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Abstract

Background: nurses play a crucial role in the early recognition and management of the
deteriorating patient, as they are responsible for the care they provide to their patients
(Hogan et al., 2019; Connor et al., 2020; Burdeu et al., 2021). A part of this care is the
monitoring of the patient’s vital signs, such as blood pressure, pulse, respiratory rate, and

temperature, which are fundamental in the surveillance of health deterioration.

The aim of this study was to understand the process of nurses’ recognition and response to

patient deterioration in more detail.

Methods: a generic, qualitative approach was adopted (interpretive description), guided
by the work of Thorne et al., (1997) and used as the methodological framework. The
theoretical perspectives used to underpin this study were Benner's (1984) work from “novice
to expert”, which focuses on intuitive perception and clinical reasoning in nursing, and the
Cognitive Continuum Theory, developed by Haomm (1988) and revised by Standing (2008)
to enhance the understanding of how nurses formulate their decisions to escalate the

patfient’s care.

Data collection: data were collected using semi-structured interviews, a simulation exercise,

and four focus groups. The total number of participants recruited was 46.
Phase One in-depth interviews (n=10)

Phase Two simulation exercise (n=20)

Phase Three focus groups (n=16)

The participants were nurses working within an acute NHS Trust and were equally
represented from inpatient medical and surgical wards. They were recruited based on their

experience of nursing the deteriorating patient.

Results: numerous themes emerged in Phase One, which were as follows: main themes (1)
Collegial relationships; (2) Intuition; and (3) Interpretation of the NEWS system (National Early
Warning Score). Several subthemes included clinical credibility, confidence, competence,
knowledge, decision-making and organisational culture. The main themes constructed
within Phase One, also emerged within the two other phases, providing a consistent

theoretical link between all three phases of the study. A simulation exercise, which



replicated the five stages of an actual Medical Emergency call, was developed to aid data
collection in Phase Two. This exercise identified the importance of experiential and
theoretical knowledge when used in combination to recognise early warning cues of health
deterioration. Barriers to this process were acknowledged, which included difficulties faced
by the participants when attempting to escalate the patient’s care. Finally, their deficiency
of theoretical knowledge was emphasised by the participants, which exposed their own
self confidence in their ability to challenge the requested medical review process of
patients. Phase Three yielded some fresh insights and revealed a widespread acceptance

in terms of the content and delivery of this unique simulation.

Conclusion: This study provides a meaningful understanding of the process of nurses’
recognition and response to patient deterioration, by facilitating an insight info the hidden
narrative surrounding this practice. Unlike other studies within this field of inquiry, this study
focuses on the importance of this narrative to explain why this practice prevails, in addition
to highlighting the potential remodelling of some aspects of this care to improve patient
outcomes. Moreover, this study questions the literature in terms of whether nurses are missing
cues of patient deterioration as reported, suggesting their voice is simply lost within this

convoluted process, offering a different focus to direct future research within this field of

inquiry.
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Glossary of key terms and abbreviations

ANP: An Advanced Nurse Practitioner is an autonomous practitioner skilled in the delivery
of acute care. Their role is to ensure timely intervention for the deteriorating patient and
bestowing interventions to prevent further deterioration and escalating to the appropriate

level of care.

BP: Blood pressure measurement.,

Cardiac Arrest: Cessation of spontaneous circulation.
CPR: Cardiopulmonary resuscitation.

CCOT: Critical Care Outreach Team, developed in the UK, is a group or individual with
specialist critical cate skills who attends the deteriorating patient after activation response

through the track and trigger system.

DOH: Department of Health.

EWS: Early Warning Score (track & trigger system).
HDU: High Dependency Unit — Level 2 care.

HR: Heart rate.

ICU: Intensive Care Unit.

ICS: Intensive Care Society.

MET: Medical Emergency Team, like CCOT although led by a physician with critical care

experience, developed in Australia and the USA.

MEWS: Modified Early Warning Score, an early version of the track and trigger system

developed in 1995 in Ausiralia.
NCEPOD: National Confidential Enquiry into Patient Outcome and Death.

NEWS: National Early Warning Score, infroduced by Royal College of Physicians (2012) to

act as the national track and trigger system within the UK.

NICE: National Institute for Health and Clinical Excellence.

13



RCN: Royal College of Nursing.

RR: Respiratory rate.

RRT: Rapid Response Team; a generic term used in the USA to describe the specialist feam

who attends a deteriorating patient.

RRS: Rapid Response System; an internationally recognised generic term for the hospital-
wide team approach used to attend to the deteriorating patient once activated by the

track and tfrigger system.

TTS: Track and trigger score; a generic term used to refer to an early warning scoring

system

Vital signs: Routine observations that include measurement of physiological parameters,

such as HR, RR, BP, temperature, and oxygen saturation.

VPS: Virtual patient simulation.
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Chapter 1: Introduction to the research study

1.1 Background

Over the past two decades, caring for the deteriorating patient in hospital has become
increasingly challenging for health care organisations around the world. As patient acuity
is intensifying, the need to improve patient safety in hospitals is of paramount Importance.
Nurses form one of the largest groups of employees who can assess the needs and
conditions of patients, aided by completing vital sign recordings as well as getting to know
the patients. Consequently, the role of the nurse is central in determining and recognising
the deteriorating patient and is key in identifying changes and escalating their concerns.
Despite this, ambiguities exist surrounding the responsibility of the nurse and the assessment
of the patient’s acuity (Steen, 2010; Smith and Aitken, 2016; Hogan et al., 2019).

The aim of this study was to understand the process of nurses’ recognition and response to
patient deterioration in more detail. This thesis investigates nurses’ reports of their subjective
opinions when caring for the deteriorating patient, highlighting their attitudes and beliefs
by giving them the opportunity to reflect on their own experiences. Both retrospective and
prospective accounts of patient assessment are discussed. By exploring the nurses’
assessment process of the deteriorating patient in more detail, the complexities and the
wide-ranging hidden influencing factors are revealed. The constructive themes identified
share some similarity to those found within the literature, however, this study offers additional
themes constructed within each of the phases contributing to the knowledge in this field of
inquiry. This study, unlike other studies within this field, offers the narrative required to aid a
deeper understanding of those factors identified, suggesting an issue with the process that
either inhibits or encourages nurses’ responses to patient deterioration, leading to the
question “are nurses missing cues of patient deterioration, as reported.” This question has

been acknowledged and answered within the limitations of this study.

This chapter presents the research context. It begins by discussing what constitutes acute
ilness and clinical deterioration. The ratfionale, research question, aim, objectives,

methodology, and an outline of the thesis are infroduced.

15



1.1.2 Definitions of acute illness and clinical deterioration

The focus of this research was to explore and understand the process of how nurses assess
patient acuity, and how they respond to acute clinical deterioration of the ward-based
patient. Therefore, it is crucial to understand what is meant by “acuity” and “clinical

deterioration.”

The Oxford English Dictionary defines the adjective ‘acute’ as an unpleasant or unwelcome
situation or phenomenon that manifests itself to a severe or infense degree. Brennan and
Daly (2009) suggest patient acuity is viewed in respect of the speed and onset of illness ,
and in terms of the severity of physiological instabilities, injury, and intensity. The concept of
acute care has been defined as “an evolving, predictable, and symptomatic process of

worsening physiology towards critical illness” (Lavoie et al., 2016, p. 71).

The Oxford English Dictionary defines ‘clinical’ as relating to the observation and treatment
of actual patients, and the noun ‘deterioration’ as a process of becoming progressively

worse. Jones et al., (2013, p. 1,030) described clinical deterioration as

A patient who moves from one clinical state to a worse clinical state which increases
their individual risk of morbidity, including organ dysfunction, protracted hospital

stay, disability, or death.

Despite few definitions of patient deterioration, several national and international studies
have highlighted the consequences of this condition (McQuillan et al., 1998; Quirke et al.,
2011; Allen et al., 2017; Anesi et al., 2017).

1.1.3 Research context

The acuity of patients managed in general hospital wards has amplified in recent years.
Access to higher level care, such as that found in a High Dependency Unit (HDU) or
Intensive Care Unit (ICU), has become ever more problematic (Athifa et al., 2010). Table 1
illustrates the levels of patient care delivered in hospitals in the UK. Despite the escalating
demands for ICU beds, the ratio of available ICU beds remains low when compared to the
rest of Europe. This leaves a high number of patients with complex needs being nursed in

acute ward environments (Hogan et al., 2019).

Clinical deterioration of the patient’s health care needs could potentially occur at any
stage of the patient’s iliness and stay within the hospital environment. A study by Ludikhuize
et al., (2012, p. 424) suggested that physiological changes in patients’ vital signs are often

missed, misinterpreted, or left unmanaged, which frequently results in patients experiencing
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a potentially life-threatening, adverse event (Mapp et al., 2013). The current risk strategies
have tended to focus on education, recognition, and response of failing vital signs, which
will be discussed in more detail in Chapter 2. Tools such as track, and trigger systems are
utilised. These are often referred to internationally as the Modified Early Warning Score
(MEWS) or within the UK as the National Early Warning Score (NEWS). These can be defined

as aggregate scoring systems, in which scores are designated to the individual's

physiological measurement and then weighted against pre-selected score thresholds (Gao
et al., 2007; McDonnell et al., 2013).

Level 1a - Ward level Patients at risk of deterioration or those
relocated from a higher level of care.

Level 2 - HDU Patients requiring detailed observations and
interventions including single organ failures or
patients stepping down from a higher level of
care

Level 3 -ICU Patients requiring advanced respiratory
support alone or together with the
support of at least two organ systems

Table 1: Levels of care required by patients in acute hospitals across England and
Wales (Department of Health, 2000, 2007)

The health care providers have policies to guide staff in the recognition and expected
escalation response. Many healthcare providers worldwide have developed a Rapid
Response Team (RRT), which is available 24/7 to ensure the patient receives an immediate
response to the detected medical emergency. This is depicted by the rising numerical score
captured within the MEWS/NEWS system (Ludikhuize et al., 2012; Mapp et al., 2013). Within
the UK, there are variations in the feams designated to act as the RRT, such as Medical
Emergency Teams (METs) or Critical Care Outreach Teams (CCOTs) or sometimes a
combination of both (DH, 2000, 2007; Berwick et al., 2006). The USA, Australia and parts of
Europe have adopted the MET response as the RRT (Lee et al., 1995; McGinn et al., 2011).
Embedded within the RRT is an assumption that its activation will improve collaboration
between professionals and result in improved clinical practice and patient outcomes, by
delivering treatment intervention on the ward to prevent further deterioration (McGinn et
al., 2011). Despite the implementation of the RRT, there is compelling evidence to suggest

that opportunities to detect a patient’s clinical deterioration continue to be missed (Mok et
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al., 2013; Cooper et al., 2011). Since the early 1990s, studies investigating the care of the
deteriorating patient have consistently highlighted issues in relation to the late recognition
of symptoms and subsequent delay in the escalation of care. The seminal works in this field
are Schein et al, (1990), McQuillan et al., (1998) and Hillmans et al., (2002). The
contemporary literature acknowledges the replication of themes found in these seminal
studies, as illustrated by Stubbings et al., (2012), Cooper et al., (2011), Massey et al., (2014),
and Hogan et al., (2019).

1.1.4 Rationale for the study

This research originated initially from my own concerns as an Advanced Nurse Practitioner
(ANP) working as part of the Medical Emergency Team (MET). Since the initiation of this
research project, | have attended over 16,432 MET calls relating to a deteriorating patient.
In working closely with the ward staff, | have observed some patients exhibiting signs of
clinical deterioration in the absence of a medical review or treatment plan, prior fo the MET
call. This raised my concerns, | probed the literature within this field of inquiry to discover
there is widespread evidence suggesting ward nurses are failing to recognise and respond
to patient deterioration (Cioffi, 2000; Andrews and Waterman, 2005; Cooper et al., 2013;
Cardona-Morrell et al., 2016).

1.1.5 Research gap

Understanding if, or more importantly why, “nurses are failing to recognise and respond fo
patient deterioration” has not been extensively studied. Following completion of an
extensive literature review, | learned that this area of inquiry had focused upon the failure
of nurses to recognise and respond to patient deterioration. Some of the studies have
identified influencing factors that may contribute to this level of practice but offer little
explanation as to why, with some of the more contemporary studies suggesting that,
despite the widespread evidence, this practice prevails (Chung et al., 2018; Connor et al.,
2020; Burdeu et al., 2021).

Informed by the literature, this guided my research question of wanting to know “why nurses
are missing cues of patient deterioration.” From this point | then formulated my own method
of inquiry to explore this question in more detail. | focused on the initial recognition of
symptoms, as the vulnerability of this process was the nurses’ ability to detect the signs of
clinical deterioration in the first instance. Subsequently, my focus shiffed tfowards the
escalation response, conceptualised in terms of timing and referral to the appropriate level

of care.
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1.1.6 Theoretical positioning
In assuming the roles of both researcher and clinician within this field of inquiry, | recognise

the potential for research bias. Consequently, | have incorporated strategies to avoid this;
these are highlighted in Chapter 4, p. 136 (Caelli et al., 2003; Silverman, 2000).

1.1.7 Theoretical Frameworks
This thesis draws on insights from seminal nursing theories, such as Benner's (1984)

Humanistic-intuitive decision model, plus the Cognitive Confinuum Theory in decision-
making, developed by Homm (1988) and then later revised by Standing (2008), both
frameworks incorporate approaches to understand decision-making in nursing. The
combination of both methods initially assists the understanding of intuitive decision-making
chosen by the participants. However, Benner's model is questioned in relation to the utility
of intuition in today’s nursing world, versus the cognitive psychological approach (see

Chapter 3, p. 74 for rationale for selection).

1.2 Research question, aim and objectives.

Following a deep dive into the literature, the research question underpinning this thesis is
“are nurses missing cues of patient deterioration, as reportede” Therefore, the aim of this
study was to understand the process of nurses’ recognition and responses to patient

deterioration in more detail.

1.2.1 Objectives
1. To identify perceived factors that may influence nurses’ recognition and response to

patient deterioration.

2. To explore barriers to this process and understand why nurses fail to appropriately

escalate the care of the deteriorating patient.

3. To consider the impact of intuition, experiential learning, and knowledge on the effects

of nurses’ decision-making when escalating to a higher level of care.

1.2.2 Research design
The target population was generic registered nurses working in medical and surgical wards.
Although the data collection process shared some similarities with more traditional

approaches (Kahike, 2014; Percy, 2015), there was no specific allegiance to any of them.

This study was comprised of three distinct phases:
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e Phase One: in-depth interviews with 10 participants.

e Phase Two: a simulation exercise with 20 newly selected participants.

e Phase Three: a series of focus groups with 16 participants who completed Phase Two.
All three phases will be discussed in more detail in Chapter 4.

Purposeful sampling ensured that nurses with experience of caring for the deteriorating
patient were recruited (see inclusion criteria in Chapter 4, p.110). The interviews were
completed as the nurses were on varying shift patterns, from days to night duty, to ensure
consistency of the participants’ experiences. This study utilised a Virtual Patient Simulation
(VPS) to demonstrate the nurses’ process of assessing patient acuity (see Appendix 1,
p 277).The VPS is based upon areal-life medical emergency extracted from my own clinical
experience. The detail in the VPS is anonymised and the content was validated by both

senior medical and nursing staff for accuracy and validity.

1.2.3 Methodology: interpretive description

An interpretive descriptive approach was taken for this study, guided by the work of Thorne
et al., (1997). This inquiry relates to an area of clinical practice which is both complex, and
emotive, involving patient deterioration as experienced by the participants. Therefore, the
selected methodology required a more flexible approach to explore the clinical mind, to
aid a deeper understanding of this complex, experiential clinical process, rather than just
being satisfied with the pure description. This extended beyond the boundaries of the more
traditional approaches; hence, my selection of Interpretive description (See Chapter 4,

p.100-101 for a more detailed rationale).

1.3 Timeframe of the study

| commenced part-time doctoral studies in March 2014 at Liverpool John Moores University.
Data collection for the first phase began in March and was completed in April 2016. No
data were collected between May 2016 and January 2018, as there was a delay in the
completion of the transfer document due to personal health-related issues. The second
phase recruitment began following a successful transfer registration from MPhil to PhD
studies in February and was completed in October 2018. Following further ethical approval
in February 2019, the third phase commenced in March and was completed in August 2019.
There was a delay in submission of this thesis due to the evolving pandemic COVID-19. The

thesis was submitted on 21st December 2022 for examination.
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1.4 Structure and content of the study
Chapter 1: Introduction

This thesis is comprised of seven chapters. This first chapter intfroduces the study by detailing
the broad context of the research, offering definitions of acute illness and clinical
deterioration, before going on to clarify the rationale for the study and identifying the
research gap. The theoretical positioning and the underpinning for the study are briefly
described, together with the aim, objectives, and research design. Interpretive description

is infroduced as the selected methodology and, finally, the thesis structure is presented.
Chapter 2: Literature Review

The methodological process driving the literature review is explained, together with the
findings from the literature pertaining to the deteriorating patient. This situates the study in

a broader context. Gaps within the literature are highlighted to rationalise the study.
Chapter 3: Theoretical Frameworks

This chapter describes how the theoretical frameworks provide the essential scaffold upon
which this thesis is built. The emphasis is on explaining the theoretical concepts, highlighting
their relevance and, more importantly, explaining why they were chosen. These theories

are related to existing literature, clarifying the differential of similar applications to my own.
Chapter 4: Methodology

This chapter conveys how all elements of the research design are compatible with the
chosen generic approach of interpretive description. Qualitative data collection methods
are described, before then going on to explain my epistemological and ontological
positions, plus demonstrating how an ethical approach was applied to all aspects of the

research process.
Chapter 5: Findings

This chapter introduces the findings from all three distinct phases of the study, opening with
the themes identified in Phase One. The illustrations provide the associated thematic
linkages between the main, and various sub-themes which are presented at the latter part
of this Chapter. The extracts from the transcribed interviews describe and explain how the
participants claimed to utilise their intuition and experiential knowledge to recognise the
deteriorating patient. This created a platform to propel the difficulties encountered by the

participants when attempting to escalate the patient’s care. The data presented highlights
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the impediments faced by the participants directly from those initiatives set up to improve

the recognition and response process.
Chapter 6: Discussion

The findings are discussed in detail considering the literature reviewed. Alongside this,
aspects that add meaning to this study are highlighted. Exactly how this study improves our

understanding of the existing theories is discussed.
Chapter 7: Conclusion and Recommendations

This final chapter conveys the strengths and limitations of the research. The aim and
objectives are revisited considering the overall findings of the study. The thesis concludes

with recommendations for practice, education-based simulation, and future research.

1.5 Summary

This chapter has provided contextual background on the phenomenon under
investigation. | defined the key terms, highlighted the research design, stated the rationale
of the study, discussed the main aim and objectives, and introduced interpretive
description as the methodology deployed. Finally, | have outlined the structure of the thesis.
The following chapter presents the findings of the literature review, further contextualising

the study and highlighting the gaps in the literature to justify the research.
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Chapter 2: Literature Review

2.1 Introduction

This chapter presents the background literature to illustrate what is known about the process
of ward nurses’ recognition and response to patient deterioration. This field of inquiry is
dominated by research focusing on the outcomes of care, highlighting systematic errors
leading to adverse patient events. The literature illustrates the failure of nurses to recognise
orrespond to patient deterioration. However, it offers little explanation as to why this process
is repetitively failing. As a clinician working within this field of inquiry, | have been mindful not
to focus solely on the clinical domain, as there are numerous factors reported to influence
ward nurses’ recognition and response to deterioration. The following characterises those
factors identified from the literature, which will be discussed in more detail towards the latter

part of this chapter.

2.1.2 Factors influencing nurses’ recognition and response to deterioration.

Patient assessment and negative emotional response.

e Infuition and knowing the patient.

¢ The practice of vital sign monitoring and Early Warning Score (EWS).

¢ Communication and accessing support.

e Relationships between doctors and nurses, and the organisational culture.
¢ Decision-making skills, plus education and training.

The context of patient deterioration infroduces this chapter before a brief discussion on the
identified problem and search strategy. The quality of the literature was assessed using the
Mixed Methods Assessment Tool (MMAT) by Hong et al., (2018), which is discussed further
within this section. An independent reviewer and | appraised each article to reduce the
potential research bias. This is one of the selected verification strategies employed within
this study, which is discussed in Chapter 4, p. 136. The PRISMA statement (Preferred
Reporting Items for Systematic reviews and Meta-Analyses), guided by Elliot et al., (2017),
was used to structure the search and report the findings. The system used to monitor vital

signs is commonly referred to as a Modified Early Warning Score (MEWS), or Early Warning
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Score (EWS) internationally. In 2012, the Royal College of Physicians (RCP) replaced MEWS
with a National Early Warning Score (NEWS), as there were inconsistencies within different
Trusts within the UK. Therefore, for the purpose of this study, | refer to both as EWS from this
point onwards. This is a generic term used to describe both systems internationally (RCP,
2012; McDonnell et al., 2013).

2.1.3 Context of patient deterioration

The past decade has seen an interest in the management of the deteriorating patient and
outcomes of care. Much of this interest has stemmed from findings identifying the failure of
ward nursing staff to recognise and respond to patient deterioration (Liaw et al., 2011;
Cooper et al., 2016). There is an array of literature providing insights into failing patient safety
systems worldwide (Franklin and Mattew, 1994; DOH, 2000; Buist et al., 2002) that is both
substantial and repetitive in terms of outcomes. My aim, therefore, is to offer a short synopsis
to emphasise the problem before moving on to the more specific elements relating to this

literature review.

The lack of recognition and response in a timely manner has led to an increased number
of hospitalised patients experiencing adverse events and requiring a higher level of care
(Jha et al., 2013). This has prompted the resuscitative and intensive care specialists to
concentrate on the care and management of the deteriorating patient in general ward
areas. The evidence conveyed a clear message: this practice required attention. Indeed,
authors in this field emphasised that many patients experienced cardiopulmonary arrest
prior to admission to ICU (Intensive Care Society, 2002; Anesi, 2017). The findings suggest
that if interventions needed to stabilise the patient were deferred, the risk of mortality was
significantly elevated. This level of care has been defined as suboptimal care (McQuillan et
al., 1998; Ludikhuize et al., 2012; Allen et al., 2017).

2.1.4 Suboptimal care

The term suboptimal care was first studied in the UK by McQuillan et al., (1998) to appraise
the quality of care given to patients prior to admission to ICU, and this research is cited in
much of the literature pertaining to this field of inquiry. Suboptimal care has

been defined as:

Failure to seek and provide appropriate and timely interventions to at risk patients
(Massey et al., 2009, P 171).
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It is linked to a failure to recognise cues indicating that a patient is deteriorating (Quirke et
al., 2011). McQuillan et al., (1998) examined the consequences of suboptimal care in 100
patients prior to admission to ICU. They concluded that 54% of the patient sample had
received suboptimal care. McGloin et al., (1999) conducted a similar study with a larger
sample of 477 unexpected patient deaths, which also included 98 ICU admissions. The
findings reflected those identified within the study of McQuillan et al., (1998). More than a
third of patients admitted to ICU experienced suboptimal care, and the mortality rate was
higher within the identified suboptimal group. Seward et al., (2003) retrospectively reviewed
200 consecutive patient deaths and found that there were delays to diagnosis and

freatment in 64% of the cases.

A later study completed by the National Confidential Enquiry intfo Patient Outcome and
Death (NCEPOD, 2005) describes failings and delays in the recognition and initiation of first-
line tfreatment for critically ill patients. This study identified that many patients had a degree
of physiological instability on the wards for prolonged periods of time prior to admission to
ICU. This finding is supported by other studies (Cardoso et al., 2011; Allen et al., 2017; Hogan,
2019). This study concluded that 21% of the deaths could have been avoided had there
been appropriate assessment and interventional treatment available. This was a large
national audit of cases across 229 hospitals within the UK, with a study population of 1,677

patients.

NCEPOD (2007) discovered similarities when they audited emergency admissions in 233
hospitals within the UK, again with a significant sample population of 1,275 patients. The
findings highlighted unacceptably poor levels of clinical assessment, consultant reviews,
limited involvement of critical care services, and inadequate recording of patients’ vital

signs.

Quirke et al., (2011) conducted a literature review surrounding suboptimal care and
specifically sought to clarify the reasons why, and how, suboptimal care continues to
prevail. The findings mirrored that of preceding studies, with a difference associated with
workforce shortfalls and educational-related factors. Several studies have discovered that
serious adverse events were often the reason for unplanned admissions to ICU (Cardoso et
al., 2011; NCEPOD, 2012; Volchenboum et al., 2016). In many cases, these adverse events
would have been avoidable had the physiological warning signs been recognised along
with an appropriate escalation plan of care instigated (Allen et al., 2017; Anesi, 2017; Hogan
et al., 2019).
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2.2 Method

An integrative review method was used to summarise and critique the literature, allowing
for the use of various sources of literature. Whittemore and Knafl's (2005) systematic
framework was applied to enhance the rigour and offer guidance of this review. This model
contains five stages. | adapted the model to accommodate an additional stage (the
search strategy), resulting in the following six stages: (1) formulation of the problem, (2)
search strategy, (3) literature search, (4) evaluation of data, (5) data analysis, and (6)

presentation of results. The stages of this review are consistent with this framework.

2.2.1 Formulation of the problem

Nurses are front-line responders and play a pivotal role in the recognition and response to
patient deterioration. This is achieved by using a combination of methods, such as: vital sign
monitoring, interpretation of the physiological parameters, knowing the patient, recognition
of health decline, and intuition, all of which will be discussed in more detail. There is an
increasing body of evidence known as “failure to rescue,” in which nurses are
acknowledged to miss cues of deterioration and often fail to escalate the care of the

patient appropriately (Purling and King, 2012; Cooper et al., 2013; Massey et al., 2014).

The reasons why ward nurses fail to recognise and respond to patient deterioration have
not been extensively studied. There is clearly a need to understand the factors associated
with this recognised failure by ward nurses. Therefore, by exploring this complex problem in
more detail, | identified this as a gap in the literature, and from this, | developed the research
question, aim, and objectives for this study. As mentioned in Chapter 1, the following is a

reminder of the definition of a deteriorating patient, as used for this study:

A patient who moves from one clinical state to a worse clinical state which increases
their individual risk of morbidity, including organ dysfunction, protracted hospital
stay, disability, or death (Jones et al., 2013, p. 1,030).

The aims of the search were to:

e |dentify empirical studies relating to the process of ward nurses’ recognition and
response to patient deterioration.

e Critically evaluate those studies that illustrate or consider the practice of ward
nurses’ recognition and response to deterioration.

e Raise questions where little evidence exists and recognise disparities in the
literature.
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2.2.2 Search strategy

In July 2014, an initial search of the literature was conducted. This process was replicated
yearly to yield additional research. Two search strategies were employed at each point to
enhance the quality of this literature review, with the first search strategy informing the
second (Whittmore and Knafl, 2005). The search engines were selected owing to their
coverage of the wide-ranging topics. Table 2 details the search engines utilised. The first
search strategy involved a search of the Cumulative Index of Nursing and Allied Health
Literature (CINAHL), the Cochrane library, Medline Embase, and the British Nursing Index
(BNI) using the key words highlighted in Table 3. The use of key words helped focus the
search to the perceived problem of inquiry. The second search strategy involved a manual
search through the reference lists of the recovered full-text articles to find other literature

not previously identified within the first search. An additional three articles were identified

using this method.

CINAHL - Covers a wide range of topics, including nursing, biomedicine, health science

Cochrane library - Six databases containing high-quality evidence to inform healthcare.

Embase - European version of medicine containing articles on medical and pharmacology

research.

Medline — 22 million citations from biomedical literature.

BNI (British Nursing Index) — Leading UK database for support of practice, education, and
research for nursing, midwifery, and health providers. Plus, this also links to ProQuest and other

international journals.

Table 2: Search engines
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Step 1 Nurse + recognition

¢ detenonaten  « The search strategy of ALL databases replicated the

vital signs same steps 1-5 as described under the CINAHL search

Step 2 Nurse + clinical | fo provide consistency

deterioration + Pre-

arrest

Step 3 Nurses + wards +
deteriorating
patient

Step 4 Ward nurse +

warning signs

Step 5 Patient deterioration
+ recognising +

responding

Limitations of review: a start date of 1998, written in the English language, ward nurses, and

specialty.

Table 3: Search strategy of databases

2.2.3 Inclusion and exclusion criteria

There were no restrictions placed on the research design of the selected studies used in this
review. The studies that focused on trained nurses’ recognition and response to the
deteriorating ward patient were included. Those studies evaluating the track and trigger
and rapid response systems were excluded. This was owing to their detailed focus purely on
the mechanism of failure. Similarly, areas of speciality, such as accident and emergency,
critical care, paediatrics, and maternity care, were excluded owing to the use of
specialised equipment and education given to monitor the potential deteriorating patient.
In addition, the increased staff/patient ratios within these areas would not reflect the reality
of the generic ward environment, which is applicable to this study. Studies from 2000 to 2023
were included. Table 4 displays the selected studies by author, year, and country of origin,
with the UK and Australia leading this research. Therefore, the differences in healthcare

delivery and systems have been considered. The concept of the deteriorating ward patient
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was first identified by Mc Quillan et al. (1998). This highly regarded seminal paper prompted
changes to the care and management of the deteriorating ward patient and provided a
focus for future research within this field of inquiry. As such, studies prior to this date were
excluded, for they would have little relevance to contemporary practice (Hayes et al.,
2000).

Andrews and Waterman (2005); Cox et al., | Cioffi (2000); Endacott and Wesley (2006);
(2006); Wheatley (2006); Hogan (2006); | Endacottetal., (2007); Mitchell et al., (2010);
Donohue and Endacoft (2009); Rattray et | Cooper et al., (2011); Cooper et al., (2013);
al., (2011); McDonnell et al., (2013); Smith | Massey et al., (2014); Cardona-Morrell et al.,
and Aitken (2016); Azimirad et al., (2020); | (2016); Minyaev et al., (2021). Total = (9)
Smith et al., (2021); Burke & Conway, (2022);
Fazzini et al., (2023). Total = (12)

Minick and Harvey (2003); Gazarian et al., | Ludikhuize et al., (2012); Douw et al., (2016)
(2010); Hart et al., (2014); Dresser et al., Total = (2)

(2023). Total = (4)

Pantazopoulos et al., (2012). Total = (1) | Chua et al., (2013); Chua et al., (2020);
Chua et al., (2022) . Total = (3)

Table 4: Number of studies, author, year, and country of origin

2.2 4 Literature search

The databases searched were automatically generated from Cross Search, which
revealed remarkably high numbers of citations. The second wave of exploration revealed
that several citations were repetitive, and a small number of studies complied with the
inclusion criteria. An illustration of this, utilising the PRISMA-style flow diagram and
displaying the results of the search, can be seen in Figure 1. Elliot guided this process et al.,
(2017) and presented using the PRISMA flow diagram adapted by Moher et al., (2009). The

initial search generated 780 records, with an additional 3 records added, 39 records were
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duplicates and consequently removed. An independent person and | screened the fitle
and abstracts of 744 records, of which 672 failed to meet the inclusion criteria. After a

discussion, the remaining 72 full-text articles were assessed for eligibility. A further 41

records were excluded, with the reasons for this mentioned within the PRISMA statement,

an updated search revealed additional 8 records leaving a total of 31 studies to be

included within the review
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[Eligi ility ] [Screening } [Idenﬁ ication }

[Included

Records identified through
database searching
(n=780)

Additional records identified
through other sources
(n=3)

Records after duplicates removed
(n=744)

Records screened

(n =744)

Full-text articles
assessed for eligibility
(n=72)

A 4

Records excluded
(n=672)

\ 4

Full-text articles

A 4

included within the
review
(n=31)

A4

Studies included in
gualitative synthesis
(n=18)

Studies included in
guantitative synthesis
(n=9)

Full-text articles excluded
with reasons (n =41)

Related to RRS (n=4)
Descriptive only (n=6)

No statistical analysis (n=5)
Pediatric focus (n=10)
Relating to student nurses
(n=7)

Related to ICU patients (n=9)

A

Studies included in
mixed method
synthesis
(n=4)

Figure 1: Nurses’ recognition and response to patient deterioration. The
PRISMA-style flow diagram adapted from Moher et al. (2009)
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2.2.5 Data evaluation

The qualities of these studies were assessed using the Mixed Methods Assessment Tool
(MMAT). This system enables an assessment of qualitative, quantitative, experimental,
and mixed methods research, allowing the researcher to assess the validity and
reliability of the selected studies. According to Hong et al., (2018, p 287) the researcher
is discouraged to calculate an overall score based upon the criterion, alternatively |
was encouraged to seek a detailed presentation of the ratings to inform the quality of

the studies.

The independent reviewer, as mentioned earlier, was a senior nurse recruited from the
host Trust, who was not involved with the study. She appraised each study, along with
me, using the MMAT criteria. A third person was available if needed, specifically if both
reviewers could not reach a consensus following this process. There was variation in
ward setftings and most of the researchers were found to examine more than one ward,
which, in turn, enhanced the credibility of their research. The studies explored registered
nurses’ views and experiences of recognising and responding to patient deterioration,
apart from one study, Chua et al., (2013), which studied the experiences of enrolled
nurses. Table 5 illustrates the data extraction taken from the studies and used to inform

the literature review.

Table 5: Data extraction table

Author Year Aim Sample Research Analysis Findings
Country design
Andrews & Explore how staff 44 Grounded theory, Grounded Three categories:
Waterman (2005) use v!ToI signs and porhcpon’rs |nTe(V|.ews: and Theory_ open & 1. Making credible.
UK warnings to 30 RN'’s, 7 Drs, participation selective
package 7 HCA:s. observation. coding. 2. Grabbing attention.
deterioration. Theoretical 3. Packaging
sampling. deterioration.
Azimirad et al (2020)  Examine nurses’ 388 RNs from  Cross -sectional Descriptive Nurses had a positive
UK & Finland OmlT'qus| as part of meoﬂcc;l and  correlation study. stafistics. aftitude fowards RRS.
ac |n|ccT:| surgéco Mann - More than half perceived
competence wards. Whitney. the physicians influence as

fowards the RRS in
two acute hospitals.

Kruskal-Wallis
tests.

a barrier to escalation.

Finnish Nurses relied more
upon intuition and were

hi X :
gn(lquuore more likely to activate the
multivariate RRS.
regression Nurses' attitudes towards
analysis. physician influence and
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infuition needs to be
improved through
continuing development
of clinical competence.

Burke & Conway To identify and 18 studies Systematic Thematic Four themes emerged:
(2022) synflr)TesTl;e dstg. from  from T7 Review of the analysis. 1. Marrying nurses’ clinicall
Ireland quaitanive studies - countnes literature. RETREAT judgment with EWS.
which examine including 235 framework
factors influencing nurses. ’ 2. SMART- communication.
nurse;‘ escalation of 3. EWS protocol: blessing
care in response to and a curse.
patients’ EWS.
4. Hospital domain.
Cardona & Morrell To establish a profile 42 RNs the Observational Content The selection of
(2016) of nurses’ vital signs study team cross -sectional analysis. appropriate vital signs
Australia monl‘r.ormg obsgrveq 441  design. Descriptive dppears to rely on nurses
practices. patient vital Unobirusive statistics were clinical judgments rather
isrlwg’?nr ton observation and used to fhan mandated fimings.
eractions recording nurses calculate Prevalence of incomplete
performed by o . - g
monitoring frequency sets of vital signs limifs
nurses. practices. data. identification of patient
deterioration.
Chau et al (2013) Explored the 15 Enrolled Qualitative Crifical Five themes emerged:
. experiences of Nurses who exploratory incident .
Singapore Enrolled Nurses in had descriptive study. technique. c]j.elig;i:oor%%g;g
peri-arrest situation experience . ’
to identify strategies  of caring for iSneT(r;L/is;rvLi(S:Tured 2. Responding to
tfo enhance the the ’ deterioration.
care. de’rgnorohng 3. Taking responsibility.
patient.
4, Educational
developments.
5. Modifying clinical
processes.
Chau et al (2020) Explore the 14 RNs Qualitative Thematic Three themes emerged:
Singapore zxp?nenceds of junior 10 Drs within gxp.lorofory Analysis. 1. MET activation Vs
OCTOrs ana NUrses a large acute esign. primary team Drs reviews.
escalating the care eneral
of the deteriorating ﬁos ol with 2. Challenges in obtaining
patient. METp Interviews. medical reviews.
established. 3. Unspoken rules of the
escalation of care.
Chau et al (2022) Explore the 12 Enrolled Qualitative Thematic Three main themes were
collaboration nurses’ descriptive study. analysis. identified:
. experiences 11 RNsin Semi-structured 1. Reaching a collective
Singapore be;w;eq ITEnro!led 1250 bed inferviews. understanding of patients’
andregiiered tertiary conditions.
nurses in recognizing hospital
and responding to ’ 2. Role expectations
patient tfowards each other.
deterioration.

3. Lacking a shared
decision-making process
related to patient care.
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Cioffi (2000) Describe the 32 female Qualitative Thematic Five themes:
Australia experiences of RNs RNs fogr explo‘rof'ory analysis. 1. Uncertainly with calling.
calling for wards in a descriptive study. o
emergency Teochlng Unstructured 2 Idephflcghon o.f.chonge
assistance. hospital and . in patients’ condition.
th g Interviews.
rree waras 3. Identification of at-risk
ina situations.
peripheral
hospital. 4. Associated feelings.
5. Valuating MET.
Cooper et al (2011) Examine the ability 35 RNs Exploratory Descriptive Respiratory rate and CRT
. of nurses to assess working in a quantitative statistics were most under assessed
Australia . ,
and manage rural hospital  survey. spearman’s Vs knowledge and
patient on medical & rank, management of
deterioration within surgical Pearson'’s deterioration varied.
a simulated wards. correlatfion Systematic assessment not
environment. used, single vital signs
T-test. . .
used, anxiety increased as
SIM patient deteriorated,
and this appeared to
affect performance.
Cooper et al (2013) To assess the ability 44 RNs 2 Quasi- Descriptive Younger nurses scored
Australia of RNs to manage hospital experimental stafistics as higher in knowledge.
deteriorating wards. design. Pre and above. Anxiety increased as the
patients. Convenience Post infervention SIM patient deterioration
assessments and this affected
sample. .
observations performance. SA was
performed fo generally low (median =
evaluate nurses 50%). Teamwork ratings
simulated clinical averaged 57% with a
performance. significant association with
leadership. Following
intervention participants
reported a significant
increase in knowledge,
confidence, and
competence.
Cox et al (2006) Explore the 7 RNs with a Qualitative Contfent Five themes:
UK mfluenhql factors range of explo.roflory analysis. 1. Clinical environment.
surrounding the experience descriptive study.
experience of on one . 2. Professional
frained nurses medical Interviews. relationships.
caring for critically il ward. 3. Patient assessment
patients on general ' '
wards. 4. Feelings.
5. Education needs.
Donohue & Examine processes 11 nurses with  Qualitative, Thematic Four themes:
Endacott (2009) use dyrlng patient experience cnhcql incident analysis. 1. Individual assessment.
deterioration. of managing technique.

UKk

the
deteriorating
patient.

Semi-structured
interviews.

2. The use of EWS to
communicate
deterioration.

3. Action taken.

4. Team process.
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Douw et al (20146) To determine the 96 RNs Prospective co- Descriptive Development of the
Netherlands 5|gn|f|c,once of working on hort study. statistics. DENWIS- nurse worry
nurses,’ worry three surgical Mann- indicator tool.
and/or '|nd|cofors Words were Whitney, Demonstrated by adding
underlying worry to included the EWS to th
redict unplanned within the t-Test, © score fo fhe
P tent ad tud DENWIS — worry indicator
pa |e;'1 aadverse study. Fishers extract  this improved prediction of
events. fest. unplanned ICU
admissions.
Dresser et al (2023) To describe medical 20 RNs from Qualitative Content Eight themes emerged:
USA —surglcol.nurses 10 ogluIT des;nphve analysis. 1. Knowing the patient.
perceptions of medical design. )
foﬂcfors Thgtfh . SLfrl'gICCﬂ units Semi-Structured 2. Experience matters.
influence er aran interviews. 3. Lots of small points
;Ilqlcol !udgemen’r ococ;lemlc make the system fail.
in situations of medical Telephone .
patient Centre. interviews. 4. Making sense of the
deterioration. data.
5. Something does not go
together.
6. Caught in the middle.
7. Culture of teamwork.
8. Increased workload.
Endacott & Wesley Examine strategies 20 RNs Qualitative case Content Three factors identified:
(2006) used by nurses to comp_le’red.‘rhe study design. analysis. 1. Clinical skills.
Australia manage patients at  questionnaire. o
risk of deterioration. 7 RNs 2. Communication
. . strategies.
interviewed.
3. Rural context.
50% of the sample were
the first person to identify
the deterioration.
Endacott et al Identify cues that 11 RNs, 14 Case study Content RNs and Drs relied upon
(2007) ward nurses and Drs, 17 Chart  design. analysis and EWS system to identify
. doctors use to audifs. Chart via deterioration. RNs relied
Australia . ) " . , .
identify descriptive upon patients’ physical
deterioration. statistics. assessment of patient
capabilities compared to
Drs who undertook a more
structured approach.
There was a lack of timely
referral to more senior
clinicians. The GCS and
urine output was not
charted at all.
Fazzini et al (2023) To improve Medical Quality Content A structured MDT safety
UK communication Team. Improvement analysis. briefing was developed
between teams - project safety . and improved the safety
. ’ Critical Care o . Descriptive
improve SA and briefing with a . and support management
. outreach stafistics. . . .
reduce delay in T structured format. of deteriorating patients
. eam. s ,
escalation of care within the out of hour's
of acutely il Advanced period.
patients. Clinical

Practitioners
from a large
tertiary.
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frauma

Cenfre.
Gazarian et al (2010) Describe cues and 13 female Qualitative Cognitive task  Cues identified to assess
USA factors that RNs on four descriptive study. analysis. patients’ risk:
influence the medical Critical decision - 1.LOC.
decision-making wards with making method
process used by experience ) 2. Oxygen status.
nurses vyhen . of peri-orresT 3. Systolic BP.
identifying cardiac situation.
arrest in an acute 4. Knowledge of the
care setting. patient factors that
influenced RNs to take
action.
Nursing characteristics:
1. Previous experience of
peri- arrest situations.
2. Ability to function as
part of a team.
Organisational
characteristics:
1. Monitoring equipment.
2. Consultation with senior
staff members.
3. Knowing, and valuing
feam members.
Hart et al (2014) To explore and 148 RNs Prospective, Descriptive RNs reported moderate
understand medical  working on cross- sectional statistics. self-confidence in
USA . . . X - .
and surgical ward medical and  descriptive Pearson’s recognition, assessing and
nurses’ perceived surgical quantitative correlation intervening during clinical
self-confidence and  wards in five survey. and regression  deterioration.
Ieofc_jeTrshlp ob(lzllmes. ﬁﬁfer_fnl’r analysis. RNs reported moderate
os fist respondersin  hospitals seff-confidence when
recogni '?rn onf_ ; within The 9. performing leadership skills
rdes!roo_nse T.O patien Convenience prior to the arrival of the
eterioration. sample. RRS.
Hogan et al (2006) Exploring nurses’ No number Qualitative Thematic Four themes emerged:
UK vobluets and' bfllefs :nennfoned description study. analysis. 1. Managing the nursing
about patien arget Focus groups. work.
monitoring, population
identifying factors nurses, 2. Clinical decision -
that influence the students, and making.
orgomzohon Qf he‘,’”hcore 3. Respiratory monitoring.
working practice. assistants, all )
Finally, the of whom 4. Equipment
theoretical and record vital management issues.
practical signs.
preparation nurses
receive before
embarking on vital
sign measurement.
Ludikhuize et al Describe how nurses 49 RNs. Cross -sectional Statistical Communication,
(2012) and doctors judge study using analysis cooperation, and
. 68 Drs. ; . . L
Netherlands the quality of care ' interviews of care Friedman test.  coordination were graded
while caring for Convenience providers Wilcoxon positively. Medical staff
deteriorating sample. compared with signed ranked graded these factors
patients on medical retrospective test used for higher than the nursing

wards, compared

judgements of an

differences

staff. Independent experts
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with the judgement
of independent
experts.

independent
panel of experts.

were more critical of the
care provided by both
medical and nursing staff.

Massey et al (2014) Explore nurses’ 15 RNs based  Interpretive Thematic Four themes identified:
Australia experiences and on three descriptive study. analysis. 1. sensing clinical
understanding of medical d.eferioroﬁon
the use of MET and wards within '
its activation. one hospital. 2. Resisting and hesitating.
3. Pushing the bufton.
4. Leadership and support.
Author Year AN SanSplaple ReseResbarch  Afwdygids Firkdingsgs
Country Desiglesign
Mc Donnell et al Evaluate the impact 15 RNs A single Centre Descriptive Following the intervention,
(2013) of a new T&T and interviewed. mixed methods statistics. the numbers of staff
observation chart before and after Interview data concerns were
UK on knowledge and Zuvilveegzd 212 study. thematic significantly reduced. The
confidence of analysis. knowledge and
. before and )
nurses to recognize ft confidence of the staff
after study. L .
and respond to significantly improved
patient Intervention following the intervention.
deterioration. included .
fraining of Three themes emerged:
the new EWS 1. Staff concerns.
and chart 2. Staff knowledge
system.
3. Confidence and
differences between RNs.
Minick and Harvey Describe the early 14 RNsinone Hermeneutic Thematic Three themes emerged:
(2003) recggm;nondskllls of US hospital. phenomenology. analysis. 1. Knowing the patient
USA medaicalan Focus groups directly.
surgical nurses. desian
on. 2. Knowing the patient
through the family.
3. Knowing something is
not as expected.
Mitchell et al (2010) To determine 177 RNs, 28 Prospective Descriptive Decrease in unexpected
. whether the Drs. controlled before statistics. admissions fo ICU.
Australia introducti f d aft
n rlc;.f ue |;>ndo Four study OT a err Chi Square & Significant increase in
mtu ' OC? € ; wards mixed '? %rven on logistic numbers of patients
Q ?rvefn :on OI medical and >V regression and receiving one or more MET
etect clinica surgical log rank test. reviews.
deterioration in wards in two
patients would hospitals Decrease in unexpected
decrease the rate of P ) deaths.
predefined adverse  Intervention Increase in LOS
outcomes. included a :
newly Increase in vital sign
designed documentation.
ward
observation
chart.
Pantazopoulos et al  Evaluate the 94 RNs. Descriptive Descriptive Nurses with 4 yr. degree
(2012) relationship Survey design quantitative statistics. |den1|f|ed pl|n|col
Greece. between nurse questionnaire  SUTVEY- Mann-Whitney deterioration more
demographics and distributed. to compare accurately.
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correct

knowledge

Nurses educated with

|d'erjhf|cghon' of scores resuscitative techniques
clinical situations between the
that t MET ; responded to
arwairran WO groups. deterioration correctly.
activation.
Vital signs monitoring was
noted as important
confributing factor to
recognize and respond to
patient deterioration.
Respiratory rates and GCS
were the least assessed
vital signs.
Rattray et al (2011) To determine which 99 RNs Factorial survey Multiple Nurses use appropriate
professional, working design. regression physiological parameters
UK (Scotland) . ; s . o
situational and within acute Paper based analysis and to base their clinical
patient ward setting. vianettes with Analysis of decisions in relation to
characteristics 9 variance patient acuity and need
. \ sample survey
predict nurses d (ANOVA). for referral.
judgements of proceaures. .
1V Tg ; it g Education and
Tpho |$kn I.ﬁcu'dy Ofm development should focus
N ('j.e' oo fo | more on the experiential
needing areterra. learning rather than just
knowledge itself.
Smith & Aitken To investigate use of 105 Mixed method Content Identification of several
(2016) single parameter questionnaire  service analysis and barriers and facilitators fo
T&T chart to inform swere evaluation. descripfive monitoring and escalation

UKk

EWS tool.

distributed to
RNs, Health
care
Assistants
and student
nurses, plus
74 patients’
vital sign
recordings
were used as
the data
collection
fool. 263
physiological
friggers were
included
within the
analysis.

Questionnaires.

statistics were
used.

of abnormalities.

Highlighted the
complexity of this process
and the need for a system
wide approach to patient
deterioration.

Smith et al (2021)

UKk

Explore barriers and
enablers of
recognition and
response fo signs of
patient
deterioration by
nursing staff.

33 RNs.

A theory
driven
interview
study
underpinned
by the
Theoretical
Domains
framework of
behavior
change.

Descriptive

qualitative study.

Semi-

Structured
interviews.

Contfent
analysis.

1. Barriers and enablers
are most likely to impact
on nursing staff afferent
limb.

2. Behaviors were
identified in nine domains
of the Theoretical Domains
Framework.
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Minyaev et al (2021)  To explore Ten ward Hermeneutic Thematic : Four main themes
A . experienced ward- based Phenomenology. analysis. emerged:
ustralia . .
bosed|R§g|sTered medicaland g siructured (1) Ambiguity in
Nurses viewson fhe  surgical interviews. perception: the escalation
potential use of nurses.
! protocol.

standing orders,
prior to the (2) Observations within
escalation protocol, acceptable parameters,
for patient but the patient is
deterioration. deteriorating.

(3) Paradoxes of
escalation: well, laid out
protocol, but hard to
escalate.

(4) We could intervene
with standing orders, but
are we permitted?

Wheatley (2006) To determine the 4 RNs and 4 Ethnographical Thematic The experience of staff is
UK practice of healthcare study. analysis. important in the
recording basic assistants with . assessment of patients to
observations of level more than 2 _Sem|—§1rucfured detect deterioration.
1 lward cars’ |n.‘rerV|ews and .
gfnefro Y . direct The role of taking the
patients. expenence. observation. observations has been

devolved from the RNs
duty to the healthcare
assistant.

There appears to be a
reliance on the use of
electronic monitoring
equipment.

2.2.6 Data analysis

In keeping with the interpretive description methodology used within this study, an

integrative process was employed, whereby the data generated from the articles were

grouped info two domains: Recognising (Domain 1) and Responding (Domain 2) to

deterioration. A thematic analysis was used to identify the constructed themes using a

systematic approach offered by Braun and Clarke (2006, see Table 17, p. 124), which

involved reading and then rereading and comparing the study findings. Similar themes

were then grouped and subsequently coded inductively. Table 6 shows an example of

the coding process. The codes were listed to simplify the process of comparison

between each theme to identify commonalities and differences in ward nurses’

recognition and response to patient deterioration (see Table 7, p41).
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“There was recognition by nurses that there was a

change in the patient’s condition. A gut feeling
Intuition

and sixth sense were one-way nurses described
how they recognised patient deterioration” Cioffi
(2000).

Assessing the patient

Vital sign monitoring

“All participants relied heavily on vital signs when

assessing for deterioration” Endacott et al., (2007).

Knowing the patient

“Nurses noficed subtle changes in an individual
patient over a period of time"” Minick and Harvey
(2003).

Accessing support

i

“Outreach services were valued and missed when
not available. Both positive and negative
experiences were described which indicated the
variable clinical support available” Cox et al.,
(2006).

Table 6: Example of the coding process adapted from Braun and Clarke (2006)

The two key domains, recognition, and response were then divided to create a list of
subthemes under each domain. In doing so, this gave clarity and focus to the

constructed themes (Miles and Huberman, 1994).
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Assessing the patient. Accessing support.

Intuition. Negative emotional response.

Knowing the patient. Organisational infrastructure.

Vital sign monitoring. Decision-making skills.

EWS system. Relationship  between doctors and
nurses.

Communication. Education and training.

Table 7: Identified domains with related themes from the literature

2.3 Presentation of results: recognition domain (1)

2.3.1 Assessing the patient.

Assessing the patient has been identified as a significant theme in recognising patient
deterioration. Effective observation of ward patients is the first step in this recognition
process. The subtle changes signalling deterioration require recognition of these events
at an early stage and for corrective action to be taken, either independently or in
consultation with medical staff. Ward nurses are ideally placed to recognise and
respond to patient deterioration; however, they must be able to effectively assess the
patient and escalate their concerns (Hart et al., 2014; Smith and Aitken, 2016; Azimirad
et al.,2020). This action could prevent further health decline of the patient and increase
the chances of an improved outcome. Some studies selected for this review identified
that the assessment of patient acuity was crucial in determining clinical deterioration in
a timely fashion (Pantazopoulos et al., 2012; Chua et al., 2013; Massey et al., 2014;
Dresser et al., 2023).

In Pantazopulos et al., (2012), 94 nurses were examined through a descriptive
quantitative survey. They demonstrated that vital sign measurement was an integral
part of the assessment process, and nurses with further training in resuscitative
techniques responded more appropriately to those who had not completed this
training. Moreover, Chua et al., (2013) explored the experiences of 15 nurses when
dealing with the deteriorating patient and identified them needing to modify their

educational developments: indeed, the nurses had difficulty in recognising these subtle
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changes and felt less confident in responding to this challenge. Although nurses are
central in the detection of health deterioration in patients, deterioration has been
reported as being difficult to detect (Andrews and Waterman, 2005; Cioffi, 2000; Smith
et al., 2021).

Deteriorating ward patients are recognised by nurses through three processes:

e Infuition: knowing that something is not right by the process of knowing the
patient and recognising changes in behaviour or physical signs and pattern
recognition, where nurses recognise deviations from the normal clinical course
(Cioffi, 2000; Minick and Harvey, 2003).

e Patient and/or relative(s) raising concerns (Cioffi, 2000; Cox et al., 2006).
e Vital sign measurement (Andrews and Waterman, 2005).

2.3.2 Intuition

The study of intuition in clinical nursing has increased over the past 30 years. The origins
of intuition were initially identified by Carper (1978), who was influenced by the earlier
works of Dewey (1958) and Polanyi (1962). More recently, intuition has been considered
as a type of legitimate knowledge in nursing, plus a way of learning (Smith and Glazer,
2008). The achievement of nursing knowledge is generated through empirical,
aesthetic, personal, and ethical knowing, according to Carper (1978). This is expressed
by some authors as the “art of nursing” or aesthetic knowledge, while others believe

intuition is attributable to “personal knowledge” (Sweeney, 1994).

Intuition has been identified as the most common process of recognition of
deterioration, owing to nurses knowing the patient and being able to pick up subftle
changes in their behaviour or physical state, or through pattern recognition (Dreyfus
and Dreyfus, 1986). This “gut instinct” or feeling is often associated with the inability to
explain what it is that is different and is expressed within the literature as something you
“cannot put your finger on” (Benner, 1984). Repeated exposure to similar situations with
specific conditions enables the nurse to recognise deviations from normal patterns
(Cioffi, 2000; Minick and Harvey, 2003; Cox et al., 2006; Azimirad et al.,2020). Dresser et
al., (2023), described medical and surgical nurses’ perceptions of factors that influence
their clinical judgement when caring for the deteriorating patient. Twenty RNs were

recruited onto this qualitative descriptive study. They discovered that experience was
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the element that matters. This experience provided their participants with an intuitive
or a “gut feeling” that prompted them to have a closer look. They elaborate on this
point highlighting that changes in vital signs occur late in deterioration and suggest
subjective and objective indicators need to be actioned once recognised. The
developed theme “experience matters” relied upon the wealth of literature to describe
nursing intuition (Benner, 1984; Benner and Tanner, 1987), and suggested that there is a

need to understand the use of intuition in clinical judgement in more detail.

While reviewing these studies, | observed that the concept of intuition was not pre-
defined by the researchers to capture the essence of what intuition is, what it means to
the individual nurse or, more importantly, how intuition was measured within the
reviewed studies. Therefore, this gave rise to speculation as to how the nurses are
interpreting intuition. There appears to be an assumption that the nurses’ perception of
intuition is consistent with the other participants within the same studies; the clarity of
this crucial point is absent from the research articles. The authors, therefore, can only
rely upon the descriptions of the participants’ action in relation to their declared use of
intuition, rather than claim that intuition is an influencing factor of nurses’ recognition

and response to patient deterioration pertaining to this literature review.

In Cioffi's (2000) study, the design was a qualitative descriptive study, with a sample
population of 32 experienced female Registered Nurses (RN). There was no indication
from the author as to why the participants were all female; therefore, gender-related
issues were not considered in light of the study’s outcome. The study setting was a
mixture of seven medical and surgical wards in a large Australian hospital. Although the
nurses clearly stated that they had realised infuition was their preferred method of
choice to recognise patient deterioration, there was no elaboration of this within the
study. It was not clear if they were using intuition as part of their initial patient assessment
or in combination with vital sign data. The average number of years of experience as a
RN was 14. The decision-making process relied upon and was linked to the recall of
experiences similar to the present. Therefore, patterns were built up from exposure to
many patients of similar types, condition, or procedure, or a heightened familiarity with
the patients’ medical history (Minick and Harvey, 2003; Chua et al., 2013; Massey et al.,
2014; Chau et al., 2022).

A similar situation as the previous was noted in a study by Minick and Harvey (2003).

Their chosen methodology was a hermeneutic phenomenological design using focus

43|Page



group interviews, with a sample size of 14 RNs in the USA. Once more, it was noted that
there was no pre-defined definition of intuition utilised; the nurses reported their use of
intuition as the early part of their assessment of the deteriorating patient. The difficulty
facing the reader is the clarity of their individual interpretation of intuition, as this is not
accounted for within the study. The equivalent is seen in the study by Cox et al., (2006),
which explored the experiences of seven RNs within a qualitative descriptive study
conducted within the UK. A purposeful sampling method was employed. The sample
size was small in comparison with other studies, although this is consistent to qualitative
research involving the depth needed to generate the research findings (Barroso et al.,
2003). This study confines itself fo one medical ward, increasing the limitations of the
study and the findings. The nurses reported that while they had taken vital sign
recordings, this verified what they had intuitively suspected. The findings were brief, with
no further detail of what those intuitive suspicions were, but merely documented that

this process had occurred.

A later study conducted by Andrew and Waterman (2005) explored a mixed sample of
44 participants 30 RNs, 7 doctors, and 7 Healthcare Assistants (HCAs). This was a
grounded theory approach. This study highlighted the difficulties faced by nurses if no
quantifiable evidence was provided as measurable information in which to form a
diagnosis and instigate interventions. In this incidence, the notfion of intuition was
suggested to be a hindrance, as the nurses had no objective evidence to warrant a
medical review and found it difficult to convey their meaning of deterioration. It was
also acknowledged that there was a reliance on vital sign information that formed the
basis to succinctly convince medical staff to act. This was connected to a dependence
on the equipment and the notion of the routine task being undertaken, often referred
to in clinical practice as “doing the obs” and allocated to the most junior staff on the
ward (Gazarian et al., 2010). The recognition of physiological abnormalities is, primarily,
the responsibility of the nurse. Cox et al., (2006) and Endacott et al., (2007) alluded to
the impact of education and experience in how nurses effectively assess the physical
state of the patient, potentially leading to missed cues in detecting deterioration, and

consequently suggesting a comprehensive approach to this assessment process.

The study of Endacott et al., (2007) was a mixed-method case study design. The sample
population consisted of 11 RNs, 14 Doctors, and a chart audit of 17. It would seem nurses

relied heavily on vital signs when assessing for deterioration. Whilst in possession of this
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information, the vital signs recordings acted as verification of what the nurses had
intuitively suspected, as previously mentioned in other studies. The difference seen in
this study is the nurses’ reliance upon their visual assessment of the patient and
purposefully looking for patient activity cues, such as distress. By contrast, doctors
sought additional evidence in terms of vital sign data to suggest objective
measurement to account for the deterioration. Nurses frequently reported in various
studies that changes in patients’ vital signs were quantifiable indicators of deterioration
and were therefore used to successfully package deterioration to medical staff to
escalate care (Minick and Harvey, 2003; Gazarian et al., 2010, Burke and Conway,
2022).

There appears to be repetition in the findings from the studies reviewed, in terms of
nurses’ description of their individual perception of what they believe intuition to be,
rather than exploring this notion of intuition in more depth. Therefore, it appears
accepted by the authors that nurses utilise intuition. The question for me as the reader
is: are these nurses applying their intuitive knowledge, experience, and expertise to the
situation, or are they simply using the terminology of ‘intuition’ as their discourse to

describe their inability to act, due to a lack of understanding?

2.3.3 Knowing the patient.

The nurse/patient relationship is fundamental to basic nursing care although, at times,
it can be elusive; the characteristics of this relationship contribute to positive patient
outcomes. Knowing the patient was identified as a recurring theme in nurses’ discourse
about their practice (Cioffi, 2000). This has been characterised by in-depth knowledge
of the patient’s patterns of responses and knowing the patient as a person (Cioffi, 2000;
Donohue and Endacott, 2010; Dresser et al., 2023).

Donohue and Endacott’'s (2010) study examined the processes of how 11 RNs
managed patient deterioration using a qualitative methodology. A thematic analysis
conveyed the findings, discovering the importance of the initial patient assessment in
recognising patient deterioration using the Early Warning Score (EWS) to escalate
concerns. Clinical judgment occurred through knowing the patient, as nurses believed
this influenced patient outcomes. Knowing the patient directly was also a prominent
theme, as nurses could describe subtle changes within the patient’s status, which has
also been indicated in other studies (Minick and Harvey, 2006; Cox et al., 2006; Massey

et al., 2014; Dresser et al.,2023). However, typically, these very slight changes were not
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pronounced enough to be labelled as a recognised sign of deterioration, such as low
blood pressure and elevated temperature, yet a change was apparent to the nurses
(Cioffi, 2000; Minick and Harvey, 2006; Wheatley, 2006).

Dresser et al., (2023) stated, knowing the patient was a dominant theme describing
activities that the participants had used to detect subtle changes in the patient’s
behaviour, emotional or physical condition. Preforming a patient assessment was
instrumental to knowing the patient and this was echoed by the multiple participants.
These subtle changes were noted before the participants measured the patient vital
signs, highlighting the importance of observation as a part of the assessment and as an

early warning strategy.

Nurses frequently reported changes in patient behaviour. For example, not being as
talkative, looking very drowsy, not eating a great deal, or undergoing a change in their
mood. There is minimal discussion within the literature to account for these subjective
cues in relation to their significance in recognising deterioration (Endacott and Wesley,
2006; Cioffi, 2000). For example, using a qualitative case study approach, Endacott,
and Wesley (2006) examined the strategies used by 20 RNs to manage patients at risk
of deterioration. They highlighted the recognition of patient deterioration through
knowing the patient. The participants identified patients who were less talkative as one
of the variables used to describe this process. This, regrettably, was ambiguous, as there
were no defined criteria to explain what this meant in terms of the patient becoming
“less talkative,” as this may be due to the patient having a quiet day, which could
equally account for their reduction in communication. However, if this observation of
not being as talkative is coupled with a reduction in the patient’s mental capacity or
level of consciousness, this would be an indication of health deterioration — this point

was not clarified within this study (Cardona-Morrell et al., 2016).

In contrast to this, a study conducted by Gazarian et al., (2010) explored the
experiences and views of 13 female RNs based on four medical wards in a USA hospital.
The methodology used was a qualitative descriptive approach. They described several
cues identified by nurses that influence the decision-making process, in terms of their
recognition and response to acute deterioration. This included knowing the patient,
vital sign monitoring, clinical skills, communication, experience, access to knowledge
resources, and senior support. They elaborated on the clinical skills developed through

experience and knowledge, which equips nurses to recognise and deliver proactive
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interventions to prevent further decline in deterioration. This study offers some clarity of
cue development and identifies the wide range of influencing factors discussed within

other studies.

In Cioffi's study, the nurses recognised a change in the patient’s condition. The findings
offered a short description of the cues, such as “a patient you know really well suddenly
does silly things like pulling at the catheter or pressing the call bell half a dozen times.”
The nurse explained, “This is not normal. There must be something wrong” (cited in Cioffi,
2000, p. 111). The explanation of why this nurse associated this cue with patient
deterioration were not explored within the study but acknowledged as an important
cue of deterioration. Whilst there is an understanding of the significance of the cue
mentioned, more discussion is needed to contextualise its meaning and define the role
in terms of patient deterioration as, potentially, there could be early stages of
deterioration, but this could equally be lost in their franslation (Cooper et al., 2011;
Ludikhuize et al., 2012; Douw et al., 2016).

Minick and Harvey (2003) suggested that the ability to detect these subtle cues by the
nurses was due to previous contact with the same patient over a period. This is
acknowledged in more recent studies, confirming the importance of knowing the
patient (Cooper et al., 2013; Smith and Aitken, 2016; Cardona-Morrell et al., 2016). The
difficulty for the nurses was how to package this subtle change in the patient once this
had been recognised to the medical staff. This sudden change may not be reflected
within the vital signs, resulting in no breach of the EWS threshold. Therefore, making this
sifuation difficult to articulate the perceived change of health status to escalate the
patfient’s care. This was a prominent theme within some of the studies reviewed, which
tends to share an association with infuition (Cox et al., 2006; Ludikhuize et al., 2012;
Massey et al., 2014). Burke and Conway, (2022) conducted a systematic review of the
literature examining factors influencing nurses’ escalation response to patients EWS.
They suggested that the EWS scoring was described to give the nurses a sense of
empowerment, not only to support their decision making, but this also offered them
legal protection within the governance framework of the EWS protocol. This relates to
the NHS litigation insurance offered to all members of staff via vicarious liability.
Conversely, this protection would only apply in law if the staff member has executed
their duties in accordance with the policies and procedures of the NHS Trust protocols.

Interestingly, within this review this was only mentioned by six, out of the eighteen studies
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of their review, this issue was highlighted within my own study emphasising the

complexity of this area of inquiry.

Douw et al., (2016) developed a clinical assessment tool previously based upon
determined worry signs, as documented from nurses within their previous work. This
included a literature search, resulting in 18 studies selected, with a total score of 37 signs
and symptoms reflecting the nature of the worry criterion that emerged from the dataq,
and was later summarised as the indicators listed below. The tool was named the Dutch-
Early-Nurse-Worry-Indicator-Score (DENWIS). In addition to utilising the vital sign
information, nurses’ “worry” became an intrinsic part of the calling criterion to activate
the Rapid Response System (RRS). The RRS system is briefly discussed later in this chapter.
This study team explored the “worry” criterion within the literature and found numerous
underlying signs that nurses’ act upon, which were categorised into 10 indicators.
Intuitive knowing was one such indicator. The remaining included: changes in
respiratory pattern, changes in circulation, rigours, changes in mental state, agitation,
pain, no clinical progress, patient indicating they are not feeling well and, finally,

subjective nurse observations.

In conclusion, they discovered that the DENWIS system encouraged early recognition,
as both the EWS plus and the DENWIS score combined elevated the score to that above
the activation threshold, therefore improving the nurses’ confidence when activating
the RRS, and thus facilitating earlier recognition through knowing the patient. This is the
only study to date that has identified the need for a combined calling criterion to
capture the holistic approach used to assess patient deterioration. This is achieved by
reforming those subjective cues through knowing the patient as mentioned, to become

an integral part of the combined EWS scoring criteria.

2.3.4 Vital sign measurement

The recording of vital signs is the most common method of documenting the patient’s
overall well-being or deterioration. Internationally, hospitals mandate these measures
to be taken at varying intervals during the day (Cardona-Morrell et al., 2016). The
policies are also inclusive of any deviational change from the norm: the care is to be
escalated for a medical review if the threshold is friggered. The recording of vital signs
was reported as an important characteristic in assessing the patient and appeared to
be divided into two distinct categories: routine and standalone observations (Cox et
al., 2006; Hogan, 2006; Cardona-Morrell et al., 2016).
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The practice of recording vital signs is performed either by a frained nurse or healthcare
assistant (HCA) going to the patient’s bedside with the equipment needed to collect
this clinical information, which is based on the patient’s physiological data, such as
blood pressure and pulse. The routine recording of vital signs has been reported as
being a ritualistic practice and, as a result, highlighted to be incomplete, infrequent,
and recorded with the lack of knowledge required to interpret the physiological data,
often performed by the HCA (Rattray et al., 2011; Mitchell et al., 2010).

Ratftray et al., (2011) examined 99 RNs through a series of paper-based vignettes and
carried out a factorial survey. They concluded that the nurses used the physiological
parameters to inform their decision-making regarding patient acuity and supported the
use of EWS. Furthermore, they commented that developments should focus on
experience and clinical expertise, rather than just knowledge acquisition alone. There
is a distinct lack of clarity in the literature on who should perform this task, although it
was reported that it becomes the responsibility of the nurse to take the required action
if patients deteriorate (Weatley, 2006; Hogan, 2006; Cox et al., 2006; Burke and Conway,
2022; Chu et al., 2022). Evidence shows that the nurse can gain more information about
patients by talking, touching, feeling, assessing, and monitoring them in ways that are
not permitted by technology or HCAs (McDonnell et al, 2013; Hart et al., 2014; Smith
and Aitken, 2016). This ambiguity is accounted for within the literature in terms of the
distribution of workload within the ward; trained nurses felt they did not need to
complete the vital signs if the HCA would inform them of any deviational changes
(Cooper et al., 2011; Ludikhuize et al., 2012).

Chau et al., (2022) study, recruited 12 Enrolled Nurses (ENs) and 11 RNs to explore the
collaboration between both these professionals when caring for the deteriorating
patient. The results highlight an interesting power shift balance between Enrolled and
Registered nurses, due to several factors. The main factors indicated were lack of
empowerment among ENs to use the EWS tool to escalate the patients care direct to
the medical staff. Other themes highlighted were, the lack of recognition of the ENs
capability and competency, plus the lack of acknowledgement of the ENs patient
assessment by the RNs. This is an interesting illustration of role power disparity and its
influences within this area of inquiry. This was attributed to differences in educational
background, and professional status within the organisation. Which impinges on the

debate of who's role is it, fo escalate the patients care. The recognition and response
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time is surely more important to instigate plans to prevent further deterioration, rather

than who is making the decision to escalate the patients care.

The equipment used was viewed as equally important in the role of nurses’ initial
assessment of the patients’ vital signs. However, there are issues reported, ranging from
limited access of equipment to broken and often missing accessories (Mitchell et al.,
2010). The use of this equipment was highlighted as a time-limiting factor of the actual
assessment, as the nurses or HCA would spend little time completing this task before
moving onto the next patient. This would be dependent on the time it takes for the
blood pressure cuff to inflate and deliver the desired measurement (Wheatley, 2006;
Hogan, 2006). In contrast to this, other studies reported that the use of equipment
influenced nurses’ ability to recognise patient deterioration in a timely manner (Cox et
al., 2006; Gazarian et al., 2010). Having said this, Cox et al. reported that nurses were
too reliant on the equipment, which was something they perceived to have a
detrimental effect on the holistic approach. Equally, the unfamiliarity with the
equipment hindered the nurses in the recognition of deterioration; plus, it has been
noted that this practice is open to scrutiny due to wide variation in the differences of
knowledge and experience of the staff performing this task (Cox et al., 2006; Gazarian
et al., 2010; Cardonna-Morrell et al., 2016).

Changes were implemented worldwide within clinical practice in the early part of the
1990s, in part due to the work of McQuillan (1998), which was supported by other
authors (Ludikhuize et al., 2012; Cooper et al., 2013; Massey et al., 2014). To address the
prevailing issues relating to the lack of recognition and response to patient
deterioration, two main components were brought together to assist with this process.
The first was the intfroduction of an Early Warning Score system (EWS). The second was
a communication tool referred to as Situation Background Assessment and Response
(SBAR). Their aim is to deliver prompt and succinct information to the responding

healthcare professional. The following paragraphs briefly describe these systems.
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2.3.5 Early Warning Score (EWS)
The EWS system is a calling criterion based on physiological vital signs that was

infroduced with the aim of creating a warning score to secure timely intervention once
raised and to identify patient deterioration, which could be construed as a double
edge sword for nurses Burke and Conway, (2022). Lee developed the first Early Warning
Scoring (EWS) system et al., (1995) in Australia. Since then, many more have been
developed internationally (Lee et al., 1995; NICE, 2007). These systems are referred to as
‘Track and Trigger’ (T&T) and Early Warning Systems (EWS). They have been endorsed
by a variety of professional bodies and agencies relating to the safe delivery of acute
patient care. For example, they are recommended within the UK by the Royal College
of Physicians (RCP) (2012), Department of Health (DOH, 2003), and NICE (2007). In the
USA, they are recommended by the Institute for Health Improvement (IHI, 2006), plus in
Australia the Australian Institute of Health and Welfare (AIHW, 2008). Further to this, they

are recommended within other parts of Europe.

Whilst the tools used can vary, they adhere to a similar format, in the sense that they
offer the nurse a points system to create an alert once physiological parameters have
deviated beyond a normal range. Their purpose is to act as adjunct to clinical decision-
making, to enhance early recognition of deterioration. Each of the scores are weighed
against  preselected score thresholds, and deviational changes from the
predetermined range generate a cumulative score (Gao et al.,, 2007; RCP, 2012;
McDonnell et al., 2013). Currently, there are four types of T&Ts in place internationally
(see Table 7). Within the UK, many of the NHS Trusts use the aggregate scoring system

for individual physiological variables.
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Single parameter One or more vital sign variables, such as

blood pressure, pulse, respiration.

Multiple parameter system Two or more vital sign variables

Aggregate scoring system Achieving a previously agreed frigger

threshold with the total score

Combination system Single or multiple parameter systems used
in combination with the aggregate

scoring system.

Table 8: Types of track and trigger systems (DOH, 2003; NICE, 2007)

The literature indicates that most of the nurses welcomed the idea of this tool, as it gave
them authority which, in turn, boosted their confidence and aided their own patient
assessment. The system assisted the nurses to frame their infuitive thought process of
having a "“gut” feeling that something was wrong, and felt the system legitimised their
assessment (Wheatley, 2006; Chau et al., 2013;2022).

Donohue and Endacoftt’s (2010) study examined the nurses’ confidence in requesting
a patient review, which improved when they used the EWS system. This gave the nurses
an objective score and, once the scoring threshold was triggered, the nurses reverted
to the policy guidelines, which gave them a sense of empowerment of having the
ability to request a medical review. Although the nurses were given this legitimate
authority, the medical staff (Cioffi, 2000) did not lightly take this.

A small number of nurses felt confident in calling for assistance from the medical team,
while others felt nervous and remained uncertain, worried they would look ‘stupid’ in
front of their medical colleagues. Some of the nurses reported waiting to see if the
patient’s condition worsened, even though the EWS score friggered the threshold,
before calling for help. It was also observed that nurses had difficulty in escalating the
patient care if the EWS frigger had not breached. This was related to their justification
and claimed use of infuitive, experiencing problems to articulate their gut feelings, in
which they found challenging (Andrews and Waterman, 2005; Hogan, 2006; Smith and
Aitken, 2016; Burke and Conway, 2022).
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Burke and Conway, (2022), described the EWS system as either a blessing or a curse,
which featured as a constructed theme within my own study illustrating similarities. The
raised EWS score enhanced a sense of empowerment and enablement to package
patient deterioration to the medical staff. However, if the EWS presented with a lower
score, the tool was flawed in its use due to its narrow focus, and sensitivity which

became particularly problematic as highlighted within my study.

A high value was placed on experience, both in recognising and responding to
deterioration; the quantitative data taken from EWS should not be viewed in isolation,
as authors believe the qualitative data also play a crucial role in the clinical decision-
making process. Familiarity with the patient, specialty, and the use of clinical judgement
were also important factors (Cioffi, 2000; Wheatley, 2006; McDonnell et al., 2013; Smith
and Aitken, 2016). Similarities were beginning to emerge, suggesting the overreliance
on the EWS system with a lack of awareness of its limitations. This produced some
concerns by authors that EWS would be perceived as the panacea in addressing the
issue of sub-optimal care of the deteriorating patient (Minick and Harvey, 2003;
Andrews and Waterman, 2005; Cooper et al., 201; Chau et al., 2022).

In contrast to this, a study by Cardona-Morrell et al.,, (2016) observed 44 nurses
completing vital sign assessments using (EWS). The study concluded that although the
assessments were well documented in many cases, the full ranges of measures were
rarely obtained. As the authors explained, despite a triggered response, some nurses
were still missing the cues to escalate the patient’'s care, and that the recording of vital
signs remained incomplete (Ludikhuize et al., 2012; Smith and Aitken, 2016). This point
was particularly prevalent in a study by Ludikhuize et al., (2012) that used a
convenience sample of 49 RNs, 36 doctors, and 32 specialist doctors within a cross—
sectional study. This study clearly demonstrates the lack of documentation of vital signs
of those patients in the hours preceding a life-threatening adverse event in hospitalised
patients. This study also reported that this might hamper the recognition process;
despite the incomplete measurement, 81% of their patients were identified as

deteriorating using the EWS.

Smith and Aitken (2016) conducted a mixed-method service evaluation prior to the
implementation of EWS, examining a mixture of physiological triggers and
characteristics of 74 patients. This involved distributing a questionnaire to a sample of

105, including RNs, HCAs, and student nurses. Unfortunately, no indication was given as
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to the representation of those staff groups within the sample population. Considering
the above, the study outcomes were difficult to interpret. The data highlight a
significant inaccuracy in the recordings of vital signs following a trigger. They further
concluded that the selection of the vital sign measured was dependent on the person'’s
clinical judgement completing this task or time availability rather than mandated
policy. There was no indication within the study findings for the reasoning behind the
selection of certain vital signs. The concern stressed by Smith and Aitken (2016) is that
this practice is self-limiting the recognition process due to incomplete assessment. It

seems recommendations to improve this practice were taken forward.

A study completed by Azimirad et al.,(2020) examined nurses’ attitudes towards the RRS
competence. Three hundred and eighty-eight RNs participated within the study from a
mixture of medical and surgical wards within the UK and Finland. More than half of the
sample perceived the physician’s influence as a barrier to escalation. Interestingly the
Finnish nurses were more likely to activate the RRS and were reported to rely upon their
infuition more so than the UK nurses. This is owing to the Finnish nurses having a nurse
worry indicator score factored intfo the matrix of their escalation process which would
account for the raise in the EWS systems. The frigger scores from the EWS plus the Dutch
Early Nurse-Worry-Indicator- Score (DENWIS) is combined, hence the raise in EWS. The
nurse worry indicator score is an interesting concept developed by Douw et al., (2016)
as mentioned within this review. Which raises a question in relation to the UK EWS model
of whether this system has an in-built blind spote¢ However, by combining the DENWIS
and EWS scores together the raised frigger threshold would activate the RRS though the
policy driven criteria, in turn creating more opportunities for deteriorating patients to be
medically reviewed. In this sense, the escalation process would become more
streamlined, enhancing the ward nurse’s confidence in the use of the EWS system and,

enabling activation of the RRS promoting early recognition of patient deterioration.

2.3.6 Intelligent Assessment Technologies (1AT)

The use of handheld computerised EWS systems were infroduced in part due to the
continuing reports of failure to detect deterioration and missed opportunities to reverse,
halt, or prevent conditional changes in ward patients (Preston and Flynn, 2010). These
devices require the nursing staff fo enter the vital sign measurements. This replaces the
paper chart, ensuring completion before automatically calculating a score, and
offering decision support to the nurse. The application of this system within the UK affords

the advantage of being cenftrally linked into a Trust's infranet, meaning that access to
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this data is possible throughout the Trust (Jones et al., 2011c). The information is
displayed electronically in a central console based at the nurses’ station and highlights
the overall EWS score for each individual patient on the ward. The system provides
completeness, accuracy, and legibility, thus reducing the ambiguity of vital sign data
(Prytherch et al., 2013). It also generates alerts when the vital signs present with high
scores, actively manages the fime intervals of the vital signs, and enables fracking of
the clinical response, as well as offering central data storage for audit and governance
purposes. Intelligent Assessment Technologies (IAT) are becoming more widespread
and act as safety nets within NHS Trusts. Furthermore, as of 2015, a third of Trusts

converted from paper based EWS to IATs (Hogan et al., 2019).

2.3.7 Communication
There is evidence within the literature that the negative attitudes in calling for help

caused delays and non-compliance with the calling criteria (Cioffi, 2000). As
mentioned, when using the EWS system, nurses were reported to have feelings of
anxiety, mostly feeling nervous and uncertain of how to use the calling criteria. This,
combined with their feelings of panic, anxiety, excitement, and, in some cases, lack of
confidence, contributed to their uncertainty of what would be expected of them when
they attempted to escalate the patient’s care to a higher level (Cioffi, 2000; Hogan,
2006; McDonnell et al., 2013; Fazzini et al., 2023).

The importance of having the confidence to communicate the identified problems was
a recurring theme. Confidence was measured not just as the nurses’ own ability to act
when it came to recognition and response, but also their colleagues’ ability. This lack
of confidence was identified in Chua et al., (2013) as being attributed to a lack of
knowledge and common understanding and perception regarding the patient’s
deterioration, plus a failure to structure this communication of the patient’s condition to
command the attention of the responding healthcare professional. The study by Chua
et al. recognised communication errors between staff members, which may have
serious implications to the delivery of this care, which has also been reflected by other
authors (Cioffi, 2000; Endacoftt et al., 2007; Smith et al., 2021; Fazzini et al., 2023). In
confrast, Andrews and Waterman (2005) reported that packaging the vital signs using
EWS improved communication between doctors and nurses, guiding them to deliver a
more precise and unambiguous means of reporting deterioration. The problems

surfaced when the score threshold had not been breached, placing the nurse in a
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difficult situation to communicate their concerns to medical or more senior nursing staff,

which they found difficult without objective measures.

Smith and Aitken (2016) reported that the escalation of a patient’s deterioration using
a communication tool was uncommon but relates to the importance of
communication as the facilitator to escalation. Despite the importance of this, it was
acknowledged that delays in recognition and response frequently occurred. Many of
the returned questionnaires within this study referenced communication and the
interaction between medical and nursing staff as a barrier or facilitator to effective
patient monitoring. Furthermore, Endacott et al., (2007) reported the inadequacy of the
infrastructure and processes to allow for good communication cues to be conveyed to
a more senior clinician. The participants within this study identified this problem as being
associated with the regular use of casual or part-time staff and multiple demands on
medical time. Similarly, Burke and Conway, (2022) found the studies lacked depth of
description in terms of inter-professional communication. As an example, some of the
studies reported an ease of the escalation process using EWS when there is a mutual
respect, trust, and support amongst medical and nursing staff, as highlighted within my
own study, and equally, other studies suggest that tensions between the doctor and
nurse can make escalation of care difficult(Azimirad et al ., 2020; Chau et al ., 2022).The
latter was accounted for by describing diminished staffing levels, unrealistic workloads,
increased patient acuity, and the above forming barriers in the escalation of care. The
findings highlighted the lack of discussion about the use and merits of SBAR as a
communication tool, which is surprising as it is used within the UK where most of the cited

studies within their review originated.

In the context of a critical event, nurses and physicians invariably communicate over
the phone, which makes communication errors more likely. In addition to this, a high
percentage of serious adverse events have been reported to include communication
as a contributing factor (Haig et al., 2006; Smith et al., 2021 Fazzini et al.,2023). In Fazzini
et al.,(2023) study, they embarked on a service improvement project, ensuring a
structured multidisciplinary team safety briefing. This improved the communication
between the teams, improved situation awareness and reduced the delay in
escalation of the deteriorating patient within the out of hour’s period. A standardised
communication tool has been proposed to assist nurses in effectively articulating their
concerns to the medical staff in an emergency. The tool adopted for use is known as

‘SBAR’: Situation — the purpose of the call; Background - information relating to the
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patient’s condition, date of admission, diagnosis, and past medical history; Assessment
— requires the caller to provide a brief evaluation of the presenting clinical problem;
and Recommendation — affords the caller to offer a suggested treatment option. The
SBAR tool (see Table 9) was originally designed and utilised by the US Naval Nuclear
Submarine Service to simplify the urgent transfer of information (Kaiser Permanente of
Colorado, 2009).

Description

S Situation Firstly, the speaker presents the “Dr Walsh, I'm calling
What is going on with the | situation by identifying about Mr. Helm, who has
patient. Why are vyou | themselves, stating the patient’s severe central chest
calling? name and briefly describing the pain.”

problem.

R Recommendation An informed suggestion for the “He is not looking very

What is the next step in confinued care of the patient well, and he needs

the must be made by the speaker. morphine for his pain and

management of the freatment. | need your

patient? help immediately; he is for
full escalation of care”

Table 9: SBAR tool (adapted from: Leonard et al., 2004; Dunsford, 2009)

Owing to the difficulties experienced, there is evidence to suggest that an adaptation
of this SBAR tool is reported to be widely employed by numerous NHS Trusts within the
UK, with 90% of Trusts reporting use by 2015. This corresponds with its adoption by other
health care providers around the world, to facilitate a succinct method to
communicate the recognition and response of patient deterioration. However, to date,
evidence to evaluate this tool is sparse (De Meester et al., 2013; Hogan et al., 2019;
Burke and Conway, 2022).
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2.4 Recognition Domain (2)

2.4.1 Accessing support and negative emotional response

Seminalresearch in the early 1990s illustrated the implications of suboptimal care, which
prompted calls to improve the care and management of the deteriorating patient
internationally. One of the proposed solutions offered included the implementation of
a Rapid Response System (RRS) (Lee et al., 1995; DOH, 2000; Berwick et al., 2006). The
term ‘rapid response system’ is an umbrella phrase encompassing a plethora of systems
derived from this concept, such as: Medical Emergency Team (MET), Rapid Response
Team (RRT), Critical Care Outreach Team (CCOT), Acute Response Team (ART), and so
on (Devita et al., 2006; Winters et al., 2013; Azimirad et al., 2020). These systems allow
any member of staff fo summon a team to enhance the early recognition of patient
deterioration, providing they meet one or more of the activation calling criteria. The
system activation is guided by the EWS in relation to deviational changes in the patient’s
vital signs. The RRS provides rapid access to personnel with critical care experience and
diagnostic skills who can deliver timely intervention to the deteriorating ward patient
(Berwick et al., 2006; Winters et al., 2011). Different approaches have been adopted
internationally to effectively supply ‘critical care without walls’ to the deteriorating ward

patient (Intensive Care Society, 2002, p 9).

Once the deteriorating health of the patient has been recognised by the ward nursing
staff, the next step is to summon help. Accessing support is intricately linked with
negative emotional responses within the literature reviewed; therefore, | decided to
report both themes together to aid the readers’ understanding of their combined
significance. In a few of the studies reviewed, the nurses initiated simple interventions,
such as position change of the patient and giving oxygen therapy and fluid
resuscitation. This responsibility for the patient’s safety was recognised by the nurses
before activating the RRS (Donohue and Endacott, 2010; McDonnell et al., 2013; Cox
et al., 2006). Accessing support from medical and nursing colleagues was highlighted
as a crucial step forward in the escalation process in seven of the studies within this
review. The nurses obtained advice from those with more experience, which was
associated with a mutual respect and trust, which brought a sense of reassurance to
those nurses less qualified in dealing with these situations (Cioffi, 2000; Andrews and
Waterman, 2005; Cox et al., 2006; Donohue and Endacott, 2010; Gazarian et al., 2010;
Massey et al., 2014; Douw et al., 2016; Smith et al.,2021).
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Within the studies reviewed, nurses described how, at times, medical staff would either
disregard or not respond to their concerns, which encouraged a negative emotional
response. This issue was raised several times in the literature, although presented briefly
as a short narrative. Nurses acknowledged this negativity as a communication obstacle
as they attempted to escalate the patient’s care, having a fear of being ridiculed
and/or having damage done to their professional credibility due to poor
communication with the doctor. Therefore, the ability to outline the patient’s
deterioration required good communication skills, confidence, and experience before
they activated the response. This negativity was highlighted as a factor that created a
barrier to accessing support. This uncertainty of the decision-making contributed to the
nurses feeling nervous and having increased anxiety within the situation, coupled with
the unfamiliarity of dealing with an emergency (Cioffi, 2000; Andrews and Waterman,
2005; Massey et al., 2014). As described in Cioffi's (2000) study, these feelings were
associated with past experiences, creating the fear of “losing” the patient, reflecting to
a time the emergency team was only called once the patient had experienced a
cardio-pulmonary arrest. The prominence of this theme was shared in the study by Cox
et al., (2006), as participants also related to what they described as *heightened
emotions” due to their own uncertainty of their skills and knowledge in managing these
patients. The nurses’ perceived confidence was a key factor in how they would cope

and view this experience.

Confidence emerged as a theme within seven of the studies, albeit in a very subtle
way, potentially allowing this theme to become overlooked in the ocean of information
generated (Cioffi, 2000; Andrews and Waterman, 2005; Cox et al., 2006; Donohue and
Endacott, 2010; Chua et al., 2013; Cooper et al., 2013; Massey et al., 2014). Its superficial
presentation in the findings may suggest this theme is underestimated as an important
factor in terms of its overall contribution to this clinical situation. It would appear the
research findings are attempting to build up a bank of generic issues relating to factors
that influence the recognition and response process. In doing so, the dilution of some
themes becomes more apparent, as the reader is directed to the repetition of the
prevailing issues. The strengths and weaknesses of this theme are undervalued, as is the
importance of its potential to breakthrough some of the barriers, such as: recognition
of deterioration, communication strategies, applied knowledge and intervention, and
the activation of the RRS in a fimely manner. Future research is clearly required to

develop this theory in more detail.
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In Smith et al., (2021) study, 33 RNs were recruited into this descriptive qualitative study,
part of their analysis demonstrated the difficulties faced by their participants in
escalating the patients care. Some of the RNs believed their nursing peers were
supportive and encouraging to monitor the patients’ vital signs and then escalate the
care when appropriate. This was particularly influential when the colleague was
perceived to be more experienced / senior in role. However, others reported the
opposite; they believed their nursing colleagues could at times, be discouraging and
dismissive. This study offered some new insights into the barriers and enablers relating to
a number of factors, one being social interactions with peers and colleagues as this is
played out in a form of nursing role power, similar to that described by Chau et al.,
(2022). These nurses are lacking self-confidence to activate an RRS call, or package to
the medical staff directly, this is an interesting finding as the literature to date has
primarily concerned itself with problematic relations between the medical and nursing
teames, this is an avenue in need of further exploration as this has never been identified

within the “failure to rescue” literature.

In Andrews and Waterman's (2005) study, questions were raised in relation to the
medical terminology used to convey information to the medical staff. As already
observed, doctors require objective evidence of deterioration, which assists them to
prioritise their workload between the wards. The nurses’ inability fo use medical
language with confidence or to describe their concerns became known within this
study. The researchers concluded it is the experienced and confident nurses who are
more likely to use medical language, however, they sfill fear ridicule if they use this
language out of context. Andrews and Waterman further commented that nurses are,
in fact, undermining their own skills and knowledge, as the use of medical language is
perceived o be linked to credibility. In Donohue and Endacoftt’s (2010) study, although
the EWS flow chart indicates that the nurse should contact the junior doctor if the
threshold is breached, their data demonstrated that the nurses directly called the
outreach team, rather than adhering to the policy guidelines. This option was available
to the nurses, as they have a mutual professional respect for one another and
perceived this contact to be non-threatening and invariable. Indeed, they were
confident when dealing with other nurses, even though those nurses were senior in rank

and experience.
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2.4.2 Organisational infrastructure
This section overviews issues highlighted within the literature relating to the healthcare

providers’ infrastructure that is shown to influence ward nurses’ recognition and
response to patient deterioration. Globally, patient safety is a fundamental health issue,
as it affects both patient outcomes and health care systems (World Health Organisation
(WHO), 2016). Patient safety is defined as,

Absence of preventable harm to a patient and reduction of risk of unnecessary
harm associated with health care to an acceptable minimum (WHO, 2017a, p.
13).

The current problems facing the NHS are the reduction of junior doctors’ hours through
the implementation of the European Working Time Directive. There are also concerns
that senior doctor cover has not been expanded to fill those gaps, coupled with the
difficulties in recruitment and retention of medical and nursing staff and an increased
usage of locum and agency staff to cover (Hogan et al., 2019). Organisational
infrastructure plays an important role in relation to the deteriorating patient, as the
healthcare providers need to demonstrate adequate provision of the support
mechanisms to enhance early recognition and response to the deteriorating patient.
Within most of the studies reviewed, they offered little or no insight into the appreciation
of this infrastructure. The high-profile reports, such as Berwick et al., (2013), Cavendish
(2013), Francis (2013), and Keogh (2013), established the need to improve patient
safety, as they all highlighted severe failings, along with the absence of a patient safety
infrastructure in the majority of NHS Trusts within the UK. Therefore, improving patient
safety has become a high-level priority for all healthcare providers, and the EWS system
is one of the key performance indicators for all NHS Trusts within the UK. Therefore, the

need for accuracy and accountability is essential (NHS England, 2019; NICE, 2016).

A definition of organisational infrastructure is:

The most basic level of sfructure in a complex body or system that serves as a

foundation for the rest of the organisation (Oxford English Dictionary).
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In this section, | refer to the basic patient safety systems, such as medical and nursing
staffing on the wards, EWS and RRS systems, locum staffing cover, ward workloads,
effective leadership, teamwork, and communication. The latter has been categorised
as a non-technical skill, as defined by Stubbings et al., (2012), and reported as
supporting ward nurses to respond to patient deterioration. Twenty of the reviewed
studies reported on their significance (Cioffi, 2000; Andrews and Waterman, 2005; Cox
et al., 2006; Hogan, 2006; Endacoftt et al., 2007; Gazarian et al., 2010; Mitchell et al.,
2010; Rattray et al., 2011; Ludikhuize et al., 2012; Hart et al., 2014; Massey et al., 2014;
Cardona-Morrell et al., 2016; Azimirad et al .,2020; Chua et al ., 2020; Smith et al ., 2021;
Minyaev et al., 2021; Burke and Conway, 2022 ; Chau et al ., 2022; Dresser et al ., 2023;
and Fazzini et al ., 2023).

Endacoftt et al., (2007) reported several staffing-related issues that had an adverse
effect on patient management. These included frequent use of casual or part-time
staff, a widely variable staff mix from shift to shift, and staff shortages. This extended to
the medical rota covering the wards; often, this would be junior doctors who were
unfamiliar with the ward patients, having limited authority to change patient
management plans. Therefore, the support mechanisms for the nursing staff were also
limited, enhancing the difficulties encountered by the nurses when escalation of care
was required. This process is highlighted through the negative emotional response of
the nurses prior to activating the calling criteria and often in the context of medical-
legal litigation. Nurses experienced fear, anxiety, nervousness, and uncertainty when
activating the response. Indeed, they felt worried about doing ‘the right thing’ and
were equally concerned about following the mandated policy and procedure
correctly (Cioffi, 2000; Andrews and Waterman, 2005; Hogan, 2006; Azimirad et al.,2020;
Smith et al ., 2021; Chua et al., 2022; Burke and Conway, 2022).

An example to demonstrate this is the patient’s vital sign recordings. This is often seen
as routine care. Although it has been identified as equally important in the delivery of
care, it is frequently carried out by healthcare assistants, which is often due to the
nurses’ time constraints within the ward environment (Cardona-Morrell et al., 2016). Poor
assessment of respiratory rates was observed in a few studies (Hogan, 2006; Mitchell et
al., 2010; Rattray et al., 2011), which casts doubts on the effectiveness of the monitoring
practice. The literature demonstrates examples where the track and frigger system

protocols have not been activated, in addition to the assessment being compromised
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by inaccessible and often broken equipment, plus an over-reliance on electronic

monitoring (Endacott et al., 2007; Cardona-Morrell et al., 2016).

Despite the support in place to enhance detection of patient deterioration, nurses
remain uncertain and anxious to activate the RRS in the face of patients meeting the
required activation criteria. This is, in part, due to the emotional responses already
discussed, plus the fear of incorrectly diagnosing patient deterioration and
subsequently bringing a group of doctors together from other parts of the hospital. The
nurses found taking on this responsibility very daunting, especially if they felt under-
confident to do so (Cioffi, 2000; Massey et al., 2014; Azimirad et al., 2020). Inadequate
trans-professional communication also featured as a factor relating to the delayed
escalation response, and assessment skills were shown to be a variable and, in some
cases, inaccurate (Andrews and Waterman, 2005; Endacott et al., 2007; Minyaev et al.,
2021; Fazzini et al., 2023). Supportive teamwork was identified as an essential element
in responding to patient deterioration (Cox et al., 2006; Chua et al.,2022) and those
nurses who displayed strong leadership were more confident in responding to the
deteriorating patient and had no hesitation in activating RRS to call for support (Hart et
al., 2014; Azimirad et al .,2020).

A study conducted by Minyaev et al.,(2021), explored the views of 10 experienced RNs
on the use of standing order prior to escalation of care for the deteriorating patient.
Their discussions emphasised a dichotomy of views over the organisational patient
safety infrastructure and protocols. The RNs expressed doubt, ambiguity, and cognitive
dissonance when discussing the applicability of the escalation protocol. Interestingly,
whilst the focus was placed on the protocol activation, the nurses felt their expertise
was devalued. Similarly, it was noted the supportive measures within the protocol had
the same effect with the less experienced staff members. The study concluded with the
possibility of infroducing standing orders for nurses to use for the initial clinical
interventions, to prevent further deterioration of the patient’s condition, once
recognised. However, this may create more problems than answers as we have seen
within the literature review. Whilst, | would agree standing orders may have a place
within this level of care. This concept requires a deeper thought process as this would
depend on a wide range of variables, such as those themes identified within this

literature review. This area of practice is in need of investment, in fraining and
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education, from a hybrid approach, before burdening the ward nurses with an
additional challenge to their decision-making process.

Ludikhuize et al., (2012) examined how nurses and physicians appraise their own quality
of care of the deteriorating patient in the preceding 12 hours prior to a patient either
suffering a cardiopulmonary arrest or requiring emergency admission to ICU, compared
to the judgement of independent experts. Their findings showed a discrepancy of
opinions, which represented a patient safety issue. The patients experienced a serious
adverse event in the face of the healthcare workers' perception of adequate care
being delivered. Their understanding of the delay in care provision was in 31% of the
cases, whereas the actual delay was greater (62% of cases) when reviewed by the
independent panel of experts. The participants worked well as a team coordinating a
holistic approach to the care of the deteriorating patient, yet the patients within this
study continued to deteriorate, and the delays in freatment intervention were

apparent.

2.4.3 Decision-making skills

Nursing practice is carried out in a busy clinical environment, and the decision-making
is often a complex process (Ellis, 1991). Routines exist in the organisation of care to the
patient but as previously discussed, a patient’s condition could deteriorate, causing
concerns for the care providers. The decision—-making process of the nurses within many
of the reviewed studies has been very vague. This area of interest has a wealth of
literature; therefore, | can only determine that the authors have steered away from the
indulgence of decision-making for this reason, as this could unintentionally hijack their

research.

A nurse may have a hunch about a patient but be unable to articulate its basis. As
explained in a previous section of this review, nurses describe an intuitive change in the
patient’s behaviour that triggers them to investigate in more detail. These include vital
signs data, collegial advice, plus their own experience and knowledge. Hospital wards
are unstipulated environments which cause uncertainty, leading to decisions being
reached often without the support of vital data (Cooper et al., 2013; Massey et al.,
2014). Furthermore, decision-making in uncertain situations has been linked to a few
theories and models to help explain the unplanned reasoning used generically by
nurses to inform their decision-making. Some of those theories and models are
described as hypothetico-deductive reasoning with pattern recognition and intuition

(Cioffi, 2000). These are discussed in more detail in the next chapter.
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Within twelve of the reviewed studies, nurses claimed their decision-making to be
intuitive/experiential, with some delving into more depth than others (Cioffi, 2000; Mink
and Harvey, 2003; Andrews and Waterman, 2005; Cox et al., 2006; Wheatley, 2006;
Endacott and Wesley, 2006; Chau et al., 2013; Cooper et al., 2013; Massey et al., 2014;
Azimirad et al .,2020; Chua et al .,2020; Dresser et al .,2023). The examples of this
concept are presented within the literature by nurses expressing their own interpretation
of decision-making, with the maijority leaning towards the noticed patterns in routine
decision-making. Pattern recognition as a tool for interpretative decision-making has
been shown to be an effective method to recognise and respond to the deteriorating
patient (Mink and Harvey, 2003).

Cioffi (2000) explored the decision-making process during the nurse’s initial assessment
of patient deterioration through the lens of intuition. Her findings revealed the
significance of pattern recognition in terms of subtle patient cues, which were
subsequently acted upon to arrest any further deterioration of the patient. In contrast
to this, Chua et al., (2013) reported missed cues by nursing staff delaying their decision-
making to escalate care. Within this study, several issues were raised, some being the
incomplete vital sign recording and the lack of their interpretation. The nurses’ lack of
ability to grasp the unfolding picture was demonstrated within the findings. Adequate
clinical knowledge, knowing the patient, and assimilating the vital signs findings are
essential for the correct interpretation of the data to assist the decision-making process

(Gazarian et al., 2010; Pantazopoulos et al., 2012; Dresser et al.,2023).

2.4.4 Relationship between doctors and nurses
According to Stein, (1967, p. 700) doctors and nurses have shared a complicated

relationship, often influenced by social status, gender, and power perspectives. Some
authors believe that doctors’ opinions of nurses were formed during the pre-Nightingale
era. Nurses during this fime “were not afforded a wonderful reputation” (Salvage and
Smith, 2000, p. 20). Nursing transformed itself through the process of professionalisation,
where the role of the nurse was redefined and the initiation of university qualifications
were infroduced (Germov and Freij, 2009; Herbert, 2007). Doctors continued to hold an
unqguestionable position within their clinical fields throughout the 1970/1980s, described
as the doctor-nurse game owing to the power relationships between both. This

relationship was hierarchical, and doctors were perceived to be superior to nurses
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(Germov and Freij, 2009; Svensson, 1996). The power of doctors was perceived through
their dominance of medical science and the monopoly of knowledge (Svensson, 1996).
This concept continued into the 1990s, where medical science emphasised the
importance of doctors. Nursing skills and training were undervalued within the clinical
setting. Nurses were expected to remain quiet and ensure the smooth running of the
ward (Svensson, 1996, p. 379). However, in the latter part of the 1990s it was noted that
the doctor-nurse game had evolved, with nurses challenging doctors’ opinions, offering
their own advice, and being regarded with more respect (Germov and Freij, 2009;
Carpenter, 1995).

The doctor-Stein (1967, 1990) originally described nurse game. Doctors had more of an
influence over patients’ care, even though in practice nurses guided and inducted the
junior doctors into essential aspects of their career. In Stein’s 1967 doctor-nurse game,
the nurse, usually female, learns to care, while appearing to defer to the authority of
the doctor (usually male). This subservience to the doctor was taught early on in
medical and nursing training, according to Fagan and Garelick, (2004, p. 279). In Stein’s
work the junior doctors learned to play the game as they progressed through their
career pathway, and nurses were taught, even before graduation, which playing the
game brought rewards, such as good teamwork, acceptance, and mutual respect.
Failure to play, however, resulted in conflict and the loss of career prospects (Fagan
and Garelick, 2004, p. 281). Nurses wished to move from dependence to autonomy
and mutual independence and increasingly questioned the “medical model of care,”
seeing themselves as champions of the holistic approach to care (Fagin, 1992;

Svensson, 1996).

Interestingly, some authors (Fagan and Garelick, 2004) allude to this as game changing
as some nurses mimicked doctors and redefined their roles within the medical domain,
such as independent nurse consultants or advanced nurse practitioners. Nurses
became increasingly more specialised and with this came along a new founded
confidence in their own abilities, and, as a result, have a more equal footing with
doctors in specialist practice (Fagan and Garelick, 2004, p. 279). Working as an
advanced nurse practitioner, the latter rings true, as | encounter difficulties working as
a senior nurse in emergency medicine. This is mostly due to the hierarchy of the referral
processes to other teams that a doctor with even fewer years of experience than me

would not experience, simply due to the fact they are doctors referring to doctors.
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Within the reviewed studies, the relationship between doctors and nurses was identified
as complex and presented itself when the nurses were seeking help. Nurses had
difficulty in arficulating subtle cues of clinical change of patients’ well-being (Cioffi,
2000; Minick and Harvey, 2003; Andrews and Waterman, 2005; Chua et al.,2020). Nurses,
it would seem, persuaded doctors to review patients utilising medical language they
had learnt during their experiences. This method created connectivity to the medical
staff, enhancing their credibility with the use of this language. As already mentioned,
some nurses felt uneasy about the use of this language and became concerned if they
used it out of context (Andrews and Waterman, 2005). The medical staff required
objective information from the nursing staff, not subjective cues, to base their decisions.
When asked, the medical staff found the nurses used unclear, ambiguous language
when referring patients for review, making the process more difficult than necessary
(Andrews and Waterman, 2005; Endacott et al., 2007). The art of referral was a recurrent
theme, with several strategies used to influence the medical staff (Andrews and
Waterman, 2005; Endacott and Westley, 2006; Endacott et al., 2007). However, this was
not just using the right language to gain attention; it was also important to propose
actions and discuss their expectations. The knowledge and skill of the doctor was also
important, as this had an impact on the nurses’ actions and confidence. The wilingness
of the doctor to seek further help if they were inexperienced within this area ranked
highly. In Endacott and Westley's (2006) study, some of the participants indicated they
would “fix" the doctors’ mistakes and fill the "“gaps”. An important theme in their

strategy included “getting the right doctor.”

As an interesting contrast in Smith and Aitken’s (2016) study, their participants
highlighted the importance of confidence, not just in the medical staff ability and
knowledge but also in the support staff surrounding them. The healthcare assistant
(HCA) would be tasked with completing the vital signs and reporting any abnormalities
fo the frained staff. Therefore, “trust” was reported as a sub-theme in all the
questionnaires. Some of the nurses appeared more comfortable with delegating this
task to the HCAs, while others were unsure. All the registered nurses reported that the
recording of the vital signs remains the responsibility of the frained nurse, hence the
reason why some would only delegate this task on an individualised basis. Within this
study, another sub-theme constructed that, fo the best of my knowledge, was not
mentioned in any other study. This was regarding the escalation process and the nurse

having frust in the nurse in charge of the shift, who took on this responsibility. This is an
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unusual situation, as all nurses endure the total responsibility for their own individual
patient care. However, an interesting point raised is the importance of the nurse in
charge, being clinically credible and frustworthy in relation to the escalation of this
care. Unfortunately, its presence within the finding is brief. It would be interesting to
discover any difficulties encountered by the nurse in charge when referring the patient
to the doctor. This could have highlighted the role of the experienced referrer and
elaborate whether this had any bearing on the priority of the referral. The more
experienced nurses were more likely to use medical language and were more
confident with the referral process than a less experienced nurse who needed further

assistance (Andrews and Waterman, 2005; Cox et al., 2006).

Minick and Harvey (2003) indicated the need for nurses to describe their findings to the
medical staff during their referral process. Nurses were willing to risk a negative response
from the medical staff. However, when nurses were direct about the treatment
response they expected, the medical staff tended to respond more positively. The
nurses’ confidence and knowledge of the situation during the referral process
encouraged a positive response from the medical staff. If the nurses were known to the
medical staff, there appeared to be a more relaxed approach and the clinical
credibility of both parties commanded mutual respect, which may account for the
ease in their referral process. The lack of detail within the findings of this specific issue
raised makes it difficult for the reader to interpret these findings. The study by Endacott
et al., (2007) alluded to the notion of clinical credibility, highlighting the differences in
the skill mix of both medical and nursing staff as varied, and this created a barrier for
the medical staff to respond to patient deterioration. As noted within the study, some
of the medical staff was found to be inexperienced in managing the deteriorating
patient. This is an important consideration when thinking of the nurse referral to the
medical staff, especially if the nurse is also inexperienced within this area. It was
observed that nurses needed to improve their skills in the art of referral and seek
additional evidence to support their concerns and discussions with the medical staff,
as overreliance on the physical capabilities of the patient could lead to a false
representation of the occurring symptoms and a delay in the escalation process.
Therefore, the researchers noted nurses need to improve their assessment techniques
regarding the deteriorating patient. In addition, a study conducted by Chua et al,,
(2020) explored the experiences of junior doctors and nurses when dealing with the

deteriorating patient. Their findings imply the escalation of care follows the fraditional
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approach i.e., nurse first calling the junior doctor (on-call) to review the patient. The
narrative within this study suggests there are similarities between the nurse and doctor
in the sense of not knowing what to do! Compared to the nurses, junior doctors reported
a greater fear of criticism for unnecessary RRS activation. The study also reports that
doctors learn to accept the medical hierarchical structure, but more importantly know
their place within in. Consequently, it was suggested doctors are expected to display
symbolic behaviour that creates an imagery of competence, which distinguishes them
from other professionals. Therefore, there is pressure on both parties, i.e., the ward nurse
reporting patient deterioration, and the doctor dealing with a situation, which may sit
outside of their newly acquired professional skill, and knowledge. This was reported to
evoke fear and reservations amongst junior doctors to escalate to their seniors, as found
in the study conducted by Endacott et al., (2007) this combination reinforces succinctly
the complexity within this field of inquiry, which to date remained unreported within the

literature.

2.4.5 Education and training strategies

Following the changing profile of acute care, clinicians in partnerships with educational
teams and insfitutions addressed the need for tailor-made education of the
deteriorating patient, as the knowledge deficits in recognition and clinical urgency
have been identified by numerous authors (McQuillan et al., 1998; McGloin et al., 2002).
Smith and Poplett (2004) recognised that junior medical staff experienced difficulties
when asked to contribute to ‘Do Not Aftempt to Resuscitate’ orders (DNAR) and
identifying those patients who had reversible versus irreversible conditions. This suggests
that there is a lack of confidence in managing acutely ill ward patients. Therefore,
Featherstone et al., (2005) designed a one-day inter-professional course in 1999 on the
care and management of the acutely ill patient, known as Acute Life-Threatening
Events Recognition and Treatment, commonly referred to as ALERT, which is taught in
150 centres throughout the UK (Smith et al., 2016). This specific training, plus in-house
educational programmes, were delivered by critical care teams and incorporated into
the basic fraining for medical and nursing staff (Smith, 2009; DOH, 2009). Assessing the
impact of the ALERT programme, Featherstone et al., (2005) surveyed 329 practitioners’
views of attending the ALERT course and found a significant improvement in the
attendees’ confidence, recognition, and knowledge when caring for the acutely il

ward patient.
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Education was identified as an important factor in the recognition and response
process in five of the studies within this review (Cox et al., 2006; Pantazopoulos et al.,
2012; Chua et al., 2013; McDonnell et al.,, 2013; Hart et al., 2014). The continuing
education programmes were deemed as imperative to maintain the skills and
knowledge pertaining to this recognition process (Cox et al., 2006; McDonnell et al.,
2013). A significant predictor of the nurses’ ability to recognise deterioration was the
level of training received (Pantazopoulos et al., 2012). More recently, training using
simulation techniques, including the Advanced Life Support (ALS) course, have been
infroduced. Many authors believe that education, experience, and practical training
in simulation has a definitive influence of the management of the deteriorating patient
(Cooper et al., 2011; McDonnell et al., 2013; Bliss and Aitken ,2018; Cooper et al., 2020).
This methodology is widely used in gaining psychomotor skills, including aseptic
technique, resuscitation skills, and observation of vital signs (Witt et al., 2010). The
emphasis of this training is to prepare nurses to replicate real-life situations that they may
face within clinical nursing practice (Cioffi, 2000). Benefits of simulation training include
the acquisition of new skills/knowledge within the confines of a safe environment,
without the nurse facing failure of the chosen task/procedure in front of his/her work-
based colleagues. Moreover, this method will not compromise patient safety (Cooper
et al., 2020).

Cooper et al., (2016) conducted a further study looking at the cost and clinical impact
of face-to-face, web-based simulation programmes in relation to the management of
the deteriorating patient. The study hypothesised that the web-based simulation
programme would have a lower total cost, however, both programmes tested showed
significant improvements to the recognition and response to acute clinical
deterioration. In addition, Cooper et al., (2017) evaluated educational outcomes from
a quasi-experimental design using an e-simulation programme. A total of 1,229 qualified
nurses and 1,742 student nurses were recruited into the study, with both groups
completing the online e-simulation exercise. The findings included improvement in the
knowledge and performance for both groups as well as enhancing the students’
preparation for practice and the qualified nurses’ management of the deteriorating
patient. Similarly, a study completed by Chung et al., (2018) investigated the
educational impact of a web-based vs face-face simulation training of the
deteriorating patient. 130 nurses completed this parallel training programme, with

findings suggesting that both fraining strategies improved the nurse's knowledge,
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competence, and confidence. The study had a recommendation for a blended

approach to learning.

2.5 Summary

The studies reviewed have identified factors that influence ward nurses’ recognition
and response to patient deterioration. However, the depths are superficial, touching
only the surface of the problem. Although research has been especially useful in
identifying these factors, their individual significance has not been extensively studied.
Therefore, it may be possible that some of these factors are more dominant than others,
or act as catalysts to some. There appears to be repetition and commonalities shared
within the themes and outcomes identified; the studies categorise those factors simply
by generating a generic list without explaining the reasons why this process is
repetitively failing. The rationale, research question, aim and objectives for this study
were informed by this literature review. This process enabled me to identify the research
gaps and construct a study to understand nurses’ recognition and response to patient

deterioration in more detail.

The research question, aim and objectives below aqids to the context of their

development considering this literature review.
Research question, aim and objectives.

My research question following a deep dive into the literature was to explore “are nurses
missing cues of patient deterioration, as reported.” Therefore, the aim of this study was
to understand the process of nurses’ recognition of, and response to patient

deterioration in more detail. To repeat the objectives of this study, they are:

1. To identify perceived factors that may influence nurses' recognition and response

to patient deterioration.

2. To explore barriers to this process and understand why nurses fail to appropriately

escalate the care of the deteriorating patient.

3. To consider the impact of intuition, experiential learning, and knowledge on the

effects of nurses’ decision-making when escalating to a higher level of care.
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Chapter 3: Theoretical frameworks

3.1 Introduction
As alluded to in the previous chapter, caring for the deteriorating patient is a

multifaceted, and complicated process. The literature review highlighted numerous
factors influencing nurses’ recognition and response to patient deterioration, with the
wider literature showing evidence of missed cues, lack of recognition, and the failure
of nurses to escalate concerns of patient deterioration (Jha et al., 2013). Repetitive,
reading of the literature encouraged me to question if nurses are missing the cues of
clinical deterioration as reported, or are they simply lacking self-confidence, doubting
their knowledge and experience, thus avoiding decision-making to escalate their
patients’ care? Many questions remain unanswered at this point. Using Braun and
Clarke's (2006) six phases of analysis (see Table 16, p. 104), | searched for commonalities
between each of the influencing factors identified from the literature (see Table 9). The
following three themes emerged as common denominators providing a link between

all the influencing factors mentioned:
Knowledge + Experience + Decision-making.

These themes are the foundations which either prompted action taken by the nurse to
escalate the patient’'s care, or simply hindered this process, as discussed within the
literature (Andrews and Waterman, 2005; Donohue and Endacott, 2010; Rattray et al.,
2011). Due to the strong linkages of these themes to the influencing factors, | decided
to utilise these themes to enrich my selection of the theoretical frameworks to help
make sense of why nurses fail to recognise or respond to patient deterioration. The

theoretical frameworks selected to underpin this thesis are as follows:
1. Benner (1984) from novice to expert (Knowledge + Experience)

2. The Cognitive Continuum Theory (Decision-making)

This chapter will present the selected theorefical frameworks, beginning with the
rationale of choice, before moving forward to discuss the background information of

each framework, the key concepts, plus their relevance to this thesis.
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“The quality of care preceding adverse
events, was deemed substandard due to lack
of knowledge and skill, and failure to seek
advice” Ludikhuize et al., (2012).

“Despite the existence of this knowledge gap
of Enrolled Nurses to correctly interpret vital
signs changes, they were asked to collect the
vital sign data, often without supervision. This
raises serious concerns about the quality of
vital sign monitoring and patient safety” Chua
et al., (2013).

Knowledge

)

Assessing the patient
Intuition

Knowing the patient

Vital sign monitoring

EWS System
Communication

Accessing support
Organisational infrastructure
Decision-making skills

Education & fraining

“The quality of the assessment was influenced
by factors such as the expertise of the
individual nurse” Endacott et al., (2007).

“Knowing the specific patient, past
experiences with similar patients, and patterns
built —up enabled the nurse to recognise
patient deterioration” Cioffi, (2000).

Experience

)

Assessing the patient
Intuition

Knowing the patient
Vital sign monitoring
EWS System
Communication
Decision-making skills

Education & training

“The selection of appropriate vital signs
measures and responses to these appears to
be influenced by nurses’ clinical judgement”
Cardona-Morrell et al., (2016).

“Many fimes, nurses reported the changes as
a different behaviour; knowing something was
infuitively not right. They noticed a change in
mood, or the patient was quieter than before.
This influenced their decision to escalate the
patients care” Minick and Harvey, (2003).

Decision
making

)

Assessing the patient
Intuition

Vital sign monitoring

EWS System
Communication

Accessing support
Organisational infrastructure
Decision-making skills
Education & training

Table 10: Examples of identified themes generated by thematic analysis (Braun
and Clarke, 2006) and then linked to the influencing factors derived from the

literature.
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3.1.1 Rationale for each of the theoretical frameworks selected.

Nurses' use of intuition is reported from the outset within this field of inquiry. It ranges
from the selection of knowledge used to recognise patient deterioration to its
development with experience, and then finally its use within the decision-making
process. My selection of the theoretical frameworks reflects the use of intuition as a key
tenent imbedded within both frameworks. The combination of the two frameworks will
help to explore and assist the understanding of why nurses are missing cues of patient

deterioration, as reported.

3.1.2 Benner (1984) from Novice to Expert (Knowledge and Experience)

Benner's (1984) ‘Novice to Expert’ theory examines the way novice and expert nurses
make decisions generated from data derived from practice. Benner hypothesised that
clinical decision-making expertise is developed through experience progressing
through the five stages of skill proficiency, which are as follows: novice, advanced
beginner, competent, proficient, and expert. At the latter stage, nurses can understand

and make decisions intuitively (Benner and Tanner, 1987, p. 16).

Intuitive decision-making was a prominent theme highlighted within both the literature
and the findings of this study, with nurses claiming their decision-making to be intuitive.
This has been identified as the most common process of recognition of patient
deterioration (Cioffi, 2000; Massey et al., 2014). It would appear from the literature that
nurses are relying on their experience more, rather than their knowledge base to inform
this practice. This theory is synonymous with the application of infuitive decision making
in nursing. Its selection is owing to the wide, and board use within nursing to assist the
understanding of the association between knowledge, experience, emotion, and the

intuitive process when dealing with the deteriorating patient.

3.1.3 The Cognitive Continuum Theory (Decision-making)

Some theories describe the decision-maker’s transition from analytical decision-making
to more abstract, intuitive strategies (Standing, 2008, p. 125). Analytical decision-making
and intuition are not mutually exclusive, according to Hughes and Young (1990, p. 190),
as they suggest they complement each other. My selection of this theory is due to its
balance of intuition and analytical reasoning, as it offers a diversity of individual

cognitive strategies to be used, which is suitable to this area of inquiry due to the
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uncertainties encountered when dealing with the deteriorating patient (Thompson,
1999b).

This theory will assist the understanding of how nurses formulate their decision to
escalate the patient’s care. The use of this framework may identify if the nurses are
favouring the intuitive decision-making model as opposed to the analytical model.
Finally, the use of this theory would also synthesise both selected theories together and
combine an assisted understanding of why nurses are continuing to fail to recognise

and respond to patient deterioration.

3.2 Background information and key concepts of each framework

3.2.1 Benner - skill acquisition theory from Novice to Expert

Benner’s work is the most influential in the field, relating to skill acquisition and
decision-making in nursing (Banning, 2007; Aitken et al., 2011). The link between
infuition and expert practice is attributed to Benner’s (1984) phenomenological study
exploring clinical expertise in nursing, the outcome of which led to the development
of a model describing the transition from a novice nurse to becoming an expert. Five
levels of proficiency and intuition were utilised derived from clinical practice (see
Table 9). This work conducted by Benner was influenced by the Dreyfus and Dreyfus
1980 model of skill acquisition, in which they described how expert nurses in practice
applied intuition to their everyday patient care, using the following six fundamental

attributes of intuition:
e Pattern recognition
e Similarity recognition
e Common sense understanding
o Skilled “know how”
e Sense of salience
e Deliberate rationality

The above six attributes are established cognitive skills (Rew and Barrow, 2007). As

noted, no emotions are included within the list. Emotions are known to be influential in
the use of intuition, as highlighted in quantitative studies (McCraty et al., 2004; Radwin,
1995) and qualitative studies (Pyles and Stern, 1983; Rew, 1988). Benner's (1984) model
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focused on cognitive abilities and skill acquisition providing a link to the nurses’
infuitive perception of their own experiences. Intuition is found not to be exclusively a
cognitive skill, as it involves emotional, physical, and spiritual elements, making this a
multidimensional concept (Smith et al., 2009). Benner’'s work accentuated the Dreyfus
model by considering incremental skill performance based upon experience and
education. Her research involved retrospective accounts based on clinical scenario
events through the nurses’ accumulation of different patient experiences. According
to Benner, this helped to infuse the nurses with an intuitive response using pattern
recognition. Controversy arose surrounding Benner’s research, due to the nurses’
retrieval of this information, selection, and organising capability — factors that were not

addressed within the study, therefore, casting a dubious validity on the study

outcomes (Eraut, 1994).

Those with no experience who are expected to

preform and depend onrules to guide their actions.

Those who demonstrate acceptable performance,
and can note recurrent meaningful patterns, but

are unable to prioritise between them.

Those who have been in practice for the past 2-3
years and begin to understand long-range goals,

which help their efficiency and organisational skills.

One who perceives situations rather than in terms

of just aspects of the problem.

Those who no longer rely on an analytical principle
of rules and guidelines, and who have an intuitive
grasp of situations to connect an understanding of

the situation to an appropriate action.

Table 11: Benner (1984) from Novice to Expert theory
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However, in contrast, one of the strengths of Benner’s theory (as illustrated by Table 10)
is the simplicity of this model, ranging from a slow and cautious decision-maker to a
confident expert with strong skills in decision-making. It captures the relationship
between knowledge and experience, plus the involvement of emotion used within the
intuitive process (Benner et al., 1992; Jenks, 1993). Nurses’ self-confidence has been
shown to have an influential effect on decision-making. This was demonstrated in
Radwin’s (1998) study, where nurses gained confidence with experience, and the
confidence therefore accelerated the nurses’ timeliness in the decision-making

process.

3.2.2 Humanistic-intuitive approach to decision-making, also known as the skill
acquisition model.

Benner (1982, 1984) explored intuition within nursing, developing the skill acquisition
model. This model identified the shift from analytical thinking to a more intuitive strategy
for clinical decision-making in nursing. Benner validated this theory through herresearch
suggesting this transitional change from novice to expert is developed as the
practitioner naturally moves towards the expert level, and this is achieved through

experience (Benner, 1984; King and Appleton, 1997).

The use of intuition in clinical nursing has seldom been granted legitimacy as a sound
approach to clinical judgement (Benner and Tanner, 1987). Intuition is characterised as
a phenomenological spirit and is often described as a ‘feeling of knowing without a
rationale’ (Benner and Tanner 1987; Saadait and Kenari 2012; Thompson, 2014).
Numerous authors have sought to identify the defining attributes of intuition. Schraeder
and Fisher (1986) suggested that intuitive perception in nursing is the ability to view the
whole clinical situation and resolve problems with limited information. Meanwhile, Rew
(1988) implied that intuition is described as ‘knowledge’ of fact or fruth, independent
of the linear reasoning process, with a similar finding offered by McCormack (1993).
Intuition is often described in terms of a ‘gut feeling, sixth sense, instinct, and common
sense,” which has led to associate intuition with mysticism, allowing science to
depreciate its legitimacy in the role of clinical judgement (English 1993). One of the
main reasons for this is that hypothesis testing is not required, which has raised much
scepticism as to whether this approach is empirically based (English 1993; Cash, 1995;
Banning 2007). In addition, this raises the question of how it is possible for this body of
knowledge to differentiate between the terms of a ‘gut feeling’ and simply an

educated guess.
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Rew (2000) conducted a three-phase study to validate an intuition assessment scale to
provide a framework to measure intuition. After much debate, the original 50-item
questionnaire was scaled down, firstly to 28 items following content validity index
(CVI=96) covering six categories relating to decision-making as follows: uses/sudden
immediate insight, creativity, risk taking, rigidity, cautiousness, and realistic approach.
This scale was then further reduced to 21 items, to finally a seven-scale item. This is
labelled as Acknowledges Using Intuition in Nursing Scale (AUINS), shown in Table 11
(Masters and Masters, 1989; Rew, 2000). Smith et al., (2004) also strived to develop a
definition of intuition using similar factor analysis. They created their own 25-item
questionnaire with seven factors as follows: physical sensations, premonitions, spiritual
connections, reading cues, sensing energy, apprehension, and reassuring feelings. The
latter authors’ work contributed to developing a valid construction of intuition,
however, according to Pretz and Folse (2011) there were numerous issues surrounding
the measurement scales and they suggested this may be the reason the adoption of

their definition within the literature is sparse.

Pretz and Folse (2011) conducted a study to test the hypothesis that the use of intuition
increased with experience, using several domain-specific measures of intuition as well
as generalised domains using the Myers-Briggs type indicator (1998) and the rational
experiential inventory of Pacini and Epstein (1999). The selection of participants
included nurses from a variety of backgrounds and experiences, ranging from student
nurses to those with over 25 years of experience. Their conclusion, after testing their
hypothesis, demonstrated an overwhelming use of intuition, with the more experienced
nurses being more reliant on infuition when making clinical decisions, confirming their

hypothesis.

Young (1987) conducted a study using a grounded theory approach to explore
functional dimensions of nursing care and observed 41 nurses within clinical practice.
This analysis included identification of conditions and attributes which facilitated
infuition. These included: direct patient contact, experience, energy, self-confidence,
and self-receptivity. The reflection on their previous experiences of decision-making was
found to improve intuitive judgement. Confrary to previous thought, experience does
not necessarily have to be clinical; some researchers would argue that life experiences
also contribute to the development of infuition (Ruth-Sahd and Tisdell, 2007). The latter

authors explored the use of intuition by novice nurses in a phenomenological study.
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They demonstrated that this sample of novice nurses had comparable depth of infuition

to that of experienced nurses.

1 There are times when | suddenly know what to do for a patient,

but | don’t know why.

2 | am inclined to make decisions based on a sudden flash of
insight.
3 There are times when | immediately understand what to do for

a patient, but | can’t explain it to other people.

4 There are times when | know what will happen to a patient, but

| don't know why.

5 There are times when a decision about my patient’s care just

comes to me.

6 There are some things | suddenly know to be true about some
of my patients, but | am unable to support this with concrete

data.

7 Sometimes | act on a sudden knowledge about a patient to

prevent a crisis from developing even when | can’t explain it.

Table 12: Acknowledges Using Intuition in Nursing Scale (AUINS) reproduced from Rew
(2000).

Rovithis and Parissopoulos (2005) also described intuition as not an “exclusive
characteristic of expert nurses”. Similar to other authors, they also found that the novice
nurse also experienced intuitive feelings in relation to patient care (McCormack, 1993).
However, it was noted expert nurses used their intuitive feeling more skilfully and
effectively in decision-making; they observed all levels of nurses demonstrating intuitive

and analytical thoughts in their decision-making, similar to those found in King and
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Clark’s (2002) study. Benner’s theory, despite its popularity does not account for the
development of infuition and expertise well. The fundamental aspect of this theory is
the fluid movement from novice to expert practice, these stages are poorly
documented within the literature, with some of the supportive literature being weak. In
Benner et al., (1996) study of nursing practice, the criteria used to allocate the nurses to
the stages included the number of years of experience and their supervisors’
judgements. The latter are documented within the literature as unreliable, as they don't
often correlate with expertise (Ericsson and Smith,1991a). Moreover, an offering from
developmental psychology suggests it's difficult to empirically establish the reality of
movement within these stages as Benner has suggested, as this would require complex
mathematics such as catastrophe theory and a wealth of quantitative data which is
lacking in this case (Van-Der-Maas and Molenarr, (1992). Paley (1996) argues the term
expert practitioner lacks clarity, and this forms the basis of the criticism of Benner’s
Model. Representative of those criticisms are four questions posed by English (1993, p
666):

How do we recognise the expert practitioner in the first place?
What is the relationship of internal and external criterion 2
What is infuition and how does it work?

How is infuition acquired?

The above are questions noted, adequate responses to them are absent from the

literature.

Conversely, nursing practice is not just confined to the application of empirical
knowledge; this is also gained from clinical experiences and exposure from working with
patients. Gobet and Chassy (2008) claimed that this practical/experiential knowledge
is learnt automatically and unconsciously through the repetition of nursing care. There
is still uncertainty as to how intuitive perception is activated and how nurses arrive at
infuitive judgements in uncertain circumstances, such as those concerning the
deteriorating patient (Carnevali et al., 1984; Cioffi, 1997, 2010). The belief held by some
authors is that intuition is the real ‘art of nursing’ which sits within the boundaries of
aesthetic knowing or a ‘tacit’ personal knowledge (Chaffrey et al., 2012; Pearson, 2013;

Melin-Johansson et al., 2017). The nursing profession is making significant steps to
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support the development of nursing as a science, focusing on evidence-based
practice; with this accomplishment, some authors would maintain this is neglecting the
tacit or intuitive areas of knowledge (Tatano, 1998). Interestingly, current research offers
a more conflicting argument, as the observation of tacit and infuitive knowledge
combined with experiential learning is the main component for clinical reasoning.
Therefore, the suggestion is that this is the modern-day equivalent to explain the
prominence and role of intuition in relation to clinical judgement and nurses’ decision-
making ability (Jones et al., 2010; Forsberg et al., 2014). Melin-Johansson et al., (2017, p.
3.936) suggested that “intuition is more than simply a gut feeling, the process of which
is based upon knowledge and care experience and has a place beside evidence-

based care.”

Cognitive psychology meanwhile offers a different train of thought in respect to the
development and the use of expertise rather than intuition. Expertise, according to
Eysenck and Keane (2020, p. 600), is an “elite peak in performance of a particular task,
which resembles problem solving in which experts are extremely efficient in their
domain of expertise”. In the classic research “chess-playing expertise,” De Groot (1965)
presented chess players with board positions from live chess boards. Initially, the boards
were in place then removed; the rese