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Accessible summary
What is known on the subject?
 •	 There are many international studies on CRHTTs; however, there has been little 

research on nurses’ experiences of working with CRHTTs.
•	 Earlier studies focused on the nurses' gatekeeping role but did not explore nurses' 

perception of care as a construct.
What does the paper add to existing knowledge?
 •	 This study provides information based on mental health nurses’ experiences. It 

explains the home environment, the therapeutic relationship and the process of 
mental health nursing care during a crisis. Also, the study explains nurses’ satisfac-
tion with care provided at patients' home.

•	 Unlike other studies, this study focused on nurses' experiences while providing 
care, rather than on nurses' general responsibilities and the services they provide. 
This study is the first of its kind in Spain with such a focus.

What are the implications for practice?
 •	 Acknowledging nurses' experiences and their perspectives about the care they 

provide could help shift mental health nursing paradigms from those based on 
biomedical models to newer perspectives found in recovery models. Furthermore, 
this knowledge could improve the quality of care in mental health settings due to 
its potential to guide nursing practices.

•	 Raising mental health care providers’ awareness of mental health nurses' personal 
and professional care constructs would help implement support systems to meet 
the professional's needs. Meeting the needs of nurses related to the care they 
provide is likely to impact patient care positively.

Abstract
Introduction: Crisis resolution home treatment teams (CRHTTs) provide short-term, 
intensive home treatment to people experiencing mental health crises. There is lim-
ited research on nurses’ experiences with CRHTTs. While earlier studies mainly fo-
cussed on mental health nurses’ gatekeeping responsibilities, more investigation is 
needed in this field.
Aim: To explore nurses' perceptions and constructions about care in CRHTT services.
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1  | INTRODUC TION

During the last four decades, advancements in mental health service 
system have been implemented to benefit patients and their fami-
lies (Ness et al., 2012). The most important change in mental health 
care has been the psychiatric reform, and it conducted to adopt a 
more community-based approach. Crisis resolution home treatment 
teams (CRHTTs) is one of the services within this framework that 
endeavours to improve the comfort and privacy of patients experi-
encing a mental health crisis at home.

CRHTTs provide short-term and intensive home treatment to 
people experiencing mental health crises, humanizing services and 
enhancing efficacy (Klevan et al., 2018). The service is designed to 
reduce hospital admissions and help patients return home promptly 
after an acute admission to a psychiatric hospital (Lloyd-Evans 
et  al.,  2018). This modality has been considered less invasive and 
traumatic than hospital admissions (Giménez-Díez et  al.,  2019). It 
allows greater participation, improved quality of life and increased 
privacy for patients (Barker & Buchanan-Barker, 2011). The litera-
ture suggests that hospital admission can be harmful and stigma-
tizing to patients (Verhaeghe et al., 2007). Current research reveals 
that stigmatization still exists and has unfavourable outcomes for 
patients of psychiatric hospitals and clients of alternative settings 
(Liggins & Hatcher, 2005). However, when crises are managed within 
a patient's space, the relationships among patients, their relatives 
and healthcare professionals are more natural and less dominated 
by imbalances of power; thus, home care improves relationships at 
different levels and offers a new approach to patients, who reported 
that they prefer the availability of CRHTT devices and their addi-
tional services, such as professional support in person, on the phone, 
and in their homes (Burns-Lynch et al., 2014).

The nursing role within an acute mental health setting is multi-
dimensional and complex. It encompasses facilitating and promoting 

health, dignity and self-determination. It also focuses on the im-
portance of person-centred care. In such cases, control is placed in 
patients' rather than in mental health professionals’ (Bolton, 2000; 
Glover, 2012; Meehan et al., 2008; Wyder et al., 2017).

It is essential to ensure that effective nursing practices are imple-
mented and that staff working in CRHTTs is confident and compe-
tent in their abilities to practice while delivering services that meet 
patients' needs. Care activities involve socially directed participation 
(e.g. education related to living with chronic health conditions) and 
activities linked to successful discharge and reduced re-admission. 
However, some of these goals are often left behind in the hospital 
settings (Carthon et al., 2015; Harvey et al., 2018).

Evidence related to the nursing experiences working in CRHTTs 
is limited (Begum & Riordan,  2016; Winness et  al.,  2010). Mental 
health nursing (MHN) staff in CRHTT work with patients during 
mental health crises facing high levels of distress. Rudge (2013) 
found that to dismiss these inputs of distress, nurses attempt to con-
trol their work by reorganizing their responsibilities to fit within an 
organization's productivity drive (Hall et al. 2018) identified that pri-
oritization is affected by many aspects; identifying how to manage 
such stress becomes difficult because of the unpredictable nature of 
patient responses to illness.

Previous research has indicated that understanding nursing 
perceptions about their healthcare practice could improve the 
care nurses provide to their patients (Xie et al., 2019). This under-
standing is important because it can guide nursing practice (Yous 
et al., 2019). Moreover, knowing mental health nurses' lived experi-
ences could provide evidence distanced from the biomedical para-
digm (Tanaka, 2019).

While earlier studies mainly focussed on mental health nurses’ 
gatekeeping responsibilities (Begum & Riordan, 2016), more inves-
tigation of nurses’ experiences within CRHTTs  is needed. In this 
research, we focused on understanding nurses' perceptions and 

Method: A qualitative case study was employed. Ten semi-structured interviews 
were performed to nursing staff working in CRHTT services.
Results: Three main categories emerged from the data analysis: nurses’ perspectives 
of the care provided, nursing setting of care at home and nursing care plan at home.
Discussions: Findings revealed that nurses experienced greater satisfaction providing 
care in the home settings, and therefore, it positively impacted the quality of care and 
reduced patient's stigma. This study also relates the value of developing care plans 
centred on patients’ environments increasing Mental Health Nursing (MHN) work 
satisfaction.
Implications for practice: Knowledge of the intrinsic experiences of care provided by 
nurses in CRHTTs may help facilitate the development of the nursing role in CRHTT 
by improving understanding of care in mental health settings.
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constructions about care in CRHTT services. We also explored their 
ideas about satisfaction with care given, general health, mental 
health, patients, community and the differences between care given 
in CRHTTs and other services, including hospital admission.

2  | METHODOLOGY

A case study was adopted to understand mental health nurses’ ex-
periences of the care at crisis resolutions home treatment teams. 
The aim of a case study is to use the case to understand a phenom-
enon of interest. Case studies provide researchers with the oppor-
tunity to gain an intimate understanding of a person's conditions, 
thoughts, actions, interventions and environment (Stake,  2005; 
Yin, 2014).

2.1 | Population and sample

The Unit of Partial Hospitalization at Home of Centre Psicoteràpia 
Barcelona Serveis de Salut Mental (CPBSSM)—Hospital de la Santa 
Creu i Sant Pau (UHPAD), was the first Catalan medical facility to 
offer CRHTT care for adults in 2016. CRHTT is a 24-hr service 
that combines daily visiting hours with emergency phone service. 
All nurses who had worked or were working in this service since 
its founding were included. There were no exclusion criteria. 
Convenience sampling was used to recruit participants, and they 
were provided information about the study and its objective.

2.2 | Research Instrument and data collection

We designed semi-structured interviews based on a literature 
review (Winness et al., 2010), exploring aspects of home nursing 
care. A preliminary test was administered to two interviewers. 
As a result of the test, the research team decided to increase the 
interview script's flexibility, making it more open and fluid. The 
external expert of the research team reviewed the interview ques-
tions and elaborated the final interview version with the principal 
investigator. We conducted a total of ten in-depth semi-structured 
qualitative interviews. Each interview lasted one hour, was audio-
recorded, and transcribed. We removed all identifying data from 
the transcript to ensure confidentiality, and the participants vali-
dated their transcripts to ensure accuracy. All changes were re-
flected in the data.

2.3 | Data analysis

The principal investigator and a qualitative research specialist, unaf-
filiated with the research team, independently conducted data anal-
ysis. Subsequently, the two independent analyses were compared to 
achieve consensus. A conceptual framework based on the current 

literature was used for the analysis under the Constructivism theory 
(Lauckner et  al.,  2012). The analysis focused on the participants' 
experiences, assumptions and preconceptions about the care they 
provide. It allowed the research team to get close to the participants’ 
world and get an “insider's perspective” of the studied phenomena 
(Mjøsund et al., 2017). All relevant text was grouped into codes and 
categories using Atlas. Ti software. Emerging categories were identi-
fied after repeated readings of the data and named using content-
characteristic words. Subcategories of similar events were grouped 
beneath the main categories.

This process was repeated until the main categories, and subcat-
egories were identified.

2.4 | Ethical standards

The present study was approved by the Ethics and Clinical Research 
Committee of Centre Psicoterapia Barcelona (CPB) Serveis Salut 
Mental (service which the UHPAD depends on). This study also 
subscribed to the Declarations of Helsinki. Although the partici-
pants did not suffer any adverse effects from the study, they were 
informed of their rights as participants and the study's possible ef-
fects. Participation was voluntary, and every participant signed an 
informed consent form. They were also informed that they could 
leave the study at any point, with no repercussion. In this study, 
there was no conflict of interest.

2.5 | Validity and reliability/rigor

The study was evaluated using Lincoln and Guba's criteria of credibil-
ity, confirmability, meaning in context, saturations and transferabil-
ity (Lincoln and Guba, 1985). The Critical Appraisal Skills Programme 
Español (CASPe) method was followed to give a critical analysis of 
the research (Santamaria-Olmo, 2017).

The research team was formed by nurses working at the uni-
versity and by an external and unaffiliated researcher assuring 
validity through researcher triangulation. The interviews were 
conducted by a mental health nurse, who was previously ac-
quainted with some of the interviewees, which could be a source 
of bias. However, to mitigate this, the interviews were conducted 
objectively and without personal implications, the purpose of 
the study was clearly defined to the participants, the interviewer 
critically examined his role and the participants validated their 
transcripts.

To assure credibility data were also analysed by two researchers 
simultaneously, one of them not belonging to the university or to the 
institution involved in the research. Data saturation was achieved 
after seven interviews; however, it was decided to interview all the 
nursing team.

To reduce the possibility of generic or socially desirable re-
sponses, the participants were informed that their answers were 
confidential and would only be used for this study.
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3  | RESULTS

Participants’ age ranged between 27 and 50 years old, and all were 
experienced in the field. Table 1 includes other sociodemographic 
data of the respondents. Three main categories emerged from the 
data analysis to understand nurses' perceptions and constructions 
about care in CRHTT services: nurses’ perspectives of the care 
provided, nursing setting of care at home and nursing care plan 
at home. Table  2 illustrates the categories and subcategories of 
the research. Globally, no discrepancies were found among the 
participants perceptions regarding their nursing care experiences 
with the CRHTT. Participant qualitatively defined mental health 
nursing experiences of care working at CRHTT as “the lived rela-
tionship of helping through care to a patient or family in a domicil-
iary setting, allowing patients to have more time and presence to 
agree on goals and achieve them, always working day by day with 
the patient and families. It allows you to create a much stronger 
therapeutic relationship in less time, and in the end, as a profes-
sional, you are entering the patient's intimate world, space, and 
privacy.”

3.1 | Nurses’ perspectives of care provided

The nurses explained that a mental health nurse who provides care 
at home during a crisis is a professional with experience and techni-
cal knowledge who considers the patients' well-being. This category 
was divided into two subcategories: the act of caring and nurses’ 
satisfaction with the care provided.

The participants understood the act of caring to be an act that 
reduces patient suffering or any action that provides, facilitates, 
helps or accompanies the patient, providing global, congruent and 

humanistic attention, considering the person's needs. Nurses pro-
vide care, empathy and compassion, based on empirical data, with a 
non-judgmental and equal approach. They use techniques, data and 
knowledge evidence based.

It is a complicated concept to explain by words, but 
that could be summed up in caring with the patient's 
needs in mind and accompanying the patient in his 
decisions… it is an idea that is born from humanism or 
the soul of the human being, and that seeks to provide 
welfare to others voluntarily. 

(Nurse 6).

Nurses believed that providing home care facilitates an intimate 
perspective, which creates a special bond with patients and instils 
personal satisfaction with their work. Nurses felt more involved and 
responsible when they were close to patients and applied care adapted 
to real needs, often establishing a close relation with the patient, im-
mersing into the lifestyle of the patient.

It is a complicated concept to explain by words, but 
that could be summed up in caring with the patient's 
needs in mind and accompanying the patient in his 
decisions… it is an idea that is born from humanism or 
the soul of the human being, and that seeks to provide 
welfare to others voluntarily 

(Nurse 8).

Perhaps, if we did not enter the home, we would never 
see certain situations or problems, which allows you 
to have a better approach and a feeling of fullness…
getting into the life of a patient, in his day to day, at 

TA B L E  1   Respondents’ Sociodemographic Data

Participant Age Gender Civil Status Education
Years of experience in 
mental health

Years of experience 
in CRHHT’sa 

N1 28 Male Living as a 
couple

MSc, RNb  3 years <1 year

N2 28 Female Single MSc, RN 4 years <1 year

N3 34 Female Single MSc, RN 6 years <1year

N4 39 Male Married MSc, RN 8 years 3 years

N5 28 Female Living as a 
couple

MSc, RN 6 years 2 years

N6 48 Female Divorced MSc, RN 25 years 3 years

N7 50 Female Married MSc, RN 28 years 3 years

N8 33 Female Living as a 
couple

MSc, RN 10 years <1 year

N9 27 Female Single MSc, RN 4 years <1 year

N10 29 Male Living as a 
couple

MSc, RN 3 years <1 year

aCrisis resolution home treatment teams. 
bRegistered Nurse. 
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home, makes you feel very special… makes you feel 
connected and comfortable, at ease and safe 

(Nurse 10).

3.2 | Setting of home nursing care

Nurses provided home care as the main point in crisis resolution 
treatment for mental health patients. This category was divided into 
two subcategories: the environment of the patient and the thera-
peutic relationship.

The patient's environment from the nurses' perspective and ex-
perience refer to the patient's home. “Their places” are those spaces 
frequented during their daily routines, such as walking routes, cof-
fee shops, supermarkets and libraries. Nurses must be cognizant of 
the environment, rhythms, times, tendencies and idiosyncrasies of 
each patient's life. When patients are free to engage in their typical 
lifestyle patterns, they are less reticent and more cooperative. This 
allows nurses to be more genuine, accessible, relational and focused 
on the therapeutic objectives. Patients perceive nurses as less in-
vasive and less adversary, and encounters with patient relatives are 
easier to manage within a secure setting.

In this way, the service is unique, offering an alternative space 
and understanding of mental health. Providing person-centred care 
allows nurses to observe things that would not be apparent if a pa-
tient was hospitalized. Nurses in the interviews addressed the ad-
vantages of adapting care to the needs of the patient.

The service is profoundly unique in offering a new 
space and a new understanding of mental health and 
patients…we are at their home because they let us be 
there, which allows us to enter their privacy and their 
moments of vulnerability, accompanying from the 
presence and emotional bond and esteem, creating a 
great bond… Our service aims to be the basis of a truly 
community-based and patient-centred mental health 
care system. 

(Nurse 1).

…to be able to access the patient's reality, to its most 
intimate environment, is what differentiates us as a 

service, and that is, at the same time, our basis of treat-
ment and our way of understanding mental health…
allows you to see things that you do not see when they 
are hospitalized and assess whether their activities and 
needs are really covered since you are in their usual en-
vironment and not in a specific environment, such as 
the hospital, which is a very structured environment 
and rigid that makes it difficult to know the real abilities 
of the patient…Relationships are more intense and the 
patient sees you at home as an equal. 

(Nurse 5).

The nurses defined the therapeutic relationship as the compo-
nents that permit establishing an honest relationship of care. Those 
components included establishing communication adapted to the 
patient's environment, applying active listening, being empathic and 
non-judgmental, preserving a respectful approach, dedicated time to 
the patient in each daily visit, and accessibility. To adapt communi-
cation also implies offering horizontal proposals, avoiding imposition 
and allowing patients to make choices and decisions. This commitment 
to personalized communication enables the therapeutic relationship 
to become effective, fostering a climate of change and significant 
improvement.

Embracing the patient's story and encouraging their 
communication without protocols allows to create a 
spontaneous and unique care experience that creates 
a relationship of trust and security…this has to be 
done from the patient's home, and from a truly com-
munity vision, is by addressing the patient's problems 
and offering coping strategies to the affected person 
and his family what at the end creates a very powerful 
link that facilitates change. 

(Nurse 7).

The link, the therapeutic relation, is born by the pres-
ence, by being unjudged, showing a sincere interest, 
by truly showing the patient that we are concerned 
about what he is concerned about, by helping him 
to take the reins, to feel us… and evolve, Over time, 
towards a very natural, intuitive and nutritious rela-
tionship of accompaniment and listening… that is how 
we create a strong relationship fleeing from situations 
of power and rigidity, a clear and sincere relationship 
where the priority is mutual understanding and con-
sensual decision making. 

(Nurse 2).

3.3 | Nursing care planning at home

CRHTT nurses' actions are based on care plans designed and agreed 
upon by the patients and their families. Nurses considered that the 

TA B L E  2   Categories and Subcategories of Nurses’ Experiences 
with Crisis Resolution Home Treatment Teams

Categories Subcategories

Nurses’ perspectives of the 
care provided

-	 The act of caring
-	 Nurses’ satisfaction with care

Nursing setting of care at 
home

-	 The environment of the patient
-	 The therapeutic relationship

Nursing care plan at home -	 Nursing diagnoses
-	 Nursing interventions
-	 Nursing outcomes
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current North American Nursing Diagnosis Association (NANDA), 
Nursing Outcomes Classification (NOC) and Nursing interventions 
classification (NIC) did not complete the scope of their work with 
the patients and their relatives. This category's results were grouped 
into three subcategories: nursing diagnoses, nursing interventions 
and nursing outcomes.

Nurses agreed that diagnoses should be altered based on the 
patient's subjectivity, characterized by spiritual suffering associated 
with an important historical and cultural stigma, which is translated 
into symptomatology that causes the patient to lose functionality 
and requires CRHTT nurse intervention.

I identify and treat by observing symptomatology that 
makes the patient lose functionality…a vital experi-
ence that consists of deep and acute suffering, which 
implies fragility and needs…situation that causes the 
person to be having a hard time and suffering be-
cause otherwise, we would not be working togeth-
er…a phase in which a person presents alterations in 
their patterns and in which parts of them cease to be 
functional, where challenges and very great suffering 
appear and also discomfort that requires learning new 
personal and relational skills, as well as handling ad-
verse situations and feelings. 

(Nurse 6).

Nursing interventions are planned to include the patient and family 
within the therapeutic relationship framework, providing health edu-
cation and designing global interventions that extend beyond concrete 
techniques practiced reducing patient suffering.

Nursing intervention is to always be available to the 
patient, and in fact this availability alone is key in 
the improvement of all cases where you have to give 
support and accompaniment to the other person and 
their family…nursing care in mental health greatly 
transcends concrete techniques, and requires a phe-
nomenological approach to the other, where we offer 
ourselves as professionals to the patient, who is the 
one who decides to what extent they will be allowed 
to be helped and accompanied. 

(Nurse 9).

Nursing outcomes must be based on an equal power relationship. 
Empowering patients to face the disease, accept their state of health, 
integrate into the mental health network and in society, work on the 
hope and desire to live, find a new purpose in life, reordering or reread-
ing the past and creating health-seeking behaviours. Those outcomes 
are always accompanied by and emotionally reinforced by the patient's 
usual environment, considering their personal needs, based on trust.

You must establish a relationship of trust with 
the patient and family that facilitates the work of 

professionals and ensures greater well-being for the 
affected person and their relatives by achieving cer-
tain things such as organizing the basic activities of 
the patient, establishing daily behaviours, routines, 
seeking a stabilization of symptoms and reducing 
anxiety, redirecting crises or serious situations…at the 
end is to help the patient at home, whatever it is, but 
by making specific therapeutic outcomes. 

(Nurse 3).

4  | DISCUSSION

This section includes a discussion of the three main categories 
emerged and a description of a model created by the authors from 
the constructs that nurses have around their patients' care, along 
with the implications for practice, a limitations section and recom-
mendations for further research.

According to the evidence, the work environment for nurses 
is significantly related to patients' experiences and their quality 
of care (Kieft et  al.,  2014). This study findings revealed the im-
portance of working within the patient environment to achieve 
outcomes that significantly impact the quality of care. According 
to our results, CRHTT nurses work in favourable conditions for 
the patients and their perception of high-quality care provided 
was manifested. Harris and Panozzo, (2019) showed that patients 
increasingly embrace recovery approaches to mental health that 
prioritize therapeutic activities within the context of collaborative 
relationships.

The perception of satisfaction nurses received by providing 
care is commensurate with the freedom and responsibility granted 
within cases that maintain morale and motivation among nursing 
staff. Having close therapeutic relationships with patients culmi-
nates in feeling less stress, avoiding burnout and having enough 
time to make effective interventions. In other studies, nursing 
satisfaction related to caregiving has been primarily associated 
with inferring satisfactory signs from clients (Yamamoto-Mitani 
et  al.,  2018). As also indicated in the study of Giménez-Díez 
et  al.,  2019) the health agent plays an important role in the pa-
tient's recovery in CRHTTs and care becomes personalized, which 
is why the therapeutic relationship becomes significant and satis-
factory for the persons implicated. This satisfaction was also found 
in our findings. Harris and Panozzo,  (2019) also indicated the im-
portance of working with patient-centred care plans, contributing 
to increased MHN satisfaction.

Seeking patients' empowerment and involving them in decision-
making is a tactic widely supported in the literature (Jørgensen & 
Rendtorff, 2018). Cleary et al., (2018) highlighted nurses' perception 
of the importance of applying care plans based on patients' envi-
ronment and integrating them into the mental health network and 
society. MHN perceptions and construction studies have been im-
portant to understand their actions, motivations and satisfaction. 
Although the reasons are unclear, there is considerable variance in 
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using Systematic Nursing Language throughout diverse contexts 
(Olatubi et  al.,  2019). The CRHTT nurses studied also considered 
that applying NANDA, NOC and NIC taxonomy did not complete the 
scope of their work with the patients and their relatives. This finding 
showed the need of developing care plans centred on patients’ envi-
ronments increasing MHN work satisfaction.

Research suggests that educational interventions and treat-
ments at home, like those provided by CRHTTs, decrease patient 
stigma (Henderson et  al.,  2014; Hibbard et  al.,  2010). Henderson 
et al. (2014) reported that the direct contact mental healthcare pro-
fessionals have with people with mental illness corresponds with 
positive attitudes regarding civil rights and promotes better con-
ceptions and expectations of patient recovery. These expectations 
would promote improved care and positive improvements (Hibbard 
et al., 2010).

The Constructivism theory (Winter & Feixas,  2019) increased 
understanding of mental health nursing care of individuals and rela-
tives treated at this CRHTT and offered a framework to understand 
mental health and its implications. The results of our study allowed 
the authors to create a model (Figure 1) based on a constructivist 
point of view including the constructs that nurses have around their 
patients' care in the context of CRHTTs and constructs of the hospi-
tal settings based on the literature review (Keogh et al., 2015). The 
constructs differ significantly in both settings having clearly impli-
cations for nursing practice. This relation between the constructs 
and the implications for practice was also evidenced in the study of 
Jussim (2017).

4.1 | Study limitations

One limitation of the present study is that the study explored MHN 
experiences in a specific setting. The CRHTT sample was based in 
urban, inner-city areas, and, therefore, the results cannot be gener-
alized. To improve the research findings' validity, the study may have 
benefitted from using other forms of data collection to triangulate 
the data. It may have been appropriate to conduct a focus group to 
gain feedback on the participants' initial analysis. This focus group 
could have provided additional data, and a means to validate the 
analysis.

Qualitative studies have limited data extrapolation, although it 
allows for new hypotheses and explaining of phenomena. The sam-
ple size can also be considered insufficient or biased. Moreover, this 
study is difficult to replicate in other contexts. It focuses on a new, 
specialized unit, although used in other parts of the world. In future 
research, these limitations should be considered, but this study pres-
ents a strong foundation on a topic of which there is a shortage of 
studies.

4.2 | Implications for practice

Acknowledging nurses' experiences and their perspectives about 
the care they provide could help shift mental health nursing para-
digms from those based on biomedical models to newer perspec-
tives found in recovery models. Furthermore, this knowledge could 

F I G U R E  1   Findings from a Constructivism Perspective
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improve the quality of care in mental health settings due to its po-
tential to guide nursing practices.

Raising mental healthcare providers’ awareness of mental health 
nurses' personal and professional care constructs would help imple-
ment support systems to meet the professional's needs. Meeting the 
needs of nurses related to the care they provide is likely to impact 
patient care positively.

4.3 | Future research

The results showed many factors relevant to the experience of 
care in CRHTTs. It would be useful to explore the nurses’ expe-
riences further using a larger sample size and including mental 
health nurses working in different CRHTTs worldwide. It would 
also be useful to compare the findings with other professionals' 
experiences involved in CRHTTs. There are aspects of the study 
that could be explored in more detail, for example, issues relevant 
to nurse therapeutic relationships in CRHTTs and care plans based 
on patients' environment.

5  | RELE VANCE STATEMENT

This study is important for the nursing profession's development, as 
it highlights what mental health nurses' value regarding home care 
for mental health patients. This study is also the first to evaluate the 
experiences of mental health nurses' who provide care with CRHTTs 
in Spain. More research is needed to replicate this study's findings, 
validate the findings using a different methodology and compare 
the findings with mental health nurses' experiences in CRHTTs in 
other countries. Research on nurses' experiences providing care on 
CRHTT units and mental health devices is required to guide nursing 
practices better.
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