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Abstract

Background Emergency nurses play a pivotal role in delivering efficient emergency healthcare, yet they often
encounter numerous challenges, especially while managing life-threatening cases, impacting both their well-being
and patient satisfaction. This study seeks to identify the prevalent challenges faced by these nurses in Saudi hospitals
when handling Canadian Triage and Acuity Scale (CTAS1 and CTAS2) cases, with the aim of mitigating or managing
these issues in the future.

Methods This study incorporated a mixed-method approach to identify obstacles in Emergency Department

(ED) nursing treatment of CTAST and CTAS2 cases in two major Saudi Arabian hospitals. The research began with
qualitative focus group interviews with expert ED nurses, followed by a quantitative survey to measure and explore
relationships among the qualitative findings. Data analysis leveraged qualitative thematic analysis and principal
component analysis, ensuring rigorous examination and validation of data to drive meaningful conclusions.

Findings From expert interviews, key challenges for emergency nurses were identified, including resource
management, communication, training compliance, and psychological factors. A survey of 172 nurses further distilled
these into five major issues: patient care management, handling critical cases, administration support, patient care
delay, and stress from patients’families.

Conclusion Through a mixed-method approach, this study pinpoints five pivotal challenges confronting emergency
nurses in Saudi hospitals. These encompass difficulties in patient care management, the psychological toll of handling
critical cases, inadequate administrative support, delays due to extended patient stays, and the stress induced by the
presence of patients'families, all of which significantly impede emergency department efficiency and compromise
nurse well-being.
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Background

Emergency departments (EDs) are crowded areas with
complicated communication regions and a high rate
of job interruptions and diversions [1]. ED is a place
for urgent diagnoses and interventions for different
ages and health conditions [2]. It is where high-quality
and timely patient care is delivered, starting with sort-
ing and organizing the healthcare flow provided to
the patients when they enter the ED gates. The term
“triage” is derived from the French word trier, which
means sorting and arranging. Triaging is a system
used in many areas of the health field to ensure patient
safety by classifying patients according to the sever-
ity of their health problems. Then, they are prioritized
for healthcare in a stable treatment area within a spe-
cific time frame. Triaging differs from one country
to another, depending on the type of triaging system
they follow. Many triaging systems were created, such
as the simple triage and rapid treatment system, the
Canadian Triage and Acuity Scale (CTAS), the Chi-
nese four-level and three-district triage standard, the
Australasian Triage Scale, and the Manchester Triage
System [3, 4].

In Saudi Arabia, many hospitals use the Canadian
Triage and Acuity Scale (CTAS) as a reliable method to
categorize patients in the emergency department (ED)
based on their needs [5]. CTAS has five levels, rang-
ing from the most urgent (CTAS 1) to the least urgent
(CTAS 5) [6, 7]. These levels cover different situa-
tions, including resuscitation, emergent care, urgent
cases, less urgent cases, and non-urgent cases. CTAS
1 patients require immediate life-saving interventions
due to critical conditions like heart attacks or severe
breathing problems. They must be seen and treated
promptly to prevent worsening or death [6, 8]. CTAS 2
patients have serious but not critical conditions need-
ing quick assessment and care, typically within 15 min
[6, 8]. Examples include chest pain, heavy bleeding, or
high-risk pregnancy complications. Although not as
urgent as CTAS 1, CTAS 2 patients still need timely
attention to avoid further issues. At each level, the ED
nurse and physician have limited time to assess the
situation, though the issue is the lack of national fixed
unified standardized criteria for triaging patients in
Saudi hospitals [5]. The one who performs this com-
plicated process as well as other ED processes is the
emergency nurse.

Emergency nurses play an essential role in the suc-
cess of providing care and treatment to trauma vic-
tims. Before a definitive diagnosis is determined and
while patients are awaiting a doctor, nurses may begin
basic therapy [9]. Emergency nurses deal with unpre-
dictable loads of people, patients, and their families
with different clinical problems and who need care
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within a compressed time frame, along with frequent
fluctuations in patients’ acuity of conditions. The edu-
cational criteria for emergency nurses in Australia
are among the highest in the world [10]. In the King-
dom of Saudi Arabia (KSA), emergency nursing is one
of the postgraduate professional training programs
offered under the leadership of the Saudi Commis-
sion for Health Specialties as an improvement step to
the national Vision 2030 [11]. Emergency nurses work
in an area that requires a high level of professional-
ism and attention to meet the requirements of patient
safety and provide care with good quality. This task is
not easy, particularly in an area that faces national and
international obstacles.

WHO and the World Bank estimated 9 million
nurses and midwives were needed worldwide in 2014.
By 2030, they projected the figure would drop to
7.6 million [12]. Specialty fields, such as emergency
nursing, will not be exempt from this severe short-
age [13]. Many studies found that emergency nurses
experience workplace violence (WPV) at a high rate
worldwide. In a study published in 2019, 89.9% of 385
emergency nurses in 13 Chinese general hospitals
experienced WPV in 2018 [14]. Furthermore, a review
study of violent incidents rates conducted in 18 differ-
ent countries showed that 21-82% of verbal violence
and 13-79% of physical truculence were reported by
ED professionals [15]. Moreover, a study conducted
in Saudi Arabia in 2021 found that 73.7% of 849 emer-
gency nurses in the last two years express WPV in
public health hospitals [16]. A quantitative study con-
ducted in three different university hospitals in France
aimed to measure the prevalence of burnout symptoms
among ED professionals. The study found that of 379
participants, 15.8% and 29.6% reported that they expe-
rience burnout syndrome [17]. In southern Saudi Ara-
bia, a cross-sectional study was conducted in hospitals
to assess burnout among emergency staff; among the
282 respondents, 66.5% were nurses, of whom 16.3%
showed prevalence of burnout [18]. Emergency nurses
struggle daily with several aspects affecting their job
satisfaction, intention of turnover, and negative physi-
cal or emotional impact. Abundant evidence-based
research is conducted regarding the barriers faced by
emergency nurses. However, each research discusses
one obstacle as a topic isolated from other obstacles.

Based on available evidence from published stud-
ies, further evidence-based research is necessary to
collect, explore, and distinguish the most important
challenges faced by emergency nurses, especially when
dealing with CTAS1 and CTAS2 cases. Accordingly,
this study aimed to explore the most significant chal-
lenges faced by emergency nurses when dealing with
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CTASI1 and CTAS2 cases in Saudi hospitals to avoid or
manage them in the future.

Methods

This study employed a mixed-method approach with
sequential analysis, beginning with a qualitative phase
followed by a quantitative phase based on the initial find-
ings. The first phase involved focus group interviews with
expert Emergency Department (ED) nurses from King
Abdul-Aziz Specialist Hospital and King Faisal Medi-
cal Complex. This phase aimed to explore and identify
the obstacles in ED nursing regarding the treatment of
CTASI1 and CTAS2 cases. The second phase involved a
quantitative survey to quantify the obstacles that identi-
fied in the first phase. The study was conducted in two
major hospitals in Taif, Saudi Arabia: King Faisal Medical
Complex Hospital, which has a capacity of over 500 beds
and a large ED with around 50 beds, and King Abdul-
Aziz Specialist Hospital, with a bed capacity of approxi-
mately 500 beds and an ED consisting of about 30 beds.
In the initial phase, from July to September 2022, two dis-
tinct focus group interviews were conducted, each com-
prising four participants from a different hospital. This
approach was chosen to manage logistical constraints
and to highlight any potential variances between the
practices of the two hospitals.

Each focus group was conducted by a single facilita-
tor, a registered nurse with over 10 years of experience
in emergency care and expertise in qualitative research
methods. This facilitator had extensive training in con-
ducting focus groups and in-depth interviews, which
ensured that the discussions were guided effectively and
remained focused on the research objectives. Impor-
tantly, the facilitator had no prior relationship with the
participants, which helped to minimize bias and encour-
aged open, honest dialogue. The discussions were facili-
tated using a guide that included open-ended questions,
as outlined in Table 1. This guide was designed to elicit
detailed responses about the challenges faced in manag-
ing critical cases, such as CTAS1 and CTAS2 patients,
including issues related to supply availability and admin-
istrative processes. The open-ended nature of the ques-
tions allowed participants to express their views freely
and provided rich, nuanced data. Each focus group

Table 1 Focus group discussion questions

Q1. What are the negative points about working in the ED, particularly
in CTAS1 and CTAS2?

Q2. What are the challenges faced by nurses in these two areas in the
ED?

Q3. What about the availability of supply in CTAST and CTAS2?

Q4. Do you agree that dealing with emergency cases daily can affect
nurses? How?

Q5. What can be done to reduce the challenges for nurses in the ED?
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session lasted between 30 and 45 min and was audio-
recorded with the informed consent of the participants.
This ensured an accurate record of the discussions. In
addition to the recordings, the facilitator took field notes
to capture non-verbal cues and contextual details that
might not be evident from the audio recordings alone.
These notes provided additional depth to the analysis.

Data saturation was achieved when no new themes
or insights emerged from the second focus group, indi-
cating that the data collected were sufficient to address
the research questions. The audio recordings were tran-
scribed verbatim by a professional transcription service
to ensure accuracy. Although the transcripts were not
returned to participants for verification, the researchers
shared key themes and preliminary findings with the par-
ticipants to confirm the accuracy of the interpretations
and to obtain their feedback. The data were analyzed
using qualitative thematic analysis. Two researchers inde-
pendently coded the transcripts to identify key themes
and patterns. This independent coding process helped to
enhance the reliability of the findings. Any discrepancies
between the researchers’ codes were resolved through
discussion and consensus, ensuring that the final themes
accurately reflected the data. NVivo software was used to
support the analysis and manage the data systematically,
providing a robust framework for organizing and retriev-
ing coded data.

The study adhered to the Consolidated Criteria for
Reporting Qualitative Research (COREQ) checklist,
ensuring that all relevant methodological details were
transparently reported. This adherence to COREQ stan-
dards enhanced the credibility and rigor of the study, pro-
viding a clear and comprehensive account of the research
process.

The second phase was a cross-sectional study con-
ducted through an open-link survey using Survey-
Monkey (surveymonkey.com). The questionnaire was
developed based on the results from the first phase and
comprised two parts: participants’ demographic data
and 28 items related to the study topic, as detailed in the
Results section. Data collection occurred from Novem-
ber 2022 to December 2022. The survey was promoted
via official hospital communication channels to reach
our target respondents—all staff nurses working in the
ED. To ensure a comprehensive and effective advertis-
ing strategy, researchers visited the hospitals personally
and coordinated with the education and research units.
Before the official distribution, the questionnaire was
pilot-tested with a small group of nurses to evaluate its
clarity and relevance. Feedback from this pilot test was
invaluable, leading to minor adjustments in the question-
naire to enhance its effectiveness and reliability.

A 5-point Likert scale was used 1=strongly disagree
and 5=strongly agree. Data used in this phase were
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collected from the same two large hospitals in Taif where
the focused group data were taken. The inclusion cri-
teria comprise all staff nurses working in the ED; the
exclusion criteria are students and nursing interns who
work in the ED. The expected population in both EDs is
approximately 225; thus, the estimated number of par-
ticipants is 169 (confidence level 99%; margin of error 5).
A brief explanation is provided to them indicating that

Table 2 Items extracted from the interviews
1. Understaffing affects my duty hours in the ED
2. Staff shortage is a major problem in the ED

3.The presence of patients and their families during treating cases adds
pressure on me.

4. | get stressed when patients'families asked me questions that | don't
know how to answer.

5.The consultation process in ED delays the medical care for critical
patients.

6. Assigning new staff in CTAST and CTAS2 may affect critical patient
care.

7. Improper pre-hospital assessment, intervention, and transportation
for critical patients affect patient care in CTAS1 and CTAS2.

8. Inadequate information about a referred patient is an issue in CTAS1
and CTAS2.

9. Receiving incorrect endorsement about a patient’s condition from
pre-hospital health providers affects the receiving preparation in CTAS1
and CTAS2.

10. Doctors' non-compliance with the procedures in the ED affects my
performance in treating critical patients in CTAST and CTAS2.

11. Receiving multiple orders during code blue confuses nurses.

12.The presence of internship students and new doctors during code
blue affects nurses’monitoring and quality care.

13.The policies and protocols in my ED conflict.

14. Increases in patients'ED length of stay (EDLOS) due to delayed doc-
tor assessment are a major problem.

15. Shortage of supplies in the ED affects patient care.
16. Equipment in the ED is insufficient, affecting patient care.

17.The lack of coping mechanisms with critical cases affects my
lifestyle.

18. Frequent dealings with critical cases affect my imagination and
self-stability.

19. Frequent critical care negatively influences my self-care.

20.The lack of training and education in dealing with critical care
patients in the ED

21. Improper hospital administration affects workflow in the ED.

22. Separation of hospital administration from emergency administra-
tion leads to changes in the workplace environment.

23. Alack of motivation and psychological support affects the perfor-
mance of emergency nurses working in CTAST and CTAS2.

24. Repositioning patients between emergency areas is one of the
most challenges faced by nurses in the ED.

25.The lack of hospital beds for critical cases forces emergency nurses
to continue nursing care for an extended period.

26. How doctors deliver bad news regarding patient care in the ED
affects the workplace environment.

27.The occurrence of deaths in the ED affects nursing psychology.

28. Any medical error, regardless of how small, that occurs in CTAST and
CTAS2 affects the patient healthcare process.
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they have the right to withdraw from the survey with
no risk or harm to them. The survey results were col-
lected directly into the investigator’s account, and data
were stored in the responsible investigator’s laptop for
5 years to maintain confidentiality. Descriptive statistics
and principle component analysis (PCA) using SPSS (ver-
sion 25) [19] were used for data analysis. PCA was con-
ducted to validate and remove redundant data following
the process of factor analysis adapted from: Exploratory
factor analysis: A five-step guide for novices [20]. This
process follows five steps: [1] data suitability based on
the sample size and the Kaiser—Meyer—Olkin measure
of sampling adequacy and Bartlett’s test of sphericity; [2]
factor extraction methods using the PCA as not a priori
knowledge regarding the research topic; [3] criteria for
determining the factor extraction method based on the
eigenvalue greater than 1 rule and explained variance
more than 50%; [4] selection of a rotation method using
varimax, which is the most commonly used method and
maximizes high item loadings; and [5] interpretation by
deleting items with cross-loadings and those with no
loading to any factors and naming the factors according
to the characteristics of the items.

Results
The results of this study are presented sequentially as well
as the method used.

Approach 1: Qualitative phase

Following the interview conducted, we generated items
for the purpose of developing a scale for the quantita-
tive phase, as shown in Table 2. From these items, we
identified four major themes: (1) Staffing and Resource
Management, which encompasses challenges related
to understaffing, shortages of supplies and equipment,
and the availability of hospital beds for critical cases; (2)
Communication and Information Sharing, highlighting
the importance of clear and accurate communication
between healthcare providers, patients, and their fami-
lies; (3) Training, Education, and Compliance, covering
the need for proper training and education for healthcare
professionals working in the ED, as well as ensuring com-
pliance with established procedures; and (4) Psychologi-
cal, Emotional, and Workflow Factors, focusing on the
emotional and psychological well-being of healthcare
professionals and addressing workflow and process chal-
lenges in the ED.

Approach 2: Quantitative phase

In the second phase, 172 nurses responded to and
returned the questionnaire, representing a response rate
of 76.5%. The majority of the participants were female
(82.6%), whereas the response rate of males was 17.4%.
In terms of age, the majority were 29-38 years (53.5%),
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followed by 18-28 years (27.9%), 39-48 years (16.3%),
and 49-58 years (2%). Most of the participants were
Saudi nationals (88.4%). Regarding experience in emer-
gency care settings, 54.1%, 13.4%, 12.2%, 9.9%, and 8.7%
had 1-5 years, 7 months—1 year, 6-10 years, 11-15
years, and less than 6 months of experience, respectively.
In terms of training and education courses, the major-
ity of the participants have Conscious Sedation Course
(43.6%). Others have Triaging Course (19.8%), ATLS
Course (10.5%), and Fundamental Critical Care Support
(4.7%). Then, the remaining participants (21.5%) have
other training and education courses. In terms of emer-
gency qualification, 57.0% have BLS, 27.9% had ATLS,
and only 7.0% had PALS. Approximately 20% had other
forms of education and training (critical care ED, ATCN,
BLE, NRP, CRRT). Table 3 presents additional details.
The findings of PCA indicate that a sample size of
more than 100 is suitable for factor analysis; the Kaiser—
Meyer—Olkin measure of sampling adequacy is 0.82; and
Bartlett’s test of sphericity approx. chi-square is 2082.24,
p<0.001. Based on the eigenvalues and total variance
explained, five factors can be extracted from the data as
they have eigenvalues greater than 1, with 65% total vari-
ance explained. Based on the criteria of factor loadings of

Table 3 Demographic data

Group Subgroup Frequency Percentage
Gender Male 30 174
Female 142 826
Total 172 100
Age in years 18-28 48 27.9
29-38 92 535
39-48 28 16.3
49-58 4 23
Total 172 100
Nationality Saudi 152 884
Non-Saudi 20 11.6
Total 172 100
Years of ED Less than 6 months 15 8.7
experience 7 months-1 year 23 134
1-5 years 93 54.1
6-10 years 21 122
11-15 years 17 9.9
More than 15 years 3 1.7
Total 172 100
Emergency care  BLS 98 57.0
qualification ACLS 48 27.9
PALS 12 7.0%
Others 14 8.2
Total 172 100.1
Training and edu- Conscious Sedation 75 436
cation course Course 18 10.5
ATLS Course 34 19.8
Triaging Course 8 4.7
Fundamental Critical 37 21.5
Care Support ) 172 100.1
Others
Total
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more than 0.50, five items were deleted due to no load-
ing or cross-loading to two factors or more. Thus, 23
items remain from the original 28 items. With approxi-
mately 65% total variances, five factors were extracted,
and each factor scored an eigenvalue greater than 1.
Thus, this study focuses on exploring the five factors as
the most important obstacles and challenges faced by
emergency nurses in treating CTAS1 and CTAS2 cases
in Saudi hospitals to avoid or manage them in the future
(Table 4). The first factor was patient care management,
with nine items related to healthcare providers’ attitudes
affecting patient care. Patient care management has fac-
tor loadings from 0.77 to 0.50, with two items having
the same loading of 0.70 (“Any medical error, regardless
of how small, that occurs in CTAS1 and CTAS2 affects
the patient’ healthcare process” and “Receiving incorrect
endorsement about a patient’s condition from pre-hos-
pital health providers affects the receiving preparation
in CTAS1 and CTAS2”). The highest loading pertains to
“Inadequate information about a referred patient is an
issue in CTAS1 and CTAS2; with M=3.87, SD=0.92,
8.44 eigenvalues, and 36.70% variance. The second factor
was dealing with critical cases involving four items, with
2.19 eigenvalues and 9.53% variance and loadings ranging
from 0.81 to 0.61. In terms of the strongest to the weakest
mean values, “The occurrence of deaths in the ED affects
nursing psychology” has M=3.70 and SD=0.98; “The
lack of coping mechanisms with critical cases affects my
lifestyle” has M=3.58 and SD=0.96; “Frequent dealings
with critical cases affect my imagination and self-stabil-
ity” has M=3.43 and SD=1.04; and “Frequent critical
care negatively influences my self-care” has M=3.05 and
SD=1.11. The third factor was hospital administration
support comprising five items with loadings from 0.717
to 0.547, 2.01 eigenvalue, and 8.70% variance, one items
higher than 0.70 was : Improper hospital administration
affects workflow in the ED (0.717). The fourth factor was
a delay in patient care involving three items with load-
ing ranged from 0.870 to 0.613. The items with a strong
loading higher than 0.80 were “Shortage of supplies in the
ED affects patient care” with M=3.57 and SD=1.13 and
“Increases in patients’ ED length of stay (EDLOS) due
delayed doctor assessment are a major problem,” with
M=3.54 and SD=1.40. Lastly, the fifth factor has 2 items
loaded alone (from 0.80 to 0.72). Both items focused on
how the presence of patients’ families stresses emergency
nurses.

Discussion

This study highlights five major challenges faced by
emergency nurses in Saudi hospitals when handling
Canadian Triage and Acuity Scale (CTAS1 and CTAS2)
cases: patient care management, handling critical cases,
hospital administration support, patient care delays, and
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Table 4 Principal component analysis results
Items Factors

1 2 3 4 5 h M SD
Inadequate information about a referred patient is an issue in CTAST and CTAS2 0.77 063 387 092
Improper pre-hospital assessment, intervention, and transportation for critical patients affect 0.76 0.75 398 096
patient care in CTAST and CTAS2
Any medical error, regardless of how small, that occurs in CTAST and CTAS2 affects the patient’s 0.70 063 412 094
healthcare process
Receiving incorrect endorsement about a patient’s condition from pre-hospital health provid-  0.70 073 397 086
ers affects the receiving preparation in CTAS1 and CTAS2
Doctors'non-compliance with the procedures in the ED affects my performance in treating 0.68 063 392 091
critical patients in CTAS1T and CTAS2
A lack of motivation and psychological support affects the performance of emergency nurses  0.64 061 391 093
working in CTAST and CTAS2
Assigning new staff in CTAST and CTAS2 may affect critical patient care 0.60 052 386 094
How doctors deliver bad news regarding patient care in ED affects the workplace environment  0.57 061 368 093
Receiving multiple orders during code blue confuses nurses 0.50 0.50 388 094
Frequent dealings with critical cases affect my imagination and self-stability 0.81 072 343 1.04
Frequent critical care negatively influences my self-care 0.77 073 305 1.11
The occurrence of deaths in the ED affects nursing psychology 0.68 065 370 098
The lack of coping mechanisms with critical cases affects my lifestyle 061 055 358 096
Improper hospital administration affects workflow in the ED 0.717 068 395 087
The presence of internship students and new doctors during code blue affects nurses' monitor- 0.620 050 370 094
ing and quality of care
Equipment in the ED is insufficient, affecting patient care 0.619 060 381 099
Separation of hospital administration from emergency administration leads to changes in the 0.548 050 3.80 0.78
workplace environment
The lack of training and education in dealing with critical care patients in the ED 0.547 052 371 096
Increases in patients' EDLOS due to delayed doctor assessment are a major problem 0.870 076 354 140
Shortage of supplies in the ED affects patient care 0.849 078 357 1.3
The consultation process in ED delays the medical care for critical patients 0 060 371 095

0613

I get stressed when patients'families asked me questions that | don't know how to answer 080 079 335 1.06
The presence of patients'families when treating cases adds pressure on me 0.72 065 381 099
Eigenvalues 844 219 201 1.21 1.01
% Variance 36,70 953 870 527 439

dealing with patients’ families. It emphasizes the crucial
role of nursing care in ensuring patient safety, quality,
and satisfaction [21]. One key finding is that patient care
management challenges significantly impact healthcare
providers’ attitudes, which in turn affect healthcare pro-
cesses and outcomes, particularly in critical cases. Issues
such as errors in triage and inadequate information from
pre-hospital health providers disrupt patient care. Medi-
cal errors, a leading cause of patient deaths in the US,
underscore the need for error management and patient
safety in emergency departments, where risks are high
[22-26].

The study also highlights the importance of effective
communication and thorough information exchange dur-
ing referrals, especially for referred patients in urgent
categories. It is reported that a significant number of
emergency nurses have made medical errors, emphasiz-
ing the need for reduced nurse workloads and improved
conditions to mitigate such errors [27, 28]. International

standards advocate for direct communication and com-
plete information transfer during inter-hospital transfers,
with ineffective interactions, handoffs, and IT shortcom-
ings impacting patient transfers [29]. Effective nurse-
doctor communication in the ED is vital for collaboration
[30]. Communication barriers between emergency nurses
and other team members can obstruct care delivery, with
communication errors during handovers posing signifi-
cant risks [31-33]. A UK survey from 2005 linked over
80% of critical transfer incidents to inadequate training
and equipment [34]. Patient satisfaction and safety, as
measures of ED care quality, support the importance of
managing patient care effectively [35, 36].

The study identifies the impact of dealing with critical
cases on healthcare providers, with significant statistical
measures (eigenvalues of 2.19, 9.53% variance) and strong
item loadings (0.81 to 0.61). Frequent encounters with
death in the ED take a toll on nurses’ psychological well-
being, affecting their lifestyle, imagination, self-stability,
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and self-care, with varying degrees of impact on their
coping mechanisms. The highest mean value within this
factor suggests a heavy emotional burden on emergency
nurses, highlighting the need for psychological support
and coping strategies within the ED. The study empha-
sizes the adverse effects on personal lifestyle and mental
health, underscoring the necessity for stress management
education and resilience training. It also suggests regular
mental health assessments and access to psychological
counseling to prevent burnout, alongside promoting self-
care practices among healthcare workers.

These findings align with research indicating that
direct exposure to death, workplace violence, and trau-
matic events can lead to post-traumatic stress disorder
in emergency nurses. Strategies such as psychological
support, job training, and optimized shift schedules are
recommended to safeguard nurses’ physical and mental
health [37]. Similarly, a study in Thailand highlights the
importance of hospital management strategies, includ-
ing support from co-workers and supervisors, to miti-
gate psychological effects and occupational stress in ED
nurses [38]. The literature consistently suggests that with-
out adequate emotional recovery interventions, nurses
dealing with critical cases may experience post-traumatic
stress, emotional exhaustion, and compassion fatigue [39,
40].

The study also emphasizes the critical role of hospi-
tal administration support for the smooth operation of
the Emergency Department (ED). Inadequate admin-
istrative support can disrupt ED operations, leading to
increased medical errors and patient dissatisfaction. It
has been note that inadequate administrative support
may elevate stress levels among healthcare providers,
negatively affecting their health and care delivery, poten-
tially increasing turnover rates [41, 42]. Fostering a close
relationship between administration and nursing staff
enhances motivation and underscores the importance of
considering the psychological well-being of nurses [43].
These findings suggest that supportive and efficient hos-
pital administration is essential for a positive work envi-
ronment, improved ED workflow, and ultimately better
patient outcomes.

The study also highlights the issue of delay in patient
care, which includes supply shortages and increased
emergency department length of stay (EDLOS) due
to delayed doctor assessments. Supply shortages can
hamper timely care delivery and exacerbate patient
conditions, emphasizing the importance of resource
management and efficient inventory systems [44, 45]. A
study highlighted the correlation between supply avail-
ability and patient care quality, indicating the need for
operational adjustments and emergency management
protocols to prepare EDs for high patient volumes [46,
47]. Additionally, delays in assessments lead to extended
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wait times, potentially deteriorating patient conditions
and reducing satisfaction. Measures such as optimizing
workforce levels and changing triage processes can sig-
nificantly reduce waiting times [48, 49]. Overall, these
factors highlight the challenges faced by emergency
nurses in patient care management. Addressing these
challenges through effective communication, psychologi-
cal support, supportive hospital administration, and effi-
cient resource management can contribute to improved
patient outcomes, satisfaction, and the well-being of
healthcare providers.

Conclusions

In conclusion, this study underscores the significant chal-
lenges faced by emergency nurses in patient care manage-
ment and highlights the importance of addressing these
challenges for improved healthcare outcomes. The find-
ings emphasize the need for effective communication,
psychological support, supportive hospital administra-
tion, and efficient resource management. By addressing
these factors, healthcare organizations can enhance the
quality of emergency care, promote patient satisfaction,
and prioritize the well-being of healthcare providers. It
is crucial to recognize and mitigate the challenges faced
by emergency nurses to ensure optimal patient outcomes
and a positive work environment within the Emergency
Department.

Limitation

This study, despite providing important insights, is not
without limitations. The research was conducted only in
two major Saudi hospitals, which might limit the gener-
alizability of findings to different geographical regions or
types of hospitals. The reliance on self-reported data may
have introduced biases such as recall or social desirability
bias. Furthermore, the relatively small sample size of 172
nurses may further restrict the applicability of the find-
ings across a broader context. Lastly, the study did not
deeply delve into the root causes of these challenges or
potential solutions, which could be addressed in future
research for a more comprehensive understanding and
for the development of targeted interventions.
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