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Registered nurses’ experiences of their decision-making at an

Emergency Medical Dispatch Centre

Bosse Ek and Marianne Svedlund

Aims and objectives. To describe registered nurses0 experiences at an Emergency

Medical Dispatch Centre.

Background. It is important that ambulances are urgently directed to patients who

are in need of immediate help and of quick transportation to a hospital. Because

resources are limited, Emergency Medical Dispatch centres cannot send ambulances

with high priority to all callers. The efficiency of the system is therefore dependent

on triage. Nurses worldwide are involved in patient triage, both before the patient0s
arrival to the hospital and in the subsequent emergency care. Ambulance dispatch-

ing is traditionally a duty for operators at Emergency Medical Dispatch centres,

and in Sweden this duty has become increasingly performed by registered nurses.

Design. A qualitative design was used for this study.

Methods. Fifteen registered nurses with experience at Emergency Medical Dispatch

centres were interviewed. The participants were asked to describe the content of their

work and their experiences. They also described the most challenging and difficult

situations according to the critical incidence technique. Content analysis was used.

Results. Two themes emerged during the analysis: ‘Having a profession with

opportunities and obstacles’ and ‘Meeting serious and difficult situations’, with

eight sub-themes. The results showed that the decisions to dispatch ambulances

were both challenging and difficult. Difficulties included conveying medical advice

without seeing the patient, teaching cardio-pulmonary resuscitation via telephone

and dealing with intoxicated and aggressive callers. Conflicts with colleagues and

ambulance crews as well as fear of making wrong decisions were also mentioned.

Conclusions. Work at Emergency Medical Dispatch centres is a demanding but

stimulating duty for registered nurses.

Relevance to clinical practice. Great benefits can be achieved using experienced

triage nurses, including increased patient safety and better use of medical

resources. Improved internal support systems at Emergency Medical Dispatch

centres and striving for a blame-free culture are important factors to attract and

retain employees.

Key words: ambulance, content analysis, decision-making, emergency, priority,

triage

What does this paper contribute

to the wider global clinical

community?

• To dispatch and prioritise ambu-
lances is a relative new duty for
registered nurses (RNs). The
present study illustrates this
work as both a challenging and
developing opportunity for RNs.

• In triage, RNs must use their
clinical competence, health care
experience and intuition.

• The fear of making mistakes can
lead to the overuse of limited
resources in emergency care.
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Introduction

It is very important that ambulances are urgently directed

to patients who are in need of immediate help and of quick

transportation to a hospital. Because resources are limited,

the Emergency Medical Dispatch centres (EMDs) cannot

send ambulances with high priority to all callers. The effi-

ciency of the system is therefore dependent on appropriate

triage.When registered nurses (RNs) were first employed at

EMDs in Sweden, Forslund et al. (2006) described that

after initial scepticism, operators transitioned to a more

positive view of employing RNs, health care professionals

who can better address medically complicated patients and

prioritise cases than the operators alone.

Background

Nurses make important clinical decisions every day, and

these decisions affect patients0 health (Muir 2004). Criti-

cal care nurses make decisions approximately every

30 seconds on average (Bucknall 2000). There is always

an element of risk-taking when nurses make decisions

(Hedberg & S€atterlund Larsson 2003). Nurse triage sys-

tems were implemented in the 1960s in emergency depart-

ments (ED) (Chan & Chau 2005), as nurses were

challenged in the ED to make correct triage decisions and

to prioritise and rank nonurgent patients (Andersson et al.

2006). Handysides (1996) described that an effective tri-

age nurse needs to have three capacities: to be able to

estimate patient status from a short clinical history, to

have knowledge of injuries and pathology and to have a

developed intuition.

Research in the field of ambulance triage is mostly aimed

at investigating the quality of triage. These studies address

substantial methodological problems in which a reference

standard for correct prioritisation needs to be established

(Gardett et al. 2013). Feldman et al. (2006) compared the

EMD priority decisions to the triage that the ambulance

crew performed after their assessment of the patient. They

found that there was weak evidence that the Medical Prior-

ity Dispatch System (MPDS) could identify patients in need

of high priority. Sporer et al. (2007) evaluated the ability

of MPDS to predict the need of advanced prehospital inter-

ventions in 22,000 ambulance dispatches. They found that

the sensitivity for detecting this need was high but that the

specificity was low. In contrast, Hinchey et al. (2007)

found that the MPDS had good specificity in identifying

patients with low acuity.

Khorram-Manesh et al. (2010) studied ambulance crews

that evaluated the urgent needs of patients when they

arrived at the scene. Of the dispatches that were given the

highest priority by EMD, the ambulance crew considered

that only 27% needed a high priority status. However,

Gardett et al. (2013) argued that there are fundamental dif-

ferences between the emergency dispatcher0s decision of pri-

ority and the assessment of the ambulance crew at the

patient’s location. Additionally, the patient0s condition can

either become better, worse or stay the same during the

time waiting for the ambulance.

Every year nearly one million ambulances are dispatched

in Sweden (SOS Alarm AB 2013b). Several studies have dis-

played the difficulties in prioritising ambulance dispatch

(Feldman et al. 2006, Hj€alte et al. 2007, Machen

et al.2007, Khorram-Manesh et al. 2010, Ek et al. 2013,

Gardett et al. 2013). Because RNs are increasingly respon-

sible for this prioritisation process, RNs0 experiences of

decision-making needs to be illuminated. Therefore, our

aim was to describe registered nurses0 experiences at an

EMD.

Methods

Settings

The telephone number ‘112’ is the public emergency phone

number for all EU countries. In Sweden, an operator

answers the call at an EMD and asks questions to deter-

mine if there is an emergency and the resources that are

needed (SOS Alarm AB 2013a). A growing number of Swe-

den0s 21 county councils and regions now demand that an

RN conduct triage (Swedish National Audit Office 2012).

There are 15 EMDs in Sweden and they are all connected

to each other to prevent long waiting times. The calls to

the EMD can therefore come from any part of the country.

At five of the centres, RNs are employed for triage, and the

remaining EMD operators can transfer a call to an RN for

medical triage (SOS Alarm AB 2013a).

When a call to 112 is transferred to an RN for triage,

the RN will decide if an ambulance should be sent. The

patient may also be encouraged to use his or her own trans-

portation or to wait and seek other options for medical

examination (e.g., at a health centre). Because resources are

limited, ambulances need to be dispatched based on correct

indications and priorities. For particular patients, the right

decision determines if a patient survives or is able to seek

treatment in time to prevent permanent injury. To attain

high security and efficiency in the prioritisation process, a

criteria-based index called the ‘Swedish Index for Medical

Priority Dispatch’ (2001) was developed. The questionnaire

is an index that has been used in Norway. The Norwegian

© 2014 John Wiley & Sons Ltd

Journal of Clinical Nursing, 24, 1122–1131 1123

Original article Nurses’ experiences of their decision-making



version was developed from the MPDS, which is used

worldwide (Feldman et al. 2006).

People with medical questions can also choose to call

Swedish Health care Direct (SHD) to reach evidence-based

health care advice 24 hours a day. The caller is then inter-

viewed by an RN. If indicated, the call can be directed to an

RN at an EMD who can determine if an ambulance needs to

be dispatched (Wahlberg et al. 2003, Ernes€ater et al. 2012).

Selection and procedure

The majority of the Swedish EMDs are driven by SOS

Alarm AB. All RNs at a centre in the middle of Sweden

were asked to participate. Written information about the

purpose of the study was distributed to the RNs by the

local manager before RNs were contacted. All of the RNs

that regularly worked at the centre chose to participate.

Additionally, an RN who had left the centre six months

earlier and another RN who had been employed at the

SHD during a period when the operators had to direct calls

to SHD for triage by nurses also participated. A total of fif-

teen RNs (n = 15) were interviewed. Twelve of the partici-

pants were women and three were men. They were aged

33–57 years with an average of 43 years. The participants

had an average of 14 years of experience as RNs, and they

were employed at the EMD for an average of 15 months.

The interviews were performed from March to May 2013.

Data collection

The RNs at the SOS centre were all interviewed in a room

at the EMD. The additional two interviews were conducted

at the RN’s or the author’s workplace. The interviews

lasted between 19–40 minutes with an average of 26 min-

utes and were performed by the first author.

Before each interview information about the study was

repeated. The interviews were open-ended (cf. Patton 2002)

to allow the RNs to describe their experiences. The initial

question was ‘What are your experiences of your work as a

nurse at EMD?’ Clarifying questions were asked, such as

‘What do you mean?’ and ‘Can you give an example?’

Additional questions included ‘Please tell me more about

the process when you received a call?’ and ‘Can you

describe factors that influenced your decision-making?’ All

participants were also asked to describe one or two chal-

lenging or difficult situations they experienced, according to

the critical incidence technique reported by Flanagan

(1954). Both the initial question and the additional ques-

tions were recorded in an interview guide, and the author

allowed the interview to be conducted as a conversation.

Analysis

The interviews were recorded and transcribed verbatim.

Qualitative content analysis was performed based on the

interview text. In qualitative research, the focus is to

describe and highlight variations by identifying similarities

and differences in text content and to establish themes

(Patton 2002). First, all of the interviews were read several

times to understand the sense of the message. Second, the

text was divided into meaning units, consisting of one or

several sentences that described an aspect of the aim.

Third, the meaning units were condensed to shorten text

but still preserve the core meaning and were labelled with

codes (cf. Graneheim & Lundman 2004), which were or-

ganised to search for themes (Patton 2002). Finally, two

themes and eight sub-themes emerged. Table 1 presents

examples of the analysis process. This analysis was not

linear and involved moving forwards and backwards

between the whole and parts of the text in a dialectic

approach. The first author performed the analysis in

discussion with the co-author until an agreement was

reached.

Ethics

Approval for the study was granted by the local ethical

committee at Mid Sweden University (MIUN 2012/1694).

Permission was also granted by the chief physician at

SOS Alarm AB. The local director at the EMD in the

middle of Sweden gave permission to contact the RNs at

the centre and provided a space for the interviews. Writ-

ten information about the purpose of the study was dis-

tributed by the local manager to the RNs. The

information stated that the participation was voluntary,

their confidentiality was ensured and they had the right

to withdraw from the study at any time. The two RNs

who were not employed at the EMD were given the same

information.

Results

Two themes: ‘Having a profession with opportunities and

obstacles’; and, ‘Meeting serious and difficult situations’;

and eight sub-themes emerged during the analysis.

Having a profession with opportunities and obstacles

This theme included three sub-themes, ‘to use own compe-

tence,’ ‘to be satisfied with decision-making’ and ‘to be

reassured about a decision’.
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To use own competence

The work at the EMD was described as an opportunity to

use the knowledge and skills from earlier nursing experi-

ences. The operators who have worked for a long time are

perfect in their work, but I believe I can make things a bit

better by catching the nuances (No 5). The RNs were

grateful to be able to use their nursing skills. The nurses

found it satisfying to focus on one case at a time, and they

compared the experience to working at a hospital, where

they were responsible for an entire ward. They also found

it very comforting to help people in need, and they

described how they tried to discover the best possible solu-

tions. They reported that they used their intuition to prior-

itise situations in which the medical index did not apply.

The tacit knowledge which you can0t clear describe. . ..

Sometimes it is a little gut feeling that makes it a priority

1 (No 13).

The analysis showed that the Medical Index provided

good support in most situations but that it also had imper-

fections. The Index can guide a decision about dispatching

an ambulance, but it can also force the RN to send an

ambulance even if there is no need for it. The participants

had various opinions about the Index. The medical index

doesn0t cover everything. There are many question-marks

and it is hard directed. It is too detailed in some way, and

there are too few nodes (No 2).The RNs stated they needed

to balance between strictly following the Index and using

common sense and intuition. Afterwards, I can0t argue that

the Index said that I should. Instead I make my own deci-

sions (No 1).

To be satisfied with decision-making

The nurses described decision-making as difficult but also

positive. The contact that was created with particular call-

ers was considered both deep and trustful. They had strong

feelings of relief if a difficult situation resulted in a satisfy-

ing end. When you realise there is someone who doesn0t
breathe, and you get them [the helpers] to start CPR [car-

dio-pulmonary resuscitation]. Finally, the ambulance crew

actually loads a patient. Then you feel very happy for hav-

ing got them [the helpers] with you. That of course is a

great feeling! (No 10). They also stressed the challenges of

working at the EMD.

The RNs described the importance of talking directly to

the patient if possible. Additionally, they needed to confirm

the type of patient and situation because calls were first

received by an operator and then forwarded for triage, and

this process could lead to misunderstandings. They consid-

ered that a good interview with a caller must contain open-

ended questions. Tell me how you feel. . . .Tell me how this

began (No 1).

To be reassured about a decision

The RNs often wanted to know more about what happened

to particular patients after triage. They wished they had

time to follow up on their difficult cases. They also wanted

more time to reflect and be reassured after a difficult triage.

If they needed support for a decision, they were able to

consult with a physician. We have a physician in Stockholm

whom we can consult around the clock. That0s great. I do

so. I find that very comforting when I am in doubt (No 6).

Table 1 Examples of the analysis process

Meaning units Condensed meaning unit Code Sub-theme Theme

That all I have learnt during these

years as a nurse actually is valuable. Yes,

to be able to prioritise and use my

experiences and knowledge and decide

how fast the ambulance must go

there. (No 5)

The skills and knowledge from

the nursing experiences are

valuable and help the nurse

to prioritise appropriately

Own

experiences

To use own

competence

Having a profession with

opportunities and

obstacles

. . . among the worst ones are your own

colleagues who are not used to be

questioned. “I am actually a nurse.

I have already made a triage, so

I don0t need to discuss with anyone”

The nurse colleagues are among

the most difficult. They don0t
want to have their decisions

questioned

Criticised To be criticised Meeting serious and

difficult situations
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The RNs also described their wish for more time to fol-

low their ‘cases’ through the continued chain of care and

thereby learn if they made the correct decision. They indi-

cated that the flow of new incoming calls did not allow

time for such follow up. One would like to double the

number of nurses and to have time for a lot of reflection

and also to follow the ambulance during every mission to

see what happened (No 10).

Meeting serious and difficult situations

This theme included the following five sub-themes: ‘to give

an immediate response,’ ‘to not obtain reliable informa-

tion,’ ‘to give the caller instructions,’ ‘to get depressing

calls’ and ‘to be criticised’.

To give an immediate response

Callers who were intoxicated or had psychiatric problems

were described as very difficult to adequately assess.

A threat of committing suicide is normally very serious and

needs an immediate response, but at times, the RNs advised

the caller to just go to bed:

I recall one person who said – ‘I am going to cut myself’. . . After

talking it over and leading the conversation into other areas I

finally told the person – ‘You are not going to cut yourself. You

are going to bed now!’ (No 5)

The RNs had to sometimes use great effort to calm the

caller to obtain needed information and to be able to give

advice. They are on their way to you [the ambulance], but

meanwhile I need you to calm down and tell me what has

happened’. However, sometimes we don0t succeed. They

just keep on screaming (No 15).

To not obtain reliable information

Registered nurses described language barriers as a significant

issue during their interviews. Immigrants, tourists and partic-

ularly people living in the northern part of Sweden close to

the border of Finland were difficult to understand. In the

camps for newly arrived immigrants, an interpreter was often

needed, but the person often could not speak English well.

Many calls were from people who were somehow related

to the person in need. Often, it was a close relative (e.g.,

parent, wife or husband) neighbour or friend. The callers

usually did not have medical training. The nurses found it

difficult to obtain correct and reliable information if they

asked the following questions: ‘What colour is the person’s

skin?’, ‘Are they having difficulty breathing?’, and ‘Does

the pulse feel normal?’ Not being able to see the patient

with their own eyes was described as a significant obstacle

to a proper assessment. Decisions about dispatching an

ambulance often created feelings of uncertainty (e.g., if the

symptoms were indistinct and vague). These diffuse ordin-

ary cases can be something very serious (No 4).

The RNs stated that there were different response times

depending on if an ambulance was sent to a rural part of

the country compared to a large city, and this factor some-

times influenced their decision-making. Once I sent a

stroke-patient with obvious stroke symptoms, a priority 1

patient, with a taxi. The ambulance was 80 km away, and

we had two stroke patients in the same village (No 11).

The RNs also discovered that people in rural areas had dif-

ferent expectations than people who lived in more densely

populated areas. Some people were more prepared to trans-

port themselves with their own cars and then meet an

ambulance along the road.

To give the caller instructions

Instructing cardio-pulmonary resuscitation (CPR) via tele-

phone was described as a substantial challenge for the RNs.

They first had to make the decision to begin CPR, and then

the RN had to give detailed instructions to the helper on the

phone and encourage the helper to continue until the ambu-

lance arrived. The RN encountered a dilemma if the chance

for a successful result seemed to be extremely small, but the

RN still needed to encourage the helper to continue CPR.

Helpers who are alone with a seriously wounded patient

must also be instructed and supported mentally while waiting

for the ambulance, and the nurses found those situations very

exhausting. They identified themselves with the caller and

understood the helper’s difficult situation.

To get depressing calls

Talking to people who just found their partner dead or par-

ents whose children had just committed suicide was

described as extremely depressing for the RNs. Addition-

ally, calls from individuals who suffered from anxiety and

loneliness were considered negative and depressing. The

pressure from stressed callers who became real threats was

also a negative experience. The nurses described that a

method to cope with this type of caller was to inform them

that the calls were recorded:

“Everything you and me say is recorded. If anything goes wrong

and it shows that my triage is not correct . . .” Then, they change

their mind very quickly. (No 7)

To be criticised

The RNs also had negative experiences if they were criti-

cised by ambulance crews for overprioritising patients and
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were accused for unnecessarily dispatching ambulances.

Additionally, RNs described that conflicts with colleagues

were also negative experiences (e.g., district-nurses) if they

wanted an ambulance and the nurse at the EMD decided it

was unnecessary. . . . among the worst ones are your own

colleagues who are not used to be questioned. “I am actu-

ally a nurse. I have already made a triage, so I don0t need
to discuss with anyone” (No 2). If the RNs were doubtful

about the need of hospital transport, they expected that the

arrival of the ambulance would lead to an accurate decision

concerning the patient. In particular situations, a district

nurse can make the assessment. The RNs at the EMD

found it important to not send ambulances to all callers

because of limited resources and because of the fear of long

waiting times for new callers if all ambulances in the area

were occupied.

In several of the interviews, a special case was men-

tioned. A 23-year-old man in Sweden died after calling for

an ambulance three times. The cause of death was a spon-

taneous spleen rupture. This incident was highly publicised

and debated in the media, and the RN who had refused to

send an ambulance was prosecuted but acquitted. The

nurses were aware of the risk of being reported if they

made a wrong decision. Because this is all about not doing

wrong. I don0t want to lose my license (No 8).

Discussion

Our study provides important insights into registered

nurses0 experiences at an Emergency Medical Dispatch Cen-

tre. The findings related to the theme ‘Having a profession

with opportunities and obstacles’ showed that the combina-

tion of knowledge, experience and intuition are essential

factors for good decision-making. Because the decisions

involved are comparable to additional forms of triage, stud-

ies investigating other telephone triage settings and ED

nursing triage should be conducted. According to Wahlberg

et al. (2003), RNs have advised patients on care and direc-

ted them to appropriate health care via telephone for dec-

ades. The most common duty has been advising in primary

care (Edwards 1994, Purc-Stephenson & Thrasher 2010,

Huibers et al. 2012).

The RNs in the present study underlined the importance

of their previous nursing experiences and the usefulness of

their experiences from other healthcare areas. The partici-

pants were proud of being RNs. This finding is in accor-

dance with Forslund et al. (2006) who found that when

RNs began working at the EMDs in Sweden, the operators

who already worked there considered the RNs to be proud

of their profession. A meta-ethnographic review of sixteen

studies showed that tele-nurses emphasised the importance

of strong clinical knowledge (Purc-Stephenson & Thrasher

2010).

The RNs in our study also expressed that intuition plays

an important role in making difficult decisions. The concept

of intuition is discussed in a review of various clinical deci-

sion-making models (Banning 2007). The author described

the ‘intuitive-humanist’ model as different from the ‘infor-

mation-processing’ model, and the narratives of the RNs in

our study indicate that there are elements of both models in

their decision-making. In describing their work at the

EMD, the nurses believed that their experiences and knowl-

edge as RNs increased the quality of their decisions. They

stated that the Medical Index was important and that it

should be followed but that in particular situations their

decisions were determined by other methods.

Purc-Stephenson and Thrasher (2010) explained that

there is little knowledge about whether ‘highly-skilled’

RNs, who provide advice in primary care, follow their deci-

sion-support systems. They found variations in the degree

of autonomy and that some nurses resisted protocols by

using their own clinical knowledge if they believed their

index led to an inappropriate decision. A study from Nor-

wegian EMDs, where the dispatching is normally per-

formed by RNs with experience in emergency or intensive

care, showed a relatively high overall use but with large

individual variations in the use of the Index. The lowest use

was reported by RNs who worked in ambulance services in

addition to the EMD (Ellensen et al. 2014). Huibers et al.

(2012) found that RNs in telephone-triage did not ask all

recommended questions in their history taking, but this fac-

tor did not affect the appropriateness of their estimation of

urgency. If the RNs in our study chose to rely on their own

experience and knowledge instead of strictly following the

Medical Index, they followed a strategy that is commonly

used among experienced nurses.

The RNs in our study were mostly satisfied with their work

at the EMD. They encountered many challenging situations,

but they also had positive experiences when they could sup-

port and help people in need. The importance of advice and

pre-arrival instructions during the waiting time for an ambu-

lance was emphasised by an expert group at Utstein Consen-

sus Symposium (Castr�en et al. 2008). This group also stated

that the dispatch process is complex and must be recognised

as an essential part of the medical response.

The findings related to the second theme of ‘Meeting seri-

ous and difficult situations’ described the stressful and also

depressing aspects of working at an EMD. The RNs in the

present study described situations that were both complex

and demanding. They were aware of the importance of
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their decisions, and therefore they strongly considered all of

the information they received during the calls to make a

correct and objective assessment of the caller’s need. How-

ever, the RNs had to consider that if they misunderstood

the situation and refused to send the ambulance to a person

with a severe condition, they could be reported and poten-

tially prosecuted.

The RNs in our study knew that the number of ambu-

lances was limited and that the overuse of resources can lead

to longer waiting times. Numerous studies have noted an

overuse of ambulances and an over-prioritisation of ambu-

lance dispatches as a problem in Western countries (Hj€alte

et al. 2007, Machen et al.2007, Khorram-Manesh et al.

2010, Gardett et al. 2013). In a study by Hj€alte et al. (2007)

only 10% of the dispatches that were given Priority 1 really

warranted that level of priority. Khorram-Manesh et al.

(2010) found that 30% of the ambulance transports were

unnecessary. In the UK, approximately 50% of people who

are transported to a hospital could have been cared for at

the scene (Machen et al. 2007). The Swedish National Audit

Office (2012) found an increasing hesitance from EMDs to

refuse dispatching ambulances if a caller demanded it. Our

findings showed that the RNs were very aware of this prob-

lem but they found their ability to avoid ‘unnecessary’

ambulance transports to be limited. The conflict to be both a

carer and a gate-keeper encountered by tele-nurses in provid-

ing health care advice has been described by Holmstr€om and

Dall’Alba (2002).They found that the RNs they interviewed

struggled with a conflict between the care they wanted to

give and the reality they faced. In our study, the RNs

described the same conflicts as burdening.

RNs who work on the ‘front line’ in the EDs at hospitals

also encounter the risk of over-prioritising rapid assessment

for particular patients, thereby causing long wait times for

other patients. These RNs believed that they tended to

make safe decisions, which led to difficult working situa-

tions in the ED (Elmqvist et al. 2012). Andersson et al.

(2006) found that RNs with many years of experience in

ED triage brought a sense of security to the team and that

less experienced colleagues asked them for advice and sup-

port. Huibers et al. (2012) found that if tele-nurses were

uncertain, they tried to make safe decisions, resulting in

overestimating the urgency of the call. The RNs in our

study were the first contact in emergency care, unlike RNs

in hospital EDs, and their duty was to decide if an ambu-

lance should be dispatched. This duty was a burden, and

they described that the uncertainty and pressure they often

felt most likely led to an overuse of ambulances.

In the present study, the participants found that not

being able to see the patient with their own eyes was

difficult, and they had to trust the caller’s descriptions.

Additional analysis of the telephone triage showed that this

type of triage was complicated and that nurses in this work

must rely on ‘auditory cues’ (Pettinari & Jessopp 2001,

Purc-Stephenson & Thrasher 2010, Huibers et al. 2012).

Huibers et al. (2012) reported that there are substantial

variations in patients0 abilities to describe their symptoms.

Our findings illuminate the difficulties in obtaining reliable

information. These difficulties depend on the caller’s ability

to describe symptoms, language skills, mental status and

intoxication status. Pettinari and Jessopp (2001) concluded

that the absence of visibility is a challenge, and it can influ-

ence the caller’s ability to narrate and describe their physi-

cal conditions in various ways. Particular callers find it

easier to discuss personal matters. They also found that

RNs with more than six months of experience had devel-

oped their strategies for mastering these difficulties.

In a study from the early 1990s, the components of diag-

nostic reasoning used by experienced nurses during tele-

phone triage were described. It was concluded that the triage

was made by balancing the most probable outcome against

the worst possible outcome (Edwards 1994). The expert

group at the Utstein Consensus Symposium concluded that

the dispatch process is complex and that both research and

quality assurance processes are necessary (Castr�en et al.

2008). We found that the RNs at EMDs were ethically and

emotionally affected in making their decisions, and they also

adopt risk-minimising actions to be cautious, although it

may be contrary to their clinical judgment.

Methodological discussion

The number of interviews could be considered low, but all

interviews were rich in content. However, there are no rules

about sample size in qualitative research. Sample size

depends on what we want to know, the purpose of the

study, what will be useful, what will have credibility, and

what can actually be done with the time and resources avail-

able (Morse 2000, Patton 2002, Polit & Beck 2008). The

results generated from qualitative inquiry have more to do

with the information richness and the analytical capabilities

of the researcher than with the sample size (Patton 2002).

To discuss trustworthiness, the following concepts will be

used: credibility, dependability, transferability, conformabil-

ity and authenticity (Polit & Beck 2008). The credibility of

the content analysis of the interviews depends on the partic-

ipants0 willingness and ability to describe their experiences

(cf. Patton 2002). All of the nurses who were interviewed

in our study were or had been employed at the EMD

because of their communication skills, amongst other
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qualities. They showed a great interest in describing the

content of their work and their experiences. When asked

about any specially challenging or difficult situations, all of

the participants gave examples from their own experiences

(cf. Flanagan 1954). The interpretation of the text was

judged to be the most probable in comparison to other

interpretations. There was an ongoing discussion between

the authors regarding the data analysis method and the

interpretation of the findings. We assume that this approach

strengthened the credibility. The dependability of an inter-

view study can be at risk if the data collection is conducted

during a long period or if the interview questions are chan-

ged based on new insights the researcher gains (cf. Grane-

heim & Lundman 2004). Data collection was performed

during a period of only three months, and we therefore

assumed this risk to be limited. The degree to which the

findings are transferable to other areas is uncertain. How-

ever, the problems and difficulties encountered by the RNs

in this study are comparable to all fields of decision-making

and triage performed by nurses (cf. Down-Wamboldt 1992,

Shenton 2004). Conformability was established by discus-

sions between the authors and by references to studies with

similar results. Authenticity was sought by keeping the

analysis close to the interview texts and by giving examples

from the analysis, as well as verbatim quotations (Polit &

Beck 2008).

Limitations

Employing nurses for triage at EMDs is relatively new in

Sweden. Therefore, RNs’ experiences in this study were

limited to an average of 15 months. Admittedly this sample

may be too homogeneous, but the risk was considered

small because the participants received calls from various

parts of Sweden. The findings may have also been different

if the interviews were conducted with nurses with longer

experience.

Conclusion and relevance to clinical practice

We found that ambulance dispatch is both challenging and

difficult. The difficulties include conveying medical advice

without seeing the patient, teaching cardio-pulmonary

resuscitation via telephone and dealing with intoxicated

and aggressive callers. Conflicts with colleagues and

ambulance crews as well as the fear of making wrong

decisions were found to be challenging. Gardett et al.

(2013) found in a systematic literature review that there

are significant gaps and limitations in the knowledge

about emergency dispatch. They argued that dispatchers

will benefit from participating in studies that validate

their professional value. We conclude that triage at an

EMD is a demanding but also stimulating duty for

nurses. There are great benefits, including increased safety

for patients and better use of medical resources, if experi-

enced RNs perform triage. Improving internal support

systems at the EMDs and striving for a blame-free cul-

ture are important factors for attracting and retaining

employees.
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