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ABSTRACT

Concerns have been well documented about deteriorating patients being missed and

that care has not been of a sufficient standar
rescued remains despite changes in training an
ward staff. Little is known about what influences decision-making at the point a

patient deteriorates and prior to referring on to an expert.

The aim of this study was to understand how nurses reach their clinical decisions
while caring for a deteriorating patient and to identify the contextual factors that
influence that decision-making process. Using grounded theory methodology the
study comprised fieldwork, semi-structured interviews and a focus group; participants
were 22 nurses and 2 physiotherapists working in general medical and surgical
wards.

A pragmatist philosophical tradition informing symbolic interaction guided the
interpretive analytical framework of the study. The simultaneous collection,
memoing, dimensional analysis of the data and constant comparison of the findings
with the body of literature, built an emerging theory of clinical reasoning in acute care
situations.

Findings suggested that acute care nurses practice in one of 3 modes. They are:

T 6Wrd routined, whbrktakes plaoce anthaurseswser d
protocols to deliver care.

T €«&rescendo of cared where searching, infor me
findings and efforts to gain control over the clinical situation took place.
Nursesd reasoning i n t hféicesedmoblidingmas abduct i\

believable case prior to referral.
T Management of cr i swassire of tharcancemnd) madenther s e
referral and continues to seek to confirm concerns.

Through the three modes nurses reasoned and made sense of the clinical
information they picked up. They spent time marshalling this data until it served
them a believable credible case with which to refer to another professional. This
involved negotiating and bargaining to elicit action. The goals in these actions and
interactions were to keep the patient and themselves safe. This was underpinned
and motivated by their personal and professional beliefs. Throughout the whole
decision-making process nurses accounted for every decision and judgement they
made until they were convinced and confident in what they believed was happening.
Then they made a referral to a more senior professional. This was conceptualised
as the theory of mind accounting in clinical reasoning which emerged as the
explanation for how nurses clinically reason and make decisions when caring for a
patient whose condition is declining.

The emerging theory offers an alternative explanation of the way nurses assess and
intervene when concerned about a patient. This is significant because timely
accurate decision-making is fundamental to providing quality care.
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CHAPTER 1

1.1 Introduction

A 47 year old father of two enters the Accident and Emergency Department
(A&E) at 10 am and dies 24 hours later in the Intensive Care Unit (ICU). The
factors that contributed to his untimely death are a failure to promptly

recognise his deteriorating condition, delays in getting a medical review,
procrastination before instigating treatment and a passive reaction to his final
collapse (Surviving Sepsis Campaign 2006). Thi s stgyagnbtamt 6 s

isolated event.

Concerns have been well documented over the past twenty years or more
about how declining patients are being overlooked and how their care has not
been of a sufficient standard to maintain their safety (Schein et al 1990, Bedell
et al 1991, Allan et al 1994, Hillman et al 1996, Chaplik and Neafsey 1998,
Goldhill and Sumner 1998, McQuillan et al 1998, Audit Commission 1999,
McGloin et al 1999, Department of Health (DH) 2000, National Confidential
Enquiry into Patient Outcome and Death (NCEPOD) 2005, National Institute
for Health and Clinical Excellence (NICE) 2007, National Patient Safety
Agency (NPSA) 2007, Rattray et al 2011, Patient Safety First 2012).

This study originated from my own concerns as a critical care practitioner

wor king alongside ward staff. | had witnes:
by ¢ h aheg levas visiting and assessing others on the ward. Sometimes

it transpired that these patients had been deteriorating for days. Staff of all

disciplines appeared not to have taken appropriate action to address the

unfolding clinical picture. Nurses made decisions, in response to their

concerns about a patientds condition, whic
referral to appropriate experts (McQuillan et al 1998). Ostensibly, this is

despite the many improvements and additional support in place within the

wards including critical care specialists to assist staff with this aspect of their

workload (DH 2000, 2001, 2005).



| wanted to understand what happens when nurses are caring for acutely
unwell patients in the ward environment before they call for help. Thisis a
complex environment that comprises many different professionals. Each one
of these people approaches the acute care world from their own perspective,
bringing with them their own knowledge, experience and subjectivity.
Exploring how this interaction impacts on a nurse® clinical reasoning process
may illuminate how the care of the seriously unwell patient can be improved

and the steps needed to achieve this.

This chapter presents the background literature in order to illuminate what is
known and understood about caring for the acutely unwell. The objective was
to undertake a systematic search of relevant literature to provide the context
of the research problem. Specific aims were to:

1 Explore what is known about the problem and the extent of it from an
empirical knowledge perspective

1 Identify areas in the scientific knowledge of poor ward care of the
deteriorating patient

1 [llluminate the factors that influence the on-going issue and explain why
it remains a contemporary problem

1 Raise questions where little evidence exists.

Using the search framework described by Hart (2001), a topic-based inquiry

was made using the key words ®ouube@mtciha l C
since 1980. Literature prior to 1980 was excluded because outcomes,

treatment and the general nature of critical care and patient case mix have

changed to such an extent that the literature would have very little relevance

(Hayes et al 2000). Inclusion criteria were that the papers:

Were written in English
Related to outcome measures such as mortality and quality of care

Related to an episode of critical illness

== =2 4 =

Focused on caring for the critically ill patient in non-critical care areas.



There was no limitation on the type of study design to be identified in the
search. This was to gather as much initial material as possible. Online
databases were searched (Chapter 2 section 2.2 describes the detailed
strategy). Grey literature was sought yielding one thesis pertaining to this
topic. A journal search was made from the most commonly cited journals,
predominantly in the field of critical care, and an author search of the most
frequently cited authors. Due to the political nature of the issue DH
documents were sought. Cross referencing from existing publications yielded
letters, editorials, local audit projects and evaluations of local initiatives that
clinicians were hoping would improve the quality of care of the critically ill
patient.

At the outset, | used this initial review to ask questions of the current body of
knowledge to develop the research question. | used it to theoretically
sensitise me to the decision-making phenomenon. This enabled me to be

cl ear about the st udy 06 sndeedithispeelsnemarna nd
review enhanced theoretical sensitivity as dimensions were developed and
compared and patterns sought. It also allowed me to reflexively manage and
acknowledge that | did not enter the field with a blank view (Birks and Mills
2011).

1.2 Contextual Background

From the 1990s to date studies investigating the care of the critically ill ward
patient highlighted the late recognition of ward patients whose condition was
deteriorating, and the subsequent delay in enlisting appropriate treatment and
management culminating in high death rates within the ICU. This led ICU and
resuscitation specialists to focus on the care management of patients who
were becoming critically ill in the general wards. Authors discussed the large
number of patients admitted who had required cardiopulmonary resuscitation
(CPR) on the ward prior to ICU admission, and that the longer the patients
were in hospital prior to critical care intervention, the higher their hospital
mortality (Schein et al 1990, Hillman et al 1996, McQuillan et al 1998, Hillman

signi f |



et al 2001, Goldhill and McNarry 2004). In the United Kingdom (UK) studies
continued to be undertaken, with ICU bed shortages being publicised (Goldhill
and Sumner 1998, Bright et al 2004, NCEPOD 2005, Esmonde et al 2006,
NICE 2007, Ludikhuize et al 2012, Royal College of Physicians (RCP) 2012).
Patients discharged from the ICU to the wards were also considered at risk
and suffered high mortality rates if readmitted back to the ICU (Wallis et al
1997, Goldhill and Sumner 1998, Russell 1999, Rosenberg and Watts 2000,
Daly et al 2001). The implications of these findings were that there appeared
to be a gulf between ICU and ward quality of care. The problem seemed to
relate to a failure to recognise acutely ill patients and to act urgently,
appropriately and adequately, as in the case of the patient described above.

This has been conceptualised into two broad categories which are lack of:

I.  Timely response (prompt recognition of the problem)
ii.  Appropriate response (correct management and treatment
(Taenzer et al 2011).

The term 0s ubenudedtmdescibe thialsvel bfeare of the

acutely unwell ward patient (McQuillan et al 1998).

All the above studies involved case note reviews of cohorts of patients within
specific hospitals, either those who had required CPR, or unplanned
admissions to the ICU. Findings were similar in all, with critical events all
being preceded by documented abnormalities in clinical stability and
insufficient, or inappropriate action by clinicians (Franklin and Mathew 1994,
Chaplik and Neafsey 1998, Goldhill and Sumner 1998, Buist et al 1999,
Goldhill et al 1999, McGloin et al 1999, Rosenberg and Watts 2000). Not all
these studies showed clearly why adequate management or referral did not
take place. They were limited to recorded data only, and depended on the
guality of the patient documentation. Suboptimal care necessitates definition
(Intensive Care Society 2002), and the reviews needed to be carried out or
validated by external reviewers blinded to patient outcomes. This filtered
information could mean that the incidence of suboptimal management was

greater than documented. There were various reasons for this: samples were

4



generally quite small, and although statistical significance was identified in
many of the findings, authors did not state sample power analysis in any of
the articles. Case note reviews are inherently subjective in their clinical
evaluation, with the values used to determine abnormal physiology requiring
validation. The studies referred to above were quantitative in nature and did
not attempt to capture the social processes® that were occurring in the real
world of the general ward. Nor did they consider how clinicians reached their
decisions or what influenced their practice. This raised further questions
about what shaped the actions and choices nurses and clinicians made at this

time.

Many studies, for example Schein et al (1990), Hillman et al (1996), McQuillan
et al (1998), cited changes in vital signs, particularly respiratory rates, as a
key clinical indicator of deterioration. None of them defined vital sign
parameters, thus making specificity and sensitivity difficult to assess, and
therefore the relevance of these claims. Rationale for the frequency of vital
sign recording was rarely based on scientific evidence and whether the
measured vital signs were selected according to their sensitivity to
deterioration (Bayne 1997, Fernandez and Griffiths 2005). The studies
appeared to be a description of the problems with some practical solutions
advised, but none of them prospectively examined the issues nor the

proposed solutions.

The complex extraneous variables, such as ineffective multidisciplinary team
working and inadequate care planning for the patient were not considered.
These are factors that shape the ward culture and identity and may impact on
patient care. Routines such as once daily ward rounds and vital sign
recording practices were not reviewed. When vital sign recording is delegated
to health care assistants they may not fully understand the relevance of the
observations, or may take observations at set times in the day rather than
according to patient need. The effect of the skillmix on the wards was not

critiqued, nor the articulation of leadership styles and effectiveness of the

1By social procdssean the interactions that occur between people as they meet and develop social
relationships. These social interactions form the social processes.



ward management structures. Team motivation, the ability of nursing staff to
assess and interpret data andto 6 t hin-an & t i(Szhdrd2005) or reflect later
and learn from critical incident analysis was not considered. None of the
studies offered much comment on the contribution of nursing staff to the
detection or prevention of clinical deterioration. It therefore appears timely to
fully investigate how nurses make decisions and their approach to the care of
patients whose conditions are declining. The factors that affect this have not
been fully articulated in the literature. This gap in evidence demands a
different approach; one where the social processes that are taking place in
the clinical area are elucidated and the way nurses consider and make
decisions about the care of their patients is explained. Table 1.1 overleaf,
summarises the reasons for suboptimal care proposed by the current

literature.

Ward nurses have a unique role as they provide a constant presence caring
for the patients day and night, transferring that care between shifts. Other
professions such as the medical and therapy staff only visit the ward to review
and treat patients. Almost all of the cases examined in the literature related to
critically ill patients who had required ICU intervention. None of the early
publications studied acutely ill patients who remained on the ward: in current
practice these are the greater in number, and are the ones whose failure to
rescue by staff comprise the problem and consequently the subject of this

research.



Table 1.1 Summary of the Reasons why Suboptimal Care Prevailed

Sicker patients in ward areas

Nursing and medical ward staff lacking critical care skills

Late referrals to the ITU (Intensive Therapy Unit) and High
Dependency Unit

Poor outcomes in deteriorating patients in the ward areas

Inability to detect deterioration despite documented clinical instability
Apparent inability to act appropriately when such a patient is identified
Failure to report deterioration or seek advice

Inadequate care planning for the patient

Poor vital sign recording

Inability of staff to assess and interpret vital sign data

Lack of supervision on the wards

Poor leadership within the wards

Excessive workloads

Too T J>o o Too T oo To T Po T T Do

Table derived from: Schein et al 1990, Hillman et al 1996, Goldhill and
Sumner 1998, McQuillan et al 1998, Audit Commission 1999, McGloin et al
1999, DH 2000, NCEPOD 2005, NICE 2007,

There appeared to be a paucity of evidence explaining what happens to these
patients. Furthermore, these early studies failed to unravel the social
processes taking place when caring for a patient who is acutely unwell.
Retrospective note reviews are unable to reveal this information. All these
studies therefore lacked an adequate explanation as to why staff appeared
unable to recognise a deteriorating patient and why there was an apparent

failure to act appropriately when such a patient was identified.

In summary, what is known is that patients become critically ill in the wards
and healthcare workers seem to have difficulty in recognising deterioration
despite undertaking observation of these patients. This poses the question
why? Answering this question may lead to greater understanding of the
problem, and may generate new insights that have the potential to improve
the care quality of this group of patients. Attempts to address this issue have
been made although the nature of the concern has been poorly defined
(Quirke et al 2011). Structures have been designed to improve the quality of
care for these patients. The next section discusses these initiatives and their

implementation in relation to the research problem.




1.3 Initiatives to Improve the Care of the Acutely Unwell

Patient

Previous initiatives have included providing critical care expertise in
traditionally non-critical care areas (critical care outreach teams); introducing
track and trigger systems that alert staff to deteriorating patients when they
undertake their vital signs (Track and Trigger Scoring System, Appendix 1).
Clinical guidelines and standards have been established. Competencies that
all staff are expected to attain have been published (NICE 2007, DH 2009).
There have been developments in education and training for doctors and

nurses.

1.3.1 Critical Care Outreach Teams

Critical care nurses and doctors working as teams (critical care outreach
teams) alongside ward staff to help them to recognise a patient who is
becoming critically ill were introduced in many hospitals from 1999 following
the recommendations in DH guidance (Audit Commission 1999, DH 2000,
Higgs 2009). Their remit includes supporting ward staff with the correct
interventions, treatmentand carethat ar e required to i mprove
condition. This collaboration is intended to help identify patients whose
condition is deteriorating earlier, and to ensure the correct management is
provided at the right time (NICE 2007). The critical care outreach team
extends critical care services beyond the confines of the ICU and High
Dependency Unit (HDU) and functions as a clinical service and educational
partnership between the ICUs, HDUs and wards (Athifa et al 2010). The team
also supports the ward staff by following up those patients recently discharged
from ICU or HDU, reviewing patients about whom the ward staff have clinical
concerns and initiating appropriate interventions. They also have an
education role in the classroom as well as at the bedside. However, they
were introduced rather haphazardly and suddenly (Goldhill et al 1999a,
Goldhill 2000); the DH funded critical care outreach teams with minimal prior

evidence that they would improve outcomes. This led me to examine the



literature for evidence regarding the efficacy of outreach teams as a concept.
| researched their role in improving the care of the deteriorating patient. This
was particularly pertinent for me personally and professionally given my

clinical role at that time as a critical care outreach nurse.

Researchers have attempted to evaluate the efficacy of critical care outreach
teams (Bristow et al 2000, Parr et al 2001, Ball 2002, Buist et al 2002, Ball et
al 2003, DOH 2003, Pittard 2003, Smith 2003, Subbe et al 2003, Ball 2004,
Bellomo et al 2004, Priestly et al 2004, DOH 2005, Chellel et al 2006, Chan et
al 2010, Eliott et al 2012). Again, the majority of the work involved
retrospective note review. The veracity of such studies is dependent on the
guality of the note keeping and retrospective clinical judgements. The studies
were usually small and related to a specific hospital, its particular population
and specialities rendering any generalisability questionable. However, some

significant findings were published.

Studies carried out in Australia have shown some strong findings but even
these remain equivocal. Bristow et al (2000) compared patient outcomes
between three hospitals. They found a significantly reduced rate of
unanticipated ICU/HDU admissions in the hospital where the critical care
outreach team operated. There were no differences in the rates of cardiac
arrests or deaths. The authors acknowledged that differences in the
organisational and operational management styles of the hospitals may have
contributed to their findings. The nature of the optimum organisational and

management styles is still to be determined.

Goldhill et al (1999a) and Buist et al (2002) found a significant and strikingly

lower requirement for CPR in ICU admissions who were seen by the critical

care team than those who were not. Goldhill et al (1999a) acknowledged that

the team probably only saw a proportion of patients in the hospital who could

have benefitted from improved care. The impact of critical care outreach

intervention on the unseen group remains unknown. The authors failed to

consi der , however, the statistical i mpact

Resuscitated (DNR) orders being issued si
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initiatives. This, rather than the improved management of these patients,

might be the independent variable.

Bellomo et al (2004) prospectively examined the effect of critical care
outreach input on surgical patients in an Australian hospital over a 4-month
period. Although this study demonstrated a significant reduction in surgical
deaths, ICU unplanned admissions and hospital length of stay, it was not
double blinded, placebo-controlled, nor randomised. Again, it was the

findings of just one institution.

Benefits of the outreach teams have been cited as preventing the need for
CPR, assisting in making decisions, such as DNR orders, for ward patients,
furnishing prior knowledge of critically ill patients and providing expert
assistance in organising and planning ICU admissions. More recently Moon
et al (2011) undertook an eight year audit of the impact of critical care
outreach and the introduction of track and trigger scoring in a UK Trust.
Designed as two four-year sets of data, the second audit showed a significant
decrease in the number of cardiac arrests in the hospital. The in-hospital
mortality of those patients admitted to the ICU following cardiac arrest, and
indeed the proportion of patients requiring ICU post cardiac arrest fell
significantly since the introduction of the outreach teams and track and trigger
scoring. Conversely, DeVita et al (The Medical Emergency Response
Improvement Team (MERIT) Study 2004), again an Australian study,
demonstrated no significant differences in cardiac arrests, unplanned ICU
admissions and unexpected deaths, similar to Lee et al (1998). In fact, the
MERIT Study showed that the hospitals without critical care outreach teams
also demonstrated improvements in these outcomes similar to those
designated as the intervention group. The question of how nurses make

decisions when caring for sick patients still remained unanswered.

As authors attempted to evaluate the criti:
outcomes, they failed to take into account the Hawthorne effect that may bias
their work (Carberry 2002). Some staff may be more vigilant in the knowledge

that their practice is being studied. In addition, the evaluation of the teams
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can only take place if they are called. Daffurn et al (1994) concluded that
nurses did not always recognise when to make the call. Concerns have also
been raised about who should be intervening for the patients when the critical
care outreach team has gone home. Studies have shown that up to 44% of
calls are made between 20:00 and 08:00 (Smith 2000a), hence the political
recommendation for 24-hour critical care outreach support (DH 2003, 2005,
NCEPOD 2005).

Garrard and Young (1998) and Riley and Faleiro (2001) discuss the
importance of the educative role of critical care outreach teams to develop
ward-based skills. This facet of their role ensures a hospital wide approach
that is integrated into the continuum of care and training at all levels of
seniority and professions. The UK model of outreach varies, but most have
introduced nurse-led teams, some headed up by a consultant nurse (Smith
2000a, Groom 2001, Groom et al 2001, Anderson et al 2002, Robson 2002,
DH 2003). The UK is providing evidence similar to the work published abroad
where critical care outreach teams are demonstrating a difference. For
example, Ball et al (2003) showed a significant difference in readmissions of
discharged patients from the ICU. However, their original readmission rate
was much higher than the national average of 6%, which therefore raises
guestions about its validity. Smith (2003) found a significant decrease in
mortality of patients transferred to the wards out of hours from the ICU,
following two visits from a critical care nurse. This study was based on the
assumption that these patients were transferred early due to pressure on ICU

beds however participant numbers were very small and lacked sample power.

Many authors have attempted to evaluate the critical care outreach initiative.
In 2007 the DH commissioned a national review of the effect of critical care
outreach teams, but due to the variability of how teams are configured and the
many confounding variables that exist in different Trusts around the country,
they were unable to make comparisons and draw reliable conclusions
regarding their efficacy (NICE 2007). However, it was felt that critical care
outreach teams do no harm and provide useful support to ward teams with the

care of these patients (Esmonde et al 2006). Results have been inconclusive
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although encouraging in the UK as well as overseas (Athifa et al 2010).
Improved communication pathways between critical care staff and ward staff,
along with increased confidence and improved knowledge base have been
reported as a result of critical care outreach team input (Endacott et al 2009,
Athifa et al 2010). Again, the research focused on the critical care nurse
intervention leaving any intervention or decision-making undertaken prior to

their arrival by the ward nurse as an unknown phenomenon.

Despite the presence of critical care outreach teams, there still remain
examples of declining patients being missed. It appears that we do not
understand the root of the problem, including what nurses are thinking and
considering before taking action when caring for a seriously ill patient. Very
few of the evaluations of critical care outreach examined this aspect of the
decision-making process, and used mostly a quantitative approach to
evaluation. Itis unclear which factors incite nurses to seek help from the
outreach team and which factors present barriers to access. This led me to
consider that a different approach was required to examine the phenomenon;
an approach that explored the processes as they took place in the ward prior
to the outreach team being called, and also one that explained how and when
nurses decide to refer to the outreach team. One of the tools outreach teams
use to evaluate referrals are scoring syst:
next section discusses the use of such systems with deteriorating ward

patients.

1.3.2 Physiological Track and Trigger Systems

Systems that alert staff to deteriorating patients when they undertake their
vital signs have been widely implemented across hospitals in the UK and
follow the recommendations set by NICE (2007). They are also known as
modified early warning scores (MEWS) and patient at risk scores (PAR). A
criticism levied at these tools is inconsistent implementation between
hospitals (RCP 2012). They have proposed a national early warning score
(NEWS) to be rolled out across the NHS. Although the tools do vary across

the UK, they generally follow a similar format in that they offer a points system
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that alerts the nurse noting the patient

parameter moves beyond the normal range. The tool generally has a protocol
for staff to follow dependent on the score registered by the vital sign

recordings. I f the score reaches a

cert

ri ské (of deterioration) and requires

undertaken as stated in the protocol. These tools are not based on empirical
evidence around what is O6provend to
sign or symptom (Subbe et al 2003), but they act as an adjunct to the clinical
decision-making process in the wards and can afford opportunities for earlier
more effective intervention (Rivers et al 2001, 2005, DeVita et al 2006,
Mohammed et al 2009, RCP 2012).

Many authors have attempted to evaluate the impact of track and trigger
systems (McArthur-Rouse 2001, Bright et al 2004, Odell et al 2009, Preston
and Flynn 2010, Ludikhuize et al 2012). Findings varied with authors
reporting that the systems are sometimes not used (Oakey and Slade 2006,
Johnstone et al 2007, Donohue and Endacott 2010); vital signs are not
recorded; omissions and inaccuracies are prevalent (Oakey and Slade 2006,
Higgins et al 2008, Subbe et al 2007); the score is incorrectly calculated
(Smith 2008) or that they are viewed as yet another administrative task for

busy staff to complete (Higgins et al 2008).

Critics of the track and trigger systems believe that they are flawed in a
number of ways. Firstly, they do not take into account what is a normal
individual physiological parameter. Secondly, the parameters are not based
on empirical evidence and with low sensitivity having been derived from
clinician knowledge and experience rather than scientific evidence. In
practice, professional judgement is required to understand that normal
physiological parameters for one patient may differ for another. For example,
a normal oxygen saturation recording on a patient with chronic obstructive
pulmonary disease may be low compared to a young healthy person who has
had elective surgery. The track and trigger systems do not account for this.
However, it has been found that specificity is generally acceptable (Gao et al

2007). Subbe et al (2003) claim there is little evidence to suggest outcomes

13

be

t

ai

S €]

he



such as a reduction in cardiac arrest calls are improved although other
authors have reported enhanced outcomes when the systems are combined
with the intervention of the critical care outreach team (Ball et al 2003, Priestly
et al 2004, Ryan et al 2004, Endacott et al 2010). However, conversely other
studies have shown that track and trigger systems allow a nurse to quantify a

change in a patientodés condition thus i mbui

communicating concerns (Andrews 2004, Andrews and Waterman 2005).

The systems can someti mes | egitimise a nur

systems include the criterion 6édcause for
accounts for between 11% and 46% of calls (Cioffi et al 2009, 2010). The

vagueness of the term indicates that nurses are expected to assess and make

decisions in very uncertain circumstances which can be difficult to convey

(Cioffi et al 2009). Interestingly a few studies have shown this criterion to be

utilised when the other physiological parameters have not been met (Andrews

and Waterman 2005).

What remains missing from work thus far is an explanation of how nurses
become concerned about a patient and what leads them to consider seeking

help from colleagues and other professionals. Given that authors (Cioffi et al

2010) are debating the concept of Onurse
seems timely to examine what -fhakiegtabr s i nf |
these ti mes. An approach fromewligtg nur ses

into an area of clinical ambiguity. These decisions may not necessarily be
emergency decisions, but do appear to hold urgency for the nurse when faced
with a deteriorating patient. This led me to explore other ways nurses are

assisted in this context.

More recently authors have reported the use of computerised decision tools
being used as hand-held devices in the ward area (Preston and Flynn 2010,
BBC 2011). These devices require all of the vital signs to be entered,
ensuring the task is fully completed before automatically calculating a score
thus offering decision support to the user (Smith et al 2006). However, we
know from a number of vital sign audits, that nurses are notorious for not

completing the vital signs fully, accurately, or in a timely fashion. Neither do
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they always act upon them (Smith 2008). This raises questions as to the
efficacy of such a tool in a busy ward on a busy day. These devices can also
be accessed via a wireless network by other users, such as the outreach
team who may pick up an alert from the bedside to attend to a ward patient.
They also offer central data storage for audit and information governance
purposes. Mohammad et al (2009) and Prytherch et al (2006) found that the
hand-held device improved the accuracy of the scoring system and was less
time consuming to complete than paper methods plus aided communication
as the operators were more confident in the results. The users reported a
preference for the hand-held devices over traditional pen and paper methods
(Prytherch et al 2006). The BBC (2011) reported on Radio 4, a system in use
at a Birmingham hospital that alerted critical care outreach nurses directly via
a smart phone when the vital signs entered at the bedside on a ward were
abnormal. They claimed that response times were faster and therefore
interventions were more timely. However, such tools only represent one
aspect of the varied influences on nurses as they form judgements on patient
care and reach clinical decisions about referrals. A full understanding of

these processes in the context of acute care is yet to emerge.

The concept of providing staff with track and trigger systems is believed to
assist nurses with the decision-making process. However, studies continue to
show failings in detecting sick patients (NICE 2007, Massey 2007, Odell et al
2009, Tait 2010). Decision support tools such as these systems provide
guidance but rely on the nurses using them in the first place, recording
accurately and acting upon their findings. The world of acute care is complex,
and the literature has shown us that patients require an individualised
approach. This complexity generates a multifaceted clinical environment
necessitating a more circumspect approach to its investigation. This led me
to consider what else needs to be illuminated to understand how nurses make
decisions when caring for declining patients. Structures have been put in
place to support staff using objective assessment strategies and teams of
critical care helpers, but what is happening at the time a nurse is caring for a
sick patient? What are they thinking? How are they questioning and problem

solving the situation in order to make appropriate decisions and subsequent
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timely actions and interventions, such as calling for help? This problem
solving and critical thinking or clinical reasoning is poorly understood in this
context. Enhanced awareness may unlock the issues that elucidate how
nurses recognise and respond to a patient whose condition is deteriorating.
Flaws in the current systems may be revealed that can be addressed,

ultimately resulting in improvements to patient care outcomes.

1.3.3 Education and Training

In response to concerns widely published during the 1990s, clinicians in

partnership with University institutions and other organisations such as the

Resuscitation Council designed a number of education and training

programmes to address the knowledge deficits believed to exist in non-critical

care areas. Specific training pfogrammes .
(Smith 2000) were incorporated into basic training for all nurses and doctors,

including non-registered staff such as health care assistants. In-house

education programmes designed by the critical care outreach teams also exist

and are routinely run (DH 2009). More recently, education and training using

simulation mannequins, including the Advanced Life Support (ALS) course

and as part of University programmes, have been introduced to expose staff

to critical situations and address the shortcomings that have been identified in

some areas in the delivery of acute care. Despite these initiatives, evidence

still demonstrates delays in response to d:
rescued. The next section discusses the r

deteriorating ward patient.

1.4 The Ward Patient and the Ward Environment

Nursing staff on the wards have struggled to detect and manage deteriorating
ward patients adequately as they are hampered by inexperience, lack of skill
and excessive workloads (Goldhill and McNarry 2002, Odell et al 2009). The

2T h e A ICBURE iEa one day programme with a practical element on the recognition and response to ward
patients who become unwell. Founded in Portsmouth Hospital by the critical care team it is widely taught in acute
hospitals. Ahte&@idRingEmsRedognitidn & Treatnfera
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casemix has changed with a decrease in the number of acute hospital beds
reported since 1982 and an increase in demand on the wards forcing nurses
to make more complex and advanced decisions in ambiguous critical
situations (Hensher and Edwards 1999, Goldhill and McNarry 2002). Ward
environments present many competing priorities for staff who experience high
levels of stress associated with lack of control, work pressures and difficulties
in providingsuppor t f or patients and relatives,; the
environments (Allen 1997, Tait 2010). Observations are considered routine,
and the literature has shown examples where the track and trigger scoring
protocols are not followed thoroughly (Endacott et al 2007, Odell et al 2009,
Shearer et al 2012). Despite these tools and critical care outreach support in
place, nurses are still reported as not being confident about calling for help,
feeling uncertain and anxious or waiting until further deterioration occurs prior
to escalating concerns (Cioffi 2000, Andrews and Waterman 2005, Cioffi et al
2010).

Inadequate communication between different disciplines also appears to be a
factor affecting the response to the deteriorating ward patient (Andrews and
Waterman 2005, Endacott et al 2007). Assessment skills have been shown to
be variable and in some cases inaccurate and delayed due to a cautious
approach (Thompson et al 2009, Kinsman et al 2009). Ludikhuize et al (2012)
examined how nurses and physicians judge their own quality of care for
deteriorating patients on medical wards in a Dutch hospital, compared to the
judgement of a panel of independent experts. The participants were staff who
had cared for a patient in the preceding 12 hours prior to the patient enduring
a cardiac arrest or requiring an unplanned
premise was that communication, teamwork, leadership, care coordination,
knowledge and skill are factors that influence the care of the patient at
moments of clinical instability. Their findings showed that the participants
rated their knowledge and skill as on average, 7 out of 10, (10 being the
highest score). The participants perceived a delay in care provision in 31% of
the cases compared to a perceived delay of 62% of the cases when the notes
and charts were reviewed by the expert panel of intensive care specialists.

This discrepancy of opinions represents a patient safety issue given that
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these patients suffered serious adverse events in the face of the health care
workers believing care was adequate. The participants believed they worked
well as a team across professions coordinating care, yet the patients

continued to deteriorate and apparent delays in care ensued.

Some researchers report nurses knowing that something is wrong with the
patient prior to changes in vital signs, possibly picking up subtle cues, or
recognising a change in a pattern (Tait 2010). Others have suggested a
range of decision-making models are utilised in the detection of a
deteriorating patient. This patient safety issue is recognised by the National
Patient Safety Agency (NPSA) and the Institute for Innovation and
Improvement who have incorporated deterioration into their patient safety
agendas via the 0 Riative (Ranent S8edyfFiest2912)FAsr st 6 1 n
well as guidance on the recognition and response to deterioration, other
initiatives to raise safety awareness and improve situation awareness are now
prevalent in policy and the literature (Cooper et al 2010, Moore 2011, NHS
South West 2011, Stubbings et al 2012). These government initiatives have
learned lessons from other disciplines such as aviation, where human factors
and the importance of situation awareness are paramount to ensure safety.
This led me to consider these additional factors when structuring an approach
to the study of suboptimal care of the critically ill ward patient. Appendix 2
summarises the strengths and weaknesses of the empirical research

reviewed.

Previous research has either focused on a retrospective examination of the
clinical decisions made by ward staff or used simulation to examine decision-
making at the time a patient deteriorates. The literature does not
acknowledge the intricate environment in which this care takes place. The
acute care ward comprises many strands of care, interwoven yet working
towards the same goal. Each element of the strand comprises differing
individuals from patients and their relatives to highly experienced care
professionals. Each member of the clinical team has distinct perspectives
based on their own knowledge, training and self-awareness. Strauss (1982)

considered these differing perspectives as interorganisational relationships
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that require negotiations between them to implement projects, plans or even
routine activities. Transposed to the acute care setting, this relates to the way
clinical staff work together as individuals, or how teams or entities such as
wards and departments strive for the goals of patient safety and high quality
care. This aspect has not been acknowledged within the literature, which has
consisted of largely quantitative approaches. The mix of unique individuals
produces multiple realities and results in a kaleidoscope of issues unfolding

on the ward with the inherent interplay of social dynamics. This led me to ask:

I.  What are the contextual factors that affect the recognition and
response to deterioration of the unwell ward patient?
ii.  What influences decision-making when caring for a patient whose
condition is deteriorating?
iii.  Which contextual factors in a ward environment promote good quality
care for this group of patients (defined as timely intervention when a

patientés condition deteriorated)?

Understanding the answer to these questions is important because nurses
must i dentify subtle signs of deteriorati o
who recognise ominous events early and take corrective action, either
independently or in collaboration with other colleagues, can prevent further
decline of the patient and increase the likelihood of a positive outcome for
them (Minick and Harvey 2003). This depends on nurses being properly
equipped with the skills to make the right decisions in ambiguous situations
and under time pressure. However, clinical decision-making is not a skill that
can be simply explained, understood and recalled (Paterson et al 2002). This
is because of its rapid, complex and often subconscious nature (Higgs and
Jones 2000). Therefore, uncovering some of the practice knowledge that
informs the process of decision-making is valuable for health professional

practice, development and education (Ajjawi 2007).

Communication of clinical reasoning and decision-making is important in order
to ensure high quality clinical decisions. Greater insights into the way nurses

make decisions in acute care nursing are necessary to optimise clinical
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practice. In order to enable me to conceptualise the issues | summarised the
research problem derived from the literature into a diagram that mapped the
processes as we currently understand them. | labelled this the Downhill
Trajectory of Care (Figure 1.1). It served to summarise the problem as | saw
it at the start of the study. Decisions relating to the recognition of deterioration
occur at key points in the trajectory. These have been distinguished as

follows:

1 The nurse undertakes routine ward work, performing standard
observations of the patients. Decision-making at this point on the
trajectory is of a routine nature. The deteriorating patient is subject to a
number of routine procedures, depicted by the text in circles above. If
indicators result in no action the patient will continue to deteriorate

(dotted line towards death).

1 Below the deterioration line are depicted the support mechanisms in
place that could make the difference to outcome. These are
opportunities that if initiated, the patient could move back up the
continuum to wellness. The implementation of these actions leads to
decision-making that is more urgent and in some cases can be of an

emergency nature.

The balloons above the line represent the factors that may result in the

patientés condition deteriorating. These c
trajectory. The phrases below the line represent factors that may prevent

further deterioration if instigated early enough. These are the actions that

nurses should be taking rather than the inaction depicted in the balloons. As

with many trajectories, the depiction of a straight line is an over simplification;

however it serves to illustrate the potential deterioration that may occur should

no corrective actions take place to assist the patient. Nurses are practising in

an uncertain clinical environment once they recognise the changing clinical

picture and start to act on it. The problem is that frequently actions are not

carried out. The question for me was why does this happen? What
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influences nurses to practice and make decisions? It seemed essential to
explore this phenomenon alongside the nurses as they underwent the
process.

Figure 1.1  The Downhill Trajectory of Care (Adapted from McQuillan 2000)
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1.5 Framework of Initial Assumptions

The theoretical framework for this study centred firstly on the literature

surrounding suboptimal care of the critically ill patient. It then progressed to

the literature examining decision-making, focusing on the clinical reasoning
undertaken by nurses who were concerned th:
deteriorating. It centred on decision-ma ki ng &éin t he momentd aga
backdrop of ambiguity. From these works | conceptualised the decision-

making processes into three broad concepts:

I.  Approaches to understanding decision-making

ii.  Decision-making in uncertain situations
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lii.  Decision-making in urgent situations.

In order to understand these concepts | felt it was imperative to be present
alongside the nurses as they caaeprifori ® he
theory that informed this study, but current and seminal works on clinical
decision-making and reasoning theories were considered as the study
evolved. This literature was used to theoretically sensitise me to the decision-
making phenomenon. This allowed me to fully immerse myself in this
complex world during the data collection and data analysis phases of the
study. The process of making decisions is a cognitive one, therefore largely
hidden. In order for the phenomenon to be exposed the choice of
methodology and methods needed to have congruence with the question
being studied. This is a world of multiple realities, one where many social
processes are at play that hold different meanings for different people. In
order to illuminate the phenomenon | chose to examine it through a decision-
making lens using an interpretative approach in the real world of clinical

practice.

The aim of the study was:

1 To understand the processes by which these clinical decisions are
made, the point at which referrals are made and what information is
given priority in those decisions by studying the staff, events and
practices in their own terms.

The primary objective of the study was:

1 To generate a theory of decision-making in the presence of clinical

deterioration in practice from practice.

The next section explains the layout of the thesis.
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1.6 Structure of the Thesis

Chapter 2 presents the seminal and current models and theories of decision-
making related to acute care nursing. These are organised according to the
concepts set out above:

1 Approaches to understanding decision-making
1 Decision-making in uncertain situations

1 Decision-making in urgent situations.

The research is critically appraised and its application to acute care nursing
discussed. Gaps in the literature pertaining to the clinical decision-making
process particular to acute care nursing are identified. The method | used to

search and select the literature is also explained.

Chapter 3 sets out the methodology | used for the study. For the most part,
clinical decision-making is not an observable or directly demonstrable
concept. Itis a highly complex, cognitive process, which, due to its
complexity, is often difficult to comprehend and communicate even by
practitioners themselves (Ajjawi 2007). It was important that the selected
investigation design best illuminated the phenomenon. | believed a qualitative
approach was most appropriate. | did not feel that the quantitative paradigm
with its ontological and epistemological view was congruent with exploring
acute care nurseso6 thinking in uncertain c
truth and meaning are considered to exist independently of the knower and
reside in the objects themselves (Crotty 1998). Clinical decision-making, its
communication and negotiation are cognitive transactions. Interpersonal
activities must be viewed from the context of the individuals concerned, within
the time and place of the reasoning event. Hence they cannot be
satisfactorily reduced to the measurable components required for quantitative
research. From the range of research approaches available in this paradigm |
chose to use dimensional analysis from the grounded theory tradition

(Schatzman 1991). Chapter 3 explains and defends this decision.
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Chapter 4 details the research methods and analysis undertaken. The study

was undertaken in three distinct phases:

I.  Fieldwork and interview with seven participants to collect initial data
li.  For comparison and using theoretical sampling, further fieldwork and
interviews with participants took place having begun dimensional
analysis
iii.  Verification of theory development via three further interviews with a
further 3 participants, a focus group and development of the

explanatory matrix.

| positioned myself in the field to sensitise myself to the work and
arrangements in the hospital which was sociologically strange to me. | used
the fieldwork for cultural exposure so that | could bring to light during data
collection the social processes that were occurring. Field notes were not used
as data but enabled the development of the interview questions. Data were
collected from semi-structured interviews and one focus group. Dimensional
analysis was used to analyse the data using the constant comparison
approach. Memos were written throughout the process. Decisions about
data collection, sampling and the conjuring of emerging dimensions and their

properties guided the process (Schatzman 1991, Scholes 2011).

Chapter 5 presents the findings of the study. This chapter introduces the
reader to a presentation of the 3 main modes in which the nurses were
operating. It describes and explains how the nurses reasoned when faced
with a patient they were concerned about. Selected quotations support the
analysis. Dimensions are described and the explanatory matrix and

substantive theory are presented.

In chapter 6 the findings are discussed in the light of the current literature.
This literature is reviewed and the aspects which add meaning to this study
are highlighted. How my research potentially provides texture and substance
to existing theories is suggested. Limitations of the study are discussed and

this chapter also outlines the implications for practice. It makes

24



recommendations going forward to improve the decision-making processes

when caring for an acutely unwell patient.

Chapter 7 draws the implications for practice from the discussions that have
developed in chapter 6 and provides a summary of the contextual factors that
influence decision-making with the acutely unwell in the form of a substantive

theory and decision-making model.

1.7 Summary

There is no substantive evidence currently available regarding what
constitutes optimal support for ward staff, nor any nationally agreed standards
nor educational programmes to support the level of decision-making required
by professionals with the acutely unwell deteriorating patient (Hancock and
Durham 2007). It seemed important and necessary to understand more about
the processes by which these clinical decisions are reached and the factors
that influenced them. Hancock and Easen (2006) state that there is still a
paucity of knowledge about the correlation between information, the cues
used to guide decisions and the decisions reached by nurses in the context of
clinical practice. Researchers have recommended the consideration of
gualitative methods to capture the experience of patients and staff, and the
organisational (cultural) issues associated with the delivery of effective
services (Andrews and Waterman 2005, Esmonde et al 2006, Odell et al
2009).

No research to date has prospectively examined the factors that influence

decision-ma ki ng at the specific point when a pa
deteriorating in the ward area. The impact of time pressures and the interplay

of situational awareness and social processes remain poorly understood.

This thesis describes an investigation into the factors that affect how nurses

make decisions in the ward environment, including the way cues are used,

i nteractions among professionals, environm

reasoning in the real dynamic environment. The aim was to enhance
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understanding of how nurses reasoned

condition and consider what can be undertaken to improve it. Itis imperative
that this highly vulnerable group receive optimal care by judicious
identification and intervention following accurate and timely decision-making

and clinical judgement.

This chapter has established the background context that informed this study
with reference to both motivation and initial influences. The baseline
framework offered by the existing literature is submitted with an
accompanying acknowledgement of potential lacunae. The chapter then
outlined the structure of the thesis giving a brief overview of each chapter.
The next section provides a detailed literature review of the body of

knowledge with regard to decision-making in relation to acute care.
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Chapter 21 Literature Review

2.1 Introduction

This chapter presents and considers the current literature on the theory and
knowledge of clinical decision-making processes in the context of acute care
nursing. The various models of clinical decision-making that have emerged
from the existing knowledge base are discussed. The key themes are
identified and explored to help illuminate the research question.

The objective was to undertake a systematic and comprehensive search for
all relevant literature in order to clarify what is known in the area and what

needs to be understood. Specific aims were to:

Compare theories of decision-making in acute care nursing

Explore and critique the empirical evidence supporting these theories
Build a theoretical framework for the study

Identify gaps in the currently available evidence

llluminate theoretical levers with which to interrogate the data

= =2 4 A A -

Highlight the factors that make this a contemporary problem.

The next section explains the search strategy adopted for this study.

2.2 Search Strategy

The debates over when a detailed literature review should be undertaken in a
grounded theory methodology are discussed in chapter 3. In this study the
background literature was examined at the outset to help identify the research
guestion. This area is briefly considered below. A more detailed literature
search and review was then undertaken after the data had generated

theoretical sensitivity and was used for theoretical comparison.
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Hartoés (2001) strategies

review. Two searches were deployed: the topic and the methodology

literature search. The topic literature search focused on clinical decision-

making and clinical
makingé, Oclinical
6nur se -theki sagobn Chapter

chosen methodology.

judgement i n

judgement 0,

were employed to
AUrsing u:
-z Kkimgaal r

3 presents

Online library keyword searches were undertaken via the University of

Brighton using the

6soci al policy sociology

subject

wor ds

and politicsbo

searched are listed in Table 2.1. These databases are automatically

generated by
were refined to the 76 that were relevant to the topic.

6CrossSearcho6

There was no limitation on the type of study design to be identified in the

search. This was to allow all critical material to be amassed. These

comprised a range of audits, research trials, editorials, commentaries, and

literature reviews. To enable greater insight into the problem, relevant

citations from different disciplines such as psychology, sociology, medicine

and therapy disciplines were also obtained (Sharples et al 1990, Dillner 1995).

Onur

hence the

Table 2.1 Databases Searched on CrossSearch
Database Number of Citations
Allied and Complementary Medicine (AMED) 851
Applied Social Sciences Index and Abstracts (ASSIA) | 1722
Arts and Humanities Citation Index (Web of Science) | 69
BioMed Central 7523
British Humanities Index (BHI) 6
British Nursing Index (BNI) 604
Cochrane Library 2
Criminal Justice Abstracts (CJA) 359
Cumulative Index to Nursing and Allied Health 23751
Literature (CINAHL) Plus with Full Text

EMBASE 20888
Expanded Academic ASAP 2097
IngentaConnect 4507
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Database Number of Citations
JSTOR Arts & Sciences | Archive Collection 4131

JSTOR Arts & Sciences Il Archive Collection 4040

Newspapers 1

ProQuest Medical Library (PML) 104377

PsychINFO 8527

PubMed 29763

SAGE Premier 2011 35180

Social Sciences Citation Index (Web of Science) 8502

SPORTDiscus 907

University of Brighton Library Catalogue 53

Web of Science 31516

In addition, grey literature was sought from GreyLitNet, MedlinePlus,
ScHARR-Lockb6s Guide to the Evidence and

Nine theses were found, two pertaining to this topic. A journal search was

made from the most commonly cited journals and an author search of the

most frequently cited authors. Cross referencing from existing publications

yielded more citations.

2.2.1 Inclusion and Exclusion Criteria

Literature older than 15 years old was excluded unless regarded as a seminal

work because outcomes, treatment and acute care patient case mix have

changed to such an extent that the literature would have very little

contemporary relevance (Hayes et al 2000).

Inclusion criteria were:

I Research reports related to outcome measures, quality of care,

diagnosis and decision-making from the UK, USA, Australia and

Europe

ii. Policy documents focusing on caring for the critically ill patient in

non-critical care areas

il Articles published in nursing and healthcare journals on all the

above topics plus those relating to critical illness or emergency

situations outside of a critical care setting
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\2 Published conference papers
V. Articles / books and reports published in English

Exclusion criteria were:

I. Anecdotal stories
ii. Articles published in other languages other than English

How decisions are made is of concern to health care professionals, policy
makers and the recipients of those decisions (Lamond and Thompson 2000).
Despite its importance it remains under-researched (Lamb and Sevdalis
2011). This study examined how nurses reach their decisions, in other words
the reasoning process, rather than the quality of the decisions made. The
literature review, therefore, focused on decision process rather than decision

outcome. This review evaluates:

i.  Seminal theories
ii. Contemporary theories
iii.  Application of these theories to acute care nursing
iv.  Gaps in the literature pertaining to the clinical decision process in acute

care nursing.

Clinical decision-making is an intrinsic part of clinical practice and making
accurate decisions is essential (Hancock and Easen 2006). Clinical decision-
making occurs when one course of action is selected and chosen over all
other options. These individual choices impact on the quality of care a patient
receives (Gerdtz and Bucknall 1999). In order to understand the processes
involved in clinical decision-making it is essential to consider the context in
which decision-making activities are being performed (Bucknall 2000).
Nurses, doctors and other practitioners have to decide what data to collect
about a patient, interpret this information, then plan and administer an
intervention, finally evaluating the outcomes and checking whether the clinical

problem has been resolved or not (Bucknall 2000).
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Nursing occurs in unpredictable social contexts, which require, in order to be

managed effectively, some conscious deliberation on the best way to care for

patients (Greenwood 2000). Nurses have to account for the decisions they

make on behalf of patients and ensure they are explicable and defensible

(Mullally 2002, Thompson and Dowding 2002, Nursing and Midwifery Council

- NMC 2008). Acute care nursing demands intelligent decision-making that is

ti mely and accurate, often when a patient o
sometimes in a short time frame. This decision-making has been

conceptualised into three broad categories:

1 Approaches to understanding decision-making
1 Decision-making in uncertain situations

1 Decision-making in urgent situations.

Appendix 3 summaries the strengths and weaknesses of the empirical studies

reviewed in this chapter.

2.3 Approaches to Understanding Decision-Making

This section discusses the literature associated with decision-making in
circumstances that are predictable and routine. It considers the areas where
research has produced relevant evidence and illuminates where gaps in
evidence remain. An alternative approach to exploring the phenomenon is

proposed.

2.3.1 Background Literature Review

The way professionals make decisions has been conceptualised in many
ways by many authors over the past 50 years (Elstein and Bordage 1988).
During the 1960s and 1970s a number of studies reported on the way non-
clinical staff such as administrators, bank investors, chess players and
teachers approached problem solving (Elstein et al 1978). Medical decision-

making was also examined during this time up to and including the 1980s.
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Seminal theories were generated that described how medical staff routinely
undertook clinical judgements and decisions. During the 1980s Dowie and
colleagues undertook research introducing a cognitive element (Dowie and
Elstein 1988). This focused on understanding the nature of clinical reasoning
and expertise and led to the development of a number of theories and models
discussed later (Dowie and Elstein 1988).

Much of the research into medical decision-making took place in a laboratory

setting and was designed to produce experimental evidence. Studies used

simulation techniques, posing hypothetical problems that participants had to

use decision-making skills to solve. This early work described how people

used cues when problem solving, often jump]i
thumbdé (heuristics). They performed exten:
that eventually led to a decision (Elstein et al 1978, Wolf et al 1988). Clinical

inference was also described in this early work, providing an insight into how

the participants reached their decisions. The quality of these decisions was

not explored in these studies.

These early studies led to the information-processing paradigm being
conceptualised. This assumed that clinical decision-making was undertaken
in a structured orderly manner where the clinician followed a series of
cognitive steps by which the diagnosis was established and the appropriate
interventions instigated (Martin 1999). Early research on decision-making
theories was rationalist in its approach arguing that the information-processing
model was the predominant decision-making model (Hamm 1988, Currey and
Botti 2003). This model is a linear and simple approach that presumed
practitioners made a logical and rational analysis of a situation, using tangible
cues that enabled them to build ailehypot hes:
and McNeil 1988, Harbison 2006, Currey and Botti 2003, Thompson 2003).

This positivist view of the process does not reflect the dynamic world and
multiple realities that prevail in the acute care environment (Currey and Botti
2003). Simulated, controlled settings do not allow for conditions such as

stress nor the personal interactions that are often encountered in clinical
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settings to be considered or explored (Bucknall 2003). The complexities of
decision-making that actually occur in clinical practice were not reflected in
the design of the early decision-making research. The studies did not
consider the particular role of clinical care nurses in the decision-making path.
This gap in knowledge calls for a new approach in order to examine the real
time processes that influence decision-making in the context of acute care.

2.3.2 Hypothetico-Deductive Reasoning

Decision-making in routine situations has also been described using
hypothetico-deductive terminology by seminal authors of the 1970s and 1980s
(Elstein et al 1978, Dowie and Elstein 1988). Hypothetico-deductive
reasoning was founded on the information-processing approach and
dominated the decision-making literature until the 1980s (Elstein et al 1978).

It involved the generation of hypotheses built from clinical data followed by the
testing out of these hypotheses through further inquiry (Higgs and Jones
2000). The hypothetico-deductive model describes decision-making as an

interactive process comprising:

i.  Data collection
ii.  Hypothesis generation
ii.  Cue interpretation

iv.  Hypothesis testing and evaluation.

This is known as the four-stage model of medical inquiry (Elstein et al 1978).
This model showed that physicians used cues to seek patterns within the
information they were gathering. They made risky hypotheses if they
prematurely reached conclusions. However, this study identified that
participants delayed arriving at a solution until a large number of cues were
identified. Their thinking then led them to rule out other hypotheses

considered earlier in the problem solving process.
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In addition to the four-stage process described by Elstein et al (1978),
Carnevali et al (1984) and Carnevali and Thomas (1993) described a seven

stage process of diagnostic reasoning in nursing (Table 2.2).

Table 2.2 The Seven Stage Process of Diagnostic Reasoning in Nursing

Exposure to pre-encounter data

Entry to the data search field and shaping the direction of data
gathering

Coalescing of cues into clusters or chunks

Activating possible diagnostic explanations (hypotheses)
Hypothesis and data directed search of the data field

Testing diagnostic hypothesis for goodness of fit

Diagnosis

N =

NoO O kW

Carnevali et al 1984, Carnevali and Thomas 1993

Clinical problems often present with little initial information so there is a

tendency for the practitioner to use cues to sift the data. Although this model

has more steps identified in the process t
linear path. Neither model describes or reflects the complexity of the real

world, and therefore may not resonate as a paradigm to explain the decision-

making and clinical reasoning approach used with acutely unwell patients.

The structure of the linear model might influence some practitioners to rule out

hypotheses early on in the process that in fact may have been helpful in

reaching an accurate solution. In clinical practice is not always possible to

wait for a large number of cues before reaching a decision, particularly when

faced with an urgent situation.

The hypothetico-deductive model comprises both inductive reasoning through
hypothesis generation from a set of observations to a generalisation, and
deductive reasoning through the testing of the hypothesis from a
generalisation to a conclusion (Higgs and Jones 2000). This abductive
thinking resonates with what we know about the acute care world which is
multifaceted. Nurses do not work in isolation; they seek information from

multiple sources. These include the patient, observed vital signs, advice from
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colleagues, plus their own experience and empirical knowledge. All are

considered singly and as a whole while the nurse builds a clinical picture that

will influence the decision-making environment. Nurses are continually

exposed to other peopleds perspectives and
linear but convoluted. The hypothetico-deductive approach is an important

model for consideration in relation to acute care because it demands the

practitioner to compare and contrast a panopoly of different data generated

from varied sources. This demonstrates a move away from the previously

discussed linear theories of decision-making, and may help navigate the web

of social processes in play when a nurse is involved in decision-making over

the care of a patient whose condition is deteriorating.

2.3.3 Noticing Patterns in Routine Decision-Making

Pattern recognition as a tool for interpretation of the decision-making process

has been supported by a number of researchers (Benner et al 1996, Minick &

Harvey 2003, Arochaetal 2005) who empl oy the terms Oback:
and o0forward reasoning6é in their studies.
reinterpretation of data or the acquisition of new clarifying data is invoked to

test a hypothesis and o6forward reasoningo

results are reached following a hypothesis (Arocha et al 2005).

Minick and Harvey (2003) suggested that nurses learn subtle patterns from

individual patients they care for as well as from types of groups of patients.

Knowl edge of the patient was a key aspect
development. This was developed throughout the span of a shift both from

the patient and from t heroypadfpaentsands f ami | y.
caring for the same patient over a longer period of time, knowing what to

expect played a role in noticing patterns or deviations from patterns. The

concept of O6knowingé, according to Minick
the nurse to respond to the subtle changes in their patients. An

understanding of the relevance of these subtle changes has yet to be fully

explained. This aspect of decision-making could only be examined from the

perspective of the nurses observing these changes and making these
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decisions in real time. This would enable a researcher to tease out the

nurseso thinking processes and experience
aspect of decision-making is recognising patient problems early. This

requires the use of pattern recognition, identifying cues which inform the

clinical picture the nurses are continually building. How these cues are

managed is discussed in the next section.

2.3.4 The Use of Cues in Decision-Making

The use of cues picked up via short term and long term memory are thought
to be key in the way nurses make decisions. Clustering or chunking the cues
together allows categorisation to interrelate and interpret them, thereby
allowing the nurse to build a picture (Carnevali and Thomas 1993). The
collation can be influenced by a number of factors, for example, the
experience of the nurse (Hoffman et al 2009, Thompson 1999, Dowding and
Thompson 2003, Aitken et al 2011). Expert nurses have been shown to be
more accurate in making diagnoses and better able to rapidly select relevant
cues. Studies recording this used simulation and narrative research
techniques (Reischman and Yarandi 2002, Kinsman et al 2009). Currey and
Botti (2003) claim that experienced nurses are able to distinguish important
cues from unimportant cues and act on patterns of information. This results in

faster and more accurate decisions.

Contextualising cue usage into proactive and reactive tasks showed that

expert nurses were far more proactive in cue usage than novice nurses who

reasoned backwards to determine why a problem had occurred (Hoffman et al

2009). This has important implications for training and support for new and

junior nurses. Benner et al (1996) described pattern recognition, common

sense understanding, skilled know-how and a sense of salience, in other

words cue relevancy in describing expert behaviour (Benner et al 1996,
Reischman and Yarandi 2002) . I n Reischman and Yarandi 6
was associated with a higher incidence of diagnoses that were correct. The

detection of extensive cues is as important in clinical practice as detecting the

right cue. Novice nurses who notice fewer cues or the wrong cues make
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more inaccurate diagnoses (Endacott et al 2010, Cooper et al 2012). Again
this has implications for nursing practice and education. These findings have
important implications for how acute care nurses could be trained to better

use cues when caring for patients.

Inexperienced nurses tend to be constrained by rule bound thinking which
may influence their ability to detect and assimilate cues (Gillespie 2010). The
accuracy of their decisions and judgements may therefore be suboptimal and
lead to erroneous judgements. This was reflected in the findings of Endacott
et al (2010) where in a simulation student nurses overlooked prescient cues in
favour of more apparent indicators. Moreover, some actions taken in
response to the cues were inappropriate. The use of cues and their relevance
is yet to be fully explained in acute care and requires further investigation as
delays in forming judgements in the care of a deteriorating patient can result
in suboptimal outcomes. This again points to the potential for improving

nursing education.

Thompson et al (2000,2009) e xami ned ssments & hériskaokas e
patient having an adverse critical event
what was wrong with the patient on one side with cues such as possible signs

and symptoms that the patient displayed depicted on the other side of the

model. This allowed examination of how individuals used information to arrive

at a clinical judgement. The findings showed that nurses synthesised

information in non-linear ways but their intuition made little contribution to

decision accuracy. The overall tendency was overestimation of risk due to
cautious prediction. This has been shown
decision-making (Gerdtz and Bucknall 2001). There was no relationship

between experience and more or less extensive use of intuitive knowledge in

this study. This is theoretically important because reasoning derived from

information that is empirically important can outperform intuitive judgements.

The nurses relied largely on non-linear reasoning and intuitive reasoning and

thus were prone to the biases that arise when heuristics (cognitive short cuts)

1

are empl oyed. Strategies such as being aw:

process and its inherent deficits in addition to the potential biases associated
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with heuristics can help. The argument for teaching clinicians such
techniques is compelling given the growth in nursing roles and decision-
making responsibilities. Simply teaching nurses how to structure their
decisions by making their own choices and values explicit may improve
decision quality.

A criticism levied at the information-processing theorem is that it does not
reflect the complexities of clinical practice and the way decisions move
tangentially from linear points; it does not reflect the reality of the clinical
arena where complexity, ambiguity and uncertainty prevail, particularly when
caring for the declining patient. This demands a new approach to analyse
decision-making in the acute care world. Simulation and theoretical scenarios
are limited in that they cannot completely replicate the intricacies of the real
world. However, simulation is the closest practitioners have got to the real
world in a study setting. People do not work alone in the wards; they are
dependent on colleagues and teams to inform their thinking. They actively
seek information from a number of sources which then influences their
problem solving and decision-making ability. These factors are not explored
in the early research. There is therefore an identifiable gap in the literature.
How do nurses in acute care settings incorporate linear thinking within

complex clinical scenarios? This requires further investigation.

2.3.5 The Intuitive-Humanistic Stance on Decision-Making

In a dichotic approach to the information-processing models discussed above,
the literature also examines the concept of intuition as a factor in decision-
making. Intuition is often proposed as one of the defining characteristics of
expertise (Gobet & Chassy 2008). The model is most notably attributed to
Patricia Benner (1984) in her work examining the way novices and experts
make decisions in practice generated from data derived from practice. The
main tenet of this theory is that nursing decisions can be the result of an
almost unconscious level of cognition and that intuition and practical wisdom
gained by experience play a significant part in everyday routine decision-
making (Scholes and Moore 1997, Thompson 1999, Traynor et al 2010).
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Benner 6s wor katof®reyua ane Dreyfoswho argue that good

decisions are made intuitively by professionals with expertise. This expertise

represents the end point of a five-stage sequential transformation from novice

to expert (Table 2.3) bringing the debate intothe r eal ms of nursing a
as wel | a s Mareoues, Banreem(19@6pforcibly argues that intuitive

judgement should not be divorced from science or scientific evidence. Indeed

i ntui tion alerts the nur se coitosthdit | e al t er .
then allows them more time to reason, deliberate, prepare and initiate

confirmatory tests (Scholes and Moore 1997).

Table 2.3 The Five-Stages from Novice to Expert

Novice Those with no experience of situations in which they are
expected to perform and who find themselves governed
by context-free rules as guides to action.

Advanced | Those who demonstrate marginally acceptable
Beginners | performance and have amassed enough experience to
recognise recurring meaning in the situations they are
involved in.

Competent | Those who see their actions as part of a longer-term plan
which helps achieve efficiency and organisation in work.

Proficient | The practitioner begins to perceive things as a whole with
speedy alterations to the long-term plan when expected
normal patterns of care do not present themselves.

Expert Someone who has no reliance on guiding rules or maxims
and who has an intuitive grasp of situations; only falling
back on hypothetico-deductive logic when a new or
unexpected challenge arises.

Benner 1984

Benner6s work emphasised Dreyfusd model whi
learning from experience. There are only occasional references to theoretical

learning or the development of fluency in standard tasks (Eraut 1994). Her

research relied on accounts given after the event and seemed founded on

nurses learning from experience, based on the gradual accumulation of

memories of different patient cases that then imbued them with an intuitive

response to a recurring situation. The way nurses select, organise and

retrieve this huge volume of information is not addressed (Eraut 1994). It may

be that the more relevant aspects of the case may not have been retained
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and that the conclusion the nurse reaches is therefore of dubious validity.
The fallibility of human judgement appears not to have been considered
therefore the quality of the decisions reached therefore not assessed.

Intuition is characterised by rapid perception, grasp of the situation as a
whole, lack of an awareness of the mechanisms leading to an action, and
participation of emotions (Gobet and Chassy 2008). In nursing, the
knowledge that experts use is not only theoretical knowledge acquired
through training, but also practical and clinical knowledge gained through
working with patients. Gobet and Chassy (2008) claim that this is learnt
automatically and unconsciously through nu
there remains uncertainty in the exact way intuition is operationalised, authors
suggest that nurses use heuristic strategies which contribute to how they
arrive at intuitive judgements, particularly those judgements made in uncertain
conditions, these are commonly heuristic in nature (Carnevali et al 1984, Cioffi
1997). Probability estimations are made in uncertain and complex situations
based on previous experiences and memory. This occurs rapidly and can
simplify the complexity of clinical judgements. Nursing in the acute care
setting comprises a variety of levels of expertise among the nursing staff.
Some are new to the profession and specialty in which they are working,
whereas others are highly experienced, and therefore may be considered
expert. In research that explores this clinical arena, staff of every level of
expertise may contri bute t o researeh(1984f ol di ng
needs to be considered in this context. The role of intuition is of particular
interest given its opposing epistemological stance to preceding published

arguments.

The unique characteristics of the person making the decision influence the
decision-making process. These include their own experience, knowledge
and personal variability (Hamers et al 1994). Drawing on knowledge to inform
the decision is well documented in the literature within both paradigms of
information-processing and the humanistic stance, as are experience and
expertise (Benner 1984, Hamm 1988, Benner et al 1996). King and Macleod

Clark (2002), using four of the five levels of expertise described by Benner
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(1984), described the different ways nurses in the study came to their

decisions. They concluded that a mixture of both intuitive and analytical

el ements were present i n almakingfromt he nur ses

advanced beginner to expert. However, expert nurses had a deeper reservoir
of knowledge and experience to draw on that enabled them to harness
concerns about patients, recognise clinical signs and identify the actions

required to organise effective multidiscipl

care. The implications for practice in relation to this study are that nurses
should be enabled to learn both intuitive and analytical aspects of decision-
making in order to prepare them for practice.

Despite the i mpact Bennero6s work has had
nurse decision-making and of the relevance of individual expertise, nursing
historically has used a model of assessment commonly known as the nursing
process for prescribing patient care (Martin 1999). The nursing process
assumes an information-processing, problem-solving model which does not
allow for the unpredictability inherent in clinical practice and is not designed
for the dynamic characteristics of the environment. Certainly in acute care,
nursing decisions can be complex as the nurses have numerous alternative
parameters to consider, each with varying attributes and often within a rapid
timeframe (Currey and Botti 2006). Types of decisions made in acute care
can be classified into several categories. Aitken et al (2011) developed the

tables below to conceptualise these (Table 2.4 overleaf).
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Table 2.4 Categories of Decisions

Decision Description
category
Assessment Deciding that an assessment is required and/or what

mode of assessment to use, including the decision to
seek further information through patient assessment

Management Deciding to deliver a particular intervention

Diagnosis Classifying signs and symptoms as a basis for a
management strategy

Planning Determining what future assessment or management
may be required

Evaluation Deciding to collect information or combine multiple

pieces of information to determine the effectiveness
of a previous intervention

Clarification Seeking further information from various sources to
add knowledge or understanding prior to making
additional decisions

Seeking Help Requesting assistance from a colleague

Proposed by Aitken et al (2011)

Martin (1999) undertook a grounded theory study to identify the factors that

i nfluenced nursesé6é clinical judgments i
observation, interviews and focus groups. He concluded that a range of

strategies were employed to make clinical decisions. All of these overlapped

in practice. According to Martin (1999) mental health nurses do not use any

single approach when making clinical judgments. His theory has resonance
with Benner et al 1988) techrécal ratonatity nSodefs® n 6 s (
encompassing theoretical practical knowledge as well as intuition. What the

study did reveal was that there was a theory to practice gap in relation to

clinical judgment, reflecting a similar finding to Thompson et al (2000, 2009).

This leaves the processes nurses use when they make their decisions yet to

be fully explored and explained.

Many authors have suggested that intuition is a legitimate basis for decision-
making in health care, especially in nursing (Lamond and Thompson 2000).

Studies examining the way nurses make decisions have shown that intuition
influences clinical decision-making with it appearing to present an additional

dimension to the process (King 1997). In relation to the phenomenon of
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deterioration, nurses have described an initial sense that something has
changed, something is different and wrong with the patient and that they need
to be with the patient and watch them closely (Pyles and Stern 1983, Benner
and Tanner 1987, Smith 1987). These studies have also demonstrated the
important role of pattern recognition as part of the decision-making process
and intuitive thinking plays a key role in this. King and Macleod (2002) found
that intuitive feelings appeared to act as a trigger that led the nurses to
commence an analytical process of searching data to confirm their hunch.
This process was dependent on the nurseods
situation so was more apparent in expert nurses who had the depth of
knowledge and experience to use their intuition rapidly to recognise signs of
deterioration. Scholes and Moore (1997), in their study in an ICU setting,
found that nurses believed they intuitively noticed a change in the patient
when in fact the data suggested this was far from the case. Nurses were
constantly scanning, conceptualised as o1 i
subconsciously. Their rhythmicity and systematic attention to detail was
integral to their caring that sometimes they were unaware of their recognition
of an alteration and subsequent swift intervention. However, some studies
have somewhat denigrated intuition and not seen it as a legitimate aspect of
the decision-making process (King 1997). Contemporary training
programmes on care of the deteriorating patient focus on objective data
collection that nurses need to note and communicate to other health
professionals rather than how they might make effective use of their hunches.
The role of intuition as part of the decision-making process is acknowledged
and experienced by nurses. It is recognised as tacit knowledge. King and
Macleod (2002) argue that intuition appears to inform and enhance logical
thought and therefore should be responded to and employed in clinical

practice.

Although the literature acknowledges the use of intuition in practice, questions
still remain regarding how nurses currently use intuition and how they can

develop and enhance its use to benefit patients. The role of intuition in caring
for the deteriorating patient has yet to be unpacked and explained adequately.

It is not known, for example, whether intuition can be intentionally selected as
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a reasoning method in certain circumstances and used to respond effectively

to particular patients. Exploring intuition requires an understanding of

cognition, viewing the world from the diff
allow this concept to emerge. This demands an experiential study design of

being present in the clinical area, allowing the multiple activities and

interactions of nurses reacting to the deteriorating patient to be captured in

real time.

2.3.6 Knowledge and Decision-Making

Knowledge falls broadly in two camps: theoretical knowledge and practical
knowledge (experience). Theoretical knowledge is gained from learning
formally about physiology, pathophysiology and practical knowledge learned
through clinical experience (Andrews and Waterman 2005a). The use of
knowledge and experience has been identified as significant influences on
decision-making (Muir 2004). Watson (1994) found that experience was most
commonly cited as the rationale for the decisions made in his study which
employed the techniques of observation, simulation and scenario posing. He
suggested that nurses can make use of even very limited experience to inform

their decisions.

Thompson et al (2001) found that few inanimate sources of information were
accessed by nurses to inform their decisions. Indeed, nurses did not find text
based researchusefulwhen practising in the o6lived cl
was more useful and effective to garner information from people they
considered credible clinically, such as clinical nurse specialists that may be
working alongside them. This has important implications in the development
of effective decision-making in acute care where critical care outreach nurses
are often used as a resource to provide expertise in critical patient
interventions. This raises questions about what factors would lead a nurse to
seek help from an expert, and how and when they would decide to ask for
help. This is a largely undocumented area of study, yet seems an integral
issue given the on-going concerns published about deteriorating patients

(Odell et al 2009, Patient Safety First 2012).
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Hancock and Easen (2006) examined the decision-making of nurses
extubating a patient in a cardio thoracic intensive care unit. Their study
revealed little autonomy practised by the staff and a dominant hierarchical
culture. Some nurses did not understand the rationale behind their practice.
They found the decision-making process not linear, but complex and
convoluted, affected by a number of factors. These included relationships,
hierarchy, power, leadership, education, the condition of the patient, and the
nur ses6 grade, experience and responsibili:
individual issues were all critical to decision-making. They concluded that
education establishments should provide a curriculum that promotes
professional autonomy by having an emphasis on education rather than
training, moving from technique to understanding, a focus on autonomous
decision-making and one that does not teach ritualistic thinking, but embraces
inquiry in order to develop effective problem-solving skills. The implications of
these findings are worthy of further exploration given that nurses are usually

the key individuals deciding on initial care options in acute care environments.

Bucknall (2000) undertook an observational study examining the decisions of
nurses in an acute care setting in Australia. While she identified that nurses
made a patient care decision every 30 seconds in 3 main areas, the
processes leading to the decisions were not examined. Bucknall used
observation and interview techniques to examine the environmental
influences on the decision-making process in a critical care unit (Bucknall
2003) . The stability of the -makihg. entds con
Patient complexity slowed down decision-making, along with unfamiliarity,
uncertainty and the confidence of the nurse in the situation. Available
resources also affected the decision-making process. When there was up to
date equipment, experienced critical care nursing and medical staff present,
the process was calmer and less pressured. Interpersonal relationships were
important to the participants with increased collaboration and mutual respect
leading to a more harmonious environment that facilitated the sharing of
knowledge, support and increased standards of care. This study was
undertaken in an Australian critical care unit, but its findings may extrapolate

to the acute care environment as they reflected previous studies in critical
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care work (Bucknall 2003). This study also considered contextual factors
giving credence to the multifactorial nature of nursing environments.
Exploring the impact of environmental influences may elucidate how nurses

make decisions in acute care situations.

McCallum et al (2011) explored the decision-making of 5 nursing students
using a 3D virtual environment and avatars. Communications and
assessments were made as if working with their mentor. How the students
prioritised care and made decisions was examined. The majority of their
decisions were reactive rather than proactive, and routine tasks were often
not undertaken without cues, hints or requests from the virtual patient or
mentor. However the study did support the notion that decision-making by
nurses is both analytic and intuitive. This study was small in sample size and
did not use prevalent real life ways of communicating and interacting
suggesting that replicating some of the scenarios in clinical practice may elicit

a different response.

El stein et al (1978) discussed the
decision-making. This theorem posits that people hold different levels of
beli ef about scientific theories or
the evidence they have against a hypothesis or assumption they are testing.
If, for example, a compelling new piece of evidence arises to support a
hypothesis, the theory states that the nurse will adjust their confidence in the
hypothesis in line with their confidence in the new evidence. It could work

either way with evidence perceived as tentative or questionable causing

se of |

out com

greater doubt in the hypothesis. In clinical decision-ma ki ng t he t heor emb:

currency is probability. This approach depends on the degree of belief the
decision maker has in uncertain events based on the information available to
them (Fischhoff & Beyth-Marom 1988, Thompson 1999, Harbison 2006).
Therefore a practitioneroés beliefs

outcome reached.

The theory on a practical level can be flawed as it depends on a number of

factors. These include; the nurse having a sufficient knowledge base to
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underpin their judgement, the nurse not overlooking alternative hypotheses

available to them, sound analysis of available options and an adequate

search of pertinent information (Fischhoff & Beyth-Marom 1988).

Furthermore, there is a risk that the beliefs the decision maker holds may not

al ways accord with reality (Harbiyson 2006)
commonly discussed in the nursing literature, although in acute care nursing it

carries merit given that although a multiplicity of data sources can inform

decision-ma ki ng, nur s-epb6séevi dedbweighd the infl u
process need drawing out. These studies used experimental designs. They

did not examine the phenomenon using nurse:
remains, therefore, a gap in our understanding from the perspective of how

nursesreasoni n t he clinical settydoegnottakeBayesod t he
account in the acute care world of the variety of staff who care for the patients

and their varied levels of experience, knowledge and expertise and the impact

this may have on the deteriorating patient.

2.3.7 Summary

Decision-making has been explored in many ways over the past 30 years.
Models have been proposed that explain the processes occurring when
decisions are being reached. Many of these studies have sat in the positivist
paradigm describing a linear process which does not always reflect the
ambiguity and web-like complexity of the clinical arena. Epistemologically
these models do not resonate with the real world of acute care. Intuition and
abductive models have also attempted to explain how decisions are made in
practice. Researchers have undertaken studies to explore these in different
clinical arenas, posing new versions of the seminal work. In short, none of the
studies undertaken so far appear to fully explain the decision-making
processes made by nurses in acute care. This is because areas other than
acute care have been studied or explored in artificially created settings such
as simulation. This represents an important gap in knowledge given the
evidence published during the 1990s on poor ward care and clinical outcomes
for deteriorating patients. A fresh approach is required wherein the social

processes in play are unpicked to fully examine the phenomenon. The next
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section explores the literature surrounding nurse decision-making in uncertain

circumstances.

2.4 Decision-Making in Uncertain Situations

Acute care nursing takes place in a complex clinical environment. Routines

exist in the organisation of care, but we know fromchapt er 1 t hat pati e
conditions sometimes deteriorate causing concern to the teams caring for

them. We know that over the past 20 years the casemix in the wards has

altered with more acutely unwell patients residing in hospital (Audit

Commission 1999, DH 2000). We also know that nurse and medical training

has changed with less exposure to the clinical area during training than in the

past (DH 2000) . Subtl e changes in patient:
not be picked up by nurses. A nurse may have a hunch about a patient, but
not be able to articulate its basis. These indeterminate environments cause
uncertainty leading to decisions being reached without supporting signs or

data.

As explained in the previous section nurses describe an intuitive sense of
change that triggers them to investigate what is happening. Furthermore,
decision-making in these uncertain situations has been explored in the
literature linking together hypothetico-deductive reasoning with pattern
recognition and intuition. Developing on section 2.3.5 and relating intuition to
uncertain situations, Cioffi6 s s (R00GJ gxplored the decision-making
process when nurses recognised a patientoés
study focused on the role intuition played as nurses responded to their
concerns about a patient. Her findings showed that a feeling that the patient
was not right was as important in this process as the physiological changes
theynoticed i n t he pat Banaauthasbegamtaeaxpioreddmaow.
both paradigms, systematic-rationale (information-processing) and intuitive-
humanistic, are used in clinical practice (Greenwood 2000, Ramezani-Badr et
al 2009). The next section discusses how combining both paradigms

illuminate the decision-making process within the climate of uncertainty.
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2.4.1 The Cognitive Continuum in Decision-Making

As discussed, much of the literature on decision-making is separated into two

main camps; the systematic-rational and the intuitive-humanistic approaches.

The cognitive continuum brings together both poles in one model of decision-

making. Its guiding tenet is that the type of task in hand influences the type of

thinking that the practitioner employs, and importantly, that this match of task

and thinking influences the accuracy of the decision made (Hamm 1988). In

addition, the experience of the practitioner impacts on the decision made,

whi ch we have seen posited in Benneros (19.
acknowledges the impact of experience and expertise on the decision-making

process. The cognitive continuum is a framework in which different kinds of

thinking and different kinds of tasks can be placed (Hamm 1988). The

el ements, based on Hammondés work, compose

conditions and a range of modes of practice (Hamm 1988).

The model comprises two poles along the continuum, one being analysis, the
other being intuition. In between are the steps that lead from one to the other.
The model depicts that a task and the type of decision process are located at
either end of the continuum. It assumes that the mode of thinking depends on
how well structured the task is. lll-structured tasks where an individual is
operating with minimal support from colleagues or reference to objective
information are amenable to intuitive judgement. Well-structured tasks where
there is greater time, resource, visible information to make the judgement, and
the ability to manipulate the situation are conducted in a more experimental

and analytical manner.
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This theory builds on the information-processing models by acknowledging
the complexity of real life situations and the influence of other variables such
as experience, knowledge, responsibility, the individual, context and power
(Figure 2.1).

Figure 2.1  The Cognitive Continuum

Well 1 High
Structured Scientific
4‘ Experiment
2
Controlled
Trial
3
Quasi
Experiment Possibility of
Task manipulation;
Structure visibility of
4 process; time
System- required
aided
Judgement
5
Peer-aided
Judgement
47 6
I Intuitive Low
Structured Judgement
. « » .
Intuition Y COGNITIVE MODE | Analysis
Hamm 1988

The model is divided into six modes of inquiry with the first, the most
analytical, occurring in the laboratory of the hard sciences and the sixth, the
most intuitive, occurring when the clinician is operating with minimal or no
support and information to hand. This theory provides a general framework in
which a clinician may recognise what level of cognition is elicited from a
specific task, but it does not offer any instruction on how to improve the
process. It shows a correlation between the features of cognition, rather than
offering an explanation of the relationship between cognition and task control.
Although this model resonates with clinical practice as it brings together both
science and intuition, it still leaves unanswered questions in the context of
acute care. When staff are faced with an urgent situation, according to this
model they are required to assess not only the critical clinical situation, but

also their own capabilities and whether they should change their thinking or
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the task in hand. How the practitioner discovers or decides which to use
remainsunclear. The centr al argument i s that peopl
effective when the mode of thinking they select best fits the task features.

However, the time factor alone, in uncertain situations, forces people into a

more rapid, intuitive mode of cognition despite where they may consider

themselves to be located on the continuum. Currently we do not know how

this occurs when a nurse is faced with a rapidly declining patient and more

evidence is required to support or discount this model in the context of acute

care nursing.

Standing (2008) | ater revised Hammbés model
profession and the way she believed nurses make decisions (Figure 2.2
overleaf). This was because the original model was derived from psychology

and not the nursing discipline.
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Figure22 St andi ngbs Revised Cognitive Conti
and Decision-Making in Nursing i Nine Modes of Practice
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The changes made do not challenge the basic premise of the theory but add
to the modes of inquiry resulting in nine modes of practice. The modes of
cognition are not numbered indicating the flexible cognition that nurses
undertake, oscillating in either direction along the continuum. Thisisin
response to the ever changing judgement tasks reflected in the nursing work.
Standing (2008) has added a reflective judgement mode above intuitive
judgement which acknowledges the importance of reflection in nursing. She
has also inserted two modes in the centre that reflect the use of research
evidence and audit in cognition, and changed the research boxes to include

survey and qualitative research as areas nurses consider when making
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decisions. That is the knowledge nurses draw on when making decisions in
practice, rather than the knowledge they generate whilst practising.

The revised continuum encompasses patient centred judgement tasks,
collaborative, ethical, qualitative, quantitative evidence-based practice and
professional accountability which Standing claims supports the complexity of
decision-making reported by nurses (Standing 2008). A criticism that can be
levied at the revised continuum is that although it reflects the complexity of
decision-making it does not give the contextual factors that may influence this
process in reality. Both models allow for the oscillation of cognition in
uncertain or certain clinical pictures, but the influence of multiple disciplines,
different cultures, different levels of expertise of the nurses caring for the
patient and the influence of external factors and activities occurring in the
ward do not appear to have been taken into account. It is not known how
nurses would employ this model in an amorphous and uncertain clinical

scenario.

Il n reality, c¢clinical practice occurs in a
1988). This is particularly so with the acutely unwell. Professional practice

involves reflection-in-action during nursing activities and reflection-on-action in

reviewing past experiences (Standing 2008). Schon (1988) conceptualised

this by proposing a perspective where problem-solving methods are used. In

addition to the oO0techni cal rationalitydé of
professionals, he acknowledged the ambiguity of clinical practice and the role

of o6tacité, intuitive knowing as contribut/
acted as a critique of the dominant positivist epistemology and began to

celebrate the artistry of professional practitioners (Eraut 1994). Schén argued

that there are severe limitations to a purely positivist approach when dealing

with the complexities of the real world. Practitioners practise using tacit

knowledge to inform choices, contemplating past situations, deliberating,

perfooming Or e-mae¢ctiiooad®, i .e. performing the O6ar
science. Interestingly, it was the skills acquisition theory of the 1980s which

focused the attention of nurses on unconscious or tacit problem solving

(Greenwood 2000).
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Greenwood introduced an alternative epistemology of practice implicit in the

artistic, intuitive processes which some practitioners do bring to situations of

uncertainty, instability, uniqueness and value conflict. The reflection he

describes is triggered by the recognition that a situation does not feel normal.

This could be an unexpected action or outcome, or just an intuitive feeling of

unease similar to that frequently reported
(1984). A routine situation is then situated outside accepted parameters and

identified as uncertain and problematic.

This theoretical area of practice remains to be fully understood, particularly
that of decision-making processes in uncertain, ambiguous and urgent
situations from the perspective of those undertaking them. An investigation
into this area of practice would improve the level of understanding from the
perspective of the practitioner and suggests a different approach from those
employed by published studies to date.

2.4.2 The Impact of Critical Thinking in Uncertain Situations

Critical thinking remains the cornerstone of best practice in nursing: it enables
individuals to evaluate a number of possibilities before reaching a considered
judgement according to Oermann (1998). The concept is challenging
because it requires the ability to recall facts, construct them into a meaningful
entity, and then apply additional information to the situation on an ongoing
basis (Alfaro-LeFevre 1995). The challenge increases when the skill is
employed in an environment of uncertainty and urgency. The process
conceptualises and applies information from observation, experience,
reflection, inference and communication in a technical manner, demonstrating
the ability to examine different perspectives and explore alternatives
(Oermann 1998, Shin et al 2006).

Nurses need effective critical thinking skills in order to be safe, competent,
skilful practitioners in their profession (Kataoka-Yahiro & Saylor 1995). The
key | ies within dstem whatisraesant@ndanbanihgfut vy t o

given the context of the situation. This moves the practitioner beyond simple
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assessment and application of facts and rules (Forneris and Peden-McAlpine

2007). The role of critical thinking in acute care nursing is an area worthy of

greater focus than the literature suggests and warrants re-examination.

Kataoka-Yahiro & Saylor (1995) used focus groups to develop a taxonomy of

the multiple terms used in clinical decision-making and judgement literature

and to define the competencies defined in the model below (Table 2.5

overleaf).

Table 2.5 Critical Thinking Model for Nursing Judgment

Levels of Critical Thinking

Level 3
Commitment

Complex

Components of Critical Thinking

agrLONE

Specific knowledge base in nursing
Experience in nursing

Critical thinking competencies
Attitudes for critical thinking
Standards for critical thinking

Kataoka-Yahiro & Saylor 1995

The levels of thinking relate to the experience of the nurse with those at level

1, the basic level, being at an early step in the development of their reasoning

ability, whereas the nurse operating at level 3, the commitment level, being

able to select an action based on identified alternatives. The qualities listed

below the figure influence the cited levels. The authors however do not

provide evidence of the model in practice. This evidence gap undermines its
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rigour as a theoretical concept. This suggests an opportunity for real time
observation to qualify the theory particularly within the constraints of uncertain

nursing situations around a deteriorating patient.

Shin et al (2006) studied the development of critical thinking skills with nursing
students in Korea. Using the California Critical Thinking Disposition
Inventory® they showed that critical thinking skills improved incrementally after
each academic year of study. However, the study did not demonstrate how
this would be applied to patient care except to state that the authors assumed
critical thinking to be an essential component in the making of effective
judgements. The implications are cited more in the educative arena however
the influence of academic study on critical thinking warrants consideration

under real life conditions.

Forneris and Peden-McAlpine (2007) reported on a new reflective learning

intervention to teach criticality in thinking. They employed the intervention

with the aim of I mpr ovi ngskiisaddwingahefirsté6r sesd ¢
months of practice. Their premise was that improving critical thinking skills

improved patient outcomes. They stated that novice nurses need support in

the clinical setting to incorporate critical thinking along with skill acquisition.

The assumption exists that thinking in the real clinical world differs markedly

from thinking under structured learning environments. The researchers

implemented an intervention that comprised four interrelated components.

The participants were first asked to reflect in the form of a written story on an
aspect of their work during the previous week that had either gone very well or
resulted in feelings of discouragement or frustration. The second component
involved the participant using their story in a reflective interview with the
investigator. They then underwent preceptor support where they were
assisted while identifying significant aspects of care situations they had

experienced. Lastly they participated in leader-facilitated discussion groups.

3 California Critical Thinking Disposition Inventory contains 75 iterrchiitke fokegtiresponses
representing an aspect of critical thinking disposition incindicgdpess, inquisitiveness, analyticity,
systematicity. A low score repreiepsitional weakness; a high score indicates dispositional strength.
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The researchers found that these interventions allowed the participants to
convert abstract theoretical principles into daily care-giving practices, enabling
them to gain a deeper understanding of patient needs. The novice nurses
were coached to connect critical thinking with real life practice and thus
enable a broadening of their perspectives and the ability to reframe thoughts
and insights. The authors recommended this model as a way of teaching and
developing essential critical thinking skills. Itis not an area that has yet been
explored in acute care situations and has not been evaluated with more

experienced nurses or when a situation is uncertain.

2.4.3 The Complex Nature of Acute Care

In the acute care ward the ability to make pertinent and effective decisions
about a patient in a timely fashion is crucial to ensure effective provision of
care and management. Decisions regarding a deteriorating patient
incorporate certain characteristics depicted in Table 2.6, thus demonstrating

the multifactorial nature of the clinical setting (Currey and Botti 2003).

Table 2.6 Characteristics of Acute Care Decisions in the Clinical

Environment

Decisions are complex

Information is ambiguous and uncertain

The quantity of information to consider is large

Clinical problems are poorly structured

Decision outcomes are iterative because they require further evaluation
Decisions have high stakes and consequences ensue for both decision
maker and patient

Decisions can be made individually or in consultation with others
Organisational goals and cultural norms must be considered

Time constraints exist

= =4 =8 8 -8 -9

= =4 =4

Adapted from Currey & Botti 2003

The way professionals make decisions has been conceptualised in many

ways by many authors. These studies often used simulated controlled
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settings to examine the phenomena and did not appear to incorporate
elements of the human condition such as stress and the personal interactions
that form the background and backbone of many uncertain clinical situations
(Bucknall 2003).

In acute care the nurse first encounters a clinical problem or diagnostic task.
The complexity of the task influences the ensuing decision-making process
(Hamers et al 1994). The more complex the task the more potential for a
deleterious outcome when making the decision. Decisions are considered
complex when numerous attributes must be considered by the decision maker
in a short space of time (Currey and Botti 2003). Tanner (1984) describes the
determinants of task complexity in terms of cues: the number and clarity of the
cues, whether cues overlap in addition to the uncertainty of the situation.
Irreducible uncertainty increases the task complexity (Hamers et al 1994).
Staff workloads, time constraints, time of day and the physical layout of the
clinical area have also been highlighted as factors affecting the decision-
making process (Bucknall 2003). Uncertainty in acute care can lead nurses to
use cognitive shortcuts in the decision-making process known as heuristics,

or Orul es of t humbo.

Heuristics can be both useful and necessary but can also introduce a series of
biases into decisions when selecting or interpreting data. They can also lead
to the premature closure of a clinical problem (Thompson 2003). This may

result in inaccurate decision-making. The most common errors are

overconfidence in the correctness of

hindsight whereby the practitioner reasons backwards. Experience drawn
from previous similar situations is given precedence over garnering objective
and current patient data. How nurses use heuristics in the acute care world
has not been fully explored to date. An examination of its currency in
uncertain scenarios may elucidate how nurses reach their decisions. To do
this requires an approach that enables the nurse themselves to explain from
their perspective what and how they are thinking. This cannot be achieved
through a rationalist paradigm, it demands a different epistemological

approach that reveals the phenomenon.
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Smith et al (2007) examined the contextual factors that affected acute care
physiotherapists when caring for cardiorespiratory patients whose condition
might decline. Using observations in practice and semi structured interviews
a number of contextual factors were identified. These were around three

broad themes:

i. Factors related to the nature of the decision itself
ii. Factors related to the context in which the decision occurred
iii.  Factors related to the physiotherapists themselves.

The authors showed that the more complex the decision the more in-depth
the reasoning process with deliberation increasing with the level of uncertainty
and the critical nature of the outcome. In acute care the implications are that
increased deliberation time may pose delays in reaching the decision
required. Rattray et al (2011) examined which professional, situational and
patient characteristics nurses judged to be worthy of referral and reflected
patient acuity. Using a factorial survey design the authors requested
participants to respond to vignettes describing a situation and patient
condition. Participants were registered nurses working in acute care areas.
They found that nurses appeared to process complex information
appropriately when making decisions about the acutely unwell. The use of
the track and trigger system emerged as the single most important predictor
of referral behaviour. Other predictors, of both deciding to refer a patient and
in assessing patient acuity, was abnormal physiological variables. In contrast
to other studies these findings did not show context (shift activity and staffing
for example) as predictors. Smith et al (2007) recognised that decision-
making in acute care can be steeped in contextual influences due to its
fraught and mobile nature and that the more experienced practitioner exerted

greater control over the contextual factors.

Franklin et al (2011) observed the decision-making that physicians undertook
in an emergency department. They focused on task transition. They
discovered that there were three main types of decision. Decisions were

either planned, opportunistic or forced upon the physician, for example, when
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a pager alarmed. Shifting from one task to another and the inherent speed of
decision-making presented potential areas for error. The authors claim that at
present there is no cognitive support for such decision-making, and therein
lies the clinical risk. Acute care nursing poses similar challenges. A nurse
may be caring for 6 or more patients and also having to care for at least one
seriously ill patient amongst that caseload. Task transitioning occurs
continually and requires speedy decision-making. Gaining an understanding
of the factors relating to and influencing this type of decision-making may
elucidate where the risks exist and thereby enable them to be addressed and

optimally minimised.

Variability in the decision-making process can be due to several factors

including the decision support available from colleagues (Currey and Botti

2006) . I n fact collegial interactions hav.:
decision-making (Benner 1984). Hoffman et al (2004) used questionnaires to

examine what influenced decision-making among a variety of nurses of

different specialities. They concluded in their small study that education and

experience were not significant factors but the professional orientation of the

support accounted for variability in decision-making. The authors recognised

that their conclusions were preliminary given the small sample size and single

site used. The study points out that further observation of the use of support

in decision-making may be useful.

Andrews and Waterman (2005) undertook a grounded theory study,

attempting to capture the moment when a patient deteriorates in a medical

and surgical ward. Although very little deterioration was observed, the

authors were able, via semi-structured interviews, to generate a number of

t heories about the way nurses O6packagedd d:
manage and communicate it. They describe in detail how deterioration was

detected, and how complex and difficult this process was. Also described

was the difficulty nurses then have in communicating this to medical staff,

reinforcing the importance of teamwork. This work also supports that of

Benner et al (1999) by suggesting that intuitive knowing is a large part of the

process, with knowledge and experience also being important factors.
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Andrews and Watermanodés (2005) study is the
phenomenon in general ward settings with deteriorating patients. The

weakness of this study in contemporary terms is that it was undertaken prior

to the advent of critical care outreach teams and the researchers in the field

observed very little deterioration.

Hancock and Durham (2007) describe the decision-making process used by a

consultant nurse working in a critical care outreach team with a specific case

where a patient became critically ill on a ward. Again the ambiguity and

complexity of decision-making were highlighted. They also noted that with

critically ill patients in a ward environment there is very little information on

which to base judgements, so practitioners rely heavily on powers of

observation and the cues that are availabl
together a jigsawo. The nurse drew on di f-
as practical, experiential and intuitive knowledge all at different times. Within

this process, a number of theories and models were reflected such as the

information-pr ocessing model , Hammés Cognitive Co
1988), and Sc hnaationghearye($choa £988). a'lmeir reflective

account offers insight into the multiplicity of processes that occur with critically

ill patients within ward areas. They concluded that more research is required

in this area.

2.4.4 Summary

Decision-making in uncertain situations has been explored by several authors.
Researchers have shown that a variety of contextual factors affect decision-
making at these times and different paradigms of cognition are used by
professional practitioners. There still remains a gap in the literature that
explains how nurses working on acute care wards derive support for and
manage their decision-making when working in uncertainty. An
epistemological stance that investigates this from the perspective of those
nurses is required. This necessitates a way of knowing that seeks their view
point, their thinking and what influences their reasoning in uncertain clinical

situations illuminating the problem solving strategies they use when reaching
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a decision and what actions to take. This may enable us to gain greater
understanding of the phenomenon and what factors influence the care of
these patients.

2.5 Decisions Made in Urgent Situations

The literature surrounding decision-making in emergency situations is sparse.
Few authors have captured this phenomenon and even fewer have captured it
in clinical practice as it happens. This may be because of the practical,
logistical and ethical dilemmas in researching people at their most vulnerable.
More recently studies have been carried out using simulation to capture the

processes in play at these times.

Kinsman et al (2009) examined factors that may influence the way nurses
detect and respond to deterioration focusing on their situation awareness.
Using simulation, 51 final year nursing students in Australia undertook two
video recorded simulation sessions and completed a knowledge questionnaire
pre and post scenario followed by a reflective interview. The study showed
that the students did not use a systematic approach in their assessment of the
patient and the unfolding scenario. The detection of signs seemed to be
haphazard with some important cues being missed due to fixation on others.
As the deterioration worsened participants undertook fewer routine
assessments in response to the scenario. At follow up some commented on
the difficulty of making decisions and assessments using a mannequin and
said they would have acted differently in the real clinical area, such as asking
for help. Implications for the practice and education of nurses suggest careful
preparation when faced with such scenarios in the acute care ward
environment. This study resonates with other work around poor detection and
response to deterioration, but due to its simulated nature it may have not
illuminated all of the factors that a study using fieldwork in the acute care

clinical setting.
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Stress is a contextual factor that has been shown to hinder the decision-
making abilities of nurses in an intensive care unit (Bucknall and Thomas
1997, Cioffi et al 2010). The additional monitoring and interventions required
can be stressful to a ward nurse who may not feel proficient in the care of the
critically ill patient. Emergencies can encapsulate a range of complex tasks
that require rapid decision-making. In turn they can increase stress and
anxiety in the practitioner inducing the desire to want complete tasks faster
increasing the likelihood of error (Bond and Cooper 2006, Kinsman et al
2009). This is particularly so if the task is new to the nurse, which in the
situation of a patient becoming seriously unwell on a ward, may well be the
case. Some studies have examined the way students make decisions
(Cooper et al 2010, Kinsman et al 2009, Endacott et al 2010, Cooper et al
2012). This series of studies, taking place in simulated conditions, highlighted
the level of stress exhibited by the students when they were forced to make
clinical judgements alone rather than with collegial assistance. Even when
the cues became more obvious, the performance of the participant decreased
as their anxiety heightened. Little remains known about the cognitive
processes and actions a ward nurse undergoes during emergency incidents
and how these can be improved resulting in safer and more effective patient

outcomes.

Severalstudi es used 6thinking out | oud?©d
processes, however there are weaknesses with this method in that the
unnatural process of speaking thoughts alters the content and process of the
thought (Elstein et al 1978). Participants can feel constrained and not
articulate their thinking very well. There is a danger that their thinking is
expressed in a more linear way than actually occurs due to the pressure of

verbal expression.

Decision-making in urgent situations is a sparsely reported on phenomenon.
Andrews and Waterman (2005) attempted to capture it, but did not withess
any rapidly deteriorating patients to utilise. Studies have relied on simulation
or reports after the event. The way nurses cope and act when in this situation

is poorly understood. Yet we know from the early work published by critical
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care authors during the 1990s and 2000s that it is an important concept to
grasp and consider in order to improve care standards of these patients (Audit
Commission 1999, NCEPOD 2005). Greater understanding may help us to
make the changes required to equip nurses with the knowledge and skills they
need to effectively carry out their duties when making rapid decisions in
urgent clinical situations. A new epistemological approach gleaned via the

perspective of the nurses would illuminates the complex factors involved.

2.6 Summary

When caring for unwell patients nurses are often faced with complex data
when having to decide when to call for help in difficult clinical situations. It is
crucially important to improve understanding of such clinical decisions if we
are to develop an appropriate solution. There is little in the current literature
that offers persuasive evidence that either the humanistic-intuitive approach
or the systematic-rational approach presents a solely convincing explanation
for the decision-making processes of ward nurses who are engaged in caring
for deteriorating patients. Due to the paucity of studies in this arena there is
limited understanding of the range and depth of the contextual factors that
influence this process. Although fundamental to providing quality of care, the
reasoning within the decision-making process has yet to be fully described in

nursing literature (Fonteyn and Ritter 2000).

This literature review identified various gaps in the current knowledge,

detailed above, about how nurses make their decisions in acute care settings.

Over a decade after McQuillan et al (1998) coinedtheter m 6subopt i mal
there still appears to be a problem with the identification, clinical reasoning

and subsequent management of deteriorating patients. Very few studies have
examined what happens in the clinical environment prior to the input of a

senior colleague or critical care expert. There is a dominance of simulation

and review studies, also studies set in other nursing and professional

specialties. Clinically based real time studies are required to explore the

effect of the environment on decision-making (Lamb and Sevdalis 2011).
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Gaps exist in the literature related to our understanding of real-world acute
care decision-making. Firstly, simulation has questionable reliability and
validity in real clinical setting. Secondly, there is a lack of empirical research
on decision-making prior to the arrival of assistance to the nurse. Thirdly,
there is a dearth of research carried out in real time in the clinical area itself.
It is therefore timely and important to investigate the phenomenon in the

clinical environment.

In summary, both scientific and interpretive approaches have been used
previously to study or illuminate different aspects of the clinical reasoning
process. My research utilises the interpretive tradition, namely grounded
theory, to explore how nurses make decisions in clinical practice when faced
with a patient whose condition is declining. Features of interpretive research
important for this research are the ability to explore complex human
interactions in the real world of clinical practice as they occur. Chapter 3
presents a detailed description and rationale for the approach adopted in this

research.
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CHAPTER 317 DESIGN AND METHODOLOGY

3.1 Introduction

This chapter sets out the methodological choices that were made in order to
engage with the issues that surround clinical reasoning and decision-making
by nurses when caring for a deteriorating patient. These choices relate to
data collection and analysis. The guiding objective of the study was to
uncover an explanatory theory underpinning the decision-making process
utilised by nurses when caring for a deteriorating patient.

First, the philosophical challenges presented by the concept of reality within
the study parameters are examragnaism Then, t
are defined and how this philosophical stance provides a context to illuminate
the phenomenon. The theoretical perspective of symbolic interactionism is
discussed with reference to the epistemological position underlying the
enquiry. This is followed by a rationale and demonstrable defence of
grounded theory with dimensional analysis as the choice of methodology.
The key issues of trustworthiness encompassing credibility, transferability,
dependability and confirmability are explored. Throughout the chapter |
interpose my reflections on the methodological choices | made, including my
ontological position at the start of the study and how this influenced the

decisions | made.

3.2 The Philosophical Challenges

In order to ensure a strong framework it was imperative that the chosen
research par adi g ihiwndthithe@pisemdogi@ldanda 6
methodological positions determined by the stated aims of the study (Crotty
1998, Gray 2004, Grix 2004, Mills et al 2006, Birks and Mills 2011). Five
components framed the study design (Crotty 1998, Maggs-Rapport 2001).
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These comprised:

Ontology - What is reality?

Epistemology - What counts as knowledge?

Theoretical Perspective 1 What is the philosophical stance informing the
methodology?

Methodology - How can we understand reality?

Methods - How can evidence be collected about reality?

Caring for an acutely ill patient who is deteriorating forces the practitioner
through a range of complex activities, thought processes, decisions,
communications and interactions within a dynamic environment. The nurse
develops a different therapeutic relationship with every person (Rolfe and
Gardner 2005). My methodological decisions had to address these
complexities and | sought the most effective way to understand the meaning
of t h e socialingracsiams and decision-making processes
(Hammersley and Atkinson 1995, Crotty 1998, Schwandt 2000, Boyd 2001).

My background in critical care had situated me towards the dominant
paradigm of positivism as most critical care research encompasses
guantitative research methodologies. | recognised that a study with the goal
of achieving a deeper understanding of the contextual factors influencing the
decision-making processes in an acute care setting would demand a different
approach. | therefore sought an alternative epistemology rather than tread
the traditional positivist path prevalent in healthcare research (Carper 1978,
Pyles and Stern 1983, Benner et al 1999, Smith 1987, Munhall 2001).

3.2.1 Social Construction of Reality

The goal of this study was to capture the complex reality of decision-making
and make convincing sense of it (Strauss 1987). The term social construction
of reality refers to the theory that the way we present ourselves to other
people is shaped partly by our interactions with others, as well as by our life

experiences. How we were raised and what we were raised to believe affect

67



how we present ourselves, how we perceive others, and how others perceive

us. In short, our perceptions of reality are coloured by our beliefs and

backgrounds. Nursing involves a spiral of connections between patients,

visitors and colleagues. Therapeutic interventions are based on combinations

of judgements. These interactions tell a story about human interplay and

relations. My focus lay in uncovering the contextual factors that impacted on

t he nur s esnakinglengronseénd m order to understand and capture

the fluid nature of these interactions the study had to take place in the real

worl d of clinical ©pr act whaeallisgoihgowlesr esbe e ki ng
(Schatzman 1991). The notion of objectivism found in the positivist paradigm

was rejected when | chose to position myself with the participants and

construct the emerging meanings with them (Jones 2003, Andrews 2004).

This viewpoint, however, is not simply subjective. The meanings in this world

of acute care are constructed during the process of action rather than

consciously created by the participants: the meaningiso made 6 (Crotty 19¢

The explanatory logic that frames this story is developed from a perspective in
context, under conditions involving actions and processes with consequences
for the patient or nurse (Schatzman 1991). Acute care is a complex world and
comprises a multiplicity of realities which deny the existence of an objective
reality. Social realities are shared because nurses work in teams and their
work is influenced from many sources and is multifactorial. | therefore located
myself as the researcher in the clinical environment. By being present in the
field, experiencing it and sensitising myself theoretically to its nuances
allowed me to guide the interviews that comprised the data. | undertook this
fieldwork in medical and surgical wards of a district general NHS hospital
Trust. My intention was to capture and explore the different interactions
between the nurses, their colleagues and the patients. My thoughts were
recorded as analytical memos which would act as prompts to inform and

develop a conversation with the participants following the fieldwork.

Data were collected from detailed personal reflections and explanations given
by the nurses and other key hospital staff during semi-structured interviews.

These were digitally recorded, enabling continuous review, so that theoretical
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analysis of the data could be undertaken. Dimensional analysis techniques
were used to understand and analyse the data (Schatzman 1991). The
technique of constantly comparing data by conjuring up dimensions, making
memos, patterning across dimensions via explanatory matrices until the
central organising phenomenon was revealed was undertaken throughout the
study. Emerging dimensions and their salience were revisited with the
participants wherever necessary for clarity, further investigation and
verification. During the research process data formed the foundation of the
substantive theory and constant analysis generated the dimensions that were
created (Kools et al 1996). These techniques operationalised the tenets of
social construction of reality by examining the social processes occurring in

the field, revealing the facmakings t hat infl

Throughout the study | acknowledged that my position as researcher was not
a neutral one. Having spent 25 years working as a nurse in intensive care
and 6 years working on acute care wards as a critical care outreach nurse,
the environment and ward routines were familiar territory. Grounded theory
allows the perspective of the researcher to be acknowledged and moreover
involves the researcher in data analysis whilst collecting data (Bryant and
Charmaz 2007). Indeed, | used this awareness to inform and shape further
data collection. Schatzman (1991) actively encouraged the conjuring,
assembly and patterning of data as it is conceived. He advocated natural
analysis and accepted that the perspective of the researcher was integral to
discovering the properties of complex issues. He encouraged the researcher
to view data from different perspectives and be sensitive to the phenomenon
being studied. I inductively O6senseddb6 a c¢
explored it thus forming a more fully abductive stance. It was necessary for
me to clearly accept my own experiences, which | did through memo-ing. |
then integrated these to compare with the emerging data. | recorded how |
merged, shaped, influenced and responded in the field as perspectives shifted

and connections in the data were made.
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3.2.2 Pragmatism

Pragmatism is based on the ideas of Dewey and Mead who viewed reality as
that of interacting perspectives (Mead 1934, Robrecht 1995, Heath and
Cowley 2004, Reichertz 2007). It began as a philosophy intended to mediate
between science and belief. It examines the practical consequences of a
hypothesis using controlled lines of inquiry. Central to this study was how
nurses made decisions about patients. This included how they decided to
refer to more senior staff and doctors, and how they interacted with one
another and other colleagues during the decision-making process. Referral is
a social interaction; it is a social process. This has parallels with the
pragmatist philosophical originsof Strau s s 6s Chi cago .school doct
Pragmatism views reality as characterised by indeterminacy, fluidity and
multiple interactions between people who are active and creative (Bryant and
Charmaz 2007, Scholes 2011). Itis a philosophical tradition centred on the
linking of practice and theory where theory and practice are not considered
separate entities. In acute care, nurses have to work with other professionals
in a context of frequently changing clinical scenarios. Pragmatism seeks
reference to efficacy, the everyday nature of reality and an examination of the
consequences of any action. It is a philosophy whose essence is practice

related and therefore resonates with the research question.

We know from the decision-making literature (chapter 2) that clinical
reasoning involves problem solving. Pragmatism is an epistemology that
states knowledge is gained through problem-solving where theory is extracted
from practice, and applied back to practice (Stribing 2007). Furthermore, in
pragmatist philosophy meanings emerge through practical actions to solve
problems (Bryant and Charmaz 2007). It has been described as a
philosophical approach that has flexibility, matching the best methods to the
research question rather than stipulating a rigid approach (Whittemore et al
2001). This reflects the methodological approach | chose to gain and
discover an understanding of all considerations involved in the phenomenon
of decision-making and clinical reasoning with deteriorating patients

(Schatzman 1991). Lastly, central to the pragmatist stance is whether the
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theory has any usefulness shown by its practical consequences (Star 2007,
Strubing 2007). This was important to me as one of my objectives in this
research was to identify which contextual factors in a ward environment
promote good quality care for this group of patients (defined as timely

i ntervention when a patientodés condition de:

Pragmatists see facts and values as linked rather than separate entities.

They also see truth as relativistic and temporary (Bryant and Charmaz 2007,

Scholes 2011). | have taken the stance that reality is not a single objective

external substance. It encapsulates many perspectives that require

understanding in the context of acute care. Clinical situations demand a

rigorous approach to care, often supported by protocols and systematic

procedures. However, clinical situations also become unpredictable, and they

shift. | agree with Striibing (2007) who explains that theory is always linked to
practical probl ems, O&6pr acdancompdsi6bg i n t hi s se
understanding of processes, patterns, relationships between the interacting

perspectives as played out in the clinical setting. It was important for me to

remain close to the studied 6worl ddéd and to
showed processual relationships in the field. This perspective sat closely with

pragmatism.

3.2.3 Symbolic Interactionism

The term symbolic interactionism was coined by Blumer (1969) who was a

student of Meadds and continued his work i
echoed Meadbs stance stating that human be
a series of interactions they have and the meanings these have for them

(Robrecht 1995). Blumer (1969) summarised symbolic interactionism using

three main constructs:

I Meaning: humans act toward people and things based upon the
meanings that they have ascribed to those people or things. Symbolic
interactionism holds the principal of meaning as central in human

behaviour. It doesn't matter what is actually true or not true. People
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react based on what they believe to be true (and thus meaning is
symbolic and not actual).

ii.  Language: the means by which to negotiate meaning through
symbols. We give things, and events names (labels) and it is through
engaging with others that humans come to identify meaning, or
naming, and develop discourse. In other words, because meaning is
symbolic, it changes, adjusts, and adapts based on our interactions
with other people. Our knowledge is constrained by our ability to
name, and thus define (negotiate the meaning), ourselves and the

world we live in.

iii.  Thought (taking the role of the other): this modifies each individual's
interpretation of symbols. Thought, based on language, is a mental
conversation or dialogue that requires role taking, or imagining different
points of view. We have a constant inner monologue that reimagines

and reflects upon our perceived reality.

Acute care nursing within the ward involves a series of unique symbolic

systems. These systems require interpretation and understanding. To gain

i nsight into the nurseds clinical reasoni n
symbolism inherent in, for example, their knowledge and experience, or their

attitude to more senior staff as they care for the patient and interact with

colleagues. Benzies and Allen (2001) state that symbolic interactionism

traditions are concerned not only with kno:
but also with understanding the process by which these viewpoints develop.

Unravelling these aspects of care enables me as the researcher to decipher

the meaning of the interactions and their potential impact on patient care.

Central to symbolic interactionis-m are the
concept, self as an object), role-t a k ilaolgng-g 6 a s s, and @efinftidn of

the situation (Heath & Cowley 2004). Symbolic interactionism is described as

people building their views of themselves and others because of interactions

they have had, the way they have been perceived, and have treated each
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other (Jones 2003, Gray 2004). All participants who took part in this study
would have a concept of themselves as health professionals as they have
grown and developed during their (in some cases neophyte) careers through
many previous interactions. Their own individual perception of their role
would mould their accounts and stories. This symbolic interactionist view of
6sel fd is an i mportant perspective
and actions in the context of caring for a deteriorating patient. Symbolic
interactionism emphasises the placing of the researcher in the world of the
participant in order to see things from their perspective. This led me to
consider grounded theory as an appropriate methodology, stemming from a
congruent philosophy. Moreover, using grounded theory allowed me to
explore the participantds O0sel fo6 i m
my understanding of the impact of their experiences on the way they reason

and make decisions.

Given the complexity of the phenomena investigated it was impossible to view
all the realities and systems in isolation. Their individual parts could not be
predicted and needed to be viewed as a whole acknowledging the interactions
and different perspectives that were created in the setting, not fragmented
from each other as in positivist inquiries (Lincoln and Guba 1985). Symbolic
interactionism sits philosophically with the ontological and epistemological
position | have taken which is that multiple realities exist and meaning is
socially constructed. Itis closely related to pragmatism and aligns with the
philosophies emanating from the University of Chicago where Schatzman and
his colleagues practised. The Chicago School of Sociology established
sociological ethnographies (Stribing 2007). Mead had great influence on
Strauss who worked alongside Schat z

and epistemological contributions on interactionism.

Symbolic interactionism assists wit
actions and the meanings that can be attributed to them in their context so
that their world can be interpreted. For this study it contributed to a valid and
comprehensive review of the particular theoretical and practical concerns

when caring for acutely unwell patients. | believed that through sensitising
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myself in the field whilst shadowing nurses whose experiences were then

discussed in interviews and focus groups, a shared understanding could be

co-constructed with the participants. Schatzman posited the notion that

human beings act towards things based on what they mean to them (Kools et

al 1996). Through adopting symbolic interactionism as a philosophical
underpinning for this study, | was able to
behaviours were shaped through social interaction in the ward, i.e. their

context (Aldiabet & Le Navenec 2011). This research is based on the concept

that theory comes from practice and therefore relates pragmatism to symbolic

interactionism.

3.3 Methodology - Grounded Theory

This section sets out the rationale for using this particular approach.

Grounded theory seeks to construct a theor:
lives that they perceive as important (Mills et al 2006). These issues emerge

from stories as told to the researcher. Originally crafted by Glaser and

Strauss this methodology allows theory to be derived (grounded) from the

data themselves (Glaser and Strauss 1967, Robrecht 1995, Walker and

Myrick 2006, Glaser 2010). With little already established about the chosen

area of study, a grounded theory methodology had appeal because of the

fluid nature of its explanatory power (Mills et al 2006, Birks and Mills 2011).

There is thus evident compatibility between research method and research

guestion which demanded a particularly flexible and inductive approach.

Grounded theory is a systematic qualitative research approach where theory
is discovered from data (Aldiabat & Le Navenec 2011). A key feature is that
the researcher stays close to their study world and uses analysis early in the
data collection process in order to focus further data collection, continually
refining and checking emerging conceptual categories. This iterative,

constant comparison is the cornerstone of grounded theory (Chamaz 2008).

74



Classical grounded theory has three main characteristics (Bryant and
Charmaz 2007, Andrews 2012, Glaser 2012):

I. Itisrelevant in studies that have diverse areas and disciplines and in
particul ar whear e@rkindoviedgd i s | i ttl e O
li. It uses constant comparative analysis where data collection and data
analysis are concurrent making use of reflective memoing, looking for
patterns in the data and creating conceptual frameworks
i. It generates theory from uncovering whai

concerns are, and how they resolve these.

This study draws on grounded theory methodology using dimensional

analysis (explored later in section 3.4) . 't all owealthahis t o di sco
involvedd and to view what the participants sauw
phenomenon of decision-making and clinical reasoning when caring for

deteriorating patients (Schatzman 1991, Stern 1994). Schatzman moved

away from the prevailing view of grounded theory during his time working with

Strauss at the Chicago School (Gilgun 1993). Schatzman (Schatzman and

Strauss 1973) believed that everyone has the ability to undertake analysis

(natural analysis) and that the process requires a different order to study
participants so that the &6whol ed can be r e

advocated were:

i. A person can take a perspective on oneself, and act towards himself
ii. A person can hold several perspectives on himself as well as other
things, people and events, and in new situations create more
perspectives
ii. Oneds own per spect ioughsocial siteatioheance | oped t h!
processes one has been involved in and with which he can identify
iv. These perspectives become conditions f o

meaning what motivates his actions are of his own making.

The choice of method to study participants requires the researcher to get

close to those being studied in order to best comprehend their actions.
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Schatzman says the researcher must be present at the location to watch and

also listen to the symbolic sounds that characterise the observed interactions.

Speaking with the participants will reveal the nuances of meaning from which

their perspectives and definitions are forged. He developed a way of

undertaking data analysis that built on the classical grounded theory principles

first described by Glaser and Strauss (1967). This method of dimensional

analysis provides an understanding or theory of all considerations seen as

i nvol ved in the phenomenon and as constitur
1991). Schatzman (1991) desdmensoresavheeethé conj uri ng
researcher undertakes creative abstraction of data using conceptual labels to

illuminate phenomenon and subsequent dimensions. As new aspects are

conjured the 6whol ed and the cognitive pro
of analysis and definition. This results in an overarching explanation that can

tell the story.

The multi-layered interactions that take place in the acute care environment
are shaped and driven by the shifting attitudes of the key players. Schatzman
(1991) supports the notion of multiple perspectives whose attributes must be
stated, properties defined and the relevance and salience of each assigned to
a dimension. The reflexive stance of dimensional analysis where the
researcher inductively builds an idea,thend educt i vel y o6grounds it
for shifts in perspectives to explore the phenomenon (Gilgun 1993, Scholes
2012). As a nurse with considerable experience at ward level, the self-
reflexive approach acknowledges the difficulty in distancing oneself from the
analysis and writing. This conscious self-awareness allows the researcher to
embrace the experience and harness it to build emerging theory. The
conjuring of dimensions drives an inquiry into the parts, attributes,
interconnections, context, process and implications of the study (Schatzman
1991). The patterning of the dimensions will build towards a theoretical
explanation of decision-making and clinical reasoning when caring for a

declining patient.

Grounded theory and dimensional analysis benefits the researcher by offering

different analytical lenses through which to view the data. The creation of the
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dimensions and the active acknowledgement of the differing perspectives,
including mine as an experienced critical care nurse, using the techniques
described by Schatzman (1991) and Schatzman and Strauss (1973) helped
me to systematically generate the substantive theory that explains the clinical
reasoning and decision-making processes with deteriorating patients. The
next section explores some of the history and key debates within grounded
theory.

3.3.1 The Theoretical Background to Grounded Theory

Grounded theory provides a framework for social research when little is
known about the subject to be studied (Glaser and Strauss 1967). From initial
investigation into the literature about the care of the deteriorating patients
(chapter 1), it is evident that little substantive attention has been paid to
exploring the decision-making processes prior to referral to another
professional. Little @ prioribknowledge exists on the subject demanding an
inductive approach to theory building. This is important because it minimises
the influence of researcher preconceived ideas and offers an approach that
illuminates the decision-making processes from the perspective of the
participant, discovering and building theory through constant comparison and

shifting backwards and forwards through the data during data collection.

Grounded theory is a tool to explain a social process. All data are potentially

significant (Glaser 2012). The constant comparative method fundamental to
grounded theory enables the researcher to
and re-testing emerging hypotheses and their relationships and patterns

across concepts (dimensions). | conceptualised this from the methodological

literature as abductive reasoning (Figure 3.1 overleaf).
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Figure 3.1  The Use of Abduction in Data Collection and Analysis

Repeat - — First: Data

cycle Collection
Test out on Analysis:
data. Pose
(Deductive guestions
thinking) of the data
Dimensions
Develop Concepts.

hypothesis (Inductive
o o)

Growing conceptualisation and developing theory over time

(Adapted from Scholes 2011)

The process of abduction required a moving in and out of the data and study
setting. Following a period of data collection interpretations were inductively
shaped through memoing, asking questions of the data and conjuring
dimensions. | then returned to the wards and collected more data and made
further comparisons, gradually leading to the emergence of dominant
dimensions. It enabled the divergent to be identified and tested against other
dimensions for salience. When it became apparent that no new concepts
were being identified, | considered saturation to have been reached. This
shaping of the data enabled me to move analysis beyond description to a
conceptual theoretical level whilst always returning to the practice setting as
the theory developed, a key aspect of grounded theory. This is why the
research took place on the ward itself, in the midst of practice taking place

and did not rely on retrospective recollection of events.
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The initial inductive process to gather and interpret data (Glaser 2012)
allowed the nurses complete freedom to speak from their perspective about
their own experiences. There were no boundaries, restrictions or pre-
determined assumptions at interview. This fostered an unfiltered experience
of the world of acute care which is unpredictable. Relationships and
interactions occur on many levels between many different health care
professionals. These interactions may be visible, but not transparent. The
role of the researcher is to actively seek out individuals who are part of these
relationships, but currently unknown. Key players may remain unknown until
data is generated and analysed simultaneously from the participants.
Judicious memo writing acts as a conceptual trigger and leads to
methodological decisions which guide the direction of the study (abduction).
The enquiry can travel different paths which arise from the data themselves
rather than being pre-determined at the outset.

Grounded theory has the potential to develop explanatory theories about
social patterns, discovering the dominant processes, the behaviour of the
people involved and how they deal with their issues (Birks and Mills 2011,
Andrews 2012). Whilst other qualitative methods support enquiry into
patterns of behaviour, interaction and perceptions, it is the development of a
theory that can provide an authoritative explanation for these patterns that is
key. This is a factor that distinguishes grounded theory from other qualitative
approaches to research which at best may result in a thick description (Glaser
1978, 2010a, 2010b). Grounded theory was also the methodology of choice
given that it acknowledges the viewpoint of the researcher welcomes the
perspectives of the researcher and uses the researcher as a central part of
the theory development (Glaser and Strauss 1967, Schatzman 1991). The
attraction for me was that my many years of critical care experience that
became part of the enquiry journey and my perspective were both given

validity using grounded theory methodology.

79



3.3.2 The Historical Background to Grounded Theory

This section explores some of the debates that transpired during the evolution

of grounded theory and their relevance to this study and its methodological
decisions. Aldiabat & Le Navenec (2011) and Birks and Mills (2011) describe
the different édmomentsd of grounded

altered grounded theory and the way researchers approached it. These are

depicted in Table 3.1. These key differences that developed over the

decades influenced my methodological choice.

Table 3.1 The Decades of Grounded Theory

Decade Developments

1 | The Discovery Glaser & Strauss developed grounded theory
Decade methods publishing their initial book: The Discovery
1960 - 1970 of Grounded Theory: Strategies for Qualitative

Research (1967).

Philosophically post-positivism is the dominant school
of thought where there is an assumed reality worth
discovering through detached observation although
that reality may be flawed.

2 | The Blurred genres. Characterised by researchers
Development guestioning their place through research texts.
Decade Strauss published with Schatzman a guidebook on
1970 - 1980 fieldwork (Schatzman and Strauss 1973). Schatzman

described in this text his method of analysis although
did not at this stage label it as dimensional analysis
(Schatzman and Strauss 1973, Scholes 2010).
Glaser wrote in 1978 his book on theoretical
sensitivity (Glaser 1978), which began to open up key
differences between the Glaserand St r au s s
approach. Where Strauss identified the depth and
richness of qualitative research into social processes
and the complexity of social life, Glaser identified the
systematic analysis inherent in quantitative research
through line by line examination, codes, categories
and properties.

Constructivist thinking became very influential. Kathy
Charmaz began to think about grounded theory using
this methodological lens.

3 | The Diffusion
Decade
1980 - 1990

Dubbed the era of the. Acr
Charmaz began to publish work. Influenced by the 3™
and 4™ moments in its focus on the place of the author

in the text, the aut hor 6s
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Decade

Developments

and the importance of writing in constructing a final
text that remains grounded in the data.

Strauss responded with Juliet Corbin (Strauss and
Corbin 1990) providing guidance by prescribing
coding procedures and comparative techniques which
offered a variety of ways to manipulate data. This
approach has been criticised as over rigorous to such
a degree that theoretical sensitivity may be reduced
(Kools et al 1996).

4 | The
Diversification
Decade

1990 - 1996

This extends and overlaps the previous moment and
is termed the triple crisis as it adds legitimation and
praxis to representation. Legitimation questioned
particular measures used for deciding the merit of
gualitative research outcomes, while praxis provoked
guestions about the ability of textual analyses of
society to effect change. Postmodernist thought
permeated much of this debate.

5 | 2" Generation
Grounded
Theory
Contemporary
and future

Adel e Cl arkeds work on si
i ncorporating Straussos W
arenas and the notion of situations, embracing the
ideas of postmodernism.

Kathy Charmaz developed constructivist grounded
theory.

Juliet Corbin finalised 3™ edition of Corbin & Strauss
2008.

Computers were used for analysis.

Adapted from Morse (2009), Aldiabat & Le Navenec (2011) and

Birks and Mills (2011)

Strauss emphasised meaning, action and processes congruent with symbolic

interactionism. He favoured verifiying emerging concepts with participants,

thus co-constructing meaning with them (Charmaz 2008, Scholes 2010). In

contrast, Glaser felt grounded theory had an objective emphasis employing

analytic procedures and comparative methods. This allows the development

of concepts and assumptions which are derived from an external but

discernible world (Charmaz 2008). However, both authors concurred that

constant comparative analysis, theoretical sampling and theoretical memoing

were essential in the process of developing theory (Rennie 1998, Walker and

Myrick 2006).
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Schatzman addressed the complexity around analytic procedures by

embedding it in symbolic interactionism driven by the notion that humans act

towards things based on what they mean to them (Kools et al 1996). He did

this by makinguseofani ndi viodvmala®s$ | ity to O6conjure up
in other words using the natural human analysis we all possess as we engage

with a situation. Kool s et al (1996) desc
devel op the cognitive attribute of di mensi
naturally identifies the different parts of a perceived phenomenon such as its

attributes, the context in which it sits, the processes in play as well as what it

means to the participants and researcher (Schatzman 1991).

Natural analysis involves considering actions taken in relation to the context,

conditions and consequences, asking questions of each (Robrecht 1995).

This natur al anal ysis takes into account a
knowledge, acknowledging these as part of the thinking process or

0di mensional i tyd because t teptapomtoh i ssues o
view, or in dimensional analysis O6speakdo, .
Bowers and Schatzman 2009). Dimensional analysis is a dynamic process

but does not reject the use of received theory as originally purported in

grounded theory (Glaser and Strauss 1967).

Schatzman believed that building on comparative analysis developing
dimensions (characteristics), plus assigning a value to them in terms of
relevance, and then making inferences by assuming relationships among the
dimensions would lead to a richer understanding of the phenomenon.
Employing an extensive range of dimensions would prevent the threat of early
theoretical closure (Bowers and Schatzman 2009). In particular, the
explanatory matrix enables the researcher to check for plausibility of ideas,
and also consistency of them in relation to the context, conditions and
consequences of the study (Schatzman 1991). There is, therefore, an

assurance of credibility.
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3.4 Dimensional Analysis

Dimensional analysis is a methodological approach to the grounding of theory

in qualitative research (Schatzman 1991). It enables generation of theory

directly from data offering a comprehensive and thorough examination of data

and a rich view of the phenomenon whilst accommodating shifting

perspectives (Bowers and Schatzman 2009). Acute care nursing is a field |

am familiar with, and considering the multiple facets of this field of nursing, as

well as the requirement to acknowledge then set aside my own perspectives,

thismethodof anal ysis offered a r obalittatis way of e
I n v o lfremead/ariety of perspectives, some that | had not previously

considered.

Schatzman proposed dimensional analysis as an alternative way of

generating grounded theory. He believed previous methods of analysis often

appeared indistinct to the reader and in particular to a person who may wish

to learn from the research, and perhaps adopt it (Schatzman 1991, Gilgun

1993, Bowers and Schatzman 2009). Dimensional analysis delineates the

0di scovery processo6 in qualitative researc
1996). Dimensional analysis comprises four main phases which are

explained in section 4.5 in greater detail. The key elements are:

i.  Dimensionalising i naming data bits (abstract concepts and lining
these up against properties for comparison across cases)

ii. Differentiation i conflating and expanding dimensions determining the
significance of data bits and their relationship to one another

iii.  Explanatory Matrix T ordering the data into context, conditions,
processes and consequences before organising the dimensions and
properties illuminating the central perspective

iv.  Integration/reintegration i developing the explanation of the
dimensions around the central perspective to build theory

v.  Writing the theory (Scholes 2010).
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Dimensional analysis is informed by the central ideas and practices of
grounded theory, but differs in that it has its own logic, epistemological
assumptions, and specific procedures that differ from the grounded theory
described by Glaser and Strauss. It extends and elaborates on the original
constant comparative method (Schatzman 1991, McCarthy 2003). The
analytic processes are shown in Table 3.2. Schatzman believed these
structures enabled his students to proceed with their analysis more thoroughly
than by merely utilising the single tool of comparative analysis. He believed
strongly in the demystifying of analysis and making explicit the interpreting,

discovering and constructing processes.

Table 3.2 Analvytical Processes Used in Dimensional Analysis

Procedure Process
Developing, calling up In qualitative research this process happens
dimensions (characteristics). readily, but without the other analytical

procedures the identified dimensions may be
seen as the only possible ones.

Assigning relative value to This analytic process involves the researcher
each of the identified weighing relevance salience of the dimensions or
dimensions. rejecting them as not inherent to the situation

being studied. This process is influenced by the
researcherds own person
experiences and knowledge. Values are then
assigned to the identified dimensions.

Inferring, making inferences This analytic process involves the researcher
about dimensions conjured. making comparisons among the dimensions, but
also assuming relationship among them as well
as relevance or irrelevance of those dimensions.

Focusingon O what a|Schatzman felt that researchers fell into the trap
i nvol vedd i n t |offocusingtoo early on a basic social process,
without conjuring a large bank of dimensions. He
was concerned premature closure might then
occur and urged his students to stay open to
owhat all i's i nvol viche 0
view of the phenomenon.

Bowers and Schatzman 2009
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The research question demanded an approach that could detect and unfurl

the dynamic intricacies of the clinical situation. Having established the multi-
factori al nat ur e -onbking, ht@ok awpositienefsc@ deci si on
constructing meaning with them. | believe that natural analysis played an

intrinsic role in capturing the complexities of the observed relationships. |

consider that dimensional analysis offered a structure that illuminated these

complexities and presented both researcher and reader with a script to

disclose the links between actions and consequences.

3.5 Theoretical Saturation and Sufficiency

Theoretical saturation is the point where the researcher no longer considers

there is a useful benefit in continuing to collect data. Glaser and Strauss

(1967) describe this as when additional collected data no longer develops the

properties of a category. Reaching theoretical saturation is central to

grounded theory as it represents the point where the researcher believes

nothing new will emerge. Glaser (1978, 2010) warns of premature closure

which can result in at best a detailed description or account rather than the

development of a substantive or formal theory. However, it can be considered

as matd er o (Stradse gnd €oebim 1998). Strauss and Corbin (1998)

suggest that there is always potential for new dimensions to emerge if the

researcher searches hard enough. The notion of saturation and whether

saturationi s at al | achievabl e has beea chall eng
sufficiencyd has been used instead to indi
fullness of analysis and dimension development (Dey 2007). The challenge is

that partial rather than exhaustive dimensionalising takes place and

dimensions are not identified for all data. Charmaz (2006) argues that

categories are Osuggestedd by the data rat
suggests that saturation may be an artefact of the way researchers focus and

manage data collection thereby posing questions about the legitimacy of

claims (Charmaz 2006). Within this study data collection ceased when no

new dimensions were being developed. | then moved to verification to check
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the validity of my findings through re-interviewing and establishing a focus
group. This is further explained in section 4.5.9, Chapter 4.

The nature of grounded theory renders a defined sample size impossible.

The study size is settled when no new data is gathered and saturation is
reached. The study was situated in one NHS hospital. It could be argued that
undertaking fieldwork in different settings might have elicited new data.
However there were logistical constraints presented by the professional
doctorate timeline and NHS guidelines. Also, the aim of this study was to
explore the phenomenon of decision-making with acutely unwell patients at a
particular point in time. Healthcare is prone to rapid and unexpected change
which could have adversely impacted the contemporary relevance of this
study, the need for which was evident from the background literature review
(chapter 1). Given these factors, instead of making claims of achieving
saturati on, | preferredsubfuseebDeyodsasenmbi

of how | conducted this grounded theory (Dey 2007).

3.6 Critiqgue and Limitations of Grounded Theory and

Symbolic Interactionism

The background literature (chapter 1) demonstrates that most authors in the
critical care arena have adopted a positivist stance to explore the issues. The
critical care world is steeped in quantitative studies where comparisons of
mortality rates, readmission to ICU rates and much more are reported. A
criticism levied at exploring the phenomena from a qualitative perspective
relates to the perception that this type of approach is not effective in
producing valid data and results which will ultimately benefit the patients. This

view is founded on my personal communications over many years.

Research techniques in the quantitative paradigm cannot embrace inductive
processes. Grounded theory continues to struggle to achieve the same status
as other studies utilising highly controlled clinical trials (Birks and Mills 2011).

As argued in chapter 1, the plethora of studies thus far has not achieved a
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substantial improvement in the care of acutely unwell deteriorating patients it
seems timely to contemplate a new approach. | believe that grounded theory

using di mensional analysis wil!/ uncover wh.

because it offers a wayalltbatisibrev onlffgwretdbd e t o i |

perspective of those undertaking the work. This is a methodology that lends
itself to revealing the tacit knowledge, thoughts and motives of the nurses and
how their interactions influence their clinical reasoning, albeit unknowingly
through hearing their stories. Moreover Schatzman developed dimensional
analysis as a way of revealing the hidden internal barriers encountered by
researchers and this enhances the credibility and trustworthiness of the study
(Schatzman 1991).

The subjective slant of grounded theory may pose limitations. The study will
only illuminate the world of acute care as perceived by those taking part in the
research. There may be many other valuable data that will not be gathered
into this study. However, the research is designed to gain insight into how
this particular group of staff care for and manage patients. The study is not
designed to be generalizable across many settings, but will offer new
researchers a platform on which to anchor their investigations. The implicit
subjectivity will be managed reflexively and demonstrated via transparent
audit trails. However although grounded theory can be misconstrued as
purely subjective, it is important to note that it can incorporate quantitative and
gualitative data (Glaser and Strauss 1967, Andrews 2012).

My rationale for locating the study within the symbolic interactionism
perspective was that it would provide a lever with which to reveal all that is
known about the nurseso6é6 behaviour.
despite dimensional analysis purporting to be the vehicle through which to
illumi n aalel 6t h at ,thiswill neaer ke Fulty possible (Benzies and
Allen 2001). Critics have suggested that the psychological, emotional and
unconscious elements in human behaviour are under emphasised (Benzies
and Allen 2001). These limitations are recognised and acknowledged, and
the study design will facilitate maximum illumination of the phenomena

through rigorous technique and procedural precision. Symbolic interactionism
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provides a mechanism through which to situate and deconstruct the social
processes in play and dimensional analysis provides a dynamic yet revelatory

framework.

It is accepted that grounded theory and symbolic interactionism may not alone
fully develop the body of nursing knowledge required for a study of this nature
(Benzies and Allen 2001). However the constant comparative techniques and
use of differing analytic lenses allows the development of concepts that can
be pursued simultaneously. The study, whilst rooted in social science, can
legitimately include other disciplines if the data demands it. Adopting a
methodology rooted in symbolic interactionism using grounded theory and

dimensional analysis is not detrimental to this study but advances its scope.

3.7 Timing of Literature Review

The point at which the literature review should appear in a study and the
extent it should permeate through the study is a contentious aspect of the
grounded theory research process (Birks and Mills 2011). Glaser, Strauss
and Schatzman hold different views on the benefits of an early review of the
literature. Glaser in both his early seminal works (1978) and more recently
(2011, 2012) advocates entering the field having not consulted the literature.
He sees advance literature review as a waste of time, causing preconceptions
prior to entering the field thus reducing theoretical sensitivity and potentially
forcing a theory that may not actually exist (Glaser 2012). He advocates only
looking at the literature after the emergence of the developing theory when
core categories have been established. The belief is that avoiding a literature
review at the beginning of the study means that the emerging theory is more
likely to be grounded in the data (Glaser 2010, Andrews 2012).

However, it is acknowledged that no researcher enters the field in a blank
state (Birks and Mills 2011). Strauss and Corbin (1990) supported an early
review to establish the studyds purpose an:

simultaneous review of the literature as the study progresses as a beneficial
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counterbalance to emerging data and conceptualisations. Schatzman used
the literature to provide an abstracted framework to highlight what is new or
recognise what is significant in the dimensions as analysis patterns and
comparisons are sought (Kools et al 1996, Scholes 2011). He stated that the
researcher can argue with the literature and compare it with their own analysis

yet still avoid being overly influenced by the prevailing theory (Gilgun 1993).

Birks and Mills (2011) argue that there are many ways a limited and purposive
preliminary review can assist the research and enhance theoretical sensitivity.
Andrews (2004, 2012) suggests the researcher undertakes such a review of
the background literature as part of this process but he advocat e s Gl aser 0s
view regarding the timing of an in-depth review. Research Ethics Committees
often require background literature to be provided as part of the proposal prior
to ethical approval. The purpose of the literature review is to furnish the
researcher with an understanding of the extent of current knowledge on the
study topic. This orientates the researcher without necessarily prejudicing
them in favour of existing theoretical concepts. The review also alerts the
researcher to potential knowledge gaps. Another advantage is the exposition
of alternative research methods. Literature review can also allow the
researcher to experiment with different theoretical frameworks in which to

situate their study.

As a researcher with a long term prior interest in the topic being investigated, |
was familiar with the seminal works and policy documents surrounding the
suboptimal care of ward patients (Schein et al 1990, Hillman et al 1996,
Goldhill and Sumner 1998, McQuillan et al 1998, Audit Commission 1999,
McGloin et al 1999, DH 2000, NCEPOD 2005, NICE 2007, NPSA 2007).
These works had already indicated to me the gaps in evidence that then could
form the basis of my study. | used the literature to collate a summary of key
themes which, in effect, sensitised me theoretically to the pertinent issues in
acute care with declining patients. The clinical reasoning and decision-
making literature new to me were reviewed in depth following data collection
and integrated into the constant comparison process during analysis to

develop the substantive theory. This review elucidated the methodological
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and topic gaps in contemporary knowl edge e
relevance. The comparisons made between data and literature made a

valuable contribution to the generation of the substantive theory.

3.8 Managing the Reflexive Self

Schatzman (1991) allows the perspective of the researcher to be

acknowledged and integral to the research without detracting from the validity

of the results. Mo r e o etieershifts throughthee sear cher 6
inductive deductive cycles leading to new insights (Gilgun 1993, Scholes

2012) . Schatzman spolwdaadf theye avi asthert ® U3 ii |
a perspective through which they may analyse their data (Gilgun 1993). This

may constitute their own methodological biases and perspectives gained

through skill development and experience (Schatzman and Strauss 1973).

Recognition and acknowledgement of my own position within the research

was crucial. My perspectives could impinge on the research and this required

constant self-monitoring.

Despite my many years of nursing in the NHS, | have not worked as an acute
care nurse since 1982. Since then | have been based in intensive care with 6
years as a critical care outreach nurse. | had therefore always reviewed
unwell ward patients through the eyes of a critical care expert, rather than as
a ward nurse lacking critical care experience. Could | therefore engage in the
study of war d -makingsamdlidicabreasonirg ihaving only

worked alongside them as a specialist resource?

| have, however, worked in the wards, with multidisciplinary teams involved in

direct patient care, for many years and witnessed both good and bad practice.

| feel that gives me some insight into the issues and difficulties ward nurses

face. | know what | thought | knew of how other people made their decisions

but had never sat beside them and heard their accounts. Supporting them as

a senior clinical nurse i nspired and moti v

analysis allowed my perspectives to act as a lens through which to challenge
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the data and ask questions of the data whilst actively seeking to refute and
challenge my own personal assumptions as they surfaced. |identified some
advantages of my prior critical care knowledge and experience. For example,
| was well positioned to be attuned to the real-life meanings behind the
nurseso i nteracti shvwaystoxomihunecdteswath themsoe st a b |
that others may understand (McCallin 2002). Lincoln and Guba (1985) and
Morse (1991) suggest that familiarity with aspects of the culture such as
understanding the history and context, vocabulary, including jargon and
abbreviations are advantages. This @ prioribknowledge that may enhance the
capacity to elicit in-depth data suits the epistemological stance | have adopted
(Borbasi et al 2005, Koch 2006). As an experienced critical care nurse my
clinical observation and interpretation skills are finely honed and continually
practised. This stood me in good stead for noticing the unusual whilst data
collecting and analysing.

It was important to me to mitigate, account for, or otherwise take advantage of
the effects of my presence (Schatzman and Strauss 1973). My aim was to
have a sense of my self-consciousness and be able to put it to analytical use
(Cutcliffe 2003). How | integrate, shape, influence, respond in the field, and
thus how | might impact the study needs accounting for and made transparent
to assure trustworthiness (Scholes 2012). | used different types of memoing
that guided me to move in and out of the data, comparing and contrasting the
dimensions, testing out abductively derived hypotheses via the explanatory
matrices. Whi | st performing these functions i
sensitising agent with which to draw out theoretical possibilities within the data
and increasingly derive abstraction. The recording of memos, maintaining a
reflective diary and noting theoretical insights through constant comparative
analysis resulted in an audit trail of my methodological decisions. These
reflexive activities enhance the credibility and authenticity of the findings

providing transparency to the methods employed (Cutcliffe 2003).
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3.9 Strategies for Theory Verification

Shatzmansaidfi St udent s do a superior piece of

t heoretical c¢onst(Gilgontl998)nWith theory venfieation
researchers afrfit¢ bbd ok h ehgthdony shaubd mesonatet
with readers and be understandable (Glaser 2010b, Andrews 2012). It should
have workabililty and be useful to readers within the field of its intended use
thereby demonstrating relevance (Birks and Mills 2011). It should have
modifiability and be able to account for the resolving of an issue and be able
to be tailored for a specific purpose in practice as well as being able to
accommodate later variation to ensure its continued relevance (Birks and Mills
2011, Andrews 2012). The validity or trustworthiness should be present in the
study findings (Scholes 2012). Trustworthiness (validity) of a study relates to
whether the findings of the study are worth taking account of, whether the
reader has confidence in them and whether they are credible (Lincoln and

Guba 1985). It comprises four areas:

1 Credibility or verification that the findings are believable to the reader
and represent reality
Transferability of the findings to other situations
Dependability of the study procedures and that there is a clear decision
trail

1 Confirmability that the findings relate to the data.

How this study demonstrated its commitment to trustworthiness will be shown

in the following section.

3.9.1 Credibility

The purpose of the study was to engage with the clinical reasoning and
decision-making processes nurses undertook when caring for a deteriorating
patient. This was achieved through semi-structured interviews, a focus group

and observation. Therefore the only people with authority to comment
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|l egi ti mately on whether the researcher 6s i
and authentic would be the participants. The abductive nature of dimensional

anal ysi s -ingiandfro-iint g6 6itro and out of the dat a,
across dimensions and returning to the field to verify emerging patterns with

the participants enhances the studyods cred
recognise themselves in the analysis and findings can confirm the credibility

of the research (Guba and Lincoln 1989). The emerging concepts and

patterning of the dimensions was discussed with participants via a focus

group. Interviews were also conducted for verification purposes.

Researcher expertise is considered a criterion influencing quality in the
conduct of grounded theory research (Birks and Mills 2011). Although there
are no definitive criteria that can determine the credibility of the researcher,
there is a stated need to be transparent about personal and professional
information with the potential to affect the data analysis (Patton 1990). By
reflexively charting my methodological decisions and how | influenced the
study | was able to demonstrate a reflexive management of the data. How |

underwent this is discussed in detail in chapter 4.

Methodological congruence and procedural precision are key criteria for
assuring credibility of a study (Birks and Mills 2011). This chapter has

explained the synergy of the approach taken and why it fits the research
guestion. The methods employed are discussed in chapter 4 which will

catalogue the procedural precision and study management.

3.9.2 Transferability

Transferability refers to the degree to which the research findings can be
generalised or transferred to another setting and that reveals a pattern that is
recognisable and useful. This study examines the decision-making processes
of nurses in medical and surgical wards in one discrete hospital. Its findings,
through semi-structured interview, fieldwork and a focus group may only
reflect this population and therefore cannot be generalised to others. Others

may attempt to transfer the findings and theory, and hence it is important to
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provide an illuminating in-depth story of the case to assist future practitioners
(Geertz 1973). This is demonstrated in chapter 5.

3.9.3 Dependability

Dependability is concerned with the transparency and tracking of the research
process and changes throughout. The data collection period for the study
took place over 18 months. There were very few changes in the Trust during
this time, although some participants moved on. An audit trail that contains
detailed descriptions of research methods and methodological decisions
demonstrates dependability and categorises how the study was managed. In
addition, an audit trail of the procedures and processes was recorded and
maintained. This includes interview guides, notes, documents, memos and

journals (Appendices 9, 10, 11 and 12).

3.9.4 Confirmability

Confirmability refers to the degree to which the findings can be substantiated

and confirmed by ot heihat®chatdman and Glasekr at es t o
discuss (Gilgun 1993, Glaser 2012). We know that researchers bring and use

their own perspectives to the research process, and moreover those

perspectives shift as the research progresses. Verification of the emerging

theory is a vital component of the abductive reasoning that consolidates the

development of the theory. The strategy for verification was to return to the

field and share the emergent concepts with participants. In addition,

resonance with the findings was sought through action learning sets, meeting

with fellow researcher s wlpeeseatingemaigings oO6cr i t |

findings at conferences. These steps assure confirmability.

In summary the theory verification of the study was enhanced by:

1 Methodological congruence

1 Procedural precision
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Prolonged time spent in the ward areas
Abduction through generating memos, realigning dimensions and using
the constant comparative method
1 Using conceptual levers to increase abstraction and conceptualisation
(discussed in Chapter 4)
Theoretical sufficiency
Verification with participants
Peer review from colleagues in the action learning sets
Research supervision

Reflective/reflexive diary

= =4 4 -4 A -

A clear and transparent audit trail.

3.10 Summary

The essence of this research was to make sense of the interactions in the real
world of acute care nursing. The driving impetus was to understand the
decision-making processes used by nurses caring for deteriorating patients
and develop an overarching explanative theory. This chapter has explained
why grounded theory was selected as the underpinning methodology to
explore and explain the social processes at play in this world. It has
explained how dimensional analysis will permit and enhance deep insight. It
has discussed the abductive nature of data collection and analysis and the
critically reflexive relationship between the researcher and the data. The
history and theoretical origins of dimensional analysis and grounded theory
methodology are established while published criticisms and potential

limitations are acknowledged.

The methodology chosen philosophically underpinned this world where theory
is extracted from real time practice, where there is no such thing as a single
truth or an objective reality and where life timelessly shifts in a dynamic tide. It
is a socially constructed, fallible world. | believe my chosen approach will

generate a rich story and illuminate the miasma of decision-making within
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clinical reasoning in this setting. Figure 3.2 depicts the methodology for this

study.

Figure 3.2 Developing the Methodology

Epistemology
Pragmatism

i

Theoretical Perspective
Symbolic Interactionism

s ——

Methodology
Grounded Theory

e

DataCollection
Fieldwork, Sefiructured Interviews, Focus G|

— =

Data Analysis
Dimensional Analysis

— =

(Adapted from Crotty 1998, p. 4)

These can be summarised in the following way:

View of social world/ontology/nature of social world: Interpretivist
Research paradigm/epistemology: Pragmatism

Methodology: Grounded theory

= =2 = =

Data collection: Fieldwork, individual semi-structured interviews and a
focus group

91 Data analysis: Dimensional analysis.

96



The next chapter provides details of how these methodological decisions were
used to shape the methods of data collection and data analysis. It offers an
audit trail of the procedures and processes used throughout data collection
and the processes used for data analysis to enable judgments to be made
around dependability and confirmability of the study. It aims to make explicit
to the reader the process by which the substantive theory was created from
the research data.
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Chapter 4 - Methods

4.1 Introduction

This chapter describes the selection of the study sample and explains the
procedures and techniques used for gathering and analysing the data.
Grounded theory research involves simultaneous data collection and data
analysis: the constant comparative method. Dimensional analysis allows the
researcher to inductively build an idea then deductively check it out in a series
of cycles. Through writing theoretical memos and moving in and out of the
data, decisions about data collection, sampling and the conjuring of emerging
dimensions and their properties guided the process (Schatzman 1991,
Scholes 2011).

The study was undertaken in three distinct phases of data collection:

Phase 1 comprised fieldwork and interview of seven participants on a surgical
ward, its purpose to collect initial data.

Phase 2 comprised further fieldwork sessions and interviews of participants
on a medical ward having begun using dimensional analysis for data analysis
that then informed further data collection decisions.

Phase 3 was the verification stage and comprised three further interviews
with a further 3 participants, and a focus group. The emerging theoretical
insights determined what additional data to collect and from whom
(Schatzman 1991).

The chosen methods of sample selection and data collection are expounded
followed by a discussion of the benefits and limitations of the methods
adopted. The process of theoretical sampling and developing dimensions
with explanatory matrices are described and discussed. The emergence of a
central organising perspective is explained. The chapter aims to make explicit
how t he subst amitnidv ea ctchoeuonrtyi nogf idmas c | i

developed from the research data.
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4.2 Ethical Conduct of the Research

Ethical approval for this research was obtained from East Kent Local

Research Ethics Committee (Appendix4), t he Uni ver skatugy of Bri g
of Health and Social Science Research Ethics & Governance Committee, and

from the Research and Development Departments (R&D) at the hospital |

worked in as well as the research site. Approval was given with one

stipulation that observations were not to be used as data. How | worked with

this stipulation is discussed in section 4.5.3.

4.2.1 Gaining Access

The research took place within a district general hospital. Gaining access to

the Trust required permissionto b e sought from a number of
Approaches were made to the stakeholders within the Trust at the most senior

level prior to any approach being made to potential participants, and certainly

prior to any data collection. As well as formalcontact wi t h t he Trustos
Department, permission was sought from the Director of Nursing and Medical

Director via a letter containing an outline of the proposed study. Contact was

made with the Senior Nurse for Practice Development in order to explain the

nature and purpose of the research. This person was my line manager during

my time in the Trust collecting data and an honorary contract to practise was

set up. This was necessary in order for the Trust to be sure that | would

adhere to their confidentiality and health and safety policies and procedures. |

was issued with a car parking permit and identity name badge that assigned

me my role as &tudent Researcher, University of Brightond At this point other

stakeholders were identified and contacted including the matrons and sisters

or charge nurses of the acute care wards.

4.2.2 Addressing Ethical Concerns in the Study

Ethical considerations raised by this research were around informed consent,

protection of privacy, anonymity, confidentiality and harm or benefit to
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participants. Professional accountability issues regarding potential
intervention versus non-intervention whilst undertaking fieldwork required

assessment (Germain 2001). These are now discussed in turn.

4.2.3 Informed Consent

One of the most fundamental ways we demonstrate respect for others is by
gaining their consent to actions that will impact on them (Farsides 2003).
There is a moral and legal duty upon healthcare professionals in clinical
research to acquire the consent of all participants (Nursing and Midwifery
Council (NMC) 2008, DH 2005, Royal College of Nursing (2007).

The strategy for seeking informed consent for this study comprised several
different avenues of approach to maximise the opportunity for potential
participants to be informed about the study and allow them enough time to
consider whether to take part. Participant Information Sheets (PIS) that
followed the Integrated Research Sy s t e(lRAS) guidance were designed
(Appendices 3 and 4). There were leaflets about being shadowed and
interviewed as an individual and a leaflet for potential focus group participants
(Appendix 7). In addition posters for display were distributed in the wards
(Appendix 8). This was particularly important as during fieldwork it was
anticipated that there would be a constant flow of other people moving in and
out of the research field. This ensured everyone was aware of the study

taking place.

The use of semi-structured interviews allows the researcher and participant
opportunity to discuss other topics that arise whilst using a prepared guide of
interview questions. However this prevents participants being completely
forewarned of the interview content. | relied on the participants understanding
the nature of the interview and trusting my conduct of it. The quality of the
data obtained may have been influenced by the degree of trust implicit in the
consent process and my prior presence on the ward during discussions

regarding the study. The foundations of mutual trust, honesty and value
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encourage a greater openness during the interview process (Schatzman and
Strauss 1973).

| was privileged to have the assistance and support of the Trust Senior Nurse

for Practice Development who distributed information and facilitated logistics.

| visited the wards who had agreed in principle to take part and met with staff

in person to explain the study. All potential participants were given a

minimum of 24 hours to consider whether to take part. The majority had

longer. In addition, refresh consent was sought at every fieldwork session, in

addition to having r eteedonsendMdoreandparti ci pan’
Savage 2002). | also checked with the nurse in charge on the day, to ensure

it was still acceptable to attend. At the start of the fieldwork periods and

whenever new people arrived on the ward, | checked staff were happy for me

to continue.

Patients inevitably fell into the areas where | was working. | explained to the
patients that it was the nurse | was shadowing. The IRAS form addressed
seeking informed consent from patients and the Research Ethics Committee
agreed that, should their input be thought contributory, retrospective consent
would be sought if the patient was competent to give it, and before any data
was recorded in writing. However, the study focused on clinical activities, and
patient involvement was represented within the context of clinical care (Philpin
2004). In fact no patients were recruited into the study, but the risk around

informed consent was considered.

4.2.4 Avoiding Power Relations and Coercion

My fulltime job was that of a Consultant Nurse in Critical Care Outreach. | felt

this may cause potential power relations and coercion issues in the field. |

therefore chose to undertake the study in a Trust where | was not known and |

assumed the role of student researcher in order to mitigate the risk of

coerci on. The et hical considerations wer e

approach at all times as the research progressed.
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4.2.5 The Protection of Privacy, Anonymity and Confidentiality

Research data is highly sensitive, and healthcare professionals have always
acknowledged an explicit duty of confidentiality to their participants (Farsides
2003, NMC 2008). This study involved me working with people who might
reveal personal achievements and failures either during fieldwork or during

theintervi e ws . To address this | replaced the
6Participant 1, 2 etc. 6 Particular attenti
participantsd identity if they were the on|

particular rank, role or profession.

Participants can reveal sensitive information about colleagues or their own
clinical practice that they may later regret. The Participant Information Sheet
stated the possible disadvantages of taking part in the study, and informed
participants what support was available to them and how to access it. |
secured funding for ten 1-hour sessions with a psychologist and counsellor
who agreed to receive participant referrals if required. Fortunately no
participant felt the need to use the service, and moreover some expressed
how cathartic they found discussing their practice. It was essential that my
fieldwork skills were empathetic in order to develop a rapport with the
participant and minimise their participative risk. The impact I, as the
researcher, had on the researched was evaluated through reflexive
techniques (section 3.8 in chapter 3) and verification at the focus group and

the last 3 interviews used for verification (Moore and Savage 2002).

4.2.6 Professional Accountability

My role as a ward based researcher necessitated that | adhere to professional
standards and the Code: Standards of Conduct, Performance and Ethics for
Nurses and Midwives (NMC 2008). An ethical agreement was set up with the
ward managers prior to data collection (Table 4.1). It outlined when | would
intervene in accordance with the NMC Code (2008). Although the issue did
not arise, should | have witnessed poor practice, | would have taken the

appropriate action and ensured any incident was reported according to local
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procedures (NMC 2008). This was made clear to participants when seeking

consent.

Table 4.1 Ethical Agreement with Ward Managers

The Researcher will intervene in patient care in the event that:

1 A patient is experiencing a life-threatening event, for example cardiac
or respiratory arrest, or a deterioration that staff are not responding to
Patientsd |ives are at risk from
No healthcare professional is present and the patient is in danger or at
risk of sustaining an injury, for example a fall

1 Poor practice may harm a patient or staff member.

T
T

Adapted from Casey 2004

All participants were given the opportunity to ask questions about the
research, and were aware that they could withdraw from this study at any time

without negative consequences.

4.3 Recruitment of Study Participants

The number of participants included in the study was 24, comprising a mix of
registered nurses, healthcare assistants and physiotherapists of different
ranks, specialities and seniority (Table 4.2 7 Participant Characteristics).
Participants were invited for their potential to illuminate the clinical reasoning
social process across a range of the nursing workforce. This included non-
registered staff who cared for deteriorating patients because of their important
contribution in the decision-making process working as part of the team with
the registered nurses. | purposively and theoretically sampled according to
evolving insights. For example, | theoretically sampled 2 physiotherapists
when exploring a particular concept around possible delays in referring a
patient. Their insights as receivers of referrals enabled me to build on my
conceptualising as | carried out data analysis and compared and contrasted
across developing dimensions. Initial sampling was focused on generating as

many dimensions as possible through a wide range of data (Strauss & Corbin
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1990). The sampling choices comprised convenience sampling, purposive

sampling, snowball sampling and theoretical sampling. My aim was to

maximise the range of specific information that can be obtained from

participants, seeking those who can
Germain 2001).
Table 4.2 Participant Characteristics
Participant Post Years | Months/Yeary Qualified | Courses | Experience
Nursing in Post
Surgical Wardseneral
1 Band § 15 2 months 2003
HCA
previousl|
2 HCA 35 35 years
3 Band 5 5 5months 2004 45 day in
house HDU
course
4 Band 5 29 4 years 1980
5 Band 5 5 4 years 2004 BSc
HDU
course
6 Band 6 20 5 months 2002 ITU & A&E
HCA experience
previousl|
7 Band 5 10 2 months | 10 months
months
Medical WardRespiratory
8 Band 6 18 6 months 1988 Cardiology All on this
months ward
9 HCA | 30 years 1 year
10 Band5 3% 18 months 2006 HDU CCu
(3v2yeary | Respirator] experience
11 Senior Not Mainly
Physiog collected respiratory
12 Physio 2008
13 Band § 3yearsal 10 months 2008
aHCAn
a previou
post

4The BDay High Dependenejiduse course was developed faritical care nurses working in acute care

environments. It is run by the critical care outreach team anasgivbedng dn the recognition and
response to patients who the nurses are worried about.
5This participant was observed and intervigheselirand agreed to bemerviewed for verification
purposeat phase.3

104




Participant Post Years | Months/Yeary Qualified | Courses | Experience
Nursing in Post
Medical Ward>astroenterology
14 Band 6 4 2 months 4years | ALERT
Course
MedicalWard Respiratory
15 Band 7 12years| 2.5years 1999 ALERT
HDU
Respiraton
course
Focus Group Participants
16 Band 5 5 monthg 5 months | July 2010 Medical War
17 Band 5 1year 3| Notcollecteq 1year3 Surgery
month months
18 Band 5 5 monthg Notcollected| July 2010 Clinical
Decision Uni
19 Band 5 3 monthg Not collecteq 3 months Medical &
Chemotheray
20 Band 5§ 2 monthg Not collecteq 2 months A&E/medicin
21 Band 5§ 5 monthg Not collecteq July 2010 Theatres
Recovery
22 Band 5§ 5 monthg Notcollected| July 2010 Surgery
23 Band 5§ 5 monthg Not collecteq July 2010 Respiratory
24 Band 5§ 5 monthg Not collecteq July 2010 Respiratory

The sample size was difficult to predict for this study, but ethical approval

allowed for up to 20 participants plus 2 focus groups. Because of its iterative

process, participants and numbers of participants were selected according to

the requirements of the data analysis and emerging themes. As a rule of

thumb, it is safe to stop data collection when no further new broad patterns

emer ge

and

w h

er e

participants?®o

perspecti ve:

rather than contradictory. This occurred after 13 participants were recruited.

The remaining participants formed the focus group and last 3 interviews’ that

were undertaken for verification purposes.

6T h e

Ante&EdRiMgEvents Recogriitien &iFiedt e
70ne participants was interviewed a second time for verification purposes (Participant 5)

ALERTE Co u rramee With a pactioah eéemehton theprecoggition and response to ward
patients who become unwell. Founded in Portsmouth Hospital by the critical care team it is widely taught in acute
hospitals.
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4.3.1 Recruitment Strategies

The prior circulation of study information meant that most potential
participants were aware the study and already expressed an interest in taking
part. Three people who were approached declined because they did not want
to be shadowed. After talking with a potential participant | left them a leaflet
and consent form. | either arranged a tentative time to shadow and interview
them, or if they preferred gave them the option to return the signed consent
form to me in the stamped self-addressed envelope also given to them
(Appendices 7 and 8 - Consent Forms). This delay minimised the risk of
coercion. Once either a signed written consent form was received (no time
limit was set), participants were contacted to arrange an interview and
fieldwork session. Those who had agreed a date were telephoned on duty
the day before, or the day of the shift to check they were still able to take part.
There were four occasions when participants declined as they could not be
released for interview due to their ward commitments. Three of these

participants established another time, 2 via telephone and 1 on another date.

The focus group participants were approached together as they were a cohort
of registered nurses on a study/development day. This group offered an
opportunity to explore my emerging theory from the perspective of junior
nurses who had experience in caring for deteriorating patients. Participants
with this level of experience had not yet been sought in the study. They had
received the information in advance and agreed to take part for 1 hour as part
of their study day. Consent forms were obtained at the start of the focus
group. All participants agreed to be digitally recorded during the interview and

focus group.

4.3.2 Theoretical Sampling

In keeping with the interpretative paradigm, sampling was not wholly pre-
specified and was governed by emerging data insights (Spradley 1980,
Sarantakos 1998). The aim was to actively seek what was relevant to the

study, and to theoretically seek the typical and divergent according to
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emerging insights. As dimensions began to emerge from the data the
direction of sampling became apparent. This meant sampling the routine as
well as the extraordinary, a key aspect of dimensional analysis when at the
differentiation stage (Kools et al 1996). From within the field, decisions were
made about what to note and when, who to talk to and what to ask. For
example, the same event may be quite different if sampled at a different time
of day in the same ward area. These decisions were initially quite broad, but
became more selective as the study progressed. Initially, convenience
sampling was used simply following nurses who had volunteered to
participate. As dimensional analysis commenced, participants were
theoretically sampled to create greater clarity around the emerging

dimensions.

Particular participants were sought for their capacity to fill gaps in the data

that emerged during the analysis (Glaser and Strauss 1967, Miles and

Huberman 1994, Sarantakos 1998, Darlington and Scott 2002). For example

when | was considering whetherthedime nsi on Ost af fhadc har acter i s
salience | sampled a selection of nurses of varying bands and experience.

Participant 1, a Band 6 Junior Ward Sister, when asked about the PAR score

in routine decision-making, said:

AWith the junior members of staff it 1is
lot of trained nurses coming through the system now, and I find
them very roboticé.. They dondt | ook fur
nose, they basically come here, they just do the drugs, do the
washes, give the drugs, do the dressings

| then made an analytical memo to cross check this theoretical point with
other Band 6 Junior Sisters and to sample junior nurses to compare their use
of protocols. | also wanted to view across dimensions and these data could

purposively guide a sampling decision.

Snowball sampling occurred when participants were asked to identify others
who may add to the data from their own perspective (Gray 2004). These

people were then approached to take part in the study. Theoretical sampling
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was used as part of the cyclical process of data collection, analysis and
further data collection. It was also used to determine the final interviews and
focus group for verification purposes. It was also employed to test potential
central organising dimensions. For example, through differentiation |
designat ed t locs ofldomreoasstiie agemtralborganising
perspective. | presented to the focus group a theoretical explanation that | felt
had emerged from the data and then asked them to consider situations where
this had happened to them in their practice. This elucidated further insights,
but revealed to me that the theory was merely one aspect of the central
organising perspective rather than the perspective with greatest explanatory
power. Theoretical sampling provided the opportunity to explore a dimension
and examine it in depth with the participants in varying contexts. The
constant comparative method using interview data, literature and memos
framed my sampling decisions. This, together with theoretical sampling,
generated theory and encouraged depth and breadth of analysis while
building dimensions. This was aptly demonstrated when creating the

expl anat or professianal selkcordidencéd

The background literature (chapter 1) had not provided any empirical

evidence establ i shi ncgnfidertewhiteeagimgéoe of nur ses.
deteriorating patients. The interview transcripts suggested it as an influencing

factor. Theoretical sampling provided a channel to establish the significance

o fnurse c o n f i daedntcreldionship to decision-making from a variety of

perspectives. Further exploration revealed potential linkages across

di mensions and | devellapgefd otnhwhiomlaier, di mensi
after more abductive anal ysi sbengd reasoni n
believabled d i me hfeundeng perspectives shifting constantly as the

study progressed.

Conventional sampling does not have the flexibility to probe into concepts as
they are generated, whereas purposive and theoretical sampling maximised

my opportunities to develop concepts in the form of dimensions and discover
the interplay between them. It was important that my decisions responded to

the data and that | remained transparent and flexible throughout. The
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example below shows how | utilised the constant comparative method with
dimensional analysis to guide sampling decisions.

Example: The participant was describing how she had cared for a patient
who was critically ill. She was sensitive to any cues and processes she
followed as she looked after the patient.

Al jusderwaowmt go to I TU so they can sort vy
anymore than | have done. Um, | think the doctors were struggling
as well and didnét knowo.

| made an analytical memo that she felt out of her depth and anxious. | asked

how she interacted with the sister on duty regarding this patient (the

dimension - referring on), and whether the doctors present affected how and

what she was thinking in this situation. It transpired she did not feel in control

of the situation and was fearful. Thisledmetoco ns i de@m ta®a@relévant

di mensi on. |l 1l ooked for Ilinkages with ot h:
of control and discovered further similar data. There appeared to be two

properties of intomtrol® dautbecorgroléo. rhen ¢ansulted

the |iterature and ldacsuso voefwheddoamedd®mlicbo ncept
di mensi on. Fr om intérnaldocus@ hamxtdgonabtbopusér t i es O
emerged. Data populated the table under each of these headings. This

enabled me to form a hypothesis which was: External locus prevails and

causes anxiety to the participants in being believable or feeling pressure when

building their case in uncertain clinical situations. This led to further questions

including:

1 Is their locus of control making them search for more data to be
believable and gain control?

What is their professional confidence? i Compare across dimensions
Are there people not tuned into this event?

Who are these people/players?

== =4 4 =2

Is there a pattern relating to certain characteristics of participants?
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Fr o m pgrafess®onalGelf-confidencebwas developed as a construct and led
to the search for participants of different experience and seniority to expand it
furtbecus 6 fwacso nctornopl &@ing lokelievabled# n dbuilding

t h e i r dinceastomrso Patterns were sought between these concepts to
determine if one was, in fact, part of the other. Links were also made to the
literature and similarities were noted with the findings of Andrews and
Waterman (2005, 2005a). 6 L o c u s o0 Was teroporéarity elévated to the
central organising perspective but did not warrant remaining there. A
theoretical explanation was posited which stated:

Perceiving that others have control led to a disjointed approach to care with
nurses feeling anxious and powerless resulting in an inertia that caused
delays in treatment plans, posing risk to the patient. This was coupled with an
overwhelming need to find ways of building the case and convincing others of

findings. This is linked to low professional confidence.

docusofcontrold was designated as a property of
c al | restendo®f Care i Abductive Reasoningdb; a component of

substantive theory and explanatory matrix.

This example demonstrates how sampling decisions were guided by the data,
how the constant comparative analysis influenced sampling and how the
developing constructs emerged from the interviews. It also shows how, as
analysis progressed, the level of abstraction increased until a theoretical

explanation was reached. The next section discusses the research setting.

4.4 The Research Setting

The study was conducted in a district general hospital situated in southern
England. Two acute care wards were the setting for the first and second
phases of data collection. The surgical ward where the fieldwork took place in
phase one comprised emergency and elective general surgical admissions.

These were patients who had undergone urological and lower and upper

110



gastrointestinal surgery. Some had spent time in ICU or HDU prior to being
admitted to the ward. The ward also received patients from other specialties
such as medical patients, or other surgical patients with whom the nurses

were unfamiliar when beds were in short supply.

The medical ward, where second phase data were collected, admitted
emergencies only, although on some of the fieldwork days surgical patients
were present due to the lack of beds on the surgical ward. This ward was the
designated respiratory ward for the hospital. Patients with tracheostomies®
were admitted to this ward. The ward was the designated clinical area for
patients requiring non-invasive ventilation respiratory support. Many patients
here were acutely unwell, requiring supplementary oxygen, close monitoring
and were at risk of deterioration. Both wards received patients directly from
the ICU following a period of critical iliness.

The two wards had identical layout (Figure 4.1 7 Ward Layout - overleaf).

They comprised 26 beds arranged in 3 bays of 6 patients and 1 bay of 4

patients plus 4 side rooms. Three bays were adjacent to one another with

anot her bay opposite the nursesd6 station o
the 3 bays creating a T shape. Side rooms were situated further along the

cori dor nearer the entrance to the ward but
station. Extra beds were placed in the bay window area of the wards when

the hospital needed extra capacity, e.g. during busy winter months. This was

a temporary arrangement during periods of extreme bed pressures and

explains why some participants refer to more than 26 patients in their ward in

some of the interviews.

The O6nursesb6 stationd was situated opposit
to the ward entrance housing the side rooms and a 4-bedded bay. This was

significant for nurses because direct visibility of all patients was not possible.

Nurses mentioned needing to be in close proximity to sick patients, which

became t he coliomseen sproonx Famo my 6 h gon staff wesee s 6 st a

8 A tracheostomy is a stoma in the trachea that acts as an artificial airway. It must always be patent for the patient
to be able to breathe effectivedguites close monitoring, frequent suctioning and patency checks.
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only able to see patients in 2 of the bays. Typically, nurses cared for and
monitored the patients who they perceived to be the sickest in the bays

closest to the nursesd station where they

be the hub of the ward. However, this was not always possible.

Figure 4.1  Ward Layout

6 bedbay 6 bedbay 6 bedbay

/ Nur ses 0

Treatment rooms and bathroo
4 bed bay Offices
Single room
«——1 Single roosn
Offices
Entrance to the wal

45 Methods of Data Collection

Data collection methods needed to be congruent with the philosophical

assumptions of the paradigm | used (Crotty 1998) and needed to provide

relevant data about the participants 6 experi ences of the pheno
investigation. Data collection took place over a period of 18 months from May

2009 until December 2010. In accordance with the principles of dimensional

analysis and grounded theory, data collection and data analysis took place

concurrently (Schatzman 1991). | gathered data in the field using semi-
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structured interviews. The stipulation by the REC was that | was not to use
observations as data. | devised a novel approach and took field notes in the
form of analytical and theoretical memos that became prompts for my

guestions during the interviews.

4.5.1 Theoretical Sensitivity

Theoretical sensitivity relates to the res
research area, and how attuned they are to the nuances and complexities of

the participantsdo worl d. 't influences ho
researcher can think while working at a high level of abstraction (Mills et al

2006) . Gl asert @Al 8&orr adbcaleeSant os léat es d when
the field. In other words ensuring that the researcher is not influenced by prior

hypotheses and biases. He believes this enhances theoretical sensitivity

allowing researchers to fully immerse themselves in the data. Glaser (2011)

discusses how novice researchers have difficulty in moving from a descriptive

level to conceptualisation. | identified with this issue. Schatzman (Bowers

and Schatzman 2009) believed that analysis occurs naturally in everyday life

when solving mundane problems, and that research analysis is similar in kind

to this natural analysis. Grounded theory experts have suggested that the

foundations of generating theory stem from the insights of the researcher

(Glaser and Strauss 1967, Schatzman 1991).

Developing theoretical sensitivity was a significant factor in this study. My

prior subject knowledge hindered to some degree my ability to form

conceptual connections and thus develop an explanatory framework. Being

so close to the fieldl madadoivtandithefeforel@au laté f o
draw truly abstract concepts. My inexperience in undertaking qualitative

research may have influenced this. Schatzman (Gilgun 1993, Bowers and

Schatzman 2009) talked about how researchers tend to view the data through

the lens of their own discipline initially: for example anthropologists see

culture, psychologists see psychology constructs. The danger is that

concepts are derived from the researcher 6s

There is a role for both the perspective of the informant and the researcher;
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and being reflexive is paramount to preventing perspective being mistaken for
6receivedd conception and prior assumpti on
truth (Bowers and Schatzman 2009). This resonated with me as I initially

struggled to discard the perspective of a critical care nurse when analysing

the data. | returned to the literature on conceptualisation and reviewed

examples of abstraction and conceptualising. After a lengthy practice period, |

gradually began to see the familiar as strange.

Discussion during supervision prompted me to use a musical metaphor to
help address my difficulties in adjusting my theoretical lens. | re-evaluated the
matrices | had developed and used this metaphor to look for patterns and

linkages and to redraft matrices. The questions | posed of the data included:

1 What was the tempo, allegro or lente i.e. how frantic or calm was the
ward environment?

Was everyone working at the same tempo?

Were there times when the tempo changed?

Who was working at a different tempo and why?

Was everyone in tune?

= =2 4 -4 -2

Was everyone playing from the same music, or was classical mixed

with jazz causing dissonance? What does this represent theoretically?

=

Who was the conductor, thus in charge of proceedings?
Who was the barely audible, lone triangle and what is the impact of that

(the deviant case i flip-flop technique).

| also considered ideas developed from literature outside the field of acute

care nursing. This formed part of the constant comparison technique. Linking

with disciplines such as counselling and psychology facilitated a creative

iterative development of concepts, links and theoretical explanations. In line

with the constant comparison method and the creative stance that Schatzman

encouraged (Gilgun 1993), | also took advantage of visual tools such as

6googl e imagesd and onduruses¢éodevelopt i onari es an.

sensitivity. These are discussed in section 4.7.
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An example of being inspired to consider o
development of the dime n s ipasitionidg t h e awvhigh dvas analysed in this

way. This dimension was created following analysis and asks whether

professional status, boundaries or other related issues affected the way

nurses made decisions. The name of the dimension and its properties came

from a review of the literature. Memos were made considering individual

positions within the metaphorical orchestra, for example, who took the role of

conductor, what role did other participants assume and how did this impact on

their performance. Linkages were also made across other dimensions, for

example control is a pr ¢toousofeontold f actor t hat
dimension. The music metaphor resulted in the development of the final

t heoreti cal e xcpescendoaot care inabdudtivee reasoningé i s

one of the modes in which nurses reason when caring for a deteriorating

patient. The notion of a crescendo as a building of concern and an increase

in anxiety and urgency was found to influence the way nurses reached their

decisi ons and the actions they then undertook

journey.

45.2 Memo Writing

Memaos have been referred to as the mortar between the building blocks of
data (Stern 2007, Birks and Mills 2011). Making memos is the process by
which a researcher keeps track of what they are thinking about the data.
They enable the researcher to interpret the data by asking questions of it
(Hoare et al 2012). Throughout the whole of the research process | wrote
memos and kept a record of my thoughts, feelings and insights. This was key
to maintaining a reflexive approach enabling me to identify what influenced
my decisions on data salience and relevance. The memos were both
analytical and theoretical as the analysis progressed and they explained the
formulations that developed (Kinsman et al 2009). This process of data
organisation, conceptualisation and abstraction, including question and
dimension development exposes my decisions as analyst creating an audit

trail (Schatzman 1991, Cooper et al 2010). The memos serve as a
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contemporaneous record of my developing theoretical sensitivity (Hoare et al
2012).

Memos were written during the periods of fieldwork, the interview process and
transcription, and as new ideas occurred to me. Memo writing was also used
as | populated the dimensions and later formulated the explanatory matrices.
As | read and examined the literature, memo making was a constant activity in
order to assist me with abstraction and conceptualisation. Table 4.3 gives

examples of the sort of questions | asked myself as | wrote memos.

Table 4.3 Memos i Questions | Asked Myself

What is going on here?

Why is this so?

What is it about this area of study that seems more striking?
What is the main problem?

What is this an example of?

When does it happen?

Where does it happen?

With whom?

Under what conditions?

With what consequences?

= =4 -0 _-48_-9_9_9_9_2_2°

In addition | used diagrams to order the data, both in the tabular documents
and the expl anBostatd ynontad 3 i weerse h &l pf ul
varying dimensions and properties as they were designated the central
perspective during analysis. This created a visual display of the known and

the unknown enabling me to conceptualise the data in a more abstract way.
Overleaf Figure 4.2 (adapted from Hoare et al 2012) is an exemplar of the

techniques | used throughout the study to acquire theoretical sensitivity.
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Figure 4.2  Acquiring Theoretical Sensitivity
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As Figure 4.2 illustrates, a variety of methods were used to develop

theoretical sensitivity through data immersion:

9 Eieldwork notes: Analytical and theoretical memos were used

throughout to prompt and guide the interview questions. These memos
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enabled me to develop concepts that | explored in the interviews to
gather the data. | also used field notes to make reflective and reflexive
memos and to note down relevant facts such as the layout of the
wards, skillmix on duty that day, numbers of nurses present. This
allowed me to sensitise myself to the work and arrangements in that
hospital which were sociologically strange to me.

Interview data: Listening to the interviews, transcribing them, re-

listening and re-reading while formulating the dimensions and their

properties.

Literature: | used the literature throughout the study to theoretically

sensitise. | focused initially on the suboptimal care literature which

introduced me to the decision-making and clinical reasoning literature.

This enabled comparison across studies and assisted with theoretical

sampling decisions and the development of new lines of enquiry. It

also allowed me to explore emerging links not directly related to the

subject matter. An example of this occurred when exploring the

di me n staffam ad a c t.eThe data were sefiing me that nurses

retreated to their perceived role and position within the ward hierarchy

and that this affected the way they acted on a hunch or clinical

probl em. This | ed me to epogtbninge the so:
theprgagdd | reviewed the di mension throu

salience in an explanatory matrix.

Other sources: The use of images, photographs, diagrams and

websites enabled a breadth of perspectives through which to view
data. Surprising angles sometimes emerged. Using the music
metaphor as discussed earlier was a key strategy to promote
conceptual thinking about data patterns. These helped me view the

data as sociologically strange and facilitated cross case comparison.

Personal and professional experience: Schatzman acknowledges the

perspective of the researcher in analysis (Gilgun 1993). The strategies
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above worked in synergy with my personal and professional

experience to generate a broader understanding of the social

processes in play. I used action | earnj
friendsd to hel p andinqgorpaatetanytheughtsef | exi v el
and ideas generated into the theoretical sampling process.

4.5.3 Fieldwork

A convenient date was arranged with each participant for me to undertake
fieldwork. | shadowed the participant for part of a shift assuming the role of a
first year student nurse. Typically the session lasted 2 hours. During this time
| did not participate in any of the activities undertaken and | attempted to
minimise any inconvenience associated with my presence. | used the time to
sensitise myself to aspects of the field for consideration in the interview. To
help me make sense and appraise the myriad of interactions, to create
meanings and frame actions, | created a diagram prior to commencing the
fieldwork that summarised the available decision-making literature. This
enabled me to focus at a conceptual level and was aimed at enhancing my
theoretical sensitivity (figure 4.3 overleaf). The diagram represents the

literature in the following way:

The oval represents the decision-maker. Surrounding this person are factors
that pre-exist in the ward environment, such as the culture and the ambiguous
nature of the clinical area. Within the oval are depicted the thinking strategies
a practitioner may use as described in the literature, in other words, the
doolboxbavailable to them. In the rectangular box are the specific actions
people take when faced with a clinical problem and how they undertake the
problem solving process. The diagram acted as a prompt to draw my

attention to concepts that may then be reviewed at the interview.
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Figure 4.3

Decision-Making Summary Diagram
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Observation characterises qualitative research including grounded theory, and
Is considered integral to fieldwork (Fetterman 1989, Germain 2001, Moore
and Savage 2002). Itis an effective way of finding out what people do in
particular contexts, the routines and interactional patterns of their everyday
lives (Darlington and Scott 2002). The stipulation of the REC of allowing me
to shadow nurses in the field but not use my field notes as data required a
creative way of managing a complex situation to illuminate what was
occurring. My time in the field was used to expose myself to the cultures,
routines, types of patients and different teams and systems in place. As per
REC approval | made analytical and theoretical memos that | used to enable
me to see the strange as familiar sociologically. These were used to generate
guestions for interview afterwards with the participants. This allowed me
access to the factors and interactions contributing to clinical reasoning and
decision-making with patients whose conditions were declining and to develop
conceptual levers. | functioned with minimal participation in the workplace
activities which lessened the Hawthorne effect because verbal and non-verbal
interactions between myself and the participants were minimised (Polit and

Hungler 1999). My activities during the periods of fieldwork included:

1 Noting aspects of the clinical environment such as layout, number of
patients in a bay, skillmix on duty, the location of the patient in relation
to ward layout

1 Recording analytical memos to trigger interview questions post
fieldwork

1 Noting any changes or developments in my thinking about the
phenomena or the actual research process (later written up in my
Reflective Diary)

1 Actively reflecting upon my personal fieldwork experience and my
perceptions of the partiskadowednt s 6

(recorded in my Reflective Diary).

| undertook the fieldwork periods as a student researcher, out of uniform and

with no indication given of my professional role of consultant nurse in critical
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care outreach. This was to minimise any potential power relations issues.

The participant information sheet emphasised that | was not attempting to

make any judgements about t hmkingskilss i ci pant s
but was seeking to understand what caring for sick patients was like from their

perspective. | attempted to maintain a non-threatening, collegial manner by

being friendlyands ensi ti ve t o t he apdaemainedopgnant soé f ee
and responsive to questions regarding my research. However, despite these

measures, it is possible that participants altered their behaviour to appear in a

favourable light to me as the researcher, and this is a potential drawback of

undertaking fieldwork. It could be argued that if my presence raised their

awareness of the way they reasoned then potentially this would promote

greater access to their thoughts during the interviews.

Fieldwork is a very tiring process which requires a lot of concentration. It also

takes time to understand the patterns of other cultures, to grasp their values

and understand their communications. Hammersley and Atkinson (1995)

warn about tihtebg ialkl oHapgmersigmg relmee wh e€ltha s
where the researcher struggles to limit time in the field, and does not prioritise

thinking theoretically about the data. This temptation was acknowledged and

| ensured that | spent no longer than 2 hours on the ward followed by the

participant interview. | also did no more than one session of fieldwork per

visit. A clear and well-planned sampling strategy, as previously described,

contributed to a successful fieldwork period.

4.5.4 Limitations and Issues of Fieldwork

There are a number of limitations that have to be considered and addressed

when using fieldwork in this study. Spradley (1980) warns researchers that

the more they know about a situation, the more difficult it is to see the

unfamiliar. This study took place in a hospital where | did not work. Although

| was familiar with the subject matter, this particular research setting was new

to me. A possible tension for me was seeing things more clearly from the

insideor going 6énatived which can damage i mpat
the theoretical lens. Analysis of my subjectivity through the judicious process
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of reflexivity is an integral part of the research process (Birks and Mills 2011).
| controlled what was recorded and analysed filtered through my eyes and
senses (Corbetta 2003). | was constantly mindful of this potential bias and
actively managed myself reflexively (chapter 3 section 3.8 1 Managing the
Reflexive Self).

Researchers in the field are unable to capture and interpret every event that

occurs and may only capture what they deem relevant, possibly allowing

important information to go unnoticed. In order to alleviate this | developed

the summary diagram of the decision-making literature at that time (previously

discussed in section 4.5.3) to sensitise me and act as a conceptual lever

during fieldwork. 1 used the diagram to trigger me to attend to specific

aspects whilst remaining open to what was happening in the field. Memoing

was central to guiding decisions about fieldwork periods. For example | chose

tovistoout of hourso I .e. weeketmwexplorank hol i
the impact of this context ua landfdecisitnor on nul

making after it emerged as a factor from the interview data.

Using reflective summaries of the shadowing experience prompted the
generation of working hypotheses and ideas to explore at the interview
immediately afterwards. This allowed me to think more conceptually, less
literally, and to conduct the interviews more thoroughly than if | had not been
in the real world at all adding depth and breadth. Grounding the experience in
the field and exploring the issues in this way enabled me to be present with
the participants but not record data from the clinical field nor involve staff who
had not had the opportunity to consent. As Schatzman and Strauss (1973)
state, the researcher is using all his senses, watching and listening but is also
thinking and analysing. This is how | approached fieldwork and memoing for

this study.
The next section discusses the interview techniques | used. It discusses the

pros and cons of interviewing as a method in qualitative research, explaining

the strategies | employed and how | managed the data once obtained.
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45.5 Interviews

In grounded theory the interview serves very specific purposes. Firstly itis
used to gather a narrative of the experience. Secondly, itis a vehicle to
develop a conversational relationship with the participant about the meaning
of the experience.

In-depth interviewing is a commonly used method of data collection that
allows the qualitative researcher to obtain a range of perspectives about a
phenomenon. The interview explores feelings and attitudes, and also gives
the opportunity to make explicit that which had been implicit, i.e. tacit
perceptions, feelings and understandings (Gray 2004). People are experts on
their own experience (Darlington and Scott 2002). This is particularly relevant
with clinical decision-making, as clinicians do not always verbalise their
thoughts as they practice. Face-to-face interviewing permits flexibility,
allowing both parties to explore the meaning of the questions and answers
involved: it is an active meaning-making process (Darlington and Scott 2002).
The subjective nature of interviews and the active construction of knowledge

are consistent with the paradigm and methodology chosen for gathering data.

The grounded theory interview is dependent upon the ability of the researcher
to move through the interview with the participant (Birks and Mills 2011).
There are various ways of conducting research interviews, including
structured, semi-structured and unstructured interviews (Robson 2002a). In
grounded theory interviews, less structure is preferable so that the researcher
can follow opportunities to generate the data for the developing theory (Birks
and Mills 2011). Schatzman and Strauss (1973) refer to the interview process
as a conversation. Both Birks and Mills (2011) and Schatzman and Strauss
(1973) suggest not formally ending the interview process completely thus
inviting the researcher to return to the participant (and indeed, the participant
to return to the researcher) if further theoretical insights warrant greater
exploration. | chose a semi-structured interview format because it provided
breadth and richness in data whilst giving the participants freedom to respond

and to narrate their experiences without being anchored to specific answers,
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as required in structured interviews (Schatzman and Strauss 1973, Morse and
Field 1995).

| used face to face interviews for 14 participants. 2 participants chose
telephone interviews (Participant 5, 2™ interview, and Participant 14). This
was also the most practical method due to prevailing harsh winter conditions.
In total | undertook 16 interviews with 15 different participants, 7 from the
surgical ward, 6 from the medical ward followed by 3 further interviews with a
further 3 participants from surgical and medical specialties for verification
purposes. When | sought informed consent | also asked the participants if
they would be happy to meet again in order to gather further data (Schatzman
and Strauss 1973, Birks and Mills 2011). All agreed and 1 in particular was
approached for a second interview (participant 5) as part of my theoretical
sampling and verification in phase 3.

The interviews were held in the ward office away from the clinical area, but
still within the ward. All interviews were digitally recorded and | also made
notes, including my reflections on my impact as researcher on the interview.
An example of these reflective notes can be found in Appendix 11 (Excerpts
of Field Notes and Reflective Diary). A topic guide was used to guide the
interview, but most importantly the interview questions were guided by the
memos made during the fieldwork (Appendices 11 and 12 i Excerpt of Field
Notes and Reflective Diary and Topic Guide used). Schatzman and Strauss
(1973) advocate a |l engthy interview
probing for detail, clarity and explanation. The interviews lasted between 35 i
50 minutes. This was a shorter time span than | had planned, but was
constrained by the requirement for the participant to return to the ward. Whilst
the participant was being interviewed the ward was left short of nurses and

other staff had to cover.

| considered how the interview environment might affect the data quality.
(Darlington and Scott 2002). Having agreed a mutually convenient time to
meet, the interviews took place as soon as was practically possible after

shadowing, usually within 30 minutes. | did consider offering another
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convenient time to the participant, but chose to accept the ward routine time
constraint in order to gather data that was fresh, real time and vivid. There
was a danger that recall and memory may have affected the quality of the
interview data if there had been a delay between the period of fieldwork and

interview.

Throughout the interview, Il tried to elici-
own language about how they cared for a deteriorating patient. | wanted to

prevent the participant from using language that was not theirs, in other words

translating into words they thought would help me understand - translation

competence. | used open questioning techniques, referring to comparative

situations and revisiting questions where more depth was required, so that

implied or expressed feelings could be restated and more examples given

(Flick 1998). This sometimes involved discussing a number of patients they

had looked after and drawing out differences or similarities in how they

managed the situations to uncover their reasoning.

It was important to me to develop a rapport with participants which | felt was

essential in order to effectively elicit information (Spradley 1979, Darlington

and Scott 2002). Participation in a research study interview is often deeply

personal, and can involve the description of a traumatic experience, especially

if an episode of care had not gone well for the participant. | felt there needed

to be a high level of trust between me as researcher and the interviewee in

order for them to feel comfortable sharing private thoughts with me. To this

end | developed a checklistof6i nt er vi ew et ioeeneaf(Grag 6 Tabl e 4
2004) . This acted as my own O6code of cond

interview in these terms throughout and after to ensure | had adhered to it.
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Table 4.4

A Checklist for Interview Etiguette

Do

Dondt

Establish clearly what the interviewee
thinks

Do not give any indication to the
interviewee of your meanings and
understandings or appear to judge
responses

Provide a balance between open and
closed questions

Do not ask leading questions or questions
to which it is easy for the interviewee to
simply agree with all you say

Listen carefully to all responses and
follow up points that are not clear

Do not rush on to the next question before
thinking about the last response

If necessary to either gain thinking time or
for the clarity of the audio recording,
repeat the response

Do not respond with a modified version of
the response, but repeat exactly what was
said

Give the interviewee plenty of time to
respond

Do not rush, but do not allow embarrassing
silences

Where interviewee expresses doubts or
hesitate, probe them to share their
thinking

Avoid creating the impression that you
would prefer some kinds of answers rather
than others

Be sensitive to possible
misunderstandings and if appropriate
repeat the question

Do not make any assumptions about the
ways in which the interviewee may be
thinking

Be aware that the respondent may make
self-contradictory statements

Do not forget earlier responses in the
interview

Try to establish an informal atmosphere

Do not interrogate the interviewee

Be prepared to abandon the interview if it
is not working

Do not continue if the respondent appears
agitated, angry or withdrawn

Gray 2004

| was fortunate in having the period of shadowing to begin to build trust, a key

aspect of effective interviewing (Schatzman and Strauss 1973). | also tried to

build trust via assuring the participant that | would listen, would treat them

fairly, would respect their limits about what they wanted to say and would treat

the data fairly (Darlington and Scott 2002). Traditionally in interview it is the

interviewer who has the power, owns the project, and sets the parameters for

discussion. However, the participants own the knowledge the researcher

seeks and have the power to disclose or withhold. This is why building trust

and the collaborative process were important. Courtesy and politeness

should prevail during the process of consent and throughout the fieldwork. If

the participant feels relaxed, the interview will have a greater chance of being

successful. The aim was to enable the interviewee to speak as freely as
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possible, in their own terms, about the event and their interactions, plus
whatever else they wanted to introduce.

| commenced the interview with details abol
on the ward. | then opened the discussion by asking them to tell me about the

patients they had been looking after whilst being shadowed. In most cases

they told their story enabling me to refer to my topic guide but also pick up on

any theoretical points for further probing and exploration. From the outset the

interviews yielded much rich data which | used to compare and contrast in

analysis. This then guided my questioning in subsequent interviews. |

remained open and sensitised to emerging dimensions and insights. At times

clarity was sought or confirmation of understanding was requested and more

probing questions were asked following specific comments or statements.

This is consistent with what Schatzman and Strauss advocated (1973).

| digitally recorded the interviews with t|
(2004) states that recording interviews is vital. This is in complete contrast to

Glaser, who argues that the act of taping detracts from the focus on

sensitising to early categories as well as producing vast amounts of superficial

data (Birks and Mills 2011). For me, the recording was not purely for

recollection, but a tactical decision that offered on-going opportunities to

analyse (Schatzman and Strauss 1973). Recording captured the interview

freeing me to concentrate on the process of listening and then interpreting

and analysing at the transewandddnarelgt age.
on the transcripts alone when re-listening to the recordings. This ensured that

t he dat a Irieaseadasableto iear any hesitancy, inflection, tone

etc. that gave meaning to the transcriptions and reflected the true significance

of the situation to the participant. The recordings became integral to the

discovery process illuminating supportive evidence, or highlighting gaps that

necessitated further data collection.

| transcribed the interview verbatim. Appendix 13 is an excerpt of one of the
interview transcripts. This was supplemented by note taking to capture non-

verbal behaviour and to trace important quotations during later analysis.
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These notes also acted as a fail-safe in the event of a recording failure. The

recording process allowed me to concentrate on the interviewee rather than

my notes, which may have been distracting. At the end of the interview, time

was made for the participant to O6wind down:
was to ascertain that they were comfortable with how the session had

unfolded. | also offered contact details for support or follow-up if they felt this

was necessary as per the PIS Sheet (Moore and Savage 2002).

The two telephone interviews were a convenient device given the
circumstances described earlier. Robson (2002a) states that there are higher
response rates with this technique, and that there is less of a tendency for the
respondent to just give socially acceptable answers. However, the lack of
visual clues may cause problems in interpretation (Birks and Mills 2011). This
technique was also useful given that many of the participants worked erratic

shift patterns.

Despite having designed a comprehensive interview guide, sometimes
participants do not offer the depth of insights sought by the researcher. Two
of the interviews felt this way. | tried to ask questions in a different style to
encourage the participant to relax and open up. On reflection, although | felt |
had gained little, when considering the interviews later, and in the light of the
divergent examples (Schatzman 1991) it transpired that they were, in fact,
very rich with data and added to the dimensionalising | was undertaking

illustrating how my perspective shifted during analysis.

4.5.6 Focus Groups

One focus group was held in phase 3 of the data collection for verification
purposes. Focus groups are useful for grounded theory development and my
intention was to gain more information about the experiences of this particular
group of nurses in order to develop my theoretical explanation (Fern 2001,
Litosseliti 2003). Focus groups allow a range of opinions to be discussed and
group members can influence each other by responding to the ideas and

comments of others. The focus group offered a privileged insight into the
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parti ci pant gtdopenmendeddtructunegFem 2001). In

accordance with the relevant literature the participants were chosen for a

particular characteristic, namely that they had all been exposed to caring for

patients who were seriously ill (Krueger and Casey 2000). | felt there was an

advantage to have members who knew each other as this meant that the

power imbalance between the researcher and the participants was reduced

(Young 2011). Although focus groups are not as strong as individual in-depth

interviews atprovi di ng a ful some understanding of t
experiences, this approach gathered data that supported or refuted my

developing theoretical explanations.

The focus group comprised 9 registered nurses with between 2 months and 1
year 3 months experience in acute care areas. This group offered an
opportunity to explore my emerging theory from the perspective of junior
nurses who had experience in caring for deteriorating patients. Participants
with this level of experience had not yet been sought in the study. The focus
group was held in the Education Centre and digitally recorded. | also made
notes and memos as the discussion progressed. | gave a Power Point E
presentation of the explanatory matrices and theoretical explanations built
from the current data as a Topic Guide to discussion (Appendix 14).
Questions on each slide prompted discussion of each dimension and
encouraged the participants to give examples of where the behaviour had
occurred in their practice. | also encouraged them to refute any dimensions
that they did not feel resonated in practice and that were not a true reflection
of the social interactions and processes in play. In fact, they expanded on
each of the dimensions and helped clarify and crystallise my thinking further.
The data yielded from the focus group was rich and invaluable in developing

the substantive theory.

Fieldwork, focus groups and interview are arguably strong in the discovery of
information and understanding processes, and the interview technique is easy
to use (Bucknall 2003). The disadvantages are a lack of control over the
study and the inability to transpose the results to the wider population (Polit &
Hungler 1999).
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45.7 Field Notes

Throughout this research | recorded my experience and reflections as they
emerged. Field notes were recorded prior to, during and after the fieldwork
session, interviews and focus group. Four types of field notes were recorded
during the research process;

1 analytical memos
9 theoretical memos
1 reflective notes

1 transcript (interview) notes.

Data sources included analytical memos from the fieldwork periods in the
wards, patient and ward documents, published literature, interviews and focus
group data. My field notes contained my own reflective responses from the
shadowing session and memos relating analytical and later theoretical
insights. These were used to guide sampling decisions, enhancing the
interview topic guide and to address any ethical issues that arose (Germain
2001, Corbetta 2003). An example can be found in Appendix 11 7 Excerpts
of Field Notes and Reflective Diary. | included comments regarding my
perceived impact as researcher on the research data (reflexivity). For
example, | occasionally felt that my presence seemed to affect certain

par ti ci p aoourt Bakingtaediesofthese incidences helped with the
analysis and validity checks later in the study. | felt this encompassed
reflexive monitoring of the study as it progressed (Hammersley and Atkinson
1995). In order to identify the purpose of the notes, different coloured pens
were used. For example black ink for the descriptions, red for the analytical
memos and green for reflections. All were dated and timed for later

reference.
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My note taking in the field served:

1 To facilitate reconstruction of the physical environment in which the
participants worked

1 To record aspects of the interviews and focus group that could not be
discerned from the audio recording, such as body language, tone of voice,
environmental distractions
To record details that emerged after the recorder was switched off
To provide an opportunity for reflection and self-evaluation

To record my thoughts, insights, ideas and observations.

Notes were made whilst in the field, or as soon as possible after the event
(Hammersley and Atkinson 1995, Darlington and Scott 2002). This was to
ensure that the vividness of the event was not lost and that the risk of
subconsciously changing the data to
undue reliance on memory was minimised (Hammersley and Atkinson 1995).
To log a particular event before the memory faded, | retreated to an office or
room within the ward to write up notes before returning to the field.
Alternatively | wrote notes up as soon as possible after the fieldwork period,

certainly before the end of that day.

4.5.8 Managing my Role as Researcher

During this research, | was both the principal data collector and working within
the same profession as most of the participants. This gave me several
advantages. It helped foster trust and confidence in the researcher-
participant relationship and established an early rapport with the participants.
This yielded greater access into their clinicalworld. | r ecogni sed
which prevented the need to constantly ask for clarification. However, the
disadvantage was that | might assume meaning rather than hear what the
participants were telling me. | addressed this by reflecting back my
understanding of what they had said and seeking their confirmation | had

understood correctly all that | had seen and heard. | maintained field notes
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which | could consult when transcribing. The focus group offered a further
opportunity for ensuring the accuracy of my interpretations. | was acutely
aware oftheris k o f 6 g o Myfigld moted récorded my reflections from
the field and served as a reflexive memo to capture the impact of data
collection on my own perceptions and interpretations of the research
experience. These strategies were essential in order to maintain rigour and
and a clear audit trail within the research, and to make transparent decision-
making around interpretation and the on-going generation and analysis of the
data (Denzin and Lincoln 2000, Finlay and Gough 2003).

4.5.9 Theoretical Saturation or Sufficiency?

Theoretical saturation is the point when no new information is gleaned from
theoretical sampling. It is when there is a depth, breadth and understanding
of the dimensions, their relationships to other dimensions have become clear
and a consistent level of repetition regarding the concepts and their
relationships is evident (Kools et al 1996). Itis a claim that relies on the

r e s e ar aieeturdtbat a dimension or category is saturated (Charmaz
2006, page 114). There is a risk that categories are saturated when they are
not, especially in small studies that may make hefty claims (Charmaz 2006).
Theoretical sufficiency contends that dimensions are suggested by data.
Although theoretical saturation is what a grounded theorist should aim for
(Charmaz 2006), | prefer to use the term theoretical sufficiency to describe the
point | reached when through dimensionalising, integration and reintegration
no new patterns were emerging. | felt this gave a better fit to how | conducted
this study, learning and growing as it progressed, based in a study setting at a

point in time within one sub-world of acute care nursing.

Explanatory matrices were compared and viewed from differing perspectives.
They were trialled as the central organising phenomenon and verification was
sought from the participants when it became apparent no new concepts were
emerging. It was at this point | decided theoretical sufficiency had occurred

and that additional data would most probably be redundant and unproductive

(Kools et al 1996). Mindful of the arguments around saturation and
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sufficiency and that some authors suggest saturation may never be fully
achieved | ocarhowpltt esin dduaomn-aadk i lnegire
which advanced nothing new. | also tested out my emerging theory at an
international conference of critical care and ward nurses, (see section 4.8.3)
for confirmation of the &édworkability
theoretical ideas (Glaser 2010b, Andrews 2012). Once confirmed, | drafted

the theory.

4.6 Data Management Strategies

A large volume of data was amassed through the various collection methods.
It was therefore, imperative that that data were managed in a way that
facilitated easy access and effective back-up and maintained participant

confidentiality at all times.

4.6.1 Audio Recording

A PhillipsE digital recorder was used to record the interviews and focus
group. Itis unobtrusive with a built in microphone and was purchased with
some research funds received from my Trust. The interviews were then
stored on a password protected computer using the digital software
SpeechExec AMBthoughthérewas potential for the recording and
the device to adversely influence the participants, placing the device in an
unobtrusive place reduced this possibility. The recording was a valuable tool,
as manual note taking during the interviews and focus group and field notes

al one would not have been sufficient

4.6.2 Data Processing and Transcription

All interviews were transcribed verbatim and these transcriptions, along with
all field notes were used for data analysis. Appendix 13 is an example of one
of the interview transcripts. All interview transcripts were checked for

accuracy by reading and listening to the recordings again and analytical notes
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were recorded. Field notes were not typed but were available for review in

hard copy when needed during the analysis.

4.6.3 Storage

All participant data was stored electronically on a password-protected

computer. Each individual WordE document
My personal reflective diary was also saved onto a password protected

computer. Hard copies of field notes and memos were stored securely at my

home.

4.6.4 Managing Quotations

The interview quotations form part of the research data. These are presented
in chapter 5 (Findings) to illustrate the theoretical and conceptual points being
made. Some quotations were edited to achieve brevity and clarity or to make
explicit the theoretical argument being supported. In addition, English was not
the first language of some of the participants. An example from participant 4

is given below. The verbatim transcript is as follows:

ol did, because previous dmgikei t was | i
normal things, but | noticed that she was a bit, so | did every 2

hourly to see if there is much deterioration and she is going

tachycardic, any of those symptoms like when you are looking

after a sick patients like you observe everything all those things

l i ke. So I did 2 hourly but it was quit

The edited quotation below has removed the colloquial language:

60The previous day we did her observat.
normal, but | noticed that she was a bit worse so | did them 2

hourly. | did them every 2 hours to see if there was any
deteriorationo.

The key point, which is her decision and action to monitor the patient more

closely, is retained without distracting the reader with additional vocabulary
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that that did not enhance her meaning. Where quotations have been

shortened but not edited the use of 6 é.

4.7 Data Analysis

In keeping with the adopted methodology, data analysis methods were

developed from the grounded theory principles in particular dimensional

analysis as propounded by Leonard Schatzman (Schatzman 1991). There

were several stages of analysis as shown in Table 4.5. Throughout all stages

there was on-going interpretation of the research text and the phenomenon of

decision-making and clinical reasoning.

Table 4.5 Stages of Data Analysis Undertaken

Identifying Dimensions

Data is labelled and grouped into dimensions
The properties of the dimensions are identified
The properties and dimensions are compared

Differentiation

The dimensions are organised and the significance of
the data bits and their inter-relationship is determined
Relative values are assigned to dimensions, identifying
their relevance to the phenomenon under study
Abstract concepts are identified

The absent or uncharacteristic case, which will
illuminate that which is present in other data, is sought
The data is interrogated from a new perspective which
may illuminate new dimensions, conflate existing ones
or recognise new relationships between dimensions
Return to the literature

Maintain theoretical memos to explain formulations
developed

Developing the
Explanatory Matrix

The critical mass of dimensions has now been collected
The data are ordered into matrices that illuminate the
explanatory power of the dimensions

Links are made between the dimensions

Data are ordered into conceptual components -
conditions, processes and consequences - framed by
the perspective (lens) through which they were
analysed

Theoretical sampling is undertaken to test the
conceptual linkages in the developing theory, including
a return to the literature

The central organising phenomenon is set out
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The explanatory matrix provides a logical configuration
that provides meaning, elevating analysis beyond
description into the realm of explanation

Integration/reintegration | Takes place following theoretical saturation
Thetdry ofiswriten sitoairgy ehé theoretical
explanation around the central organising phenomenon
to build the theory

Patterns and relationships between the dimensions are
described and explained

The dimensions and components are integrated
according to the central organising phenomenon

The grounded theory is written

Adapted from Kools et al 1996, Endacott et al 2010, Scholes 2011

| continually oscillated, juxtaposing assumptions with the research data and
constantly cross-checking my interpretations with the original transcripts
(shifting perspectives). Throughout this process | strove to maintain

cl oseness (or faithful nesgsgjoundimy t he partici
interpretations in the data. Dimensional analysis of qualitative data is iterative
and circular, and there is an inseparable relationship between the data
collection and data analysis processes (Kools et al 1996). This constant
comparison is a key feature of naturalistic inquiry and of dimensional analysis
(Strauss and Corbin 1990, Schatzman 1991, Erlandson et al 1993). Figure
4.4 (overleaf) depicts the reasoning | undertook as | collected and analysed
data (Scholes 2011). Throughout the research this thinking is interjected with
working hypotheses. The cycle was repeated and the conceptual level of
thinking grows with each hypothesis considered until the theoretical

explanation and central organising perspective are illuminated.
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Figure 4.4  Abductive Thinking in Data Analysis

properties from individual interviews [ field notes! memos

inductive reasoning:

data builds from singularto abstract

ion reduces fixation error
VWHEHN new data are added

deductive reasoning:

thearetical memos -extrapolated ideas — thearetical sensitivity

(Scholes 2011)

Data analysis is presented in this section broken into three phases of

research and grouped according to the four stages of dimensional analysis:

identification of dimensions
differentiation

explanatory matrix

= =2 =2 =

integration/reintegration.
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4.7.1 Data Analysis Phase 1 - Identification of Dimensions

| read and re-read the transcripts and repeatedly listened to the interviews.

On an Excel E spread sheet | naatlyed what the
appeared to be. The | abelling was derived
For example, participant 1 said:

~

Al knew the patient, | knew what his wou

Later participant 3 said:

AWe were trying to get hteknowut of bed, s
Not her . o

| had made an analytical memo that knowing the patient was a factor in the

way the participants reached dknowingi ons and
the patient6 . Il tried to ascertain its properties
other dimensions to detect any theoretical bearing on clinical reasoning and

decision-making in this context. Later | used more abstract and conceptual

concepts to name dimensions, derived from the literature. This resulted in an

initial set of 23 dimensions and properties identified from interview analysis.

They all related to the way participants made decisions when concerned

about a patient. These are shown in Table 4.6.

Table 4.6 The Initial Set of 23 Dimensions and Properties Post Phase One

of Data Collection

Dimension Properties

Day of the Week Weekdays
Weekends
Bank Holidays

Time of Day Morning ward rounds

Night shift i less staff on duty
Afternoon T busy, post operative patients return to the
ward

Staffing Levels Enough staff
Not enough staff
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Dimension

Properties

Patient
Characteristics

Observations within normal limits
Something wrong
Change in character

Knowing the Patient

Knowing them as a person

Knowing what physiologically is normal for that patient
Knowing when something has changed with the patient
Knowing the type of patient (condition) to be concerned
about

Watching and
Waiting

Frequency of observations

Monitoring

Repeating observations and documenting them
Implementing interventions and assessing effect
Taking tests and samples to measure

Referring On

Referring to the doctor

Referring to a colleague
Referring to another professional
When a referral does not happen

Missed Cues

Not acting on a sign or symptom
Uncertainty about the signs and symptoms
Confidence

Lack of confidence

Assessment
Strategies

Location of the patient
PAR Score

Routine

Anticipation
Searching for clues

Team Members

Close team work

Poor team work

Hierarchy

Culture of the ward and team

Receiving referrals

Actions on receiving a referral

Feeling
Overwhelmed

Negative feelings
Frustration
Anxiety and panic
Other feelings

Nurse Concern

What concerned nurses?

Not Trusting Others

Checking
Self-protection

Gut Instinct

Just knowing
Experience
Knowledge

Knowledge

Experience
Using what has been taught

Specialty

Caring for a patient of own speciality
Caring for a patient whose condition the nurse was less
familiar with

Handover

Use of handover
Routine of handover
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Dimension Properties

Purpose of handover

Staff Characteristics | Length of time qualified
Length of time on the ward
Seniority

Noticing Subtle changes
Dramatic changes
Actions taken

Organising Routine
How patients were allocated
Planning

Taking Action Actions taken
Actions not taken

Delays What delays

When there were delays

The dimensions emerged through the differentiation process and analytical
guestioning of the data. I did this by
name of the dimension, its properties and interview data supporting the

dimension. Analytical and theoretical memos and questions were recorded

here with sampling decisions and further interview questions. Figure 4.5

gives an example.
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Figure 4.5 A Section of the Analysis ofthe Di mensi on &éOQOut of Hours Hospital b

Dimension i Out of Hours Hospital

Hypothesis
Being in the hospital out of hours is a factor that adversely affects the way sick patients are cared for

Analytical/Theoretical Memos

Links to values and beliefs dimension.

Links to not being heard dimension.

There is a sense from the participants that they make do. They almost expect the difficulties, wish for a better system yet
appreciate the resources they do have. Less support.

Opportunist care prevails There is a sense of being lucky if it works out smoothly.

Some participants described resources but others felt short of help.

Patient need is central in this dimension.

Actions in an emergency didndét particularly change, except
move to call for help directly to doctors and outreach.

Handover seemed key to participants with this.

Of interest T out of hours is in fact most of the time.

Question - How does this data link to the above mentioned dimensions?

Method

All data pertaining to out of hours care was copied and pasted into this table. Four properties relating to the dimension are depicted
in the columns with data to support or in some cases refute the heading chosen.

These were then aligned with a participant to search for patterns in behaviour and process and linkages across other dimensions.
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Properties of the Dimension

Not knowing the patient

Resources available

Enhancing care

Delaying or adverse
effect on care

P1 L87 So basi (L90 But | mean, if L121 Because they are
all about the Mr P ones, but | that you feel is really generally unwell very busy in Theatres
not so much about Mr S, Mr | we have outreach that are on call [but today, theyol
B, wedve got not out of hours]. problematic patients
got orthopaed
review the orthopaedics at
all, or the medical.

L123 Unless w(L284 the problem t
really worried, about that night, which | totally sympathise with
speci fic pat.i (them,theyonlyhave 2 trainedand 1l
{calla dr} . We 61 | | HCA, and itis not enough staff, not on
t heyore f i ne. |anacute surgical ward.
down to whose ever in
charge to make sure that
they do know that patient.
L 362 Nustaibit hard when you
are in charge and
allocated patients. Weekends, it does
work well with 3 and 3, but to me you
still need a coordinator.
P8 L142 , | think night time, | mean in L242 they now work | L193 And to get a decision,

gener al ni ght ti me
nursesaround youodve got
around. You haven

outreach team. Our team unfortunately
canébt-hdbar24£over .

for our site team so
thatiftheyb r e o1
of a weekend or of a
night time when you

havenoét go

because that was what was
slow this morning, the
weekend team and early
hours of this morning, um,
the Anaesthetic team had
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Not knowing the patient

Resources available

Enhancing care

Delaying or adverse
effect on care

got S our respiratory nurse, we utilise

her an awful lot.

outreach you still
know youov
someone who
understands.

sai d AWedl |
to come and
obviously this was just

gone 12 od6clo

PAR scored at 7

g
r
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This was my first attempt at using dimensional analysis and reflects the

neophyte nature of me as a novice researcher using dimensional analysis

| oo ki mwhatdllisinvolledheredo ( Schatzman 1991) . The di
properties at this stage are therefore very simplistic and descriptive. It was at

this stage that | met with my supervisors who encouraged me to ask different

guestions of the data, to expand my ideas creatively and encouraged me to

see the data as strange rather than through the eyes of a critical care nurse.

This encouraged me to attend to my reflexivity as | entered the field a second

time.

4.7.2 Data Analysis Phase 2 i Further Dimensions and Differentiation

The second phase of data collection was undertaken on a medical ward. |
was looking for a range of nurses with different levels of experience, and at
different stages in their career to investigate whether their decision-making
differed according to these criteria. This enabled me to make comparisons
across cases and further interrogate the dimensions and data. This led to
additional dimensionalising and differentiation. This in turn guided participant
sampling and data collection choices. Such decisions might include time of
day, day of the week and so on. It was at this stage | interviewed 2
participants from the physiotherapy profession. Their insights were sought in
order to illuminate the phenomenon from their perspective. They were
theoretically sampled as they received referrals from nurses to assess
deteriorating patients. | was interested in gathering data about these referrals
and their perception to explain the theoretical insights gathered thus far from

the nurses.

| also turned to the literature at this stage. Certain concepts seemed to stand

proud from the others. An example of this was the notion that participants

appeared to have the need to feel like they were in control. This focused my

attention on what happens when someonefeel s i n control, or whe]

Using search engines such as www.google.com, google images,

www.dictionary.com, Cumulative Index to Nursing and Allied Health Literature

(CINAHL) and the University search engines | uncovered information about

145


http://www.google.com/
http://www.dictionary.com/

docusofcontrold6 as a theoretical concept. I then
including the pertinent sociological theories among its properties. Existing
dimensions and properties seem to mesh with this concept.

The website www.dictionary.com was very helpful, acting as a conceptual

lever in enabling me to view the data as strange and to examine it from
opposite perspectives. A similar search of websites and the literature was
undertaken that prodakedstapddbekensioas 6
@ut hent,ipaat it o od i prajessiohakselfrcyodn f i damdh c e 6
@ moti onal c¢ dhepemdinger eme@ed as data analysis and data
collection continued. Strauss & Corbin (1990, 1998) caution against the pitfall
of selecting data that has been established by another theory. They suggest
this may hinder the generation of fresh categories and theories. | was very
mindful that theory can be forced. Acknowledging this concern, | progressed
with the aim of using the theoretical insights of other authors to sensitise me
to potential patterns in the data (Lempert 2007). | sought a delicate balance
between using pre-existing theoretical and disciplinary knowledge whilst also
remaining reflexive and therefore unaffected by the existing theories and
literature | was reviewing. This seemed a pragmatic approach, alerting me to
gaps in my theorising which would culminate in a more nuanced story, whilst
not preventing theory being generated from my own collected data (Lempert
2007).

These dimensions were plotted on a WordE d:
recording the current working hypothesis. This provided an audit trail of the

analysis and emerging insights and ordered the vast amounts of collected

data. The analytical memo section contained my thoughts as | compared

across dimensions, and as | considered the transcripts and concepts. |

recorded theoretical sampling decisions in this section including requirements

to search the literature, or noting to myself to compare and contrast against

other dimensions. The next section of the matrix contains the evidence

supporting or refuting my thoughts. At the end were actions for further

consideration. Al t hough someti mes this iterative pr

its constant ebb and flow, the matrix format ordered my thinking as time
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progressed. This was an iterative process that took many months. An
example of the tabular analysis can be found in Figure 4.6.

Some of the dimensions took on a new salience when examined from
different perspectives or as more data evidence emerged. For example the
di men blildngacdsed began as a hkeingopedriteyw adbfl etbhe 6
dimension. As data collection progressed | decided to look at the data from
the perspective of that property and found this to have enough relevance to
warrant designation as a dimension in its own right. Later it was trialled as a
centr al p e r styyiegdtbutdv ewa s Tphherabdidive process
and led to mutations for several of the concepts as analysis continued
(Bowers and Schatzman 2009). Transcript analysis of the transcripts refined
and expanded previously developed dimensions. In addition, ideas that came
to mind through supervision sessions, action learning sets and time on my
own or conferring with a fellow doctorate student, enabled me to think
creatively and conceptually. As this process of conflation and differentiation
continued the 23 previous dimensions became nine. These are shown in
Table 4.7

Table 4.7 Dimensions and Properties Post Phase Two of Data Collection

Dimension Properties

Values and Beliefs | Caring ideals i beliefs about how caring should be
Caring options 7 availability and suitability of resources
and services

Caring proximity 1 relational, geographical, cultural
closeness or distance

Caring rewards - positive aspects

Working in a Crisis | Mechanistic, emotionally engaged, rabbit in headlights,
stop seeing, focused, crescendo

Being believable Watchful waiting, checking interventions, building the
case, confidence in findings

Out of Hours Not knowing the patient, resources available,

Hospital enhancing care, delaying or adverse effect on care

Authentication Needing to check with others

Locus of Control Internal locus, external locus

Positioning Theory | Placing themselves in their perceived professional and
hierarchical position

Professional Self- Optimism and confidence in attitudes and judgements
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Dimension Properties

Confidence Pessimism, low self-satisfaction and sense of
worthlessness
Fluctuations in self- confidence

Emotional Zeroleveli where a personds hel
Competence contaminated by their distress
Compulsive intrusive helping i most prevalent in our
society

Slips can occur but person knows it and can correct it.

The critical mass of dimensions had now been collected. The next step |
undertook was ordering these dimensions into explanatory matrices using a
design that provided a logical sequence of steps (Scholes 2010). The

conceptual components used were:

1 Contexti the environment or situation in which the dimensions were
embedded

1 Conditions i the dimensions and properties that shape, facilitate, block or
affect the actions and interactions in play

1 Processesi the intended and unintended actions and processes that were
taking place

i Consequencesit he outcomes of the actions pl ace
section

1 Theoretical explanation i an attempt to theoretically explain the
phenomenon at an abstract and conceptual level which was then
compared and contrasted with the literature to develop or refute the

theory.

A sample of the matrix u®etd obdb EBwrplai Hot pet
is shown below. The example shows how the data was ordered and how the

theoretical explanation and analysis was recorded. This process occurred

with all dimensions and their properties in order to finally illuminate the central

organising perspective. Some dimensions became properties of others until

the dimension with the greatest explanatory power was illuminated.

148



Figure 4.6  lllustration of an Explanatory Matrix i Out of Hours Hospital to show development of the Central Organising
Perspective

Context
Concern about a patient on a:
Saturday
Sunday
Evening
Night time
Conditions
No outreach team
No specialist nurses
Regular medical team may or may not be on duty
Teams may not know the patient
Less people around to help
Less staff on the ward
Process/Actions
Call available team to review
Handover occurs 24 hrs a day
Place emergency call to get help

Consequence
Patients not known by teams

Less reviews take place

Have to dmake do
Calls not answered

Delays in reviews

Drug doses missed or late

Anxiety increased
Theoretical Explanation

Delays in seeking help for deteriorating patients outside of normal hospital operating hours can occur because there are less
resources around and people are unfamiliar with the patient.

This creates a level of anxiety for nurses and means they sometimes jump steps to get help T evidenced by calling 2222 without
going through o6watchful waitingé, O6authenticationé or fearheppc ki ng i
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Having undertaken two phases of data collection and developed a
number of matrices, | began trying out different explanations of the data.
| dr ast edy ao b usindgtiesesnatscesd This process
enabled me, through the writing, to identify patterns and linkages across

dimensions.

4.7.3 Data Analysis Phase 3 i Integration and Reintegration

The final operation of dimensional analysis is integration and

reintegration developing explanations of the dimensions around the

central organising phenomenon before writing the theory (Scholes

2010). The central organising phenomenon should pull together all the
other dimensions to form an explanatory whole (Kools et al 1996). The
wealth of available data made the task of determining a central

overarching perspective challenging. This was achieved through

constant editing and rewriting, for example through the mechanism of
thedst ory o6, tahned cdaespei ingtwithrttge aidnof t hi nk

diagrams.

The overarching perspective that best explained what was transpiring in

the setting was that the nurses were building their case, convincing

themsel ves of the casebds ability in orde
actions and decisions which would address the deteriorating condition of

the patient. It was as though they were needing to account for their

thinking and decisions. When | assigned each of the explanatory

matrices as the central perspective and linked the others in, it became

apparent that building their convincing case was the thread that bound

al |l other di mensions and prraeisseonnt eddd eatsr etéh

behind the decision-making processes.

Through further writing, reflection, reading of the literature and
discussion with supervisors, a central dimension was identified that
enabled other dimensions to fit into a coherent explanatory matrix

(Figure 5.1 in chapter 5, section 5.1.1 7 The Decision-Making Model
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That Occurs When a DfReaudrates)nRramghisGtavasd i t i o n
possible to slot other dimensions into place. The writing up of this

explanatory matrix formed the foundation of the substantive theory. It

appeared at this stage that as nurses were attempting to make sense of

the clinic a | scenario, they tried to 6account ¢
searching for confirmation of their suspicions. This theory was tested

out at two national critical care conferences®. Feedback was positive

with delegates expressing resonance with the findings presented. This

suggested it had some credibility. The creative journey of writing this

thesis provided a final opportunity to reflect on and refine the theory

which is presented in the next chapter.

4.8 Summary

This chapter has described how | developed my methodological
decisions through the phases of data collection and data analysis.
Differentiation of these dimensions developed an explanatory matrix
during the third phase of data collection and analysis. The final stage of
the research process was the integration of the matrix and its
development into a substantive theory. By detailing these processes |
have offered an audit trail that assures rigour, credibility, dependability
and confirmability. The next chapter presents the substantive theory

supported by the interview data.

9 Smith SA (201DgcisioMaking in Acute Care Nursing with Acutely Unwellasented at the

South Thames | ntensive Car e -Hghtingday Betestént Gr oup ( ST
Care, 11October 2011, Aurora Hotel, Crawley, Surrey.

Smith SA (201Phe Theory of Mind Accounting: Daétaiomg in Acute Care Nursing with Acutely

Unwell Patient®resented at the British Association of Critical Care Nursedt{BAé&aadional

Conference, t18eptember 2012, Brighton Dome, Brighton, Sussex
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Chapter 57 Findings

5.1 Introduction

The findings of this study are set out as a substantive theory built from
analysis of the data. The chapter is organised into the following themes:

1 The ward routine T clinical reasoning and decision making on a
normal day

1 Crescendo of care i clinical reasoning and decision making when
the clinical picture is uncertain (escalation)

1 Management of crisis i clinical reasoning and decision making in
extreme circumstances

1 Values and beliefs i their influence on each of the three decision
making modes

1 The theory of mind accounting in clinical reasoning 1 the central
organising perspective conceptualised from the duilding the

case 6 di mensi on.

These themes, with their related dimensions and properties, disclose
the social interactions and processes in play around the deteriorating
patient. They build a story of the case from which emerges the
substantial theory of mind accounting in clinical reasoning. This central
phenomenon provides the most fruitful explanation to account for the
factors that influence clinical decision-making when caring for
deteriorating patient in the ward environment. In presenting and
discussing the theory the literature has been used as a comparator to

the emergent findings in this chapter and chapter 6.

Importantly, clinical reasoning and decision-making are made
conceptually distinct. The point at which a decision is made is influenced
by the clinical reasoning patterns that materialised when the participants

explained their actions, thoughts and interactions, thus decision-making
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Is conceptualised as the end point after a period of clinical reasoning.
Clinical reasoning is conceptualised as the process undertaken leading
to the decision making point. The analysis of the interview data aimed

to answer the following research questions:

1. What are the contextual factors that impact the recognition of and
response to the deterioration of the unwell ward patient?

2. What influences decision-making when caring for such a patient?

3. Which contextual factors promote good quality care (defined as
timely intervention) for these patients?

Each theme is presented and supported by quotations from the
interview data. Where more than one participant expressed a similar
view, a typical exemplar is given. Finally the substantive theory of mind

accounting in clinical reasoning is explained.

5.1.1 The Decision-Making Model

The clinical reasoning patterns used by the nurses in this study were
cyclical and diverse. Nurses did not appear to follow a linear and
uniform scheme of clinical reasoning as originally described in the
seminal works by Elstein et al (1978) and Carnevali et al (1984).
Instead, they were influenced by a range of contextual factors that
affected their decision point, decision-making processes and
subsequent actions. Factors such as knowing the patient, the handover
process, how patients were allocated, the length of time the nurse had
been working on the ward and the speciality and experience of the
nurse were influential but they did not explain the clinical reasoning

patterns that emerged.

The decision-making processes could be attributed largely to the
different perspectives the nurses held about a situation; this altered their
reasoning and actions (i gur e 5. 1) . The nursebdés valu

underpinned their subsequent course of action. Ultimately, these
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factors appeared to condition how and when they made the decision to
escalate their concerns. The whole process was encompassed by
constant o6écognitive justificationd of th

conceptualised as mind accounting in clinical reasoning (section 5.6).

Nurses who participated in the study have three stages in which they
orientate their clinical decisions. They are:

i. Oward fowstiomary reasoningod,
i. 6crescendmbafucdtarnve reasoningd and

iii. Omanagemenicofficrmatiison reasoningod.

These stages influence how nurses interpret the clinical picture
unfolding before them and build a case they feel is convincing enough to
make a referral and thus escalate any additional treatment decisions to

another professional. They also influence the ways nurses give care.

In Figure 5.1 (overleaf) the horizontal lines represent a significant

cognitive event and/or decision point for the nurse. The vertical line

represents time passing during the span of the shift. This can be any

|l ength of time depending on how the pat.i
Between each horizontal line different processes are taking place within
themodesnamed o6ward routined, Ocrescendo of
of crisiséo. These processes encapsul ate
the case by piecing together segments of information about the patient.

The nurse also uses deductive thinking where they take a diagnostic

hypothesis and cross check with objective data, in the form of

physiological parameters such as blood results. They need to 6acco

for their assumed hypothesis prior to taking action.

Abductive reasoning describes the process of logical interpretation
before arriving at a diagnostic conclusion or reasoned decision.
Throughout the second and third tiers the nurses continue to follow the

abductive reasoning cycle. They appear to be doing this for different
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reasons. During the crescendo of care phase the nurse is concentrating

on building a credible case.

In management of crisis, the nurse is trying to reduce uncertainty and

seek confirmatory evidence. Underpinning these processes are the

nurses o6 values and beliefs. The intervie:
combination of perspectives, dimensions and concepts. Each stage in

the decision-making model is explained in the following sections.

Figure 5.1  The Decision-Making Model That OccursWhen a Pati ent 6 s

Condition Deteriorates

The Decision-Making Model that occurs when a patient’s condition
deteriorates

R _
R
S
Deductive/inductive/ thinking — a cycle K]
Continues reducing uncertainty by checking. 5
5
. Ky >
Action: Refer/seek help 5 2
= ‘o
______________________________________________________________________________ +
?:D —— > Decision Point when data obtained is perceived as credible. 8
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8 | o o . o 5 2
a | @ Deductive/inductive thinking — a cycle S oo
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Values & Beliefs (organisational/personal) —
underpinning practice

5.2 The Ward Routine Mode i Customary Reasoning

When a nurse surveyed the clinical situation during the normal working

pattern of the ward, decision-making was characterised with planned

routines, cultural norms, established protocols, policies and procedures.

These activities formed the routine Osur
based on standards set out in policy documents (NCEPOD 2005, NICE

2007) developed to ensure adequate observation and intervention of

patients at risk of deterioration in general ward settings. Decisions
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framed by these circumstances have been called customary reasoning.

Customary reasoning was evident in:

I.  handover at the start and the end of a shift to determine patient
allocation
ii.  routine activities such as the regular medical ward rounds,
lii.  the attendance of specialist staff, such as the Respiratory Clinical
Nurse Specialist,
Ilv. the attendance of therapy staff for example physiotherapists, who
contributed to planning for the ward patients.

Decision-making was reliant on routine and protocol and was seen as
part of a oOonor mal dayodo by the participan

included:

1 The timing of vital sign observations
1 The use of pre-printed care plans

1 The use of Patient at Risk (PAR) Scores (Appendix 1).

All actions were controlled by a protocol and did not require the nurse to
consider their response, unless something untoward was discovered
which might warrant a departure from the routine. The way in which the

Oroad iinnfl uenced the nursesd response wa

AA | ot of it truly is on r
observations, it is down t
(Participant 15, Band 7 Charge Nurse).

AThe PAR score is al watgnsis very hel pful
scoring 4, so | will do observations every 15 minutes and see

if there is any improvement. If not after another 15 minutes,

then | will get an expert opinion such as the critical care

outreach team. Of course | will inform the [medical] team as

well at the same time | <call the outr
(Participant 4, Band 5 Staff Nurse).
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Al d o[pre-prikted card plan] because on this ward we

have got patients with the same problems, like stoma care,
oxygencare,post-op car eé. Thate,thepostopur routin
care plan for the hospital, 15 minutes for 2 hours, if unstable

go on with 15 minutes or change it after 2 hours. Put it on 30

mi nutes, for the next 2 hours as wel |,
can do hourly. But if the blood pressureis low,ifl6é m wor ri ed
it 1is too high or too | ow | wondot <chal

leave it on the 15 minutes, probably for 3, 4 hours. 1 t 6 s good
because you wondét miss anythingo.
(Participant 5, band 5 Staff Nurse)

The nurses combined physiological data, test results, and decisions
agreed by the visiting professionals on routine reviews, to direct their
thinking. They collected this information as part of standard care.
Some referrals were routinely generated. A physiotherapist explains

their typical practice in the ward with sick patients:

Ailf itoés a patient, for iYYstance, 1ik:e
because he has got an exacerbation of COPD [chronic

obstructive pulmonary disease] we would automatically pick

him up anyway, or anyohecwhobsogot a
(Participant 11, Physiotherapist)

These patients were automatically reviewed by some specialist teams,
usually only during normal working hours. The impact of this on the

nurses is explored later.

Customary reasoning was presentevenwhen a pati ent 6s condit
altered, as long as it fell within the parameters of established protocol,

as highlighted by participant 5 above. There were clear escalation

procedures for the participants to follow, which they usually did when

practising in this mode. Interestingly, the above participant chose to

adhere to the post-operative care plan, albeit more cautiously with more

frequent vital sign intervals monitoring, but did not mention the PAR

score protocol which may have suggested a different course of action in

10NIV is nemvasive ventilation, a modality of respiratory support for patients in respiratory failure that is
delivered at the bedside by a portable respirator visedspegi@n mask.
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the case of a persistent low or higher than expected blood pressure.
This actionwas notevidenti n ot her participantso i

When working in the mode Oward routi
themselves according to their perceived professional roles and did not

deviate from this within the hierarchy of the ward. An example is that

the health care assistant always made referrals to a registered nurse. It

was usual practice for the nurses to follow the hierarchical norms and

the protocols in place step by step irrespective of the acuity of the

patient. The healthcare assistants always informed the registered

nurse, the registered nurse would then inform the doctor. The following
participants describe their decisions to refer a patient:

Awel I 1 j i
|

st noticed du
guite a t

u ring the af
0 At about 5 o6cl ock |

Nt el

neo,

t er
S ali

doarandomBM st i ck?6 | thought she was dr

needed to check it, which | did, and it came back at 19.0

[mmols/l]. So, I informed the Staff Nurse who then waited an

hour and a half. About half past
informed the Staff Nurse. We informed the doctor who then

6 |

decided that we should do a fasting gl

(Participant 2, Health Care Assistant)

AThe health care assistants wusually t
something wrong with the obs [vital sign observations]. PAR

scoring | think is great because obviously you know when

things arendét right obs wise. Obvi ou:
high respiratory rate I 6m worried, if
[tachycardic i fast pulserate]l 6 m worri ed, but with th
score is, they oseisyPAR-ing6yalmeai f s ome
Medi cal Emergency. 0 And thatdés what \
one can have a go at you. Even i f t he
protocol . Stops a lot, it has worked,
cardiac arrests, they get there quicker, they have to come up

in 15 minutes. Ang 6 upsheyweme,raedd s P AR

a decisionbs made. 0
(Participant 13, Band 5 Staff Nurse)

The participants tended not to deviate from their perceived professional
roles and position within the hierarchy of the team. A charge nurse

explained:
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fPeopl e do not move out of their posit.i
There is a hierarchy and on days [shifts] | see it. | have

people that are on nights and at night are totally confident.

They will deal with any issue that arises. Put them on the

day shift and because somebody senior
deal with it in the same way. | agree that professional

boundaries influence people. o

(Participant 15, Band 7 Charge Nurse)

The nurses seemed to assume a role influenced by their perceived
professional boundaries and how they envisioned themselves within
these self-imposed constraints. Even in an emergency, participants
appeared to remain in their perceived role for as long as they felt sure of

their position in the team, in this case junior and subservient.

Al 6ve been at a couple of respirato
asked to assist with things | haven
been comfortable because there is a team around you. In

that situation everybody knows their role.

Isituate myself where itbds needed, I d
member of the team but was there to do whatever was

needed. 0O

(Participant 23, Band 5 Staff Nurse)

ry
ot

This nurse was operating within the boundaries of ward routine and

customary reasoning by actively situating herself where she felt most

competent. Nurses who viewed the shift as a normal day did not expect

an unexpected event to occur. Themodeéwar d routined repres
O0background musicé of day to day | ife on
and remained even when a paparticpant 6s condi
who had noticed a change in the condition of one of their patients,

adjusted their actions. This trigger is represented by the first dotted line

on Figure 5.1 and marks a change of pace and thinking. Participants

described this trigger point:

159



i O Mhursday when | came for my shift, | noticed that she

was very sick. It seems that she had fallen very ill on

Wednesdayé. her urine output was very
she needs a blood test to see what her albumin level is, plus

she was getting pale so | thought let us have a look at her

haemogl obin. o

(Participant 4, Band 5 Staff Nurse)

Al think somet i rfnarses]ttheyewillicameioor ones
you [forhelp, t hey say o6well there is somet
dondt know exactly what it is.06 You Kk
| ook different. They say they dono6t |
(Participant 8, Band 6 Junior Ward Sister)
Both participants described knowing something had changed with the
patientds condition. I n these exampl es

derived. They had noticed a difference. This was the point where the
nurse moved from routine, protocol based thinking to more liberated
thinking. They focused on the patient, analysing the information they
had collected. Their inductive thinking at this trigger point moved the

tempo of care into its next phase, illustrated on Figure 5.1.

5.3 Crescendo of Carei Abductive Reasoning

The second mode ofreasoning nur ses demonstrated was
c a r &his phase began after the nurses noticed something was wrong

with the patient. The crescendo of care mode was a disquieting time,

which nurses found very challenging. Some of the characteristics of this

phase were:

i. the pace of care became faster and more intense
ii. itwas marked by uncertainty

iii.  there was risk to both the patient and the nurse.

Risk to the patient included mortality and morbidity and risk to the nurse
was causing harm to the patient, either by acts of omission or

commission in trying to right the situation. Nurses feared they were at
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risk by being unable to account for their action or inaction if the clinical
situation overwhelmed them. This trepidation initiated a compelling
need to reverse the unfolding events. They attempted to reduce their
level of uncertainty by obtaining patient data to furnish the attending
professional with credible evidence of their concerns. The pace of care
quickened, attention intensified and action sharpened whilst this data
was being obtained. There were a number of aspects to this problem-
solving, detective part of the process. Itinvolved a cyclical application
of inductive, deductive and abductive reasoning. The nurse inductively
built the picture whilst deductively detailing their hunch before reaching
an overarching conclusion as to what might be wrong with the patient,
an 0 ac c orystficationgobtheir thinking. The outcome of that
decision could be a referral on to another health care professional for

action, known as the escalation of care.
The elements of the crescendo of care are:
I.  Information gathering
ii.  Authentication and collegial verification
ii.  Gaining control

iv.  Being believable.

5.3.1 Information Gathering

At the 6crescendo of cared trigger point

e

change from the édnormd for the patient i
i. The patientdés character and physiol og
i. The nurseds own professweonal knowl edg

iii.  Protocol and procedure.

However, they did not always fully understand the cause of the problem.

One staff nurse described this feeling:
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AFrom the first | ot of surgery she j u:
time to start and she tinomheard6t doing ani
stoma wasno6t great so you knew somet hi
ther e. We were trying to get her out
to know. Not hero.

(Participant 3, Band 5 Staff Nurse)

AShebébs really sort of gone down and s
shewas 2 days ago definitely. She | ook

(Participant 7, Band 5 Staff Nurse)

Nurses frequently described experiencing feelings of concern in the face

of little empirical evidence of deterioration. They noticed changes in the

patient but were unable to articulate what these were. Sometimes there

was an increase in the PAR score, obtained as part of routine care;

often there were subtle changes in the p

AWhen you have hunches about a patienit
patients before that have been fine, they have been

cardiovascularly perfectly stable, and you know there is

somet hing wrong, but you dondét know wl
wrong. You may have subtle symptoms, they might be pale,

they might just become less communi c at i veo.

(Participant 14, Band 6 Junior Charge Nurse)

The nurses were comparing the most recent available information about
the patient with previous data and acknowledging there had been a
change that disturbed them. This concern triggered further information
gathering, and a deductive search for supporting evidence. This might
comprise increasing the frequency of vital sign observations, ordering

blood tests or undertaking an electrocardiogram (ECG).

fNine times out of ten the obs [vital sign observations] are

alright, but itdés aepatienathatigynots o met hi ng
right so weol |l up the ante, weoll do t
frequently, weoll make sure we wal k p:
bit more than what we would have done. Because you just

Kknowo.

(Participant 15, Band 7 Charge Nurse)
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These vigilant actions formed the di mensi
described earlier where the participant collected more data whilst

watching and waiting to see how the patient progressed. These data

also enabled them to build their case towards the point when a decision

to refer was made. During 6crescendo of
prioritised. The gathering of information contributed to building a

credible story which was used to convince another professional that the

nurseb6s concerns were | egitimate.

Dui ng the O0crescendo of cared6 nurses und
prioritise patient care and to ease their own anxiety. They moved the

patient closer to the staff base: believing that if the patient was in close

proximity they would be safer because it allowed for closer monitoring.

Closer monitoring allowed them to search for evidence to support their

clinical impression. One staff nurse described her reasoning:

AYou just worry that ther are times
patientds bedsidanvérnoofrct soYwe pu:
them in the bay near the nurses() stat.

people back from ITU. You can just look at a patient while

you are standing at the nursesdé stati
worried. o

(Participant 5, Band 5 Staff Nurse)

Nurses were driven by the belief that the patient was at risk of harm,
and they were at risk of being out of their depth and unable to avert that
harm. They sought assistance to either authenticate their hunches or to

seek collegial verification for their concerns.

5.3.2 Authentication and Collegial Verification

The nurses initially involved other professionals to check their thinking

rather than to seek help. These dimensions were labelled

6aut henticationd and 6coll egial wverifica
occurred when participants were trying to establish whether their

interpretation was a genuine and accurate portrayal of the unfolding
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clinical picture. They also used authentication to establish whether their

concerns warranted expressing their clinical opinion to more senior staff

in order to elicithelp: they needed to have 6groundsd t
Conceptually this relates to the participants needing to be convinced of

the validity of their hunches which were based on data such as the

patientds observations. Participant 4 e

discussing patients she was caring for:

Al always | ike to ask the outreach t e;:
there so we can compare and see. If there is a situation |

always go and discuss it with the Ward Sister like M, to

explain the patioeseds ngowdition is w

Authentication was seen as a way of seeking reassurance because
participants inductively knew that the patient was unwell. Sometimes
participants used authentication to build their case in the crescendo to
justify their decisions, to alleviate anxiety and convince themselves they
were taking the right actions for the patients.

Al al ways work coll aboratively with m
someone is very unwell | always discuss it with my other

trained colleagues even the junior nurses because

somet i mes theydve got some recent devel
experience or they just think of somet
overl ookedo.

(Participant 14, Band 6 Junior Charge Nurse)

Many participants described using 6coll e
attempted to share collectively the responsibility of this concern with

members of the team on duty to check out hunches prior to seeking

specialist help. Some of this was related to protocol but was often seen

when nurses felt out of their depth.

f{l ask] am I in the right part, or do we have to take some
ot her actions? Maybe she wil!/ have a
(Participant 4, Band 5 Staff Nurse)

Alf | 6ve got a concern and thereds nol
believes you 1 generally nurses do believe you. If you talk to

164



another nurse even i f 1tdéds only a gu
say to you ol understand what youodre
rightao. That gives you more confide

(Participant 15, Band 7 Charge Nurse)

This shared the risk posed by the clinical situation and enabled the
participants to reduce the uncertainty they felt. It was a strategy
developed so they could feel more in control:

~

Al wanted a blood gas done on him and
needed to increase his oxygen, but | just wanted to run it by
someone el se senior to cover myself.

but obviously | know t[bxggen when somebo:
saturations]r eal |y drop itdés at the time t
important you do it, but you just try and keep an eye and

dondét do it too | ong. Il just wanted

myself. o
(Participant 13, Band 5 Staff Nurse)

he PAR sdoimgthe oba mrAdd képt k ept r e
em and sayiimg &,nosxwhgsdhhs OBRAR AR
0 s g adeveryong waw jost li&eei . A
owell é you know whatoés going t

my PIN [professional registrationfly ouér e going to risk.
wasnbét happy to do it. o

(Participant 22, Band 5 Staff Nurse)

Participants discussed on several occasions how they could avoid

professional risk to themselves and their fear of litigation or losing their

o happet

registration. OAut henticationdé and O6col

of protection. This defensive approach included drip feeding information

to others to share responsibility. Two staff nurses explained:

support as well and also she is very knowledgeable and the
one that was on duty that night was part of outreach as
wel | é. la blaod gat @ode on him and obviously |
knew we needed to increase his oxygen, but | just wanted to

il wanted him reviewed. The site nur ¢

run it by someone el se senior to covel

to |l et her know. Cover myself. o
(Participant 13, Band 5 Staff Nurse)
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AWe donot risks lbecausewf ldgal iksaes, legal

boundari es. I n the end | 0611 be answel
So in the end you just end up calling the doctor for silly things

real |l vy. Some of the doctors say Owhy
this?6 lj ussay ctoov etrhhenng dmysel f 6. |l ha

(Participant 5, Band 5 Staff Nurse)

In fact, the risk was actually to the patient not the nurse, with the

possibility of delays in timely delivery of care. Comparison across

participants revealed that more experienced and senior nurses, those in

ward sister and charge nurse roles, escalated their concerns with less

apprehension for their own accountability:

Al 61 I be assertive. |l 6d say o0l 6m tell
that | am very worried about that patient,andl dondét know

what is going on but | think something
And i f they dondét respond to it | just
found that registrars take me seriously, the more

experienced you are the more serious they take you. | think

theyk now what you mean. o

(Participant 14, Band 6 Junior Charge Nurse)

AThe uniform hel ps. And | think prob:
bul shy than perhaps some of them. | f
that | want from the first person thet
seni or to them. And | dondt care. Il 6 m
and get a Consultant. I ring Consul t
see this patient thereds none el se av:
Consul tant he knows that anywayo.

(Participant 8, Band 6 Junior Ward Sister)

Senior staff demonstrated no hesitation in getting help when concerned

about a patient, and certainly no concern for their reputation or how they

would be perceived by the person receiving the referral. The process of

negotiation and bargaining was evident as nurses interacted with

doctors so that they could achieve the patient goal they were seeking.

They showed confidence in their decision and asserted their clinical

concerns until the desired action was forthcoming. However, some

junior nurses described a different response from the doctors that

contributed to the nursesédé unease and f e
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Al worked on a ward where | knew t he
level and they were more inclined to come and review them

[patients] for you. When you have a problem with say a

medical patient and you are dealing with the medical doctors

and you dono6ét actwually know them you ¢
response. 0

(Participant 17, Band 5 Staff Nurse)

AWhen you work on the wards for a whil
with some of the doctors. If you ask them to do a few things

and they always have seen there is justification, then they

are likely to doit. 0

(Participant 20, Band 5 Staff Nurse)

These junior staff felt unable to make a convincing referral to some
medical staff which they attributed to the nature of the hierarchical

relationship.

5.3.3 Gaining Control

Gaining control of the clinical situation was part of the process of

building the picture and detecting the patterns occurring within the

framewarlk sacfendo of carebo. Feeling out
led participants to feel very overwrought.

Al quite often have a crisis of conf i
you get all tense with very very poorly patients and you do
t he best t hatyoyuo uwackaen élogaimadbe 3 o0 0

morning thinking,]| di dndét do that, or | forgot
eé It is just very hard to make sure
right things, make sure youbre on top
(Participant 24, Band 5 Staff Nurse)
This was also evident with more experienced nurses.

ASometi mes you | (techDlleagees]O bdmaodt say

of my depth with this one, what do yol
a second opinion. | donodét I ike that
slightly out of control. l'tés very hg

situation as well as possible.
(Participant 14, Band 6 Junior Charge Nurse)
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The theoretical construct Ol ocus of cont
perceived control over his or her own behaviour. This was a dimension

that emerged from the data and was explored for its salience in

explaining the phenomenon. The classification internal locus indicates

that the person feels in control of events; external locus indicates that

others or external factors hold that control. Staff nurses oscillated

between the internal and external locus of control, depending on the

situation. This was in the context of constructing a convincing referral.

Participants in external locus demonstrated a sense of urgency, a type

of 6staccatod thinking. This was mani fe
doom, high anxiety, a sense of powerlessness and being overwhelmed.

These feelings generated greater uncertainty in their reasoning ability.

This in turn led to the desire to confirm or refute their tentative

impressions and delays in the referral and subsequent treatment of

underlying and potentially life-t hr eat eni ng patient i ssues.

focus was on gaining control of the situation.

Al started t hi nd&autrofgny @ioddfthatvas be goi n

one of my family. | could sort of think that people are just

faffing around, and not getting on wit
(Participant 14, Band 6 Junior Charge Nurse)

Al knew something was going to go wr ol
gocomplet el y pear shaped, |l 6ve only got
arrest on this ward and we cannot cope. We can only do

what we are doing for all of these patients. | was going

round and round in circles looking after 7 people because

there is nobody else on this ward who can do it; something is

going to go wrong. The trachy [tracheostomy] is going to

block by the time | get to it. | felt fearful. | felt very afraid for

the patients that | was not getting round to and also for

myself because actually all of this is resting on me at the

mo ment . What i f | get 1t wrong??o
(Participant 15, Band 7 Charge Nurse)

Nurses vacillated between checking out their hunches, gathering more
information and attempting to gain control over the situation. They

focused on the patient they were concerned about.
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AObviously you keep a close eye. You

the time. You just kind of stay focused. The only problem |
had on my night shift was bed 6. | came on duty; his blood

pressureds been runninnlgwaseven sSsi nce heo

lower and his sats [oxygen saturations] were low, on 2 litres

of oxygen, and heds COPD. | was a
as | came on duty | called the bleep holder up and the SHO

[Senior House Officer T junior doctor].o

(Participant 13, Band 5 Staff Nurse)

AThe previous day we did her observat.i

were normal, but I noticed that she was a bit worse so | did
them 2 hourly. | did them every 2 hours to see if there was
any det er(Paticigant 4, @and Staff Nurse)

ABut i1 f the blood pressure is | ow, if

too Ilow I wonodét change it in the two

15 minutes. 0 (Participant 5, Band 5 Staff

As patient information was collated by the participants, their confidence
in the findings grew. They believed that the picture was becoming more
discernible. They were able to account for their thinking and actions.
The pattern of logic these nurses created involved checking out their
hunches by gathering further data The following participants described

their actions and thinking during this process.

Alf someone says | am not well, I 61
chart, is he passing urine? What 6s
out put ? What 6s the blood pressure?

you not feel well? Then | check the bloods. | go to the

(
t |
I

printer and checktheb | ood resul t s. What 6s t he H
[haemoglobin], if the Hb is low, someone needs iron and all

that 1 | do the blood results as well. Then you call the doctor

at the end. I try and do as much basi

(Participant 5, Band 5 Staff Nurse)

This nurse is using deductive reasoning to affirm her concerns about the
patient. The participant below is using the additional data to enhance
her credibility prior to referring on. She feels she has to be confident in

her findings in order to be believable when contacting the medical team.

169



ATo get the doctors attention and
I's you do need information about

do need all the information so you can approach the doctors
with all the information you can give. They can then prioritise

as urgent. I't is quite important

everything you can have, to get the doctors there for the right
reasons because you want them to take your concerns
seriously. Where we have instances like S [Participant 23]
had, and we have all had where the doctor has not taken us
seriously. It makes you make sure that next time you are
really sure. It kind of knocks your confidence, am | making
the right decision? | do think as especially as we are newly
gualified we are more inclined to say to colleagues do you

think I'd6m right? |l s that right?

(Participant 18, Band 5 Staff Nurse

AYou just knew she could go just

on a cardiac monitor so | was checking the wholet i me . 0
(Participant 3, Band 5 Staff Nurse)

This participant was responding to a hunch she had about the patient.
She described how she monitored and checked demonstrating her
deductive reasoning following her inductively derived concern. Nurses
used this deductive and inductive thinking cycle to try to reduce the
uncertainty they were feeling about the patients. The nurses eventually
arrived at a place where they felt they had a credible case because they
had, in their view, gathered enough information and evidence to support
their claim, i.e. that the patient warranted additional input from another
professional. It was at this point that the decision to refer and seek help
was made. Although depicted as a line representing a point in time on
Figure 5.1, this could occur at any time point in the process if the nurse

believed there was sufficient evidence to make a decision.

Once made, the effectiveness of this referral varied. If they were not
taken seriously, or in the manner the nurse expected or needed, it made
them then feel as though they were managing a crisis. They expressed
feelings of desperation and frustration at not being heard. They
continued to work tenaciously on detailing their case, honing the

i nformati on d-bwh elsetet atioutate theircahcerns to

doctors and specialist teams. Figure 5.2 overleaf depicts this process
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as a narrowing cone where uncertainty reduces as time passes and the

case becomes easier to convey, notably when they have abductively

reasoned a diagnosis or case for referral. Once they have confidence in

their anal ysi s of antfeetthey eah justfyit,tbey si t uati o
decide to make the referral.

Figure 5.2 Reducing Uncertainty i The Detailed Steps Taken to Build

the Case

Reducing Uncertainty - The Detailed Steps taken to Build the Case

Make referral

Deductive/inductive thinking — a cycle
Inductively building a picture whilst deductively detailing their hunch.

N r\
Ui

Notice a Change

Time Passing

Building the case
Inductive Reasoning
Crescendo of care
Unknown aspects of Patient’s Deterioration

Deductive reasoning
Abductive reasoning

5.3.4 Being Believable

When nurses were reasoning during O6cresc
much of their cognitive bdenergyd on seek
case to make it believable. This was intrinsic to reducing uncertainty

prior to escalating their concerns and also to building a believable case.

It was the cornerstone of their efforts and was vitally important to them

because if they felt they were not being believed or convincing

colleagues adequately, their confidence in their own findings was

reduced and their level of uncertainty about the patient then increased.
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This affected the way people responded to their concerns and in some

cases caused delays for the patient.

A T h [gumior nurses] keep coming and checking with them
[other nurses] rather than with the doctors. Coz sometimes

theyore a |ittle bit embarrassed to
(Participant 10, Band 5 Staff Nurse)

Alf youdbre feeling quite confident o
are slipping out of your control and
confidence knocked a bit and youore
ground youb6re on and the doctors you
junior, you can then doubt your own abilities and become

|l ess effectiveo.
(Participant 14, Band 6 Junior Charge Nurse)

The nurses had to satisfy certain conditions before seeking help in order
to offer a convincing case. This was particularly so in the face of greater
uncertainty and more ambiguous patient data. Those conditions
included being confident in their assertions and believing that they had
enough data to present a convincing argument to the person receiving

the referral.

ATheydédre the hardest offaientst o justify

the nurse is worried about but observations and PAR score
are normal]. To doctors saying 061 a
t hi sd, | us-+Atinedjunior iriitatesl tdoctor will say 1

m

j ust

Owehbht wabout this?6 That 6s a s hame

have to find ways around asserting your view. There have

been patients before that have been fine, they have been
cardiovascularly perfectly stable, and you know there is

somet hi ng wr on g, wwhy thereyiscsomeithiogn 6 t
wrong. You may have subtle symptoms, they might be pale,

kno

they might just become | ess communic

(Participant 14, Band 6 Junior Charge Nurse)

The nurses hunted for clues to meet the criteria for referral that they
believed would elicit prompt action and as such could be considered an

effective referral:

i' s not a t

i u
You have t

me where yo
0 t hi

do s ome
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You wonot feel embarrassedeif you have
done the input and output chart, you have checked their

urine output and have done any bloods and know the blood

results. o

(Participant 5, Band 5 Staff Nurse)

It is important to highlight that the inability of the participant to present a
persuasive argument or their actions in trying to improve the argument
sometimes caused delays in care. This was particularly evident with
ambiguous data. In some cases the patient improved despite the on-
going activity. In others, once the doctors had reviewed the patient, it
was decided to allow the patient to die peacefully. Others were
transferred to the intensive care unit or an emergency call was placed
and the patient was very quickly reviewed by the critical care team.
When referrals went wrong, or their judgement was flawed increasing
the risk of harm to the patient,t hi s contri buted to the nu
frustration, and in some cases created further anxiety and damaged

their professional self-confidence:

Al cal |l ed t[rurse] beeassp liwasacbnoerngd,

she wasndét particularly concerned, we
who happened to be on the ward. When that got knocked

back | then went to another person | went to the outreach

because | knew if | called them back they would say but we

have already seen [the patient]. | changed from what they

recommended [nasal prongs i a device to give low levels of

oxygen] because from my point of view that was what was

killing the patient. | had to go to someone else really. Rather

than wait for them to call back. It was frustrating, it was like

o6what do | dod? A second opinion. o
(Participant 18, Band 5 Staff Nurse).

In the above scenario the nurse employed differing strategies in order to
gain control over the situation. As the situation became more urgent
they operated within their established boundaries and sought verification

from colleagues while hunting for more persuasive evidence.

Anal ysis of the dimension Obeing believa

participant s n andseektvarificatien of their humcimes. r o |
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It appeared vital that they had confidence in their findings before they
felt able to seek help. The third phase in this decision-making model

A

occurs when a patientds condition deteri

nurses felt in crisis. This had a profound effect on what happened and
the way they made decisions. This is explained in the next section.

5.4 Management of Crisis i Confirmation Reasoning

Decision-making in this phase changed pace again, and the nurses

began to operate from the pelhespecti ve

nurses were, at this stage, certain of how unwell the patient was, certain
of the seriousness of the clinical situation and the need for urgent
action. However, some nurses who lacked experience and knowledge,

expressed feeling out of their depth when asking for urgent action.

These data indicated that a number of actions were undertaken to
manage the perceived crisis. Different tactics were employed to get

help. Unliket he &écrescendo of cared phase

observe 6watchful waitingd, o6écoll egial

immediately escalated their concerns without validating them with
colleagues, notably when they believed they did not have time to build a
credible case. They jumped steps to the point of referral in order to

speed up response times and actions of colleagues.

5.4.1 Managing a Crisis when needing Urgent Action

Participants described an insistent determination to append more
evidence to the case. However, unlike in crescendo of care, this was

not to develop a credible case, but to confirm what they already knew to

be the seriousness of the sitafati on.

Crisisdé perspective recognised the
understood the requirement to communicate the urgency. One of the

staff nurses explained how she did this:
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Al saw the signs earlyél saw it comin;¢
heart rate went up, blood pressure plummeted, he had a

really high PAR score, and I just got the Medical Emergency

team up, twice that day. o

(Participant 13, Band 5 Staff Nurse)

Referring back to Figure 5.2, participan
involve deductively seeking evidence to support what they believed was

occurring. The additional data acted as confirmation for their previously

held hunches. However, the nurses continued to gather confirmatory

evidence while seeking assistance for their patient. | have labelled this

6confireasonhng?®6.

5.4.2 Managing a Crisis with Tenacity

Participants spoke of their difficulties in convincing doctors when they

did not have o6hard datadé or solid eviden
Participants became very tenacious and employed a range of strategies

to persuade when they felt they were not being heard. An experienced

charge nurse, who had reached the third tier of the decision-making

model, and knew his patient required assistance, describes how he had

to assert himself to achieve action for the patient he was worried about:

ARBe assertive 61l 6m telling you here
very worried about that patient, and I
going on but | think something is seri
theydondét respond to it | just escal ate
you provide them with information of \
taken the blood sugar thatdés nor mal I
observations theydédre nor mal but this i
patient. | 6 thnis andthisrthieyetake you motet

seriously. |l think if youdre junior i
say I 6m a bit worried about the patierl
not communicating very well. So | think you have to give a

better quality of assessment. o

(Participant 14, Band 6 Junior Charge Nurse)

Several participants reported resorting to being very combative in order

to elicit help for a patient:
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AThese days | tend to be quite full
weekends | was on and | had a patient with a systolic blood
pressure of 70, and a house officer that was being very very

di fficult and an SHO that wasnhn
to the house officer o6if you d
i ncident form about youd. 5 And
mi nut es. I f the patientds dec
dealt with.o

(Participant 14, Band 6 Junior Charge Nurse)
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Others used implicit hierarchy to persuade in these situations:
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AHe PAR scored 6, but he wasnbo
with it, and he was talking to me, he was just going off, but,
fortunately | had that Reg here. You know if | had had to ring
they might not have been so quick to come. They might say

[ am in A&E, but then again,
[pointingto Si st er 6ssayuinnigi oorimjwant vy
shoul dndét have to use your un
someone up quickly reallyo.
(Participant 6, Band 6 Junior Ward Sister)
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Even while the participants were making referrals, they continued to
build their case by monitoring and gathering data, even though they
might believe that they had sufficient evidence to make a convincing
referral, and often had done. They continued to cognitively seek greater
understanding of the situation, again attempting to account for what they
believed to be occurring. This was more pronounced as a reaction to
not receiving the response from the referral that they had wanted or
expected. In these situations nurses felt they had no option but to take

responsibility and act autonomously.

AAt that stage he was, his PAR score
emergency. | fast bleeped the Reg. No reply. And | bleeped
the site nurse. No reply. And then | called the 2s. Got the
medi cal emergency up. | ali dndt wai't
|l i ke O6Why did you call us again? He

Resus but hebdbs for act
worried about him and
(Participant 13, Band 5 Staff Nurse)

doesndédt matter it is protocol that we
i
I

was worried
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Al didndt have t o -ianssgk 6 Whaart? dw alse chaau sPeA |
was told 3 for his heart rate, 3 for his respiratory rate. They

were doing hourly obs, monitoring everything, not pyrexial,

but just started to get really really tired. | put out a medical

emer gency because the PAR score went uj
(Participant 8, Band 6 Junior Ward Sister)

Nurses described being authoritative and bypassing normal procedures

or points of referral. These actions we
the evenings, night time, weekends and bank holidays. The next

section explains these types of referral.

5.4.3 Managqing a Crisis Out of Hours

When a nurse had a concern about a patient out of normal hours, the
way they called for assistance was different. At these times there were
no critical care outreach teamsonduty,nor speci ali st nur ses?®o
The host medical team may or may not be on duty, meaning that the
teams providing medical cover did not necessarily know the patient.
This resulted in a changed temporal-spatial work environment for staff
and created different perspectives and priorities, which were a strain to
the participants (Allen 1997). This was a pertinent finding given that
policy documents recommend 7-day per week and 24-hour per day
support for the critically ill ward patients (DH 2000, NCEPOD 2005, RCP
2012). The situation was compounded by the fact there were less
people on duty to help and less staff on the ward. Participant 1 (band 6
junior ward sister) described what happens at a weekend with regard to

patient reviews:

ASo basically heodd kansultantjoohes, about t he
but not so much about the patients belonging to Mr S, Mr B

[consultantslwh o he is covering for. We 6ve
webve got orthopaedic .pTheyi ents on the
dondét review the orthopaedics at all,
they are very busy in Theatres today,

probl ematic patients. 0
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There was a sense that nur ses had to ©6ma

they had to provide their best in the face of less than optimal

A

circumstances. NursesodO expédhey ati ons <cha
anticipated delays so demonstrated short cuts in their thinking and

decision-making. There was an expectation that it would be more

difficult to make their case so they developed proactive ways of eliciting

help. When the nurses perceived that they were managing a crisis they

quickly activated the emergency call system. A staff nurse on night duty

explained:

fAt that stage his PAR score was 6, but they [medical team]
were aware of him. He was an emergency. | fast bleeped
the Registrar. No reply. And | bleeped the site nurse. No
reply. And then | called the 2s. Got the medical emergency
[teamjup. | di dndét owait around
(Participant 13, Band 5 Staff Nurse)

Sometimes they considered themselves lucky that the person they

needed was present on the ward to facilitate a referral.

AHe wasnot bubtgotipvalted ana fdlaced him on a
cardiac monitor. Fortunately for me the Reg [Registrar] was
here at the time and | said .00k, can you have a look at this
man for me because a) his heart rate is 133, b) his blood
pressure is 81 systolic, and his respiratory rate was
something like 28 or 306 So he did actually get to PAR score
at 6 at one point. We did get him to ITU quite quickly.
Fortunately | had the Reg there and that had a bit of pull, she
got the Anaesthetist down, and we transferred him up there.
That6s how you I|Iike it to happen.
(Participant 6, Band 6 Junior Sister)

This led participants to feel that care delivery was opportunistic rather

than planned as it was during the week days.

Al had a pati enmngatandthensker t ed PAR
ringing the doctoré. not we@ahswering. S
them again the PAR scorewasa 7 . | 6d tried to do e\
| can. | had to put a medical emergency out. One doctor

turned up, then the Reg [Registrarj]t ur ned up. 0

(Participant 18, Band 5 Staff Nurse)
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Al started bleeping the doctor

the houseo f f i cer |, the house officer

they were too busy. Bleeped again at 11 just before the
house officer went off duty, there was just something about
the patient that | did not feel comfortable with. House officer

s at 10

coul

still refusedtocomebecause actually youbdre not

there is anything wrong with this patient. At half past twelve |
rang the SHO and the SHO refused to come to the ward.

He was busy in A&E so | rang Site [Senior Nurse in charge of
the hospital. Two o0 6 c | o crking,imyself amdthemo
consultant, because eventually the consultant came, | rang
them, stood at the end of the
that | know that | am worried
think anybody was taking me seriously. And because it was

all over the phone, there was nobody actually looking at the
patient and seeing what | was
(Participant 15, Band 7, Charge Nurse)

Participants found these scenarios challenged their personal values and
beliefs, magnifying the sense that they were managing a crisis. Delays
were evident which they attributed to the reduction in resources out of

hours.

AAnd to get a decision, becaus
morning, the weekend team and during the early hours of

dn

seeing.

e that

this morning, the Anaesthet i ¢ t eam had said 6Wedl |

day staff to come and reviewb,
gone 12 o06cl ock. That PAR sco
(Participant 8, Band 6 Junior Ward Sister)

AAnd 1 f th ve got someone ph
PAR score of 5 and t 6ve got this and
owWel |l all ir obs are fine b
|l 6m going to be at Bdcduse wk lmavettoo m
be realistic as well because if somebody is really really
obviousl y maobgoihgytqg leatelthenyand come

to our patient are they? We 6 d
on them keep |l ooking and doing
(Participant 10, Band 5 Staff Nurse)

ey o
hey
t he

Participants articulated their belief that out of hours equates to a

reduction in available resources.

AThe problem theybve got of a
sympathise with them, they only have 2 trained and 1 HCA,
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and it is not enough staff, not on an
(Participant 1, Band 6 Junior Ward Sister)

i | nktatnii ght ti me youdve got | ess nurses
|l ess doctors ar ouyouroutreathdéeem.havenot got
Our team unf or t uhoertoger.YSoywandt do 24
havendét got S our respiratory nurse,
| o t(Par@icipant 8, Band 6 Junior Ward Sister)

Nurses appeared to resign themselves to a perceived substandard level
of support and care during these times. Normal routines did not exist in
the same way for 2 days per week and at night i which represents the
majority of time. Participants believed that this resulted in a different
approach to the sick patient and led to frustration for some of the team.
A physiotherapist describes how weekend working caused delays in

assessment and care.

AWe were sort oftthe anycallphysio calldtdy wasno
because it would have prevented him getting in to this stage

and ités all very well watching and w:
been prevented on being this poorly.o
(Participant 12, Senior Physiotherapist).

Limited resources out of hours exposed skill deficits that were able to be
addressed and supported during normal working hours. This had an
adverse impact on the care of the patient. A junior member of staff
described her frustration at not being competent in placing a cannula
and the detrimental effect that had on the patient due to her agreed
support not being free to attend. She was following the hospital out of

hours protocol in getting help to assist the patient.

Al was on a ni g fintra-verousjfantibistiacst h her , IV
due at midnight, cannula tissued, O0col
me please?d 6Ask the bleep holder. 6 F

He missed a dose of antibiotics, and | thought if | could just
do it | would do it myself .0
(Participant 13, Band 5 Staff Nurse)
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Wor king in the mode O6managing a crisis®é
medical reviews taking place, and examples were also given where calls

to the teams were not answered.

5.5 Values and Beliefs

The participantso prvadeersgardingoaarlg, and per so
teamwork and their own practice also affected how they constructed

their experience of caring for a patient who was deteriorating. It

influenced the way they carried out their care and their decision-making

choices. Providing high quality care and keeping the patients safe was

a guiding tenet for these participants. Participant 3 (band 5 staff nurse)

describes what she wanted for a critically ill patient she had struggled to

get help for throughout her shift:

AShe was slhuladyhandshd was/only 61 it was kind
of like I just want her to go to ITU so they can sort you out
coz | cané6t do any more than | have d:i

ASometi mes you get |l eft with patients
elsewhere, serious respiratory conditions for instance, on

CPAP™ and they will leave you with that. If | know how to

deal with it, I will. It means that you have to leave other

patients with |l ess serious conditions
have patients on the ward that need af
becaus e youdbre having to deal for a whil
more acute conditions and you find you are battling to get

those people cared for. That 6s when

extra trained nurse on the ward. o
(Participant 14, Band 6 Junior Charge Nurse)

All participants gave examples where they became close to a patient
and emotionally engaged. Participants became deeply focused on the
deteriorating patient over and above the remaining patients in their care.

Participant 2 (health care assistant) describes how she felt more able to

11CPAP is Continuous Positive Airway Pressure, a modality of respiratory support for patients in
respiratory failure.

181



ask probing questions of a patient after building a relationship with her
following a period of critical illness:

AAt that point | didndét know her that
her now, because | do go and chat to her, | just sort of feel a

bit, | dondt know, close to her reall:
now, | didnot Iike to then as | had o1

An experienced charge nurse discussed how long-standing
relationships with his patients influenced his decision-making:

ASome of my | ong term respiratory pat.
are about to come into hospital because they would have

come up a couple of days before or 't he
i f youdre on duty. TY\auwdoltlheme yiomu dirre & |
fewdays . 0

(Participant 15, Band 7 Charge Nurse)

The nurses valued the ethos of teamwork. They anticipated a level of
commitment from their colleagues and felt frustrated when they

perceived this was not forthcoming.

AAl'l doctors are different. I real ly
are OK. Some of them are abrupt, some of them are
arrogant, some of them do half a job.

(Participant 13, Band 5 Staff Nurse)

They valued being able to care for patients according to their own
standards and fought for this to happen when operating within each of
the three modes. This included having enough resource to give what
they considered good care. This was evident when working out of

hours.

ASometi mes weobr e tgets sorbasy vatfithest af f and i
staff nurses that you just get on with it then, and then you

come across one that you cannot manag:¢
(Participant 9, Health Care Assistant)

~

Al think it is harder at night becaus:
your junior staff on duty. There is no band 7 on the ward,
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band 6s dondét do nights, so it is al w:
t her e a {Participanthlb, Band 7 Charge Nurse)

The culture in all these teams was about helping one another,
thoroughness in care delivery and empathy with the patient. In some
instances, there was also a desire to protect themselves. The
participants very much wanted the best for the patient and worked hard
to achieve it. They cared for the welfare of other patients in their
caseload that were not a worry to them at that moment. The comment
below illustrates the values and beliefs held when working in this

dimension.

AToday | have just got those 6 patient
because | can be with someone and can hear all the

other sé. Normally, | havenodot got that | u
arendt in that bay. So thatodés a bit
trachy patientds not always in my eye
stresses me out a bit more because |
t heydore OK. O

(Participant 10, Band 5 Staff Nurse)

The elementary power of personal values and beliefs is interwoven into

many of the comments expressed by participants in this chapter. Itis a

dimension that represents the expectations the participants have of

others. When they articulate a concern about a patient they expect their

colleague to reciprocate with a similarly high level of attentiveness and

car e. Val ues and beliefs appeared to be
practice and a key motivating aspect in caring for the acutely unwell

patient.
5.6 Mind Accounting in Clinical Reasoning

The substantive theory of mind accounting in clinical reasoning emerged

from di mensional analysis of the factors
decision-making when caring for patients whose conditions were
deteriorating. The nur sdamcalpuazeé t o d make

unfolding in front of them. They did th
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what they inductively recognised by employing the tool of deductive
thinking to confirm their hunches. They searched for evidence to
support their clinical judgements and assessments throughout this
evolution. Ther éng and fso-i an gddo rfi ttihweal gtt o
processes supported by actions which they hoped would unearth
tangible case-building evidence. The theory of mind accounting in
clinical reasoning encompasses this whole process. Mind accounting is
perceptible during each of the three modes (routine, escalation and
crisis). Figure 5.3 depicts the theory showing the ways nurses
attempted to account or justify their reasoning as they worked in the
modes of practice depicted in Figure 5.1 to develop a convincing

believable case prior to referral.

Figure 5.3 The Theory of Mind Accounting in Clinical Reasoning

Legitimising concerns

Deductive/inductive thinking —a cycle

Ind uctiee Remsoning
Deducthoe remsoning

Mbclucthoe remsoning

Layers of cognitive accounting of th e decision-making
processwhilstworking inthe modesof practice

Starting tomake senseof the clinical puzzle infrontof them

| | Unknown aspects of Patient’s Deterioration - _':'

T ———
Time Passing

The actions explained in figure 5.1 can be layered onto figure 5.3
because the two occurred in tandem. Figure 5.1 can be considered as
the cognition and actions in progress, with figure 5.3 depicting the
metacognition, or their dhinking about their thinking§ working to account

for their decisions and actions. As the nurses were working within the
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modes, gathering information, checking with colleagues, seeking to gain
control as confidence in their findings grew, they engaged in justifying
their thinking. They undertook those actions whilst at the same time
being motivated by their own apprehension, their need to have enough
data to feel credible and the insatiable need to have credible grounds for
referral. They sought the right language to use to make a convincing
referral, they made use of the PAR score and drew on their knowledge
and experience to inform their thinking as they worked to reduce risk to
the patient and themselves.

Clinical reasoning was dynamic and lacked a specific format. It

appeared erratic but earnest in each of the modes, despite protocols in

place to assist and order thinking. As participants built the clinical

picture they were able to make sense of
marshal their evidence to elicit a response from emergency support /

back up teams. The contextual factors influencing the care of

deteriorating patients included:

The level of uncertainty the nurses found themselves working in
Their perceived professional roles

Their faith in the credibility of their story and its ability is to
convince another professional of the legitimacy of their concerns

M Their values and beliefs.

The three modes of decision-making in deterioration encapsulate the

cognitive processes the nurses underwent and what factors influenced

this. The findings elucidate the influential nature of the relationship

between the decision the nurse takes and the mode in which they are

operating, e.g. routine, escalation orcrisis. The di mensi on Obuil di
their cased emerged as the central or gan
conceptualised as the theory of mind accounting in clinical reasoning.

The notion of O6mind accountingd describe

the courses of logic and action.
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5.7 Summary

This chapter has presented the findings from three phases of data
collection and analysis collected from 24 participants. Dimensional
analysis was used to develop dimensions which were then conflated
and differentiated. A number of explanatory matrices were designed.
Different dimensions were assigned as the central organising
perspective to test relevance and salience. The literature counter-
balanced the developing concepts and resulted in the addition of further

dimensions.

The contextual factors that impact on the recognition and response to
the deterioration of the unwell patient and influence decision-making
when caring for such a patient have been conceptualised as a decision-
making model that depicts three modes in which nurses operate. The
factors within each mode that influence their reasoning and decision-

making have been explored.

The explanatory matrix (Figure 5.1) is presented as the decision-making
model which sets out the contextual factors that influence decision-
making with deteriorating patients and the resulting actions and care.
Figure 5.3 presents the overarching theory which explains how nurses
make clinical judgements and reach the decision to refer a patient
whose condition is deteriorating by incorporating the elements in the
decision-making model. Interview and focus group quotations illustrate

and support the explanatory matrix and subsequent theory.

The following chapter will explore and discuss the emerging theoretical
underpinnings that have led to the development of this explanatory
matrix and the theory of mind accounting. It will examine the
psychological and social explanations for the behavior that has been
described and observed. These explanations will be framed within the

perspective of the theory of negotiated order developed by Strauss et al
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(1963) and combined with the current social reality of acute care

nursing. The chapter will weave together the literature, methodology,

method and findings to explain the phenomena placing it in the context

of acute care nursing illuminating the
Conclusions will then be drawn that generate a theoretical explanation

for decision-making when caring for a declining patient.
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Chapter 6 - Discussion

6.1 Introduction

The aim of this study was to understand how nurses reach their clinical
decisions while caring for a deteriorating patient and to identify the
contextual factors that influence this decision making process. The
primary objective was to identify which contextual factors, within a ward
environment, promote good quality care for this group of patients. This
was achieved through studying the staff, events and practices in their
own environment on their own terms. The data were then considered
using dimensional analysis methods with the overarching central

explanatory phenomenon | abell ed as fibei

The study revealed a number of contextual factors that are
conceptualised within a decision-making model depicting three modes in

which nurses operate:

1 Ward routine
M Crescendo of care

1 Management of crisis

These modes influence the assessments, actions and interventions the

nurses undertook. They also illuminate the point at which the nurses

make a referral to another professional and how relevant information is

prioritised. T h é¢heady of mind accountngd e mer ged as t he expl
for how nurses clinically reason and make decisions when caring for a

patient whose condition is declining. It is present in every mode.
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This theory is revisited throughout this chapter in the light of the findings
from the study and through examination of relevant literature. The
discussion of the theory has been conceptualised under the following

headings:

Reducing Risk
Being Human
The Toolbox of Resources

The Use of a Reasoning Script

= =/ =4 4 -

Reflective Reconstruction.

Negotiating connects the decision-making processes and anchors the

apprehension, | egi ti mi sing of -ogandfreer ngdéand co
that | have called mind accounting in clinical reasoning. This chapter

discusses these concepts and compares them to the literature

highlighting the implications for practice. Finally, the limitations of the

study are explored and their significance for future research examined.

6.2 Interprofessional Working - Negotiated Order

Caring for patients involves a complex array of interactions both within
the team and with the patients. These interactions create meaning
shared among those involved in the clinical scenario and relate to how
people see themselves. Their views of themselves are built through the
interactions they have had, the way they have been perceived and how
they have treated one another (Jones 2003, Gray 2004). The essence
of caring for the acutely unwell involves layered interactions with

multiple members of the multidisciplinary team.

A process of negotiation, bargaining and reciprocity is continually taking
place in order to achieve the patient care goal the nurse seeks. The
nurses present themselves in particular ways during social encounters

in order to create or win the most socially situated and desired outcome
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available to them. For these nurses working in acute care the desired
outcome is to be perceived as credible, professional and patient-centred
practitioners. The theory of mind accounting deciphers these

behavioural patterns.

The nurses laid claim to the struggles they experienced when managing
deteriorating patients. This struggle created uncertainty, a need to gain
control, and a compelling desire to maintain patient safety. This created
stress and they sometimes found themselves out of tune with the
routine ward environment, with differing priorities and with their locus of
control destabilised. Attempts at managing the situation resulted in
them practising within one of the three modes depicted in the decision-
making model. Until they were absolutely sure of their findings, and
therefore believable, they felt at odds with other professionals. In order
to achieve a sense of managed social order, i.e. a response from a
professional to their concerns, they began negotiations with colleagues,
bargaining to achieve their patient care goals. The observed social
processes that emerged from the data can be compared with the
concept of O6negotiated orderé6 devel oped
(1963), Strauss and Brucher (1964) and Strauss (1978) in their study of

two psychiatric hospitals.

The Negotiated Order Theory is largely used by sociologists to explain
how meaning is created and maintained in organisations focusing
particularly on human interactions (Maines and Charlton 1985, Nadai
and Maeder 2007). The concept was broadened to include different
types of organisations and was published as a consistent theorem in
1978 (Strauss 1978). Strauss claimed that the process of negotiation is
at the heart of social order and change; the processes of give-and-take,
of diplomacy, of bargaining (Strauss et al 1963, Strauss 1978). He
argued that all social order is negotiated order, not accidental, but
follows the existing lines of communication and structural conditions of
the organisation. In this study the relevant organisation is the acute care

setting. He also purports that these are temporal, dynamic changes
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which therefore continually revise the negotiated order. The negotiated
order approach therefore seems an apt theoretical tool well suited to the
rapid and complex interactions necessitated by a clinical team working

together with the acutely unwell.

6.2.1 Finding the Middle Ground

In principle, negotiations take place in all areas of a ward. Decisions are

made as to how work should be organised, who will do what and when

the work will be done. Ward routines with set rules need to be

understood by all to ensure duties are properly carried out. Sometimes

0rul esd6 can be tacit rather than explici
espoused by all the study participants, through their values and beliefs,

was wanting the best outcome for the patient. Metaphorically this goal

is the symbolic cement that holds the ward together (Strauss et al

1963).

ORul esd only partly explain the interact
on a ward. One of the principle ways of people getting things

accomplished in an organisation is through negotiating with one another

(Svensson 1996). Nurses have a stronger position now than in the past

and through the role of the ward manager, define some of the rules for

interaction on the ward. They also play a vital role by defining the

patient s6é6 medi eaaylof msntd atounting explding kowt h

nur ses6 abductive reasoning |l eads them t
managing the sick patient. Their actions included a variety of

negotiations with other colleagues prior to referral as part of the
6crescendmodd, camdke béin dmanagement of cri

making the referral to the medical team or a specialist nurse.

The three modes of practice demonstrated that nurses developed a
negotiating interface through their &édmin
progressed as they moved along the continuum. Negotiations took

place with their colleagues via O6coll eqgi
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and out of hours with the medical teams in order to carry out care for the
patients they were concerned about. The tools they used as leverage
included the PAR score and their reasoning script. Their use of
compelling language to enhance their negotiating position and to finally
convince the professional to attend was also noted.

In contrast, a breakdown in the ability to negotiate causes conflict,
helplessness and betrayal. Contracts become broken and agreements
are revoked. According to Strauss et al (1963) this is caused by
organisational change, workplace conflict, a transient or temporary
workforce and conflicting priorities. Within the context of this study it
was evident that nurses were exposed to conflict between colleagues
who sometimes did not respond as expected, in line with the policies
and guidelines relating to acutely unwell patients. Out of hours care
often resulted in medical teams who did not know the patient being
asked to review a sick patient, and frequently nurses described the
frustration of their request conflicting

priorities at the time.

Thi s st ingssliowed that m dome cases establishing

negotiation was fraught with frustrations and required the use of specific

tactics to elicit the actions the nurse was seeking through the referral.

Stei nds ( Iniréelgame theocytwhare interplay occurred that

enabled the nurse to inform and advise the doctor without challenging

the doctorés position, was considered du
O0medi cal hegemonyd was rejected as a sal
Stein et al (1990) later revised his theory acknowledging that the two

professions had become more mutually interdependent, albeit with

some way to go to dispel the myth that the nurse is more subservient

than the doctor. Mind accounting suggests the navigation strategies

employed by nurses in this study to overcome obstacles, resonated

more with the theory of negmmsagamteed or der
in that they were more deliberate and negotiated than subversive and

machiavellian.
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Nurses recorded different levels of satisfaction with their other

professional relationships, but all asserted themselves and

demonstrated tenacity when seeking help
knowledge of the patient at ward level gave them a unique insight and

negotiating power. Doctors and specialist professionals spend very little

time on each ward. Their working patterns encompass short spans of

time reviewing a large number of patients, together with operating duties

and outpatient work. This gives the nurse an opportunity to package

their referral in credible terms, using the appropriate reasoning script in

order to elicit the action they are requesting. This negotiating stance

empowers the nurse. Such a valuable advantage needs to be

recognised and maximised to benefit patient safety and quality of care.

The nurse can argue with force because they have knowledge about the
patientds condition which, at that point
influence decisions which affect the patient and they can drive the

norms for interaction imbuing their lone voice with conviction and

strength.

These findings are consistent with Svensson (1996) and Allen (1997)
which indicated that much contemporary nurse-doctor interaction goes
beyond the passive influence described by Stein (1967) and indeed
demonstrates a negotiated modified management plan for the patient.
In contrast Coombs (2003) reported that the power held by doctors was
instrumental in affecting the nursing role. Nurses felt marginalised and
spoke of the need to play the doctor-nurse game in order to be heard.
She concluded that intensive care decision-making continued to be

strongly driven by medical knowledge and authority.

Out of hours care presented additional burdens for the study

participants. There were examples of difficulties in getting the doctors to

attend the ward when they were busy in A&E for example. Their

proximity to the patient gave the participants an unparalleled role in co-
ordinating patient care and protecting t

turbul ence 6. ltydfdoetorsuonsdevpeadctitioaelsigreatly
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Il ncreased the participants6é wor k|l oad.

range of activities, from taking blood samples to suggesting potential

N

di agnoses which historically wdisl d have

important to note that the nurses did not undertake any risky practices
which they perceived as beyond their
gazed modi fied the social order that
improvement in the preparation of nurses for such scenarios is required.

This would enable them to initiate the negotiation processes necessary

for referral in a timely fashion reducing the impact on patient care.

6.2.2 Uncertainty

There are factors that predicate the likelihood of negotiations. These

are situations characterised by change, uncertainty, ambiguity,

disagreement, ideological diversity, newness or inexperience, and

problem coordination (Hall & Spencer-Hall 1982). When a nurse

noticed something out of the ordinary with a patient, this represented a
change in the organisational order and called for a reappraisal or
renegotiation with consequential changes in the social order as they
moved into 6crescendo of cared6 mode.
nurses sought to reduce may have heightened the likelihood of

negotiations taking place. This study found that decision circumstances

were ambiguous and uncertain leading to debates among staff about a
patientés care plan and needs. Not
data revealed that nurses used coercion, persuasion and manipulation

to entice a doctor or specialist nurse to review a patient they were

concerned about, particularly if they were addressing a perceived

superior.

The negotiated order approach places greatemphasi s upon t he
to meet and argue about working rules and norms (Strauss 1982).

Evidence exists that shows when nurses and doctors undergo shared

learning their situational awareness improves, thereby suggesting an

alteration in the social rules and norms they may have previously be
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working within (Endsley 2000). This may have the added benefit of
harmonising the social order and enable improved working relationships
and responsiveness when caring together for an acutely unwell patient.

Social order is the product of meaningful interaction (or non-interaction)
between actors, in this case health care professionals. Allen (1997)
argues that rather than social order being thought of as negotiated, as
described by Strauss (1978), it could be considered as something that is
continuously accomplished. From this perspective negotiation then
becomes one of a number of possible processes through which social

reality is routinely constituted.

The theory of mind accounting comprises constant interactions,
discussions, and communications among the clinical staff to bring about
the level of care the participants sought. Framed in the theory of
negotiated order, sense can be made of the way nurses reason and
make decisions about patients. What is created through the
negotiations is a blurring of established professional boundaries. Efforts
are made to reduce the turbulence experienced by the participants in an
endeavour to keep themselves and the patient safe. The negotiations
are shaped by concern for a patient and by the participants feeling they
were not being heard or appropriately responded to. The next section
further examines the theory of mind accounting and how it endeavours

to create negotiated order for the benefit of acutely unwell patients.

6.3 Reducing Risk

The notion of reducing risk and the development of the patient safety
agendas have been key drivers in the NHS over the past decade (Odell
2011). The ward based critically ill patient has had a particular focus
(NPSA 2007). This focus has been around recognising the deteriorating
patient earlier and instigating the correct interventions in a timely

fashion. This relies on ward staff effectively undertaking the necessary
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actions. Accurate nursing judgement and decision-making both

contribute significantly to the safety and quality of patient care (Lamb

and Sevdalis 2011). This research revealed a number of issues that

have been conceptualised as reducing risk in the context of the

deteriorating patient. The nurses spoke about their professional

accountability, keeping the patient safe, and protecting their registration.

The actions they took in the mode 6cresc
of crisis6b were | argely about reducing t
the patient. Other actions concerned self-protection motivated by the

fear of getting into trouble and placing their registration at risk. This

study illuminated which contextual factors contributed to the risk

calculations. These were:

1 An ambiguous clinical problem that was often complex and poorly
structured
Time constraints
Pressure on the decision maker
Decisions were recognised to have high stakes and dangerous

consequences for the both the patient and the nurse.

The findings of this study highlighted the anxiety that nurses often felt

when they experienced feelings of uneasi

This resonates with King and Macl eod CI a
nurses presented cases using strength and persistence. Their goal was

to persuade other health professionals to assist them in their

identification of the cause of concern and to initiate effective changes to

treatment. These participants also responded analytically to their

intuitive concern, seeking concrete, measurable evidence to support

their suspicion through clinical cues. Once confident in their findings,

these participants continued caring for the patient preparing equipment

for rapid intervention in anticipation o
tohownursesinthisstudy practi sed in O6crescendo of

O6management of crisisb6 modes.
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The increasing complexity of care delivery demands that nurses make

rapid decisions (Currey and Botti 2003, 2006). This poses risks due to

the varying | evel s oowledgéhamdedperencs.i on maker
In ambiguous clinical scenarios conflicting cues are apparent which

make the decision more complex. Inexperienced nurses are less able

to detect relevant cues and recognise patterns. Few prior studies have

explored the multifactorial influences in this context. This research has

identified those influences. The emergent decision-making model

depicts uncertainty as a major contributor to the risk nurses felt. This is

represented as a cone that narrows over time representing decreasing

uncertainty as the nurses seek and gain more information.

Figure 6.1  Cone of Uncertainty

Unknown aspects o

Reduces as information is gathe

Whil e operating i n tchaer endd adeersch 0 e mestc emfd o
c r i the mudes expended much time and energy building the case in

an attempt to reduce their uncertainty (figure 6.1). They were trying to

make sense of the clinical picture to build a convincing case for referral.

Their reasoning techniques consisted of them inductively building a

picture whilst deductively detailing their hunch, seeking evidence to

support their concerns; abductive reasoning. Once they believed they

had a convincing case they then made the referral. This method of

reasoning resonates with some of the seminal works that described a
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hypothetico T deductive process where practitioners sought cues, made
tentative hypotheses and then sought evidence to support them (Elstein

et al 1978, Carnevali et al 1984). However,what i s new i n t hi
findings is that the motivating factor frequently seen in the data was

around reducing risk for the patient and the nurse. This is different to

the problem-solving toward diagnosis motivation cited in the above

studies. Nurses used abductive reasoning to reduce their uncertainty
about the patientds condition as wel
they believed was happening in order to make a convincing referral.

The implication for practice is that delays in referral are due to the

insistent and recurrent need to obtain a convincing case before referring

driven by the need to be believable to others.

6.3.1 Early Warning Systems

The patient safety literature regarding deteriorating ward patients
recommended t Wmcks& dff iiglyer ® haperor i ng
17 section 1.3.2). This system has been widely implemented across

the UK. The study site used a version called the Patient at Risk Score

(PAR Score) (Appendix 1). This was an integral aspect of the ward

routine when undertaking vital sign observations and the data showed

that the PAR score was used extensively. Participants often referred to

the PAR score as they described the condition of their patient. It

appeared to be part of their vocabulary whatever mode they were

operating in.

Many studies have attempted to evaluate the efficacy of the PAR score
in preventing adverse events for deteriorating patients, but few have
considered its role in the decision-making process (McArthur-Rouse
2001, Bright et al 2004, Odell et al 2009, Preston and Flynn 2010).
Andrews and Waterman (2005) showed that nurses used the PAR score
to legitimise a hunch that they may have had about a patient. Their
finding is similar to this study. The PAR score provided a strict protocol

that was widely accepted in the Trust and all staff were expected to
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adhere to this. Nurses used the PAR score to insist on a doctor

attending, it was also used as a legitimate reason to put out an

emergency call. It was often the PAR score that led to the transition

from opewadrionugt iinne 66 mode to sharfedng to

mode.

Nurses relied heavily on the PAR score to boost their confidence. It
assisted their decision-making by providing tangible parameters to
suggest new actions, or even actions that they perceived as risky to
their reputation. Andrews and Waterman (2005) discuss how this tool
offers a language for nurses that resonates with the medical profession.
| would argue that medical staff react from a mainly posivitist stance:
their training and their practice values hard data as a currency worthy of
their attention and action. Papathanassoglou and Karanikola (2013)
support this notion discussing how physicians rely on scientifically
established knowledge, whereas nurses relied mostly on patient
knowledge that is more relational and involves understanding of the

indi vi dual 6s experience and response to t

The PAR score provides clear parameters and numbers with specific

assigned actions. Nurses in this study felt that the PAR score elicited

greater reaction from their colleagues than when they communicated

using their own words. As Andrews and Waterman (2005) state, nurses
Opackaged6 their concerns into |l anguage t
believe. In this study the PAR score was used as a negotiating tool to

convince others. It gave nurses permission to take risks and was worn

as a cloak of self-protection with regard to their professional registration.

This is a new finding with regard to decision-making using the PAR

score.

6.3.2 Sharing the Risk to Manage Uncertainty

Nurses reported frequently feeling anxious and uncertain when in

Orescendoofcar e 6 mode, and nmeemagementodcere ss e 6i.n 06
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The s hiwatdrofurtd nmcedécendooofcar e 6 appeared to
represent a mountainous transition. When operating in the latter mode

nurses attempted to share risk in order to manage their feelings of

uncertainty and anxiety. One of the elements in this process involved

them seeking assurance from colleagues in the guise of informal advice.

They needed to 6accountd for their assun
implications of this are that delays may occur because of their need to

be assured rather than seeking timely and appropriate clinical

i nterventions. There is a risk of o6fail
ironic given the underlying motivation is risk minimisation. This is

despite the availability of tools such as the critical care outreach nurses.

Uncertainty is where there is doubt or a
the nursebdés sense of confidence and/ or C

There are several factors that contribute to this feeling:

i.  Lack of available evidence
ii.  Differences in interpretation or

iii.  Disagreement with the evidence (Thompson and Dowding 2001).

These can be due to the practitioneros |
or limitations in current empirical knowledge or even a difficulty in

distinguishing between personal ignorance and limitations of current

available knowledge (Thompson and Dowding 2001). Uncertainty

poses a dilemma for practitioners. They have to make a decision when

faced with the reality of an unclear clinical situation. These scenarios

are an unavoidable characteristic of clinical practice, particularly in acute

care nursing (Vaismoradi et al 2011).

The mode 6écrescendo of cahebdtdowomacrarcsf at t
uncertaintyd and this study revealed the
reduce this uncertainty. At this point the nurse was faced with multiple

dimensions of uncertainty. This concurs with several other studies

where when faced withanemergency si tuati on with vague

200



anxiety levels rose (Cooper et al 2010, Endacott et al 2012). The
researchers entitled this o6performance
the majority of their participants with 12% remaining in a state of frozen

a

anxiet y . The authors found that as the pal

their performance decreased and they were unable to access and apply
their knowledge in some basic assessment tasks during patient
deterioration. One example was acting on a single cue based on
preliminary data findings rather than waiting to assimilate further data
which would have steered them onto the correct decision path.

These findings are similar to Thompson
the concept of 0 Db oeylelikedhatindividuatsima | i t y 0 .
high stress situations have a limited ability to rationally process

information. Practitioners, although, expected to weigh all alternatives,

tended to neglect obvious alternatives, and were unaware of their

omissions. My study findings differed in that the participants earnestly

continued to seek information, focusing on patient safety and continually

a
T

reassessing whilst deciding when to refe

Crisisoé phase, after refentr Thsissimilari | e wai

to Endacott et al (2012). Their study comprised registered nurses from

medical and surgical wards in an Australian hospital. Their research

showed that uncertainty led the participants to initiate more

interventions. Endacott et al (2012) also found that actions taken were
Oprodeddl rat her-lteld@dn o6dédei piaoni ci pant s
also relied heavily on the PAR score to guide their decision making, but

even so, some nurses revealed feelings of uncertainty led to a

reluctance to contact the critical care outreach team.

6.3.3 The Speed of Decision-Making

Gobet and Chassy (2008) support the notion that limited thinking time
affects performance. Many of the clinical situations the participants
faced required fast responses to a rapidly changing clinical picture,

particularly in the mode 6crescendo of
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outcomes are crucial the expert practitioner will deliberate. These
deliberations may not be calculative problem-solving but rather
reflecting on their intuitions. With ambiguous situations there is little
information on which to base judgements (Hancock and Durham 2007).
The literature suggests that in these situations there is a tendency for
the practitioner to use cues to sift the data as discussed in section 6.4.1.
Bucknall (2000) discusses how patient complexity slowed down
decision-making. This was also in the face of unfamiliarity, uncertainty
and the confidence of the nurse. The practitioner might choose to wait
for further deterioration prior to escalating their concerns, again
increasing risk to the patient. The series of simulation studies carried
out by Kinsman et al (2009), Cooper et al (2010), Endacott et al (2012)
showed how nurses can freeze in these situations due to rising anxiety
levels. They sometimes, in simulation, do not believe the data they are
coll ecting about the patient, conceptual
exacerbates delays in instigating appropriate care. Nurses in this study
continued to gather evidence to corroborate their intuitive concerns until
they felt certain enough to make the referral. They spoke of feelings of
anxiety and stress during this phase. Evidence presented by Gerdtz
and Bucknall (2001) found that nurses overestimated risk and had a
tendency to make cautious predictions, potentially slowing up the
referral process. This was a feature of triage nursing in an Emergency
Department (A&E) (Gerdtz and Bucknall 1999). My study did not concur
with these theories. | found that once nurses picked up a change in a
patient 6s c o ndksciibeddhow theyhfecysedtoh gathering
data, building a credible selection of data with which to make a referral.
The greatest risk lies with the delay inherent in not making an
intervention during this phase of working (RCP 2012). This risk occurs

despite the availability of appropriate resources.

6.3.4 Mode Risk

This study describes the three modes a nurse operated in when caring

for acutely unwell patients. An area of risk not examined in this study,
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but worthy of discussion is whether the nurse recognised the correct

mode in which they should be working. Although not observed or

described by the participants, there is a risk that the nurse continues in

Gvardrout i ned wh e n e wofkiagyat ashighendved in b

@rescendo of ca r e maragemeantofcr i si s6 empl oying diffe
reasoning techniques. This may partly explain why we still have

evidence of subopti mal care and reports
literature. It is imperative that the nurse has the knowledge and clinical

education to recognise how they should operate. This study was

designed from the perspectives of the participants, who described their

view of each scenario but without the ability to comprehend whether

their mode of working was a legitimate choice given the intersecting

factors. Fieldwork did not reveal a nurse practising in the incorrect

mode, but it is difficult to extract from their reported stories if this was

always the case. The quality of decision-making in these settings rather

than how they reasoned clinically in the field requires further work.
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6.4 Being Human

O0Human factorsé is a broad discipline
between human behaviour, system design and safety (NPSA 2012)

(Table 6.1 7 Main Categories of Non-Technical Skills). These human

factors concentrate on individual behaviour, and how changing the

patterns of behaviour are key to improving patient safety (Odell 2011).

Table 6.1 Main Categories of Non-Technical Skills

Lack of technical skills can play a part in human error. Human Factors
involve seven main categories of non-technical skills:

Situation Awareness

Decision-Making

Communication

Team Working

Leadership

Managing Stress

Coping with Fatigue

NogakwhpE

Odell 2011

Situati on awar en @aception®dfthe stdfteofittted as a 0
environment within a volume of time and space, the comprehension of

their meaning and the projection of their status in the near future6

(Endsley 2000). It comprises 3 levels shown in Table 6.2 overleaf. Itis

a concept used to understand the causes of decision error and a model

for safe decision-making (Stubbings et al 2012).

Table 6.2 The Three Levels of Situation Awareness

Level 1 | Perception of data in the current situation
The perception of information the person faces

Level 2 | Comprehension of the meaning of the current situation
Integrating this information and developing an understanding
of its meaning

Level 3 | Projection of the near future status
Based on this understanding, a prediction of future events

Endsley 2000, Kinsman et al 2009
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The theoretical model has been applied to many different areas

including aviation, air traffic control, military command and control and

emergency services encompassing the care of the critically ill. Its

premise is that the practitioner bases their decision on their perception

of the significance of their situation. The implications for acute care are

that i f the nurseds perception or wunders
decision could be made that may adversely impact on the patient. In

acute care people do not work only as individuals but also in teams so

the situation awareness of each team member needs to be effective.

The model relates to cognition and perhaps links to how nurses use

cues and heuristics in their decision-making. Drawing on cues and

dulesof thumbé r ecogni sed from previous exper.

their awareness of the current situation.

Cooper et al (2010) found that the situation awareness of the student

nurses was poor in simulation with a det
global perceptions of the situation were low and they seemed unable to

apply their knowledge and take appropriate action. This phenomenon

was neither observed nor apparent from the interview data of this study

when the nurses described their care of a specific patient. However, it

was not possible to ascertain how other patients fared whilst the nurse

prioritised the deteriorating patient. It is a possibility that there was a

poor awareness of the rest of the nursebd
prevailing sense was that the participan

needs and acted to protect and meet them.

Thedelayf ound i n Kinsman et al (2009) and C
in getting help could be explained by the findings of this study. Nurses

were so focused on improving the credibility of their referral that they

delayedcall i ng f or hel prescenfloohtar sepembdienvéaci ed
across participants, and the implication for practice is to equip nurses to

recognise the need to refer as soon as possible, irrespective of their

professional self-confidence and personal anxiety levels.
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The time spent during 6 rescendo of ca r e Geollegnal verificationéand
@uthenticationdcould be attributed to a need for a shared understanding

of the patientdos condition to increase ¢
However research findings have revealed a cognitive mismatch

between different professional groups leading to differing perceptions of

situation awareness (Stubbings et al 2012). This has been ascribed to

di fferences in the professional groups©®o

Increased tension between staff risks a breakdown in care co-ordination
with potential disruptions to patient management. Improvements to
situation awareness have been achieved when interdisciplinary teams
have been trained together. With shared understanding of patient care
goals and situation awareness more cohesive work practices ensue
(Papathanassoglou and Karanikola 2013). This appears to be reflected
in this study where there were many examples of nurses trying to refer a
patient to a doctor who appeared, in their view, not to comprehend the
seriousness of the case. In some cases this was because the nurse
was using vague data to make the referral, thus poorly articulating their
valid concerns, which the medical staff did not appreciate as serious.
When nurses used a shared protocol or guideline such as the PAR
score, doctors did respond more appropriately. This concurs with the
literature on situation awareness in critical care circumstances
(Stubbings et al 2012) and is explored further in relation to the differing
discourses among profes si ons and the o6scriptd used

their concerns (section 6.5 17 The Use of a Reasoning Script).

Nurses introduced diverse tactics to capture the attention of the doctor.

They tended to use forthright open communication rather than the veiled

communi cati on r emi Aniusrcseenét goaf met hdee sécdroi cbt eodr
Stein (1967) and Stein et al (1990). This differs from the findings of

Lopez (2009). There, nurses used subtle and cryptic verbal cues to

communicate findings. Participants edited information to influence

doctors to order treatments consistent with their preferences. My study

revealed tactics such as rank, threats to report the doctor and careful
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selection of language so as to instil anxiety in the doctor. Some of this
related to how confident the nurse felt, with more senior nurses more

confident using their rank than more junior staff. These behaviours

emerged when the nurse was practising

and the strategy was reported by participants as largely successful.

The degree of situational awareness

A

experience of ¢6like situationsd rel

and Cooper 2006). It also depends on their ability to continually assess
and process data and adapt their behaviour to meet the needs of the
situation. In order to improve the response to deteriorating patients it
seems important to enhance situation awareness among professional
groups collectively so that more anticipatory and effective decision-
making can be assured. Inter-professional learning may contribute to
this so that communication of information and decision-making
structures are improved. As nurses learn to be more assertive,
confidence and decision-making autonomy will be fostered (Stubbings

et al 2012). This may improve clinical outcomes for patients.

6.4.1 The Use of Cues

The gathering of technical, interactive and perceptual cues begins from
the moment of first concern about the patient, reflecting the theories
described by Dowie and Elstein (1988). The nurses gathered
information developing theories (hypotheses) about what might be
wrong with the patient. This cognitive function reflects the information-
processing model of decision-making. The nurses continued their
inductive reasoning seeking further cues to confirm or refute their initial
hypotheses. This abductive fluid movement reflects the Cognitive
Continuum theory in the decision-making process. However, this only
describes one element of clinical reasoning by the ward nurses. The
participants also discussed drawing on previous experience and

knowledge gained from previous situations which offered intangible
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cues reflecting the intuitive-humanistic approach to decision making
(Hancock and Durham 2007).

All of the participants attempted to corroborate their subjective

awareness of change with objective evidence, the inductive-deductive

cycle of thinking. This was described by Cioffi (2000) and also Smith

(1987). Nurses used cues from a variety of sources. These included

character changes in the patient, increasing PAR scores and noticeable

vital sign alterations. They continued to use cues as they built the

clinical picture to develop the credible story prior to referral. They also

continued to do this when operating inth e abagementofcr i si s6 mode.
This differs from the findings of Cooper et al (2010) who found that 3™

year nursing students exhibited decrease
condition deteriorated. They were less likely to note important vital

signs, such as respiratory rate. They attributed this to feeling anxious,

whi c h t h eperfotmancaraexiktyd . The participants i
also felt anxious, but this appeared to be related to the uncertainty of the

situation which they worked to reduce through their problem-solving.

Their anxiety also seemed to motivate them to seek more assurance

and monitor more actively in order to gain some control over the

situation.

This study demonstrates that human factors, in particular situational

awareness are a valid and explanatory factor in the theory of mind

accounting. The real time reactions of the nurse are integral to clinical

outcomes for the patient. I f the nursebd

patient is at an increased risk of harm.

6.5 Toolbox of Resources

The theory of mind accounting in clinical reasoning consists of a toolbox
of resources that nurses draw on to inform the three modes of decision-

making in which they operate. The selection and use of these tools
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influences the interactions, decisions and actions they took. The
toolbox enables them to make sense of their thinking. The data in this
study revealed the foll owing 6tool s6 tha

between the three modes in the decision-making model. They were:
1 Knowing the patient
1 Knowledge and experience
1 The team.

Each of these will be discussed in the next section.

6.5.1 Knowing the Patient

OKnowing the patient 6 ladxlam@whem ncept that
describing their caring experiences. It began when the nurse noticed

something different about the patient and began information gathering

as they started to build their case. The nurses described a change in

the expected trajectory of the patientds
of data which may also have been developed from their knowledge of

other patients with similar conditions and from previous experiences that

are recalled when facing similar clinical scenarios. This concurs with

the forward and backward reasoning that Arocha et al (2005)

conceptualised. Knowing the patient enabled the nurse to respond to

subtle changes in their condition (Minick and Harvey 2003) having spent

time, even just a few consecutive shifts, with them. The participants

gave examples where they detected subtle physical and psychological

changes. This concurs with the findings of Cioffi (2000).

However, modern healthcare means patients often have very short
stays on a ward e.g. 23 hours is the average maximum visit to a short
stay surgery ward (Johnstone et al 2007). Medical Assessment Units
admit patients at their sickest point but then transfer them to an on-

going ward within 48 hours. In addition many wards operate a long-day
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