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Abstract

Background—Despite calls to study how healthcare providers’ emotions may impact patient 

safety, little research has addressed this topic. The current study aimed to develop a comprehensive 

understanding of emergency department (ED) providers’ emotional experiences, including what 

triggers their emotions, the perceived effects of emotions on clinical decision making and patient 

care, and strategies providers use to manage their emotions to reduce patient safety risks.

Methods—Employing grounded theory, we conducted 86 semi-structured qualitative interviews 

with experienced ED providers (45 physicians and 41 nurses) from four academic medical centres 

and four community hospitals in the Northeastern USA. Constant comparative analysis was used 

to develop a grounded model of provider emotions and patient safety in the ED.

Results—ED providers reported experiencing a wide range of emotions in response to patient, 

hospital, and system-level factors. Patients triggered both positive and negative emotions; hospital 

and system-level factors largely triggered negative emotions. Providers expressed awareness of 

possible adverse effects of negative emotions on clinical decision making, highlighting concerns 
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about patient safety. Providers described strategies they employ to regulate their emotions, 

including emotional suppression, distraction, and cognitive reappraisal. Many providers believed 

that these strategies effectively guarded against the risk of emotions negatively influencing their 

clinical decision making.

Conclusion—The role of emotions in patient safety is in its early stages and many opportunities 

exist for researchers, educators, and clinicians to further address this important issue. Our findings 

highlight the need for future work to (1) determine whether providers’ emotion regulation 

strategies are effective at mitigating patient safety risk, (2) incorporate emotional intelligence 

training into healthcare education, and (3) shift the cultural norms in medicine to support 

meaningful discourse around emotions.

INTRODUCTION

Emergency departments (EDs) in the USA manage over 140 million patient visits each year, 

a number that has grown significantly in recent years.1 EDs treat a wide range of patients, 

from the critically ill to those with relatively minor health concerns, and those with unmet 

social needs. The ED poses unique challenges for providers due to the high variability and 

volume of patients, lack of pre-existing relationships with patients, highly unpredictable 

conditions, frequent interruptions, and limited resources, among other factors.2, 3 In the 

USA, these challenges are magnified by the Emergency Medical Treatment and Labour Act, 

an unfunded mandate enacted by Congress over 30 years ago requiring EDs to provide 

medical assessment and treatment for all patients, regardless of medical complaint or ability 

to pay.4 Thus, for many reasons, the ED can be an emotional and stressful environment 

where patient safety risks and diagnostic errors are heightened.5–7

Research in affective and social cognitive science unequivocally demonstrates that emotions 

can profoundly influence information processing, decision making, and behaviour.8–11 

Despite this, emotions have generally been overlooked in the practice of medicine, which 

has traditionally been viewed as driven by cold, rational, cognitive processes.12–14 Although 

several scholars have raised concerns that providers’ emotions may adversely impact clinical 

decision making and patient safety,12, 13, 15–17 and some have considered risks for patients 

described as ‘hateful’18 or ‘difficult’,19–21 no comprehensive study has been conducted that 

focuses explicitly on triggers and consequences of providers’ emotions.

Several noteworthy publications have brought attention to the role of provider emotions in 

patient safety. For example, Croskerry and colleagues16, 17 reviewed literature across 

multiple disciplines and catalogued factors that may influence providers’ emotions and 

clinical decision making. More recently, Kozlowski et al13 synthesised results from 23 

studies related to this topic; however, only 5 studies focused specifically on both emotions 

and clinical decision making. Moreover, none of the studies involved ED providers or 

directly investigated strategies providers use to regulate their emotions, and many were 

conducted in narrow clinical contexts (eg, end of life care and older adult nursing care).

Despite some progress reflected in this recent work, knowledge gained from integrative 

reviews is limited by the available research22 and, as the Kozlowski et al13 review 

demonstrates, published work on emotions and patient safety is somewhat fragmented. The 
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current research aimed to address this gap by investigating the following questions: (1) What 

emotions do providers feel while working in the ED and what triggers these emotions? (2) 

How do these emotions impact clinical decision making and patient care? (3) What 

strategies do ED providers use to manage their emotions? In examining these questions, we 

offer the first data-driven model of the antecedents and consequences of providers’ emotions 

in the ED.

METHODS

Using grounded theory,23, 24 we conducted semi-structured interviews with 86 ED providers 

(45 physicians and 41 nurses) in the Northeastern USA between February and August 2018. 

Providers were asked about their emotions, emotional triggers, beliefs about emotional 

influences on patient safety, and emotion management strategies (see online supplementary 

file for interview topic guide). Interview topics and questions were developed based on a 

pilot interview study with 25 ED providers (15 physicians and 10 nurses) conducted between 

July 2016 and April 2017. Except for one telephone interview, all interviews were conducted 

face-to-face in private settings by LMI, an experienced psychology researcher. Memos and 

expert debriefing were used to enhance interviewer reflexivity. Interviews lasted 45–90 min; 

most lasted approximately 65 min. Consistent with the average hourly rate for ED 

physicians in the USA at the time,25 physicians received US$250 compensation for their 

participation. Nurses received US$100.

Sampling and recruitment

Administrators at four academic medical centres shared our recruitment materials via email 

with possible participants. The study was described as ‘a federally funded project designed 

to help us gain a better understanding of the factors that impact clinical reasoning and 

decision making in emergency medicine’. Email recipients were informed that if they 

participated, they would be asked about their experiences working as an ED provider. No 

additional information was given.

We used theoretic sampling throughout recruitment, seeking participants with a variety of 

roles, administrative positions, experiences, and demographics. In grounded theory research, 

sample size is determined based on achieving theoretical saturation and cannot be 

determined with certainty a priori23; however, 20–30 participants typically yield saturation.
26 We oversampled to ensure we could compare physicians and nurses across different 

contexts and to ensure we recruited a diverse sample of providers with different levels of 

experience. After noting potential contextual effects at four academic hospitals, we extended 

recruitment to four community hospitals to build transferability. We then conducted 

interviews until we again achieved saturation.

The hospitals that participated are well-established institutions. The academic hospitals have 

major trauma centres, are located in large cities, serve diverse patient populations, and train 

medical students and residents. Three of the community hospitals are located in suburban 

areas, and one is located in a large city; all serve diverse populations. The community 

hospital sample includes physicians recruited directly from four community hospitals and 

nurses from two of these hospitals. Some physicians recruited from academic hospitals also 
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worked at community hospitals within the same healthcare system. To our knowledge, there 

were no recent initiatives at any of these hospitals that may have affected morale within the 

ED.

Data analysis

Digital interview recordings were transcribed verbatim by undergraduate research assistants. 

Two additional research assistants reviewed each transcript for accuracy. Using NVivo V.11, 

HC, GL and EC independently coded five initial transcripts and met to resolve 

discrepancies. Thereafter, HC and GL used a shared codebook to code transcripts, which EC 

reviewed for consistency. They resolved discrepancies and developed new codes via regular 

meetings and email conversations. The coding process followed constant comparative 

analysis guidelines commonly used in grounded theory24, 27: after open coding, we 

developed axial codes and then used these axial codes to support selective coding (see online 

supplementary file for additional details).

RESULTS

Sample characteristics

Tables 1 and 2 contain participant information.

Grounded model of provider emotions and patient safety

Figure 1 presents a grounded model of provider emotions and patient safety constructed 

from our data. This model includes emotion-eliciting factors in the ED, effects of provider 

emotions on patient safety, and emotion regulation strategies that providers employ in an 

effort to reduce adverse influences of emotions on patient safety. Each aspect of this model 

is described further with exemplar quotes. Additional quotes appear in the online 

supplementary file.

Patient, hospital, and system-level causes of provider emotions

Providers reported experiencing a wide range of both negative and positive emotions in the 

ED, including pride, guilt, fear and happiness; however, providers most frequently 

mentioned experiencing frustration, anger, sadness, and gratification. They emphasised the 

emotionally challenging nature of the ED and reported experiencing emotions in response to 

three main triggers: patient, hospital, and system-level factors.

Patient factors—Frustration, sadness, and gratification were common emotional 

responses to patients. There was considerable consensus in the patient factors that elicited 

frustration and anger: unrealistic expectations, entitlement, and other challenging behaviours 

and patient populations detailed further.

Providers perceived a lack of public understanding of the purpose of the ED, which results 

in unrealistic expectations that cause frustration for both patients and providers. For 

example, many people go to the ED in the hopes of solving a chronic, long-standing 

problem. Yet, as one physician (54) stated,

Isbell et al. Page 4

BMJ Qual Saf. Author manuscript; available in PMC 2020 October 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



While we certainly would like to be answering the question ‘what is this?’ most of 

the time the way we come at it is ‘what does this have to not be?

Providers discussed difficulty in setting and managing patient expectations. One physician 

(14) articulated,

… the challenge is how do I reset those expectations in a way that the patient leaves 

feeling satisfied, even though I wasn’t able to meet their expectations?

Providers also perceived entitlement among some patients, which prompted frustration and 

anger. Demanding patients and family members who were perceived as failing to recognise 

providers’ competing priorities were representative of entitlement. One physician (64) noted:

I remember one woman who specifically said, ‘I don’t care if someone else is 

having a stroke’… When patients acknowledge there are horrible things going on 

and they just don’t care because they think they’re more important, that makes me 

pretty angry.

Abuse of the ED system or personnel was also seen as a form of entitlement. For example, 

participants described feeling angry in response to patients who lied about chest pain to 

receive faster service or who came in merely to get a note for work. Providers also recounted 

experiences with patients who were verbally and sometimes physically abusive. One 

physician (69) stated:

I’ve been hit, kicked, punched…yelled at and screamed and sworn at…that’s hard 

too, you know, when you’re trying to do the right thing for people.

Due to their unique roles, ED nurses and physicians described varying types of interactions 

with patients. One nurse (26) described having to deal directly with frustrated patients on 

behalf of the care team:

I think as the nurse you feel like the middle man, and you’re just kind of making 

those connections…making sure [physicians and residents] follow through… 

because I’m the nurse that’s going back into the room and if you don’t have that 

solved, the patient’s going to get frustrated with you.

Notably, a number of physicians were very thoughtful about the distinct roles and burdens 

that nurses face. One physician (23) summarised this sentiment:

My guess would be [nurses]…probably get the most frustration. Cause they gotta 

sit and deal with this patient the whole time. I can see them [patients] and I move 

on…And I would imagine it’s a huge source of frustration for [nurses]. Because the 

patients- some of them, they’re constantly asking you for things, they want stuff, 

they’re trying to leave…or some of them are just outright verbally abusive.

Both nurses and physicians repeatedly identified three types of patients as the most 

challenging: frequent users of the ED, substance use patients, and psychiatric patients. Many 

providers admitted to having negative pre-existing attitudes toward these populations, who 

were considered to be exceptionally time and energy consuming. One nurse (42) 

commented,
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It is a constant source of frustration for me when… the psych patient who doesn’t 

necessarily, usually does not have a medical complaint, gets the most attention 

because they’re the loudest, squeakiest wheel.

Hospital factors—Many ED providers experienced negative emotions in response to 

insufficient hospital resources. Nurses specifically identified understaffing, particularly at 

night-time, as a source of stress and frustration across academic and community settings. 

Several nurses felt that ‘chronic understaffing’ and ‘chronic overworking’ made it difficult to 

maintain staff. As one nurse (37) commented,

I think that’s the constant problem…[we] continually outgrow our space and we 

continually understaff, which puts a lot of stress on the department and on the staff, 

which contributes to our high turnover rate.

Consulting physicians were another significant source of frustration. Physicians discussed 

negative experiences with uncooperative or unhelpful consultants. One physician (22) 

described how this can harm the patient–provider relationship, resulting in additional stress 

for physicians:

Consults that don’t have the same level of urgency as you do…and you’re trying to 

advocate for the patient, the patient gets mad at you that you’re not taking care of 

them, the consults mad at you because they think that you’re bothering them 

unnecessarily, and so you’re stuck in the middle and it feels like no one is on your 

side, which is also very frustrating.

ED personnel, on the other hand, were often perceived in many hospitals as part of the same 

community and were frequently discussed in positive terms. As unique as nurses’ and 

physicians’ experiences are, there was a remarkable overlap in the respect and appreciation 

they expressed for their ED colleagues. As one nurse (77) stated,

We count on each other, we deal with those situations - sad, happy, angry - all 

together.

Providers varied in their assessments of teamwork within their EDs, with some reporting 

strong, close-knit team environments and others discussing challenges with physician to 

nurse communication. While a number of providers voiced frustrations with a perceived lack 

of teamwork, the majority mentioned positive emotions and a sense of support in discussing 

their ED colleagues.

System-level factors—Overcrowding in EDs dominated discussion across providers and 

hospitals. Providers repeatedly remarked on the stress they experience working within 

inadequate spaces to serve a high volume of patients. They spoke about delivering large 

amounts of patient care in hallways, which brought up concerns about patient privacy, as 

well as quality of care and safety. One physician (23) described the effect of overcrowding 

on his mood:

Most days, I’m excited…other days that immediately disappears as soon as I walk 

in and see the board and see that there’s 20 plus people in the waiting room and we 

have no beds available. Then, I usually switch quickly to despair.
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Providers identified boarding—when patients who are admitted or awaiting transfer to 

another hospital or care facility remain in the ED until inpatient beds become available—as 

a major factor contributing to space issues. One physician (29) described a taxing boarding 

process:

They’re not emergency department patients anymore, but we are responsible for 

them, and that just increases our census…it increases our task shifting, and it 

changes our cognitive burden…you don’t have the inpatient teams or all those other 

sorts of things that are supposed to be backing you up.

Providers identified other system-level causes of overcrowded EDs, including a shortage of 

primary care providers. One physician (39) described how difficulty getting a primary care 

appointment can steer patients to the ED:

…primary care physicians will keep a certain number of sick visits and those sick 

visits, they fill up over the course of the morning and early afternoon and after that 

everything is, ‘Well why don’t you go to the ED?’

Feelings of frustration and despair were exacerbated by limited resources, sentiments that 

were magnified within community hospitals where resources such as MRI, ultrasound, and 

sufficient beds were often unavailable. Although these concerns were sometimes expressed 

about a specific hospital, participants often framed these concerns as a broader societal 

issue. One nurse (40) remarked:

Medicine and society meet in the ER [emergency room]– well we are not doing a 

very good job then [of] meeting the needs of society.

Another physician (63) voiced a common concern about the business side of medicine and 

other systems that ED providers interact with:

The system was designed by administrators, by finance people, people who are not 

engaged in healthcare…the federal government has its input on our system… the 

insurers have their input on it. Everybody’s motivations and finances don’t align.

There was large agreement that EDs are not equipped to adequately serve homeless persons, 

patients with primary psychiatric conditions, and substance use populations. These 

populations often require boarding and observation, which exacerbate overcrowding and 

issues around resource use. Reflecting on this, providers expressed disappointment, anger, 

and frustration with the nationwide shortage of detox programmes, psychiatric facilities, and 

homeless shelters. As one nurse (24) said,

The frustrations that I think I have, and I think the staff often have…are the 

infrastructures [are] not out in the community necessarily to support a lot of these 

patients.

Impacts of provider emotions on patient care and safety

The majority of ED providers recognised the potential for their emotions to impact their 

clinical decision making. As one physician (68) noted, this can happen when providers are 

not aware of it:
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Emotions subconsciously play a role in every single patient and how you work 

them up, and how you diagnose them, and what you do for them.

Providers discussed how negative and positive emotions elicited by a patient might impact 

that patient’s care, as well as how emotions elicited in one situation can influence clinical 

decision making in subsequent cases.

Some providers noted that if a patient had elicited negative emotions, providers would go 

into that patient’s room less often, which was considered a natural inclination for anyone to 

have. Providers noted various ways in which this decrease in face time might contribute to 

diagnostic error. One physician (10) described how leaving an interaction with an angry 

patient too quickly might contribute to error:

When I see a relationship with a patient has no longer value added…I will leave 

that interaction and it is certainly possible that in doing that I’m leaving some data 

in that room that I should have …I do think it is likely that when you have 

significantly contentious relationships with patients that … you don’t gain as much 

data [and to an] extent that could lead to diagnostic error.

A few providers also spoke of ordering tests that allow for quicker discharge in an attempt to 

minimise face time with patients who elicited negative emotions. As one physician (57) 

explained,

Someone who’s treating you poorly, you could order less tests than you probably 

should. Maybe you’re like, ‘If I order a CAT scan, they’ll be here 3 more hours; if I 

order an X-ray, they’ll be here 40 min.’ And honestly the CAT scan’s a much more 

detailed picture, gives you more information.

Providers also described how their positive emotions can enhance patient care. When 

patients elicited positive emotions via kindness, appreciation, or simply by not being 

unpleasant, some providers described going above and beyond. One nurse (46) noted:

We all know there’s patients that … you have just such good emotions about and 

you will go that extra mile, you will take that time, you will make sure that their 

labs are done, and as soon as those labs come out, you’re looking for them and 

you’re going to go in and talk to them about it…

Some providers also experienced emotional carryover, such that emotions triggered by one 

patient or situation influences the next patient’s care. As one physician (47) said,

There is no question that that affects how you deal with the next case. You’re not in 

the same emotional state as you were before.

Although participants reported making efforts to ‘give everyone the benefit of the doubt and 

start off new’ (71) with every patient encounter, they also acknowledged how their pre-

existing emotions could directly and indirectly shape patient care.

Providers’ strategies to manage emotional challenges

Recognising the potential influence of their emotions on clinical decision making, most 

providers described implementing strategies to manage their emotions, which are 
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summarised in box 1. Providers described practising emotional disengagement/detachment, 

suppression, and compartmentalisation. Many also pointed out that the constant succession 

of patients provided a ‘welcome distraction’ from emotional difficulty, stating that the fast 

pace of the ED leaves little to no time to process emotions. Though some expressed 

discomfort in developing emotional distance, providers recognised its adaptive value. One 

nurse (24) pointed out:

I think if we wore all of those emotions on our sleeve for every day we worked…

you’d last about two months.

Another nurse (30) commented on the delicate balance between debilitating sensitivity and 

total detachment:

…you kind of have to turn off some sort of emotion so that you can do what you 

need to do for your patients. [You can’t be] crying at every cancer case or every 

sick kid or whatever…of course you should always feel something. If you don’t 

feel anything, you should leave. But…it’s a fine balance between doing your job 

and not letting it really take over vs you know, just not feeling anything.

Although providers most often reported emotional detachment, suppression, and distraction, 

they noted that these strategies were not always possible. In these moments, providers 

described reappraising the situation at hand, seeking support from colleagues or loved ones, 

taking momentary breaks, and stepping away from difficult situations.

Many providers also described making efforts to overcome negative emotional influences on 

patient safety. A few providers reported being extra vigilant when treating patients who 

elicited negative emotions. Through awareness of their biases, these providers felt they were 

able to prevent unfair treatment of these high-risk patients. One physician (64) noted:

When you don’t like a patient, it’s kind of a setup for missing something and so 

what I usually try to do is…do a real, you know, a really thorough exam. So I try to 

overcompensate by finding objective data about that person that would kinda lead 

me to the right diagnosis.

Providers also discussed obtaining support from one another as a way of coping, as shared 

experiences in the ED were thought to create a strong bond among colleagues. A shared 

sense of humour was identified as another positive coping mechanism. Finally, a few 

providers discussed the importance of engaging in activities outside of work that contribute 

to well-being, such as exercising and spending time with family. As one nurse (25) said,

I feel like if you take care of yourself first, then you can take care of other people so 

much easier. If you’re not like mentally and physically well yourself, then it makes 

it so much more difficult.

Discussion

Our results provide a rare view into the emotional lives of ED physicians and nurses. 

Providers reported experiencing a wide range of emotions (reflected in leading models of 

emotion28–31) in response to patient, hospital, and system-level factors. Notably, providers 

highlighted system-level factors as significant sources of negative emotion. Many described 
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adverse effects of understaffing and overcrowding on their moods, a finding that aligns with 

recent work showing a relationship between overcrowding and negative sentiment among 

ED providers.32

While providers voiced frustrations with certain types of ED visits, which some have 

described as inappropriate,33, 34 providers were also aware of reasons underlying some of 

these visits. Socioeconomic vulnerabilities, barriers to outpatient care, and limited 

community-based services lead many to the ED for services that the ED is ill-equipped to 

provide (eg, psychiatric or substance use services) or not designed to provide (eg, food or 

shelter), or for services that are arguably unnecessary and expensive for the ED to provide 

(eg, treatment for seasonal colds).33, 34

System-level issues are challenging to address without significant community-based 

interventions,35 broad healthcare reform, and changes to public policies.36 Despite these 

challenges, efforts to raise awareness of the myriad societal factors driving people to use the 

ED may prove helpful in reducing negative emotions and biased judgements of these 

patients.37 Considerable research demonstrates that individuals tend to automatically 

attribute the causes of other people’s behaviours to internal characteristics (eg, seeking ED 

care due to laziness or convenience) without considering the influence of broader contextual 

factors (eg, lack of insurance or unemployment).38 This tendency, referred to as the 

‘fundamental attribution error’, is not inevitable; correction processes can increase 

consideration of situational factors.39, 40 Thus, provider awareness of broader, societal issues 

driving patients to the ED is particularly important at the point of care when providers are 

directly engaged with patients.

Regardless of the source of their emotions, the majority of providers expressed awareness 

that negative (but not positive) emotions can adversely influence clinical decision making 

and patient care. In an effort to reduce risks to patients, providers reported widespread 

efforts to remain emotionally detached. They also reported using a variety of other emotion 

regulation strategies, all of which have been extensively investigated in the psychology 

literature.41–51

Research demonstrates that emotion disengagement strategies (eg, distraction and 

suppression) tend to be least effective, whereas emotion engagement strategies (eg, cognitive 

reappraisal) are most effective.43, 51 Nonetheless, our findings suggest that emotional 

disengagement may be effective in allowing providers to perform in the ED; however, if 

distracting oneself from patients who elicit negative emotions is associated with avoidance, 

this can be detrimental to patients. Further, actively suppressing emotions can lead to 

emotional rebound in which suppressed emotions may resurface52, 53 and influence 

interactions with other patients or staff. Suppression can also adversely affect cognitive 

functioning.54, 55

Whether providers effectively employ emotion regulation strategies in the ED is a topic of 

significant importance for future research. Importantly, our results demonstrate that many 

providers believe their strategies are effective and help guard against adverse influences of 

negative emotions on patients. However, the extent to which these strategies actually 
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mitigate patient safety risks remains unclear. In addition, although providers believe that 

positive emotional responses to patients improve care, such emotions also have the potential 

to increase risk by prompting overtesting and overtreatment.37 Thus, future work on the 

effectiveness of emotion regulation strategies among healthcare providers should consider 

both negative and positive emotions.

Emotion regulation is a key component of emotional intelligence,56 which refers to the 

ability to be aware of and to understand emotional states in oneself and others, and to 

regulate one’s emotions effectively.55, 56 Research demonstrates that emotional intelligence 

is positively associated with medical students’ performance in courses on communication 

and interpersonal sensitivity (ie, ‘bedside manners’),57 residents’ performance in a simulated 

emergency,58 and nurses’ physical and emotional caring for patients.59 Further, research 

suggests an indirect and negative relationship between physicians’ emotional intelligence 

and malpractice risk.60 Thus, emotional intelligence is a critical skill that should be actively 

cultivated among healthcare professionals and students through formal emotion 

management, regulation, and skills training.17, 58–64 Considerable evidence65, 66 

demonstrates that such training interventions increase emotional intelligence in diverse 

samples, including students, managers, teachers, and police officers.

In addition to formal training, students and trainees learn powerful and lasting lessons 

informally from mentors and other role models who transmit cultural values and norms 

inherent in the practice of medicine. Such norms generally support emotional suppression 

and discourage discussion of emotions.64, 67–70 Indeed, one study demonstrated that 

students’ emotional intelligence declined by the end of their second year of medical school.
61 Increased awareness and interventions are needed to shift cultural norms to support 

meaningful, honest, and safe discussions about providers’ emotional experiences and effects 

on patient safety.

Strengths and limitations

Our study has strengths and limitations. Our sample is large for a qualitative study. We 

recruited physicians and nurses with different leadership positions and experience levels 

from multiple academic and community hospitals. This increases the transferability of our 

findings and generates confidence in the reliability of the themes that emerged. While we 

excluded resident physicians and other trainees to target experienced providers who are 

likely very familiar with hospital and system-level factors in emergency medicine, it will be 

important to extend this work to include residents, trainees, and advanced practice providers 

who increasingly care for patients in EDs. Finally, the transferability of our findings may be 

limited to hospitals in the Northeastern USA.

conclusion

A comprehensive research agenda to understand the role of emotions in patient safety is long 

overdue. The current study represents the first attempt to establish a data-driven model of 

emotion-eliciting factors in the ED, effects of provider emotions on patient safety, and 

emotion regulation strategies that providers employ. The results highlight a wide array of 

opportunities for researchers, educators, and clinicians to develop, evaluate, and implement 

Isbell et al. Page 11

BMJ Qual Saf. Author manuscript; available in PMC 2020 October 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



interventions to mitigate risks that arise from provider emotions. Although research 

investigating emotions in patient safety is still in its early stages, work on emotions has a 

long, rich, and well-established history in psychology. Moving forward, we strongly 

encourage interdisciplinary research and collaborations that capitalise on the unique 

theoretical and methodological strengths that different disciplines can bring to the study of 

this complex topic. Such work will generate new insights, approaches, and solutions.
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Box 1

Strategies to manage emotions (representative quotes)

A. Disengagement/detachment, suppression, compartmentalisation

I mean I think the longer you do it, the more numb you get a little bit. So I think that 

probably contributes to my even keel attitude. It’s just sort of like meh, okay, this 

happened, and we’ll deal with it whatever it might be, whereas you might get a little 

more worked up earlier on in your career. So it’s sort of burn out, but at the same time it’s 

also adaptive. (Physician 52)

Within emergency medicine… you like compartmentalise, you see that patient and…it 

doesn’t matter what happens in that room, you leave it in the room and you go on to see 

the next patient. And there’s…an element of, of toughness that you don’t, you don’t let it 

affect your work. (Nurse 42)

I think that [the] only way that people last in emergency medicine is they just-- not that 

they stop caring-- but they stop engaging that emotion. I think it’s still there, but I think 

they just, they don’t allow it to surface. (Nurse 24)

B. Distraction

I think, to a certain extent, the - just the volume and acuity just forces you to do it in a 

sense, like you know that the -you’ve had a bad situation - something that has stressed 

you out or been emotionally difficult - but you have - you can see 10 tasks in front of you 

that sort of distract you from that you know, and you have to follow-up on that x-ray or 

go see the next person with belly pain. They’re not going anywhere and you have to do it, 

so maybe just the work itself just kind of distracts you from it. (Physician 72)

You sort of put blinders on and you just do what you need to do to get through it. There’s 

not a lot of time to think about it … you’re reacting. You’re putting out fires, you’re 

seeing this patient and then moving on. (Nurse 42)

C. Cognitive reappraisal

I think again, like with my experiences, I just try and look at the big picture - I’m like 

okay take a deep breath like, I’m fine, I’m not sick, they’re sick, you know maybe there’s 

more issues going on with their family and them as a patient, but I can’t let it bother me 

because there’s people in here that are dying and I’m not the one that’s dying, so I can sit 

here and complain and be grumpy and give them attitude, but what’s, where’s that going 

to get me? (Nurse 48)

You can either be incredibly frustrated … and say that, “Oh we’re kind of left to pick up 

the pieces from a broken system.” And see the people who are coming in with kind of 

minor illnesses and complaints and say, you know, “You should’ve gone to your PCP 

[primary care physician] for this, or Urgent Care, and kind of resent those patients for 

coming to the emergency department. I take a very different approach, personally, to that, 

just because I think those patients are always gonna come to the emergency department 

as long as our system is the way it is now. And if you kind of feel defeated by those 

patients … it’s gonna create negative energy that’s gonna eat at you, ultimately… So I 
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tend to look at it from a more positive perspective, which is that our system is very 

difficult to navigate. And being kind of a resource for the most vulnerable patients in our 

society, it is, again, a privilege, and is an opportunity to make a difference in someone’s 

life. (Physician 14)

D. Increased vigilance

I think when we have patients who push our buttons, I think one of the things that we 

learn is how to recognize who those patients are, and know that in those scenarios, you 

have to err on the side of doing more because your instinct is to not do that. And when 

they’re like really getting to you, and just being aware that you’re not thinking clearly, 

and sort of recognizing when you’re feeling that emotion, and err on the side of being 

more conservative than your sort of gut is telling you to be because you’re having an 

emotional response there. (Physician 54)

I try to just explicitly remind myself to think again and make sure that I’m not just 

snapping to judgements or kind of closing the encounter early because it’s annoying. 

Potentially, I’ll do a little bit more testing if I’m feeling like that kind of internal urge of 

just I think I’m blowing this person off. If I’m being honest, there’s probably in some 

cases just the sense of let’s just get this patient admitted and let it kind of figure itself out 

over time. We obviously try to limit that, but I’m sure it plays in it sometimes. (Physician 

13)

E. Other strategies: taking breaks, seeking social support, humor, self-care

Like from … going from a really sad situation, I typically pause consciously and take a 

deep breath. I may go to a restroom, wash my face. (Physician 65)

…just being around people that can sympathise with you, like your colleagues…every 

case is potentially really emotional and hard … nobody knows that like your 

[colleagues]. (Nurse 24)

Despite all this, the stress, like we often turn it around and make it something that’s like 

humorous…and it’s not meant to be disrespectful to patients in any way but it’s just, it’s 

how you cope with these situations. (Physician 7)

I mean, there, there are times where I bury it you know. There are times where I 

definitely don’t feel like I can do that and need to talk about it… [I like] exercise and 

being outside, like going to yoga, going hiking. I like to ski. (Nurse 27)
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Figure 1. 
Grounded model of provider emotions and patient safety in the emergency department.

Isbell et al. Page 18

BMJ Qual Saf. Author manuscript; available in PMC 2020 October 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Isbell et al. Page 19

Table 1

Participant samples recruited from different hospitals

Physicians Nurses Total

Hospital A 13 7 20

Hospital B 10 7 17

Hospital C 8 7 15

Hospital D 7 8 15

Community hospitals 7 12 19

Total 45 41 86

Note: Hospitals A–D are academic medical centres.
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