forget exactly what was said”. 

 

Emily (RAID doctor) reflected on an initiative they tried to introduce into the department 

in order to standardise the assessment of the person with mental health needs in ED, but 

some problems were encountered: 

“We developed the pro forma.  We couldn't get agreement about who would fill in 
that.  The nursing staff were saying, “I can't do that.  I don't have time.  I have so 
much paperwork to do.”  The social workers say, “Well, we could do it.”  But didn’t 
then take it on.  But there's that the carer very often will say, “I don't know what's 
wrong with them.  I don’t know why they came into hospital.”  And they're actually 
going out just as blind again.  To complete that triangle of care, we felt that they 
needed more information”. 

 

The same respondent suggested that if all care documentation for the patient was on an 

electronic system, the speed of comprehensive assessment would increase: 

“it's all on paper at the minute, which is archaic.  But if we could it on electronic, 
that would be easier and better.  Because for us getting old records, it's sort of 
trawling through notes here in psychiatry.  And then, we could look at the medical 
notes...that's usually all there as well.  But again, it's like trawling through previous 
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admissions to get that information.  So, information could be lost”. Emily (RAID 
doctor) 

 

Another suggestion by Martha (ED nurse) that would assist the holistic approach to 

documentation of patient care in the pre-hospital and ED environment, is the use of a 

‘patient passport’ for older people with mental health needs: 

“There's something about having a passport with everybody writing in the same 
book.  You know, like you said before about pulling that information together.  If 
you had like a passport and you get a stamp from the district nurse and a wee note 
and stamp from the GP and a wee note”.   

 

Effective communication in verbal and non-verbal form can ensure organisation of an 

accurate assessment and plan of care for the patient. Once this plan is in place the quality 

of care provision and the care experience relies heavy on effective communication. 
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5. Prioritisation of care needs 

In the provision of care the EMS staff discussed the way they think about the person and 

try to treat the person with respect as an individual. The nature of most presentations to 

ED has caused a particular focus to be placed on treating or ‘fixing’ the physical illness or 

injury, in order to preserve life or prevent further deterioration or discomfort.  

 

A particular approach to care 

"You want to treat people like you would be treated” 

 

EMS staff reflected on the way they approached their care delivery. They stated that they 

were able to stay focused on providing care to the older person with mental health by 

remembering the importance of personal values and beliefs, Grace (ambulance technician) 

revealed: 

“I can honestly say hand-on-heart, 20 years later I still treat my patients the way 
that I would want my parents treated if they will still here.  So, to me it’s just about 
being compassionate and caring…I go in and I don't know what to expect but they 
get my utmost 100 percent care”.   

 

Jacob (paramedic) echoed these sentiments: 

“I suppose it comes back to the same old thing that we've been taught where 
anybody you're dealing with, you treat them like they're a member of your family”. 

 

The core value of unconditional positive regard was voiced by the pre-hospital EMS staff, 

with thought given to the manner of verbal and non-verbal communication with the older 

person. Allowing the older person time and information to make their own choices 

regarding their care. Stephen (paramedic) presented their ethos on how to live out the 

values: 

“…how do I best meet the needs of those that I’m going to meet today?. Is that not 
the way to solve the problem that you meet the patient need at a point of contact 
and it ends there?” 



194 
 

 
 

ED staff also believed that even within the busy environment it was important to keep the 

person the focus of care:  

“I think empathy is probably one of the biggest things because it can feel like a cattle 
market.  Everyone’s rushing in and out and you’re trying to keep things moving, but 
at the same time, you want to treat people like you would be treated”.  (Mark, ED 
doctor) 

 

This was reinforced by Sarah (RAID nurse) who viewed the core values of care as a way 

forward in caring for older people with mental health needs in ED: 

“…try and keep that dignity, privacy, give them the respect they deserve, give them 
the time that they deserve.  Just keep working at that, try to keep educating staff 
that one day this could be them”. 

 

The busy environment could influence the delivery of person-centred care as mentioned 

by Emily (RAID doctor): 

“I suppose everybody talks of person-centred care.  And when it works, it works very 
well.  Sometimes, maybe because people are so busy with maybe lip service given 
to it”. 

 

However, Martha (ED nurse) viewed the role of the experienced nurse as one where time 

could be taken with the older person to communicate and understand what the issues 

really are: 

“…maybe being the more compassionate, because they're [the other staff] so busy 
because they probably have four sick patients that I would take time to go in and 
sit and actually find out what's going on rather than, you know, them running in, 
putting up an IV antibiotic and then running back out again”. 

 

EMS staff mindset 

"You’re not putting your mental health hat on" 

EMS staff discussed the priority for care needs being ‘physical first’ in the delivery of care 

in the pre-hospital and emergency department. John (paramedic) described this from the 

pre-hospital perspective: 
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“…you’re not putting your mental health hat on when you arrive in and that is the 
case.  Because as a paramedic and ambulance service, we’re very direct.  I would 
describe it as, you know, we treat the immediate”. 

 

Grace (ambulance technician) agreed, explaining this in the context of the reason they 

were called to attend the person: 

“…you do learn to gauge the person themselves and that will really decide on how 
you gonna approach the issue.  Because you're not actually there for their mental 
health issues usually, you there for something physical”.  

 

When the person is brought to ED there also appeared to be a focus on the physical 

condition and less interest in the mental health needs, as expressed by Stephen 

(paramedic): 

“I’m sorry, the needs…the mental health needs of nobody are met, and that acute 
time pressing, stressful, busy, demanding environment, they’re just not a priority”. 

   

Sarah (RAID nurse) understands this initial priority from the RAID team perspective: 

“They are there to try and get a handle on is a patient medically unwell that's why 
they're coming in through the emergency department to start with and then 
obviously it's dove and tail down to us”. 
 

This awareness of the ‘physical first’ mindset is evident in the ED staff descriptions of how 

they would assess an older person with mental health needs who attended the 

department. As Rebecca (ED nurse) explained: 

“We would triage them, first of all, to see if there’s any medical needs.  If that is a 
person who’s presenting with mental health that requires an assessment by our 
psychiatric team, we call them RAID, we can refer the patient to them and they 
would do an assessment, provided that obviously, they have been attended with 
their medical needs”. 

 

Amy (ED doctor), confirmed this view: 

“…if an elderly person comes into resus and they're really acutely unwell and need 
resuscitated, it wouldn't be as much at your forefront to document or even look at 
their mental health”.   
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Understandably, the EMS staff are concerned with preserving life, orientated toward 

dealing with the acute medical or surgical issues. As Tim (ED doctor) described, medical 

before mental: 

“…when they come to us, what we then normally tend to do is make sure before we 
go down the mental health reason, make sure, there is nothing medically wrong 
with them”. 

 

Amy (ED doctor) summarised the focus on immediacy in ED, with the priority to get the 

person treated and either admitted for further care or discharged home: 

“…it's a different job and a different priority or a different purpose here”.  

 

The nature of pre-hospital and ED care prompted the EMS staff to discuss the culture and 

focus of pre-hospital  and ED. This was associated with ‘physical first’ mindset and was 

portrayed as ‘fixing’ patients. Martha (ED nurse) summarised the point: 

“…we just patch people up and move them on.  And that is not a good service”. 

 

However, Mark (ED doctor) reiterated the values and beliefs of good care: 

“…a lot of the ED mentality is get them in, get them out and that sort of way that 
maybe not as holistic as could be… if everyone remembers to treat people as you 
and your relatives want to be treated would be the main thing, which could be hard, 
but I think if you’re nice to other people as well just makes things easier”. 

 

Julie (ED nurse) agreed, emphasising the importance of active listening, to be able to fix 

the real problem the older person may have: 

“Sometimes with junior staff that is the problem; they don't recognise the need.  So, 
they deal with what they've come in with, which they could come in with a sore toe, 
and unless you're actually listening to what they're saying they could go home with 
their toe fixed and nothing else fixed.  And then that's when they start to re-attend 
and then the problems get bigger”. 
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The emphasis on fixing the physical can influence care as explained by Emily (RAID doctor) 

and Martha (ED nurse): 

“They're trying to fix the physical problem that they're not thinking about the 
mental health problem”. (Emily, RAID doctor) 

And: 

“…sometimes when you're so task-oriented, you don't see the patient”. (Martha, ED 
nurse) 

 

The frustration of wanting to fix everything and not being able to is frustrating for the EMS 

medics: 

“…sometimes you feel like you can't fix all the problems that they need fixed and 
you would like to fix things; that's why we become doctors”. (Amy, ED doctor) 

 

The prioritisation of care needs in the pre-hospital and ED environment have been 

presented as focused on fixing physical problems to the detriment of mental health.  
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6. Perceptions and experiences about older people and mental health 

In the context of the pre-hospital and ED environment of ‘physical first’ and ‘fixing’ 

patients, the EMS staff provided some insight into attitudes toward people who had 

mental health needs.  Consideration was given to the stigma still experienced by older 

people relating to having mental health needs and reflections were made on experiences 

of caring for older people and their families in pre-hospital and ED. 

 

Attitudes of EMS staff toward mental health 

“They're still thinking physical rather than mental and cognitive”. 

 

The RAID team provided some examples of how they felt this group of older people with 

mental health needs were viewed at times in the ED. Sarah (RAID nurse) explained that 

they were sometimes viewed as ‘not our problem but yours’: 

“ED is very pressurised, it's a very hard and difficult area to work in, but their 
attitude sometimes towards our client group could improve…the ED department 
have this mentality which I have seen very, very clearly is that they’re mental health 
patients are your problem not ED's problem or not their problem; that comes 
through time and time again.  They're really yours, deal with them”. 

 

Lisa (RAID nurse) revealed that there is a difference in perception of the term ‘really ill’: 

“…when are you going to see this patient and [the staff would say] “I'm sitting here 
with patients who are really ill”.  And I'm going “Well this patient might be really ill, 
but not physically so”, and some staff, but not all staff, do see that as this patient 
isn't ill. Can you not come down to see them to get them out of our department?  
And that's the impression I take from that, so that's not always nice, but that's not 
all staff”. 

 

The way people approach mental health was illustrated by Stephen (paramedic) when the 

discussion focused on the lack of interest in some staff in ED: 

“…we’re not there because of their emotional distress because, unfortunately, that 
tends to be something that is neither noted, measured, or there’s any real, interest 
in dealing with”.   
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EMS staff also noted a different approach at times to older people who also had mental 

health needs in ED: 

“Sometimes I think people think if the patient has mental health issues or dementia 
they can't hear what you're saying, when they can hear everything you're saying.  
So sometimes people speak different, say things that they wouldn't normally say if 
they felt the patient was more, like, compos mentis”. (Amy, ED doctor) 

 

Emily (RAID doctor) described varying levels of interest and understanding of older people 

with mental health needs: 

“A lot of people have a lot of knowledge and a good attitude towards dementia, 
and other people didn’t. You have to shout at people with dementia to make 
yourself understood.  Or, they can never understand what you were trying to say.  
The understanding really was very low, which is surprising, really”. 

 
 

This was illustrated by Martha (ED nurse) when discussing the importance of being able 

to competently assess mental health needs in ED: 

“I don't have time to dig at you.  And I can only do as much as you'll allow me to do.  
So, if you're coming in here with a sore head and I know it's not really your sore 
head, I know there's a whole load of other things going on in your head, there's not 
an awful lot I can do about that.  Because I don't have the skills and I don't have the 
time”. 

 

Emily (RAID doctor) suggested a way that the culture and focus of ED could gradually be 

changed: 

“Plans about having a geriatrician in ED I think would be really good, because that 
would be working to promote and change the culture and promoting mental health.  
Well, cognitive health in the elderly, and then you could link very well with the 
geriatrician.  Like we see people in ED, but we're not getting referrals through from 
ED.  Because they're still thinking physical rather than mental and cognitive”.   
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Stigma surrounding mental health 

“It's very, very taboo for them”. 

 

The attitude toward people with mental health could contribute to the stigma surrounding 

mental health. As Jane (paramedic) explained:  

“…you find that for every condition…an awful lot of elderly people are very 
embarrassed.  And when it comes to mental health they're very, very embarrassed 
and they don't like to admit it.  The younger ones seem to admit it easier and freer, 
but a lot of elderly people it's almost as if it's quite taboo and it's very, very taboo 
for them”. 

 

Carol (RAID nurse) related that age may be an issue when it came to the stigma of mental 

health: 

“I think per se there is a bit of a stigma against mental illness anyways, so that’s 
whether you are 18 or 65.  So there probably is a difference.  Some of the difference 
comes from staff anxieties of not knowing how to deal with them or what to say or, 
you know, lack of training”. 

 

James (RAID doctor) believed that although the stigma exists, older people were perceived 

differently: 

“…mental health problems actually…carries a stigma with it.  But for the older 
people, I think that stigma is less as compared to the young adult.  You know, so for 
older people, I think people are more compassionate towards them”. 

 

However, other EMS staff felt that at times the effect of stigma, previous experiences and 

‘labelling’ older people who had mental health needs may not be treated equally, Mark 

(ED doctor) revealed: 

“…in the ED setting, people’s a bit more ignored than they should be because 
they’ve been labelled as say, dementia or having some sort of mental illness”. 

 

Whilst Emily (RAID doctor) added that adding a label can mean their mental health needs 

have less importance: 
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“…[it is important] to make sure that their mental health and cognitive health needs 
are being thought about and being addressed.  And that people aren't being 
labelled as, “Oh, but they have dementia.  They're always that confused.”   

 

Experience of caring for older people with mental health needs 

“…elderly with mental health issues now would be maybe a different kettle of fish where 

my whole approach would be different” 

 

Within the pre-hospital and ED environment the staff had varied experience of caring for 

older people with mental health needs. Jacob (paramedic), explained that he needed to 

vary his approach to building a rapport in the pre-hospital environment when attending 

someone who was elderly and had mental health needs: 

“I think I've just got that personality where I can go in and identify with people and 
strike up a good positive rapport with people.  Like, basically asking them, “How are 
you?  What's been happening today?”  Mental health…elderly with mental health 
issues now would be maybe a different kettle of fish where my whole approach 
would be different, trying to sort of gain their trust and trying to get into their way 
of thinking and getting into their way of management”.   

 

Amy (ED doctor) agreed, outlining her approach to explanation and communication with 

older people with mental health needs in the ED emphasising the importance of taking 

time to listen and communicate with an older person with mental health needs in ED: 

“…you need to really explain every step, you can't just go and dive in and start 
examining them or doing things without talking them through it first…in A&E a lot 
of it can be down to communication and interaction with the patient and really 
simple things like just taking the time to listen to them for a second because 
sometimes they are left in a bed in a room and they don't know what's happening.  
I think communication goes a long way to make things easier for them”. 

 

Provision of care in the emergency setting can be difficult for patient, family and staff for 

varying reasons. The patient can be disorientated and aggressive due to underlying 

infections and delirium which can cause changes in their personality. This can be hard for 

the family and staff to cope with, as Mark (ED doctor) described: 
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“…things can be tough, and it can be tough even for the families because they’re 
maybe used to Mum being nice and pleasant and she’s f’ing and blinding and that 
sort of thing… It can be very difficult sometimes especially with the old age 
psychiatry issues and if they have a delirium or are quite nasty and abusive”. 

 

Jacob (paramedic) agreed that it is a challenge in the pre-hospital environment when the 

elderly person is being aggressive and uncooperative: 

“The last thing you want to do is trying to get police and stuff involved because that 
just fuels the whole thing.  And it's not a pleasant experience for them, especially 
when they're being forcibly removed from their home.  It's a shocking experience.  
It's a terrible experience.  But unfortunately, it gets to the point where sometimes, 
that has to be done, especially if they're living in an environment and they're 
experiencing an environment where they're totally irrational and they're not being 
able to look after themselves and something has to be done.  At the end of the day, 
we all have a duty to care for these people”. 

 

Amy (ED doctor) illustrated that an accurate assessment can identify the cause of the 

mental health issue: 

“With most elderly patients I would try to assess if they were orientated in time, 
place and person.  Also get an idea of their baseline because they might be confused 
because of a UTI or infection or it may be more to do with progression of dementia, 
something more mental health”.   

 

James (RAID doctor) highlighted the point that in their experience most of the older people 

with mental health needs who attend ED are admitted to the ward for further care: 

“…most of them [older people with mental health needs], they are admitted there 
to the wards from the emergency department… 90% I think their needs are being 
met.  Coming to the ED to be seen, I think I lot of the staff are doing a very great 
job”. 

 

Tim (ED doctor) added that identification of mental health needs in older people was an 

issue due to lack of an agreed protocol or guideline: 

“It’s identifying them…that’s I think the main concern there, because there’s no real 
structure, you know, like a lot of things in medicine now, you know, apart from the 
experience, most of these junior, these has work with everything’s protocol-driven.  
If you see this, you do this, and you do this”. 
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Richard (ED doctor) agreed and added that it is made more complicated when the older 

person lives with dementia: 

“Dementia patients, I think their care suffers quite badly because they can't care for 
themselves because of they don’t understand their condition.  Because they can't 
always ask for help when they need it and staff don't often recognise the needs of 
dementia patients”. 

 

EMS staff held different perceptions and had various experiences of older people and 

mental health in pre-hospital and ED. From these, they have developed ways of providing 

care within these settings.   
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7. Where to from here? 

Having identified themes of accessing support, criticality of time, environment, 

prioritisation of care needs, communication and perceptions and experiences about older 

people with mental health needs, the final theme focused on moving forward with care.  

 

Professional role and responsibility of the EMS staff 

“…you're either a brain surgeon or a taxi driver”. 

 

The professional role and responsibility of the EMS staff were identified as central to how 

EMS staff interact with and care for older people with mental health needs and their 

families.  

The Northern Ireland Ambulance Service provides care in the community setting, providing 

an essential link between the patient and other areas where care is provided. As Jacob 

(paramedic) explained they need to have a broad knowledge base and a wide variety of 

skills: 

“As I said to a colleague yesterday, we have to know a wee bit about everything, 
but we're not proficient in all areas.  I suppose that's the joys of the ambulance 
service”. 

 

But the importance of having these to a standard that will provide a quality service is 

emphasised by John (paramedic): 

“You’ve got to be a little of a jack of all trades, a master of really of none and yet on 
each one there has to be a level, a standard that’s acceptable”. 

 

This standard of care and being comfortable with your practice is identified by John 

(paramedic), is to do with experience and knowledge: 

“…there are some calls which I feel really good about and you give it to me every 
time. Give me a chest pain, give me someone having a heart attack.  Time after time 
after time I can treat that wonderfully because I suppose it happens more often and 
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the calls which you do more often you become more comfortable… that’s human 
nature, for goodness sake”. 

 

They have interactions with the public in a variety of settings with many different 

presenting complaints including some very distressing scenes: 

“We do deal with a lot of very stressful stuff, and we see a lot of very nasty stuff 
that you try and deal with”. (Jacob, paramedic) 

 

The ambulance staff work with their partners and have developed a way of coping that 

assists them in their daily work: 

“I do all the emotional stuff, they do all the gruesome stuff.  That's how we work 
our roles” .(Grace, ambulance technician) 

 

However, the isolation of working without the support of the MDT leaves the pre-hospital 

staff with extra pressure, they cannot easily ask for help, they have to think on their feet, 

they have to make sure all boxes are ticked before they ‘clear for the next call’.  As John 

(paramedic) explained the importance of safety and risk management in the role: 

“You do think that way because no matter how wonderful you do your last call; your 
next call could be the call that causes somebody harm or injury unwittingly and can 
be life changing for them and career changing for us as paramedics”. 

 

The pre-hospital staff also discussed their changing role with regard to the move away 

from 999 emergency calls to the majority of non-emergency calls, Jane (paramedic) 

outlined the changes: 

“So, part of my job is now evolving to become…to see if a patient can be treated at 
home or can they make their own way or can they go to a GP or a minor injuries 
unit without taking everybody in an ambulance straight to A&E”. 

 

So, the role of the pre-hospital staff is changing and developing to meet the changing needs 

of healthcare. Jane provided an insightful summary of how they were viewed: 

“…you're either a brain surgeon or a taxi driver”. (Jane, paramedic) 
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Pressure on ED hospital staff has been well documented, and the issues of time, culture 

and attitude of staff have been presented. The role of the EMS staff within ED must be 

flexible and adaptable to cope with the ‘fluid environment’ of ED. Julie (ED nurse), believed 

that the role of the experienced nurse was to make connections between issues and 

supervise less experienced staff: 

“I want to have as much contact with them...with any patients compared to the 
nurses that are actually allocated to cubicles.  But I think as a senior nurse, they're 
the ones that you're picking out to go and follow-up and make sure that that junior 
nurse is doing all that they can and linking up to the right services”. 

 

James (RAID doctor), believed that the role of the RAID team in ED was to help educate 

and inform to enable better standards of care for older people with mental health needs: 

“All we just need to do is to keep educating staff, educate families, even educate 
the patient themselves.  And continue to improve our ability to take care for them”. 

 

Sarah (RAID nurse) agreed, emphasising the need for person-centred care: 

“Continue to try and keep that dignity, privacy, give them the respect they deserve, 
give them the time that they deserve.  Just keep working at that, try to keep 
educating staff that one day this could be them”.   

 

Education and training in mental health 

"I think a lot of us aren’t trained" 

 

Some of these issues highlighted by the experience of caring for older people with mental 

health needs in ED identified areas where the EMS staff had acquired or felt they needed 

additional development of personal skills and knowledge in providing care to the older 

person with mental health needs in the pre-hospital and ED environment.  

In the pre-hospital environment Jacob (paramedic) outlined a specific training need: 

“We haven't been given specific training on how to do a specific [mental health] 
patient assessment…I think it would be fantastic if we could get training, further 
training now.  Because I suppose mental health, especially in Northern Ireland, as a 
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whole, has been neglected.  It definitely has been neglected.  And I think because 
we're front line and we're dealing with these types of people, it would be fantastic 
for us to get more of an awareness of how to deal with these people”. 

This was supported by Michael (paramedic): 

“I feel that the service does not keep us updated and perhaps doesn’t show the 
concern for mental health that I feel it should show”. 

 

The development of competence and confidence in caring for older people with mental 

health needs in the pre-hospital environment was seen by Stephen (paramedic) as 

essential: 

“when you’re clinically competent…, then you’re confident”. 

 

EMS staff in both settings have related their professional development to what they have 

learned ‘on the job’. Jacob (paramedic) reflected that: 

“…your employer should be able to supply and provide you with the adequate 
training.  It’s just training on the job we're getting half the time.  And it's all 
piecemeal stuff”. 

 

While Laura (ED nurse) agreed: 

“Mental health…I mean it's a huge issue isn't it?  I think a lot of us aren’t 
trained…because we're general trained, and it's literally some things we've picked 
up over the years.  Sometimes I think, should we have actual trained mental health 
nurses in the department maybe?”. 

 

Lisa (RAID nurse) confirmed that training for the RAID team was ongoing: 

“…we see every type of mental health problem coming through here, I suppose it is 
impossible to do training on absolutely everything before you start, you know, you 
hit the ground running here”.  

 

The need for continuous learning was supported by Carol (RAID nurse): 

“I suppose every time I go and do an assessment I learn more and more stuff”. 
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The EMS staff recognised that being able to assess an older person with mental health 

needs is an important skill for anyone working in their environment, as Julie (ED nurse) 

illustrated: 

“I think it takes a very astute person to pick up that there is a mental health 
problem.  I think we're probably herding lots of elderly people out of here with 
mental health problems that we don't know about”. 

 

Amy (ED doctor) related this skill to making personal connections with the patient and 

observing them at the same time: 

“The nice thing though in a way about doing psychiatric assessments or mental 
health assessments is that quite often your examination is just interacting with the 
person, so you do obviously pick up things, like, if they've pressure of speech or if 
they seem to be looking around the room as if they're hearing somebody else.  So, 
you can do those while you're taking a history about their urine infection or 
whatever else, so you can kind of multitask a bit or try to”. 

 

The recognition of the confidence and competence that develops with training and 

education in caring for an older person with mental health needs in the pre-hospital and 

ED was summarised by Tim (ED doctor): 

“…if people look for it and they find it, then the patient will be treated the way they 
should be”. 

 

Need for continuity of care 

“I don’t think there’s enough support there" 

 

The EMS staff discussed the need for continuity of care for the older person at home, in 

the community setting and in the hospital environment. Pre-hospital staff had an insight 

into the situation faced by many older people living without support as highlighted by 

Grace (ambulance technician): 

“You do find that some of them [older people] struggle an awful lot in the 
community… it makes me cry to go into an awful lot of our houses to see how our 
old folk are living”. 
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Michael (paramedic) questioned the support provided for older people with mental health 

needs in their own homes: 

“[Support workers] …They’re not blind; they have to be seeing this situation, this 
man, this woman is living in and I find it difficult to believe that they’re not passing 
that information on somewhere so, I believe the information has disappeared into 
the ether”. 

 

When the ambulance staff identify an issue, they suggested that there should be a system 

of contacts or network in place where the issues could directly be sorted out: 

“I think it would help as well to have that network in place where, you know, you 
could speak to a social worker that dealt specifically with them or to…[a] psychiatric 
team or someone specific to them.  Like the way you can call for COPD patients, you 
can speak to…a respiratory nurse or something like that.  If you were able to call 
and speak to someone directly about this, to…speak up and get the best package 
put in place for them rather than just put in the back of an ambulance and take 
them off.  To somewhere where they won't get lost in the system”. (Jane, 
paramedic) 

 

Grace (ambulance technician) agreed that continuity of care is vital: 

“I do think it's important that each member of staff that's involved for that person 
right from the start to the finish is on the same hymn sheet… I think if someone, like 
ambulance staff go out and see…that there's a problem, that they should be able 
to follow it through with a department somewhere”. 

 

When the older person is taken to the hospital by the ambulance staff, they are concerned 

that after they are reviewed they are discharged with no support: 

“They go to the hospital; they spend a few hours there; “Yeah, you're all right; you 
can go home now”; they get sent home and they're forgotten about again and then 
they just slump even further.  I just think it's awful”. (Grace, ambulance technician) 

 

Although the RAID team plan and organise referrals prior to discharge as outlined by Lisa 

(RAID nurse): 

“…[we] write like a summary of the assessment and the medical notes and then we 
write, like, a management plan as well so everybody knows not just what we've 
assessed, but what the plan is.  So say, for instance, update GP, will be followed up 
by the community mental health team and RAID will ensure that the patient will be 
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followed up or indeed if the patient needs to be referred to the memory service, that 
we will put in that referral or if the patient needs referral to the community 
addiction team, you know, whatever the plan happens to be we will have that in as 
well”. 

 

EMS ED staff reported problems organising care in the community when the person is 

ready for discharge: 

“I think it depends if the patient is very unwell then it can be a quick, easy case to 
sort out and refer and treat.  Tends to be cases of the more social problems that a 
long time to work out because you're reliant on other teams and community teams 
in order to get them discharged” (Richard, ED nurse). 

 

Mark (ED doctor), agreed who has an impression about the quality of care in the 

community: 

“It’s all very well when you’re here, but then they’re discharged and then 
community services are not wonderful”. 

 

Support for mental health in the community was also a concern for Tim (ED doctor): 

“I don’t think there’s enough support there with the mental health team or the 
community to support this group of people”. 

 

The EMS staff discussed the problems of lack of joined-up care and the effect they 

witnessed on the person in the community and ED setting. Michael (paramedic) voiced 

concern over the lack of planning in the NHS, especially for the ageing population: 

“…it’s a situation that we have to take on board now to prepare for further down 
the line so that at the minute, I feel we… if we’re not ignoring it, we’re definitely 
lacking in it and I think that will lead to a situation where further down the line or 
years down the line we’re going to be fire-fighting or obviously people are going to 
suffer”. 

 

This concern about the future of healthcare turned to the Lack of funding in H&SC system 

and the associated deficits in the care provision for older people with mental health needs.  

Stephen (paramedic) highlighted one of the basic problems with lack of funding: 
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“…we have chronic underfunding in other healthcare, and we’re becoming the 
answer to an awful lot of shortfall.  For instance, if somebody can’t get a GP 
appointment for two weeks, then they’re going to dial 999 because they know 
that somebody will come”.   
 

Mark (ED doctor) agreed stating that inappropriate care management in the community is 

a result of poor funding: 

“…there are probably people being managed in the community that shouldn’t be 
managed in the community.  So, I think we’re doing well, like I said, from a complete 
lack of funding and not even just from the elderly psychiatry point of view, the young 
adolescence psychiatry through to adult, the mental health services just don’t have 
enough money”. 

 

John and Jacob (who are both paramedics) supported this, with concern about the risk of 

harm to the person: 

“They’re at risk here on their own because of mental health issues so that opens up 
a… it opens up new doorways as to how to treat. We can’t now walk away and have 
our job done. So there’s got to be plan B in place”. (John, paramedic)  

“…these people are...they're maybe falling through the system and I think there 
should be more money spent on this system”. (Jacob, paramedic)  

 

This point was emphasised by Grace (ambulance technician) when the lack of funding leads 

to lack of care in the community: 

“…my only concern is about what happens to them after the hospital setting, 
because I don't feel there's enough out there for them, but I understand that the 
money isn't there to be doing things like that”.  

 

EMS staff have made suggestions that could improve the care that is provided to older 

people with mental health needs in the pre-hospital and ED environment: 

• Clarity in role of pre-hospital and ED staff with clear guidelines for caring for older 

people with MH needs e.g. Diversion pathways. 

• Specific training and continuous education in caring for older people with MH 

needs. 
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• Establishment of a network of contacts that would be available to discuss the older 

person in need with EMS staff 24/7. 

• Increased funding for health and social care in a ‘joined up system’ that worked for 

older people with and without mental health needs. 

 

This section presented the findings from face to face interviews with EMS staff. Seven 

themes were developed from the data; accessing support, criticality of time, environment, 

verbal and non-verbal communication, prioritisation of care needs, perceptions and 

experiences about older people and mental health and where to from here?   

 

Summary 

This chapter presented the methods used for data collection in stage two and presented 

the findings and analysis of this stage of the study. Analysis and interpretation of the 

findings are presented firstly from the older person and carer/partner perspective and 

then from the EMS staff perspective. Table 36 below presents the themes for both 

perspectives. There are remarkably similar themes that emerge from both groups of 

participants. Accessing support and Criticality of time are very similar to the theme of 

Getting there, getting in and getting out. The environment is central to all participants and 

the effect communication plays on the positive experience reported by all. Equality of 

treatment and the stigma of having mental health needs are discussed by all participants. 

The themes Where to from here? and Making it better both suggest the importance of 

education and training of staff to provide the best standard of care for older people with 

mental health needs. As well as some similar themes there also was differences in 

perspectives. The EMS staff remained professional in their use of language and examples, 

while the older people with mental health needs and their carers/partners were much 

more passionate in their language and expression. The older people with mental health 

needs and their carers/partners also emphasised their desire to be treated the same as 

everyone else and to be recognised as an individual. 
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Table 36: Themes from both sets of interviews 

The next chapter will discuss these and the other findings from both stages of the study.  

EMS Staff Theme Subtheme Older people Theme Subtheme 
Accessing support Delaying seeking support 

Characteristics, feelings 
and emotions of the older 
person: Being in control. 

Loneliness and isolation 

Family support and coping 
when a loved one has 
mental health needs 

Getting there, getting 
in and getting out 

Personal traits and 

attitudes of older people 

with mental health needs 

 

Decision making prior, 

during and after attending 

ED 

 
The time, culture and 
consequence of waiting Criticality of time Relevance and importance 

of time 

Waiting for care 
Environment  The context of 

environment in pre-
hospital and ED 

Stressful, noisy, busy 

The care environment for 
older people 

Safe and effective care 

Behind the magic doors 

(Older person/carer/ 
partner perceptions 
and experiences of the 
pre-hospital and ED) 

ED system and 

organisation 

 

Layout of the department 

 
Privacy and 
confidentiality 

Verbal and non-
verbal 
communication 

Communicating care 
transitions and transfer of 
care 
 
Collecting and recording 
relevant information 

Seeing the person Equality of treatment 

 

The importance of 

communication 

 
Stigma 

Prioritisation of 
care needs 

A particular approach to 
care 

EMS staff mindset 

The effects of the 
experience on personal 
well-being 

Emotional responses to 

the experience of being in 

ED 

Impact of ED on mental 
health 

Perceptions and 
experiences about 
older people and 
mental health 

Attitudes of EMS staff 
toward mental health 

Stigma surrounding mental 
health 

Experience of caring for 
older people with mental 
health needs 

Older 
person/carer/partner 
perceptions and 
experiences of  the EMS 
staff 

Positive attributes of the 

EMS staff 

 
Lack of understanding and 
caring 

Where to from 
here? 
 

Professional role and 
responsibility of the EMS 
staff 

Education and training in 
mental health  
 
Need for Continuity of 
care 

Making it better Need for physical and 

structural change 

User/carer involvement in 

planning  

Increase in numbers of 

staff and training 

System changes 
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CHAPTER 7  

DISCUSSION CHAPTER 

 

Introduction  

This chapter presents a discussion of the main findings from both stages of data collection. 

This study is the first of its kind to examine the care of older people with mental health 

needs in the pre-hospital and emergency department setting. This study contributes by 

bringing new evidence to the body of knowledge that is available on older people with 

mental health needs. Worldwide demographic trends highlight that there is a demand for 

health and social care services to be more responsive to the needs of older people and 

their families and in particular for older people with mental health needs (NISRA 2015).  

 

The aim of the study was to describe and examine attendance trends and service provision 

to older people with mental health needs in pre-hospital and in-hospital emergency 

medical settings (EMS).  Four objectives guided the study. Firstly, the study provided for 

description and an examination of trends and attendance patterns of older people with 

mental health needs to the EMS across Northern Ireland. This involved data collection from 

six out of nine level one EDs in Northern Ireland. Secondly, the study explored the 

experiences of older people with mental health needs and their carers/partners in the EMS 

setting. Thirdly, the experience of the EMS staff in providing care to the older person with 

mental health needs in the EMS setting were explored. Finally, the study explored the 

extent to which pre-hospital and in-hospital emergency care met the needs of older people 

with mental health needs including how person-centredness was expressed in the data. 

 

Detailed findings from stage one and two were presented and analysed in chapters 5 and 

6. While there was a degree of overlap, five key findings emerged from the study and these 

will form the basis for discussion in this chapter. The five key findings are presented below 

and an illustration of how they were developed from the themes and subthemes is shown 

in Figure 11. 
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Five key findings 

I. Going to ED: Trends and attendance patterns of older people with mental health 

needs.   

 

Compared with the total population of older people, older people with mental     

health needs presented differently to EDs across  age group, gender, day of 

the week and month of the year.  

 

 

II. The Criticality of Time.  

Time influenced and impacted upon every component of the pre-hospital and 

ED environment.  It influenced the way the EMS system was organised and 

functioned and the experience of participants. Time was linked to all the other 

key findings. 

 

III. The Inequality of Care.  

The inequality of care for older people with mental health needs was 

associated with stigma, loneliness, isolation and the level of knowledge and 

understanding of mental health by EMS staff.  

 

IV. EMS System and Physical Environment.  

This reflects  the extent to which the organisation, culture and focus of the 

pre-hospital and emergency department environment negatively impacts 

person-centred care provision for the older person with mental health needs 

and their family.   

 

V. Making it Better: Towards person-centred care in the EMS.  

The final key finding focuses on how person-centred care provision can be 

improved to better respond to the unique needs of older people with mental 

health needs and their carers/partners. 
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Figure 11. Illustration of how the stage one data and stage two themes and subthemes 

informed the key findings  
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i. Going to ED: Trends and patterns of older people with mental health needs  

GOING TO ED:  
TRENDS AND PATTERNS OF OLDER PEOPLE WITH MENTAL HEALTH NEEDS 

• REASONS FOR ATTENDING ED  

• DIFFERENCES IN THE OLDER PEOPLE WITH MENTAL HEALTH NEEDS ATTENDANCE PATTERNS AND THE 

TOTAL SAMPLE 

• ISSUES AROUND DECISION MAKING FOR ATTENDANCE AND PLANNING TO ATTEND ED 

 

The first key finding outlined the patient journey and will be presented in three sections: 

the reasons for attending ED, the differences in the attendance patterns of older people 

with mental health needs  and the total sample and issues around decision making for the 

older person with mental health needs.  The  focus of objective one was to describe and 

analyse the trends and attendance patterns of older people with mental 

health needs to the EMS across Northern Ireland. An exploration of how, when, why, 

where older people access EMS services has the potential to inform a more person-centred 

approach to care. 

In the published NHS data, trends and patterns are linked to five Emergency Department 

(ED or A&E) quality indicators that are published by the NHS to:  

“…help share information on the quality of care of A&E services to stimulate the 
discussion and debate between patients, clinicians, providers and commissioners, 
which is needed in a culture of continuous improvement”.  (NHS Digital, 2017) 

 

The five quality indicators are: left department before being seen for treatment; re-

attendance rate; time to initial assessment; time to treatment; total time in A&E. In 

addition to these indicators, several other care aspects and demographic factors were 

captured in the Symphony system database and were analysed. As mentioned previously, 

eight factors had a statistically significant impact on the amount of time spent in the ED 

(age group, hospital site, gender, having a mental health condition, mode of arrival, hour 

of the day, day of the week and month of the year).  The age groups used for the study 

data are common across the literature (65-74, 75-84 and over 85).  
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Reasons for attending ED 

The older person with mental health needs attended ED for a range of conditions but the 

two most common were behavioural syndromes associated with physiological 

disturbances and physical factors (29.8%). This category is used in the  International 

Statistical Classification of Diseases and Related Health Problems 10th Revision (ICD-10  

2014) chapter. It includes eating disorders, sleep disorders, sexual dysfunction, unspecified 

puerperal mental disorder and  psychological factors affecting physical conditions such as 

asthma or gastric ulcer.  In keeping with the findings of Baker (2017), chest pain/myocardial 

infarction/angina/acute coronary syndrome was also a frequent reason for 

attending (10%). Compared to the total sample, 29.8% for one category is high, with the 

two most common categories in the total sample being classified as shortness of 

breath/Pulmonary Embolism (9.1%) and ‘Other’ (8.8%). It is possible that for the mental 

health sub-sample, the effect of a physical illness on their behaviour is one of the major 

reasons they decide to attend ED. Stress of mental health needs can also increase 

symptoms of physical illness such as chest pain or shortness of breath. This supports the 

links with the reported physical focus of the ED department as reported elsewhere (Goode 

et al. 2014; Goldberg et al. 2014; Pendlebury et al. 2015; McConnell et al. 2016) but also 

raises a question as to why the older person with mental health needs accessed the ED for 

this complaint. EMS staff suggested that they are unable to get an appointment with the 

GP or are unsure of who to contact due to social isolation or lack of family support.  This 

reflects  the findings of other researchers (Naughton et al. 2010; Falkner and Law, 2015 

and  Walsh et al., 2015) who emphasised the relevance of loneliness and isolation as 

factors in decisions to attend ED by the older person.  

 

Differences in the older people with mental health needs attendance patterns and the total 

sample. 

The results  indicate that whilst some patterns are similar to the total sample, many differ 

noticeably. This amount of detailed information on attendance patterns has not been 

presented in the literature to date and the main differences in age group, gender, day and 

month of attendance are discussed in this section.  
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• Differences in the age groups 

In this study, older people who had a mental health need presented to the ED in higher 

numbers within the 65-74 age group by 4% and lower in the other two age groups by 

around 2%. Reasons for these differences in presentations through the age bands are not 

explained in the literature; however, the 65-74 age group could have experienced recent 

changes in their lifestyle due to illness, retirement or financial pressures that could have 

triggered an attendance at ED. Lower attendance figures in the upper age brackets may be 

due to reluctance to attend ED due to previous experiences or the reported isolation and 

lack of support in the community. The findings refute those of Dorning et al. (2015) who 

reported higher attendance rates for their mental health cohort that were 2 or 3 times 

higher than for physical illness. However, there is some consistency in presentation in the 

mental health group across all age groups. Lack of recording of mental health needs could 

be a factor. There is a decreasing pattern of attendance in all age categories in the total 

sample and a similar pattern in the mental health sub-sample which could be accounted 

for by access and mobility issues that can be associated with increasing age and 

comorbidity. This contrasts with the literature that would suggest that as age increases, so 

does the attendance at hospital (HSCIC 2014).  

 

• Gender differences 

Gender differences were apparent with almost 5% more males having attended ED in the 

mental health sub-sample than in the total sample and 5% more females having attended 

in the total sample than in the MH sub-sample. The results revealed further gender 

differences, with just over 1% more females than males having attended in the MH sub-

sample, whereas the figure rose to 9% more females in the total sample. Mental health 

needs are recognised as affecting men and women, but not equally. These results pose a 

question about the prevalence of mental health needs in the male population and the 

likelihood of men seeking help as these findings differ from published figures. Of the entire 

English population during the current study period (2014-2015), more women (33%) 

reported having had a mental health problem than men (19%) (HSCIC 2015). Whilst in 

Northern Ireland 20% of women and 16% of men reported signs of mental health problems 
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(Bell and Scarlett 2015). Suicide numbers recorded in the UK for those over 15 years old 

are 78% male and 22% female (Bromley et al. 2014).  In both the total sample and mental 

health sub-sample, as the age groups increase, so does the proportion of female to males. 

In the 85 years and over mental health group, females are almost double that of males and 

this is in keeping with general demographic trends as reported by the Northern Ireland 

Statistics and Research Agency (NISRA 2016) and the HES (2016) data available for gender 

in English EDs, where 54.5% of older people presenting were female and 45.5% male 

(Baker 2015).  It may be speculated that for the older male with mental health needs, these 

figures could represent unmet care needs and is indicated by the number of older men 

who complete suicide (Canetto 2017). This was confirmed by the EMS staff who explained 

that when older people decide to end their lives they are very successful, and it was seldom 

a cry for help but a decision that they no longer want to live.  

 

• Differences in the preferred day of attendance 

Consistent with the findings of other studies (Crilly et al. 2008; Faulkner and Law  2015; 

Graham et al. 2018), attendance patterns during the week were similar in the mental 

health sub-sample and the total sample, with Monday being the most popular day. The 

popularity of Monday could be the lack of primary care capacity as it is unlikely that there 

is an acute change among the older people  population every Monday morning.  However, 

a swing of 2-3% difference was noted at the weekend with more of the older people with 

mental health needs attending then. Where there is some disparity between the existing 

literature and the total sample is weekend attendance, particularly Sunday.  For the total 

sample, Sunday is the least frequently attended day, followed by Saturday. For the older 

people with mental health needs Sunday and Tuesday had higher attendances. This may 

be for religious or family reasons, when the older people may not have the support of their 

congregations, friends or family raising the issue of social isolation and loneliness 

(Naughton et al.,2010,  Falkner and Law, 2015).  
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• Differences in patterns of attendance during the months of the year 

Attendance throughout the year was more consistent in the total sample with March 

having the highest attendances and November the lowest (a 1.4% difference). There was 

more variation in attendance in the mental health sub-sample with January being the 

highest and July the lowest (a 4.4% difference).   

The most frequently attended month of the year for the older person with mental health 

needs was January. This was higher than any other month by 1.4%. November and 

December were also high. Similarly, August was also a month of high attendance for this 

group. This rise in numbers during and after Christmas and the summer holiday period may 

represent the stress that older people  with mental health needs experience at these times 

due to loneliness and isolation, as explained by the EMS staff. It could also reflect more 

problematic access to GP services during the holiday periods and associated winter 

pressures. The total sample has higher percentage presentations during early spring and  

summer and the mental health sub-sample in the late summer and winter months. These 

figures again refute the previous literature that states that older people present mainly 

during the winter months (Crilly et al. 2008;  Falkner and Law 2015). Older people with 

mental health needs, however, do tend to present in higher numbers in the winter months. 

Patterns of presentation for older people with mental health needs have not been 

presented in the literature in this detail.  However, there is evidence to suggest that older 

people with mental health needs are proportionately higher users of ED than the general 

older population (Hackman et al. 2006).   

 

 

Issues around decision making for attendance and planning to attend ED 

 

• Choice of which hospital to attend 

 

Findings showed a statistical significance between the age of the older person and the 

ED  they attended. For the mental health sub-sample, 42.5% attended a large urban 

hospital with good transport links. Comparing this to the entire population, 

25.3% attended a large rural hospital with good transport links. This study demonstrated 
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that older people who have mental health needs in Northern Ireland preferred to attend 

a large urban city hospital, while the majority of the total sample attended a rural hospital. 

The relevance and reason behind the decision to attend a particular hospital’s ED has not 

been explored in the literature. The choice may be due to locality, familiarity or transport 

links as suggested by the older people with mental health needs and carers/partners. 

Another possible reason for the choice of hospital site for the entire population may reflect 

the effect of living in urban areas during the past few decades for the older person with 

mental health needs. A possible explanation for this could be related to the  impact of ‘The 

Troubles’ on the mental health of older people in Northern Ireland.  There have been 20 

years of peace since signing the Belfast Agreement (NIO 1998), but the previous  29 years 

of conflict may have affected the mental health of our older generation, particularly those 

living in city locations. Anyone who is 65 now would have been 45 at the signing of the 

Good Friday Agreement which means that from the age of 16, they would have 

experienced conflict within Northern Irish society either directly or indirectly (Bunting et 

al. 2012).  Maguire and O’Reilly (2015) report that when social deprivation is considered 

alongside the prescription of medication for mental health problems, those who live in 

urban areas of NI are more likely to have been given medication for anxiety (74%) and 

depression (65%) than those living in rural areas. Grieve et al. (2016) reported that 33% of 

the population in Northern Ireland live in rural areas (which does not include 

small/medium towns or cities). This is a much higher proportion to that reported in 

England and Wales (18.5%) (ONS 2013). In rural areas, the rates of mental health diagnosis 

and treatment have been reported as lower than urban areas (Peen et al. 2009).  

 

 

• Choice of best time to attend the hospital 

 

The time of day when older people with mental health needs most frequently attended ED 

was from 11:00-11.59 and at the same time was also the most popular in the total 

sample.  The decision to attend ED at a particular time could be based on transportation 

links or the lack of access to GP appointments. The decision to attend in the late morning 

tentatively confirms the findings by Crilly et al. (2008) and Faulkner and Law (2015), who 

studied older people but had no mental health focus in the study. Time as a concept in 
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their studies was also examined in time slots, for instance, their morning slots were 7am-

3.29pm and 8am-5pm, however, they both report more frequent attendances in the am. 

This study supports the evidence but clearly indicates a specified hour that is preferred by 

older people.  

 

 

• Choice and decision making for planning the ED 

 

Knowledge of the times when older people in general, and those with mental health needs, 

in particular, attend the department can be used for staff rotas and planning of specialist 

services linked to ED. The least commonly attended time for the mental health sub-sample 

was from 04:00-04:59. The time was similar to the total sample with 05:00-05:59 being the 

least popular. Heat maps and graphs of general times of attendance have been published 

but no indication of when older people with mental health needs attend is provided (Baker 

2017).  To try and plan to staff a department using a predicted patient flow is extremely 

challenging, due to the unpredictable attendance patterns and the influence they place 

upon the time spent in the department. Graham et al. (2018) attempted to predict 

admissions from ED using administrative data in two acute hospitals in Northern Ireland in 

the calendar year 2015, which is a similar time frame to the current study (April 2014-

March 2015). They studied all attendances at two EDs (without any focus on older people 

or mental health) and suggested that by using predictive models such as logistic regression, 

possible patient admissions from ED could be predicted. They contend that there are 

several factors that are related to hospital admission and they are; site, age, care group, 

triage category, arrival mode and previous admissions in the past month and the past year. 

These factors echo the findings of this study with older people, however, mental health is 

a statistically significant factor in this study that was not reported by Graham et al. (2018). 
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ii. The Criticality of Time 

 

THE CRITICALITY OF TIME 

• THE INFLUENCE OF TIME ON THE EMS SYSTEM 
 

• THE WAY TIME INFLUENCED THE OLDER PERSON AND CARER/PARTNER 
 

• THE EFFECT TIME HAD ON EMS STAFF 
 

 

The concept of time is a recurrent theme throughout  the study. The key findings relating 

to criticality of time will be presented in three sections: the influence of time on the EMS 

system, the way time influenced the older person and carer/partner and finally, the effect 

time had on EMS staff.  

The outgoing Chief Nursing Officer for England, Professor Jane Cummings (2017), spoke 

about the gift of time that we can give our patients: 

“Amidst the changes that have occurred over the last 70 years of the NHS, the 
constant that has not changed is time, which is the real connecting currency of 
healthcare. While our time is busy and important, our patients’ time is sacred. It is 
a currency that manifests in many ways, from access targets and waiting lists, to 
staff running around looking for equipment. Even 70 per cent of the NHS budget is 
about time, because staff salaries reflect the amount purchased of their most 
precious commodity; their time”. https://www.england.nhs.uk/blog/valuing-
patients-time/ 

 

The Influence of time on the EMS System 

Time influenced the EMS system in several ways, for instance, participants explained that 

a decision to attend the ED was made when comparing the length of time it took to obtain 

a GP appointment versus the time taken to attend the ED, consequently increasing the 

numbers of people attending ED. Time also determined the decision on the best method 

of arriving at the ED, either by phoning the ambulance or attending by personal transport. 

Time also shaped the EMS system with older people with mental health needs attending 

at different times of the day, day of the week and month of the year than the total sample 

of all older people aged 65 and older.  

https://www.england.nhs.uk/blog/valuing-patients-time/
https://www.england.nhs.uk/blog/valuing-patients-time/
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However, the most outstanding finding related to waiting times. In the current study, eight 

major factors had a significant impact on the amount of time spent in the ED. These factors 

were gender, the hospital site, the age group, having a mental health need, the method of 

arrival at ED and the hour, day and month of arrival.  These figures varied between the 

general older population and those people who had a mental health need. Older people in 

general spent a long time waiting in ED and those who also had a mental health issue 

waited even longer. An explanation for these longer waiting times could be that the EMS 

system is not designed for older people who require detailed assessment often due to 

complexity of care needs with increased age and comorbidity. This supports the findings 

of several authors including Goldberg et al. (2012), Gray et al. (2013) and Adams et al. 

(2015).  

There also could be an increased need for referral to other specialists and departments. 

EMS staff confirmed that this was often the case with older people with complex needs 

having to wait to see a specialist and then wait to be admitted to the hospital. Similar 

findings were reported in a Canadian study by Adams et al. (2015) who found that older 

people with mental health needs had significantly longer ED waiting times, longer hospital 

stays and greater rates of re/admission (22% more) than those without. These figures are 

the opposite of those presented by Latham and Ackroyd-Stolarz (2014) in an American 

study of ED use by older people. They reported that 20.8% of attendances resulted in 

admission to hospital, although this was not confined to older people with mental health 

needs. The reason for this could be differences in reporting/recording statistics or that the 

health care system within the United States of America (USA) is a private system whereby 

the older people who could afford health insurance could be seen earlier which may 

reduce increased comorbidity. 

Another possible explanation for these results is that emergency care operates an open 

access system in Type I emergency departments. This enables the attendee to arrive at the 

reception at any time of the day or night and receive care for any ailment. This open access 

can place pressures on the acute care system within the hospitals, with waiting times 

dependent upon the speed of treatment and the need for admission to the acute hospital 

wards. As an indicator of quality and standard of care, waiting times have been a long-

standing issue. UK Government initiatives such as the NHS plan (DH 2000) and Reforming 
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Emergency Care (DH 2001a) introduced standards of care where 95% of patients who 

attend ED should be admitted, transferred or discharged within four hours of arrival at ED, 

by the year 2004. The increasing pressure on EDs is an international issue and NHS 

Improvement announced in 2016 that the 95% target will remain as a key performance 

indicator and will be used along with clinical standards and other key metrics to evaluate 

waiting time (Baker 2017).  

The four-hour target is unrealistic given the results of this study which demonstrated that 

older people have to wait an average of just over five hours (300.6 minutes) and this 

increases by 44 minutes (344.7 minutes) for the older person who has mental health 

needs. This group also has a greater chance of breaching the four-hour targets (68.8%) 

than the total sample (50.6%). Time spent waiting and the associated inequality of care 

was compounded by another effect of age on the time in the department. As the age group 

increased, there was an associated increase in the length of stay in the department. Much 

smaller numbers of older people with mental health needs attended compared to the total 

sample but stayed in the department much longer. The reasons why older people were 

more likely to breach the 4-hour guidelines relates to increased numbers of presentations 

at ED, complexity and comorbidity of cases, staff numbers and experience of staff as well 

as increased pressure on the entire acute hospital system. These figures are not explained 

in the existing literature but support the move toward more equal priority for older people 

and mental health that has been called for by Royal College of Psychiatrists (2009), DH 

(2011), NICE (2015) and NCEPOD (2017). As the data in this study has shown, it is unrealistic 

to use one standard time of four hours for everyone, without changing the assessment and 

management of care for older people (with and without mental health needs). This will 

continue to contribute to pressure within the ED system for older people and EMS staff.   

There was also a disparity between the length of time spent in the department and the 

hour of the day, along with the numbers of patients presenting. For the total sample, the 

busiest hour in terms of numbers of presentations was the 11th hour of the day, with 8.2% 

attending. This was also the busiest hour for the MH sub-sample with 7.4% attending. 

However, numbers of people in the department did not equate to the longest waits, with 

those occurring for the total sample at the 2nd hour of the day (355.08 minutes) and for 

the MH sub-sample in the 21st hour (427.32 minutes). Reasons for this could be that at 11 
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am in the morning, there is a full complement of staff in the department, along with access 

to all support and referral services necessary in a busy ED. By 9 pm, there has usually been 

a handover to the night shift which has substantially fewer support networks in place to 

make treatment plans, the same would be true for 2 am, where night staff are running the 

department without the same levels of support. 

A further explanation of the effect of time on the EMS system could be the increasing 

numbers of older people attending the ED which could place a strain on both the EMS staff 

and the acute hospital beds.  In this study, findings highlighted that almost 76% of the total 

sample of older people and almost 85% of those who had a mental health need were 

admitted to acute care. This supports the findings of  Blunt (2014) who reported that the 

lack of availability of inpatient hospital beds was associated with an increase in 

overcrowding and reduced patient safety in the ED. Blunt (2014) also emphasised the 

increased pressure  placed upon  emergency departments by a growing population and 

changing climate conditions which are leading to colder weather conditions in winter 

months. The complexity of cases was not seen as a factor that contributed to a decline in 

performance against the four-hour standard, however, not having access to the GP did 

have an impact on the rate of attendance at ED (Blunt 2014).  

Increased pressure on EDs may also have a bearing on patient assessments times. Time 

within the EMS settings pervaded all of the responses from staff. It was the major factor in 

nearly every decision and response, echoing the pressure staff felt working in the pre-

hospital and emergency department settings. Consistent with the findings of other studies 

(Skar et al., 2015;  Pendlebury et al., 2015,  McConnell et al. 2016), time was felt as a 

pressure in the numbers and nature of presentations, the time available to assess, plan, 

treat  and then admit or discharge. The pressure due to the numbers of patients attending 

ED also  influenced handover quality. Pressure impacted on the time ambulance staff had 

to wait in ED and  also cascaded into their ability to handover their patient so that they 

were free to receive another call. All these factors placed more pressure on the system 

and support the findings reported by Turner (2010) and  DeJean et al. (2016).  

 

 



228 
 

 
 

The way time influenced the older person and carer/partner 

The issue of time was evident in the responses ranging from when the older person waited 

to access help, through to the wait to be transferred to the ward or discharged home. The 

clock started ticking when the older person lifted the phone to call for the ambulance or 

decided to go to the ED. Older people and their carers/partners discussed time during the 

interviews and the impact that time had on their journey through the pre-hospital and ED 

experience. Similar findings were noted by Considine et al. (2010), with a good hospital 

experience equating largely to a short wait and vice versa.  

Findings in the current study highlighted the decision-making processes around whether 

to attend ED or not. An influencing factor in the process was that the older person with 

mental health needs did not want to take up or waste anyone’s time. EMS staff also 

discussed that older people (with and without mental health needs) often delayed making 

contact for their health need and were appropriate users of ED, they were not viewed as 

time wasters. A possible explanation for this could be due to the personal traits and 

attitudes of this older generation. During the interviews, several older people stated that 

they wanted to remain independent and in control of their own decision making, without 

being a bother to anyone. This has been recognised by NHS England who introduced 

MindEd in 2018, a website to support older people and their families in making appropriate 

decisions to access care. The older person with mental health needs could be supported 

to communicate their needs and preferences and have shared decision-making processes, 

which are key person-centred quality indicators (NICE, 2015; McCormack and McCance, 

2017). However, if the older person is isolated, this process may be harder to achieve as 

they have less contact with family, friends and health and social care providers with whom 

the conversation about their care could take place.   

Decisions about how to attend the department were also discussed and time was the main 

reason for the choice of how to travel. There was a very high use of ambulances by the 

entire population (53%) and the mental health sub-sample (72%) and will be discussed in 

more detail later in the chapter. Findings highlighted that a decision was made based on 

the time it would take an ambulance to arrive at the person’s home and/or the need to 

get to ED quickly. This decision also evolved into whether the treatment that would be 

given by the EMS staff in the ambulance would be quicker than getting to ED by their own 
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transport and having to wait longer in ED to be treated.  An explanation of this could be 

the previous experience of attendances at ED with family and friends and observation of 

what appeared to be ambulance priority within ED. They may also have had a poor 

experience of waiting leading to frustration in the triage and ambulance triage system. 

Possible lack of information or communication on how the triage system works could have 

contributed to this perception.  Older people and their carers/partners related their 

experience of attending ED by ambulance. It was viewed as a quicker route through the ED 

system with participants differentiating between being an ‘ambulance patient’ and an 

‘ambulatory patient’ in the care they received. This is consistent with the findings of  

Turner (2010) and DeJean et al. (2016) on perceptions and experiences of ambulance 

usage and with the findings of Mason et al. (2007) and Dixon et al. (2008) on the 

effectiveness of paramedic practitioners.  

 

The effect time had on EMS staff 

Staff discussed time as a pressure. Time pressure is exerted upon the pre-hospital staff in 

response times from the moment the call is logged, and the vehicle moves to the patient’s 

location. Pre-hospital staff have time constraints at the point of receiving the call and also 

at handover of the patient to the ED staff. Ambulance staff must hand over the patient in 

a safe and effective manner, and any delay to this handover process impacts their response 

times for subsequent calls. Staff reported that with the increasing numbers of people 

presenting to ED, they were experiencing a greater pressure. They reported that if they 

used their time efficiently they could assess and treat each person quickly and reduce 

waiting times. This required skill in communication, assessment, prioritisation and being 

able to work in a stressful environment. As reported elsewhere, pressure on the health 

care system often created an increase in waiting time despite the best effort of the EMS 

staff team (Skar et al. 2015; Pendlebury et al.,2015; McConnell et al., 2016).  The staff may 

experience this pressure due to several contributing factors within the EMS system. As 

mentioned previously the complexity and diversity of the older populations’ physical and 

mental comorbidities could stretch the accepted ‘normal’ triage assessment limits and 

treatment times within ED. Consideration should be given as to whether it is appropriate 



230 
 

 
 

to use four hour waiting targets for the older population and if streamlining the system 

would be more successful in providing care to this group of people and their families.  

For the EMS staff, the ability to complete an assessment of an older person with mental 

health needs was difficult given the constraints of time. Being able to ask the questions 

about mental health was also discussed in relation to if the question was asked, then the 

staff would have to deal with the answer. This meant that time for assessment and 

treatment would escalate, making delays for other patients. Older people and their 

carers/partners felt that the ability of EMS staff to ask questions and actively listen were 

sometimes lacking. These findings  support existing literature on the lack of mental health 

assessment skills for a range of clinicians in acute settings including ED (Sampson et al. 

2009; Goldberg et al. 2012).  

The ED has been reported as a physically focused environment where the goal of care is to 

fix the issue or problem that the person attending presents within a timely manner (Skar 

et al. 2015 and McConnell et al. 2016).  There is a culture of urgency and immediacy with 

care reportedly not focused on older people or mental health. EMS staff expressed a 

compassion toward the older person who has mental health issues. ED is referred to by 

the EMS and often by the police as a place of safety. This is a concern for some of the EMS 

staff, as they believe that staff shortages, increased pressure of numbers of patients and 

the lack of training in mental health does not always make ED a safe place. These findings 

support the findings in previous studies by Goldberg et al. (2014), Goode et al. (2014), 

Pendlebury et al. (2015).  Despite numerous innovations in care within the pre-hospital 

and ED environment (such as diversion pathways, and specialist mental health 

practitioners) which are targeted at improving services, the system is still not working, with 

the innovations perhaps masking further issues as confirmed by RCP (2009) and O’Shea et 

al. (2015). 
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iii. The Inequality of Care 

THE INEQUALITY OF CARE 

• LONELINESS AND ISOLATION 

• EXPERIENCING STIGMA 

• KNOWLEDGE AND SKILLS IN CARING FOR OLDER PEOPLE WITH MENTAL HEALTH NEEDS 

 

The Royal College of Psychiatrists (RCP) (2009) reported that there had been a lack of focus 

on the care of older people with mental illness within general health care. They stated; 

“…the biggest challenge to the health and social care services in coming decades is 
the ageing population. Despite the pressing need to tackle this challenge the focus 
of government policy has continued to be young people and the economically 
productive. Age discrimination and the increasing need of an ageing population is 
a national priority that will require more than superficial attention and more than 
a piecemeal approach to address”. (P3). 

 

The RCP (2009) urged that the inequality between access to mental health services 

available for younger and older adults is addressed. The Healthcare Commission (2009) 

also recognised the lack of emphasis on mental health services for older people and the 

Department of Health published a call to action in ‘No Health without Mental Health’ 

(2011). NICE (2015) and NHS (2017) have responded with guidelines to assist professionals. 

It is recognised that mental health problems in older people are not a natural consequence 

of ageing and that inequality exists often because of discrimination due to age and mental 

health (National Development Team for Inclusion 2015).  

The key findings on inequality of care will be presented in the following three sections: 

loneliness and isolation, experiencing stigma and finally, knowledge and skills in caring for 

older people with mental health needs. 

 

Loneliness and isolation 

Loneliness and isolation were discussed by the EMS staff as reasons why the older people 

contacted the EMS ambulance staff or attended ED. This reflects the position of the WHO 
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(2015) who reported that due to the dominance of chronic illness, increasing years of life 

may not always add ‘health to years’ in western society, with some older people becoming 

socially isolated due to financial, family or health reasons.  However, none of the older 

people with mental health needs mentioned being lonely or isolated as a reason for 

attending ED. Of course, this could be that those who volunteered to take part were more 

confident and felt supported to take part in the study or perhaps were reluctant to express 

feelings of loneliness. However, EMS staff did highlight their experiences of older people’s 

loneliness, isolation and lack of family support, where mental health had ‘worn out 

relationships’. These findings support key factors in developing depression such as social 

isolation and loneliness which can be linked to poor mental health, dependence on alcohol, 

suicidal ideation and death as which were also reported by Allen et al. (2014).  NICE (2015) 

also recognised that older people who have social care needs and multiple long-term 

conditions are at high risk of becoming socially isolated. Newall and Menec (2017) added 

that when socially isolated, older people do not have a social network or relationships with 

people (quantity of relationships).  It is also possible that EMS staff may have been 

subconsciously stigmatising older people as being lonely and isolated.  

This contrasts with some of the personal traits and attitudes reported by the older people, 

who wished to remain independent and in control of their own lives. This independence 

may work to a certain extent until the older person becomes unwell and unable to cope. 

The EMS staff experienced instances where there was a breakdown in the coping 

mechanisms which required the older person to ask for help. This emphasised the effect 

that physical illness can have on mental health (like delirium or depression associated with 

a chronic physical illness). Being lonely relates more to the quality of relationships (the 

person can be in a relationship and still be lonely). Family was an important area discussed 

by staff and family members were perceived as being either a great support and benefit to 

the older person or staff member or someone who inhibited care provision by lack of 

interest or aggression. This is a concern as The Royal College of Psychiatrists (RCP) (2009) 

reported that the number of older people who live alone is rising, with one-fifth of older 

people feeling lonely and isolated.  

EMS staff also reported that delaying seeking support from primary care and EMS staff was 

a common issue with older people in general. This could be linked to being isolated from 
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the support of people who could advise and assist in meeting their social and health care 

needs. However, the personal traits of privacy, confidentiality and not wanting to be a 

bother could also be a trigger for loneliness and isolation. EMS staff reported that older 

people had presented to pre-hospital or ED with physical complaints because they were 

lonely, particularly around traditional family holiday times like Christmas. These findings 

are  consistent with Naughton et al. (2010) who discussed the relevance of ED as an 

essential area where older people can be assessed and supported. However, it is difficult 

to follow up care within ED where the focus of care is to get a problem fixed (Skar et al. 

2015 and McConnell et al. 2016). Falkner and Law (2015) report the finding of ED as a 

sanctuary for older people who experienced loneliness while Goll (2014) highlighted that 

older people minimise their problems because they fear social rejection, such is the 

importance they place on having contact with others. The reason why the older person 

contacts EMS staff or attends ED could be an attempt to seek help and reduce loneliness 

and isolation as reported by EMS staff. The pre-hospital and ED environment are currently 

the only place an older person can have health care contact twenty-four hours a day and 

seven days a week. It may not be the ideal setting or support network, as reported by the 

EMS staff, but the older people know they can lift the phone, and the EMS staff will 

respond. 

 

Experiencing Stigma 

Stigma is associated with mental ill health and Conner et al. (2010) report that it is still a 

significant barrier to anyone seeking help. Consideration should be given to the stigma 

reported by the participants in this study with the older age groups (75-84 and 85 and over) 

possibly still reluctant to discuss mental health diagnoses with health professionals and 

the 65-74 age group possibly more comfortable with it.  The age of the person may have 

an impact on having the confidence to discuss their mental health. The EMS staff 

confirmed there still appeared to be an embarrassment for the older person, to the extent 

of the subject of mental health being  taboo. Concerningly, stigma was also a major issue 

for the older people with mental health needs. This may be the reason for not disclosing 

mental health needs to EMS staff during triage or treatment which would support the 

findings from Conner et al. (2010) who explained that two types of stigma are often 
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presented: public stigma (the way the public has negative views) and internalised stigma 

(negative attitudes that the person holds about themselves). Findings are also consistent 

with Conner et al. (2010) who argued that depressed older adults do not seek health 

treatment for physical or mental health conditions. Participants reported a lack of privacy 

and confidentiality which contributed to the non-disclosure of MH issues. This was 

emphasised if the participant was still feeling a stigma toward the way their mental health 

need was viewed. One of the older people who lived with dementia gave two main reasons 

for not informing staff of a mental health condition when attending ED for a physical 

problem. First, there was confusion about whose role or responsibility it was to pass on 

the information (GP, paramedic or himself) and second, he was experiencing the 

realisation of how greatly mental health was stigmatised in the way he was spoken to and 

not listened to by EMS staff.  

The issue of stigma was highlighted by both EMS staff and older people with mental health 

needs and their carers/partners. It was given as the reason for non-disclosure by several 

of the participants. They wanted to be treated the same as everyone else and feared their 

mental health need would alter the care given. They were afraid of the staff making a 

judgement about them. To have a positive care experience, they wanted the staff to see 

the person, not the condition or diagnosis. Older people with mental health needs wanted 

staff to listen to their concerns, engage with them in meaningful interactions and establish 

trustworthy relationships with them. Stigma and the reluctance to discuss mental health 

could be a  reason why the numbers of older people with mental health needs in stage one 

of the study were lower than those reported in the literature. It was also extremely difficult 

to recruit from the ED with the original recruitment plan (as explained in the data collection 

and analysis section (page 120), again people may not want to discuss mental health with 

ED staff. This supports the RCP (2009) position that older people with mental health needs 

do not participate in research. One consequence of this is not being able to have a follow-

up review, education or referral to the RAID team if the staff are not aware of mental 

health needs. Similar findings were also discussed by Carter and Reyman (2014) and 

NCEPOD (2017).  
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Knowledge and skills in caring for older people with mental health needs 

Lack of knowledge and experience in the provision of holistic care and support to the older 

people and their carers/partners was experienced in EMS settings. An explanation for this 

could be the lack of training and education on holistic care for this client group within the 

area of pre-hospital and emergency care. Some staff felt that they did not have the 

knowledge and skills to effectively communicate with an older person with mental health 

needs and many requested additional training and education on caring for the older person 

with mental health needs in the EMS setting. This demonstrates the drive to improve 

education and standards of care. There have been educational developments in the form 

of a toolkit from The College of Emergency Medicine to improve mental health care (TCEM 

2013) and the inclusion of competencies for older people and mental health care in the 

National Curriculum and Competency Framework for Emergency Nursing (RCN 2017). The 

College of Paramedics also includes mental health in their latest curriculum guidance 

document (TCOP 2017). It was also evident in the literature that more specialist knowledge 

and skills are required to care for older people (with and without mental health needs) in 

acute settings (Mental Health Foundation 2009; Gray et al. 2013; Bunn et al. 2014; Falkner 

and Law 2015; Šteinmiller et al. 2015). The findings also support the need for specific 

training for all staff to understand the different types of care needs (including the 

environment) of people who are living with dementia and their carers which was also 

evident in the review by Dewing and Dijk (2016). EMS staff including pre-hospital staff 

requested more training and education on caring for older people with mental health 

needs which is also similar to findings from Goode et al. (2014), Dewing and Dijk (2016). 

The older people with mental health needs and their carers/partners requested that there 

was an increase in the numbers of staff as well as training which are the same conclusions 

reached by RCP (2009, 2013).  

To be able to holistically assess and treat this patient group within a short period of time 

requires a high level of competence in both physical and mental health conditions as 

explained by the Mental Health Foundation (2009). Results suggest that the primary focus 

of EMS staff is the culture of ‘fixing problems’ that are usually physically orientated and 

that mental health assessment and care are of a secondary concern.  This supports the 

conclusions of the WHO (2015) who stated that despite the worldwide increasing numbers 
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of older people in society, there remains a low level of training within the area of 

gerontology and a low priority focus for governments.  NICE (2015, 2016) recommend 

training for health and social care practitioners so that they can recognise and respond to 

many of the medical and other support needs of older people. NICE (2015, 2016) also 

highlight the need for health and social care (HSC) practitioners to be able to recognise the 

deterioration of condition and know who to refer older person to for care and support. 

The RCP (2009) recommended that more health and social care professionals are trained 

in mainstream and specialist areas of care of older people with mental health needs. There 

has certainly been an increase in the focus of mental health within the NHS over the past 

decade with guidance documents being produced in England for improving access (NICE 

2016), assessment of the frail older person that includes a geriatric assessment (NHS 2014) 

and new ways of working (Naylor et al. 2017; NHS 2017). In Northern Ireland, the Bamford 

Review of Mental Health and Learning Disability (2007) resulted in an action plan from the 

Northern Ireland Executive which aimed to begin to improve health and social care in 

Northern Ireland alongside the Transforming Your Care review (DHSSPSNI 2011). However, 

in a review for Action Mental Health, Wilson et al. (2015) found that there were still gaps 

in service provision, mainly due to lack of funding. This is consistent with the findings from 

EMS staff who reported a lack of ‘joined-up-care’ for older people with mental health 

needs and who were frustrated by the lack of continuity in community care provision and 

support for carers.  
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iv. The EMS System and Physical Environment 

 

THE EMS SYSTEM AND PHYSICAL ENVIRONMENT 

• PRE-HOSPITAL CARE ENVIRONMENT 

• ED CARE ENVIRONMENT 

 

The findings on the EMS System and Physical Environment will be presented in two 

sections. The first will be the Pre-hospital care environment followed by the ED care 

environment. 

 

Pre-hospital care environment 

Within the pre-hospital environment, one major finding was that the older people with 

mental health needs had a heavy reliance on the Northern Ireland Ambulance Service  

(NIAS).  The percentage of older people with mental health needs who used NIAS was 72%. 

These figures are much higher than the total sample, with 53% using NIAS. These levels are 

much higher than those reported in England, during the study period, an average of 24% 

of older people’s attendances at ED were by ambulance or helicopter (HSCIC 2016). The 

older people viewed the ambulance as a safe way of getting to hospital.  They also valued 

the support and assistance provided by the paramedical staff.  Knowing that the 

ambulance staff stayed with them until they were handed over to the ED staff provided a 

feeling of safety, confirming what Moss et al. (2015) reported as a sense of sanctuary in 

how the person experiences care in ED. The reason for this may explained by participant 

reports that they were  assessed more quickly if taken into the department by ambulance 

where they were seen as an urgent case and hence experienced a shorter waiting time. 

This supports the findings by DeJean et al. (2016) who explored ambulance usage with 

paramedics. They describe patterns of usage as ranging from either emergency calls or 

blatant inappropriate use. According to DeJean et al. (2016) paramedics elaborated further 

explaining what they viewed as ‘appropriate use’ of the ambulance service, which they 

described in terms of extremes of age and urgency of clinical need. They report filling gaps 



238 
 

 
 

in the healthcare system which was also reported in this study. Turner (2010) undertook a 

scoping review of evidence that examined alternatives to ambulance response or 

transportation to A&E. A clear evidence gap was found in the assessment of the whole 

caseload of ambulance calls mapped to the most appropriate area of care. In response to 

the changing demands placed on NIAS, a recent review has been completed for the 

Association of Ambulance Executives to investigate if NIAS could implement a new service 

delivery model based on a system used in the UK (English Ambulance Response 

Programme) (ORH 2017). The new model is designed to provide a system that ensures an 

improved dispatch of appropriate resources and a revision of the existing categories of 

calls. These changes have demonstrated improved responses based on urgency and 

clininal need in England (ORH 2017).   

These initiatives could improve the overall performance of NIAS, but could also mean that 

care for the older person with mental health needs could be more appropriately delivered 

outside  the ED setting. The high use of ambulances (up to 52%) to transport non-urgent 

cases to hospital is placing a great strain on the pre-hospital care system. The health and 

social care system was discussed by NIAS staff in the context of more effective ways of 

working. They suggested the use of more effective handovers, electronic care plans where 

information is available to them before they attend the call, and better joined-up care with 

GPs, social workers and care agencies. Integrated urgent care key performance indicators 

(IUC) are outlined by NHS England (2018) to link the care provided to older people in the 

community before they are taken to ED for treatment.  This may also  assist in earlier 

recognition of areas that need assessment and support. These are being phased into 

Northern Ireland with pathways being used in dementia care and falls assessment. One 

Health and Social Care Trust in Northern Ireland also has a direct assessment unit (DAU) 

where people can be referred directly by the GP thus bypassing ED. Another initiative is a 

hospital diversion nursing team in the same Trust  who provide services such as 

intravenous therapies or blood transfusions in the patient’s own home or in a local clinic. 

The aim of these initiatives is to provide appropriate and timely care for the older person 

which could reduce the need to attend ED, reduce waiting times for those who attend ED 

and reduce delays in referral to the multidisciplinary team.  However, for the mental health 

sub-sample, over 50% made the decision to attend ED themselves which is almost 5% 
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lower than the total sample. It was also the first time they had attended for this condition 

in 97%, which is 3% higher than the total sample. A high majority of 99.7% did not require 

a planned review of treatment, so they would not need to return to the hospital for review.  

So, pathways that are put in place by the GP surgery and Northern Ireland Ambulance 

Service (NIAS) may not have the expected impact because the older person has bypassed 

the pathway process. EMS staff also expressed a  desire for joined-up-care for the older 

person with mental health needs between health and social care provision. 

 

ED care environment 

It is recognised that attending ED is a stressful experience that can often cause fear and 

anxiety. Older people reported that they want professional, competent care including 

information about what is happening and how long they will have to wait. They have 

concerns about the ED design and function of environments and have variable levels of 

tolerance or ability to cope with the situation which supports findings from Bridges (2008) 

and Watson et al. (2009). It is also a major concern for the Royal College of Emergency 

Medicine (2017) who published their Best Practice Guideline which includes fifty care 

standards for emergency care. The checklist includes themes about the environment, the 

ED team, the patient pathway and caring for older patients  and patients with complex 

needs.  

This study has provided important information about the context in which care is provided. 

From data that was collected from staff, older people with mental health needs and their 

carers/partners. Pre-hospital staff are able to see the older person’s home when they 

attend a call. They can assess the conditions in which the person has been living whilst 

making their initial assessment. NIAS staff explained their ability to walk into a situation 

and begin assessing and planning treatment immediately. They are also skilled at working 

in partnership with the older person and their family as well as liaising with the primary 

care services, particularly the GP. They reported issues such as not being able to hand over 

the depth of information that they have gathered to ED staff, often due to the pressure of 

time and limited resources. These areas of care transitions are vitally important in the 

provision of person-centred care as detailed information about the older person can be 
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disregarded /ignored according to the pre-hospital  EMS staff. The reason for this can be 

pressures of time and resources within the acute care system, but within ED particularly. 

This would support the suggestion by Snook et al. (2013) that an essential component of 

pre-hospital care is the development of an evidence base for care including effective 

handover systems/processes.  

The way the older people with mental health needs, carers/partners and EMS staff 

conceptualised care was completely different, and it is the context of what is said that gives 

different perspectives on the topic.  The experience of waiting was discussed by all the 

participants, but there was a greater emphasis placed by the older people and 

carers/partners as they talked passionately about what they had experienced. EMS staff 

remained very professional in their language and comments. This was true about several 

of the themes but waiting and time within the ED environment was the most emotive. EMS 

staff explained their dislike of having older people waiting because their needs were often 

complex. These conclusions are similar to those reached by Goldberg et al. (2012) and 

Adams et al. (2015).  

EMS staff did not think the environment was conducive to the older person especially if 

they had mental health needs. This was confirmed by the older people with mental health 

needs and carers/partners when they explained the emotional and mental toll waiting in 

ED had taken on them. This supports similar findings by Dewing and Dijk (2016). The lack 

of a suitable waiting area was raised by several participants across the hospital sites. The 

length of time they had to wait was emphasised and not in a positive way. Waiting 

appeared to emphasise a loss of control of the situation for the older people with mental 

health needs, who preferred to remain independent. All the participants were aware that 

waiting was part of the health care system of emergency care. However, the very personal 

individual experience of waiting was apparent, which supports the findings from Considine 

et al. (2010). Some of the prominent issues around waiting that were raised by the EMS 

staff were mirrored by the older people and family but the situation remained unchanged.   
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v.   Making it Better: Towards Person-Centred Care in the EMS  

 

MAKING IT BETTER: TOWARDS PERSON-CENTRED CARE IN THE EMS 

• PERSON-CENTREDNESS IN EMS SETTINGS 

• NEED FOR CHANGE 

 

Northern Ireland Context 

For older people with mental health needs who attend the ED, there are some interesting 

findings from this study that relate to the quality of care in the pre-hospital and in ED. The 

percentage of public spending invested in health services in Northern Ireland in 2011-12 

was the lowest in the UK, at 19.7% (compared to 22% in England, 20.4% in Scotland, and 

20.3% in Wales). Northern Ireland has a higher overall rate of mental health problems than 

England (DHSSPS 2014) resulting in the highest estimated average health need per person 

in the UK National Audit Office (NAO) (2012).  According to Ahern and Hine (2012) the 

number of adults who are aged 65 years and older by the year 2025, will make up 20% of 

Northern Ireland’s population and with these projected increases and findings from this 

study, a strategic focus on quality care for older people in the EMS is required.  

The findings on how to make the situation better will be presented in two sections; firstly, 

person-centredness in EMS settings and secondly, the need for change. 

 

Person-centredness in EMS settings 

The rationale for the choice of the Person-Centred Framework (PCF) (McCormack and 

McCance 2017) as the overarching theoretical framework for the study was outlined in 

Chapter 3, with relevance to the method and design in Chapter 4. This study did not set 

out to examine or measure the levels of person-centred care provision by the EMS in 

Northern Ireland, or indeed to ascertain whether it is realistic to expect person-centred 

care as defined by the PCF in EMS settings. However, findings from stage one and two of 

the study have reported health and social care inconsistencies and the impact of these  on 

the care of  older people with mental health needs in the pre-hospital and ED settings. This 

aligns with the 'macro' context of the framework. McCormack and McCance (2017) argue 
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that these external forces including health and social care policy, workforce development, 

strategic leadership and frameworks within health and social care provision are relevant 

in the 'bigger picture' of health and social care provision. The findings of this study 

demonstrate the need for a strategic approach to planning and developing health and 

social care provision for older people with mental health needs. This provision requires 

appropriate resource to meet the current and projected demand for services.  

 

The second element in the Person-Centred Framework is described as the prerequisites; 

what it is to be professionally competent, know ‘self’ with clarity of beliefs and values, have 

interpersonal skills and be committed to the job. Professional competency within EMS staff 

is essential, with a complex skillset needed to work in a dynamic healthcare setting. 

Findings from this study suggest that EMS staff were very clear in their professional ability 

and many talked about the way they delivered care that echoed their own personal beliefs 

and values such as treating the person the way they would want a family member to be 

treated. Areas such as feeling safe and valued, individualised care, feeling supported and 

having a good care experience were all highlighted by older people with mental health 

needs and their carers/partners. However, the responses were very disparate, with some 

reporting the best care experience and others stating it was the worst experience of their 

lives. In this aspect it would be fair to say that the experience is a personal one, with many 

contributing factors that influence the outcomes and the extent to which individual needs 

are met.  There was some dichotomy in the way the older people and their carers/partners 

reported interpersonal skills of the EMS staff with some issues reported in communication 

and compassion.  

 

The third component of the framework focuses on the context in which the care is 

provided. The environment of pre-hospital and ED were major areas of discussion for the 

EMS staff and for the older people with mental health needs and their 

carer/partner.  Stage one results are also important in this component as the decision 

making of the older person was highlighted, particularly in the method of arrival and the 

decision to attend ED. The attendance trends and figures also provided an insight into the 

pressure faced by the EMS staff throughout the year. These components are relevant in 

the pre-hospital and emergency care setting in the context of increasing numbers of 
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people accessing the service and the pressure on the staff to deliver a high standard of 

care.  

 

The fourth element of the framework is person-centred care processes, which focuses on 

the development of person-centred care through working with the patient’s beliefs and 

values, engaging authentically, shared decision-making, being sympathetically present and 

providing holistic care. Some of these elements were apparent in the interviews with the 

EMS staff and the older people with mental health needs and their carer/partner. There 

were also some obvious areas where improvements are required if the person-

centred outcomes are to be achieved. If the first four elements are aligned the results 

could be a good care experience, the existence of a healthful culture, involvement in care, 

and a feeling of well-being (Goode and Black 2013; McCormack and McCance 2010, 

2017).  This would benefit the older person and family/carers and also the EMS staff.  

The extent to which pre-hospital and in-hospital emergency care meets the needs of older 

people with mental health needs was also explored. Whilst this was not examined by the 

use of a tool for measurement, tentative connections are made from the data in both 

stages when compared to existing statistics and literature on the subject. Findings from 

stage one suggest that for the older person with mental health needs in EMS settings, there 

is an inequality of care especially in terms of waiting times and admission to hospital. This 

aspect of their care needs and their specific differences and needs are not being met. 

Almost 85% of older people with mental health needs are admitted to hospital following 

their attendance at ED, this indicates that there is an unmet need in the primary and 

secondary care system in assessing and treating this group of patients. These findings 

outline some of the deficits highlighted by The National Service Framework for Older 

People (DH 2001b) which promoted two standards of care that are relevant to this study. 

The first is that the older person should have person-centred care (standard 2) and that 

good mental health should be promoted and those older people who live with dementia 

and depression should be supported (standard 7). Both of these standards have not been 

even partially achieved. They suggest that there are certain needs that must be achieved 

in order to provide person-centred care to older people. These are that the person should 

be respected as individuals, their dignity and privacy should be respected and that they 
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should be listened to. The findings of this study prove that these have not been achieved. 

Specific differences and needs should be recognised, and the older person should be 

enabled to make informed choices about their care needs. Care should be co-ordinated 

and integrated and carers should be involved and supported. Again, the findings from this 

study indicate that this is not the case.  Moriarty (2005) adds social contact, safety and 

feeling valued and respected to the needs of older people with mental health needs. In 

relation to co-ordinated and integrated care and making informed choices, there has 

certainly been a move toward this goal with the examples of new ways of working, 

especially the success of the RAID team initiative  (NHS 2018) which showed that RAID had 

an impact with a 10.8% reduced length of stay for patients admitted and a 18.7% reduced 

likelihood of admission for those seen in ED. However, the respondents did discuss the lack 

of joined up care between the primary and EMS settings and the impact that lack of 

continuity and communication between the agencies can have on the older person.  

Need for change 

Several areas that required change were discussed by the participants. The first was the 

need for change in the physical environment and structural change of the system including 

the ED environment and how people use it. Older people and their carers/partners made 

suggestions on how to improve their experience of ED which were largely around the 

negative aspects outlined such as a change in the physical structure of ED to make it more 

user friendly. The physical environment itself was also problematic in terms of knowing 

what was happening. Access, privacy, confidentiality and comfort were also discussed as 

major concerns. Waiting in the ED was always described as an unpleasant experience, with 

the noisy, crowded environment causing emotional and mental distress for both the older 

person with mental health needs and their carer/partner. The voice of older people with 

mental health needs have been missing in much of the literature as it is a difficult group to 

recruit due to the lack of participation in research studies as was the case in this study. This 

supports the experiences noted by Bunting et al. 2012, Goldberg et al. 2012, Bradshaw et 

al. 2013, Clissett et al. 2013a, Gray et al. 2013, and Whittamore et al. 2014. The EMS staff 

also identified the EMS system as being under extreme pressure, with pre-hospital staff 

experiencing frustration at the lack of joined-up-care and support for older people with 

mental health needs in the community setting.  
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Older people with mental health needs and their carers/partners also wanted more ED 

staff and more training of the EMS team. They wanted the EMS staff to be able to 

understand their mental health needs as well as their physical problems. It was also 

important that EMS staff knew how mental and physical needs affected them and their 

family. This supports the recommendations from the RCP (2009) and NICE (2015, 2016).  

The need for change was also echoed in the findings from the EMS staff as they also 

identified a need for development in their personal skills and knowledge when caring for 

older people with mental health needs in EMS settings. This supports previous studies by 

Goode et al. (2014) and Dewing and Dijk (2016). 

 

An area that required change according to the EMS staff was the importance and ability to 

communicate effectively both verbally and non-verbally in the EMS setting with the older 

person with mental health needs and with other members of the EMS team. This included 

recording and documenting care at handover and during the time spent in ED. Time once 

again had an influence on the quality of communication. The need for effective 

communication was also discussed by the older person and their carer/partner. Good 

communication skills were vital in making the experience a positive one, and when the 

EMS staff were not able to understand or communicate effectively with the older person 

with mental health needs and their carer/partner, it often led to frustration and lack of 

confidence. The need for effective communication supports previous findings by Elmqvist 

et al. (2008), Bridges et al. (2010), and Dewing and Dijk (2016) 

A more difficult area to address and change was the issue of stigma in mental health. 

Stigma still existed for the older person and their carer/partner and it was a dilemma 

whether to inform the EMS staff about their diagnosis. Being treated the same as everyone 

else was a very important part of the care for them. The EMS staff were also aware of the 

issue of stigma for the older person with mental health needs and towards mental health 

in general. This is recognised by WHO (2017) who have a global strategy for mental health 

and NICE (2016) who have developed guidelines on better access to ED for those with 

mental health needs. Supporting mental health in acute care areas should be a priority, 

given the poor outcomes and inequality of care demonstrated. 

 



246 
 

 
 

Summary  

In conclusion, this chapter has critically discussed five key findings that were derived from 

data analysis across both stages of the study:  Attendance Patterns Of Older People With 

Mental Health Needs, Criticality Of Time, Inequality Of Care, The EMS System And Physical 

Environment, and Making It Better. Issues of concern to the older person and their 

carer/partner and EMS staff were discussed and set in the context of stage one and two 

findings and the existing literature. The relevance of person-centred care to the study 

findings was discussed.  

  

The following chapter will present the conclusions to study, with discussions on the 

contribution to knowledge in this area. The contribution of this study to methods and the 

limitations in the study will be followed by the implications and recommendations for 

areas of policy, clinical and practice education. Recommendations for further research will 

also be suggested. 
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CHAPTER 8  

CONCLUSIONS, RECOMMENDATIONS AND IMPLICATIONS 

 

Introduction 
 

This chapter concludes the study. The chapter begins with outlining the contribution to 

knowledge demonstrated by the findings of this study by giving a  voice to the older person 

with mental health needs in research and education. Following this the contribution to 

knowledge and methods from the study are presented along with limitations to the study. 

The implications and recommendations for health and social care policy, clinical practice, 

education and further research are outlined. The chapter ends with a final conclusion.  

 
 
Contribution to knowledge  

One of the interesting findings of this study was the difficulty in recruiting older people 

with mental health needs and their carers/partners.  Recruitment problems from this 

vulnerable group of people are well documented in the literature (Goldberg et al.  2012; 

Bradshaw et al.  2013; Whittamore et al. 2014) and could explain why so little research has 

been published that gives the older person’s perspective as opposed to clinical outcome 

and assessment data. This supports the conclusions of the RCP (2009) and Bunting et al.  

(2012) when they reported that few older people with mental health needs participate in 

research. Another link to this was the participation from the charity and voluntary sector 

in this research. Some voluntary organisations were extremely keen to participate and 

have their voice heard, whilst others were not keen to be involved. Within the sample, a 

sizable percentage of participants were living with dementia. However, from the results of 

the study, if we could get the care experience right for older people living with  dementia,  

this would  also enhance the  care experience for others  with mental health needs. 

The dementia lobby is strong and consequently people living with dementia are more likely 

to have their voice heard. DementiaNI is an example of how a charity can represent the 

participant’s voice. This charity was established by people living with dementia and for  

people living with dementia. Before the researcher can ask for volunteers who have 

dementia, the researcher must complete ethical forms for Dementia NI and a ‘Closing the 
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Loop’ form (Appendix Ten). This form ensures that the views and opinions of Dementia NI 

members are accurately recorded and represented.  This form is completed by the 

researcher within a timeframe of three months.  The rationale of this process given by 

Dementia NI is to ensure the research output/data collected is utilised for the benefit of 

people living with dementia. This process of participation and feedback will ensure that 

the dementia lobby voice has access to researchers and educators and vice versa and that 

the charity organisations’ aim of improving dementia care remains visible (O’Shea et al. 

2015). By not actively participating, other charities and voluntary agencies may lose their 

voice in research studies and they can become less informed to influence education and 

training, clinical practice as well as health and social care policy. 

This study is the first of its kind to examine the care of older people with mental health 

needs in the pre-hospital and emergency department settings. This study provides a 

unique health care perspective by examining the stage one Honest Broker data in detail. 

Stage one provided a comparison of the attendance patterns of older people with mental 

health needs against the older people without mental health needs. Similar data analysis 

has not been published in the UK. This data has not been presented in this detail and not 

at all in Northern Ireland. 

 

An insightful personal perspective from older people with mental health needs and their 

carers/partners has been provided.  This qualitative information is new regarding their 

experience of pre-hospital and in-hospital emergency care. This is a particularly difficult 

group to recruit and their experiences provide a new insight into care provision. There is 

also a personal perspective from the EMS staff which is new knowledge. No research has 

provided an insight into the care of the older person with mental health needs from the 

pre-hospital paramedic and ambulance staff, from RAID mental health nurses and doctors 

as well as ED nurses and doctors. Important findings have been presented to support the 

existing literature on the inequality of care provision to the older person with mental 

health needs particularly relating to waiting times and rates of admission.  
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Contribution to methodology 
 
This study has provided insight into the use of a medical administrative database for 

research purposes. It has illustrated some of the complex data management issues that 

must be negotiated in order to manage such large health service datasets, ensuring that 

reliability and validity as well as ethical issues are achieved in this type of study.   

The use of the large database for stage one and the qualitative interviews for stage two 

has validated the rationale for using mixed methods to achieve the research aim and 

objectives in this study. The successful integration of mixed methods in this study has 

added to the growing body of evidence for the usefulness of mixed methods research. 

 

 
Limitations to study 

 

Although the study has produced new knowledge and unique insights into the care of older 

people with mental health needs in the EMS, there are some general limitations that 

should be considered.  

 

Although the database provided 74766 cases in one year from April to March, the 

Symphony system was used by six hospital sites, with two Trusts using another patient 

management system.  This meant that although the sample accounted for almost half of 

all presentations by older people in Northern Ireland to EDs, all Trusts were not 

represented. Data from these missing Trusts would have allowed for a true geographical 

generalisability of the data findings which could have enabled a complete review of service 

provision to older people with mental health needs in EDs  across Northern Ireland. 

 

The study was also undertaken in one geographical region in the UK. Northern Ireland has 

a separate political, legal and historical framework that cannot be readily transferred into 

other regions of the UK due to the effect of “The Troubles” on the mental health of people 

in Northern Ireland. However, the study has recognised the inequality of care within this 

health care system and the lack of investment and funding to support mental health. 
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When collecting data from any administrative system, as illustrated in any Government 

statistics, there is a time lag. You are not up to date with the latest figures as they have to 

be collected and analysed and reported on. The latest data available at the time of stage 

one of the study was 2014-15 data.  

 

Consideration must be given to the issue of validity in large database analysis, as noted in 

Chapter 4. Validity relates to the data being correct and accurate for its intended use. At 

the point of data collection on the Symphony system, there were multiple users who 

entered multiple variables into the system, often with an inconsistent approach. There also 

were large numbers of missing, empty cells. A consistent approach to coding was 

employed and all missing data collected, recorded and reported as part of the analysis and 

discussion. 

 

The mental health subsample was considerably smaller (n=1818) than the entire sample 

(n=74, 766). This may have an impact on some of the smaller categories within the ANOVA 

tests and caution should be exercised when interpreting the results.  

 

In qualitative research it is not necessary for the sample size to be representative of its 

population, however the EMS staff interviews reached data saturation at 21 whilst the 

older people and carers/partners reached data saturation at 15, and whilst not a limitation, 

the difference in numbers was acknowledged. The aim of qualitative interviews was to gain 

insight into their personal experiences and therefore the numbers of participants became 

less relevant. EMS staff participants had a good range of experience and the older people 

had a range of different mental health needs.  

 

The number of participants was small. Paramedics and ambulance technicians (6), nurses 

(9), doctors (6), older people with mental health needs (10) and carer/partners (5). In 

qualitative research it is the quality and individual perspective, which is of utmost 

importance, rather than the number of interviews. This study had an explanatory focus in 

stage 2, where the purpose was not on one group of participants but was to obtain an 

explanation from the whole group of participants.  
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The role of the researcher in qualitative research must be noted, despite the steps to 

ensure rigour outlined in chapter 4, it is acknowledged that the researcher is not a neutral 

observer and another researcher may have gathered, interpreted and reported data in a 

different manner. 

 

Implications and recommendations 

 
This section will discuss some important implications and recommendations for policy, 

clinical practice, education and for areas future research. 

 

 
Policy 
 

• The inequality of care that the older person with mental health needs experience 

should be recognised as a health and social care priority, with clear standards of 

improvement outlined for all health and social care providers in the UK.  

• Co-ordination of primary and secondary healthcare provision should consider the 

inequality of care and develop innovative ways of working to improve current 

provision to provide ‘joined-up-care’ for older people with mental health needs.  

• The chronic lack of funding and investment in mental health in Northern Ireland 

should be an urgent matter of concern as it has led to increased pressures on the 

emergency medical services in Northern Ireland. 

• Regional public health education should address the reliance of older people with 

mental health needs on the NIAS. This education programme should also address 

the issue of stigma perceived by the older person with mental health needs. This 

could possibly be addressed through liaison with GPs or community psychiatric 

nurses working with older people with mental health needs and their families. 

• The provision of RAID teams in every acute hospital should be developed and 

funded following a successful independent audit of the RAID team in NHSCT in 2018 

• Older people with mental health needs should be included in the consultation on 

the development and implementation of  primary and secondary health and social 

care support services.   
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Clinical Practice 
 

• Consideration should be given to the impact the built environment has on the older 

person with mental health needs. This includes the access to the ED, including the 

ambulance, the physical environment and the sensory stimulation within the ED. 

The lack of privacy and confidentiality in the ED should also be considered. Older 

people with mental health needs and their carers/partners should be involved in 

this process. 

• Care pathways based on up-to-date evidence should be developed to provide the 

highest possible care for older people with mental health needs and their families. 

Suggestions for inclusion in the care pathway would include a combination of early 

senior doctor review, comprehensive assessment, a conducive and comfortable 

environment and early geriatrician and multidisciplinary team involvement (Wright 

et al 2014). These should be monitored and developed alongside existing key 

performance indicators.  

• The establishment of the RCEM 50 standards for emergency care within ED and pre-

hospital care should be reviewed and regularly audited to establish if they have led 

to improvement in care. Also, care standards regarding time in the department for 

older people with mental health needs should be established, within a care 

pathway. Longer time spent in ED and higher admission rates for older people with 

mental health needs have been demonstrated in this study. Current findings 

suggest four-hour target waiting times are not being achieved and new ‘rapid care 

measures’ are to be piloted by the NHS in 2020, including five new ED targets. In 

these standards those people who attend ED in mental health crisis will receive care 

within one hour (NHS England 2019). This standard would greatly improve the care 

experience of older people with mental health needs in ED. 

• Older people with mental health needs should have a priority triage category as 

they may present with a complex history, comorbidity and sensory or cognitive 

impairment. Traditional triage processes need to include history taking and risk 

reduction. Increasing the amount of time available to triage the older person would 

be beneficial. The development of a national standard proforma to prompt 

questioning for mental health would assist this (RCEM 2018). Access to electronic 
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care records including the medical history and current medication would assist in a 

triage decision for the attending complaint. 

• The very high number of older people with mental health needs who are admitted 

to hospital from ED and who attend ED by NIAS should be audited and the findings 

integrated into the care pathways for older people.  

• Support for the pre-hospital staff at national level in providing a new service 

delivery model should be a priority. This model could include the establishment of 

regional and national electronic care records that are secure and available to the 

staff working in the community setting. Education and training of EMS staff should 

be multidisciplinary with a focus on both older people and mental health to ensure 

effective communication and continuity of care.  

• The recommendations from NCEPOD (2017) to ensure mental health clerking 

details are improved in ED to ensure all details of mental health are recorded in 

order to reduce risk and improve holistic care.  
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Education 
 

• In light of the findings from the study, there needs to be an increased focus on the 

education and training of the MDT on the recognition, treatment and recording of 

mental health needs in the older person in the EMS setting. 

• There is an urgent need for training for all MDT members on effective 

communication with the older person with mental health needs, including the 

effect the physical environment (including sensory stimulation) can have on the 

older person with mental health needs (especially someone living with dementia). 

This training should include the impact this has on the family and how they can be 

involved in care. 

• Education and awareness of the culture of the ED environment of physical first 

should include the information from the WHO (2017) Global strategy for mental 

health and the NICE (2016) guidelines on better access to ED for those with mental 

health needs. Supporting mental health in acute care areas as mentioned in the 

care pathway, should be a priority, given the poor outcomes and inequality of care 

demonstrated. 

• Education is also necessary for older people with mental health needs about their 

decision to attend ED. Support could be provided in the community and could 

include early access to GP services, community psychiatric nurse and or community 

mental health service.   
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Further Research 
 

• Further investigation into the causes of the inequality in outcome for the older 

person with mental health needs in acute care settings is recommended. This could 

answer the questions of why the older people with mental health needs in 

Northern Ireland have such long waiting times in ED and why so many are admitted 

to hospital. 

• The presentation of different age groups and genders could be examined further to 

ascertain why the attendances appear in the manner they do, perhaps focusing on 

the urban and rural divide, more financial security or the impact of living with “The 

Troubles” in Northern Ireland.  

• The issue of stigma would merit further exploration as to why the older people with 

mental health needs still feel stigmatised. Examination is also needed into the 

impact stigma has on their well-being. Stigma also has relevance to the judgements 

they make. It impacts upon their decision making in relation to calling the 

ambulance service, revealing their mental health needs to EMS staff and delaying 

seeking support for their physical and mental health needs. 

• An interesting topic that was an aside from the aims and objectives but became 

very apparent was the issue of participation in research studies by the older person 

with mental health needs and the role of voluntary and charity organisations in 

supporting recruitment. It would be very interesting to explore the motivation to 

participate by some and the lack of participation by others. 

• Further examination of the commonality of the findings from both older people 

with mental health needs and the EMS staff using a qualitative metanalysis. 
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Summary 

This study has described and examined attendance trends and service provision to older 

people with mental health needs in pre-hospital and in-hospital emergency medical 

settings (EMS). Four objectives guided the study. Firstly, the study description and an 

examination of trends and attendance patterns of older people with mental health needs 

to the EMS across Northern Ireland. This involved data collection from six out of nine level 

one EDs in Northern Ireland. Secondly, the study explored the experiences of older people 

with mental health needs and their carers/partners in the EMS setting. Thirdly, the 

experience of the EMS staff in providing care to the older person with mental health needs 

in the EMS setting were explored. Finally, the study explored the extent to which pre-

hospital and in-hospital emergency care met the needs of older people with mental health 

needs.  

Five key findings were derived from the study. These were the attendance patterns of 

older people with mental health needs, the criticality of time, the inequality of care, the 

EMS System and Physical Environment and finally suggestions on how to make it 

better. Issues of concern to the older person and their carer/partner and EMS staff were 

discussed and set in the context of stage one and two findings and the existing literature. 

The relevance of person-centred care to the study findings was discussed. The final chapter 

outlined the conclusions from the study. The need to hear the voice of the older person 

with mental health needs in research and education was highlighted. The contribution to 

knowledge and methodology from the study were presented along with the limitations to 

the study. Finally, the implications and recommendations for health and social care policy, 

clinical practice, education and further research were outlined.  

 

Conclusion 

This study has provided an insight into care provision in the pre-hospital and in-hospital 

emergency care settings. Care provision for older people with mental health needs and 

their carer/partners in the EMS is challenging due to pressure within the health care 

system, attendance patterns, and complexity of care needs. This study has made  

recommendations that could improve the care experience in EMS settings. Particularly, 

attention is needed to establish and develop appropriate support networks for the older 
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person with mental health needs and their family in the community setting to enhance 

decision making by the older person with mental health needs to use EMS resources in a 

timely manner.  The  EMS staff require a suitable environment in which to provide care for 

older people with mental health needs. The development and implementation of national 

guidelines and staff education and training in the assessment and treatment of older 

people with mental health needs in EMS settings could ensure that the care experience is 

a positive one.  
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Literature Review Summary Table 

Author year 
and location 

Aims  
 

Design Sample 
 

Key findings Limitations 

Adams et al 
(2015)   
Canada 
 
 
 

To explore and 
compare key 
indicators of care 
for older adults 
with and without 
mental illness in 
acute hospital. 

Descriptive-
comparative design 
using Clinical 
Database 
Management 
System 
 

Mental illness was 
defined using an 
International 
Classification of 
Disease 10 (ICD- 10) 
ICD-10 diagnostic 
code  

12 502 older 
adults 65 years 
and older 
 
(one year) 

Older people with mental illness are a highly 
vulnerable population and require health care to 
be provided in a timely and thorough manner.  
 

1. They had significantly longer hospital 
stays, greater rates of re/admission, 
longer ER wait times and higher costs 
compared to older adults without MI 
diagnoses. 

2. They were more likely to be discharged to 
a long-term care facility, more likely to die 
in hospital, be admitted as an urgent case 
via ED and from and urban area.  

1. Using large 
databases can 
present issues 
with coding.  
2. Data based on 
medical record 
review can be less 
accurate.  
3. Database was 
not able to 
identify older 
people who 
attended and left 
ED after 
treatment (not 
admitted).  

Bradshaw et 
al (2013)    
UK 
 
 
 

To describe six 
months outcomes 
following an 
emergency 
hospital admission 
for older adults 

with a co- morbid 
mental health 
problem.  

Baseline data 
collected using 
interview and 
recognized tools. 
Follow up interview 
180 days later. 

250 patients 
aged over 70 

Outcomes for older patients admitted to hospital 
with a co- morbid mental health problem are 
variable, but often poor.  
 

1. Thirty-one per cent died within 180 days, 
42% were readmitted and 24% of 
community residents move to care homes 
within 6 months.  

2. Abilities in activities of daily living return 
to pre-acute illness levels in fewer than 
half.  

1. Screening, 
recruitment and 
retention in the 
study was difficult, 
as was obtaining 
consent with 
people with 
mental health 
problems. 
2. Recruitment 
was from one 
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3. Behavioral and psychiatric symptoms 
persist in 71% and new ones develop and 
over half did not recover from being more 
dependent from the acute episode.  
 

A wide range of healthcare services, including 
acute, mental health and community services and 
social care provision is needed to meet the needs 
of this group. 

hospital which can 
limit 
generalizability. 

Bridges et al 
(2010)  
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To explore older 
people’s and their 
relatives’ views on 
and experiences 
of acute 
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Systematic review 
and synthesis of 
qualitative studies 

Jan 1999-June 
2008. 42 
primary studies 
and 1 
systematic 
review 

1. The quality of technical care is often taken 
for granted by older patients. 

2. Good or bad experiences are described 
more in terms of relational aspects of 
care. 

3. Older patients in hospital may feel 
worthless, fearful or not in control of 
what happens. 

4. Three key features of care consistently 
mediated these negative feelings and 
were linked to more positive experiences: 
‘‘creating communities: connect with 
me’’, ‘‘maintaining identity: see who I 
am’’ and ‘‘sharing decision-making: 
include me’’. 

1. Qualitative 
studies only were 
reported.  
2. There is a 
potential for the 
authors’ views to 
be presented in 
the review. 
3.They did not 
include staff 
experiences.  

Bunn et al 
(2014) 
UK 

To evaluate the 
effectiveness of 
fall prevention 
interventions for 
older people with 

Systematic review  Seventeen 
RCTs and four 
uncontrolled 
studies. 

1. The nature of the interventions varied 
considerably and involved a variety of 
components including physical activity 
and exercise, risk assessment, 
environmental modification, staff training, 

1. There is a 
potential for the 
authors’ views to 
be presented in 
the review. 
2. Four 
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mental health 
problems 
being cared for 
across all settings 

increased supervision, patient education, 
and sensory interventions. 

2. Evidence relating to fall reduction was 
inconsistent. 
 

uncontrolled 
studies were 
included which 
could increase the  
risk of bias. 

Bunting et al 
(2012)  
UK 

To present 
epidemiological 
estimates of 
lifetime mental 
disorders across 
NI based on DSM-
IV criteria. Risk 
factors, delays in 
treatment and the 
experience of 
conflict are also 
examined. 

Composite 
International 
Diagnostic 
Interview 
NI Study of Health 
and Stress 
 
Mental illness was 
defined using DSM-
IV 

4340 over 18’s  1. Lifetime prevalence of any disorder was 
39.1% while projected lifetime risk was 
48.6%.  

2. For all disorders, the lifetime prevalence 
was lowest among the 65+ year age 
group.  

3. Individuals who experienced conflict were 
more likely to have had an anxiety, mood 
or impulse-control disorder.  

4. Mental disorders are highly prevalent and 
different disorders first occur within 
narrow age range.  

5. The elevated prevalence of PTSD and the 
importance of living ‘in a region of on- 
going terror’ in predicting lifetime 
disorders suggests that the civil conflict 
has had an additional impact on mental 
health and has implications for the 
targeting of mental health services. 

1. People with 
mental disorders 
are less likely to 
participate in a 
study and report 
stigmatizing 
symptoms. 
2.Standardized 
questions did not 
allow elaboration 
or probing for 
further 
information.   

Carter and 
Reymann  
(2014) 
USA 
 
 

To describe 
patterns of older 
adult patient visits 
to emergency 
departments (EDs) 
for self-harm and 

Nationwide 
Emergency 
Department 
Sample (NEDS) 
database analysis 
 

22444 adults 
aged 65 years 
and older in 
one year. 

1. Approximately 46% of all patient visits to 
the ED by older adults for suicide-related 
injuries were made by adults aged 75 
years or older, with 12% made by adults 
aged 85 years or older.  

1. Use of 
population 
estimates does 
include those who 
do not make it to 
ED and the 
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 suicide-related 
injuries. 

Logistic regression 2. More than half (53%) of all older adult 
suicide-related ED visits were made by 
females.  

3. Roughly 1.2% of older adult suicide-
related ED patient visits ended in death 
and 59% of patient visits resulted in 
hospital admission. 

4. Missing codes represented 50.6% of visits 
which hinders surveillance and 
reporting. 

potentially high 
success rate of 
suicide attempts.  
2. It is difficult to 
discern what is 
deliberate and 
what an accidental 
injury is.   
3. The use of a 
database also 
limits the holistic 
picture of the 
patient data. 
 

Clissett et al 
(2013a)  
UK 
 
 

To explore the 
experiences of 
family carers of 
people with 
cognitive 
impairment 
during admission 
to hospital. 

Non-participant 
observation & 
Qualitative 
interview. 
Strauss and 
Corbin’s framework 
(Nvivo 10 2014 
used) 
 

Families and 
carers of 34 
older people 
over 70 

1. Families reported a problem of ‘disruption 
from normal routine’ and a core process, 
‘gaining or giving a sense of control to 
cope with disruption’.  

2. Family carers responded to disruption 
proactively by trying to make sense of the 
situation and attempting to gain control 
for themselves or the patient. They tried 
to stay informed, communicate with staff 
about the patient and plan for the future 

3. The interaction of the core problem and 
the core process resulted in outcomes 
where family members either valued the 
support of hospital staff and services or 
were highly critical of the care provided. 

1. Obtaining 
informed consent 
and recruitment 
of family and 
carers was 
difficult. 
2. Volunteering to 
participate may be 
due to a very 
positive or 
negative 
experience and 
may not be 
representative.  
3. They may also 
have their own 
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mental health 
issues as a carer. 

Clissett et al 
(2013b)  
UK 
 
 
 

To explore the 
way in which 
current 
approaches to 
care in acute 
settings had the 
potential to 
enhance 
personhood in 
older adults with 
dementia. 

Non-participant 
observation & 
Qualitative 
interview. 
 
Kitwood’s model of 
personhood 

34 patients and 
their relatives 
were recruited: 
this analysis 
focused on the 
29 patients 
with cognitive 
impairment. 

1. Health care professionals in acute settings 
were not grasping all opportunities to 
sustain personhood (Attachment, 
inclusion, identity, occupation and 
comfort) for people with dementia.  

2. There is a need for the concept of person-
centred care to be valued at the level of 
both the individual and the 
organization/team for people with 
dementia to have appropriate care in 
acute settings. 

1. Data collected 
in one trust. 
2. Observation can 
alter the behavior 
of those being 
observed.  
3. The judgments 
on person centred 
care were 
interpretations by 
the research 
team, not 
recorded during 
the study using 
any template. 

Considine et 
al (2010) 
Australia 
 
 
 

To describe older 
people’s 
experiences of 
accessing 
Emergency 
Department (ED) 
care. 

Observation of 
participants and 
care-givers and 
follow-up 
interviews.  

27 participant 
interviews (65 
and over) and 
12 care-givers.  

Four major themes related to access to 
emergency care:  

1. Variation in ED use by older people. 
2. Reluctance to access ED care. 
3. Mixed experiences of waiting. 
4. Perceived factors influencing access to 

emergency care.  
Results of this study highlight important issues 
regarding access and triage elements of the ED 
experience for older people and their care-givers 
and should inform age appropriate triage and 
waiting processes to improve outcomes for older 
ED users. 

1. Convenience 
sampling used to 
target a specific 
group may not be 
generalizable. 
2. Critically ill 
patients were 
excluded so their 
experience along 
with their families 
were not 
represented.  
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Dewing and 
Dijk (2016) 
UK 

To present a 
themed review of 
the literature on 
the acute care of 
people with 
dementia in 
general hospitals. 
 
(person centred 
perspective) 

Thematic literature 
review  
 
2007-2013 

52 publications 
reviewed. 

1. Consequences of being in hospital. 
Admission to hospital is demanding for 
the person with dementia, physically and 
emotionally. Poor detection and 
diagnosis, negative outcomes, longer 
hospital stays, higher mortality rates, 
increased likelihood of falls, functional 
decline, spatial disorientation, possible 
malnutrition and dehydration, increased 
reliance on care givers, depression and 
superimposed delirium are some of the 
reported consequences of being in 
hospital. 

2. The care environment proved difficult as 
Acute care hospital environments are 
generally unsuitable for people with 
dementia.  

3. Cultures of care, the needs of a person 
with dementia are often less of a priority, 
or forgotten altogether, when admitted 
with an acute condition 

4. Challenges for people with dementia, 
their families and staff in acute care.  

1. There is a 
potential for the 
authors’ views to 
be presented in 
the review. 
 

Dixon et al 
(2009)  
 
(same data 
Mason et al 
2007) 
UK 

To assess the cost 
effectiveness of 
the paramedic 
practitioner 
scheme compared 
with usual 
emergency care. 

Cluster RCT 
(paramedic 
practitioner V 
normal emergency 
care) 
 
Database & 

Participants 
aged 60 or 
older 
 
ED attendance 
3018 

1. The intervention group received more PP 
contact time, which appeared to reduce 
the proportion of emergency department 
(ED) attendances (53.3% vs 84.0%) and 
time in the ED (126.6 vs 211.3 minutes).  

2. There was also some evidence of 
increased use of health services in the 

1. Statistics do not 
clearly present the 
actual sample size.  
2. Scheme 
operated in one 
area between 



282 
 

 

Postal 
questionnaire 

days following the incident for patients in 
the intervention group.  

3. Total costs in the intervention group were 
£140 lower when routine data were 
considered. 

certain times of 
the day.  
3. Clearer 
indication 
required of how 
the researchers 
dealt with missing 
data. 

Elmqvist et 
al (2008)  
Sweden 

The aim of this 
study was to 
describe and 
understand the 
patient’s first 
encounter with 
prehospital 
emergency care as 
experienced by 
the patient and 
the first 
responders. 

Unstructured 
interviews 

18 informants 
participated in 
the present 
study: 4 
patients, 1 next 
of kin, 8 
policemen, 2 
firemen and 3 
ambulance 
staff.  

1. There were variations in the patients’ first 
encounter; the encounter with the 
helpless injured body, the confirming 
existential encounter, the encounter 
while waiting, the lived encounter and the 
recapitulated encounter.  

2. These findings highlight the importance of 
a new understanding about empowering 
the patient with narratives throughout 
the whole caring process.  

3. There are also implications for educating 
personnel and students in emergency care 
about the first encounter with the patient 
in emergency care where the senses, the 
time and the narrative are essential 
elements that are unique for each person. 

1. No indication of 
ethical procedures 
to support 
participants if they 
became 
distressed. 

Faulkner and 
Law (2015)  
Australia 

To compare and 
contrast 
administrative 
data with the 
views of hospital 
staff and older 

Multiple methods 
Database ED 
system. 
Focus groups & 
Interview 

Database 
including info 
on patients 
aged 65 years 
and over 

1. Limited insight was gleaned from the 
hospital administrative data other than 
the medical diagnosis. 

2. When asked about unnecessary ED usage, 
professional staff identified individual 
determinants, societal determinants and 

Based on 2 urban 
hospitals with 58 
non-urgent cases.  
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people with 
regard to their 
presentation at 
two emergency 
departments 

(n=2688 
presentations) 
3 focus groups 
with medical, 
nursing and 
allied staff 
(n=30) and  
interviews with 
58 older people 

the health services system as 
explanations.  

3. Older people attended the emergency 
department for a range of reasons that 
may not necessarily reflect the opinions of 
health professionals. For many older 
people the emergency department was an 
appropriate place to attend considering 
their condition, though some 
presentations could be circumvented with 
appropriate and increased services in the 
community. However, as many older 
people suffer comorbidities, careful 
consideration needs to be given as to the 
best possible practices to achieve this. 

Fealy et al 
(2009) 
 
Ireland 
 

To analyse data 
from 
published studies 
reporting nursing 
interventions 
targeted at older 
attendees of 
emergency 
departments 
(EDs), and to 
provide a critical 
appraisal of the 
evidence 
concerning their 
effectiveness 

A systematic review 
of effectiveness 
was conducted 
using the Cochrane 
Effective Practice 
and Organisation of 
Care guidelines and 
a narrative 
synthesis approach 
for data handling 
and presentation. 
The review period 
was 1992 to 31 
August 2008 

n=13 papers 1. The effectiveness of nursing assessment 
and referral interventions for older ED 
attendees has been demonstrated in 
reduced number of postintervention 
hospital admissions and/or 
representations to the ED.  

2. However new problems may be identified 
leading to increased service use. 
 

1. There is a 
potential for the 
authors’ views to 
be presented in 
the review. 
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Goldberg et 
al (2012)  
UK 

To describe the 
current 
prevalence of 
these problems 
among people 
aged 70 and over 
admitted to 
hospital as an 
emergency, 

Two stage 
screening using 
recognized 
assessment tools 

Stage one 
assessment 
n=1004 
Second stage 
n=250 

1. 50% of admitted patients over 70 were 
cognitively impaired, 27% had delirium 
and 8–32% were depressed. Six percent 
had hallucinations, 8% delusions, 21% 
apathy and 9% agitation/aggression (of at 
least moderate severity).  

2. Of those with mental health problems, 
47% were incontinent, 49% needed help 
with feeding and 44% needed major help 
to transfer.  

3. High prevalence of mental health 
problems among older adults admitted to 
general hospitals. These patients have 
high levels of functional dependency, 
psychological and behavioural problems 
which have implications for how they are 
cared for.  

1. One trust 
2. Selected wards 
3. Difficulty in 
recruitment as 
well as reliable 
and accurate 
information 
4. 
Disproportionate 
numbers of 
patients who lived 
locally and who 
visited regularly 
and had longer 
hospital stay. 

Goldberg et 
al (2013)  
UK 

To develop and 
evaluate a best 
practice model of 
general hospital 
acute medical 
care for older 
people with 
cognitive 
impairment. 

Randomised 
controlled trial 
 
Structured non-
participant 
observation  
 
 

600 patients 
aged over 65 
were 
randomized to 
unit or 
standard care 
admitted for 
acute medical 
care 

1. There was no significant difference in days 
spent at home between the specialist unit 
and standard care groups.  

2. Patients on the specialist unit spent 
significantly more time with positive 
mood or engagement and experienced 
more staff interactions that met 
emotional and psychological needs.  

3. More family carers were satisfied with 
care and severe dissatisfaction was 
reduced.  

4. Specialist care for people with delirium 
and dementia improved the experience of 

1. Compromises in 
an acute medical 
facility may have 
led to bias in 
ensuring beds 
were occupied in 
the specialist unit. 
2.Participants 
were recruited 
after 
randomization 
had occurred.  
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patients and satisfaction of carers, but 
there were no convincing benefits in 
health status or service use.  

5. Patients’ experience and carers’ 
satisfaction might be more appropriate 
measures of success for frail older people 
approaching the end of life. 

3. Some data was 
missing.  

Goldberg et 
al (2014)  
UK 

To compare and 
contrast the 
behaviours of 
staff and patients 
on the Medical 
and Mental Health 
Unit and standard 
care wards and to 
provide a 
narrative account 
that helps to 
explain the link 
between 
structure, process 
and reported 
outcomes. 

Observation and 
use of Dementia 
Mapping tool 

Sixty 
observations 
(360 h) were 
made. 

1. Cognitively impaired older patients had 
high physical and psychological needs, 
and were cared for in environments that 
were crowded, noisy and lacked privacy. 

2. Staff mostly prioritised physical over 
psychological needs.  

3. Person-centred care on the Medical and 
Mental Health Unit was mostly delivered 
during activity sessions or meal times by 
activities coordinators.  

4. Patients on the unit were able to walk 
around more freely than on other wards. 

5. Mental health needs were addressed 
more often on the Medical and Mental 
Health Unit than on standard care wards 
but most staff time was still taken up 
delivering physical care.  

6. More patients called out repetitively on 
the Unit and staff were not always able to 
meet the high needs of these patients. 

1. Observation 
does not allow for 
explanation of 
why the person 
behaves or speaks 
in a particular 
way.  
2. Behaviour can 
be altered when 
being observed.  

Goode et al 
(2014) 
UK 

To examine the 
knowledge and 
experience of 

Semi-structured 
interviews 

19 (ten nurses 
and nursing 

1. Views on patients with mental health 
needs who present at EDs differ according 
to each team member’s experience and 

1. Small study, 
findings may not 
be generalised to 
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emergency 
department (ED) 
staff who work 
with people with 
mental health 
needs. 

auxiliaries, 
seven doctors). 

training (confidence, judgement 
perception and support. As well as their 
emotions (including their own feelings 
and attitudes, fears and frustrations).  

2. Some team members have concerns 
about their levels of knowledge and skills. 

3. They discussed the ED environment for 
caring (safety, prioritization and time 
factors) MDT members require more 
appropriate training to raise their 
awareness of issues related to mental 
health. 

EDs elsewhere, or 
to other 
healthcare 
services or 
organisations. 

Gray et al 
(2013) 
Australia, 
Belgium, 
Canada, 
Germany, 
Iceland, 
India, and 
Sweden 

To examine 
functional profiles 
and presence of 
geriatric 
syndromes among 
older patients 
attending 13 
emergency 
departments in 7 
nations. 

Observational 
cohort study using 
interRAI ED tool 

2,282 patients 

aged 75 years 
and older. 

1. The instances of cognitive impairment 
were reported as 26% when in the ED 
compared to 20% prior to the illness. 

2. There was also a suggestion of the 
presence of delirium in 16% of the 
patients as there was an acute change in 
mental state.  

3. 60% of the older people who attended ED 
were admitted into acute care wards. 

4. Over 75% of their patients had at least 
one geriatric syndrome and this pattern 
was consistent across the developed 
nations. 

These patients in the ED require specialist care 
due to cognitive and physical impairment and can 
present at higher risk and suggest an examination 
of current clinical practice and design of EDs 
worldwide is needed. 

1. Large 
metropolitan 
hospitals. 
2. Recruitment 
could be an issue 
in some 
participating sites.  
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Grimmer et 
al (2013) 
Australia 

To estimate the 
risk of functional 
decline after 
discharge for 
older people 
presenting to, and 
discharged  
from, a large 
emergency 
department of a 
tertiary hospital. 

The hospital 
assessment risk 
profile (HARP) tool 

597 non-
Indigenous 
males and 
females aged 
65 years or  
over or 
Aboriginal and 
Torres Strait 
Islander males 
and females 
aged 45 years 
or more, 
without 
diagnosed 
dementia.  

Elderly patients present to and are discharged 
from ED every day.  

1. The routinely administered HARP 
instrument scores suggested that 
approximately half these individuals were 
at-risk of functional decline in one large 
hospital ED. Their HARP scores suggested 
that ~52% were at-risk of functional 
decline (14.1% high risk, 38.5% 
intermediate risk).  

2. We suggest that all over-65 year olds 
presenting at ED without being admitted 
as an inpatient should be considered for 
routine screening for potential 
downstream functional decline, and for 
intervention if indicated. 

1. Potential for 
errors and 
omissions in 
questions at the 
consenting stage 
or omissions by 
staff in the ED 
assessment. 

Hackman et 
al (2006) 
USA 

To identify factors 
associated with 
use of the 
emergency 
department for 
medical reasons 
among individuals 
with serious 
mental illness. 

Interview with 
items from the 
National Health 
Interview Survey 
and other national 
health surveys. 

200 randomly 
selected 
outpatients 
who were 
receiving 
community-
based 
psychiatric care 

1. Emergency department use (37 percent of 
the sample) was negatively associated 
with older age and positively associated 
with the number of co-occurring medical 
conditions, smoking, recent injury, and 
recent change in health care provider.  

2. The relatively high rate of emergency 
department use may be suggestive of 
inappropriate use or may reflect 
perceived barriers to care (not the case in 
older people).  

Future work should identify specific reasons for 
seeking care in the emergency department and 

1. Self-reported 
data can be 
inaccurate and the 
lack of specific 
question to clarify 
the reason for 
presentation at ED 
was missing.  
2. No verification 
of the information 
was sought from 
the medical 
records.  
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develop interventions to optimize appropriate 
emergency department use. 

Joubert et al 
(2013) 
Australia 

To evaluate the 
patient 
experience and 
the resulting  
change over time 
in reported 
depression, 
quality of life, and 
social support 
factors for 
patients who 
present to ED  

Interview with 
items from the 
National Health 
Interview Survey. 
2 stage Geriatric 
Depression 
Screening (GDS-15) 
tool. Manchester 
Short Assessment 
of Quality of Life, 
social support and 
social functioning & 
semi structured 
interview 

66 patients 
aged 65 and 
over with no 
known 
psychiatric 
history- final 
sample of 8 

1. Approximately one in four participants 
experienced mild to moderate depression 
that was related to medical factors and 
associated reduced mobility.  

2. Participants would often not talk about 
symptoms of sadness and depression but 
will rather talk about ‘feeling weak’, or 
‘very bad’. 

1. Relatively small 
sample size for 
quantitative study. 
2. Results are not  
statistically 
compared and 
should be 
interpreted with 
caution.  
3. Rate of consent 
was very low. 

Mason et al 
(2007) 
UK 

To evaluate the 
impact of an 
emergency care 
practitioner (ECP) 
service on the 
practitioners 
themselves, other 
health 
professionals and 
patients 

A mixed-methods 
approach of 
questionnaires and 
interviews 

ECP service  
n = 245 (46.8%) 
Control 
n = 279 (53.2%) 
patients 
recruited 
 
n=16 staff 
interviews 

1. patients in the ECP group received less 
investigations and immediate referral to 
another service provider at their initial 
consultation, more treatments, and were 
more likely to be discharged home. 

2. Patients attended by ECPs reported no 
overall difference in the healthcare 
contacts made in the subsequent 28-day 
period and no difference in health status 

3. No evidence that the intervention 
provided by the ECP service is less 
appropriate than the usual providers in 
the health settings studied. 

1. The method 
of recruitment of 
patients may have 
resulted in 
selectivity. 
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Mather et al 
(2014) 
Australia 
 
 

To clarify: the 
prevalence of 
mental disorder 
and rates of 
psychiatric and 
mental health 
referral; 
disparities in 
medical 
and surgical care 
for those with 
mental disorder; 
and adverse 
events, 
post-operative 
complications and 
length of stay 
(LOS) during 
inpatient stays. 

Literature review n=32 studies 1. The estimated prevalence of mental 
disorder among inpatients of non-
psychiatric hospitals range from around 
4%–46%.  

2. Studies that have assessed the frequency 
of mental health or psychiatry referral 
suggest that between 1% and 10% of non-
psychiatric hospital inpatients will receive 
such a referral. 

3. There is a level of disparity in the 
provision of medical and surgical care for 
those with mental disorder. These 
disparities relate to the type and 
frequency of treatments, interventions 
and procedures offered to, and used by, 
those with mental disorder.  

4. People with mental disorders appear to 
be at increased risk of poor outcomes 
across many surgical and medical 
diagnoses with increased length of stay. 

1. the review was 
not formally 
systematic and did 
not fully assess 
the quality and 
strength of each 
study. 
2. There is a 
potential for the 
authors’ views to 
be presented in 
the review. 

McConnell 
et al (2016) 
UK 
 

To explore the 
international 
literature on 
person-
centredness 
within emergency 
departments. 

Literature review n=39 articles 1. The environment is one that focuses on 
medical-technical interventions.  

2. Patients were viewed in context of 
legitimacy for treatment (A culture of 
worthiness). 

3. Aim to manage the patient journey and 
keep the department running despite 
pressures. 

1. There is a 
potential for the 
authors’ views to 
be presented in 
the review. 
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4. Managerial responsibility for the ED often 
was with the nurse. Power and autonomy 
issues with nurse/doctor relationships, 

5. Patients’ and relatives’ experience of care 
largely recognizes the physical side of 
care. 

6. ED is a stressful environment. 

Moss et al 
(2015) 
NZ 

To understand 
how people who 
present on 
multiple occasions 
to the emergency 
department 
experience their 
health 
professionals’ 
moral 
comportment 

Qualitative 
description of 
interview data 
 
(Use of Tronto’s 
ethic of care as a 
theoretical 
framework for 
analysis) 

People with 
chronic illness 
who had 
multiple 
presentations 
to ED (n = 34) 

1. The majority openly discussed their need 
for safety and for being treated with 
dignity by the ED staff.  

2. The 34 participants were aged between 
17–77 years; 68% were female and 70% 
identified as being NZ Europeans; the 
mean number of ED presentations over 12 
months was 19 (range 6–50+).  

3. No one encountered only ‘care in breach 
of both duty of care and ethic of care’ 
across their multiple presentations. All 
had at least some experience of 
‘consistent duty of care’ or ‘an 
interrupted or mixed ethic of care’.  

4. Some participants predominant 
experience was that of either ‘sustained 
and enmeshed duty and ethic of care’ or 
‘consistent duty of care’. 

1.Interpretation is 
complex and does 
not allow the 
person themselves 
to respond. 
 
 

Moyle et al 
(2010)  
Australia 

To explore 
management for 
older people with 
dementia in an 

Semi-structured 
interviews 

Cross section of 
thirteen staff 
that worked in 
acute medical 

1. Analysis of data revealed five subthemes 
with the overarching theme being 
‘paradoxical care’, in that an inconsistent 
approach to care emphasised safety at 

Small number of 
participants 
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acute hospital 
setting 

or surgical 
wards 

the expense of the person’s well- being 
and dignity.  

2. Subthemes identified were (1) defining 
confusion, (2) everyday challenges, (3) 
cultural barriers (focus on acute, the 
physical environment, focus on safety), 
(4) specialling as care management and 
(5) optimal care practices. 

Naughton et 
al (2010) 
Ireland 

To identify 
physical, 
cognitive, 
demographic and 
socioeconomic 
factors associated 
with repeat ED 
attendance for 
older people 

Structured 
questionnaire using 
recognised 
assessment tools 
and ED electronic 
database 

306 patients 
were 
interviewed. 65 
years or older  

1. Factors predicting re-attendance at ED 
were predominantly related to physical 
and psychological health. Each previous 
hospital admission was likely to triple the 
risk of re-attendance (which are likely to 
be a surrogate marker for poor and 
deteriorating health).  

2. Anxiety and being part of a vulnerable 
network were also independent 
predictors of repeat ED visits. 

3. With the exception of GP contact, there 
were low levels of contact and follow-up 
in the 6 months before the ED visit or for 
patients discharged directly home 
following an ED visit.  

4. The ED appears to act as an important 
safety net for this population regardless 
of economic status or social support 
networks (only 17% were in a vulnerable 
network). An ED visit or repeat visit often 
did not act as a catalyst for referral to 
multi-professional geriatric expertise or 

1. Convenience 
sample and a self-
selecting 
population. 
2. Reliance on 
memory and recall 
may not provide 
accurate 
information  
3. There may be 
incomplete ED 
documentation.  
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the instigation of preventive or 
community services. 

Naughton et 
al (2012) 
Ireland 

To compare the 
characteristics of 
older people who 
present to the 
Emergency 
Department (ED) 
following a fall 
with the general 
older ED 
population and 
examine referral 
patterns following 
ED discharge. 

Face-to-face 
interviews 

306 people 
aged 65 years 
or older 17% of 
whom (53/ 
306) presented 
following a fall 

1. Falls occurred in 17% (53/306) of the 
study population and 43% sustained an 
injury requiring medical intervention. 

2. Patients in the falls group were 
significantly more likely to be female 
(68%), older (79 years (SD 6.6)) and living 
alone (59%).  

3. The physical and mental health profile of 
the falls and non-falls group was similar 
with 30–40% of people in both groups 
experiencing moderate to severe physical 
health impairment.  

4. A third of the falls group was discharged 
from the ED without evidence of referrals.  

1. A convenience 
sample 
 
2. Secondary 
analysis of an 
existing database 
that was not 
specifically 
designed to 
examine falls.  
 
3.Data retrieved 
from ED electronic 
records may be 
incomplete.   

Pendlebury 
et al (2015) 
UK 

To compare the 
abbreviated 
mental test score 
(AMTS) and 
subjective 
memory 
complaint versus 
Montreal 
Cognitive 
Assessment and 
IQCODE on 
admission to 
acute areas 

Abbreviated mental 
test score (AMTS) & 
Montreal Cognitive 
Assessment (MoCA) 
and Informant 
Questionnaire for 
Cognitive Decline in 
the Elderly 
(IQCODE) 

264 patients 

aged ≥75 years 
1. Rates of objective cognitive impairment 

were high affecting around half the cohort 
overall and over a third of those without 
known dementia/delirium in whom 
subjective cognitive complaint agreed 
poorly with objective cognitive deficit.  

2. Many patients without significant pre-
morbid decline nevertheless had objective 
deficits in the acute hospital setting.  

1. Inconsistency in 
completion of one 
memory question 
of the test was 
reported. 
2. Problems with 
ensuring all 
patients were 
assessed within 
72-hour time scale 
was also 
problematic.  
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Rodríguez-
Molinero et 
al (2010) 
Spain 

To analyze the 
elements that 
compose the 
emergency 
physicians' 
criterion for 
selecting elderly 
patients for 
intensive care 
treatment. 

Katz index and 
Informant 
Questionnaire on 
Cognitive Decline in 
the Elderly. (critical 
care) 

101 elderly 
patients, their 
physicians,  
and their 
relatives. 

1. Physicians stated that they would perform 
CPR on 59.6%, admission to MICU in case 
intubation was needed on 48.5%, and 
propose 73.7% for admission to CCU. The 
factors cited by physicians as being taken 
into account in their decisions regarding 
these patients were, in descending order 
of frequency, prior functional status 
(69.3%), age (41.6%), personal history 
(29.7%), current disease (17.8%), prior 
mental status (9.9%), subjective 
assessments of quality of life (4%), family 
or patient preferences (2%), social status 
(2%), and moral considerations (1% “this 
is a patient with the right to live”). 

2. Physicians declared that the patient's 
functional and cognitive capacity were 
relevant factors influencing their decision 
making. Multivariate analysis confirmed 
that physicians' impressions about the 
patients' cognition were determinant in 
some decisions. However, much like that 
for the functional status, physicians' 
recognition of cognitive decline was not 
accurate.  

1. Enrollment of 
emergency 
physicians not in 
training was 
problematic.   

Ruths et al 
(2005) 
UK 

To report the 
rates of Deliberate 
self-harm (DSH) 
among older 
people: a 

Retrospective 
paper and 
electronic notes 
survey 

43 people aged 
65 years and 
over who 
presented with 
deliberate self-

1. The average age was 77.7 years (SD 7.0) 
ranging from 65 to 95 years.  

2. There were 31/ 43 (72%) females. 
3. Information on marital status was missing 

on 12 patients, however 13/31 (41%) 

1. Medical 
documentation 
was difficult to 
find for each 
patient episode.  
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retrospective 
study in Barnet, 
North London 

harm (DSH) to 
A & E  

were living with a partner, 14/31 (45%) 
were widowed and 4/31 (13%) had never 
married. Fifty per cent were living on their 
own.  

4. This study indicates that the vast majority 
of older people who attempt suicide do 
have subsequent contact with psychiatric 
services, although the impact that input 
may have on mortality remains to be 
explored further.  

5. There is a strong likelihood of repeat of 
DSH, but this did not seem to be 
associated with actual suicide in this small 
cohort. 

2. Lack of 
consistency with 
diagnostics and 
patients may have 
been missed.  
 
3.The 
documentation 
was also erratic 
and difficult to 
trace referral and 
follow up 
arrangements.  

Sampson et 
al (2009) 
UK 

To investigate the 
prevalence of 
dementia in older 
people 
undergoing 
emergency 
medical admission 
and its effect on 
outcomes 

Longitudinal study 
using assessment 
tools Mini-Mental 
State Examination 
(MMSE) structured 
clinical assessment 
based on 
operationalised 
DSM–IV criteria 
Functional 
Assessment Staging 
(FAST) scale. 
Data was collected 
using ICD10 
diagnosis codes. 

710 people 
over 70 years 
old, were 
screened to 
detect and 
exclude those 
with delirium. 
The remaining 
617 people 
were included 
in this analysis. 

1. The three most common causes of 
admission were pneumonia (16.0%), 
urinary tract infection (9.1%) and acute 
cardiac ischaemia (9.2%). Admissions for 
pneumonia or urinary tract infections 
were associated with increasing severity 
of cognitive impairment and dementia. 

2. 42.4% had dementia (only half diagnosed 
prior to admission). In men aged 70–79, 
dementia prevalence was16.4%, rising to 
48.8% of those over 90. In women, 29.6% 
aged 70–79 had dementia, rising to 75.0% 
aged over 90. There was a much higher 
prevalence of cognitive impairment and 
dementia in people admitted from 

1. Single acute 
hospital.  
2. Assessment was 
in an area with 
rapid patient 
turnover rate, in a 
challenging and 
busy environment.  
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residential and nursing homes than those 
admitted from other settings  

3. There were no differences between the 
groups in terms of chronic health status 
but participants with cognitive 
impairment and dementia had higher 
Waterlow scores, greater risk of pressure 
sores on admission and significantly 
higher APACHE scores. 

4. Median length of admission was shorter 
in people who were cognitively intact. 

5. Acute medical in-patients with cognitive 
impairment and dementia have high 
short-term mortality after acute medical 
admission. Over three times as many 
people with dementia (18%) and five 
times as many with MMSE scores of 0–15 
(24%) died during their index admission.  

Sampson et 
al (2013) 
UK 

To examine the 
effect of dementia 
on longer term 
survival after 
hospital 
admission, and to 
assess whether 
dementia is an 
independent 
predictor of 
mortality. T 

Further analysis of 
above data 
(relating to 
survival) 

616 people (70 
years and 
older) with 
unplanned 
medical 
admission. 

1. People with dementia had half the 
survival time of those without dementia. 
Patients with DSM-IV dementia and with 
increasing functional impairment, as 
measured by the FAST scale had higher 
mortality rates.  

2. Of people with dementia, 48% had died 
by 12 months after admission, com- pared 
with 33% of those without dementia. In 
those with the most severe dementia 
(FAST scores of 6–7), 50% had died by 12 

1. Single hospital 
site 
2. They may not 
have had full 
information on 
participants’ past 
medical history 
and all 
contributing 
factors. 
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months from the index hospital 
admission.  

3. Median survival was 2.7 years for those 
with no dementia compared with 1.1 year 
for those with dementia .  

Schnitker et 
al (2011) 
Australia 
 

To review papers 
regarding 
negative health 
outcomes and 
adverse 
events 
experienced by 
older patients in 
the emergency 
department (ED). 

Systematic review n=64 studies 1. Outcomes related to changes in health 
status: Indicates the level of health of the 
patient (functional decline, death rate). 

2. Administrative outcomes suggesting a 
negative health outcome (readmission 
and subsequent hospitalization, 
institutionalization) 

3. Adverse events potentially associated 
with suboptimal ED practice: Suboptimal 
care is given care below the optimum 
(under triage of illness severity, lack of 
recognition of geriatric syndrome, 
medication related events, poor 
communication).  

 

1. There is a 
potential for the 
authors’ views to 
be presented in 
the review. 
2. There was a 
significant 
variation in 
the age of the 
study participants 
among studies, 
which could limit 
generalizability of 
findings.. 

Schnitker et 
al (2015) 
Australia 

To develop 
process quality 
indicators (PQIs) 
to support the 
improvement of 
care services for 
older people with 
cognitive 
impairment in 

Testing of a new 
tool for process 
quality indicators 
(PQIs) 

580 older ED 
patients 70 
years and over 

1. New PQIs targeted cognitive screening, 
delirium screening, delirium risk 
assessment, evaluation of acute change in 
mental status, delirium etiology, proxy 
notification, collateral history, 
involvement of a nominated support 
person, pain assessment, post discharge 
follow-up, and ED length of stay. 

2. PQI use may lead to improved care for 
older ED patients with cognitive 

1. There is no 
agreed-upon 
methodology for 
the development 
of robust and 
clinically useful 
quality indicators. 
2. Insufficient 
sample size to find 
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emergency 
departments (ED). 

impairment. As stated previously, 
applying the set of PQI in EDs will enable 
quantifying quality of care and will 
support decisions as to where efforts to 
improve care for older people with 
cognitive impairment should be focused. 

significant triggers 
for comparison. 
3. Some issues on 
standardization of 
assessment of 
cognitive 
impairment. 
4. Not all data 
could be collected 
on all patients. 

Skar et al 
(2015) 
 
Canada 
 
 
 

To examine the 
impact 
of ED micro 
culture on 
geriatric care to 
understand the 
problem and 
to identify what is 
needed to 
improve geriatric 
care and 
outcomes 

Modified scoping 
study 

n=19 articles  1. Artifacts are the visible manifestations 
of organizational culture such as ED being 
the front door of the hospital, having a 
reception and triage and waiting room. 
People cannot be turned away and are 
seen in priority. Multiple clients attend 
and are moved through the department. 
Flooring for easy cleaning and lights are 
on 24/7. Staff clothing does not assist the 
client in understanding role. 

2. Values and beliefs versus assumptions. 
ED’s are for urgent cases, a safety net, 
older people are not a priority, or receive 
the best care, not enough time in ED, it 
needs to be a good team, ED nurses are 
competent in acute cases but not so good 
at basic nursing care. 

1. The risk of bias 
is higher when 
data extraction is 
done by a single 
graduate student 
rather than a 
team. 
2 Quantitative 
studies were not 
included in the 
study. 

Šteinmiller 
et al (2015) 
Finland 

To identify studies 
That focused on 
older patients 

Literature review n=25 studies 1. The highest proportion of older people 
visited the ED because of multiple health 
conditions.  

1. There was a 
lack of qualitative 
studies focusing 
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 admitted to Eds 
and to determine 
the reasons for 
the visits 

2. The reasons for the visits were 
cardiovascular, mental health, 
musculoskeletal and abdominal 
conditions; adverse drug reactions; 
dermatological, neurological and 
respiratory conditions; poor health status; 
accidents; and the influence of time 
factors such as time of day, week or 
season.  

3. Factors that affected the discharge 
process were unresolved problems, 
health risk identification, aftercare 
instructions, medication prescribed at 
discharge and patient’s residence before 
ED admission.  

4. Factors associated with repeat ED visits 
were sociodemographic characteristics, 
social problems, health problems, need 
for systematic health assessment, 
healthcare service use and inadequacy of 
care provided. 

specifically on 
older people 
presenting to EDs. 
2. There is a 
potential for the 
authors’ views to 
be presented in 
the review. 
 

Sundström 
and 
Dahlberg 
(2010) 
Sweden 

To explore 
assessments in 
pre-hospital  
emergency care 
provided by 
professional 
carers in the 
ambulance 
services, both for 

Participant 
observation, 
interviews field 
note 

36 carers/ 
ambulance 
staff 

1. It is important for the professional carers’ 
to recognize the patient’s lifeworld as an 
essential part of assessment.  

2. The carers’ openness to the situation and 
to the patient’s suffering and needs vary 
from being of minor interest to complete 
focus of the assessment.  

3. It seems that assessments that focus 
solely on a patient’s medical condition can 

1.Particpant 
observation can 
influence the 
research 
participants. 
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critical and non-
critical conditions 

be an obstacle to a full understanding of 
the individual, and thereby the illness per 
se. 

4.  A caring assessment based on an 
encounter and a dialogue between 
patient and carer, characterised by 
inviting the patient to participate, adds 
further dimensions to the objective data. 
Therefore, the inclusion of the patient 
perspective relieves suffering and enables 
more safe decisions. 

Walsh et al 
(2015) 
USA 

To identify among 
older adults with 
mental disorders 
factors associated 
with those who 
present to 
emergency 
departments (EDs) 
for mental health 
reasons versus 
those who do not. 

A secondary, cross-
sectional analysis of 
the Medical 
Expenditure Panel 
Survey (MEPS), 
which comprises a 
representative 
sample of the U.S. 
civilian 
noninstitutionalized 
population. 

The analysis 
sample (2,757) 
included the 
177 persons 
with at least 
one mental 
health ED visit 
and the 2,580 
persons with 
mental 
disorders 
without such a 
visit. 

1. Logistic regression analysis indicated that 
four need factors (adjustment disorder, 
psychosis, fair perceived physical health 
status, and anxiety disorder) and two 
predisposing characteristics (widowed 
and living alone and female) were 
significantly associated with older adults 
with mental disorders who present to an 
ED for mental health reasons.  

2. Good perceived mental health status was 
protective against presenting to an ED.  
EDs that serve populations with higher 
proportions of older persons that are 
women, widowed and living alone, with 
adjustment disorder, psychosis, anxiety 
disorders, or fair perceived physical health 
should expect to have a greater likelihood 
of older persons visiting the ED for mental 
health reasons. 

1. Secondary 
analysis of 
documentation 
does not allow for 
exploration or 
further 
investigation.  
2. Cognisance of 
the original 
purpose of the 
research should 
be given. 
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Whittamore 
et al (2014) 
Uk 

To measure the 
prevalence and 
outcomes of 
delirium for 
patients over 70 
admitted to a 
general hospital 
for acute medical 
care and to assess 
the validity of the 
Delirium Rating 
Scale-Revised-98 
(DRS-R-98) in this 
setting. 

Testing of a 
delirium rating 
scale. 

249 patients 
over 70, likely 
to have mental 
health 
problems. They 
were assessed 
for health 
status at 
baseline and 
followed over 6 
months. A sub-
sample of 93 
participants 
was assessed 
clinically for 
delirium. 

1. 27% of all older medical patients admitted 
to hospital had DRS-diagnosed delirium, 
and 41% had dementia (including 19% 
with co-morbid delirium and dementia). 

2. Compared with clinician diagnosis, DRS-R-
98 sensitivity was at least 0.75, specificity 
0.71. DRS-diagnosed delirium was 
associated with cognitive impairment, 
mood, behavioural and psychological 
symptoms, activities of daily living, and 
number of drugs prescribed, supporting 
construct validity.  

3. Of those with DRS-diagnosed delirium, 
37% died within 6 months . 43% had 
reversible cognitive impairment, but only 
25% had clinically important recovery in 
activities of daily living.  

4. Behavioural and psychological symptoms 
were common and mostly resolved, but 
new symptoms frequently developed. 
Delirium is common. Some, but not all, 
features are reversible. DRS-R-98 has 
reasonable validity in populations where 
co-morbid dementia is prevalent. 

1. Difficult 
population to 
recruit, more frail 
and vulnerable 
patients may have 
been 
underrepresented.  
 
 
2. Clinical 
assessment was 
not made on the 
same day as the 
DRS-R-98 and 
transient cases 
may have been 
missed. 
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Appendix Two 

Comparison diagram from stage one findings between entire sample and mental health 

subsample showing questions for interview schedule  

 

 Entire Sample Mental health 
subsample 

Questions for interview 

Sample 74766 1818 (2.43% of entire 
sample) 

 

Highest number 
of presentations 
(months) 

December 2014  
March        2015 

November 2014  
January 2015 

EMS staff 
Could you describe the 
system you use to assess 
older people with mental 
health needs in the 
prehospital /ED? What 
happens to this 
information? Probe for 
info on protocol use NIAS 
Triage/ Symphony 
system (ED). 
Is the system adequate 
to assist in your record 
keeping? Could you 
suggest why some 
information may not be 
recorded?  Probe for 
suggestions to improve. 
Service user/carer 
Can you tell me about 
how you/ your family 
member were assessed 
when you arrived in the 
emergency department? 
Did you inform the staff 
of MH history? Did they 
ask and record? 
 

Most frequently 
attended time 

11:00-11.59 hours 11:00-11.59 hours 

Least frequently 
attended time 

05:00-05:59 hours 04:00-04:59 

Most frequently 
attended day 

Monday Monday 

Least frequently 
attended day 

Sunday Saturday 

Most frequently 
recorded 
condition 
 

Shortness of 
breath/Pulmonary 
Embolism (n=6156, 
9.1%) 

Behavioural 
syndromes associated 
with physiological 
disturbances and 
physical factors 
(n=541, 29.8%) 

Decision to 
attend ED 
 

Made by the older 
person themselves (n= 
36779, 54.5%) 

Made by the older 
person themselves 
(n=919, 50.9%), 

EMS staff 
What factors do you 
think would influence an 
older person with mental 
health needs decision to 
attend ED? Probe for 
environment, support 

Mode of arrival 44% of older people in 
Northern Ireland 
attended by their own 
or private transport, 
whilst 53% (30.7% 
emergency plus 22.3 % 

27% of older people in 
Northern Ireland 
attended by their own 
or private transport, 
whilst 72% (46.6% 
emergency plus 25% 

Service user/carer 
How did you (or your 
relative) get to the 
emergency department?  
What factors influenced 
this decision?   
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non-urgent ambulance) 
attended using the 
Northern Ireland 
Ambulance Service 
(NIAS). 

non-urgent 
ambulance) attended 
by using the Northern 
Ireland Ambulance 
Service (NIAS). 

Attendance by 
Gender 

Females represented 
55.7% of the over 65-
year age group with 
males at 44.3%. More 
females than males 
present in both 75-84 
and 85+ groups. 

51% of this cohort 
were female (n=920) 
and 49% percent of 
the cohort were male 
(n= 898). In the 85 and 
over group almost 
twice as many females 
presented to ED than 
male 

 

Waiting time Older people have 
50.6% chance of waiting 
longer than 4 hours in 
ED, but this reduces to 
1.7% chance of 
spending over 12 hours 
in the department. 
 
Mean time in 
department 300.6 
minutes (range 184.6-
356.7) 

Older people have 
68.8% chance of 
waiting longer than 4 
hours in ED, but this 
reduces to 3.5% 
chance of spending 
over 12 hours in the 
department. 
 
The mean time spent 
in ED 344.7 minutes 
(ranges 337.5-427.3).  

EMS staff 
How would you describe 
your experience of the 
environment of the 
prehospital and ED for 
delivery of care to older 
people with mental 
health needs? Probe for 
waiting times, priority, 
referrals, 

First attendance 
for condition 

70110 (94.2%) 1764 (97%)  

Age group 
attendance 

Those who were aged 
65-74 presented more 
frequently (n=30185) 
which represented 
40.37% 

Those who were aged 
65-74 presented more 
frequently (n=801) 
which represented 
44.1% 

How would you 
recognise and 
report/document the 
mental health needs of 
an older person in 
prehospital /ED? What 
skills have you 
developed? 

Missing data   Service user/carer 
Did you inform the staff 
about your mental health 
history when they were 
doing their initial 
assessment; what were 
the response? Did they 
assess for your MH care 
needs? 

 

  



303 
 

 

Appendix Three 

Related health problems code book  

 

Table for classification of somatic/ physical presentations and injuries to ED  (other than 

ICD chapter 5) 

Injury/affected area 

1 Ear Nose Throat (ENT) 

2 Face (including eyes)  

3 Neck 

4 Shoulder 

5 Back 

6 Chest 

7 Arm (including hand/wrist) 

8 Abdomen 

9 Pelvis/Groin 

10 Leg ( including knee ankle foot femur hip) 

11 Major trauma/RTC 

Condition area: Neurological  

12 Stroke/TIA/SAH/SDH 

13 Headache 

14 Seizure 

15 Dizziness/blackout/LOC/Weakness/Unresponsive 

16 Head injury minor 

17 Head injury major 

Condition area: Cardiovascular 

18 Chest pain 

19 Collapse (Including arrest) 

20 Electrolyte/haematological dysfunction 

21 Myocardial infarction/Angina/ACS 

22 CVS dysfunction (Hypotension, hypertension, DVT, HF, Bleeding) 

Condition area: Respiratory 

23 Chest infection/Pneumonia/Haemoptysis/Cough 

24 Shortness of breath/ PE 

25 Exacerbation of any airway disease 

26 Airway issue 

Condition area: Endocrine 

27 Diabetes related 

28 Endocrine condition related 

Condition area: Digestive 

29 Nausea/ Vomiting/Haematemesis 

30 Diahorrea/Malaena/PR-GI Bleed 

31 Abdominal pain 

Condition area: Excretory 

32 Urinary tract infection/Haematuria/Kidney stones- pain 

33 Bowel/UT obstruction/other 

Non-specified  
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34 Assault 

35 Falls 

36 Intoxication/dependence/substance abuse 

37 Overdose 

38 Poisoning 

39 Self-harm  

40 Attempt Suicide/suicidal 

41 Organic, including symptomatic, mental disorders 

42 Mental and behavioural disorders due to psychoactive substance use 

43 Schizophrenia, schizotypal and delusional disorders 

44 Mood [affective] disorders 

45 Neurotic, stress-related and somatoform disorders 

46 Behavioural syndromes associated with physiological disturbances and physical 
factors 

47 Disorders of adult personality and behaviour 

48 Unspecified mental disorder 

49 Sepsis/infection 

50 Unknown 

51 Fracture 

55 AAA 

56 Unwell/generalised deterioration 

57 Allergy/reaction/rash 

58 other 

59 dehydration 

60 Hypothermia 

61 Burn 

62 Hyperthermic/Fever/ rigors 

63 Limb 

64 Not disclosed 

65 Fracture/dislocation/laceration/wound/abrasion/sprain/contusion 

66 Musculoskeletal pain/arthritis/arthropathy/inflammation   

67 Left department before assessment 
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Appendix Four 

ICD-10 Mental Health Chapter 5 code book  

International Statistical Classification of Diseases and Related Health Problems 10th 

Revision    (ICD-10) Version for 2010 

Chapter V    Mental and behavioural disorders   (F00-F99)  

 

Organic, including symptomatic, mental disorders=41 
 

F00* Dementia in Alzheimer disease 

F01 Vascular dementia 

F02 Dementia in other diseases classified elsewhere (Eg CJD, Huntington’s, Parkinson’s) 

F03 Unspecified dementia 

F04 Organic amnesic syndrome, not induced by alcohol and other psychoactive 
substances 

F05 Delirium, not induced by alcohol and other psychoactive substances 

F06 Other mental disorders due to brain damage and dysfunction and to physical disease 

F07 Personality and behavioural disorders due to brain disease, damage and dysfunction 

F09 Unspecified organic or symptomatic mental disorder 

Mental and behavioural disorders due to psychoactive substance use=42 
 

F10 Mental and behavioural disorders due to use of alcohol 

F11 Mental and behavioural disorders due to use of opioids 

F12 Mental and behavioural disorders due to use of cannabinoids 

F13 Mental and behavioural disorders due to use of sedatives or hypnotics 

F14 Mental and behavioural disorders due to use of cocaine 

F15 Mental and behavioural disorders due to use of other stimulants, including caffeine 

F16 Mental and behavioural disorders due to use of hallucinogens 

F17 Mental and behavioural disorders due to use of tobacco 

F18 Mental and behavioural disorders due to use of volatile solvents 

F19 Mental and behavioural disorders due to multiple drug use and use of other 
psychoactive substances 

Schizophrenia, schizotypal and delusional disorders=43 
 

F20 Schizophrenia 

F21 Schizotypal disorder 

F22 Persistent delusional disorders 

F23 Acute and transient psychotic disorders 

F24 Induced delusional disorder 

F25 Schizoaffective disorders 

F28 Other nonorganic psychotic disorders 

F29 Unspecified nonorganic psychosis 

Mood [affective] disorders=44 
 

F30 Manic episode 

F31 Bipolar affective disorder 
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F32 Depressive episode 

F33 Recurrent depressive disorder 

F34 Persistent mood [affective] disorders 

F38 Other mood [affective] disorders 

F39 Unspecified mood [affective] disorder 

Neurotic, stress-related and somatoform disorders=45 
 

F40 Phobic anxiety disorders 

F41 Other anxiety disorders 

F42 Obsessive-compulsive disorder 

F43 Reaction to severe stress, and adjustment disorders 

F44 Dissociative [conversion] disorders 

F45 Somatoform disorders 

F48 Other neurotic disorders 

Behavioural syndromes associated with physiological disturbances and physical factors=46 
 

F50 Eating disorders 

F51 Nonorganic sleep disorders 

F52 Sexual dysfunction, not caused by organic disorder or disease 

F53 Mental and behavioural disorders associated with the puerperium, not elsewhere 
classified 

F54 Psychological and behavioural factors associated with disorders or diseases classified 
elsewhere 

F55 Abuse of non-dependence-producing substances 

F59 Unspecified behavioural syndromes associated with physiological disturbances and 
physical factors 

Disorders of adult personality and behaviour=47 
 

F60 Specific personality disorders 

F61 Mixed and other personality disorders 

F62 Enduring personality changes, not attributable to brain damage and disease 

F63 Habit and impulse disorders 

F64 Gender identity disorders 

F65 Disorders of sexual preference 

F66 Psychological and behavioural disorders associated with sexual development and 
orientation 

F68 Other disorders of adult personality and behaviour 

F69 Unspecified disorder of adult personality and behaviour 

Unspecified mental disorder=48 
 

F99 Mental disorder, not otherwise specified 
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Appendix Five 

General code book 

 

General Codes 

Gender Code 

M 1 

F 2 

Hospital Site Code 

RVH 1 

MIH 2 

UHD 3 

CAU 4 

SPL 5 

AAH 6 

SWAH 7 

ALT 8 

DOWNE 9 

CAH 10 

  

Arrival Mode Code 

Own/Private 
transport 

1 

Ambulance 2 

Emergency (999) 3 

Other 4 

Referral source Code 

GP 1 

Self 2 

Emergency (999) 3 

Dalriada  4 

Police 5 

Prison 6 

  

 

 

 

Age Band Code 

65-69 1  
70-74 

75-79 2 

80-84 

85-89  
3 90-94 

95+ 
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Appendix Six 
Code mind maps 
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Appendix Seven 

Example of coding using some narrative exemplars 
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EMS staff interview Narrative Exemplars  Initial code NVivo node Sub themes Theme 
Grace 
The older folks seem to only lift the phone if they really have to.  
The other thing we find is an older…person with mental health 
issues it'll be a family member who realizes they're not well and 
calls for us and not actually the person themselves.  Because they 
sit at home and they nearly get to the stage where they're sinking 
before anyone realizes they need help.  Which is sad. 
 
Stephen 
elderly people…whose needs are complex, but they won't ring you 
until they can do no better because they don’t want to, because 
they’re frightened you’re going to take them out of their home, 
because you’re part of that formal system. 
 
Mark 
they tend to be leaving it later so that when they come in with 
their chest infection, it’s been missed because maybe they have 
dementia, maybe their communication isn’t the best, so then they 
tend to be sicker when they do present.   
 
Mark 
elderly people tend to be more the ones that wait to see their GP 
as opposed to younger ones who just come to A&E, I can’t get a GP 
appointment.  It’s a bit of a stereotype, but they tend to be more 
comfortable to wait and then again, may lead to delay in 
presentation.      
 
Jane 
Generally, for…every kind of condition an older person seems to 
wait.  Even…cardiac patients, everything.  I have said to people 
many a time why did you not call us out during the night when you 
first experienced this?  I didn't want to bother anybody. 

 
Asking for help/ reluctance 
to ask/ family involvement 

 
 
 
 
 
 

Importance of 
Independence and fear of 

loss of control 
 
 
 

Waiting to attend hospital 
/ask for help/ 

Lack of assessment 
 
 
 

Wait to attend GP /ask for 
help/ 

 
 
 
 
 

Older people waiting/ 
didn’t want to be a bother 

 
 

 
Meeting needs 

 
 
 
 
 
 
 

Complexity 
 
 
 
 
 

Older people in 
PH/ED 

 
 

 
 

Older people in 
PH/ED 

 
 
 
 
 

Waiting 
 
 
 

 

Delaying seeking 
support 

 

Accessing 
support 
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Richard 
Dementia patients, I think their care suffers quite badly because 
they can't care for themselves because of they don’t understand 
their condition.  Because they can't always ask for help when they 
need it and staff don't often recognise the needs of dementia 
patients. 
 

 
Lack of understanding of 

condition 

 
Meeting needs 

Grace 
…if the physical [care] doesn’t need my undivided attention, that's 
when I look at the other things, I'm quite happy to listen and let 
them try and offload what they need to offload.  Because 
sometimes we're the only people they see in a day, a week, a 
month, in a year, you know 
 
Grace 
a lot of mental health problems come about because they've 
closed-in syndrome.  They've nobody coming near them.  They've 
got families but the families don't even know what's going on with 
them.  They take… a physical illness, they can't cope with it.  Their 
mood goes down; the mood keeps going down because nobody's 
there to help them and they don't say that they're feeling down 
and it's a vicious cycle for them. 
 
Julie  
maybe that they live on their own.  They may have no family 
support.  They maybe don't know how to access the primary care 
in the community.  It may not always be that they need emergency 
care, but they don't have any other method so they just ring an 
ambulance because they...they don't know what else to do.   
 
 
 
 

 
Assessment of situation/ 
time to listen and talk/ 

social isolation 
 
 
 
 

Social isolation/ lack of 
help/ effect on mental 

health 
 
 
 
 
 
 

Lack of family support/ 
Don’t know what else to 

do. 
 
 
 
 
 
 

 
Loneliness 

 
 
 
 
 
 

Complexity 
 
 
 
 
 
 
 
 

Loneliness 
 
 
 
 
 
 
 
 

 

Loneliness and 
isolation 



314 
 

 

Martha 
it's a true saying that many people come to the emergency 
department on Christmas day, elderly patients because that's the 
first time their relatives have seen them in four or five months and 
see an awful change in them, but that change has been gradual all 
the way along.  It's just that they haven't noticed because they 
haven't been there. 
 
Martha 
There's all sort of things that you need to put together to make a 
proper assessment of an elderly person.  You know, there have 
been a lot of patients here that have come in complaining of chest 
pain and it's just because they're depressed, at home and they're 
lonely and they need company and it's not the best use of the 
service, but you know what?  Sometimes that's all we have. 
 
Tim 
I was in one other department once on a Christmas day, an old lady 
rang, came to the department and she was absolutely fine, and I 
went to see her.  And the first thing she did, she just busted up 
crying.  I said, ‘Why are you crying?’  And she said, ‘I’m lonely.  I 
only come here because I don’t have any family.  I want to be 
with…Christmas is for family and I don’t have anybody to be with.’  
That was her reason.  She called the ambulance just to come, so 
she can be around people 
 
Stephen 
those individuals get lonely and sad, and are despairing in the same 
way that we get lonely and sad.  Just because that they’re 
confused, it doesn't mean they’re dead.   
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Michael 
I would get the impression that if this call tonight isn’t necessarily a 
call for help, it may actually be a call for company. 
 

Reason for the call is need 
for company 

Loneliness 

Julie 
They've more complex needs than a young 25-year-old walking in 
with abdominal pain.  You know, you can sort them [younger 
person] out in a very short time, 
 
Martha 
I'm not a fan of older people waiting.   Partly because nothing is 
ever straight forward with older patients.   
 
Lisa 
I think that's important to know what you're going down to rather 
than going down to seeing somebody who is really confused and 
not knowing why they might be confused.  If you have an idea of 
what the bloods are like or they've got a diagnosis that's good to 
know all that and get your information.   
 
Mark 
They’re the most complicated patients because everything is so 
multi-factorial and although they might come into minors, with a 
fall, then you worry about drugs, heart issues, strokes, TIA.  They’re 
just so complicated that, I suppose coming from a medical 
background, you have to look at everything as a whole and try to 
plot the course, what's happened exactly. 
 
Emily 
We have older people.  And you have their chronic disease burden.  
So, they're more likely to have COPD, type two diabetes, you know, 
a chronic lung term condition.  They may be less likely to access the 
GP in the community because of isolation of transport links.  So 
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their condition may be deteriorating…There may be carer burden.  
So, their carer may be saying, “Well, actually, I can't cope with this 
any longer.  We'll have to get you up to ED.” 
 

 

Grace 
I think an awful lot of the times the family just wants shot of them 
because they've become more than a handful and they don't know 
how to cope with them. 
 
Grace 
…it's not an easy thing to live with somebody with mental health 
issues. 
 
Amy  
I also think sometimes that patients come in with maybe unrealistic 
expectations of what can be done.  So sometimes we have older 
patients and their families just don't want to take them home and I 
think that can be very upsetting for the patient even if their family 
has really good intentions, like, maybe they're not coping at home.  
But they'll maybe want them admitted and really there is no 
medical reason to keep them in. 
 
John 
Some families just don’t want to know for whatever reasons, it 
could be economic or it could be for fear.  Lack of understanding… 
and I don’t mean that in a callous way, genuinely- I don’t 
understand what’s gone on with my loved one here and I just 
cannot deal with it. …they may have thrown every physical, 
financial, emotional resource at their loved one and they have 
nothing left to give.  So you’ve got to be very open minded in that 
regard and not be judgmental because we’re not there to treat 
them, we’re there for the patient 
 

 
Family not being able to 

cope 
 
 
 

Pressure on family 
 
 
 

Unrealistic expectations/ 
Family not being able to 

cope 
 
 
 
 
 
 

Lack of understanding/ 
pressure of caring on 

family 
 
 
 
 
 
 
 

 
Meeting needs 

 
 
 
 

Family 
 
 
 

Complexity 
 
 
 
 
 
 
 
 

Meeting needs 
 
 
 
 
 
 
 
 
 

 

Family coping 
when a loved one 
has mental health 

needs 



317 
 

 

Jacob 
maybe families sort of think, “Oh, we can't deal with this.  Maybe 
somebody else can.”  Because I have come across situations where 
especially maybe around the festive season, where it's a case of, 
let's just get granny out for a couple of days so we could get a bit of 
respite over the next few days, which is terrible.  It sounds terrible 
but I've seen that a few times.  I've come across that a few times. 
 
Stephen 
I think the problem that we have with mental health provision is 
that families receive very, very little information on the context in 
which decisions are made. 
 
Stephen 
we’re there because something else that was already broken, has 
just broken a bit more.  Now, the ironic thing about mental health 
is that people tend to wear out relationships, and family and 
friends eventually get to the point where they disengage 
themselves because they just cannot cope for the sake of either 
their own family lives or their own mental health 
 
Mark 
things can be tough and it can be tough even for the families, 
because they’re maybe used to Mum being nice and pleasant and 
she’s f’ing and blinding and that sort of thing. 
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Grace 
you do find that the older generation are very much a people who 
want to try and do everything for themselves.  They're very 
independent.  They don’t want to bother anybody, they don't want 
to be a burden on you, they're always apologising for calling you 
out 
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Grace 
They've paid hard…long, hard.  They've gone through world wars.  
They have went through rationing.  They have worked until their 
fingers were bleeding. 
 
Grace 
You wouldn’t find an awful lot of older mental health patients 
wasting ambulance time,  that would be more the younger set of 
people. 
 
Julie 
A lot of them are very private, they don't want their family involve 
 
Tim 
I think that’s a generation thing anyway from before because they 
don’t want to bother anybody. 
 
Jacob 
they're of that generation where there's nothing wrong with me.  
I'll be able to cope with this or I'll be able to see myself through 
this. 
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Julie 
I think a lot of the time it is a fear thing; they're...they're quite a lot 
of them will be on their own and they...they just don't know how 
to react to an illness. 
 
Julie 
the noise and the distraction and, you know...or if there's a big 
emergency in the department and that critter is lying in a room and 
sees that all whizzing past and going on around them, it's 
frightening.  It's bound to be frightening for them, 
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Amy 
quite often the more elderly people we see in are usually pretty 
scared and I would feel that's an overwhelming feeling I usually get 
from them, so I try my best to make them feel a bit more calm and 
relaxed being here. 
 
Amy 
So I think then they start to maybe feel a bit more vulnerable and I 
suppose having to come to hospital is another sign that they're 
maybe not as independent or as well as they used to be.   
 
Amy 
quite often they do seem a bit frightened by the whole thing. 
 
Jacob 
He was afraid to be on his own.  He was afraid of what potentially 
he may have.  So, again, it's probably just again the loneliness, the 
fear factor and not knowing the unknown and being on your own.  
And for fear, dare I say, passing away if you're on your own.  Will 
anybody find me? 
 
Jacob 
it's bound to be a scary experience for them.  Because I wouldn't 
like it if it was my relative.  I wouldn't like it. 
 
Stephen 
they’re fearful that they’ll be taken away from their home.   
 
Stephen 
they have this idea that the formal services will come in, their 
views or conditions will be taken on the account, but they have 
little or no, shall we say influence over any final outcome and that 
scares people. 
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 Older person and Carer/partner Narrative Exemplars  Initial code NVivo node Sub themes Theme 

Helen 
I kept the house meticulous and he kept the garden meticulous, 
and that was that.  And I didn't need anybody for 58 years married, 
61 years since we met as students, and we didn't need anything 
but ourselves. 
 
Karen [C] 
I suppose maybe it's because we've always gone with a legitimate 
care need that needed attention quite quickly.  But we have always 
been made to feel that we've done the right thing in coming to 
A&E and they've actually verbalised that to us when mum would 
maybe say, “We're really sorry to have bothered you.”  And they 
would say, “Absolutely not at all.  You did the right thing coming 
here.”  So we were never been made to feel that we were 
inappropriate in any of the reasons that we’ve turned up. 
 
Tom 
I didn’t want to take up everyone’s time.   
 
Gloria [C] 
I would be a lot more forceful, I can tell you. 
 
Gloria 
It's such a rare situation to be in because you're outside of your 
comfort zone and, you know, if somebody else is in charge of this 
now and you sort of have to abide by the rules, 
 
Terry 
Well I don't go to hospitals.  Even the brother says to me go to the 
doctor. I'm not going to doctors, dentists, not vets.  I don't like 
them.  It's just one of them things… 
Sam 

 
Independence  
 
 
 
 
 
Legitimate care 
need/bother 
 
 
 
 
 
 
 
 
Taking up time 
 
 
Change in 
perspective 
 
Out of your comfort 
zone 
 
 
Dislike of medical 
areas 
 
 
 

 
Used to having 
independence 
 
 
 
 
Taking up your time 
 
 
 
 
 
 
 
 
 
Taking up your time 
 
 
More forceful now 
 
 
Used to having 
independence 
 
 
Dislike of medical 
areas 
 
 
 

 
Personal traits and 
attitudes of OP 

 

Getting there, getting 
in and getting out 



321 
 

 

I don’t like annoying them…I just keep myself to myself.  If 
anything’s wrong on me, I only say what I supposed to tell them, 
but that’s the way I am, because they have enough to do with 
other patients…I think to myself, I’m taking someone else’s bed, 
when they could be using it, there’s not much wrong with me. 
 
I prefer being in my own place or my own space. 
 
I don’t like going over, and I don’t like annoying them.  And I think I 
shouldn't be there, you know, I’m wasting my time and their time.  
And someone else could be doing with that bed, 
 
Barbara 
I felt very unprepared for it all as much as I had been in for you 
know, my heart check and all that.  This seemed just sort of out of 
my hands, I couldn’t….  The other, we knew how to go and come, 
but this was a totally new experience to me.   
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Karen [C] 
When we got there, I was actually very shaken up by it to the 
extent that I could hardly park the car.  I couldn’t get the car into 
reverse gear.  I had completely forgotten that you have to lift the 
gear stick rather than push it down.  So that actually made me 
quite shaky and that obviously made mum feel worse.  But once we 
got sorted, my biggest concern was getting her out of the car.   
 
Joan [P] 
the ambulance was great.  They came in and they gave him 
morphine and all for the pain, the first time.  The second time, we 
phoned the doctor on call and it was 15 to 20 minutes before they 
came back to us. They said they were very busy that night.  And 
then, they said, it would take over an hour for an ambulance.  And 
Tom went, “No, I can't wait that long.”  …that’s where we made a 
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mistake, the second time.  Because the ambulance takes you 
straight in and he was in so much pain. 
 
People are presenting themselves that they don’t need to be there.  
I don’t think so.  I don't know.  But that’s what it looked like to me 
on a Friday afternoon, when the doctors’ surgeries are open why 
are they sitting here, because they all can’t have broken legs 
 
[Calling 999] You hate doing that 999s are for real emergencies. 
 
Tom 
that I will not get [my partner] to take me up again.  If it occurs 
again or anything similar, I would phone the ambulance. 
 
Gloria [C] 
you’re a pedestrian patient now as opposed to an ambulance 
patient, but that's what it is.   
 
 Joyce [C] 
that was a problem now because I had to drop her off and she kind 
of knew where to go into to sit and wait.  So I had to go to the way 
to the top carpark, which is horrendous away at the back 
there…We just dropped Mum off and just sat in the waiting room.  
And I had to come back…but I kind of thought, well, she's in the 
hospital reception.  If she took ill, obviously, I just kind of thought 
there would be somebody there, but I didn't want to leave her and 
she couldn't have walked down that walkway. 
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Helen 
I waited for ages for someone to come and see me…I lay there for 
hours.  And I asked could I see a consultant because I thought that 
there was nothing wrong with me I could go home and I had to 
wait until three and a half hours. 
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I had to ask and I had to say, “Is the doctor coming?” but all I ever 
heard was, “He’d be here shortly.”  Three hours passed and 
nobody came, I rang again I said, “Is the doctor coming shortly? 
 
Barbara 
The place was full when we got there, about 17 patients from the 
night before.  So they had to go through them first, before they 
came to me.  And I think when I counted it up, I had been 24 hours 
on the waiting thing. 
 
[C] 
She would've been a little bit edgy about a lot of people.  And we 
were kind of just hoping that they would get her in and get her 
seen to.  But she was calm, and I suppose that kind of feeling of 
being on display and other people obviously sitting and waiting and 
having to explain to mum what, that there are other people sitting 
and waiting.  And obviously then hearing that, it kind of makes you 
feel a bit obvious and a bit out of place. 
 
So, she might have been waiting.  She might have been on the 
trolley but there was a comprehensive plan of care there.  They 
weren’t just waiting until she got to the ward to treat her.  So even 
though we were waiting, you could see that there was work going 
on about her care.   
 
Joan   [P] 
anyone looking at [him] would have seen that he was in absolute 
agony.  But we still had to wait 20 minutes to see the triage nurse. 
 
when we were in an ambulance…he was seen straightaway…If you 
go in an ambulance, obviously you get into one of those rooms and 
you're seen straightaway.  Whereas he was sitting suffering out in 
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that area, but because all those rooms were filled, the people that 
were brought in by ambulance were obviously being seen before 
him. 
 
Tom 
I told the girl that I'm in really, really bad pain…there was about by 
six, seven people [waiting].  But it was still five hours or four hours 
or something waiting.  I said, “I'm going to go crazy here.”  But we 
just kept walking up, round and round and round…Around the 
reception area.  And I went back to her [the receptionist] again.  
“I'm telling you I need some help here quickly”.  And the next thing 
the triage nurse brought me in. 
 
Tom 
You sit and wait and wait and wait and wait for somebody to come. 
   
I did not, for one second, think I would have to wait so long for 
some sort of attention, 
 
if you're going in there, you know who you're going to be waiting.  
 
At times, it must be tragic sitting in a place where you look up and 
see six hours waiting and you sitting there waiting for God to see 
you 
 
Gloria [C] 
it went on and went on and went on and I was afraid to look at the 
clock to tell you the truth.  We just sat there. 
 
 
Roy 
It would be impossible for me to wait there.  So to tell some person 
out there, what they would think was “this guy’s trying to jump the 
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queue here… what’s the difference between him and everybody 
else?”, because they don't understand… I would find it hard to go 
in there, to wait, it would be impossible.     
 
Judy 
 [waiting] it's frustrating. 
 
Judy 
…older people there maybe 80 or 90 sitting there for maybe 16 
hours, which to me is atrocious. 
 
[Kelly C] 
It was a nightmare.  We just gave her name as usual and address, 
they triaged her… they saw her within the 15 minutes, normally.  
And then we sat and waited for hours and hours and hours and 
hours. 
 
I just don’t understand why you would have to wait for such a long 
time, particularly whenever you’ve already told people this 
person…can get very agitated. 
 
in those cases [when she becomes agitated], I would have to go 
back in and say look, you’re going to have to see this person now 
because it’s not appropriate for her to be sitting here any longer, 
 
So it's honestly been a nightmare…you just get anxious before you 
even leave the door because you know, right, here we go, it's going 
to be a fight.  I'm going to have go up here now, you know what's 
going to happen, she's going to be triaged and then we're going to 
sit for hours and hours unless it's a serious issue 
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[waiting] it's a nightmare for people who are completely with it, 
physically okay and can sit there, but for people in pain or mental 
health problems…they don’t even think about that. 
 
 Joyce   [C] 
you knew you were in for a long wait, you knew if you said to them, 
look, my mum needs seeing soon…you just felt there's no point in 
giving off to anyone because everybody was sitting in the same 
boat, all waiting. 
 
Everybody was lovely, but you just knew that you couldn't fight the 
system.  You know, you're looking around at everybody sitting, 
sitting, waiting on the same…procedure. 
 
Four or five hours, I would say, because we were there in the 
morning, so by the time it all sort of got through with all… the form 
filling and there were that many forms to be filled in as well and 
doctors coming round…and then we had to wait on a bed. 
 
But it's the wait, it's just the waiting.  That, to me, lost a lot of time, 
that Mummy could have died…in that time that we were waiting 
about. 
 
Eric 
I didn’t like the Casualty because you knew and that was in my own 
head I think that it’s six hours, eight hours, you know the way they 
have it up there [on the display] ? Four, six, eight, that and 
sometimes it’s longer.   
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I thought it's likely that it might be quieter in that time in the 
morning as well so that was an influencing factor that made me 
think well at four o’clock in the morning, let's just get in there and 
let’s just get it sorted. Because the sooner we get there, potentially 
the sooner you could get home. 
 
I suppose if I'm thinking of an A&E visit as let’s go there, let’s get 
the problem fixed and be discharged, it's not significant.  It's 
positive experience I suppose.   
 
Terry 
[The most important thing was] Getting out. 
 
Sam 
When the blinds pulled open, you can watch them running back 
and forward, and then you’re saying to yourself “I wish they would 
hurry up with that blood test” or the doctor is running up and 
down, “I wish he would look at these x-rays or the blood test”. How 
long is that going to be?  About two hours, you’re told, and you’re 
going to lie here for two hours and I want to go home. 
 
Roy 
I think like most other people that goes into the A&E department, 
it was a matter of getting me in and getting me out and it didn't 
really matter what other underlying symptoms that I had, that [MH 
needs] wasn't took into consideration…They weren't thought 
about, it didn't come into consideration at that time. 
 
Kelly [C] 
I don't think they have any understanding whatsoever [of MH 
needs], none because I think they're completely task orientated on 
right, get this one in, triage them, get them out, next one in, out. 

Get in and get it 
sorted 
 
 
 
 
Get in and fixed and 
out 
 
 
 
Priority for that 
moment 
 
 
I want to go home 
 
 
 
 
 
 
 
They wanted to get 
me in and out again 
 
 
 
 
 
Task orientation one 
in one out 
 

Getting in and getting 
out 
 
 
 
 
Getting in and getting 
out 
 
 
 
Getting in and getting 
out 
 
 
Getting in and getting 
out 
 
 
 
 
 
 
Getting in and getting 
out 
 
 
 
 
 
Getting in and getting 
out 
 



328 
 

 

Karen [C] 
[Reason for non-disclosure of MH needs] I was a little bit scared 
that it would maybe influence what they would do.  And I don't 
know why.  I just didn't, and maybe I was a little bit scared that 
they would make a judgement about her quality of life given her 
age of 86…I don't want them to make an assumption about her. 
 
What I really would've wanted and what in many instances that we 
did get was for the nurses and the doctors to see my mum as the 
person she is rather than the person that they might think of when 
they hear the diagnosis or what diagnosis she has. 
 
the most important thing for me is that they see her, who she is 
and not through the lens of she is an 86-year old lady who has a 
dementia. 
 
Judy 
Not to be treated like I'm simple or stupid because I have 
Alzheimer's, because I'm still me and I just want to be treated like, 
even though I have a condition, I just want to be treated like 
everybody else. 
 
 Kelly    [C] 
[She] might be kicking off and effing and blinding and, you know, 
and people don’t understand that she’s got dementia.  She’s got an 
illness.  She’s not being rude or whatever, you know.  Then you 
have people behind huffing and puffing and raising their eyes to 
heaven and talking to one another and saying, or else laughing and 
thinking it was funny, you know, this wee woman's, you know, 
losing her head is funny. 
 
They don’t think this is a person, this is a person with feelings and 
thoughts and I don't think it doesn’t even enter their heads. You 
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know, how this person might be thinking of feeling of how their 
carers might be thinking or feeling.  I don't think it even enters 
their heads.  I certainly don't see any evidence that…that they're 
thinking about it.  None at all. 
 
Not in any way was it personalised.  It was…she was a number, she 
was not even a vulnerable older person, she was a pain-in-the-ass 
because this is somebody now who is gonna be…is taking up our 
time, is gonna spend hours up here and there's nothing wrong with 
her and you just saw it on their faces.  It was… all their non-verbals 
were just this is a…this is just a waste of time. 
 
Sam 
I wasn’t a number.  The nurses are looking after you and I know 
they’re looking after other ones but they’ll still come around and 
see how you were 
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Karen [C] 
those were my preconceived prejudices entirely because what I 
saw and experienced with the care didn't follow through like that 
at all.  But it was my own personal dread that maybe made me feel 
I’ll give them information as I feel mum’s displaying the symptoms 
because I don't want them to judge her negatively because of that. 
 
I didn’t want them to see her through that lens. I wanted them to 
treat her as a normal person maybe.   
 
 Gloria [C] 
I couldn't tell you [the reason why I didn’t disclose her MH 
condition].  Maybe things weren't as bad then.  Maybe 
that…because that was the first and incident and things because 
[name] was still out and about. 
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Roy 
I took it that the doctor maybe told the ambulance man and the 
ambulance man maybe told them.  I didn't know who knew or who 
didn't know at that time.  And I was still feeling then was this 
stigma that’s attached to this here, you know, do I or do I not tell 
them, and that’s what I was thinking 
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Karen [C] 
I think that made it easier and made it easier for me to feel 
involved because I could see what and hear what they were saying 
to her and see how she was responding.  And I could understand 
the way she responded, whether she understood what they were 
talking about or not so I could translate.  And I think maybe one of 
the really, maybe the best influencing factor for me being involved 
was the fact that I was allowed to be with her so I could 
understand with them what decisions were needed. 
 
I would be more confident now because I know that they listen to 
me…the most important thing is to have yourself listened to and 
heard.  
  
you know the person inside out, you know every inch of their skin, 
you know how they react, you know why their compression socks 
are put on that particular way and you know how to put them on 
that particular way and you know where the best veins are to get 
blood from them.  It’s your instinct as a carer to try to share that 
information because you know it's going to make the nurses’ job 
easier.  But I'm also conscious that interrupting or giving that kind 
of information could be seen as trying to tell somebody how to do 
their job when actually you're just looking out for the person that's 
receiving the care because you know the easiest way to do it. 
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You're familiar to them so when you're talking to them, it's going to 
be more reassuring if they're confused than the nurse coming in 
and saying, “Don't touch that,” 
 
 Kelly    [C] 
They never ever asked me about any mental health problems.  
They never asked me about her dementia…they didn’t use their 
initiative and think this woman has dementia, potentially she may 
not remember.  How are we going to get the information from her?  
Even though I was sitting there. 
 
They don't say, what do you think might help her? 
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Helen 
They said you must be confused because the ambulance driver said 
one thing and you say another. 
 
Barbara 
That was the doctor I hadn’t seen before, but he was ever so good 
and that was explaining it to me, giving me his opinion which you 
couldn’t go against, really.   
 
Karen [C] 
they allowed me to stay with her and I could fill in the blanks.  And 
I suppose because we've been there so often and because I would 
be mum’s carer, mum would sometimes say, “[name] will tell you.  
She knows more than I do.”  So I know mum has a tendency to 
refer it to me to do the talking. 
 
to have them listen to me wittering on about this is how this is and 
this is what she does and this is how we do this, yes that's good for 
me to talk.  But to have them listen and actually hear it, and build 
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that into the way that it approach her makes all the difference for 
me and for mum 
 
Megan 
I’d been sitting there.  They should've been talking to me 
 
Megan 
[It was a good experience when] They talked to me and asked me 
how I was doing 
 
Gloria [C] 
[what made it a better experience] it was the communication 
between the first and third time because they kept talking to you 
 
You see this thing about communication… I’m only becoming 
aware, how important it is, 
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Barbara 
Well now, they’re having a cubicle that you can go to and be on 
your own.  It’s wonderful.  Because it used to be that there were so 
many pushed into the same thing, blood all over their face, 
children screaming and crying, patients just giving the nurses 
terrible abuse and not this time.  It’s much different because 
there’s more privacy.  And it seems to make a real difference to 
your recovery. 
 
I think the worst was when other patients came in…the police 
coming in…that wasn’t a pleasant thing.  And blood all down 
[them]…really, it was serious. 
 
Karen [C] 
The biggest difference with the new layout as opposed to the 
previous layout where you were in a cubicle with the curtain pulled 
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or not and maybe two of you in the cubicle.  And again, that was 
similar to the waiting room except it was worse because it was 
more noisy and there was more people and there was more staff 
and there was more patients and you were more aware of the 
patients’ problems.  You weren’t just looking at visitors or family 
members waiting.  You were looking at the actual patients.  And 
being in the room on your own definitely was a calmer experience 
for me with mum, a very, very different, much more pleasant 
experience. 
 
 
 Joan [P] 
You're lying on a trolley.  It wasn’t nice lying there, people walking 
up and going past you, just ignoring you, basically. 
 
Judy 
I think there's not enough privacy…for nurses coming out and 
saying something, you wouldn't want anybody else to hear…I heard 
every word that was going and I was like, look, you know, they're 
sitting and you don't want to hear people's business and people 
don't want to hear your business. 
 
 Joyce [C] 
we sat and listened to an entire conversation of a policeman 
talking to somebody they had arrested…My mum was…lying next 
door and she could hear all this as well.  And it's quite 
upsetting…because she knew the police were standing outside and 
they were all geared up…she got a wee bit upset because they 
were there. 
 
Sam 
You’re listening to what other people have and you’re saying to 
yourself, well they can hear what I have and in your mind you don’t 
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like that really, I like it confidential... you’re listening probably 
what’s wrong with this man or this woman and you shouldn’t be 
allowed to hear but it’s just the way it was, that was it….You’re 
listening to the one on your left and then you’re listening to the 
one on your right, although there’s a gap 
 
 Gloria [C] 
…there were people there with children and buggies.  There was 
ones with sandwiches.  Somebody else had…and I thought this is 
nearly like a party, like a picnic 
 
Roy 
It’s a jungle in there, it’s a big environment in the A&E department 
and somebody in there with dementia, they’re nothing more 
special than anybody else is, but it should be provided for. 
 
Judy 
I think it's a lot better now than it was.  You know, it was terrible.  I 
mean, it was like you thought you were in a friggin jail…you're all 
sort of sitting in these seats just looking at a wall. You're too 
enclosed. 
 
 Kelly  [C] 
There's no quiet rooms.  There's no space where you can go and sit 
with her and even get her a cup of tea. 
 
I have to sit in this wee small plastic area where there's plastic 
chairs which are very uncomfortable.  She's old.  She's nearly 79.  
She's got osteoporosis and lupus and mental health problems and 
polymyalgia, you name it, she's got it, which means that she's 
uncomfortable, you know, so she doesn't…sitting for any length of 
time is painful for her in any event.  So that just adds to the whole, 
you know, distress and agitation and everything else. 
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it's very artificial light so it's a glaring light, the noise from the TV, 
people running around, kids running, people banging on the bloody 
vending machine because it isn't working.  Then you have people 
running in and out smoking and then people are shouting.  So and 
“So and so you're being called blah…blah…blah” and, you know, oh 
dear God, it's just a nightmare.  And then the doors keep opening 
and closing and opening and closing and opening and closing as 
people are coming in and out.  You freezing and warm and freezing 
and warm 
 
Helen 
It’s just it’s not organised full stop. 
 
They had the both sides up on the bed and I couldn’t get out, my 
legs down and I’m 5’8” and I couldn’t move.  And I have arthritis, 
terrible bad arthritis in my back and it made it much worse. 
 
Tom 
The minute we complained to them, things started happening. 
 
 Gloria  [C] 
I was shocked to see the amount of people that were in behind 
these doors.  There were all sorts of radiographers and whatever, a 
whole new life in there 
 
Obviously, they have some system that we're not aware of.  Like, 
you always need a system, but I couldn't work this out. 
the attention you get seems to be dominated by the time factor 
of…the time of day factor and there doesn't seem to be a coping 
mechanism for peak times.   
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an awful lot of time is taken up with this admin and this entering 
up stuff. 
 
Roy 
it seemed to me like a very, very, very, very hard environment to 
deal with 
 
I don't think I could go back into that environment again.  It would 
take me on my deathbed to go back in there because I couldn't 
deal with that again.   
 
Jeannie 
Casualty’s always are while busy. 
 
Barbara 
I did see different doctors and nurses and all that.  I think to have 
one is what gives you a little bit more strength, because you would 
know they’re more in control.  But I thought, who is in control?   
 
Judy 
it's a different atmosphere in casualty because…there are more 
people 
 
 Kelly  [C} 
the environment is not approachable, the environment is not 
friendly and that just extends out to the staff 
 
 
 
 Joyce [C] 
it's a busy place, but the time we were in, they're all, everybody's 
going about their business, but very calm.  I find them all very calm 
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Helen 
Panicked, I thought how am I going to get out of here. 
 
Barbara 
I thought they were wheeling me through the basement of a 
hospital.  I could nothing but buckets, and tins, and mops, and I 
didn’t know where I was. 
 
…it was the noise and it just seemed as though everybody was 
milling past you.  
  
they would come over to me and say, “I’m sure it’s frightening to 
you.”  I said, “No, not really.  Because every time I’ve been here, it’s 
got sorted out for the time being.”   
 
I thought, I hope he doesn’t turn on some of the patients. 
 
Roy 
For me, it was one of the worst experiences of my life, it was 
frightening.   
 
Jeannie 
It was nerve-racking, I was lying on the bed like, but it was…it was 
nerve-racking 
 
I was worried because that’s the first time I was ever in Casualty.   
 
Judy 
That's the only thing I would worry about if I would ever have to go 
to a hospital.  That's what I would kind of think about, you know, 
oh, God, if I can only get this, if I can't remember, you know.  That's 
why I would like them to be a bit more patient. 
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  Joyce [C] 
she was so close to everybody else in the bay, she could hear all 
the activity going on and she was just frightened 

 
Fear due to the close 
environment 

Roy 
I can’t remember any of these things, and it is frustrating…for me 
to be asked them questions because it makes me feel stupid, it 
puts me into that situation that I’m frustrated and stupid. 
 
 Kelly  [C] 
I feel like her dignity was really compromised, absolutely.  So that 
made me really stressed and anxious and upset 
 
Eric 
I couldn’t get out the words, you know what I mean?  I was 
flustering myself because I built my own nerves up. 
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Roy 
I was feeling very uncomfortable and I probably was I was very 
tense, very tensed up in that I just couldn't handle it.  I felt like 
getting up and leaving. 
 
Judy 
sometimes if I'm trying to say something and sometimes I can't get 
it out, but I remember what it is or the object or something that I'm 
trying to, I'm trying to say or…and I'm like, oh, God, oh, God, I'm 
sounding maybe…but I do, I do be hard on myself saying, oh, God, I 
can't get this out of me own head, 
 
 
 Joyce [C] 
But once she's in the bay and a doctor comes in, you nearly feel 
relief.  So it's somebody knows what they're doing.  Somebody 
knows…that's the aspect of that.  You're getting into the A&E itself, 
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actually getting into that wee heart of it where they're all, the 
doctors are all around you. 

Karen [C] 
I kind of knew changing her routine, changing her environment was 
just going to make it all worse.  So it wasn’t that I would've avoided 
going because I knew she needed to go there.  I knew there was 
nothing I could do.  But I was probably more frightened taking her 
this time when we knew she had a mental health condition than I 
would've been previously. 
 
Whenever I knew they were keeping her in, I thought, “Okay, now I 
have to face the consequences of this dementia and a stay-in 
hospital.”  And dear only knows what that's going to look like 
because we had no experience of it before.  So I was dreading it. 
 
Roy 
the thing that was confusing in the ambulance for me was the 
questions, in that the more questions that I could answer, the 
more confused that I got.  And I don’t think they just had the 
understanding of just to keep it simple. 
 
I’d come to that point that I had to tell somebody because I wanted 
out of that situation, I wanted out of that noise.  I wanted out of 
them crowds of people; I wanted out of that whole environment, 
all I wanted to be was in a quiet secure place, and that’s all I was 
asking for. 
 
When something annoys me or someone would annoy me, it 
would take me weeks and weeks to get over that because that’s 
what you dwell on because it will sap your confidence and your 
confidence levels drops right, right down again, 
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When you get into that state, your mind goes blank, my speech 
gives up, everything happens to me and I’m useless. 
 
there’s no way in this wide world that I’m going through that again, 
I’d rather die. I’d rather die than go through that again…it had a 
serious mental effect on me personally…The physical part wasn't a 
problem, but the mental part… it’s continuing to this day. 
 
 Kelly  [C] 
So it's not only a nightmare for her and her mental health needs, 
it's a nightmare for us. 
 
Eric 
there was too many people there it annoys me. I can’t stick crowds 
anymore. 
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Karen [C] 
What makes a huge difference now is that the fact that she was in 
a quiet room and she was not having the visual disturbance of 
other patients and other people and the noise. 
 
Roy 
one of the effects of my dementia is noise, background noise, and 
the more background noise there is, the less that I can 
concentrate… I’m not concentrating on what the person’s saying to 
me because I hear the noise more than I would hear the person… 
 
It’s a jungle of noise… when they put on the monitor and it’s starts 
to bleep on its own, that really, really winds me up and I just can’t 
stand it in my head, my head goes all over the place. 
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here I am lying in a hospital knowing that I probably can’t answer 
most of the questions that these guys are going to throw at me 
because the noise in the background alone was driving me nuts. 
 
 
They don't understand that the priority for me is not to have 
crowds of people around me that I feel very uncomfortable, of not 
to have the noise, the background noise, not to have the children – 
it’s not the children’s fault, but if that squealing starts, I would have 
to leave.  No matter how ill I would be or the circumstances would 
be, I would have to get up and leave… I couldn't go over to the 
mum and say, “Look here, I have dementia here, would you mind 
taking that child out,” because that’s not the way it works, you 
know? 
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Helen 
The nurses do nothing but gabble and talk.  And the doctors are 
never on duty…They couldn’t run water. 
 
They just ignored me…as far as I see they don’t give a hoot…It can 
never be better.   The staff, the nurses were walking up and down, 
walking up and down, talking up and down, walking up and down.  
The doctors were sitting at the desk, gabbling away. Nobody gave a 
hoot about anybody. 
 
Roy 
is there any point complaining to staff that doesn't understand you 
in the first place? 
 
 
the overall thing that I thought about the staff was the lack of 
understanding and training towards people with dementia… They 
were only ticking the boxes with me; that’s all they were doing. 
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No, I wasn't satisfied with the care that I got because of the lack of 
understanding from the staff.  It’s not the staff’s fault because the 
staff wasn't trained. 
 
 Kelly  [C] 
There was no empathy.  There was no kindness or compassion, or 
warmth came off and this was a very senior nurse on that night, 
and she more or less told her to shut up.  And this is a poor wee 
woman who was lying with a very bad hip fracture, and she's 
dementia and everything else on top of it. 
 
there was no mental healthcare at all.  I don’t think they frankly 
understood what mental healthcare is 
 
So why would you have them treating people in a mental health 
crisis when they don't…they can't even recognise a mental health 
crisis themselves. 
 
Barbara 
I got an understanding of what they were up against because the 
shouting at them was terrible. 
 
[one nurse said about answering the buzzer] “I’m not sure that 
we’ll always be able to come”.   
 
Judy 
I used to think, where are they all, what are they all doing?  They're 
all standing about there doing nothing.  That's when I would get 
very frustrated. 
 
 
 
 

Lack of 
understanding and 
training 
 
 
Lack of caring 
 
 
 
 
 
Lack of mental 
health care  
 
Lack of knowledge 
demonstrated on 
MH care 
 
 
Understanding of 
their job 
 
Not always able to 
come to help 
 
 
Frustration of not 
knowing what is 
happening 
 
 
 
 

Lack of knowledge 
 
 
 
 
Ineffective staff 
 
 
 
 
 
Ineffective staff 
 
 
Ineffective staff 
 
 
 
 
Pressure on staff 
 
 
Pressure on staff 
 
 
 
Lack of explanation 
and interaction 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
One of the crowd 
 
 
 
 
 
 
 
 
 
 
 
 
 



343 
 

 

Tom 
I think I could have died and nobody would notice me sitting there 
not one person come in.  Not one person to say, “Are you all right? 
Are you okay? 
 
You're one of the crowd. 
 
 Gloria [C] 
That second one [receptionist], you were just one of a group or one 
of a crowd of people that she was recording.   
 
Barbara 
They’d had some of the problems as well and they could relate to 
me as well as…what they learned in university.  They did have 
some personal experience, I felt.  I did feel that. 
 
Karen [C] 
you could see them trying to establish a rapport and they certainly 
displayed empathy and sympathy for her plight, having a fall in the 
middle of the night and having to come to hospital. 
 
I noticed and maybe the last couple of visits the staff are much 
more aware of introducing themselves and who they are and what 
their role is. And they wait until mum answers them back.  And I 
think again that's really important. 
 
quite a few of the staff were careful to go up to her and look her in 
the eye and wait until she responded.  So I think it probably ties 
back into seeing the person. 
 
The nurses were very, very compassionate.  They were very 
focused on her.  They were very kind.  They actually were very 
good at getting consent from mum for whatever they did. 
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They were focused on treating her, the fluid on her lung and 
getting her the antibiotics for chest infection, getting the catheter 
inserted. 
   
Jeannie 
The staff was very nice and they were very helpful 
 
Judy 
[Prehospital staff] they were very, like, gentlemen.  They were very 
well mannered, and they were just lovely, that's all I can say.  And 
any time I've had experiences with ambulance men they've all been 
the same.   
 
…they don't get enough credit, I think, the ambulance men… 
they're so, so good and they're very cheerful…  They're very, very 
professional… when they do take you to Casualty, you know, 
they're still there with you.   
 
[ED staff] they're tending to more people and they haven't the time 
to sit down and chat to you or whatever, make you feel… you 
weren't made to feel uncomfortable, but they just did their job, 
were nice and that was that. 
 
Terry 
I'll tell you what:  the way that they treated me over there was, I 
thought I was in first class.   
 
I didn't think there was as many people as friendly as they were, 
you know? Including the ambulance and the doctor and the nurses 
 
See as soon as you to know somebody was there.  Anybody that 
you can lean on gives you that bit of confidence, you know?   
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you ask me the amount of people that was over there that day I 
would have said just me.  Because they seemed to be all around 
me…they couldn't have done any more. 
 
Karen [C} 
I definitely would say that the care that I received as a family 
member and the care that mum has received has often exceeded 
what we would have expected.   
 
Sam 
they know what their job is and they talk to you and calm you. 
 
Eric 
When I went in, the two girls on the desk were quite good when I 
said about the dementia and the wee triage nurse I explained to 
her again.  They were dead, dead helpful. Once I mentioned it, I 
was surprised 
 
Well they paid a terrible lot of attention to me…I wouldn’t say 
special but…they wanted to help as much as they can and they did 
help me, they did. 
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Roy 
I’m not sure what has changed, but things need to change…there 
should be more training there.  And it’s not hard to deal with a 
person with dementia when you know how. 
 
All we need is a quiet room, and it would solve with a lot and lot of 
problems.  It would make you feel comfortable; it would make you 
feel like wanting to go to the place if you had to go instead of 
wanting to avoid it. 
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Judy 
You're too enclosed and I think there's not enough privacy… 
because I heard everything, I knew everything. 
 
Kelly [C] 
I don't know what they need to do, but they need to do something 
to make…the environment a bit more tolerable for people to be 
able to stay in.  
 
I think that there needs to be a rethink, I really do.  From a strategic 
point of view when they're designing emergency departments.  
Honestly I really do think it needs to be redesigned.  And they need 
to think about, right, who comes under this department?  Why do 
they come in?  How do you think they might feel while they're 
here?  How can we make it easier?  How can we make the wait 
easier and I think that the only way that they're gonna be able to 
do that is get people on board like carers, like people who use the 
system to be able to feed in to that. 
 
 
Karen [C] 
If there's a carer who looks after the person 24/7 and they're trying 
to share their hints and tips about how to handle someone 
particularly someone with dementia if she says this is the best way 
around it.  And they pick you up on that and they follow through on 
that, it's going to make their life easier.  And the other thing is if 
they get a request for a carer to stay, it's purely to help them… 
 
Gloria [C] 
Do you know, they don't give you any assessment thing [feedback 
form] that you fill out or anything?  You know, well, they'll 
probably look over us even if we did.  You know, what was your 
experience like today when you go shopping?  And you know they 
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can…you can say yes or no or whatever, or you can fill out a form 
online.  You know, wouldn't be a bad idea, you know, and might, 
maybe help, if anyone even took the bother to read them. 
 
Roy 
I felt like it would have been nice to have a wee bit of company and 
somebody to express your fears to.  While I was there, it would 
have made me feel that wee bit easier, but there was nobody, I 
was alone, I felt very alone.   
 
Barbara 
I know that they have a lot of patients in that condition in an area 
like that is difficult, but they could do with some more nurses and 
beds 
 
Rose 
The waiting time. 
 
Joyce [C] 
…the system, I think, is quite bad.  The waiting, the lots of form 
filling in between, the time spent waiting on the next result, and I 
know there's a lot of people, obviously, been through the same 
thing, but, yeah, it's just the time spent waiting and that time's 
crucial to me. 
 
Kelly [C] 
I would feel that there should be in A&E for mental health 
problems 
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Appendix Eight 
Theme diagrams  
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EMS Staff interview theme diagram 
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Older person with mental health needs 

and their carer/partner interview theme 

diagram 
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Appendix Nine 
Interview schedule 
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Interview schedule  
Service User 
Carer/Partner 
(Emergency Care Services) 

2015/16 

Chief Investigator: Dr Assumpta Ryan      
Research Officer: Debbie Goode 

Phase 2 
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Introduce self to participant and explain about nature of the interview. 

Inform participant that interview will be recorded for transcription and 

anonymity will be assured.  

Check informed consent has been signed and that they are happy to 

continue.  

Probing questions such as ‘can you tell me more about that?’ and ‘what did 

you mean by?’ will be used to elicit clear and in-depth information. 

Ask participant to introduce self with first name for the tape. 

 

Prerequisites/attributes 

1. Was this your (or your relative’s) first visit to an emergency 

department?  

Probe for detail. 

2. What made you (or your relative) attend the emergency department? 

3. How did you know something was wrong? 

4. How did you decide which Ed to attend? Probe for influencing factors. 

5. How did you (or your relative) get to the emergency department?  

What factors influenced this decision? (We need to try and find out 

what a higher proportion of older people with mental health needs 

arrive by ambulance as per Phase 1 results)   

6.  Did you travel alone or accompanied? If accompanied by whom? 

7. What happened when you arrived at the department? 

8. Can you tell me about how you/ your family member were assessed 

when you arrived in the emergency department? Did you inform the 

staff of MH history? Did they ask and record? 
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Context and Delivery of Care (Environment and Care Processes) 

9. Would you tell me about your experience of being in the emergency 

department? 

10. What is it like to be a patient/ carer or partner in the emergency 

department? 

11. What aspect of care in the emergency department was most important 

to you? 

12.  How would you describe your experience of the environment of the ED 

for the delivery of your (or your relative’s) care needs? 

13. Did you inform the staff about your mental health history when they 

were doing their initial assessment; what were the response? Did they 

assess for your MH care needs?  

14.  How do you feel that the MH care needs were provided for in ED? 

15. What would you say were/are your main concerns about being in ED? 

16. Can you tell me about your experience of waiting in the ED? Probe for 

length of time, reason for waiting (referral etc.).  

17. To what extent, if at all, did your ED experience impact your mental 

health...probe for increased anxiety etc    

18. What happened after you (or your relative) were treated at the 

emergency department? (Admission/discharge). 

 

Results (person centred outcomes) 

19. How did you feel about the staff who delivered the care to you or your 

partner? Probe for competency, caring, communication especially in 

relation to MH needs assessment (listening). 

20. Did you feel like you (or your relative) had personalised treatment?  

21. Were you involved in any of the decision making relating to your (or 

your relative’s) care? 
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22. Did you feel satisfied with the care you (or your relative) received? 

23. Is there any other comment you would like to make about your 

experiences or views on your experience of the emergency 

department? 

 

 

 

Ensure participant has had opportunity to give opinions and thank them for 

their help in the study. Close interview. 
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Interview schedule  
Emergency Care Services (EMS) staff 

2015/16 

Chief Investigator: Dr Assumpta Ryan      
Research Officer: Debbie Goode 

Stage  2 
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Introduce self to participant and explain about nature of the interview. 

Inform participant that interview will be recorded for transcription and 

anonymity will be assured.  

Check informed consent has been signed and that they are happy to 

continue.  

Probing questions such as ‘can you tell me more about that?’ and ‘what did 

you mean by?’ will be used to elicit clear and in-depth information. 

Ask participant to introduce self with first name for the tape. 

 

Prerequisites/attributes 

1. How many years have you been qualified? 

2. How long have you worked in prehospital /ED? 

3. What professional qualifications do you hold? 

4. What is it like to be a doctor/nurse/paramedic/technician/ 

  nursing auxiliary in the prehospital/emergency department? 

5. Have you attended specific mental health training (courses or study 

days)?  

6.  Have you attended specific training for care of the older person in 

prehospital /ED (courses or study days)? 

7. How confident are you in dealing with older people with mental health 

needs in general? 

8. What factors do you think would influence an older person with 

mental health needs decision to attend ED? Probe for environment, 

support  

9. How would you recognise and report/document the mental health 

needs of an older person in prehospital /ED? What skills have you 

developed?  
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10. Could you describe the system you use to assess older people with 

mental health needs in the prehospital /ED? What happens to this 

information? Probe for info on protocol use NIAS Triage/ Symphony 

system (ED). 

11. Is the system adequate to assist in your record keeping? Could you 

suggest why some information may not be recorded?  Probe for 

suggestions to improve. 

 

 

Context of Care & Delivery of Care (Environment and Care Processes) 

12. What level of interest do you have in assessing and treating older 

people with mental health issues in prehospital /ED? Probe for 

questioning/recording skills on admission  

13. Would you tell me about your day to day experience of caring for older 

people with mental health needs in prehospital /ED? Probe for 

environmental, knowledge and system factors.  

14. What aspect of care for an older person with mental health needs in 

prehospital /ED is most important to you? 

15.  How would you describe your experience of the environment of the 

prehospital and ED for delivery of care to older people with mental 

health needs? Probe for waiting times, priority, referrals,  

16. What would you say are your main concerns when assessing and 

treating this group of patients in prehospital  /ED?  

17. What would help you assess and manage this group of patients? 

18. Would you describe the role of the family when you are assessing and 

treating the older person with mental health needs in prehospital /ED? 

17. What knowledge and skills do you think should be included in a 

training programme to prepare staff for dealing with this group of 

patients in prehospital /ED? 
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18. Is there any other comment you would like to make about your 

experiences or views on assessing and treating older patients with 

mental health issues in prehospital and ED? 

 

Results (person centred outcomes) 

19.   In general, to what extent do you believe that the mental health needs 

of older people are met in the pre-hospital /ED setting.  Probe for 

views on whether this client group is fairly treated/stigmatised.   

20.  What can be done to improve the person-centred care of older people 

with mental health needs in the pre-hospital /ED setting? 

 

 

 

Ensure participant has had opportunity to give opinions and thank them for 

their help in the study. Close interview
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                                                  28.5.18 

         Ulster University 

         Magee Campus, 

            

                                                                                           D.Goode@ulster.ac.uk 

         07966171488 

Dear Ashleigh 

I wanted to write to you to ensure that I complied with the ‘Closing the loop’ requirement 

with Dementia NI. 

I would like to thank you and the three members of Dementia NI who allowed me to 

interview them for my PhD. I previously sent the transcriptions of each interview as 

requested. 

I am writing up my thesis at the moment and after analysis of the interviews, there are 6 

main themes that I will be presenting from my findings, that are summarised below: 

1. Participants wanted to get to the emergency department with ease of access and 

waiting had ‘consequences’ for them. 

2. They wanted to be seen as a person with all that entails but did face some stigma. 

They emphasised the importance of communication. 

3. The emergency department had a system of organisation and layout that could 

cause the participants concern. 

4. The experience could have an emotional and mental health effect on the 

participants. 

5. The participants had both positive and negative experiences of the staff. 

6. Suggestions were made to make the experience better that included a system and 

structural change, user involvement in planning and increased numbers of staff and 

training for staff. 

I will hopefully be publishing from these findings in academic journals once complete and 

hope to present at relevant conferences.  

Could you please let the participants know how much they helped me and their views will 

be taken on board?  

 

Regards  Debbie Goode 
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Appendix Eleven 
 
Examples of PIS sheets and consent forms (Older person, Pre-hospital EMS staff) 
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SERVICE USER INFORMATION LEAFLET 2015/16 

Chief Investigator: Dr Assumpta Ryan      

Research Officer: Debbie Goode 
Stage 2 
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Care provision for older people with mental health needs 

who access pre-hospital and in-hospital emergency care 

service (EMS). 

 

We would like to invite you to take part in a PhD research 

study we are undertaking. It is important that you understand 

the purpose of the research and what it will entail before you 

make your decision.  Please take time to read the following 

information carefully. 

 

What is the aim of this study? 

The aim of this study is to explore how care is provided to older 

people with mental health needs in emergency situations. We 

want to find out how the health care system is working for 

older people with mental health needs emergency settings. 

 

Why have you been approached? 

You have been approached because you are an older person 

who has mental health needs and have attended the 

Emergency Department (ED). 
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Do you have to take part? 

No, it is up to you whether or not you wish to participate. If 

you do not want to participate it will not affect the care 

received. If you do agree to help and change your mind, you 

are still free to withdraw at any time. 

 

What is involved for you? 

We would like you to take part in a one to one interview in 

your own home or a place that you are comfortable in. The 

interview will take approximately 45-60 minutes and if you 

give me permission, I will audio record the interview. I could 

also ask you to check that the interview record is accurate by 

showing you the typed record of our interview no longer than 

two weeks after it has been transcribed by the research team.   

 

What are the possible disadvantages and risks of taking part? 

You will be asked questions about your experience in 

providing care for older people with mental health needs in 

the emergency setting.  It is hoped that this will not distress 

you. If you tell me about a personal experience that shows 
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someone has been unprofessional to you, I have a duty of care 

to report it to the appropriate people. 

 

What happens to the information? 

At no point will your name be identifiable. The recordings will 

be stored on a password protected computer, as will the 

interview record. The content of the interviews will then be 

carefully analysed. All data will be stored securely and 

destroyed in accordance with Ulster University’s policy after 

ten-years. 

 

How can you make a complaint? 

Your well-being is of great importance to us and we hope that 

through careful planning, participating in the interviews will 

not cause you distress.  

 

You can discuss any issues with me and I will try to resolve your 

complaint to your satisfaction. If I fail to resolve your concern 

or complaint, you can direct your complaint to the Ulster 

University. Your complaint will be addressed in accordance 

with Ulster University’s Complaint Process.  
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Indemnity for this study has been secured from through Ulster 

University’s Research Governance Processes. A copy of the 

letter confirming indemnity is available from us on request. 

 

Who is organising the funding for the study? 

The study is self-funded by the research officer.  

 

What should you do now? 

If you are willing to participate, please complete the attached 

consent form and give it to me. Consent to take part in the 

study will be obtained by me when we meet before the 

interview takes place. 

 

Thank-you for reading this information sheet and considering 

participating in this study.  Please contact us on the details 

below should you have any queries. 
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Yours sincerely 

 

__________________                                  

Debbie Goode (Research Officer)  

Tel: 02871675219 Email: D.Goode@ulster.ac.uk 

 

Dr Assumpta Ryan (Chief Investigator) 

Tel: 0287167 5350 Email: AA.Ryan@ulster.ac.uk  

mailto:D.Goode@ulster.ac.uk
mailto:AA.Ryan@ulster.ac.uk
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 Care provision for older people with mental health needs who access pre-

hospital and in-hospital emergency care service (EMS). 

  

SERVICE USER  CONSENT FORM 

                                                          Stage 2 

 

Please initial each box 

 

1. I confirm that I have read and understood the 

information leaflet for the above study and have had the 

opportunity  to ask questions. 

 

2. I understand that my participation is voluntary and that I 

am free to withdraw at any time, without giving any 

reason, and without my rights being affected. 

 

3. I agree to the interview being audio recorded and       

consent to the use of anonymised direct quotations 

from the study report.                                      

 

4. I understand that if poor practice is disclosed during   

the interview the interviewer must report these  

disclosures to the appropriate  persons. 

 

5. I agree to take part in the above study. 
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Name:………………………..………………………………………………… 

 

Address:.....................................................................................

.................. …………….................................................. 

 

Contact Telephone Number: 

........................................................................................... 

 

 

Signed:…………………………………………………………………………..  

 

Date:………………………… 

 

 

Name of research team member taking consent: 

 

............…………………………………………………………………………… 

 

 

Signed……………………………………………………………  

 

Date:………………………… 
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STAFF INFORMATION LEAFLET 
Prehospital Staff 
(Emergency Care Services) 

2015/16 

Chief Investigator: Dr Assumpta Ryan      
Research Officer: Debbie Goode 

Stage  2 
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Care provision for older people with mental health needs who access pre-
hospital and in-hospital emergency care service (EMS). 
 

We would like to invite you to take part in a PhD research study we are 

undertaking. It is important that you understand the purpose of the research 

and what it will entail before you make your decision.  Please take time to read 

the following information carefully. 

 

What is the aim of this study? 

The aim of this study is to explore care provision to older people with mental 

health needs who access pre-hospital and in-hospital emergency care service 

(EMS). We would also like to explore the experience of the emergency care staff 

in the provision of care for older people with mental health issues in the 

Prehospital and Emergency Department (ED). At present we know little about 

how the health care system works for older people with mental health needs in 

the pre-hospital and in-hospital emergency care service. 

 

Why have you been approached? 

You have been approached because you are a health professional who has 

experience of working with older people with mental health needs in the EMS.  

 

Do you have to take part? 

No, it is up to you whether or not you wish to participate.  If you do, you are still 

free to withdraw at any time. 

 

What is involved for you? 

We would like you to take part in a one to one interview that will take place in 

your workplace at a time that suited you. The interview will be audio recorded 

and will take approximately 45-60 minutes. We could also ask you to check that 

the interview record is accurate by showing you the typed record of our 

interview no longer than two weeks after it has been transcribed by the research 

team. 
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What are the advantages in taking part? 

There is a lack of research on the prehospital emergency care for older people. 

It is essential to obtain your unique insight and experience to ensure future care 

is planned in a robust manner. This study has been ethically approved by the 

research boards and is also approved by Dr McManus (NIAS Medical Director). 

As this would be viewed as active participation in research, you could use this as 

part of your continuing professional development (CPD). I would provide you 

with a letter from the University for this purpose. 

 

What are the possible disadvantages and risks of taking part? 

You will be asked questions about your experience in providing care for older 

people with mental health needs in the prehospital and emergency care setting.  

It is hoped that this will not distress you. If you disclose any personal experience 

to me during the interview that reveals unprofessional practice, I have a duty of 

care to report these disclosures to the appropriate persons. 

 

What happens to the information? 

The recordings will be stored on a password protected computer, as will the 

transcriptions. The content of the interviews will then be carefully analysed. All 

data will be stored securely and subsequently destroyed in accordance with 

Ulster University’s policy after ten-years. At no point will your name be 

identifiable in the interview transcription as you will be given a unique number 

to replace your name 

 

A summary report will be circulated to each department and health 

professionals will invited to discuss the findings at presentations in the Trust. 

The study is part of a PhD project at Ulster University. 

 

How can you make a complaint? 

Your well-being is of great importance to us and we hope that through careful 

planning, participating in the individual interviews and the subsequent analysis 

and publication of the data gathered through the discussion will not cause you 
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distress. Complaints can be discussed in the first instance with me and I will try 

to resolve your complaint to your satisfaction. If I fail to resolve your concern or 

complaint, you can direct your complaint to the Ulster University . Your 

complaint will be addressed in accordance with Ulster University’s Complaint 

Process.  

 

Indemnity for this study has been secured from through Ulster University’s 

Research Governance Processes. A copy of the letter confirming indemnity is 

available from us on request. 

 

Who is organising the funding for the study? 

The study is self funded by the research officer.  

 

What should you do now? 

If you are willing to participate, please text or ring me at the number below. 

Consent to take part in the study will be obtained by me when we meet before 

the interview takes place. 

 

Thank-you for reading this information sheet and considering participating in 

this study.  Please contact us on the details below should you have any queries. 

 

Yours sincerely                                

 

Debbie Goode (Research Officer)                 Mobile: 07966171488  

Work:02871675219                                          Email:D.Goode@ulster.ac.uk 

 

Dr Assumpta Ryan (Chief Investigator) Tel: 0287167 5350  

Email: AA.Ryan@ulster.ac.uk  

 
 

tel:Mobile:07966171488Work:02871675219
tel:Mobile:07966171488Work:02871675219
mailto:D.Goode@ulster.ac.uk
mailto:AA.Ryan@ulster.ac.uk

