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Abstract 

The research represented in this thesis describes the experience of nurses in the 

intervention for patients at risk in the acute ward setting. Specifically, the research focusses 

on ‘failure to rescue’ as a concept which can, and as this research demonstrates, does, 

result in adverse patient outcomes. It identifies, describes and analyses four distinct 

elements of this type of failure in the clinical setting:  1) failure to recognise the level of risk to 

the patient; 2) failure to respond to the patient’s level of risk; 3) failure to elevate patient risk to 

ensure an appropriate response; and 4) failure to challenge a perceived risk to patient safety.  

 

Through the use of patient stories, which describe the failure of the health care system and 

nursing staff to consistently and effectively intervene for patients at risk, the experience of 

nurses is analysed and compared to images of nurses present in the literature. These images 

are: the nurse as the ‘ministering angel’; the ‘domestic worker’; the ‘doctor’s handmaiden’; 

the ‘subordinate professional’; and finally the ‘autonomous professional’. The nurses in this 

research were viewed in these images by the organisation, the doctors and the nurses 

themselves. These views, and the reality they create, contribute to the inability of nurses to 

effectively intervene for patients at risk and pose a considerable threat to patient safety.  

 

The information gathered in this research describes the nurses’ actions, the nurses’ beliefs 

and the dissonance between the nurses’ actions and beliefs in relation to the intervention 

for patients at risk. This research makes it apparent that nurses play a vital and important 

role in ensuring patient safety through the intervention for patients at risk, but at times this 

role is neither recognised nor understood by both the health care system and the nurses 

themselves. The research argues that it is this lack of understanding and recognition which 

presents significant barriers for nurses to intervene consistently and effectively for patients 

at risk.  

Key words:  
Failure to rescue, patient safety, deteriorating patient, rapid response, patient risk, case 

study, focus groups, PDSA, beneficence, nonmaleficence, patients’ advocate, subordinate 

professional, doctor’s handmaiden, autonomous professional, graded assertiveness. 
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Glossary 

AAngina  Chest pain caused by a lack of oxygen to the heart muscle 

(angina pectoris). Usually caused by a blockage of the arteries 

which supply blood to the heart muscle (Anderson, Anderson, & 

Glanze, 1994). 

AAorta  The main blood vessel leaving the heart. Compromises four 

parts: the ascending aorta, the arch of the aorta, the thoracic 

portion of the descending aorta, and the abdominal portion of 

the descending aorta (Anderson et al., 1994).  

CCardioversion  The restoration of the heart’s normal rhythm by delivery of a 

synchronised electric shock through two metal paddles placed on 

the patient’s chest. Cardioversion is used to slow the heart rate or 

restore the heart’s normal sinus rhythm when drug therapy is 

ineffective (Anderson et al., 1994). 

CCT Scan  Computed Tomography scan (CT) is an X-ray technique that 

produces a film representing a detailed cross section of tissue 

structure (Anderson et al., 1994). 

EECG (electro--
ccardiogram)    

A graphic record produced by an electrocardiograph. The 

electrocardiograph is a device used for recording the electric 

activity of the heart muscle in order to detect transmission of the 

cardiac impulse through the conductive tissues of the muscle. 

Electrocardiography allows diagnosis of specific cardiac 

abnormalities (Anderson et al., 1994). 

EN  Enrolled Nurse. A person enrolled by the Nurses’ and Midwives’ 

Board of New South Wales (NSW Department of Health). 

Glasgow coma 
sscore 

A quick, practical, and standardised system for assessing the 

degree of conscious impairment in a patient and for the 

prediction of the duration and ultimate outcome of a coma, 

primarily in patients with head injuries (Anderson et al., 1994). 

The score ranges from 3 through to 15, with 3 indicating deep 

unconsciousness and 15 indicative of someone who is alert, 

orientated and moving freely.  



x

HHypotension  ‘Low blood pressure’, an abnormal condition in which the blood 

pressure is not adequate for normal perfusion and oxygenation 

of the tissues (Anderson et al., 1994). 

HHypoxia  An inadequate supply of oxygen to cells in the body (Anderson 

et al., 1994). 

IInfarction  A condition which occurs when there is a localised area of tissue 

death of a vessel or organ in the body due to the absence of 

oxygen supply.  

MMedical officer in 
ccharge (MOIC)  
 

The medical registrar in charge of managing all medical patients 

on the wards after hours, including evenings, night duty and 

weekends. 

Metastatic cancer  A secondary cancer that forms in the body as a result of an 

original (primary) tumour (Anderson et al., 1994). This is also 

referred, in layman’s terms, to cancer which has spread to other 

areas in the body. 

Midazolam  Midazolam hydrochloride, a sedative and hypnotic agent, which 

is also used as a short-acting sleep inducing agent (MIMS). 

Morphine  Morphine sulphate, a narcotic analgesic agent (MIMS), which is 

primarily used for pain relief. 

Mylanta  An antacid, used for the relief of gastric reflux, commonly 

referred to as heartburn (MIMS). 

Myocardial 
iinfarction (MI) 

The death of a portion of the heart muscle caused by obstruction 

in one of the arteries in the heart, or inadequate oxygenation to 

the heart muscle. The obstruction is most often a result of a 

blood clot or the deposit of fatty tissue caused by high 

cholesterol. 

NOF  The narrow neck of the femur, located in the hip joint. 

Not for CPR order  
 

This is an order to instruct clinical staff not to perform 

cardiopulmonary resuscitation (CPR) in the event that a patient 

stops breathing or their heartbeat stops, when it is decided that 

CPR would not be in the best interest of the patient. The order is 

formed in consultation with the patient or their family or both.   

Oliguria  Low urine output. A diminished capacity to form and pass urine, 

less than 500 ml in every 24 hours, so that the end products of 



xi

metabolism cannot be excreted efficiently (Anderson et al., 

1994).  

PPressure ulcers  Also known as decubitus ulcer. It is an inflammation, sore, or 

ulcer in the skin over a bony prominence. It results from a lack 

of oxygen supply to the tissues because of prolonged pressure on 

that part of the body (Anderson et al., 1994). 

RRapid AF  Atrial fibrillation (AF) and atrial flutter are abnormal heart 

rhythms in which the atria, or upper chambers of the heart, are 

out of synchronisation with the ventricles, or lower chambers of 

the heart. In rapid atrial fibrillation, the atria "quiver" chaotically 

and the ventricles beat irregularly (American Heart Association, 

2008). 

RRegistrar  A medical officer who: 

 has had at least three years' experience in public hospital service 

as defined under the award or any lesser period acceptable to the 

Health Administration Corporation, and, 

(ii)  is appointed as a registrar by a hospital, and, 

) is occupying a position of registrar in an established position as 

approved by the Health Administration Corporation (NSW 

Department of Health, 2008a). 

RResident  A medical officer who has obtained full registration (NSW 

Department of Health, 2008a). Full registration is obtained after 

the medical officer has satisfactorily completed an intern year. 

RRN  Registered Nurse. A person registered by the Nurses’ and 

Midwives’ Board of New South Wales as a Registered Nurse or a 

Registered Midwife or both (NSW Department of Health). 

SSaturation  A measure of the degree to which oxygen is bound to red blood 

cells. It is expressed as a percentage of the possible limit 

(Anderson et al., 1994).  

SScrub Nurse  A specially trained nurse in the operating suite who directly 

assists the surgeon performing the operative procedure.  

SSepsis  Infection, contamination. The presence of bacteria (bacteremia) 

or other infectious organisms or their toxins in the blood 

(septicemia) or in other tissue of the body. Sepsis may be 
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associated with clinical symptoms of systemic illness, such as 

fever, chills, malaise, low blood pressure, and mental status 

changes. Sepsis can be a life threatening disease calling for urgent 

and comprehensive care (Anderson et al., 1994). 

SSerenace  The generic name of this drug is haloperidol. It is a drug used to 

treat mental illnesses such as schizophrenia and mania, or severe 

anxiety, tension or excitement or severe agitation, hyperactivity 

and aggression in patients with mental or emotional illness 

(MIMS, 2008). 

SStoma  An artificial opening of an internal organ on the surface of the 

body, created surgically, such as a colostomy (Anderson et al., 

1994). 

TTachycardia   Fast heart rate. A condition in which the heart muscle contracts 

at a rate greater than 100 beats per minute (Anderson et al., 

1994). 

TTEN  Trainee Enrolled Nurse. A person who is being trained to 

become an enrolled nurse in a hospital recognised by the Nurses’ 

and Midwives’ Board of New South Wales as a training school 

for enrolled nurses (NSW Department of Health). 

TTrendelenberg’s 
pposition  

A position in which the head is low and the body and legs are on 

an inclined plane (Anderson et al., 1994). Occasionally used when 

a patient’s blood pressure is so low in order to ensure maximum 

blood supply to the heart and brain. 

Troponin  A protein in the heart muscle cell structure which is released 

when a patient is having a myocardial infarction. A blood test is 

required to measure a patient’s troponin level in order to assist in 

the diagnosis of a myocardial infarction. If a patient’s troponin 

level is elevated, it is indicative that they may have experienced 

cardiac ischaemia or a myocardial infarction. 

VMO  Visiting Medical Officer, a senior admitting medical officer, who 

has completed specialised training, for example a cardiologist or 

an orthopaedic surgeon, on contract to a public hospital (NSW 

Department of Health, 2008b).  
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1. Chapter One: Introduction  

This thesis describes a journey which I undertook as a Senior Nurse Manager of Quality 

and Safety. The core aim of this research is to describe the experience of nurses in the 

intervention for patients at risk and the impact which this experience has on patient safety. 

Throughout this journey it became apparent that nurses play a vital and important role in 

ensuring patient safety, but at times this role was neither recognised nor understood by 

both the health care system and the nurses themselves. My research argues that it is this 

lack of understanding and recognition which presents significant barriers for nurses to 

intervene effectively for patients at risk. This results in both moral distress for nurses and 

adverse outcomes for patients. How nurses are viewed by the health care system, how they 

view themselves and how these views are continually reinforced in the clinical setting, 

make these views the reality for nurses. These views, and the reality they create, contribute 

to the inability of nurses to intervene effectively for patients at risk and pose a considerable 

threat to patient safety. In order to gather information to provide a comprehensive 

description of the experience of nurses in the clinical setting, and its impact on patient 

safety, three separate studies were conducted. Each of these three studies are introduced in 

this chapter. 

 

My research commenced with a set of problems which were reported to me about the 

recognition and management of deteriorating ward patients. Nursing staff reported 

instances in which they believed a patient was at significant clinical risk of catastrophic 

deterioration and they were unable to engender a response from medical staff to ensure 

intervention for the patient in order to ameliorate the risk. In these cases the nurses 

recognised the risk to the patient but were unable to elicit a response from medical staff 

for the patient. Simultaneously, instances in which a patient continued to deteriorate 

without intervention, despite their clinical parameters being diligently measured and 

recorded by nursing staff, were also reported. In these cases, the nurses did not request a 

response from medical staff, as they did not recognise the level of risk to the patient.  

 

In both of these types of cases, many of the patients suffered adverse outcomes, increased 

length of hospital stay, cardiac arrests and death. Exemplars of these actual cases are 

presented in detail in this chapter, and are referred to throughout this thesis as ‘patient 
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histories’1. Both of these types of patient histories are well reported in the literature, they 

are described collectively as Failure to Rescue (Clarke & Aiken, 2003)2

 

. Two distinct 

elements of Failure to Rescue have been defined in the literature and, as the patient 

histories described above demonstrate, were present in the clinical setting in my research. 

These elements are failure to recognise the level of risk to the patient and failure to respond to 

the patient’s level of risk (Clarke & Aiken, 2003). It was these problems that led to the first 

study (Study One) in which I sought to understand and explain: 

What was happening on the ward which resulted in Failure to Rescue incidents? 

What elements constitute Failure to Rescue? 

Could something be done to alleviate these elements in order to minimise or eradicate, 

or both, adverse outcomes for patients? 

 

In order to answer these questions a twelve-month study (Study One) was conducted. This 

study involved exploring the reasons why Failure to Rescue incidents were occurring on 

the ward through focus group discussions with staff. The information gathered in Study 

One provided a description of the actions of nursing staff in relation to patient safety. 

Following this study, the experiences of nurses in the clinical setting could be described 

through their actions, or behaviour in relation to patient safety. Information from the 

focus groups led to the development of a system to mitigate against failure to recognise and 

failure to respond incidents. This system, titled ‘Recognition, Response, Escalation and 

Escort’ (R2E2), was implemented on the ward.  

 

This system incorporated a score to indicate a patient’s level of risk. The score utilised was 

the modified early warning score (MEWS)3

1 The patient histories commence on page 15

, and was accompanied by the development of a 

response protocol, designed by the staff on the ward, to ensure intervention according to a 

patient’s level of risk. It was anticipated that Failure to Rescue incidents had been 

2 In my research Failure to Rescue is an overarching principle theme. Throughout the thesis Failure to 
Rescue will be presented in bold and capitalised when it is presented as this overarching principle theme of 
the discussion, but when it is not being referred to as the overarching principle theme it will be presented in 
plain font in small letters. Four distinct elements which constitute Failure to Rescue, are described in this 
research. These four elements, 1) failure to recognise the level of risk to the patient, 2) failure to respond to the 
patient’s level of risk, 3) failure to elevate patient risk to ensure an appropriate response and 4) failure to challenge a 
perceived risk to patient safety will be presented in italics throughout this thesis. The development of each of 
these elements will be introduced in this chapter. 
 
3 This will be explained in detail in Chapter Three. 
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resolved. However, immediately following the implementation of the R2E2, a further 

patient history of Failure to Rescue was reported. In this patient history the nursing staff 

recognised the risk to the patient but did not request a response from medical staff 

because the nurses stated that the patient “did not fit” the newly developed R2E2 

protocol. Through interviews with the nurses involved in this patient history, it was 

discovered that, as the patient’s physiological condition did not meet the trigger point for 

the R2E2 response protocol, no response was requested.  

 

This patient history, and the nurses’ response in discussions about it, led me to question 

what the nurses’ beliefs and feelings were in relation to patient safety (Study Two). I also 

wanted to understand whether there were additional elements which constituted Failure 

to Rescue. If failure to recognise and failure to respond were resolved with the development and 

implementation of the R2E2, then why did Failure to Rescue incidents continue to 

occur? In order to describe the nurses’ experience, I wanted to understand how they 

viewed their role in patient safety, and in particular, what their beliefs were in relation to 

their role in the intervention for patients at risk. This resulted in the development of a 

second set of research questions for Study Two. Study Two specifically sought to answer: 

 

What did nurses think was their responsibility (moral agency) to the patients? 

What were nurses’ beliefs in relation to their role in the intervention for patients at     

risk? 

Were there further elements which constituted Failure to Rescue? 

 

In order to obtain this information, a Moral Sensitivity Questionnaire was distributed to 

staff. The questionnaire constituted 35 items and was an attempt to engage staff in a 

process which examined their moral obligation to patients and their beliefs towards patient 

safety. Following this study, the experience of nurses in the clinical setting could be 

described through their beliefs in relation to patient safety. 

 

The questionnaire, and discussions around the responses, demonstrated two significant 

findings. Firstly, I found that there were additional elements to Failure to Rescue 

incidents: 1) failure to elevate patient risk to ensure an appropriate response; and 2) failure to 

challenge a perceived risk to patient safety. Secondly, there was a dissonance between 

information gathered in Study One (the nurses’ actions) and Study Two (the nurses’ 
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beliefs). There were inconsistencies between what the nurses were doing in clinical practice 

and what they stated they would do. In Study Two they articulated strong beliefs about 

how they should act, which was in direct contrast to how they were acting as demonstrated 

in Study One. 

  

Given the inconsistencies in the information, I wanted to know whether the nurses 

themselves could explain them and whether these inconsistencies were contributing to 

Failure to Rescue incidents. These questions led to Study Three, in which case study 

focus groups were conducted in order to answer the following questions: 

 

Could the nurses explain why there was incongruity between what they were saying 

and what they doing? 

What contributed to this incongruity? 

Did this incongruity contribute to Failure to Rescue? 

Were there additional elements of Failure to Rescue present? 

 

The information from Studies One, Two and Three described the actions of nurses in 

relation to patient safety (Study One), the beliefs of nurses in relation to patient safety 

(Study Two) and the incongruities between their actions and their beliefs (Study Three). In 

particular the information identified four elements distinct to Failure to Rescue incidents: 

1) failure to recognise the level of risk to the patient; 2) failure to respond to the patient’s level of 

risk; 3) failure to elevate patient risk to ensure an appropriate response; and 4) failure to 

challenge a perceived risk to patient safety. The descriptions of failure to elevate and failure to 

challenge incidents by the nurses demonstrated the greatest incongruity between their 

actions and their beliefs and resulted in the most moral distress. The nurses expressed the 

view that medical staff did not heed nurses’ challenges in which nurses did not agree with 

the management of a patient and that the medical staff had the ultimate responsibility for 

patient management. This was despite the nurses, at times, having significant concerns 

about the management of patients and the risk that this management posed to patient 

safety. An initial analysis of the results indicated that the nurses viewed themselves as 

subordinate to the doctors and I wanted to understand if this is how the health system 

viewed nurses and what impact these views had on their ability to intervene for patients at 

risk. Essentially, I hypothesised that, if these views were in fact the experience of the 
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nurses on the ward, then their ability to intervene for patients at risk would be 

compromised. 

 

In order to analyse the information from the three studies, the work of Chiarella (2002) 

was utilised. Chiarella, in an analysis of legal cases involving nurses from 1904 to 1998, 

identified five quite disparate images of nurses which were depicted in judicial and quasi-

judicial decisions. They are: the nurse as the ‘ministering angel’; the ‘domestic worker’; the 

‘doctor’s handmaiden’; the ‘subordinate professional’; and finally the ‘autonomous 

professional’. She argues that it is the confusion over the legal and the professional status 

of the nurse that renders nurses confused about their legal, moral and professional 

responsibilities in relation to patient care. I utilised Chiarella’s work since I wanted to 

describe the experience of nurses in the intervention for patients at risk. Specifically, I 

sought to understand: 

 

Were the actions and the beliefs of the nurses in the clinical setting evident in these 

images? 

Were these images the experience of nurses? 

If they were present, did these images impact on the nurses’ ability to intervene for 

patients at risk and contribute to Failure to Rescue incidents? 

 

The analysis of the information gathered in Studies One, Two and Three revealed that the 

actions and the beliefs of the nurses were evident in many of the elements of the images 

described by Chiarella (2002). The actions and the beliefs of the nurses that that were 

evident in the elements of the images, existed simultaneously in several images, which 

created confusion and ultimately resulted in nurses being unable to intervene effectively 

and consistently for patients at risk. This contributed to Failure to Rescue incidents and 

lead to moral distress for the nurses, and occasionally catastrophe for the patients.  

 

The implications of this analysis on patient safety are significant, and led me to examine a 

range of possible solutions, which are presented in detail in Chapter Nine. The present 

section has briefly introduced the three studies, and the research questions which framed 

the studies, that were conducted in order to describe the experience of nurses in the 

intervention for patients at risk in the acute ward setting. It has briefly introduced the work 
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of Chiarella, which was utilised in order to analyse the information gathered in the three 

studies. 

 

A diagrammatic depiction, in the form of a flow chart, of the progression of the 

development of the three studies, and the patient histories which influenced them, is given 

here as Diagram 1 on the following page4

4 This flow chart diagram will be reproduced at the commencement of Chapter Five, Study One- the  R2E2, 
Chapter Six, Study Two - the moral sensitivity questionnaire and Chapter Seven, Study Three- the case study 
focus groups, in order to place the patient histories and studies within this research

. The diagram is presented horizontally to allow 

for ease of presentation, because of the large number of patient histories represented. A 

description of the structure of the thesis and the content of each of the chapters in the 

thesis are presented following the flow chart diagram.  
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Diagram 1. Flow Chart of the progress of development of Studies One, Two and Three, and the patient histories which influenced 

them 

Patient 
History 1, 
Mr R. 
Failure to 
respond 

Patient 
History 2, 
Mrs D. 
Failure to 
recognise 

Patient 
History 3, 
 Mr S.
Failure to 
communicate 

STUDY ONE: R2E2 
Recognition, Response, 

Escalation, Escort
Implementation of a system 

for the recognition and 
management of deteriorating 

ward patients.  
Nurses’ actions  

Patient 
History 4,   
Mr Y. 
Failure to 
escalate 

Patient 
History 5, 
Mrs P. 
Failure to 
escort 

Patient  
History 6,  
Mr C. 
 Patient with 
chest pain, no 
response
requested

STUDY TWO: Moral 
sensitivity questionnaire 
Distribution of a 35-item 

questionnaire 
Nurses’ beliefs 

 

Dissonance 
between 
nurses’ 
actions and 
beliefs  

Patient 
History 7, 
 Mr B. 
Failure to 
elevate 

Patient 
History 8, 
Ms A. 
Failure to 
challenge 

STUDY THREE: Case study 
focus groups 

Focus group discussions on 
Patient Histories 7, 8 & 9. 

Exploring inconsistencies 
between nurses’ actions and 

beliefs 

‘Synthesised’ 
Patient History 9, 
Mr L.
Combination of 
‘failures’
Communicate
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11.1 Structure of the Thesis 

This thesis is composed of ten chapters. A summary presentation of the structure of the 

thesis is presented in Table 1 (p. 12). The contents of each of the ten chapters are as 

follows:  

 

Chapter One

Chapter One introduces the three studies which were conducted in order to provide a 

comprehensive description of the experience of nurses in the intervention for patients at 

risk. It presents the research questions which frame each of the three studies. The work of 

Chiarella (2002) is introduced as a means of understanding the analysis of the information 

which was gathered in the three studies. Chapter One presents the structure of the thesis 

both in text and in a summary table. The patient stories, called ‘patient histories’, which 

heavily influenced and punctuated my research, presented in this thesis are provided in full 

in Chapter One.  

 

Chapter Two

Chapter Two presents the context for the work outlined in this thesis. It describes my role 

and responsibilities in ensuring patient safety in the position in which I was employed 

during the research period. Bias and influence in the research, given the position I held, are 

addressed in this chapter. The chapter also describes the clinical setting in which the 

research was conducted, including the staffing on the ward, the model of patient care and 

the demography of the patient population. This chapter also provides a description of the 

role and aim of a professional doctorate. Chapter Two also describes the limitations of the 

research and the ethics committee approval to conduct the research. 

 

Chapter Three

This chapter provides a critical analysis of the literature that frames the three studies in this 

research. A core focus of this research is to describe the experience of nurses in the 

intervention for patients at risk, and the impact which this experience has on patient safety. 

Subsequently, Chapter Three will specifically explore and analyse patient safety literature in 

order to present the scope and size of patient safety issues, the health care system’s 

response to patient safety issues and the gaps which remain in addressing significant patient 
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safety concerns. Chapter Three will present inter alia, the development of the New South 

Wales (NSW) patient safety agenda, and the establishment of the various bodies in NSW, 

which have been charged with the responsibility for the implementation and monitoring of 

the effectiveness of the patient safety agenda. It outlines ‘The Quality in Australian Health 

Care Study’ (Wilson et al., 1995) which demonstrates that 16.6% of patient admissions to 

hospital are associated with an adverse event. It also describes how this study aimed at the 

identification of the underlying causes of adverse patient outcomes and factors which 

contribute to them. The method, Plan, Do, Study, Act Cycles (PDSA) utilised for the three 

studies, and its origin in the patient safety literature are introduced. Several systematic 

approaches to intervention when patients are at risk are analysed. These include scoring 

systems which measure a patient’s level of clinical deterioration. The effectiveness of 

response teams used in conjunction with a scoring system will also be explored, including 

the substantial debate in Australia into the efficacy of such teams  

 

Chapter Four

Chapter Four provides a critical exploration of the literature utilised to analyse the 

information which was gathered during the three studies in this research. The chapter 

provides a description of the work of Chiarella (2002) on the images of nurses. The images 

include the nurse as the ‘ministering angel’, the ‘domestic worker’, the ‘doctor’s 

handmaiden’, the ‘subordinate professional’ and the ‘autonomous professional’. The 

reasons why Chiarella states that these images can be divided into two groups, outsider 

stories and stock stories is described. Each of elements that constitute these images are 

presented. The concomitant literature in which elements of these images have been 

identified is critiqued.  

 

Study Two in this research focuses on the moral agency of the individual in relation to 

patient safety. Specifically, it aims to describe what the nurses believed their responsibility 

for patient safety was and how they viewed their role in the intervention for patients at risk. 

Subsequently, the role of professional ethics and the nurse as the patient’s advocate, as a 

means of mitigating patient risk, is also explored.  
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Chapter Five

Chapter Five presents the aim, method and results for Study One. The chapter outlines the 

Plan, Do, Study Act (PDSA) Cycles which have their origins in the theoretical framework 

for the three studies, that is, quality improvement and the mitigation of patient risk. The 

PDSA Cycles involve the diagnosis of the problem, the analysis of the scope and the size 

of the problem, the identification of the number of interventions which were required to 

reduce the problem and the interventions and re-measurement necessary in order to 

ascertain the effectiveness of the interventions. A description of the incident investigation 

process, necessary in order to explore and to understand factors contributing to the patient 

histories, is also detailed. The establishment of the focus groups, with various disciplines, 

and the frequency of the meetings with staff in order to gather the information for analysis 

are described. 

 

The chapter details the development, introduction and evaluation of a system for the 

management of deteriorating patients, titled the R2E2 (Recognition, Response, Escalation, 

Escort). It presents the incident investigation findings of the three patient histories which 

led to the development of the research questions to explore what was happening on the 

ward in relation to incidents of Failure to Rescue. It outlines information obtained in 

focus groups of the staff in an attempt to identify the underlying causes of Failure to 

Rescue. Each of the PDSA Cycles which were necessary to develop, introduce and 

evaluate the R2E2 are presented. At the conclusion to the chapter an additional patient 

history is discussed, Patient History 6. How this patient history, and discussions with the 

nursing staff around this patient history, resulted in the development of Study Two, is 

described.  

 

Chapter Six

Chapter Six presents the aim, method and results of Study Two, the Moral Sensitivity 

Questionnaire. It expounds the information obtained in discussions with staff during the 

implementation of the questionnaire. This chapter presents the discussions from focus 

groups with staff about their collective responses to the questionnaire. Each item of the 

questionnaire are outlined, including the staff’s discussions about their collective responses 

to the items A comparison between the staff’s answers to the questionnaire and the staff’s 

actions on the ward is tabled. The chapter concludes with a description of how the results 
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of the questionnaire and discussions with staff resulted in the development of the case 

study intervention, Study Three.   

 

Chapter Seven

Chapter Seven presents the aim, method and results of Study Three, the case study focus 

groups. The questions developed to explore the patient histories are tabled in this chapter. 

The requirement for the establishment of a ‘sub-group’ with less experienced nurses is 

detailed. The summaries of each of the focus group discussions, with both the ‘total group’ 

and ‘sub-group’ are presented. The results of interviews with individual staff members are 

also provided. The Moral Sensitivity Questionnaire, detailed in Chapter Six, was repeated 

with staff on the ward following the case study focus groups. This chapter provides 

information about the repeat survey and gives a description of the congruence and the 

incongruities between staff’s actions and beliefs towards patient safety.   

 

Chapter Eight

Information from the three studies, Study One (the development and implementation of 

the R2E2), Study Two (the introduction of and use of the results of the Moral Sensitivity 

Questionnaire) and Study Three (the case study focus groups) are analysed in this chapter. 

The method of each of the stages of analysis is described. The analysis is presented in three 

stages which describe the experience of nurses in the intervention for patients at risk in the 

acute ward setting. The first two stages of the analysis are structured around the elements 

of Failure to Rescue, which are identified in this research: 1) failure to recognise the level of 

risk to the patient; 2) failure to respond to the patient’s level of risk; 3) failure to elevate patient 

risk to ensure an appropriate response; and 4) failure to challenge a perceived risk to patient 

safety. The third stage of the analysis is predicated on the work of Chiarella (2002). The 

images identified by Chiarella are offered as a means of the elucidation of the experience of 

nurses in this research in relation to Failure to Rescue incidents and their ability to 

intervene for patients at risk.  

 

Chapter Nine

This chapter brings together the issues which arise from the analysis and present some 

solutions as the conclusion of this thesis. This chapter commences with an examination of 

Failure to Rescue. It discusses the findings which are indicative of a broader definition of 
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Failure to Rescue and presents the necessary components of a system to mitigate failure to 

recognise and failure to respond incidents as demonstrated in this research. It will discuss the 

significance of the analysis, in particular the beliefs and the actions of the nurses in this 

study which were present in the elements of the images, identified by Chiarella, and what 

impact the images have on patient safety. How the images are reinforced in the current 

health care system and how the images contribute to Failure to Rescue incidents are also 

discussed. Possible solutions to alter the experience for nurses, which will result in an 

amelioration of patient risk, are presented in this chapter.  

 

Chapter Ten

The final chapter presents an epilogue. It provides a brief summation of the findings of my 

research. It includes a summary of the images identified by Chiarella, to which the nurses’ 

actions and beliefs in this thesis are related. 

 

The structure of the thesis is presented below in a summary table. Following the summary 

table, the patient stories, which have influenced my research, are presented. 

 

Table 1. Structure of the Thesis 

Chapter  Content 

Chapter One An introduction to the thesis and the research questions 

which shaped the three studies.  

Each of the three studies are briefly outlined. 

The work of Chiarella (2002), as a means of analysing the 

information, is introduced. 

The stories of patients and nurses are presented as a means of 

introducing the reader to the clinical environment in which 

this research was conducted. 

Chapter Two Details are given on the patient and staffing demography of 

the clinical setting in which this research was conducted. 

My role is discussed in order to place myself in the context of 

the research. 

The role and the aim of a professional doctorate is presented 
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as a means of placing the work in the thesis. 

Chapter Three  An exploration and an analysis of the literature on patient 

safety is presented. 

The definitions and systems, which have been implemented 

in Australia and internationally, in order to mitigate against 

failure to rescue incidents, are critiqued. 

 

Chapter Four A critical analysis of the literature used to analyse the 

information. In particular the literature survey focuses on: 

o The images of nurses identified by Chiarella (2002) in 

judicial and quasi-judicial decisions, 

o The role of professional standards and individual 

ethics in patient safety, 

o The role of the nurse as the patient’s advocate. 

Chapter Five The Plan, Do, Study, Act (PDSA) Cycles, which have their 

origins in the theoretical framework for the three studies, 

which is quality improvement and the mitigation of patient 

risk, are described. 

The method for the establishment of the focus groups via 

PDSA Cycles is provided. 

The method for incident investigation is discussed in detail 

including examples from the patient histories, which shaped 

this research, and led to the development of the R2E2. 

The provision of the results of the incident investigation 

process is presented. Specifically described are the findings 

from the review of Patient Histories one, two and three. 

The results of the investigation of additional patient histories, 

Patient Histories 4 and 5, are discussed.  

The results of the implementation of the R2E2 for the 

recognition and the management of the deteriorating ward 

patient are presented. 

Each of the seven PDSA Cycles necessary to implement and 

evaluate the R2E2 system are presented in detail. 
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Chapter Six The selection, adaptation and piloting of the questionnaire 

utilised in Study Two are described. 

The investigation into Patient History 6 is described and the 

results discussed. 

The results of the Moral Sensitivity Questionnaire are 

presented.  

The information gathered during focus groups in order to 

discuss the results is provided. 

The dissonance between these results (the nurses’ beliefs) and 

the results of Study One (the nurses’ actions) are summarised. 

Chapter Seven The method of the development of the synthesised patient 

history, utilised in Study Three, is presented.  

The results from the focus groups established to discuss 

Patient Histories 7, 8 and 9, are provided. 

The questions developed prior to the focus groups are 

discussed and tabled. 

A summary of the discussions on each of the three patient 

histories is presented. 

The necessity to conduct additional focus groups with a sub-

group of less experienced nurses is explained and the results 

summarised. 

The congruence and the incongruity between the nurses’ 

actions and beliefs, demonstrated in the case study focus 

groups, are summarised. 

The repeat of the Moral Sensitivity Questionnaire is presented. 

Chapter Eight The method by which the information gathered was analysed 

is discussed. 

The three stages of the thematic analysis of information 

gathered during the three studies are presented. 

The final stage of analysis, a comparison between the actions 

and the beliefs of the nurses in my research with the images 

identified by Chiarella (2002) is presented in detail.  

Chapter Nine The definitions of Failure to Rescue are revisited. 
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A discussion on the components of a system for the 

recognition and the management of deteriorating ward 

patients that this research has demonstrated as necessary to 

mitigate patient risk, is presented. 

The images of the nurses and how they elucidate the 

experiences of nurses in the intervention for patients at risk 

are discussed along with: 

o The impact which the images have on both the nurses 

and on patient safety.  

Solutions to alter the experience of nurses in order to ensure a 

safer environment for patients are also presented. 

Chapter Ten This is the epilogue; a summation of the findings in the thesis. 

11.2 Patients’ Stories 

My doctoral work has been both heavily influenced by and punctuated with stories of 

patients and nurses. Several of these stories, which I have termed ‘patient histories’, first 

led me to question what was occurring in the clinical setting in relation to patient safety and 

specifically what the experiences were of nurses in the intervention for patients at risk. The 

patient histories presented below are exemplars of a large number of similar incidents 

which occurred on the ward during the research. Eight exemplar patient histories are 

referred to throughout this research and all of them occurred on the ward under 

observation during the time of my research. A ninth synthesised patient history was also 

used in Study Three, the case study focus groups, and it is presented in Appendix 17. 

Essentially, these patient histories describe patients’ predicaments and health professionals’ 

failure to rescue patients from risk incidents which occurred on a hospital ward during the 

course of this research. These patient histories are referred to throughout this thesis and, 

for this reason, the patient histories are detailed here in Chapter One in order to introduce 

the reader to the clinical context in which this research was conducted. As the patient 

histories presented contain significant clinical detail, a glossary of terms has been 

provided5

 

. 

5 The glossary of terms is located on page ix. 
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 Patient History 1: Failure to respond. 
 

This patient history was reported via the incident reporting system by nurses working on 

the ward. It has been termed a case of failure to respond, because, despite nursing staff 

recognising the risk to the patient, they were unable to engender an appropriate response 

from the doctor. The doctor did not respond to the nurses’ calls for assistance by attending 

to review and implement appropriate treatment for the patient. It was believed that if a 

response occurred, in the form of appropriate intervention for this patient, then the 

patient’s outcome could have been altered. Subsequently, it has been termed an incident of 

failure to respond. 

 

Mr R., a 65 year old man, was referred to a surgeon since he had been suffering from 

severe constipation for several weeks. He underwent several tests and was diagnosed with a 

cancerous tumour in his bowel. He was scheduled for surgery to remove the tumour and 

fasted for 12 hours prior to the scheduled surgery. Mr R.’s surgery was complex and a large 

part of his bowel was removed, since the tumour was extensive. The surgery took four 

hours and he was transferred to the ward after spending two hours in the recovery unit. 

On the first night after his operation he was given fluids and pain relief, and he was noted 

to be comfortable and he slept most of the night. On the second night Mr R. complained 

of chest pain. The nursing staff were worried that his chest pain might indicate a serious 

problem with his heart and that he might be having a heart attack. The night duty nurses 

gave him some oxygen and called the registrar to notify him of the patient’s condition. 

Over the phone the registrar ordered an ECG (see glossary) and morphine. Nursing staff 

on the ward performed the ECG. The morphine relieved the chest pain and Mr R. stated 

that he had no pain twenty minutes after the administration of the morphine. Two hours 

later he complained of chest pain again. The registrar was again contacted by nursing staff 

and over the phone the registrar asked about the results of the ECG. The registrar ordered 

a troponin level to be taken, and additional morphine and Mylanta to be administered. Mr 

R. again stated that after the morphine and Mylanta his chest pain was relieved. An hour 

later the nursing staff checked his blood test results and noted that there was a rise in his 

troponin level. The nursing staff contacted the registrar to inform him about the results of 

the patient’s blood tests. The registrar enquired after Mr R.’s level of pain, and was told by 

the nursing staff that Mr R’s pain was relived with Mylanta and he was currently pain free. 

Over the next hour Mr R. became increasingly unwell, his heart rate was increasing and his 
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blood pressure was decreasing. An hour later he told the nurses that his chest pain was 

coming back and it was much worse than before. The nurses contacted the registrar again 

and the registrar ordered a second troponin level to be taken. The troponin level was 

attended, and the nursing staff waited for the results in order to inform the registrar. The 

patient continued to deteriorate, his heart rate continued to increase, his blood pressure 

continued to drop and his respiratory rate increased. The Nursing Unit Manager (NUM) 

arrived for work at 0700 and the night duty nurses explained Mr R.’s condition and the fact 

that they had been unable to get the registrar to review the patient for over seven hours. 

The NUM reviewed the patient and was so concerned by his condition that she initiated a 

cardiac arrest call to engender an immediate response by the Intensive Care Unit (ICU) 

staff. The ICU team assessed Mr R. and transferred him to the ICU. He was diagnosed as 

having suffered an acute myocardial infarct (see glossary). He was ventilated in the ICU for 

27 days and eventually discharged home with severe cardiac impairment.  

 

 

Patient History 2: Failure to recognise 

This incident was discovered during a review of clinical indicators including patient deaths 

and cancellations of operative procedures. It has been termed an incident of failure to 

recognise because, although nursing staff diligently measured and documented the patient’s 

deteriorating condition, at no time did they request a review by medical staff for the 

patient. The nurses did not recognise the level of risk that the patient was exposed to and 

the requirement for intervention as a result of her deteriorating clinical condition. 

Subsequently, it has been termed an incident of failure to recognise. 

 

Mrs D., an 86 year old woman, slipped down her back steps at home, which were wet from 

earlier rain. She was unable to move and was found, at the bottom of the stairs in the rain, 

several hours later by her neighbour. The neighbour called an ambulance and Mrs D. was 

transferred to hospital. An X-ray showed that she had suffered from a fractured neck of 

femur (NOF). She was admitted to the ward late in the evening and surgery to repair the 

fracture was scheduled for the following morning. The following morning the surgery was 

postponed as a result of a lack of operating suite time. Several patients, judged by the 

surgeons as more urgent, had the use of operating suite ahead of Mrs D. The surgery was 

then rescheduled for the next day. At 1500 hours on the day her procedure was cancelled, 
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her urine output was recorded as decreasing and her heart rate was recorded as increasing. 

For the next eighteen hours the patient’s observations were recorded on a four hourly 

basis. During these eighteen hours her blood pressure decreased, her heart rate increased, 

her respiratory rate increased, her oxygen saturations decreased and her urine output 

decreased. All of these physiological parameters were recorded on Mrs D.’s observation 

chart by nursing staff and indicated a severe clinical deterioration. In her clinical record, 

nursing staff described the fact that the patient was increasingly unwell, looked pale and 

sweaty and was drowsy and difficult to wake. At no point were medical staff contacted by 

nursing staff to review the patient. The following morning Mrs D. was transferred to the 

operating suite in Trendelenberg position (see glossary) as a result of her profoundly low 

blood pressure.  She was assessed by the anaesthetist and was diagnosed as having suffered 

a myocardial infarction. As a result of her poor clinical condition her surgery was cancelled. 

Mrs D. died the following day.  

 
 
 

Patient History 3: Failure to communicate.  
 
This incident was reported, by nursing staff, via the incident reporting system. This patient 

history has been termed an incident of failure to communicate because of the divergent 

language used by medical and nursing staff. In order to relay her concerns to a doctor 

about the patient’s poor clinical condition, the nurse used an expression, “going off”, which 

was misinterpreted by the doctor. The nurse intended this phrase to relay deterioration in 

the patient’s clinical condition; the doctor interpreted this statement to mean that the 

patient was becoming increasingly agitated. The treatment ordered by the doctor was not 

appropriate to be administered to treat the patient’s deteriorating clinical condition; instead 

it was appropriate had the patient been agitated. As a result of this misinterpretation, the 

patient experienced a delay in appropriate treatment. Subsequently, this incident has been 

termed a case of failure to communicate.  

 

Mr S., a 72 year old man, underwent surgery to remove a tumour in his bowel. Following 

two hours in the recovery unit, the patient was admitted to the ward. Mr S. had progressed 

satisfactorily during the first three days following his surgery. He had experienced some 

pain and nausea, which were resolving, and he was walking small distances with the help of 

a walking frame. On the third night after his surgery, he was found to be confused and 
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agitated. The nursing staff gave him oxygen, but the oxygen mask was making him 

uncomfortable and in his confused state he became combative with the nursing staff and 

continually tried to remove the mask. His heart rate overnight was recorded as being 

slightly elevated. The next morning he remained slightly confused and his heart rate was 

slightly elevated and his blood pressure slightly lowered. The medical team, which was 

treating the patient, reviewed him and recorded in his notes: “The events overnight noted. 

Continue”. During the course of the morning Mr S.’s condition deteriorated; his heart rate 

continued to rise and his blood pressure continued to fall. His oxygen saturations were 

decreasing and nursing staff were finding it difficult ensure that his oxygen therapy 

remained insitu as he continuously tried to remove the oxygen mask. The nurse assigned to 

care for him, contacted the patient’s registrar to inform him of the patient’s deteriorating 

clinical condition. She stated that Mr S. was “going off”. Over the phone the registrar 

ordered serenace to be administered, which is noted to be a drug used to treat mental 

illnesses such as schizophrenia and mania, or severe anxiety, tension or excitement and 

severe agitation, hyperactivity or aggression in patients with mental or emotional illness. 

The nursing staff did not think that this treatment was appropriate for the patient and 

reported the incident via the incident reporting system. Mr S. was reviewed by medical staff 

later in the afternoon. He had continued to deteriorate during the day as a result of a 

collection of pus in his abdomen. He required additional fluid replacement and antibiotics. 

At 2100 that evening he underwent emergency surgery to have the collection of pus 

drained and his abdomen cleaned out. Mr S. was discharged home ten days after his 

surgery.  

 

Patient History 4: Failure to escalate  

This incident was reported in the ‘R2E2 Issues Log’, which was created during the 

implementation of the R2E2 system. It has been termed an incident of failure to escalate 

because the nurses recognised the level of risk to the patient, the doctor responded to 

intervene for the patient’s level of risk, but the intervention did not result in a mitigation of 

the risk to the patient. The treatment prescribed by an inexperienced doctor was ineffective 

in reversing the patient’s poor clinical condition, and despite the ineffectiveness of the 

treatment the doctor continued to prescribe this treatment. This ineffective treatment was 

administered for several hours without any escalation to a more experienced doctor. In the 
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absence of the escalation of information about the patient’s clinical condition to a more 

experienced doctor, the patient experienced a significant delay in definitive management. 

Subsequently, this has been termed an incident of failure to escalate.  

 

A 63 year old man, Mr Y., arrived post-operatively on the ward following a large upper 

abdominal surgical procedure. Four hours after arrival on the ward his heart rate was 

elevated and his blood pressure reduced. His condition was scored as a MEWS of 4 and 

the protocol for response was activated. As per the response protocol the intern responded 

in a timely fashion and increased the rate of fluid replacement for the patient, and, in 

addition, ordered a fluid bolus for Mr Y. The assumption, well supported by the literature, 

is that a patient, following a large abdominal procedure, can develop a low circulating fluid 

volume in the post-operative period and require fluid replacement. Additional fluid can 

reverse a patient’s high heart rate and low blood pressure. Over the course of the next few 

hours, despite the fluid replacement, the patient’s condition deteriorated; his heart rate 

continued to climb and his blood pressure continued to drop. The intern continued to 

respond and order additional fluid for him. After three hours of fluid replacement his 

condition had not improved.  Subsequently, the Medical Officer in Charge (MOIC) was 

called by nursing staff to review the patient. The MOIC is the most senior medical registrar 

in the wards after hours. The MOIC reviewed Mr Y. and ascertained that he had developed 

an abnormal heart rhythm, rapid AF (see glossary), and that it was this heart rhythm and 

not a low circulating fluid volume, that was contributing to the patient’s elevated heart rate 

and decreased blood pressure. The fluid replacement was ceased and he underwent 

cardioversion (see glossary). The cardioversion was successful and he went on to make a 

full recovery.  

Patient History 5: Failure to escort  

This incident was reported in the R2E2 Issues Log. It has been termed an incident of 

failure to escort because an acutely unwell patient was transferred to the Medical Imaging 

Department without a clinician escort. During the transfer the patient’s condition 

continued to deteriorate and as no clinician, either medical or nursing, was present to 

observe and respond to the deterioration, the patient was in extremis before any 

intervention occurred. For this reason it has been termed an incident of failure to escort. 
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 A 58 year old woman, Mrs P. was admitted to the ward following a large oesophageal 

repair. Five days after the operation Mrs P.’s clinical condition deteriorated. Her heart and 

respiratory rate were elevated, her blood pressure was low and her urine output was 

decreasing. She complained of upper abdominal pain. Based on her clinical condition she 

generated a MEWS of 5 and the response protocol was activated. Both the intern and the 

registrar attended the patient and, following their review, ordered an urgent CT scan. The 

registrar believed that the patient might have an abdominal collection of old blood or pus 

and that this collection was contributing to her clinical deterioration. Mrs P. was thought to 

have abdominal sepsis. The registrar and intern proceeded to the operating suite to book 

her in for emergency surgery that afternoon, if her CT scan demonstrated a collection of 

pus. A request form was sent to the Medical Imaging Department for the urgent CT scan.  

 
As per his booking sheet, the Medical Imaging wardsperson arrived to transfer Mrs P. for 

her CT scan. She was taken to the Medical Imaging Department without any clinician 

escort, or monitoring equipment. She was left unattended in the waiting area of the 

Medical Imaging Department. Ten minutes later, when the medical imaging nurse went to 

retrieve Mrs P. for the CT scan, she was found to be barely conscious, with a weak and 

thready pulse and no discernable blood pressure. A cardiac arrest page was initiated, in 

order to engender an immediate response from the Intensive Care Unit (ICU) team, as the 

Medical Imaging nurse believed the patient was at imminent risk of death. The ICU team 

attended to the patient and contacted the surgical registrar to inform him of Mrs P.’s 

condition and the possible requirement for urgent surgery. The ICU team was informed 

that the registrar was aware of how sick the patient was and was currently arranging some 

time to operate on the patient in the emergency operating list. Mrs P. underwent surgery 

that afternoon to remove a collection of pus. She experienced a lengthy stay in hospital, 

with several operative procedures, and was eventually discharged home.   

Patient History 6: Mr C. with chest pain; no response requested.  
 

This incident was reported by medical staff via the R2E2 Issues Log. This patient 

history describes the experience for a patient with chest pain. Despite the nurses being 

aware that the patient was suffering from chest pain, which could have indicated a 

significant problem with the patient’s heart, the nurses did not contact medical staff to 

review and implement treatment for the patient. The nurses did recognise the level of 
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risk to the patient, but as the patient’s level of risk did not correlate to clinical risk in the 

R2E2 protocol, they did not request a response for the patient.   

 

A 68 year old man, Mr C., was admitted to the ward for investigation of abdominal pain, 

diarrhoea and dehydration. On the evening of his admission, he experienced chest pain 

and informed the nursing staff. His observations were recorded and, although his blood 

pressure was slightly low his condition did not generate a MEWS of 4 or greater 

required to initiate the response protocol. He continued to complain of intermittent 

chest pain throughout the evening and nursing staff continued to record his 

observations in his clinical observation chart. The nurses also recorded in his clinical 

notes that he had complained of chest pain overnight. At no point, during the course of 

the evening, did Mr C.’s MEWS go above 3. Subsequently, nursing staff did not contact 

medical staff to review him. The following morning medical staff attended the morning 

ward rounds and learned that the patient had experienced chest pain overnight. He was 

referred to the cardiology team and diagnosed as having acute angina. Mr C. continued 

to experience severe chest pain and underwent a scan the following morning. It was 

revealed that a blockage in one of the arteries of his heart had resulted in a myocardial 

infarction and part of the muscle in his heart had died. Mr C. was transferred to the 

cardiology ward and died four days later. 

 

 

Patient History 7: Failure to elevate  

This incident took place on the ward following the introduction of the R2E2 system and 

both medical and nursing staff reported it to me informally. This patient history describes 

the case of a man suffering terminal cancer. Despite his terminal condition, a large 

surgical procedure was planned in order to explore why his condition was deteriorating. 

Nursing staff were extremely concerned about the futility of this planned surgery and the 

additional pain and suffering the patient would experience as a result of the surgery. The 

nurses challenged the appropriateness of the surgery with the patient’s doctor. The doctor 

did not heed the concerns of the nurses and proceeded to operate on the patient. Despite 

their significant concerns, the nurses did not elevate their concerns to anyone else in the 

organisation. As a result this patient history has been termed a case of failure to elevate. 

 



23

A 72 year old man, Mr B. was admitted to the ward for investigation of a bowel 

obstruction. Mr B. had been managed post-operatively on the ward on five previous 

occasions in the past three years and both he and his family were very well known to the 

nursing staff on the ward. His primary diagnosis was of colorectal cancer. He had 

undergone several operative procedures in the past with adjunct chemotherapy. Despite 

previous surgery and chemotherapy the cancer had metastasised to his liver and small 

bowel. On this presentation he was in extreme pain, he had not been able to tolerate food 

for several weeks and was thus emaciated. He underwent surgery to remove a tumour 

which was strangulating his bowel, which had made it impossible for him to eat. This 

surgery provided him with relief from his pain and he was now able to tolerate some oral 

fluids. The surgery was not aimed at being curative, instead it was undertaken to provide 

symptom relief for the patient. It was determined that Mr B. was in the terminal phase of 

his condition and a cure was not possible. In the days following this operation, his 

condition continued to deteriorate. The palliative care team was contacted in order to 

implement a management plan to ensure that he received adequate pain relief and fluid 

replacement. Following discussions with the patient, and his family, a ‘Not for CPR 

Order’ was implemented. Further surgery for the liver cancer was not deemed 

appropriate as he had extensive metastatic cancer which had not responded to treatment 

in the past. He and his family accepted the poor prognosis and wished that he be made 

comfortable and not suffer prior to his death. Mr B. was subsequently administered a 

morphine infusion and was pain free. 

 

The week following the initial surgery, he suddenly developed a high fever and his heart 

rate was elevated and his blood pressure dropped. The surgical team reviewed him and 

determined that in all likelihood he had a collection of pus in his abdomen, which was 

contributing to his high fever. The surgeon spoke with the patient’s family and booked an 

operative procedure for the patient for that afternoon. The nursing staff challenged the 

appropriateness of the surgery in light of the patient’s poor clinical condition and 

advanced state of palliation. Despite the nursing staff’s concerns, the surgeon proceeded 

with the operation. Mr B. was found to have a collection of pus in his abdomen, which 

was subsequently drained intra-operatively. As a result of the surgery he required a 

24hour post-operative stay in the Intensive Care Unit, during which time he was 

monitored and ventilated. He then returned to the ward. Mr B. died 4 hours following his 

return to the ward.  He did not regain consciousness in the 28 hours between the 
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operation and his death.  

 

 

Patient History 8: Failure to challenge  

A senior nurse manager, during a review of clinical indicator data on length of stay, notified 

me of this incident. It has been termed an incident of failure to challenge because, despite 

significant concerns of nurses about the management of the patient, the nurses did not 

raise these concerns with the patient’s doctor. They did not challenge the decision of the 

doctor even though they believed this decision posed a threat to the safety of the patient. 

Therefore, it has been termed a case of failure to challenge. 

 

A 46 year old woman, Ms A., was admitted to the ward with a sub-acute bowel 

obstruction. She underwent several investigations and was diagnosed with cancer. The 

cancer was found to be an extensive tumour which involved her pelvic organs, bladder, 

bowel and the head of her right femur. She had been in hospital for over a month to 

undergo investigations and review by several specialists when I was first informed of her 

admission. On a Friday afternoon, I was contacted about the patient. She was scheduled to 

undergo surgery on the following Monday. She was having all reproductive organs 

removed, as well as her bladder and bowel and she was having two stomas created, one for 

urine and one for faeces which would require the permanent use of collection bags. She 

was also planned to undergo a hindquarter amputation. Her entire right leg, extending to 

her buttock, was going to be removed. 

 

The nursing staff on the ward were concerned that Ms A. was not fully informed prior to 

giving her consent to this extensive procedure. They thought that she did not understand 

the extent of the surgery or the sexual, bowel, bladder and mobility dysfunction she would 

suffer on a permanent basis. Ms A. was the sole parent of a 16 year old boy, and he had 

not been informed about the extent of his mother’s surgery. A family conference had not 

been arranged. No amputation or rehabilitation specialist had been involved in the patient’s 

assessment and care. The stomal therapist had not reviewed her to site the stomas. The 

nursing staff were concerned about the difficulties which they would have in the post-

operative management of a hindquarter amputee, given that these patients often require 

special prosthesis in order to prevent pressure sores. Nursing staff had not raised their 
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concerns with the patient’s treating team. At 3pm on the Friday afternoon I was asked by 

nursing staff to intervene for the patient and speak to the doctors.  

 

The investigation of these patient histories, the discussions with staff about them and the 

information which these patient histories reveal about the nurses’ experiences in the 

intervention for patients at risk are referred to throughout this thesis. The results of the 

discussions with staff about their actions and their beliefs in relation to these patient 

histories influenced the development of the research questions for Studies One, Two and 

Three and contributed significantly to the comprehensive description of the experience of 

nurses this research. 

  

11.3 Conclusion 
 

This chapter provides an outline of the research questions and the studies which were 

conducted in order to answer these research questions. It specifically introduces the focus 

of this research, that is, the description of the experience of nurses in the intervention for 

patients at risk and the impact this experience has on patient safety. It introduces the work 

of Chiarella (2002) as the means by which this experience has been analysed. It provides a 

description of the structure of the thesis, both in text and in diagram and presents the 

patients’ and nurses’ stories which have influenced the research.  
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2. Chapter Two: The Research Setting 

22.1 Introduction 

This brief chapter sets the scene for the work outlined in this thesis. It describes how I 

locate myself in the research and, in particular, it outlines my role and responsibilities in 

ensuring patient safety in the position in which I was employed during the research period. 

It addresses the potential for bias and influence, as a result of the position I held during 

the research process. It also describes the clinical setting in which the research was 

conducted, including the staffing on the ward, the model of patient care and the 

demography of the patient population. This chapter also provides a description of the 

nature and intention of a professional doctorate. The limitations of the study are presented 

and also the ethics committee approval to conduct this research. 

2.2 My Role 
 
This thesis describes the journey which I commenced as a Senior Nurse Manager Quality, 

Surgical Division, in a major tertiary referral hospital in New South Wales (NSW), 

Australia6

 

. As the Senior Nurse Manager Quality, employed by the Surgical Division, my 

primary responsibilities included investigating all incidents reported by Surgical Division 

employees, handling complaints received from patients and their families, and reviewing all 

records of patient deaths and other key clinical indicators for quality. The indicators of 

quality included unplanned returns to the operating suite and unbooked admissions to the 

Intensive Care Unit.  

The method for reviewing incident forms, which is detailed in full in Chapter Five, 

included a determination as to whether or not the incident could have been avoided and, if 

it was deemed to have been avoidable, recommendations for strategies to prevent future 

incidents were developed. My role also required proactive intervention into cases in which 

a patient was deemed to be at risk, prior to the occurrence of an incident. This occasionally 

involved me discussing clinical cases with doctors, nurses and patients in situations when 

there were differences in opinions for the most appropriate patient management plans. It 

also required me to establish multidisciplinary meetings in order to review contentious 

cases. I also selected and referred clinical cases for peer review discussion and sought 

6 For professional and privacy reasons the name of the hospital is not provided. 



27

external expert opinion when necessary. It was in performing these duties that this 

research was commenced. 

2.2.1 Bias and Influence 

 
Prior to the commencement of the research, I was employed in a different Senior Nurse 

Manager (SNM) role for the Division of Surgery. This position was responsible for all 

nursing, administrative and technical staff employed within the division. As the SNM, I 

had line management responsibility for all the Nursing Unit Managers in the division, 

including the ward in which the study was conducted. Following an organisational 

restructure, and the amalgamation of the Divisions of Surgery and Critical Care, I was 

appointed as the Senior Nurse Manager for Quality and Safety, and it was in this 

professional capacity that the majority of the research was undertaken.  

 

Although I no longer had line management responsibility for the staff, following the 

change to my new position, I considered that the risk of possible influence should be 

acknowledged and addressed as much as possible, as I had previously held a direct line 

management position for many of the nurses with whom I was about to work. This issue 

was discussed with my supervisor at the time and recorded in my field notes. These notes 

include the statement, “I need to reiterate with staff the fact that I am no longer their boss. Need to 

state that information gathered is part of my professional doctorate and not as a means of judging their 

performance”. My supervisor at the time raised the issue of possible influence given my 

previous position, and we were both concerned that if I asked the staff to do something by 

way of an intervention, they would comply. My supervisor attended the first few meetings, 

and, following the meetings, we discussed my role in the focus groups and whether I had 

influenced the staff to agree to carry out an intervention under my instruction. Neither my 

supervisor nor myself were of the opinion that I had influenced the staff in their 

participation in the study. This issue was raised with staff at the commencement of the 

focus groups and the nature and the purpose of the study, and my role in the study, was 

reinforced with them.  

 

This was not to say that my position of authority never influenced the interaction with the 

staff under scrutiny. For example, my intervention in Patient History 8, Ms A.7

7 Detailed in full on page 24.

, 
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demonstrated that I was able to exercise influence over management decisions of patients 

as a result of my position in the organisation. However, staff were active and honest 

participants in focus group discussions, and at times described their nursing practice in a 

relatively unfavourable light. Staff were open in their comments because they trusted that I 

would not judge them. Throughout the study, I journalled carefully and in detail in order 

to reflect on this potentially difficult issue. This was discussed with my supervisor on a 

continuing basis throughout the study, and we did not think that I had unduly influenced 

the staff to participate in the research.  

 

22.3 The Clinical Context 
 
The context of this research is a 550 bed tertiary referral hospital in metropolitan Sydney, 

NSW. The hospital performs approximately 10,000 elective and emergency surgical 

procedures annually. Surgical services include the specialities of trauma, orthopaedic, ear 

nose and throat, upper gastrointestinal, colorectal, liver, cardiothoracic, urology and 

neurosurgery. The clinical unit selected for the study is a 30 bed acute care surgical ward. 

This ward was selected as the nurses on the ward reported a high number of Failure to 

Rescue incidents. This was coupled with my review of clinical indicators that also 

demonstrated a high number of unbooked admissions to the Intensive Care Unit and 

unplanned returns to the operating suite.  

 

The patients on the ward primarily suffer colorectal, upper gastrointestinal or liver disease. 

Surgical procedures on patients on the ward include highly invasive surgeries including 

oesophageal repairs and major liver resections. Extensive procedures, such as laparotomies 

(large open abdominal surgery in which the peritoneal cavity is exposed) for large and 

small bowel resections and debulking of abdominal tumours, are also performed along 

with some relatively minor procedures including hernia repairs and laparoscopic 

cholecystectomies (key-hole surgery in which a small incision is made into the patient’s 

peritoneal cavity and their gall bladder removed via a small scope, the process is aided by 

the use of digital cameras). The majority of patients on the ward are of high clinical acuity. 

This complex and invasive surgery in turn means that the post-operative nursing care and 

management of these patients is also highly complex. Many patients require total parental 

nutrition, insulin infusions, multiple infusions of antibiotics, analgesics (pain medication) 

and other medication, chemotherapy and cytotoxic management and have large open 
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abdominal wounds and sump drains. The patient demography during the research period 

is presented in Table 2. 

 

Table 2. Patient demography during research period; bed numbers and occupancy 

rate in the acute care surgical ward 

 

Number of beds 30 

Occupancy 94% 

Patient Age 48-90 (range), 77.05 (mean) 

Male/Female 58%:42% 

% surgery this admission 76% 

% with cancer 48%  

Average length of stay 6.58 (mean), 1-35 (range)  

 
The nursing staff on the ward at the time of the study included a Nursing Unit Manager, a 

clinical coordinator and 28 full time equivalent registered nurses. Due to the acuity of 

patients on the ward, enrolled nurses were not employed at the time of the research. New 

graduate nurses rotated through the unit on a three monthly basis.  

 
On the ward under study the model of care was total patient allocation. This model occurs 

when one nurse is assigned a group of patients to care for throughout the shift. The nurse 

is responsible for all aspects of the patients’ nursing care, including administering 

medication, recording physiological parameters and attending to the wound care for 

patients allocated to him, or her, during the shift. This model was used instead of a task 

allocation model, where a member of nursing staff is responsible for an assigned task for 

all patients on the ward.  In task allocation, for example, one nurse may be responsible for 

the administration of medications to all patients on the ward, and another may be 

responsible for the recording of physiological parameters for all the patients on the ward. 

The models differ in clinical decision making, the allocation of work, lines of 

communication and management (Tiedeman & Lookinland, 2004). This model and the 

nurses’ actions and beliefs about the intervention for patients at risk within this model are 

discussed in detail in Chapter Eight.  
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22.4 Approval by Ethics Committee 

At the commencement of the study ethics approval was granted from the local Human 

Research and Ethics Committee (HR&EC). Approval was sought and granted to conduct 

the one-day ‘snap shot study’, which is detailed in full on page 104, as this component of 

Study One required the taking of patient observations, which may have been outside of the 

routine. HR&EC approval was also sought and granted to work with the staff in order to 

explore Failure to Rescue incidents and to develop a system to mitigate patient risk. At 

this stage of the research, it was believed that there were two distinct components to 

Failure to Rescue: failure to recognise and failure to respond. During Studies Two and Three, 

additional components to Failure to Rescue incidents were identified, failure to elevate and 

failure to challenge. Ethics approval was then sought and granted to ensure that all the 

information obtained during each of the three studies could be analysed under the four 

distinct components of Failure to Rescue identified in the study.  

 

2.5 The Nature of a Professional Doctorate 
 
A professional doctorate has been described as a research degree which combines 

workplace and professional engagement with the scholarly rigour of the university 

(Maxwell, 2003). A professional doctoral candidate ought to posses the authority and 

ability to respond to the real world of practice, assess the practice environment, draw out 

the implications for practice and articulate practice concerns (University of Western 

Sydney, 2001). The aim of the professional doctorate in nursing is to enable the candidate 

to become a professional leader and to achieve this through scholarly research and an 

improved understanding of the policies of health professionals (Malfroy, 2004).  

 

A professional doctorate in nursing also aims for the transformation of practice through 

research and development, and requires candidates to be prepared to critique 

organisational practices which influence and impact on nursing work (University of 

Western Sydney, 2001). This doctorate provides an assessment of the clinical practice of 

the ward under study and articulates the practice concerns which pertain to the 

management of deteriorating patients. It presents a comprehensive description and analysis 

of the experience of nurses in the intervention for patients at risk. It also describes the 
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transformation of clinical practice and describes in detail the factors contributing to 

Failure to Rescue incidents.   

 

22.6 Limitations to the Research 

One of the limitations of this research relates to the complex and evolving clinical 

environment in which the research was conducted. This limitation results in the inability to 

describe the studies in this thesis in a traditional qualitative research format. The work in 

this thesis was not designed from first principles as a pure research project; instead it 

evolved into a research study from what was initially a practice-based response to patient 

safety issues. As this research aims to reduce failure to rescue incidents and improve patient 

safety through changes to clinical practice, an approach that was specifically developed for 

patient quality and system improvement, namely PDSA cycles, was an appropriate vehicle 

for implementing change. A major difference between traditional qualitative research 

methods and PDSA is that some traditional methods are socially oriented and intend that 

outcomes will be evidenced through changes in social situations, systems and conditions. 

However, PDSA is situation specific and the intended outcomes are related to the 

identified problem. At the commencement of this research a clearly defined problem 

existed in relation to patient safety. It was aimed to implement a system to reduce failure to 

rescue incidents and subsequently PDSA cycles for clinical practice change were selected as 

the method for this study. 

 

Additional limitations of this research are: 1) the transient nature of some staff during the 

time period that the research was conducted; 2) the length of time during which the 

research was conducted; and 3) my professional role changing during the period that the 

research was conducted. Essentially, as a result of professional and career moves the study 

timeframe went beyond the twelve months planned and subsequently the participants 

changed over the course of time. Regular meetings during the second twelve months of 

the research were difficult to plan due to my professional commitments, as I was no longer 

working at the hospital during this phase of the research. In the clinical setting, described 

in this research, the junior medical staff rotate every ten weeks and new graduate nursing 

staff rotate every three months. The nursing staff appointed permanently to the ward work 

rotating shifts, working a combination of mornings, evenings, nights and weekends. This 
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resulted in the participants of the focus groups varying from meeting to meeting and 

overall during the course of the research.   

22.7 Conclusion 

This brief chapter provides a description of my role in the research, specifically, the 

responsibilities I was assigned in relation to patient safety when this research was 

commenced. It describes the potential for bias and influence and details ethics committee 

approval in order to conduct the research. The clinical setting in which the research was 

conducted is outlined. The nature and intention of a professional doctorate are also 

provided. The limitations to the study are presented along with a discussion about the 

justification of the method selected. 
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3. Chapter Three: Patient Safety Literature 

33.1 Introduction 

This chapter provides a critical analysis of the literature which frames the three studies in 

this research. The studies essentially aimed to gather information to describe what was 

happening in the clinical setting in relation to patient safety, what elements constituted 

Failure to Rescue, and what could be done to alleviate these elements in order to provide 

a comprehensive description of the experience of nurses in the intervention for patients at 

risk. Subsequently, this chapter specifically explores and analyses the development of the 

New South Wales (NSW) patient safety agenda, and the establishment in NSW of the 

various bodies which have been charged with the responsibility for the implementation of 

and monitoring the effectiveness of the patient safety agenda. It discusses ‘The Quality in 

Australian Health Care Study’ (Wilson et al., 1995) and describes how this study aims at the 

identification of the underlying causes of adverse patient outcomes and factors 

contributing to them.  

 

The inability of the health care system to recognise patients at risk and provide appropriate 

intervention is examined in this chapter under the heading ‘failure to rescue’. Several 

systematic approaches to intervention when patients are at risk are critiqued. These include 

scoring systems which measure a patient’s level of clinical deterioration. These scores are 

based on patients’ physiological parameters and indicate the level of deterioration when 

intervention to mitigate against a catastrophic deterioration is possible. The effectiveness 

of response teams used in conjunction with a scoring system is also explored, and this 

includes the substantial debate into the efficacy of such teams in Australia.  

3.2 The Development of the Patient Safety Agenda 

A core focus of this research is to describe the experience of nurses in the intervention for 

patients at risk and what impact this experience has on patient safety. Therefore, it is 

important to explore and to analyse patient safety literature in order to present the scope 

and the size of patient safety issues, the health care system’s response to patient safety 

issues and the gaps which remain in addressing significant patient safety concerns. In the 

examination of patient safety, the studies in this research have not focused on the 

elimination of error but on the intervention for patients at risk. In my research safety is 
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defined as ‘The condition of being safe, freedom from danger, risk or injury’. Risk is 

defined as ‘The possibility of suffering harm or loss’ (The American Heritage Dictionary of 

the English Language, 2000). These definitions demonstrate that in addressing patient 

safety a reduction in patient risk, and concomitant harm, ought to be included. Vincent 

(2006) argues that equating patient safety with the prevention of error is limiting to the 

degree that some error does not lead to harm and all harm is not as a result of error. 

Therefore, the reduction of patient harm should be the paramount aim of patient safety 

and not the elimination of error (Vincent, 2006).  

 

This section of the chapter will provide inter alia an outline of the development of the 

NSW patient safety agenda. Although it is not intended to present this development from 

a global perspective, there has been influence from both the UK and the USA, which has 

helped to direct and to shape the agenda in Australia and in NSW. For this reason, 

reference is given to these international developments which have directly influenced the 

agenda in NSW.  

 

It has been recognised for some centuries that the attempts by health care professionals to 

ameliorate the effects of disease and injury can in fact result in significant harm. Notable 

quotes include those of Francis Bacon, the British philosopher, who stated, “Cure the 

disease and kill the patient”, and Napoleon Bonaparte, the French emperor who stated, “I 

do not want two diseases; one nature made, one doctor made”. Injury to patients caused 

by health care workers is often referred to as ‘iatrogenesis’. However, recognition that 

iatrogenic injury may be as a result of preventable error or system failures has only arisen 

in the later part of last century. As recently as 1956, this recognition was not evident. A 

review of ‘diseases of medical progress’ published in 1956 (Moser, 1956), concentrated on 

adverse drug reactions and what were referred to as ‘unavoidable’ surgical complications. 

Although it outlined problems with the delivery of health care, the review did not suggest 

that some of these problems might have been avoided by better care. It was not until the 

1970s that the problems of iatrogenic injury were studied (Australian Patient Safety 

Foundation, 2001). 

 

There is little question that the rise of litigation has played a major role in the focus and 

policy development in aspects of patient safety (Vincent, 2006). In the early 1970s, the 

problem of iatrogenic injury due to medical negligence had increased to such an extent in 
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California there was a litigation crisis (Australian Patient Safety Foundation, 2001). A major 

study into potentially compensable events undertaken in order to examine the feasibility of 

a no fault insurance system, found that just fewer than 5% of admissions were associated 

with such an event (Mills, 1977). This study was the forerunner of the Harvard Medical 

Practice Study (Brennan et al., 1991), itself a forerunner of the Utah-Colorado Study 

(Thomas, Studdert, & Newhouse, 1999) and the Quality in Australian Health care Study 

(Wilson et al., 1995).  All of these studies employed the methodology of a two-stage 

medical record review which was developed for the Californian study in the early 1970s 

(Australian Patient Safety Foundation, 2001). 

 
In 1988, the Australian Patient Safety Foundation (APSF) was established as a non-profit 

organisation with the aim of ‘promoting, organising, funding, conducting research into, 

and establishing mechanisms for advancing patient safety’. Although it was set up to study 

and improve patient safety across the health care field, one of its first projects, the 

Australian Incident Monitoring Study (AIMS), started as a national voluntary, anonymous 

reporting system specifically for anaesthesia-related incidents (Australian Patient Safety 

Foundation, 2001). In 1991, the Commonwealth Government implemented the ‘Review of 

Compensation and Professional Indemnity in Health Care’ (PIR).  The APSF and the PIR 

had common goals and concerns. In 1993, the PIR funded the APSF to conduct incident 

monitoring pilot projects as a method of reporting any events which could, or did, give rise 

to an adverse patient outcome. Data were analysed in order to provide an explanation of 

findings which could be used to direct actions in order to eliminate and reduce risks. 

Donaldson (2005) argues that there are two key elements in the achievement of patient 

safety. The first is a method to identify and to characterise adverse outcomes of health care 

actions. The second is to put in place changes which enable learning through an analysis of 

trends and patterns of adverse events that mitigate risk and improve patient safety (World 

Health Organisation, 2005).  

 

The pilot testing of the incident reporting systems by the APSF confirmed that incident 

monitoring could be applied to the study of ‘things that go wrong’ in a variety of medical 

specialties as well as across health care systems (Australian Patient Safety Foundation, 

2001). This pilot testing was seen to be the first step in achieving patient safety. However, 

in NSW, although individual organisations had developed incident reporting systems, it 

was not until 2005 that a statewide system for incident reporting was adopted. This has 
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meant that, in NSW, statewide analysis of incident trends was not possible until after 2005, 

despite the 1993 pilot project proving to be successful. 

 
The Harvard Medical Practice Study (HMPS) (Brennan et al., 1991) remains one of the 

most significant patient safety studies (Vincent, 2006), and its legacy has been to  expose 

the immensity of the impact of errors in health care. Through retrospective analysis of 

charts, adverse events8

 

 were found in 3.7 cases per 100 admissions. In 1993 the PIR funded 

the Quality in Australian Health Care Study to investigate whether a similar situation 

existed in the Australian health care system. The researchers, Wilson, Runciman, Gibberd, 

Harrison, Newby and Hamilton, were charged with identifying the underlying causes of 

adverse patient outcomes and factors contributing to them. They were also required to 

recommend strategies in order to reduce the incidence and severity of adverse patient 

outcomes and factors contributing to them, while recommending mechanisms for routinely 

collecting data to monitor the incidence and severity of adverse patient outcomes. The 

‘Quality in Australian Healthcare Study’ (Wilson et al., 1995) reviewed the medical records 

of over 14,000 admissions in 28 hospitals in New South Wales and South Australia. The 

study revealed that 16.6% of these admissions were associated with an adverse event.  

More significantly, 51% of the adverse events were considered preventable. 

The ‘Quality in Australian Health Care Study’ (1995) created a great deal of lay attention 

and controversy. However, some medical staff and researchers were skeptical of the 

findings.  Their concerns stemmed from methodological concerns and the retrospective 

nature of the study (Boreham, Painter, & Dow, 1995; Habersberger & Panetta, 1995). The 

rate of adverse events was much higher than that identified in the HMPS and the size of 

the apparent discrepancy was considered unlikely to be real. A comparative study was 

commissioned to examine the apparent disparity. The study consisted of two parts. The 

first part examined the methods of the Quality in Australian Health Care Study (QAHCS) 

and the Utah-Colorado Study (UTCOS) (Thomas et al., 2000), and the second part detailed 

qualitative analysis of the types and the severity of the adverse events between the two 

studies (Runciman et al., 2000). These studies demonstrated that there were substantial 

explicit differences in the methodologies used in QAHCS and the UTCOS, which 

accounted for at least half the discrepancy (Australian Patient Safety Foundation, 2001; 

Thomas et al., 2000) and a wider range of problems were considered ‘adverse events’ in the 

8 Adverse events were defined as an injury which was caused by medical management; rather than the 
underlying disease; that prolonged hospitalisation and produced a disability at the time of discharge or death.
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QAHCS (Runciman et al., 2000). Despite these apparent discrepancies being accounted for 

in the differing methodologies, the public remained concerned about a higher-than-

expected rate of adverse events in hospitals (Fletcher, 2000).  

 

Exactly how many adverse events are attributed to medical error each year may not be 

known in any precise way (Classen & Kilbridge, 2002). However, what is important in the 

development of patient safety policy in Australia, following the publication of the Quality 

in Australia Health Care Study, is that there were enough events to attract the public’s 

attention and the number was sufficient to build political will to do something to ensure 

patient safety. The then newly appointed Minister for Health Dr Michael Wooldridge, who 

did not commission the report, was placed in a difficult position, as he was forced to work 

with a report which stated that there was a problem with the quality of health care in 

Australia.  He indicated that the confidence of patients might be altered as a consequence 

of the results of the study (ABC National Radio, 1997).  

 
Following the publication in June 1995 of the Quality in Australian Health Care Study, 

health ministers established a national taskforce; the ‘Taskforce on Quality in Australian 

Health Care’. This taskforce was charged with considering and reporting on the impact of 

adverse events in the Australian health care system. The taskforce delivered its final report 

to health ministers in June 1996. In 1998, the Federal Government endorsed 

recommendations made by the National Expert Advisory Group on Safety and Quality in 

Health Care. This report highlighted the fact that quality and safety was a responsibility 

shared by staff working at every level in the health system, including clinicians delivering 

health care and managers and politicians administering health care services. In 2000, the 

Australian Council for Safety and Quality in Health Care was established, and the Council’s 

charter, endorsed by the state and federal health ministers, was to lead national efforts to 

promote systemic improvements in the safety and quality of health care in Australia with a 

particular focus on minimising the likelihood and effects of error (The Australian Council 

for Safety and Quality in Health Care, 2002). 

 
Following the Taskforce on Quality in Australian Health Care Report in 1996, the NSW 

Department of Health established an Advisory Committee on Quality in Health Care for 

NSW. Their report to the NSW Minister for Health in 1997 led to the development of an 

overarching, coherent framework for the management of the quality of health care in a 

systematic way in NSW, ‘A Framework for Managing the Quality of Health Services in 
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NSW’ (NSW Department of Health, 1999). The ‘Executive Summary’ for this framework 

states, “The quality of care provided in the NSW health system is of vital interest to many 

groups and individuals, including consumers, policymakers, clinicians and managers. In 

recent times, there has been an increasing recognition both of the progress made in 

system-wide quality improvement, and of the concerted effort needed to improve quality 

of care further” (NSW Department of Health, 1999).  

 

The link between the patient safety movement and the older better established quality 

movement has at times been uncertain (Bates & Gawande, 2000; Vincent, 2006). However, 

Millenson (1997) suggests that these two disciplines do fit together. He argues that quality 

should be thought of as providing patients with the best possible medical care, and that 

this entails continual progress at the highest levels of medical performance, and that this 

ought to be carried out by shoring up the reliability and consistency of routine medical 

work. This indicates that, without an improvement in the reliability and consistency of 

health care in order to improve patient safety, quality health care is not possible 

(Millenson, 1997). However, the suggestion that safety and quality in health care delivery 

are complimentary belies the fact that there can be a trade off between safety and some 

dimensions of quality (Vincent, 2006). Despite these arguments, a dimension of quality 

described in the NSW framework is that of safety. The framework describes safety as a 

major component of quality and states that a major objective of any health care system 

should be the safe progress of consumers through all parts of the system. Harm from their 

care, by omission or commission, as well as from the environment in which care is carried 

out, ought to be avoided and risk in care delivery processes minimised (NSW Department 

of Health, 1999). 

 

The NSW framework placed responsibility on the Chief Executive Officer (CEO) of an 

Area Health Service for the presence of effective mechanisms to monitor and to manage 

the quality of clinical care in order to meet identified standards and targets. Placing the 

responsibility with the CEO recognised the need for partnerships between managers of 

health services and clinicians (NSW Department of Health, 1999). The framework was 

developed following wide consultation and was endorsed for statewide implementation by 

the NSW Department of Health.  
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Several tools, including the ‘Clinicians’ Tool Kit’ and the ‘Easy Guide to Clinical Practice 

Improvement’, were developed to provide a practical means by which the NSW Quality 

Framework could be implemented at the clinical level (NSW Department of Health, 2001, 

2002). The ‘Clinicians’ Toolkit’ was developed by the NSW Department of Health in order 

to provide clinicians with a guide about the various strategies which are available to them 

for the identification of problems with systems of care.  The ‘Toolkit’ also gives clinicians 

an overview of a pragmatic scientific method which can be used to act upon the 

information which those methods provide, in order that patient care is continually 

improved (NSW Department of Health, 2001). A complement to the ‘Clinicians’ Toolkit’, 

‘The Easy Guide to Clinical Practice Improvement’ (NSW Department of Health, 2002) 

aims to provide practical advice to clinicians and managers about how to use health care 

data to improve the quality and the safety of health care in a systematic way.  

 

In the ‘Framework for Managing the Quality of Health Services in NSW’ (1999, p. 4), 

quality is defined as ‘doing the right thing, the first time, in the right way, and at the right 

time’. This challenges clinicians and managers to undertake rigorous evaluation processes 

and outcomes of services in a manner which is transparent and results in sustained 

improvement. The ‘Easy Guide’ aims to provide practical guidance in order to achieve 

these aims The ‘Easy Guide’ provides a model for clinical practice improvement and is 

based on the work of Berwick and Nolan (1998) and describes Plan, Do, Study Act Cycles 

(PDSA), which involve the diagnosis of the problem, the analysis of the scope and size of 

the problem, the identification of the number of interventions which are required to 

reduce the problem, and the interventions and re-measurement required in order to 

ascertain the effectiveness of the interventions (NSW Department of Health, 2002)9

 

. In 

2001, Area Health Services in NSW were charged with the responsibility for the standards 

of care delivered and for providing the structures and the environment in which the 

delivery of high quality care can be facilitated.   

This represented a major shift in the responsibility for patient safety from the NSW 

Department of Health to Area Health Services, who were required to engage clinicians in 

the patient safety agenda. At an Area Health Service level, the identified standards and 

9 These PDSA Cycles are central to the theoretical framework for this study, which focuses on quality 
improvement and the mitigation of patient risk, and provide the method in this study.  This method will be 
described in detail in Chapter Five.  
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targets needed to be established so that outcomes could be monitored against them. 

However, what these identified targets were, depended on the CEO, and the choices could 

often be subjective. These targets rarely involved consultation with clinicians. Instead, it 

was a managerial responsibility to implement systems for collection of information. More 

often than not this information was not fed back to clinicians and therefore, they did not 

possess the information to assess adequately their individual performance, or that of their 

department. At an organisational level, individual clinical departments may have recorded 

indicators for their service. However, there was no formal requirement that these 

indicators were reported back to the Area Health Service in a structured manner. In this 

environment there was little communication between management and clinicians about the 

quality of patient care. A successful quality program which provides safe and appropriate 

care, hinges on the development of strong partnerships between clinicians and managers 

(Leape, 1994).  

 

As a result of the concerns outlined above, The Institute for Clinical Excellence (ICE) was 

established in 2001 by the NSW Government specifically to improve patient safety 

practices and systems which underpin the delivery of quality health care. The creation of 

the Institute for Clinical Excellence reflected the experience in the USA and the UK in that 

a body separate to line management is the best way of improving safety and quality care 

(NSW Department of Health, 2005). ICE’s charter, as a statutory health corporation, was 

to assist and support Health Services in order to implement clinical governance and quality 

programs ICE was required to advise on the development of clinical frameworks, clinical 

governance support programs and other mechanisms designed to improve patient care and 

safety. There was a requirement that ICE would cooperate with Health Services, medical 

indemnity providers and the NSW Department of Health in order to identify, develop, 

promote and disseminate information about best practice in health care. This included 

training and education programs and research about better practices in health care (NSW 

Department of Health, 2005).  

 

In 2003 ICE and the NSW Health Department launched the NSW Safety Improvement 

Program. This program provided a framework to support clinicians and managers in 

relation to patient safety issues. Included in this program was the provision of training for 

managers and clinicians in Root Cause Analysis (RCA) to enable the health system to learn 

from and respond to serious adverse events in order to prevent their recurrence (Clinical 



41

Excellence Commission, 2006). RCA is a method used to investigate and analyse clinical 

incidents in order to identify the root causes and factors which contributed to the incident 

and to recommend actions to prevent a similar occurrence. The approach is similar to that 

of an air crash investigation. Donaldson (2002) argues that the importance of examining 

and learning from accidents in health care delivery is equivalent to recovering the black 

box after an air crash (World Health Organisation, 2005).  

 

Coupled with the establishment of RCA training, ICE was responsible for the publication 

and dissemination of clinical guidelines and protocols. However, ICE did not play a role in 

the determination of whether or not health services adopted these guidelines and 

protocols. There was no feedback to ICE regarding the implementation of these policies. 

Thus, ICE played more of an advisory role. The role of the promotion of information 

about best practice does not ensure that best practice is being undertaken in health care 

organisations. Health services were not accountable to ICE to report whether or not 

quality and safety targets were being achieved across the health system. In 2003, Bret 

Walker was appointed to conduct a Special Commission of Inquiry into Campbelltown 

and Camden Hospitals following allegations of unsafe or inadequate patient care (Walker, 

2004). As a result of this lack of accountability, this inquiry recommended that the NSW 

Department of Health alter the structure of ICE. From the 1st July 2004 ICE became the 

Clinical Excellence Commission (CEC). Currently, the CEC is responsible for the 

implementation of an audit system, according to which Area Health Services are required 

to report back to the CEC on quality and safety indicators. 

 

In conjunction with the establishment of the CEC, the NSW Patient Safety and Clinical 

Quality Program (PSCQ) was established in 2004, in order to ensure that patient safety 

remains an integral focus in health care delivery and to assist with the identification and 

prevention of adverse events. The fundamental features of the PSCQ program include: 1) 

the standardisation of a system for the management, report and investigation of clinical 

incidents;  2) the establishment of an electronic Incident Information Management System 

(IIMS); 3) the establishment of Area Health Service Clinical Governance Units to 

implement strategies of the program at a local level; and 4) the development of a Quality 

Assessment Program to assess the quality and the safety of public health services (NSW 

Department of Health, 2005).  
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The previously established RCA process was complemented by the implementation of the 

statewide IIMS, which was completed in 2005. IIMS is a computerised system for the 

collection, classification, management, and analysis of health care incidents (Clinical 

Excellence Commission, 2006). The CEC now provides a public report every six months 

on the data collected and analysed in IIMS.  The CEC continues to work in partnership 

with Area Health Services in order to identify system vulnerabilities and trends associated 

with clinical incidents. One such vulnerability, identified by the CEC, is that of failure to 

rescue deteriorating patients. A steering committee and a prospective research project have 

been established to address this issue (Clinical Excellence Commission, 2007). As Failure 

to Rescue is fundamental to this study, an analysis of the literature on Failure to Rescue 

and tactics to mitigate this failure will now be provided. 

 

3.2.1 Failure to rescue 

 
Failure to Rescue, as a concept, was first introduced by Silber et al (1992) following 

research which was conducted to determine whether the factors which lower mortality and 

prevent complications in hospitalised patients are the equivalent of those which promote 

rescue after a complication has occurred. Silber and his colleagues argue that using 

mortality alone as a measure of quality of care across organisations ignores important 

indicators including the response to patients in the event of a complication. An important 

measure of outcome of an organisation’s performance was argued to be the management 

of complications, or the prevention of death in the event of a complication. Such an 

outcome is referred to as ‘rescue’. Failure to Rescue was defined as death which occurs 

following a complication which was not present on the patient’s admission to hospital 

(Silber, Williams, Krakauer, & Schwartz, 1992).  

 

Following the publication of Silber and his colleagues work, many researchers have used 

the concept of Failure to Rescue to examine an organisation’s performance, and explore 

the characteristics particular to an organisation which contribute to or diminish Failure to 

Rescue incidents. For example, Aiken et al, (2002) found that patient mortality was 

decreased when there was a higher ratio of registered nurses to less qualified nursing staff 

employed at ward level. The study demonstrates that there were detectable differences in 

risk-adjusted mortality and Failure to Rescue rates across organisations with different 

staffing ratios of registered nurse (Aiken, Clarke, Sloane, Sochalski, & Silber, 2002). Rimar 
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and Diers (2006) demonstrate that the experience of a nursing unit in caring for specific 

patients is an important predictor of outcome for some patients (Rimar & Diers, 2006). 

Additional studies also demonstrate a correlation between lower failure to rescue rates and 

higher levels of nurse staffing (Needleman, Buerhaus, Mattke, Stewart, & Zelevinsky, 2002; 

Silber et al., 2000), lower patient mortality rates when they are cared for in specialised units 

(Czaplinski & Diers, 1998) and a decrease in adverse event rates per ward, when the wards 

have higher actual registered nurse hours (Duffield et al., 2007).  

 
The significance of Failure to Rescue incidents is undisputed both in Australia and 

internationally. The National Patient Safety Agency (NPSA) in the UK has recently 

undertaken a body of work titled ‘Recognising and responding appropriately to early signs 

of deterioration in hospitalised patients’ (National Patient Safety Agency, 2007). The 

findings of the report state that closely monitoring alterations in a patient’s physiological 

parameters can result in the detection of deteriorating patients prior to a serious adverse 

event occurring. They claim that early identification is important in order to reduce 

mortality, avoidable morbidity and increased length of hospital stay, associated with 

increasing health costs. In the USA industry experts from ‘The Joint Commission’, a 

regulatory body responsible for the accreditation and guidance of USA hospitals, has 

established ‘improving clinician recognition of symptoms in deteriorating patients’ as one 

of the national patient safety goals for 2008 (The Joint Commission US, 2007). The 

Clinical Excellence Commission (CEC) in NSW has established a steering committee and a 

prospective research project to address this issue. The project entitled ‘Between the Flags-

keeping patients safe’10

 

, aims to identify, test and evaluate possible solutions to this 

frequently encountered problem (Clinical Excellence Commission, 2007).   

That the failure to recognise and respond to deteriorating patients is frequently 

encountered is also undisputed. In the UK Patient Safety Observatory report, ‘Safer care 

for the acutely ill patient: learning from serious incidents’ (2007), deterioration was a key 

indicator. Over a one-year period the report indicated that 11% of serious patient safety 

incidents were attributed to ‘deterioration not recognised or acted upon’ (National Patient 

Safety Agency, 2007). In the US, Failure to Rescue has been identified by the Agency for 

Health Care Quality as one of sixteen patient safety indicators. In 2001–3 there were 

10 The origin of the title is from Australian Surf Lifesavers who place red and yellow flags on surf beaches 
during summer. These flags indicate the safest place for beachgoers to swim, away from dangerous rips and 
tides. The area between the flags is patrolled by surf lifesavers to ensure swimmers remain safe.
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198,793 Failure to Rescue incidents among Medicare patients, which accounted for 

16.9% of the total number of incidents reported (Health Grades, 2005). In NSW the CEC 

reviewed data from 178 Root Cause Analysis (RCA) over a targeted three month period 

(October 2006–December 2006), and the top three reasons for inadequate patient 

management were identified as: 1) clinician failure to properly diagnose (31%); 2) clinician 

failure to institute appropriate treatment (19%); and 3) inadequate management of 

complications (15%) (Clinical Excellence Commission, 2008a). Thus, in the USA, UK and 

Australia, Failure to Rescue is established as a major contributing factor to adverse 

patient outcomes (Clinical Excellence Commission, 2008a; National Patient Safety Agency, 

2007; The Joint Commission US, 2007).  

 
Two distinct components of rescue have been identified. The surveillance and the timely 

identification of a patient who requires rescuing as a result of their level of risk (Clarke & 

Aiken, 2003). I have termed the failure to provide this surveillance and identification as 

failure to recognise. The second component is mounting an effective rescue response (Clarke 

& Aiken, 2003). I have termed the failure to mount this effective response as failure to 

respond. In order to provide rescue, effective systems ought to be implemented which 

ensure that both recognition and response occur. Both of these failures and strategies to 

mitigate against them are examined below under the headings ‘Failure to recognise and 

‘scoring systems’’ and ‘Failure to respond and the role of ‘response teams’’.  

 

3.2.2 Failure to recognise and ‘scoring systems’ 

 
Failure to recognise has been demonstrated as a contributing factor to Failure to Rescue 

incidents and scoring systems which measure the level of clinical deterioration are one 

means of mitigating against this failure (Harrison, Jacques, Kilborn, & McLaws, 2005; 

Ridley, 2002; Subbe, Gao, & Harrison, 2007). These scores are based on patients’ 

physiological parameters and indicate the level of deterioration when intervention to 

mitigate against a catastrophic deterioration is possible. Catastrophic deterioration in a 

patient’s condition is frequently preceded by documented deterioration of physiological 

parameters (Sax & Charlson, 1987). This indicates that, although abnormal physiological 

parameters are present and are being recorded, there is failure to recognise the level of risk 

to the patient. This is supported by the NPSA in the UK which attribute ‘no recognition of 

the importance of deterioration and/or no action taken other than the recording of 
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observations’ as a factor in Failure to Rescue incidents (National Patient Safety Agency, 

2007).  

 

However, debate continues about the most appropriate scoring system and Harrison and 

Jacques et al (2005) argue that this is because of the paucity of data on the prevalence of 

disturbed physiological variables in hospitalised patients and the predictive value, in terms 

of patient outcome, of these variables. Essentially, scoring systems are utilised to quantify 

and to reduce the number of discrete patient related variables into a single score and this 

score equates to the severity of the patient’s condition (Ridley, 2002). APACHE II is one 

scoring system which provides a severity of disease classification. It utilises a point score 

based upon initial values of 12 routine physiologic measurements, age, and previous health 

status to provide a general measure of severity of disease. When APACHE II scores are 

combined with an accurate description of disease, they can be utilised to prognostically 

stratify acutely ill patients and assist in comparing the success of new or differing forms of 

therapy (Knaus, Draper, Wagner & Zimmerman 1985). But scoring systems only offer the 

probability of a given outcome rather than an absolute prediction (Ridley, 2002). Despite 

the arguments about the most appropriate scoring system and the ability of a scoring 

system to predict patient outcome, several studies have indicated that a score can indicate a 

patient’s level of risk and the requirement for intervention to prevent a catastrophic 

deterioration (Subbe, Kruger, Rutherford, & Gemmel, 2001).  

 
Subbe and others (2001), undertook a study to determine the feasibility of the use of a 

scoring system to identify patients at risk in order to trigger early assessment of these 

patients. In this study, the authors utilised a modified early warning score (MEWS), 

including relative deviation from a patient’s normal blood pressure, heart rate, level of 

alertness and temperature. The MEWS criteria used in the study are provided in Appendix 

1. As the MEWS score was utilised in Study One in my research, particular attention is 

given in this literature review to the results of the study by Subbe and his colleagues.  

 

A specific benefit of the MEWS is the simplicity of the physiological parameters recorded, 

which allowed nursing staff to collect the data at the patient’s bedside. Based on this 

information, the MEWS score could easily be calculated for each patient. A score of five 

or more was defined as a ‘critical score’ and the highest score reached during admission 

was labelled ‘ScoreMax’. Primary endpoints, which were indicative of patient outcome, 

were: 1) admission to the High Dependency Unit (HDU), which means that the patient’s 
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condition had deteriorated to a point where closer supervision of the patient’s condition 

was required; 2) admission to the Intensive Care Unit (ICU), which meant the patient’s 

condition had deteriorated significantly and intensive monitoring and intervention were 

required; 3) attendance of the cardiac arrest team, which meant that either the patient 

suffered a cardiac arrest, or their condition was so grave as to necessitate the requirement 

for immediate and aggressive resuscitation; and 4) patient death at 60 days. A total of 709 

admissions into the Medical Admissions Unit (MAU) occurred during the study period. 

 

The results of the study demonstrated that a maximum score (ScoreMax) of 5 or more was 

associated with an increased risk of death (OR 5.4, 95% CI 2.8–10.7), ICU admission (OR 

10.9, 95% CI 2.2–55.6) and HDU admission (OR 3.3, 95% CI 1.2–9.2). Endpoints were 

reached by 7.9% of patients with a ScoreMax of 0–2, 12.7% of patients with a ScoreMax 

of 3-4, and 30% of patients with a ScoreMax of 5-9. Patients who reached predefined 

endpoints were significantly older and on admission had lower blood pressure, higher 

pulse rate and a higher respiratory rate. The age range for the patients who did not reach 

endpoints is listed as 62 +/-20 years, and for the patients who did reach endpoint the age 

range is 74 +/-14 years. Patients aged >70 years were significantly more at risk to reach 

endpoints than patients aged < 50 years (OR 6.5, 95% CI 2.5 – 16.7) (Subbe et al., 2001).  

 

This study demonstrated that the MEWS is a simple tool which can be used at the patient’s 

bedside and can be calculated by nursing staff without the requirement for invasive or 

complex equipment. The importance of this study is that it also established that patients 

with critical scores were at an increased risk of catastrophic deterioration and that the 

MEWS could be employed to identify patients at risk and in need for more active 

intervention. Pittard (2003) also utilised the MEWS to examine the effectiveness of a newly 

established critical care outreach team and the appropriate utilisation of critical care beds. 

He altered the MEWS to include the patient’s urine output and level of respiratory support 

(Pittard, 2003). The MEWS criteria used by Pittard have been provided in Appendix 2. 

The MEWS was utilised to trigger a response from the critical care outreach team to 

provide intervention or admission to the ICU. Although the results of the study, in relation 

to the use of MEWs preventing patients reaching the predefined end points, did not reach 

statistical significance, the author states that there was a reduction in the length of stay for 

patients and a decreased mortality rate. 
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This concludes the extensive description of the use of the MEWS. Additional studies 

demonstrate that a score coupled with an appropriate level of response for deteriorating 

patients can reduce the rate of cardiac arrests in hospitalised patients. These studies are 

now analysed.  

 

3.2.3 Failure to respond and the role of ‘response teams’ 

 

If a scoring system can identify patients at risk of catastrophic deterioration, but a response 

and intervention do not occur, then there is little point scoring patients’ conditions. Thus, 

the knowledge that a patient is at risk is of little value unless action can be taken to mitigate 

this risk. The failure of clinical staff to respond to clinical deterioration will place a patient 

at higher risk of cardio-respiratory arrest (Franklin & Matthew, 1994). Inappropriate action 

in response to observed abnormal physiological and biochemical variables might lead to 

avoidable death at ward level (McGloin, Adams, & Singer, 1999). One means to ensure an 

appropriate response for deteriorating patients is the establishment of a team specifically 

designed to provide intervention for patients at risk.  

 

The role of response teams, termed Rapid Response Teams (RRT), Medical Emergency 

Teams (MET), Critical Care Outreach Teams (CCOT) or Patient at Risk Teams (PART), 

has been recognised internationally as a means to mitigate patient risk. The Institute for 

Health care Improvement in the USA has identified the deployment of such teams as one 

of six measures established in order to prevent the deaths of patients who progressively 

deteriorate outside of an ICU (Institute for Health Care Improvement, 2005). In 1999, the 

Audit Commission in the UK placed as one of its highest priority recommendations the 

development of an outreach service from the ICU to support ward staff in managing 

patients at risk. This was followed in 2000 by the publication of  ‘Comprehensive Critical 

Care’ a report of the UK Department of Health, which states that outreach services are an 

integral part of comprehensive critical care (Department of Health UK, 2000).  

 

The concept of a MET was first established in Liverpool Hospital, NSW in 1990, and two 

publications presented a review of the MET over a twelve month period (Hourihan, 

Bishop, Hillman, & Daffurn, 1995; Lee, Bishop, & Hillman, 1995). In 1996, a study into 

the efficacy of the established MET across three hospitals was conducted. In Hospital 

One, the cardiac arrest team was replaced by a MET team, and in Hospitals Two and 
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Three the traditional cardiac arrest team remained. Criteria for triggering a response by the 

MET were late signs of clinical deterioration, but they included the ability for staff to 

summon the MET if they were otherwise ‘concerned about a patient’s condition’ even if 

the patient’s condition did not meet the trigger criteria. The criteria have been provided in 

Appendix 3. The MET consisted of a senior ICU registrar, a medical registrar and a critical 

care nurse (Bristow et al., 2000). This study demonstrated that the hospital with a MET 

had fewer unanticipated ICU/HDU admissions, with no increase in the in-hospital arrest 

rate or total death rate (Bristow et al., 2000).  

 

The role of a MET has also been evaluated to determine whether early intervention by the 

MET could reduce the incidence and mortality from unexpected cardiac arrest in 

hospitalised patients (Buist et al., 2002). Rates of unexpected cardiac arrests were reviewed 

prior to and after the introduction of a MET in a non-randomised population based study. 

The results demonstrated a 50% reduction in the rate of unexpected cardiac arrests (OR 

0.5, 95% CI 0.35 to 0.73) (Buist et al., 2002). Similarly, a prospective before and after trial 

of a MET demonstrated that, following the introduction of a MET, there was a 56% 

reduction in deaths following a cardiac arrest and an overall reduction in hospital mortality 

of 26% (Bellomo et al., 2003).  

 

A MET has been demonstrated to be valuable in lowering the unexpected cardiac arrest 

rate in ward patients. However, there has been criticism of using cardiac arrest rates as an 

indicator of the success of a MET.  The argument lies in the fact that, if a review of the 

patient occurs prior to a cardiac arrest occurring, the patient’s care plan might be altered to 

a ‘not for CPR’ status. That is, the patient’s condition is deemed to be so poor that 

palliation is the more appropriate option. In these cases there would be fewer cardiac 

arrest calls, but not necessarily because the intervention by the MET has improved the 

patient’s condition, but because a cardiac arrest call is not activated. The counter argument 

is that the provision of a proactive palliative care plan and the prevention of the patient 

from undergoing aggressive resuscitation as a result of a cardiac arrest, which is not in the 

patient’s best interest, is also rescuing the patient. Despite these arguments, the authors in 

the study, headed by Bellomo (2003), state that to their knowledge this is the only pre and 

post-test of any intervention which demonstrates an impact on all-cause hospital mortality, 

and that the effect was only partly attributable to the impact of the MET on cardiac 

arrests.  
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The Patient At Risk Team (PART) was established at The Royal London Hospital in the 

UK in order to respond to deteriorating patients (Goldhill, Worthington, Mulcahy, Tarling, 

& Summer, 1999). The hypothesis was that if deteriorating patients were identified early, 

then appropriate action could be taken to prevent further physiological deterioration and 

to improve the outcome. Clinical criteria, noted in Appendix 4, and the number of 

physiological abnormalities were utilised by ward staff to prompt a review by the PART. 

The results of the study demonstrated that the incidence of cardiopulmonary resuscitation 

in patients reviewed by the PART was significantly lower than in patients not reviewed by 

the PART (Goldhill, et al. , 1999).  

 

Despite the results of the studies outlined above, there has remained significant debate 

about the efficacy of such teams in Australia. In response to the study by Buist, and his 

colleagues (2002), extensive correspondence to the editor of the British Medical Journal 

pointed to confounding factors, a lack of applicability in other settings, a failure to describe 

a mechanism of benefit and the possibility of the Hawthorn effect11

 

. One letter even 

accused the British Medical Journal of using an inaccurate and sensational cover title and 

forged photograph (letters to the editor, 2002-3). Kerridge and Saul (2003) argue that 

whilst many of these criticisms may be valid in terms of strict and rigorous evidence based 

medicine (EBM), the lack of evidence is providing scientific justification for institutional 

inertia. Kerridge and Saul (2003) proceed to argue, that, despite the international interest in 

the concept of METs, their implementation in Australia has been patchy at best (Kerridge 

& Saul, 2003).  

In 2003, the evidence which many institutions in Australia were seeking was in particular 

the results of a multi-centre trial which was being conducted at the time (Kerridge & Saul, 

2003). In this study twenty-three hospitals across Australia were randomly assigned to 

function with or without a MET. This much anticipated study was published in 2005 and 

the results which were evaluated included the rate of cardiac arrests, the rate of unplanned 

admissions to the ICU and the rate of unexpected deaths. The study does not demonstrate 

that the presence of a MET affected any of the results measures (Hillman, Chen, & 

Cretikos, 2005). Although conceding that their study fails to demonstrate any benefit from 

11 The Hawthorne effect is a form of reactivity in which subjects alter or improve an aspect of their behaviour 

being experimentally measured purely in response to the fact that they are being studied. 



50

the presence of a MET, the authors note that the power of the study was unexpectedly low 

as a result of the large variance in the baseline event rate, and that the four-month 

observational interval was too short (Hillman et al., 2005).  

 

Given this apparent lack of evidence of the efficacy of METs, the majority of Australian 

hospitals have not adopted either this approach or similar strategies (Kerridge & Saul, 

2003). Apart from the objections to the introduction of METs on the basis of the quality 

of the evidence (Smith & Nolan, 2002), other reasons include the resource implications on 

the ICU and the level and experience of staff required to respond to deteriorating patients 

(Harrison et al., 2005; O'Dea, Pepperman, & Bion, 2003). Kerridge (2000) acknowledges 

that a MET system would empower nursing staff to involve doctors in the treatment and 

management of patients, other than those who would nominally be working for the 

admitting medical officer who owns the patient. He argues that there are passionately held 

beliefs that it is important to keep the management of a patient under the sole control of 

the admitting team (which is presumed to be omnipresent)(Kerridge, 2000) and that these 

beliefs have fostered objections to the implementation of METs.  

 

Kerridge strongly promotes the implementation of a MET system, as he claims it is a 

rational and reasonable change which could improve patient care and is unlikely to make 

things worse. In the absence of any evidence which supports the expressed resistance to 

their implementation, he claims that the widespread introduction of METs should proceed 

(Kerridge, 2000). However, Kerridge does not examine the possibility of alternate 

solutions to providing recognition and response for deteriorating patients. A system which 

allows for early recognition by ward nursing staff and response by the patient’s own 

treating team, as is described in my research, could also provide a means of the mitigation 

of patient risk and the improvement of patient outcomes.  

33.3 Conclusion  

This chapter outlines inter alia the development of the New South Wales patient safety 

agenda. It details the rate of patient safety incidents both internationally and in Australia 

and how the results of the Quality in Australian Health Care Study (1995) led in the 

development of a national taskforce to report on the impact of adverse events due to 

health care management in the Australian health care system. The link between the patient 

safety agenda and the older established quality movement is provided. The tools developed 
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to provide the practical means by which the NSW Quality Framework could be 

implemented at the clinical level are described. The establishment of the various bodies 

charged with the responsibility for implementing and monitoring the effectiveness of the 

patient safety agenda in NSW, are outlined. 

 
A subsection of this literature review has focused on Failure to Rescue incidents. Failure 

to Rescue has been recognised internationally as an important patient safety issue. It is 

defined as a death which occurs following a complication that was not present on the 

patient’s admission to hospital (Silber et al., 1992).  Failure to Rescue has been used to 

measure the quality of care in an organisation. Several studies have examined 

characteristics particular to an organisation that make Failure to Rescue incidents more 

or less likely to occur. The ratio of registered nurses to patients has demonstrated a 

correlation between lower failure to rescue rates and higher levels of RN staffing (Aiken et 

al., 2002).  

 

Two distinct components of Failure to Rescue are evident in the literature - failure to 

recognise and failure to respond. Scoring systems are utilised successfully to identify patients at 

risk and in need of more active intervention to mitigate catastrophic deterioration. These 

scores, used in conjunction with response teams to intervene for patients at risk, can 

improve patients’ outcomes. Despite international recognition of the need for these teams, 

and a significant body of work in both the UK and the USA supporting their introduction, 

there remains significant debate about the efficacy of these teams, particularly in Australia 

and this debate is detailed in this chapter. This debate has limited the widespread 

implementation of such teams in Australia.  
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4. Chapter Four: Literature for Analysis 

44.1 Introduction 
 

This chapter provides a critical exploration of the literature which is utilised to analyse the 

information gathered during the three studies in this thesis. It provides an analysis of the 

work of Chiarella (2002) on the images of nurses. The images include the nurse as the 

‘ministering angel’, the ‘domestic worker’, the ‘doctor’s handmaiden’, the ‘subordinate 

professional’ and the ‘autonomous professional’. The reasons why Chiarella states that 

these images can be divided into two groups, ‘outsider’ stories and ‘stock’ stories are 

provided. Each of the elements which constitute these images are presented in detail. The 

presentation of the images is not a faithful rendition of Chiarella’s work; instead elements 

which are critical to the analysis of the data in my research are presented in greater detail. 

The concomitant literature, in which elements of these images have been identified, is 

explored. In particular, the role of individual and professional ethics in ensuring patient 

safety and the role of the nurse as the patient’s advocate is analysed.   

 

4.2 Stock Stories and Outsider Stories 
 

Chiarella (2002), in an analysis of legal cases involving nurses from 1904 to 1998 and the 

affiliated nursing literature, identified five quite disparate images of nurses as they are 

depicted in judicial and quasi-judicial decisions. Chiarella argues that it is the confusion 

over the legal and the professional status of the nurse which renders nurses confused as to 

their legal, moral and professional responsibilities in relation to patient care. She states that 

the five images can be categorised into two distinct groups. The first group considered is 

the stock stories. These stock stories contain the nurse as the domestic worker, the nurse 

as the doctor’s handmaiden and the subordinate professional. Stock stories are those 

which are accepted without comment by society at large and therefore in judicial decisions 

by the courts as a reflection of societal views.  

 

In the legal cases where the stock stories emerged, Chiarella states that the evidence about 

nurses and nursing work is usually provided by doctors and hospital administrators and 

not nurses. In the doctor’s handmaiden and subordinate professional images ‘the status of 
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the doctor or hospital is a given, a constant, so the status of the nurse needs to be 

manipulated to fit the prevailing orthodoxy. Thus, the behaviour of the nurse tends not to 

depend on their own behaviour, but rather on the behaviour of the ‘key’ players’(Chiarella 

2002, p. 30). In the stock stories nurses are considered to be ‘under control’, of either the 

doctor or the hospital. The outsider stories, the ministering angel and the autonomous 

professional, are those that have been promoted by nurses, stories from the bottom, or the 

ground up. Nurses, through their writings and own endeavors have endorsed them, in 

order to realign the public’s perception of nurses and nursing work at different times in 

history. In outsider stories nurses are considered ‘in control’ (Chiarella, 2002). Each of the 

images identified by Chiarella (2002), and associated literature will now be analysed. 

 

44.3 The Nurse as a ‘Ministering Angel’ (an Outsider Story) 
 

This image essentially arose to counter the mid-nineteenth century view that nurses were 

disreputable, drunken and debauched. Florence Nightingale and her cohorts actively 

fostered the image of the ministering angel. The impression of the ‘The Lady with the 

Lamp’, the always watchful and available nurse was popularised by the media during the 

Crimean War (Seymer, 1949) and is a further example of this image. The image is an 

outsider story, one promoted and endorsed by nurses, and although nurses have written 

about the need to alter this image (Lumby & Zetler, 1990), there remains a propensity for 

nurses to be viewed as good women (Chiarella, 2002). Chiarella (2002) identified the 

following elements of this image: 

 

1. Nursing is a quasi-religious calling, and nurses are most like women in holy orders, 
therefore

 
: 

Nurses are unlike witches, and unlike Sarey Gamp12

 
 

Prior to Florence Nightingale, nursing care was delivered by an assorted and disparate 

group of people. Some nursing work was accorded high social status, like that afforded to 

the ladies of the manor in the feudal system (Griffin & Griffin, 1969), and some nursing 

work was associated with the crimes of witches (Ehrenreich & English, 1973). By the 

eighteenth century, following the execution of witches, nursing work fell into disrepute 

(Chiarella, 2002). Characters who were epitomised by Charles Dickens’ Sarey Gamp 

12 Sarey Gamp is a character in Charles Dickens papers published in 1842, titled ‘Martin Chuzzlewit’, 
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delivered nursing care. They were drunken, dirty, unscrupulous characters who expressed a 

predilection for payment in gin (Chiarella, 2002). Chiarella argues that Nightingale was an 

astute politician who realised that in order to receive social regard in Victorian England, 

she would have to promote the image of nurses as docile, obedient and chaste. In order to 

prevent any cause for moral concern, nurses had to be removed from any taint of the 

images of witches and temptresses (Chiarella, 2002). 

 

 

Nurses are expected to demonstrate high moral standards and be abstemious and 

sober; they must embody all that is good and proper and their lives must be strictly 

controlled. 

Nightingale both fostered and enforced this element of the ministering angel image of 

nurses. Concern for the protection of the morality of nurses was paramount. A nurse’s life 

and way of life was controlled in almost every aspect, from their chaste uniform to their 

relationships outside of work and with their patients. Discipline and punishment were 

institutionalised in the system of nurse training developed by Nightingale (Cordery, 1996). 

This discipline and punishment resulted in a considerable amount of control being 

exercised over nurses in order that the image was reinforced.  

 

 

Because nursing is a practical skill which comes from the heart, it is better learnt ‘at 

the bedside’. 

This element essentially argues that nursing is not an intellectual profession, but rather that 

it is learnt at a patient’s bedside and not through rigorous application to study.  In 1953, 

nurses were held in high regard and considered to be selfless and noble, a carry over from 

Nightingale’s promotion of nursing. At the time of the passage of the Nurses Registration 

Act, 1953, there was discussion of the reduction in the nurses’ working week to forty 

hours, Dr Parr, the Honourable Member for Burwood, stated that nursing was a practical 

profession, and learnt not out of textbooks, but at the bedside (NSW Hansard 1953, p. 

447). This reinforced the element that nursing is a practical skill, and not an intellectual 

one.  

 

 

Nurses must be asexual beings, because the work they do involves them in 

extremely intimate physical activities. 
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There is little doubt that nursing work is intensely personal and intimate (Lawler, 1991). It 

involves dealing with patients’ bodies, from birth to death, as an integral component of 

nurses’ daily work. Chiarella (2002) states that in order for nurses to undertake this work 

without causing embarrassment to the patient, they need to be asexual so that they can 

access the patient’s body without fear or compromise on either part. Skilful conduct of the 

most intrusive nursing work renders nurses almost invisible (Chiarella, 2002). It is perhaps 

for this reason that the public is also most at ease with the image of the nurse as a 

ministering angel (Chiarella, 2002), as it is easier to grant access to your body and your 

bodily functions to someone who is invisible. However, Chiarella argues that this 

invisibility of nursing care can render nurses morally invisible also. This has been evident 

in judicial and quasi-judicial decisions in which judges have been reluctant to blame nurses 

for their actions as a result of either sympathy for these ministering angels, or because the 

nurses’ involvement in the cases was invisible in the eyes of the judges (Chiarella, 2002).   

 

 

Because nurses are so good, their acts or omissions could not be malicious 

Chiarella cites several legal rulings in which there has been overt recognition of this image 

in the judgments, or a degree of sympathy or leniency which indicate a judicial reluctance 

to think ill of nurses. Chiarella also describes a halo effect in the Coroner’s Court, where 

there have been expressions of sympathy for the nurses ‘difficult and demanding’ work 

environment. Words such as sincere, dedicated, reliable, caring and competent have been 

used in cases in the Coroner’s Court to describe nurses (Chiarella, 2002). She states, ‘the 

reluctance to criticise nursing staff is based to some extent on the nature of the work 

which nurses do’ (Chiarella 2002, p. 51). In these cases, nursing work has a particular halo 

effect, and the reinforcement of the ministering angel image is assured.  

 

 
2.

 

It is a privilege to work as a nurse, and therefore nurses should not complain about 

poor living and working conditions and huge workloads. 

The halo effect can, and has, brought with it detrimental aspects, in which goodness 

should be its own reward. This has been particularly evident in the industrial arena. In 

relation to wage negotiations, nurses are not expected to argue, but instead they ought to 

accept their assigned workloads and conditions. This element is reinforced by the notion 

that to argue for a higher wage and be industrially active has been seen to be breaking a 
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professional code of honour (Abel-Smith, 1960), heartless and unsuitable (Gladwin, 1930), 

and irresponsible (Sydney Morning Herald, 29 May 1976). Essentially, this element of the 

image argues that nurses should accept their assigned workload without argument or 

challenge. 

 

4.3.1 Summary of the elements of the ministering angel image 

 

The ministering angel is an outsider story, one that has been cultivated by nurses in the 

past and generally accepted by the public, courts and tribunals over time. The image had its 

inception in the nursing literature but its influence is seen in both judicial and coronial 

judgments. Nightingale’s fostering of the image enabled nurses to be viewed as distinct 

from their disreputable predecessors, which served as an advantage to the profession at the 

time. A further benefit of the image means that nurses can carry out intensely personal 

work without causing discomfiture to the patient. However, by creating environments of 

permission to carry out intimate and personal work, nursing work can be rendered 

invisible. The corollary of this invisibility is that nurses can become morally invisible also. 

The fact that judges are reluctant to lay blame with nurses despite their behaviour being 

morally reprehensible, is evidence of this. This image also argues that nurses should accept 

their workload without argument or challenge and to do so is regarded as unsuitable for a 

nurse.    

44.4 The Nurse as a ‘Domestic Worker’ (a Stock Story) 
 
This image is a ‘stock story’ and one which is relatively uncomplicated. It is predicated on 

the presumption of the nature of a particular characteristic of nursing work (Chiarella, 

2002). It is a story which proposes nursing does not merit professional status because 

nursing work involves tasks identifiable as domestic or women’s caring, that is, anti-

intellectual work and that these tasks do not generate sufficient status to deem them 

professional (Chiarella, 2002). Each of the elements are closely interlinked and 

subsequently a detailed analysis of all of the elements of the images is not provided. 

Instead the elements are listed below and a general analysis follows. The following 

elements of the image are identified by Chiarella (2002). 
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1.

2.

Nurses are domestic workers to the extent that they do cleaning and cooking, 

undertake tasks which provide personal comfort, and get their hands (and clothes) 

dirty. These domestic tasks are to be viewed as separate from, and intrinsically 

inferior to, ‘true’ nursing work- rather than as an integral element of holistic 

nursing care 

3.

Such tasks could not possibly be performed by professional, upper or middle class 

people; they could only be undertaken by domestic workers or people of lower 

classes 

4.

People who do such work would be less likely to give reliable evidence in court 

than professional medical men, so this should be imputed to nurses generally 

 

People such as nurses who do such work do not deserve the same pay or living 

conditions as professional, middle or upper class people. 

Chiarella (2002) argues that the elements of this image have all been present since the early 

eighteen hundreds. However, the critical issues surrounding this image are the ‘effects its 

perception has on the fragmentation of the nursing role, the way in which nurses have felt 

about these aspects of their work, and the subsequent ways in which nurses dealt with 

these aspects and feelings’ (p. 56).  

 

As nursing has a close link to medicine, certain aspects of nursing work have been 

afforded professional status, the result of which has been confusion and ambivalence 

about the professional status of nursing. Chiarella states ‘this ambivalence has led to a 

dissection or fragmentation of the nursing role when the courts or tribunals have found it 

expedient to do so’ (2002, p. 100). This fragmentation is evident where certain aspects of 

nursing work have been afforded professional status and others not, the result of which is 

that there has been a reluctance by courts and tribunals to accord professional status to 

nursing as a whole (Chiarella, 2002). Chiarella states, ‘Nursing of late recognised the 

problems which role fragmentation has caused, and has attempted to articulate its 

professional focus more precisely. But one of the recurrent difficulties for nurses has been 

that they have not often been invited to give their own accounts in the courts and 

tribunals. Instead, doctors have given evidence about nursing and nursing work which has 

often corroborated the stock story’ (2002, p. 101).  
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44.5 The Nurse as the ‘Doctor’s Handmaiden’ (a Stock Story) 

This image is a ‘stock story’ and is based on the view that nursing is a subordinated subset 

of medicine and subsequently it is suitable for doctors, courts and tribunals to treat nurses 

as extensions of doctors (Chiarella, 2002).  The inference of this story is that the nurse’s 

primary duty is to the doctor and not to the patient or, alternatively, that the nurses’ 

obedience to the doctor is the means of carrying out their responsibility to the patient.  

The image has been reinforced in the judicial system when there fails to be even a mention 

of a nurse’s reprehensible behavior. The indication being, that as the nurse’s behaviour was 

under the control of the doctor, they could not control themselves (Chiarella, 2002).  

 

 Chiarella (2002) identified the following elements of this image: 
 

 
Nursing is an extension or component part of medicine; 

 
Nurses are physical extensions of doctors. 

An implication of this stock story is that nurses are often described as being body parts of 

the doctors. In attempts to assign liability to doctors, lawyers have referred to nurses as the 

‘doctor’s hands’. In a similar metaphor to the ‘doctor’s hands’, doctors have been 

described as ‘working through the nurse’. This metaphor implies that the doctor is in 

control of the nurse and that the nurse carries out work as an instrument of the doctor 

(Chiarella, 2002). In a 1981 case in the United Kingdom, about the role of nurses in the 

termination of pregnancy, lawyers claimed that it was usual practice for doctors to give 

instructions to nurses and for nurses to act as an extension of doctors. The inference was 

that, if a nurse were instructed to carry out a task by the doctor, then the doctor would be 

in control of the action, despite it being carried out by a nurse. This element highlights the 

difficulty experienced by nurses when there is disagreement over the clinical management 

of a patient. If they are merely obedient participants, then they are denied an independent 

role in questioning the decision of medical staff. The implication is that they have no legal 

or moral agency (Chiarella, 2002). 

 

 

Nursing work is solely delegated medical work under the close control of a doctor 

This element of the image emerged as a result of several New South Wales award 

decisions. Nurses used the argument that nursing is an extension of medicine in terms of 

workload in order to elicit a financial reward for taking on delegated medical work 
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(Chiarella, 2002). In the award decisions, there is an inference that medical tasks are 

extraordinary for nurses and as such are deserving of financial reward. Wage increases 

were often awarded based on this argument. Chiarella states, ‘if such an argument is 

followed to its (il)logical conclusion, the norm must be that nursing is relatively unskilled, 

because nurses usually do only what the doctors order’ (2002, p. 110). Wage increases were 

sometimes not awarded when the role of the nurse was seen as a modernisation of existing 

nursing practice.  

 

 
Nursing is a part of medicine’s business and doctors can speak for nurses 

This element, that nurses are extensions of doctors is seen, not only in the performance of 

tasks by nurses under the instruction of doctors, but also in doctors speaking on behalf of 

nurses in the exercise of power (Chiarella, 2002). One such example is the Nurses 

Registration Bill, 1953, which, amongst other things, increased the representation of nurses 

on the Nurses Registration Board. It was seen as advantageous to nursing to have 

representatives from both nursing and medicine on the board. It appeared that the 

presence of medical representatives validated the professional status of nursing, simply 

through the proximity of medicine to nursing (Chiarella, 2002). Doctors have also 

substituted for nurses as expert nursing witnesses. Chiarella (2002) cites several cases in 

which questions have been raised about nursing negligence and doctors, rather than 

nurses, have presented expert and factual evidence about nursing. 

 
It is not just in areas of regulation of nursing that doctors have been allowed to represent 

nursing. It is also in the field of health care legislation and policy where doctors speak with 

universal authority about both medical and nursing care. The substitution of nurses by 

doctors has been evidenced in the representation on major health related committees. 

Chiarella states, ‘If there were proportional representation on such committees, nurses 

would be in the majority’ (2002, p. 113). It is common practice to have several 

representatives from varying subspecialties in medicine and one nurse. The role of the 

nurse is to represent the entire nursing perspective for all subspecialties in nursing. The 

implication is that a nurse is a nurse is a nurse. This can result in the nurse being unable to 

participate fully in the discussions, as he or she would not necessarily be familiar with all 

aspects of nursing outside of their area of expertise (Chiarella, 2002).  Chiarella (2002) 

states, ‘A nursing perspective is viewed in the same way as an ‘ethical perspective’- 

something which might assist in the ‘real’ deliberations, but which is not central to them’ 

(2002, p. 113).  
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This element of the image remains present in the establishment of committees. One such 

recent example is the establishment of the National Hospital and Health Care Reform 

Commission. The Commission was established in 2007 to provide advice on performance 

benchmarks and practical reforms to the Australian health system. The practical reforms 

are those which can be implemented in both the short and long term to address challenges 

facing the Australian health care system. The ten-person membership on this important 

Commission, constitutes only one nurse, four doctors and several former politicians and 

health economists. 

 

 

Because the nurse is no more than a participant in medical care, the nurse is 

expected to obey the doctor. 

Several judicial rulings demonstrate the requirement for nurses to obey a doctor. The cases 

are not detailed here, but instead the language used in judgments is outlined. Language 

used in the decisions of these cases includes: (Hillyer v Governors of St Bartholomew’s Hospital) 

(1909) ‘the nurse being at the disposal of and under the sole orders of the doctor’; (Lavere v 

Smith’s Falls Public Hospital), (1915) the duty of the nurse is to ‘obey the express orders of 

the doctor’; and the ‘doctor can give orders as he sees fit and the orders must be obeyed’. 

From a historical perspective, these cases highlight the control that doctors exercised over 

nursing practice.  

 

 

Nurses are not expected to challenge doctors even if they believe the doctor to be 

making mistakes which are endangering the patient’s life. 

When nurses are treated as mere extensions of the doctor and have no self-determination, 

except to obey the doctor’s orders, it is difficult to expect them to challenge a doctor, even 

if it is believed that the doctor is doing something wrong. Chiarella (2002) discusses the 

legal implications of this issue and states that if nurses are no more than obedient 

extensions of the doctor, it can be inferred that they have no legal obligation to challenge a 

doctor.  

 

A 1989 case (Pillai v Messiter) (1989), involving an appeal by a medical practitioner against a 

finding of professional misconduct, for an error in the prescription of medication, bore 

out this inference. In the appeal, the judge commented that nursing staff did not question 

the dosage which had been prescribed, but he went on to say that it was not the nurse’s 

duty to question the medication ordered by a doctor. The judge’s comment presented an 
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interesting dichotomy, one in which there was comment that nurses had not questioned 

the dosage, yet a statement saying that it was not their responsibility to do so. Chiarella 

raises the question that if it was not the nurses’ duty to question the doctor, why was it 

mentioned at all? It appears that although the nurses’ responsibility was not stipulated 

there was an expectation that they might have said something. Chiarella states, ‘no legal 

obligation or authority is stipulated, but some moral, or at least collegial, expectation is 

suggested’ (2002, p. 117).  

 
There have been additional judicial decisions containing comment about the role of nurses 

in challenging doctors when it is apparent that a patient is at risk. In one such case in 1967 

(Re Anderson and Re Johnson) (1967) a patient was found to have been clinically dead for the 

duration of an operative procedure. Evidence was presented that nursing staff were 

concerned about the patient at the commencement of the procedure, and had commented 

on the patient’s lack of bleeding during the procedure. A senior operating suite nurse 

requested a second opinion at the conclusion of the procedure. The judge commented that 

by seeking a second opinion, the senior operating suite nurse displayed ‘commendable 

courage’. The inference here is that courage is required to seek an opinion other than that 

of the treating physician. In relation to this case, Chiarella states ‘That such an act should 

be described as courageous, even in passing, is an indication of the power which doctors, 

even doctors who are seen to be putting patients at risk, are judicially acknowledged to 

possess’ (2002 p. 118).  

 

In an additional case in 1994 (Inquest touching the death of PDP) (1994), a patient died 

following an aortic penetration, sustained during surgery. Throughout the procedure the 

nurse referred to the amount of blood present in the patient’s abdominal cavity and sent 

warning to the recovery room, at the conclusion of the operation, that the patient might 

still be bleeding. The patient collapsed in the recovery room and was sent back to the 

operating suite for an additional procedure. During the second procedure, the scrub nurse 

again commented to the surgeon about the amount of bleeding in the patient’s abdomen. 

The surgeon disregarded these comments and closed the patient’s wound. At this point, 

the patient’s condition was such that the anaesthetist announced generally that further 

efforts were useless. In this case, the Coroner commented that the nurses had carried out 

their duty ‘in an efficient and appropriate manner’.  
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This case raises several issues. Firstly why did the surgeon not heed the concerns of the 

nurse that the patient was still bleeding? Chiarella states that it could be a result of 

individual personalities: a more receptive surgeon may have heeded the concerns and a 

more confident scrub nurse might be more forceful and assertive in expressing concerns. 

The second issue is that, despite the fact that the patient died as a result of internal 

bleeding of which the nurses were aware, the judge stated that their role was carried out in 

an ‘efficient and appropriate manner’. Chiarella states, ‘Even in a major teaching hospital in 

1994, the culture of the hospital, accepted as the norm by the courts, condoned the fact 

that a nurse did not forcefully intercede even when she suspected the patient’s life to be in 

danger’ (2002, p. 121).  

 
A further component of this element of the doctor’s handmaiden image is one of loyalty to 

the doctor as opposed to loyalty to the patient. In a 1996 case, an obstetrician was accused 

of negligently causing spinal damage to a plaintiff’s baby during delivery (Strelic v Nelson 

&Ors) (1996). The midwife, present during the delivery, believed that the doctor had 

applied excessive force at the wrong time during the delivery. The judge recognised that 

the midwife did not want to give evidence against the doctor, and that she was torn 

between an allegiance to the medical profession and telling the truth. During the delivery, 

had the midwife wanted to challenge the doctor, she would have had to do so in front of 

the patient and the patient’s husband, and she clearly did not demonstrate she was able to 

do this. This case highlights the difficulties which nurses and midwives can face, not only 

to challenge the doctor but also to do so in front of the patient. The question remains that 

if it is so difficult to stand in a court of law and comment on the actions of a doctor, how 

much more difficult is it to challenge a doctor in an acute situation in front of a patient and 

their family? 

 

 
   

 

If the nurse carries out the orders of the doctor without question, the nurse will 

not be at fault even if (s)he believes on reasonable grounds that the doctor’s orders 

are incorrect or immoral and may endanger the patient 

This final element of the image is primarily concerned with the way in which courts assign 

responsibility for actions of health care professionals. This element, identified by Chiarella, 

examines several cases which demonstrate the exoneration of nurses, despite their actions. 

Older judicial cases consider that the nurses are not held to be negligent if they carry out 
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the orders of doctors. A 1915 statement by a judge is a good example of this; ‘if the nurse 

obeyed the express order of the surgeon, she was not guilty of negligence at all. That is the 

duty of a nurse’. The judge went on to say that it is not negligent for a nurse to act on the 

belief that the doctor is more competent. A 1942 case reiterates this view, with the judge 

stating that if a surgeon gives an order to a nurse, which she carries out, she is not guilty of 

negligence, even if the order is improper. These statements reinforce the view that nurses 

are extensions of doctors and subsequently blame should rest with the doctors.  

 

 

Even if the nurse performs activities which (s)he knows to be morally wrong the 

nurse can be exonerated if (s)he were ordered to do so by a doctor 

The willingness to exonerate nurses extends to circumstances in which nurses have 

demonstrated morally reprehensible behaviour (Chiarella, 2002). A well-publicised 

Australian case, which highlights this exoneration is that of Chelmsford and the Deep 

Sleep Therapy treatment provided. A Royal Commission was instigated to review practices 

in the institution and a report was published in 1990. There were numerous complaints 

about appalling nursing care across a wide range of issues. However, the nurses were 

treated leniently, despite accusation and commission of astonishing acts of brutality and 

neglect (Chiarella, 2002). As this is a complex case involving many facets of care at the 

institution, further comment on the details of the case will not be provided here, except to 

highlight the exoneration of the nurses involved in the commission of acts of negligence. 

Chiarella (2002) argues that when nurses find themselves under the judicial gaze, it is 

understandable that they would rely on the handmaiden defence in order to demonstrate 

that their limited autonomy results in situations where they do their best, but are powerless 

to intervene.    

 

4.5.1 Summary of the elements of the doctor’s handmaiden image 

The image of the nurse as the doctor’s handmaiden is one that is upholds the view that 

nurses are extensions of doctors and nursing work is under direct control of the doctors. 

Chiarella demonstrates that in judicial decisions, where the nurse might be subject to 

criticism the image is not only espoused by doctors and judges, but by nurses also. The 

premise that nursing work is under the direct delegation of medical staff extends not just 

to the commissioning of tasks, but also allows doctors to speak on behalf of nursing in 
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matters of governance, health policy and as expert witnesses in legal cases. The image 

suggests that nurses ought to blindly obey a doctor’s order, even if the order is clinically 

incorrect or morally wrong. As they are required to obey the doctor, there is no obligation 

on the part of the nurse to challenge a doctor’s order and to intervene for the patient. In 

fact, there is no criticism or liability apportioned them when they do fail to intervene for a 

patient. In short, the doctor’s handmaiden is loyal to the doctor and their responsibility to 

the patient is exercised through their obedience to the doctor.  

 

44.6 The Nurse as a ‘Subordinate Professional’ (a Stock Story) 
 
This image is also a stock story and is a progression of the image of the doctor’s 

handmaiden. In the subordinate professional image, nursing work is still controlled by 

doctors but not to the same degree exercised in the handmaiden image. The significant 

difference in this image is that nursing work is assigned some professional status, but not 

equal to other established professions such as medicine (Chiarella, 2002). The image 

proposes that much of the professional status accorded to nurses occurs as a result of 

nursing’s close association with medicine, according to Chiarella.   

 

Chiarella (2002) identified the following elements of the image: 

 

1.

 

Nurses are acknowledged to possess specialised skills, although much of the 

nursing work which is regarded as specialised is delegated medical work.  

Nursing has long been referred to as a vocation or even in a quasi-religious sense as a 

calling, Florence Nightingale was opposed to the concept of nursing as a profession 

(Chiarella, 2002). Flexner (1915) is recognised for his work in the identification of criteria 

for a profession. When applying, what are referred to as his ‘white male majority views’ of 

a profession to nursing it is debatable as to whether nursing did fit the criteria for a 

profession in the early twentieth century (Chiarella, 2002). The profession was not entirely 

self-organised, and there was considerable medical influence over professional aspects of 

nursing and considerable medical direction of nursing work. Whilst there have been 

improvements in nurse education, with subsequent upgrading of both clinical and 

academic qualifications, the increased expectations of responsibility which these 

improvements bring, do not appear to have led to an overall enhancement of authority nor 
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an increase in autonomy of practice (Chiarella, 2002). Whilst the expertise of nursing work 

has been recognised in both industrial courts and tribunals throughout the latter half of the 

20th century, Chiarella states, ‘the professional role of nurses is consistently diminished by 

the courts and tribunals when it is examined alongside the professional authority of 

doctors’ (2002, p. 138).  

 
2.

 

Nurses will undertake the work they are assigned or required to perform without 

further supervision by or advice from the doctor. 

This element purports that doctors are not required to supervise the work of nurses and 

that doctors are entitled to rely on the expertise of nurses. Several judicial decisions have 

demonstrated this element in which there is judicial acceptance of a doctor’s entitlement to 

rely completely upon the assurances of the nurse (Chiarella, 2002). In one such case, 

MacDonald v York (1973), doctors were absolved from giving specific instructions about 

pain management and circulatory observations on a patient’s foot as ‘the nursing staff in 

charge of the patient was competent in such matters’.  

 

3.

 

Nurses are still under the control of doctors 

Although there has been judicial recognition of the specialist clinical skill and exclusive 

areas of clinical responsibility of nurses, there remains a judicial conclusion that nurses are 

not clinically self-governing (Chiarella, 2002). Chiarella states, ‘the relevant judgments go to 

extraordinary lengths to ensure that the ability to exercise power and retain control over 

nurses is still maintained, even when medical liability for their acts is negated’ (2002, p. 

142). Comments from judges in these cases include ‘they [nurses] are subordinate to the 

surgeons’ (Van Wyk v Lewis), (1924), ‘he [the surgeon] was in supreme control’ (Ingram v 

Fitzgerald) (1936) and in Elliot v Bickerstaff (1999) ‘the surgeon can be regarded…as the 

master of ceremonies, but … should be able to concentrate on his own skilled task without 

shouldering the responsibilities of the other members of the team’.  These comments 

reinforce the ‘stock story’ and, like the doctor’s handmaiden image, recognise medical 

dominance and control over nursing.  

 
4.

 
The nurse is expected to bring specific problems to the attention of the doctor 

This element argues that, not only can doctors expect to rely on nurses to perform their 

duties without supervision, they can also rely on nurses to alert them to explicit problems 
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of which the doctor may be unaware of without the nurse’s notice. They can also be 

expected to challenge the doctor when they have apprehension about the actions or orders 

of the doctor (Chiarella, 2002). In an inquest into the death of a post-operative patient 

HAB (1992), the nurse was concerned about the patient’s level of pain and positive fluid 

balance. The nurse contacted the doctor who prescribed analgesia13

 

 for the patient. The 

doctor stated that the nurse did not relay information about the patient’s positive fluid 

balance, and the doctor subsequently mismanaged the patient’s condition. Although 

documentation in the patient’s clinical record demonstrated a positive fluid balance the 

doctor did not refer to the notes. The Coroner found that the doctor did not have a 

positive duty to read the notes in comparison to the way he held that nurses had a positive 

responsibility to inform the doctor about the patient’s fluid status. Chiarella states that the 

onus on active communication is on the nurse and that the doctor does not have the same 

role of active questioner. If the nurse does not provide additional information then the 

doctor appears to be able to obtain some degree of exoneration from blame (2002, p. 145).  

5.
 

Nurses are expected to challenge doctors when the doctor appears to be wrong 

In this element, nurses are not only expected to communicate any concerns to the doctor 

but also challenge the doctor’s actions if they believe them to be either deliberately or 

inadvertently placing the patient at risk. In several judicial findings, the failure of nurses to 

challenge doctors has resulted in the mitigation of the culpability of the doctor (Chiarella, 

2002). The difficulty, which this element raises is that, since doctors are considered to be in 

control, they have no obligation to act on the concerns brought to them by nurses 

(Chiarella, 2002), resulting in a dilemma for the nurses and on occasion tragedy for the 

patients.  

 

In Bergen v Sturgeon General Hospital (1984), the defendant hospital and several of its medical 

and nursing staff were found to have negligently caused the death of a patient from septic 

shock as a result of a ruptured appendix. Although the patient spent five days under 

observation, her acute appendicitis was not diagnosed. All three doctors, who were 

involved in the patient’s care, were found to be jointly negligent, and there was also 

considerable criticism levelled at the behaviour of two nurses. The nurses’ failure to alert 

the medical staff when the patient experienced, what she described as a ‘snapping 

sensation’, was described as poor. Despite numerous entries in the patient’s clinical record 

13 Analgesia is medication prescribed for the relief of pain.
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about the level of deterioration and the doctors’ failure to act on this information, the 

medical staff were not expressly informed by the nurses about the patient’s condition. 

Chiarella states, ‘whilst this does not excuse the failure of the nurses to contact the doctor, 

it is indicative of the uncertainty and helplessness which they may have felt with regard 

their concerns being taken seriously’ (2002, p. 148).  

 
In the Inquest touching the death of TJB (1989), a 21-month-old boy died as a result of 

dehydration from gastroenteritis. The child was examined by a paediatrician, who 

diagnosed viral gastroenteritis and ordered oral fluids and observation. Nursing staff were 

sufficiently concerned about the child’s deteriorating clinical condition, lack of intravenous 

fluid therapy and continual dehydration that they contacted the Director of Nursing. They 

did not contact the paediatrician with their concerns. The Coroner was critical of the 

nurses’ failure to communicate their concerns about the child’s condition directly with the 

paediatrician. However, the Coroner acknowledged that a protocol existed that nurses 

ought not to approach a member of medical staff expressing concerns and some doctors 

might resent nurses’ interference in this way. This suggested that, as recently as 1989, 

nurses should challenge medical staff but these challenges might be considered unwelcome 

and unorthodox (Chiarella, 2002).  

 
In contrast to these cases, Bolitho v City & Hackney HA (1998) demonstrated that a nurse 

was not criticised for her actions since it was established that she did ‘everything in her 

power’ to save a patient’s life. The patient was a two-year-old boy who was admitted with 

croup14

 

. The nurse believed that there was something acutely wrong with the patient and 

contacted a senior medical officer, bypassing a more junior doctor. During this call at 

12.40 pm, the nurse described the patient’s condition, and the doctor promised to attend. 

By 2 pm no one had attended to review the patient and the nurse again contacted the 

senior medical officer, who assured the nurse that someone would be coming shortly. The 

nurse requested a colleague to contact the doctor again at 2.30 pm, around which time the 

child suffered a cardiac arrest and eventually died. Chiarella states, ‘the power of a skilled 

and experienced nurse to compel a doctor to attend and take action which may well have 

saved the child’s life was non existent, despite her serious and well-founded concerns’ 

(2002, p. 150).  

 

14 Croup is a childhood respiratory illness characterised by a barking cough.
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6.
 

Nurses may only substitute for doctors with the doctor’s permission 

As highlighted in the image of the nurse as the doctor’s handmaiden, it is seen as 

appropriate for doctors to represent nurses and nursing work on committees and as expert 

witnesses. This substitution is demonstrated not only at a State and Federal level (Chiarella, 

2002), but also daily in clinical management decisions about patients. This substitution has 

been in place for so long that it is not only difficult for nurses to challenge, but also it may 

appear that the nurses are ungrateful or untrusting if they do so (Chiarella, 2002). Although 

it involves a complex and detailed argument, the proposed legislative changes to establish 

the role of ‘nurse practitioners’ in Australia provides an example of this element of the 

image. It is not intended to discuss in detail here the proposed changes, except to highlight 

the opposition by the medical profession to the changes. The development of the nurse 

practitioner role demonstrates that the substitution of nurses for doctors is permissible 

only if it conveniences the medical profession (Chiarella, 2002). There was considerable 

outrage by some industrial organisations about tasks suggested as forming part of the role 

of nurses. There was an insistence by some doctors that permission ought to be sought if 

these activities were to be formalised as roles of nurses (Chiarella, 2002). The Australian 

Medical Association (AMA) continued to mount forceful opposition to proposed 

legislative changes to the role of the nurse practitioner unless the government agreed to 

conditions which reinforced medical domination and nursing subordination (Chiarella, 

2002).   

 

4.6.1 Summary of the elements of the subordinate professional image 

 
The nurse as a subordinate professional is an image which means nurses remain under the 

control of doctors, but to a lesser extent than that of the doctor’s handmaiden. Aspects of 

the nurse’s role are recognised as expert and skilled professional work. The nurse is 

expected to bring to the attention of the doctor all relevant information about the patient, 

but the doctor is not expected to question this information or request additional specific 

information. The nurse is still expected to obey the doctor as result of their subordinate 

status, if the nurse believes that the doctor’s orders are appropriate for the patient. If the 

nurse does not believe the doctor’s orders or actions are appropriate then the nurse ought 

to challenge the doctor, even if this challenge is considered unwelcome. The doctor has no 

obligation to alter their treatment based on the opinion of the nurse and neither does the 
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nurse have any power to compel the doctor to alter the treatment. The image also implies 

that nurses can only substitute for doctors with the doctor’s permission.  

 

44.7 The Nurse as an ‘Autonomous Professional’ (an Outsider Story) 

This image is an outsider story, one which is deemed an ideal and is promoted by nurses.  

Chiarella states, ‘the terms ‘autonomous’ and ‘independent’ are frequently used in nursing 

literature to describe the attribution of full professional status to the nurse’ (2002, p. 168). 

Chiarella describes three distinct areas of this image: autonomy in regulation and 

management; autonomy in knowledge and education; and autonomy in clinical decision 

making. Although autonomy in regulation and management and autonomy in knowledge 

and education are important components of this image in addressing the professional 

status of nursing, it is the autonomy in clinical decision making and its role in patient safety 

which is of importance to my research and are analysed below. The elements of autonomy 

in knowledge and education and autonomy in regulation and management have been 

provided in Appendix 5.  

 

Chiarella identifies the following element of this image in relation to autonomy in clinical 

decision making:   

 
1.       

 

Clinical nursing knowledge and expertise should be given equal weight to that of      

medicine in clinical decision making 

The previous two images, the doctor’s handmaiden and the subordinate professional, have 

demonstrated that doctors are seen to be clinically dominant over nurses and that the 

doctor is under no legal obligation to act on any concerns, which nurses might have, if the 

doctor has made a decision that the nurses concerns are irrelevant or unfounded. In daily 

clinical life in the management of the vast majority of patients, there is no necessity for 

nurses to challenge doctors or to elevate their concerns to a higher authority, as the nurse 

either agrees with the medical management of the patient, or trusts the doctor’s decision 

making. It is the rare moments of disagreement which present a difficult situation for 

nurses and potential catastrophe for patients. The autonomous professional image does 

not seek to take over medical practice. Instead, it is seeking legitimisation of some critical 

aspects of nursing work. Chiarella states, ‘In complex treatment and surgery, the requisite 
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skill and knowledge is such that the nurse would neither wish nor be able to take control’ 

(2002, p. 213).  

 

Chiarella cites three main clinical scenarios which are particularly problematic for nurses. 

The first scenario is one in which the nurse believes that the patient’s life is being made so 

unbearable by medical or surgical treatment that the treatment should cease, but the doctor 

does not agree. The second scenario occurs when a patient’s treatment is ineffective, and 

unlikely to be effective, and the nurse believes that the patient should be palliated, but the 

doctor wishes to continue. And finally, the third scenario, when a nurse believes that a 

doctor’s treatment is inappropriate or places the patient at significant unnecessary risk, and 

the doctor does not regard the nurses’ concerns. The first two scenarios present significant 

complexity in which the patients and their families may be seeking treatment and a cure. 

The patient may wish to continue treatment, despite the burden it poses. Chiarella states, 

‘if professional, family and patient views have been considered, nurses may need to 

concede a difference of priority, rather than a case of right or wrong’ (2002, p. 215).  

 

However, in exceptional circumstances, the nurse may firmly believe that the doctor is 

wrong, and as an autonomous professional, their views should carry equal weight to those 

of the doctor. Chiarella argues that nurses need a clearly accepted right and an 

acknowledged positive duty to intervene when a nurse is concerned about the manner in 

which a doctor is practising. The previous two images, of the doctor’s handmaiden and the 

subordinate professional, demonstrated significant barriers in challenging medical staff and 

the requirement for nurses to show courage in order to challenge a doctor. Chiarella argues 

that these barriers should not exist and that nurses should be confident in their primary 

responsibility to provide safe and appropriate care, and that, in the presence of a dilemma, 

their duty should be to the patient and not to the doctor (Chiarella, 2002).  

 
Chiarella states that there have been a few cases in which the courts have been prepared to 

acknowledge the extent of clinical autonomy which some nurses practise and to recognise 

the complexity and skill of their clinical practice. Several coronial decisions have found 

nurses to be potentially guilty of an indictable offence. These decisions legitimise the 

clinical authority of nurses. If nurses can be held responsible for their actions, then there 

can be no question about their authority in the exercise of their duties. However, the 

autonomous professional image still remains an ‘outsider story’ and exercising clinical 

authority continues to be difficult for nurses (Chiarella, 2002).     
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4.7.1 Summary of the elements of the autonomous professional image 

 
The image of the autonomous professional seeks autonomy in regulation and 

management, in knowledge and education and in clinical decision making. It is the area of 

clinical decision making that this analysis has focused on. In clinical practice the image 

remains an outsider story with subsequent difficulties for nurses in the exercise of clinical 

authority. The image recognises the necessity for nurses to challenge medical staff when 

they consider a patient to be at risk and for these challenges to be considered an accepted 

right. Clinical authority in this image is not aimed at nurses practising medicine. Rather it 

seeks to have nursing work and nurses’ opinions accorded equal weight and respect 

(Chiarella, 2002).  

 

44.8 The Images in Clinica l Practice 

Chiarella has presented these five images of the ministering angel, domestic worker, 

doctor’s handmaiden, subordinate professional and autonomous professional, which have 

emerged from case law. She argues that there has been an inconsistency of the law relating 

to nurses, which has resulted in nurses being uncertain of their obligations to patients and 

of their ability or prerogative to intervene when they believe a patient’s best interests are 

not being served. She states that the images are not separate or distinct in the daily lives of 

nurses, but that they coexist, with each carrying certain expectations of behaviour and 

having relationships with others (Chiarella, 2002).  Elements of several of the images create 

an expectation that nurses will not or can not intervene for patients at risk. The blind 

obedience to doctor’s instructions and lack of expectation to intervene for patients at risk 

which several elements portray, raises questions about the responsibilities of nurses. The 

questions include those about the extent and the nature of the nurses’ moral duty and 

obligation to their patients. Although elements of the images have emerged here from 

judicial and quasi-judicial decisions, the reality for nurses in the clinical setting is that they 

are bound by both professional and ethical codes of practice. So what role do professional 

codes of practice and ethical obligations play in patient safety? 
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4.8.1 The role of the individual clinician in patient safety  

From a purely regulatory point of view, health care workers are bound by professional 

codes of practice. The Medical Practices Act 1992 (NSW) and the Nurses and Midwifes Act 

1991(NSW) specifically address the requirement of these professions to ‘first do no harm’, 

i.e. keep patients safe. These regulatory requirements, whilst establishing a standard of 

expected practice, do not necessarily result in health care workers ‘doing no harm’. As the 

delivery of health care can cause a wide range of harms (Kerridge, Lowe, & McPhee, 2005) 

patient safety is inherently an ethical imperative of health care workers. The guiding value 

of patient safety is derived from two longstanding principles of ethics, beneficence and 

nonmaleficence.   

 

Beneficence and nonmaleficence are components of one of the most popular theoretical 

perspectives used when ethical issues in health care are considered. This is the perspective 

called ‘ethical principlism’ (Johnstone, 2005). Ethical principlism is a view which specifies a 

number or rules or principles can be applied to guide ethical decision making and problem 

solving, which appeal to sound moral principles (Johnstone, 2005; Kerridge et al., 2005). 

Beauchamp and Childress (2001) recognise four basic moral principles which exist in 

health care: autonomy; justice; beneficence; and nonmaleficence. The principle of 

autonomy is the right to self-determination, in that an individual should be self-governing 

and able to exercise choices themselves (Beauchamp & Childress, 2001; Johnstone, 2005; 

Kerridge et al., 2005). The principle of justice basically suggests that available benefits, 

such as goods or services, should be distributed equally and fairly (Beauchamp & 

Childress, 2001; Kerridge et al., 2005). Although these two principles have important 

implications for the delivery of health care, it is the principles of beneficence and 

nonmaleficence and the application of these principles which can have the greatest impact 

on patient safety. For this reason, it is these two principles, which are analysed here in 

greater detail.  

44.8.1.1 Beneficence and nonmaleficence 
 
Beneficence can be defined as an active conduct aimed at the good or well being of others 

(Kerridge et al., 2005). The principle of beneficence prescribes, ‘above all do good’, and in 

practice means a positive obligation to act for the benefit, wellbeing and welfare of others 

(Beauchamp & Childress, 2001). Kerridge et al (2005) argue that beneficence should not be 



73

interpreted as doing something beyond the call of duty or out of the goodness of one’s 

own heart. Instead, they state that it is commonly believed that in the execution of routine 

work, each health care professional has a duty to provide care which is beyond any duty of 

a non-health care professional.  In relation to patient safety and the intervention for 

patients at risk, the principle of beneficence suggests that there is positive obligation on the 

part of health care professionals to intervene (an active conduct) when they believe a 

patient is at significant risk.  

 
Nonmaleficence can be best defined by the Latin saying ‘primum non nocere’, meaning ‘above 

all, do no harm’, which entails a stringent obligation not to injure or harm others 

(Beauchamp & Childress, 2001; Johnstone, 2005; Kerridge et al., 2005). This principle is 

also highlighted in the Hippocratic Oath which states, ‘I will use treatment to help the sick 

according to my ability and judgment but I will never use it to injure or wrong them’. 

Although the principle has been equated with the principle of beneficence, the two 

principles are distinctly different and it is important to distinguish them, as both principles 

might apply to a given situation and prescribe a difference course of action (Beauchamp & 

Childress, 2001). In the examination of the stringency of each of these principles, 

Kerridge, and his colleagues, argue that, in the delivery of health care, patients can be hurt, 

particularly when undergoing invasive and painful procedures. However, this may be 

necessary to achieve benefits for the patient in the long run. In these situations, autonomy 

and beneficence take priority over nonmaleficence. Despite these arguments, Beauchamp 

and Childress (2001) conclude that generally the obligation of nonmaleficence is more 

stringent than that of beneficence.  

 

In relation to patient safety, it can be argued that beneficence should guide the actions of 

health care professionals to intervene for patients at risk and prevent patient safety 

incidents which can and do result in considerable harm. But we know that errors pervade 

all health systems, and these can result in an adverse outcome for the patient. Over the 

past decade, it has become increasingly clear that error in health care is neither rare nor 

intractable (Bates & Gawande, 2000). So what role do the principles of ethics and 

professional standards have in ensuring patient safety? There has been little published on 

these principles and their role in the patient safety agenda. Instead patient safety literature 

has taken a systems focus, which recognises the complexity of the health care system in its 

contribution to patient safety incidents. The individual is rarely mentioned except as being 

considered unreliable to ensure patient safety. 
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In 2000 the Institute Of Medicine in the USA published one of the most widely cited 

reports on patient safety titled ‘To err is human: building a safer health system’ (Institute of 

Medicine, 2000). This report highlighted the complexity of health care delivery and the 

requirement for a systems based approach to resolve patient safety issues. Research reveals 

that error in health care is rarely as a result of poor performance, or purposely harmful 

acts. Moreover, it is due to the very complexity of the systems in which health care is 

delivered (Sharpe, 2003). In fact, the worst errors are often made by the best clinicians 

with the best of intentions (Leape et al., 1991). A systemic focus recognises that health care 

occurs in dynamic and complex environments, characterised by the interaction of a diverse 

range of factors, such as patients, their disease processes, health care staff, hospital and 

community settings, infrastructure, equipment, policies and procedures.  

 

The practice of health care is a dynamic one and new technologies are continually being 

developed. Advances in technology and invasive procedures, particularly surgical 

procedures, which were not thought possible 20 years ago, are high risk by nature. As a 

result, health care is inherently risk laden. The combinations of these many factors increase 

the threat to patient safety. There is undoubtedly a role for professional standards and 

ethical principles to motivate health care professionals to ensure patient safety. However, 

due to the complexity of the system in which health care is delivered, the notion that 

internal motivations of health care professionals are sufficient to assure patient safety 

consistently throughout the health care system, is flawed (Institute of Medicine, 2000).  In 

fact, Bagian argues that relying on individuals to ensure that no harm comes to patients is a 

‘fool’s bet’ (Bagian, 2004).  

 
This system focus could be seen to exonerate the individual from their responsibility for 

patient safety. One particular role for individuals to play in patient safety which has 

emerged in the later part of last century, is that of the patient’s advocate. It is nurses who 

have embraced this role and claimed it as integral to their work. Advocacy could simply be 

seen as the act of beneficence in which nurses have an obligation to intervene for patients 

at risk or of autonomy in which patients’ rights are protected.  But the role of the nurse as 

the patient’s advocate has not only developed in many countries as a principle or ethical 

obligation, but also as part of professional codes of practice for nurses. A tenet of 

advocacy is that it has to be directed towards something (Kerridge et al., 2005), and, in the 

clinical setting, this can be in form of nurses challenging doctors. In challenging a doctor, a 
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nurse can be said to be acting as a patient’s advocate (Kerridge et al., 2005), and it is this 

role that will now be critiqued. 

 
  

4.8.2 The role of the nurse as the patient’s advocate 

 
The term advocacy is derived from the legal setting and refers to the act of an individual 

pleading the cause of another (Kerridge et al., 2005). Over the past few decades, there has 

been an increasing body of literature which ascribes the role of the patient’s advocate to 

the nursing profession (Mallik, 1997). The role for nurses to advocate for patients has 

emerged not only as an ethical obligation, but also as a professional requirement. In 1973, 

the International Council of Nurses included advocacy in their code (International Council 

of Nurses, 1973). In 1976, the American Nurses Association (ANA) published their code 

of ethics, which included a definition of patient advocacy. This was the first code which 

required nurses to protect patients from ‘incompetent, unethical or illegal practice of any 

person’ (American Nurses Association, 1976). This has been reiterated by the ANA in 

subsequent years (American Nurses Association, 2001). Other countries have included the 

requirement for advocacy in their codes of ethics. The Canadian Nurses Association 

(CNA) Code of Ethics for Registered Nurses (Canadian Nurses Association, 2002) is based on 

eight value statements, two of which describe the obligation to advocate. The introductory 

paragraphs and several clauses of the Code of Professional Conduct for the UK Central Council 

for Nursing, Midwifery and Health Visiting (UKCC, 1992), identify advocacy on behalf of 

patients as a central requirement of the nursing role.  

 
With advocacy espoused as a central tenet of the nursing profession and a professional 

requirement, the question can be asked, why is this role so pivotal to the nursing 

profession and not others? Terms including key (Kalisch, 1975), best (Kosik, 1972) and 

ideal (Albarran, 1992; Gadow, 1980) are those quoted to describe the unique position held 

by nurses to champion the advocacy role. Curtin (1979) argues that it is the sustained and 

intimate attendance of the nurse which results in the nurse developing a unique knowledge 

of the patient, which places nurses in an ideal position to advocate for patients. Other 

arguments that ‘nurses are in the best position to advocate for patients’ include that nurses 

have the most knowledge of the patient as a result of the time spent with the patients 

(Hamric, 2000) and that they are emotionally engaged in the patient’s experience 

(MacDonald, 2006).  
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Other authors have linked the powerlessness of the patient and the powerlessness of the 

nurse as a rationale for nursing to be in the best position to advocate for the patient. 

Winslow (1984, p. 36) states ‘Nurses and patients should make obvious allies, since both 

groups have often suffered the indignities of powerlessness in the modern health care 

system. Who then could function better as a patient advocate than a nurse?’ This is 

supported by Jezewski (1993) who promotes a ‘culture brokering’ model of advocacy, in 

which the successful execution of brokers often relies on them having a marginal status in 

the brokering situation (Jezewski, 1993; Winslow, 1984). Mallik (1997) acknowledges that, 

whilst these arguments recognise powerlessness and lack of autonomy as a benefit for 

nurses, when combined with the somewhat powerless patient, ‘combining two powerless 

groups does not necessarily equal empowerment for either group collectively or 

individually’ (Mallik, 1997 p. 135). She also claims that this argument does not recognise 

the potential segregation between nurses as professionals, and their patients.  

 
Despite these arguments, advocacy is perceived as an important aspect of nursing work 

and is considered to be a fundamental value of professional nursing and moreover nurses 

are seen to be in the best position to advocate for patients (Hamric, 2000; Hanks, 2007). 

Patient advocacy can be seen to involve primarily two ethical principles beneficence and 

autonomy, which are both described above. In autonomy, the patient’s right to self 

determination and the ability to self govern is valued. In terms of patient advocacy Gadow 

(1980) suggests that individuals should be assisted by nurses to exercise their freedom of 

self-determination authentically. This autonomy based model of advocacy can result in a 

potential situation in which paternalism and advocacy coexist and nurses have to to 

carefully delineate the two in order to ensure that patient autonomy is paramount. Mallik 

(1997) argues that this model of advocacy involves minimal risk, with the nurse simply 

assisting the patient to understand the situation and allowing the patient to make his or her 

own decisions about the best course of action. Although this is an important model for 

patient advocacy and remains valued by nursing critics (Mallik, 1997), it is the practical 

application of patient advocacy and the nurse’s role in the intervention for patients at risk 

which will now be discussed. 

 

The concept of advocacy has three principal suppositions. Health care professionals are 

proactive in contrast to being passive and subordinate, that health care professionals speak 

up and act on behalf of patients and that a form of difficulty, challenge or conflict has to 

be present, otherwise, advocacy would not be necessary (Kerridge et al., 2005). In terms of 
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patient safety this form of advocacy would require nurses to intervene when they recognise 

a patient is at risk (beneficence), not solely in situations when a patient’s rights and wishes 

are being violated (autonomy) but in the face of unsafe or inappropriate management 

decisions which expose the patient to unnecessary risk. Therefore, the role of the nurse as 

the patient’s advocate could be argued to contribute to a diminution of patient risk. 

However, the literature describes significant barriers which nurses encounter when they 

advocate for patients. 

 
The barriers which nurses encounter when they advocate for patients, lie in the translation 

between the moral ideal of advocacy to the practical reality in the clinical setting (Hamric, 

2000). The difficulty with nurse advocacy lies with its focus, that is, advocacy has to be 

directed at something, and, more often than not, it is directed at doctors (Kerridge et al., 

2005). Whilst the moral imperative on behalf of the nurse to advocate is strong, their 

authority to do so is weak, and it is the traditional subservience to the medical profession 

which presents a significant to barrier to advocating for patients (Mallik, 1997). So whilst 

advocacy is directed at doctors, the subservience of nursing in the image of the 

subordinate professional can prevent them from acting as a patient advocate.  

 

A further barrier, which nurses’ encounter when they advocate for patients, stems from the 

conflicting loyalties and accountabilities of the nurse within the health care system (Mallik, 

1997). The conflict of interest between the nurse’s responsibility to the patient, grounded 

in their status as moral agents, and their duty to the organisation in which they are 

employed can result in advocacy being risky and can lead to loss of status and even loss of 

employment (Pullin, 1995). The threat of punishment can result in advocacy being seen as 

morally courageous, even a heroic stance (Hamric, 2000), and besides the emotional, 

psychological and environmental barriers to advocacy, institutional power can deliver 

punishment such as loss of employment (Mallik, 1997).  

 
It is these barriers which can inhibit the exercise of advocacy and the ability for nurses to 

challenge unsafe or inappropriate management decisions which expose a patient to 

unnecessary risk. Although the role of the patient’s advocate could result in a diminution 

of patient risk, and guide nurses actions in relation to patient safety, the significant barriers 

which nurses face when they advocate for patients as a result of elements of the images 

described by Chiarella, mean that this model cannot be relied upon consistently to ensure 

patient safety.  
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44.9 Conclusion 

This chapter presents the images of nurses presented by Chiarella (2002) from judicial and 

quasi-judicial decisions. Each of the five images: the ministering angel; the domestic 

worker; the doctor’s handmaiden; the subordinate professional; and the autonomous 

professional are defined, analysed and summarised. The relevant elements which comprise 

the images are explored. Some judicial cases, in which the images have emerged, are briefly 

discussed. This chapter has also dealt with the role of the individual clinician in ensuring 

patient safety. It highlights the professional codes of practice to ‘first do no harm’ to 

patients.  

 

The ethical principles of beneficence and nonmaleficence are defined and briefly discussed 

in relation to patient safety. Although the role of professional standards and these ethical 

principles to motivate health care professionals to ensure patient safety are discussed, this 

chapter describes the complexities of the system, and subsequent risks to patients, in 

which health care is delivered as a means of understanding why these principles cannot be 

solely relied upon to ensure patient safety.  The role of the nurse as the patient’s advocate 

is also explored to determine whether it can impact on patient safety. The requirement of 

this role in professional codes of practice is detailed along with the literature which 

champions nurses as being in the ideal position to act as the patient’s advocate. The 

barriers to nurses fulfilling the role as the patient’s advocate are also provided. 

 



79

Diagram 5. Flow chart of Study One, and the patient histories which influenced its development 
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5. Chapter Five: Study One: Recognition, Response, 
Escalation and Escort (R2E2)  

 

55.1  Introduction 
 

This chapter presents the aim, method and results of Study One, the development, 

introduction and evaluation of a system for the management of deteriorating patients, 

titled a Recognition, Response, Escalation, Escort (R2E2). The chapter outlines the Plan, 

Do, Study Act (PDSA) Cycles, which are the foundations of the theoretical framework for 

all three studies, namely quality improvement and the mitigation of patient risk. The PDSA 

Cycles involve the diagnosis of the problem, the analysis of the scope and size of the 

problem, the identification of the number of interventions which were required to reduce 

the problem and the interventions and re-measurement necessary to ascertain the 

effectiveness of the interventions. A description of the incident investigation process, 

which is necessary to explore and understand contributing factors to the patient histories, 

is also provided. 

 

This chapter provides the information which was obtained during the incident 

investigation of the three patient histories which led to the development of the research 

questions to explore what was happening on the ward in relation to incidents of Failure to 

Rescue. It outlines information which was obtained in focus groups with the staff in an 

attempt to identify the underlying causes to Failure to Rescue incidents. The chapter then 

details how information from the focus groups demonstrated a two-fold problem in the 

review of the patient histories, both parts of which sit under the general heading of 

Failure to Rescue; the failure by nurses to recognise the deterioration of patients 

requiring definitive intervention (failure to recognise), and the failure by medical staff to 

respond to requests for intervention for deteriorating patients (failure to respond). 

Contributing factors to these failures are discussed, including the subjective nature of 

communication which pertains to a patient’s clinical condition. As these patient histories 

demonstrated two distinct aspects of failure to rescue, a systematic approach to address 

both of them was developed in collaboration with ward nursing and medical staff, and this 

is detailed in this chapter.  
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A description of the range of possible solutions is outlined, including the rationale behind 

the choice of the Modified Early Warning Score (MEWS) for the recognition of patient 

risk. Study One also discusses Patient Histories 4 and 5, and how these Failure to Rescue 

patient histories helped shape the final R2E2 protocol. This chapter outlines patient 

outcomes following the implementation of the R2E2. At the conclusion to Study One an 

additional patient history occurred and it is discussed also in this chapter. The way in 

which this patient history, and discussions with the nursing staff around this patient 

history, resulted in the development of Study Two is also described.  

 

55.2 Aim and Research Questions for Study One 

Patient Histories 1, 2 and 3, were reported to me by nursing and medical staff in my role as 

Senior Nurse Manager, Quality and Safety. On initial review, these patient histories 

suggested a problem in our institution in relation to the management of deteriorating 

patients. These incidents involved multiple members of staff from both medicine and 

nursing. The incidents involved different members of staff and indicated such incidents 

were not specific to an individual.  Instead they were indicative of a broader system failure 

pertaining to the recognition of and response to deteriorating ward patients. On reviewing 

these patient histories, it was possible to discern several distinct problems which were 

occurring in relation to the management of deteriorating ward patients. Patient History 1, 

described a scenario of failure to respond to a deteriorating patient by medical staff, one in 

which a nurse recognised the requirement for intervention according to the patient’s level 

of risk, but medical staff failed to respond to the nurse’s concerns. Patient History 2 

described a scenario of failure to recognise, by nursing staff, the level of deterioration of the 

patient and the requirement for intervention according to the patient’s level of risk. Patient 

History 3 described a scenario in which a nurse recognised the level of risk to the patient, 

but the communication, and also interpretation of this communication, did not lead to an 

appropriate response by medical staff.  

 

The research questions developed for Study One were an attempt to understand what was 

occurring on the ward in relation to Failure to Rescue incidents and what were the 

nurses’ experiences in the intervention for patients at risk was. Specifically, Study One 

aimed to answer the following research questions: 
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What was happening on the ward which resulted in Failure to Rescue incidents? 

What elements constitute Failure to Rescue? 

Could something be done to alleviate these elements in order to minimise or 

eradicate, or both, adverse outcomes for patients? 

 

55.3 Method of Study One 
 

5.3.1 Plan Do Study Act (PDSA) Cycles 

This method was first introduced by Demming (1993) and then by Berwick and Nolan 

(1998) as a means by which clinical practice improvements could be made15

 

. PDSA Cycles 

were developed following the identification of components that improve organisational 

and individual performance. The components which resulted in progress were identified as 

being an aim, measurement, good ideas for change and testing. These components form 

the iterative steps in PDSA Cycles and are presented in Table 3, page 84.  

The aim is described as a positive and proactive approach to change: it is not sufficient to 

wait for something to change, but instead it is vital to intend to change something by asking, 

‘What are we trying to accomplish?’ At the commencement of the three studies there was a 

clear intention to change what was currently happening in the ward setting in relation to 

the recognition and response to deteriorating patients. Patient Histories 1 and 2, 

demonstrate that a problem existed in relation to the management of deteriorating 

patients, and that there was a requirement to change and improve this situation.  

 

Measurement is important in the determination of whether or not a change has actually led 

to an improvement. Good ideas for change are essential in the identification of plausible 

alternatives to the status quo (Berwick & Nolan, 1998). The status quo in my research 

resulted in the reporting of incidents of Failure to Rescue without any changes to the 

system to eliminate or alleviate patients’ risk. Berwick and Nolan state that capable 

improvers ask the question ‘what change can we try that we believe will result in 

improvement (as defined by aim and measurement)?’ 

15 A diagrammatic depiction of Plan Do Study Act (PDSA) Cycles, as a component of clinical practice 
improvement, is reproduced on page 85 with the permission of the NSW Department of Health.
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Good ideas for change are rarely obtained from one source. Instead they can come from 

good theories, the observation of experts, communication with others, analysis of one’s 

own history and the ability to harvest ideas from other people, including employees, 

partners and those whom they serve (Berwick & Nolan, 1998). The ideas for change 

generated in these studies were as a result of literature reviews, focus group discussions 

and detailed analysis of patient histories.  

 

Testing is the final component of this method. Improvement, by definition, means that 

something has actually changed. Capable improvers move promptly to test real changes on 

a small scale. Following these small-scale tests, actions should be adjusted according to 

what information is derived from these tests (Berwick & Nolan, 1998). The Berwick and 

Nolan method for improvement, adopted by the NSW Department of Health in 2002, 

attempts to strike a pragmatic balance between the need for clinical practice change to 

mitigate patient risk, and the desire for this change to be timely and scientifically grounded. 

Berwick and Nolan propose the adoption of this method for system change, as it differs 

from the historical model of system change, which usually takes place in large-scale 

redesign.  

 

As Study One aimed to reduce Failure to Rescue incidents and improve patient safety 

through changes in clinical practice, an approach, which was specifically developed for 

patient quality and system improvement, was deemed to be an appropriate vehicle for the 

implementation of change. The PDSA method is situation specific and the intended 

outcomes are related to the identified problem. At the commencement of this doctorate a 

clearly defined problem existed in relation to patient safety. The aim was to implement a 

system to reduce Failure to Rescue incidents, and thus PDSA Cycles for clinical practice 

change were selected as the method for the three studies. Following the presentation of 

the iterative steps in PDSA cycles, the method of incident investigation is detailed.  
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Table 3. Iterative steps in PDSA Cycles 

 

Iterative 
steps in 
PDSA 
Cycles 

Process 

Plan Plan is constructive and informed, based on information which 

demonstrates a problem in clinical practice. It aims to test selected 

improvements or changes. Who? What? Where? When? 

Testing should demonstrate a belief that a change will result in an 

improvement. 

Do Carry out the improvement or change and collect data for analysis. 

Document problems and unexpected observations to aid in understanding 

why a change did or did not result in an improvement. 

Study Study the results. Has the test resulted in an improvement? Data analysis 

aims to identify where change was well executed, where support processes 

were adequate or inadequate and whether the test has resulted in an 

improvement. This can be carried out through group discussion. 

Act Act on the results. Implement effective changes more broadly or select 

another possible intervention. Action is a result of lessons learnt from 

testing the planned intervention. 
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Diagram 2. The Clinical Practice Improvement Model from the NSW Health Easy 

Guide to Clinical Practice Improvement (NSW Department of Health, 2002, p.4)  

55.4 Incident Investigation 
 
As outlined in Chapter One, this research commenced with an analysis of several incidents 

which were reported through the incident reporting system, and a review of clinical 

indicators collected by the division in which I was employed. Reporting of incidents is 

essential in health care, but it is only one part of the process in the improvement of patient 

safety. It is equally important that patient safety incidents are analysed to determine their 

underlying causes in order to learn how to prevent their recurrence (Leape et al., 1991; 

Institute of Medicine, 2000; National Patient Safety Agency, 2004; Vincent, 2006).  

 

A patient safety incident is defined as including any unplanned event which results in, or 

has the potential for, injury, ill health, damage or other loss (Institute of Medicine, 2000). 

Patient safety incidents range from common problems, such as hospital acquired 

infections, to rare and catastrophic events including an incorrect medication administration 

resulting in patient death. When a patient safety incident occurs, the crucial question ought 

not to be ‘who is to blame?’ (Leape et al., 1991). Very few patient safety incidents are 

caused by reckless or malicious clinicians, and in fact the best clinicians can make the worst 

mistakes (Leape et al., 1991). Instead, an important question to ask is ‘what does this 
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incident tell us about the system in which we deliver heath care?’ It is widely acknowledged 

that the term ‘error’, when investigating an incident and attributed to clinicians, implies 

blame and responsibility. Effective error management requires an understanding of the 

varieties of human error, and the conditions likely to promote them (Reason, 1990).  

 

If factors of human error are identified in incident investigation, the organisation can use 

this information to provide solutions which can predict or prevent similar further errors, 

and make changes which maximize performance, rather than set people up to fail 

(National Patient Safety Agency, 2004). While human error may directly precede the 

incident, health care occurs in dynamic and complex environments characterised by the 

interaction of a diverse range of factors, and there are often entrenched systematic factors 

at work (Institute of Medicine, 2000; Sharpe, 2003). In the exploration of and the 

mitigation against these systemic factors, a comprehensive process of incident 

management needs to be undertaken. 

 

There are seven distinct stages in the incident management process (National Patient 

Safety Agency, 2004). These stages are as follows:  

 

1. Identification that a patient safety incident has occurred 

2. Notification that a patient safety incident has occurred  

3. Determination or prioritisation of which incidents require investigation  

4. Gathering information about the patient safety incident from the staff involved 

and from the patient’s clinical record  

5. Mapping the sequence of events which preceded the occurrence of the incident 

6. Analysis of the information gathered to develop causal factors 

7. Development of recommendations to minimise the opportunity for the incident to 

occur again.  

 

The same process of incident management was undertaken for all the eight actual patient 

histories, which describe patients’ predicaments and health professionals’ failure to rescue 

patients from risk incidents, which occurred on a hospital ward during the course of this 

research. The specific details of investigation and management for Patient History 1 is 

provided as an example of the method used to investigate all eight patient histories. In 

response to Patient History 1, failure to respond, Mr R., the staff on the ward had undertaken 
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the first two steps. They recognised that an incident had occurred which placed a patient at 

risk, and they had notified senior staff through the incident reporting system. Following 

these two steps I undertook the remaining five stages of the incident management process. 

Each stage is now described in detail below. As the staff had completed the first two 

stages, the description of the method of incident management will commence with stage 

three.  

5.4.1 Stage three: Determination of which incidents require investigation 

 
Following the recognition and the notification of an incident, the next stage in incident 

management is to determine which incidents require investigation. Two main components 

of the incident are considered when determining which incidents to investigate. The first 

consideration is the level of harm to the patient. The incident forms in my organisation, in 

use at the time of study, contained a ‘severity index’ indicative of the level of harm to the 

patient, which are detailed in Table 4 below.  

 

Table 4. The severity index in use at the time of the study 

 

Severity index Patient outcome 

Level one No adverse outcome 

Level two Minor adverse outcome 

Level three Major adverse outcome 

Level four Severe adverse outcome, including patient 
death 
 

 

At the time of writing, a new system is now in place for the assessment of the severity of 

incidents. The NSW Department of Health policy on incident management lists the most 

severe incidents, and those which result in the greatest harm to the patient, as a Severity 

Assessment Code (SAC) of one (1), and minor incidents receive a SAC of four (4) (NSW 

Department of Health, 2005). As I outline on page 41, incident reporting across NSW 

Health institutions is now standardised through the use of an electronic incident 

information management system (IIMS), and includes this current scoring system. 

However, this system was not operational at the time of my research and a severity index 

of ‘4’ (four) was the most severe, indicative of poor patient outcome or death.  
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The second factor in the determination of which incidents to investigate is the potential 

for learning. Would investigating these incidents provide additional information to the 

organisation to prevent them from happening again? The Failure to Rescue incident 

described in Patient History 1, Mr R., was allocated a severity index score of 3 (three), 

indicating that the patient suffered a major adverse outcome as a result of the failure to 

respond to his deteriorating condition. Severity index 3 and 4 incidents were routinely 

investigated at the time of the study. 

5.4.2 Stage four: Gathering of information 

 

The next stage in incident management involves the gathering of information which 

pertains to the incidents. For Patient History 1, information was gathered from a variety of 

sources including Mr R.’s health care record, diagnostic test results, the incident form 

submitted, and the staff directly involved in his management. Information was also 

obtained by the review of the protocols and policies utilised at the time of Mr R.’s 

admission.  

 

Interviews were held with key staff members in order to establish what had happened and 

why it had happened. The interviews established the role of the person being interviewed, 

a record of their actions and a chronology of events as they saw them. I carried out the 

interviews and the questions asked were open-ended questions, requesting staff to talk 

through the key stages of the patient safety incident as they saw them. Additional sources 

of information gathered included the switchboard records in order to establish who was 

contacted and at what time, and the accreditation of staff who conduct electro-

cardiograms (ECG) for patients. 

5.4.3 Stage five: Mapping the events 

 
The fifth stage of incident management involves mapping the events in order to establish a 

timeline. In relation to Mr R., key components of his hospitalisation, clinical condition and 

care provided were mapped in a chronological order to create a timeline.  Establishing a 

timeline allowed information gaps to be identified along with any critical problems which 

arose in the delivery of his management. The timeline mapping the events of Mr R.’s care 

have been provided in Diagram 3 below.  
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Diagram 3. Timeline, mapping the events of Patient History 1. 

 

 

5.4.4 Stage six: Analysis of the information 

 
Once a timeline is established, the information gathered is analysed in order to identify 

underlying causes and contributory factors to incidents. In all, six key contributory factors 

were utilised to allow for a detailed analysis of the incidents. They are presented in Table 5, 

along with the questions asked in order to explore the contributing factor. Not all of these 

factors are contributors to every incident, instead, but they provide a guide to incident 

analysis to avoid immediate and obvious conclusions about why an incident occurred.  

 

Table 5. Key contributory factors explored in Patient History 1 

 

Contributory factor Exploration of factor 

Patient factors Did the patient’s age, co-morbidities or treatment 

contribute to the incident? 

Education and training What training is available in patient assessment? 

2330HRS
Post-Operative

Day Two.
Patient complains 

of chest pain.
Oxygen (02)

therapy applied.

Registrar 
contacted.
0000 HRS

Orders ECG and 
morphine over 

the phone.

0030HRS
ECG attended.

Morphine 
administered.

Pain relieved.

0230HRS
Patient complains 

of further chest 
pain.

Registrar 
contacted, orders 

blood test, 
morphine & 

Mylanta.

0245HRS
Blood tests 
attended. 

Morphine and 
Mylanta 

administered.

0345HRS
Blood test 

results 
relayed to 
registrar. 

Informed that 
patient now 
pain free.

0500HRS
Patient’s 

physiological 
parameters 

deteriorating.

0600HRS
Patient 

complains of 
further chest 

pain.
Registrar 
contacted, 

orders further 
blood tests.

0700HRS
NUM initiates 
cardiac arrest 

call.
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What training is available for responding to 

deteriorating patients? 

Policies and 

procedures 
Were there any documented and available policies on 

the management of deteriorating patients? 

Was there a documented protocol on whom to call 

and when, if a patient is deteriorating? 

Communication Was there inadequate, ineffective or incomplete 

communication pertaining to the patient’s condition? 

Resources Were there adequate resources including equipment 

and staff available to assess the patient and provide 

intervention? 

Working environment What else was happening on the ward at the time of 

the incident? 

Were there significant distractions or interruptions? 

 

 

The information gathered during the above three steps was utilised to construct a cause 

and effect diagram or Ishekawa diagram. The Ishekawa, or cause and effect, diagram is an 

effective tool for the organisation and categorisation of ideas by displaying graphically  an 

organised list of possible causes, solutions or factors, focused on the identified problem 

being examined (NSW Department of Health, 2002). The Ishekawa, or cause and effect 

diagram for Patient History 1, allowed for a multifactorial exploration of contributory 

factors to the incident. Diagram 4 depicts the contributory factors to Patient History 1.  
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Diagram 4. Cause and Effect Diagram for Patient History 1 

 



92

5.4.5 Stage seven: Development of recommendations 

 
The final stage of incident management is to develop recommendations to prevent the 

occurrence of similar incidents in the future. The recommendations in this research from 

Patient History 1, Mr R., were derived after analysis of both the timeline and key gaps and 

problems in Mr R.’s episode of care. The full findings of the incident investigations are 

detailed below. They included issues of communication, in which the nurse did not 

adequately relay the seriousness of Mr R.’s condition to the doctor and the lack of 

response by the doctor despite frequent phone calls for assistance. There was also a 

subjective, personality dependant system of communication present, in which nurses 

expressed reluctance to contact certain doctors, and doctors were reluctant to respond to 

certain nurses. At this stage of the research, the incident findings were presented to all the 

staff on the ward, both medical and nursing, in order to discuss the contributory factors 

and determine whether they agreed with the underlying causes of the incidents. The results 

were also discussed with staff so that they could contribute to discussions about possible 

solutions to the identified problems. Once the recommendations were made, focus groups 

were established to plan the implementation of these recommendations in order to prevent 

similar incidents from occurring in the future.  

 

This concludes the description of incident investigation which was undertaken for each of 

the eight actual patient histories. Mr R., Patient History 1, has been used as an exemplar of 

how incident investigation occurs. The following section describes the establishment of 

focus groups which were used to explore the issues under examination in this research. 

Following the method of focus groups, the PDSA Cycles, for Study One are presented in 

full.  

55.5 Focus Groups  
 
Focus groups can be defined as a discussion in which a small group of people, under the 

guidance of a facilitator, discusses topics selected for investigation (Howard, Hubelback, & 

Moore, 1989). Essentially, each focus group established, in the course of this research, was 

predicated on small PDSA Cycles. Following the summary of the PDSA Cycles for the 

establishment of the focus groups, each step is presented in greater detail. 
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PLAN: each group was planned following either a clinical incident on the ward or to seek 

clarification for information.  

DO: the focus groups were conducted. 

STUDY: the results of the discussion from the focus groups were studied to determine 

whether additional information was required or alterations to questions for the next focus 

group were required.  

ACT: The results of the discussion were fed back to staff involved. Any alterations to 

questions were carried out following feedback sessions with the staff.  

5.5.1 PLAN: Plan the focus groups 

 
Three key factors were considered in order to plan the focus groups. These factors 

included: who should attend the focus groups; how many participants should attend; and 

how frequently should the meetings be held? In order to determine who should attend, it 

was decided that there would need to be a range of meetings with the various staff 

members involved in patient care on the ward. Firstly, it was determined that the nursing 

staff on the ward, both the reporters of the incidents of failure to respond and those involved 

in the failure to recognise patient deterioration, should attend. Several focus groups were 

arranged to discuss the findings of the incident investigation, as outlined above, and 

groups were also established to discuss the range of possible solutions to prevent the 

incidents from recurring. Meetings were scheduled for 1430 hours, as this was when there 

was an overlap of staff from the morning to the afternoon shift. This allowed for staff to 

participate in the discussion in an uninterrupted environment since additional staff were 

available to provide patient care. 

 

Focus groups with medical staff were also planned. A specific group was established with 

senior medical staff to discuss both the findings of the incident investigation and the 

recommendations to prevent the incidents from recurring. Eight senior surgeons attended 

the two scheduled meetings. Meetings were also planned with the junior medical staff, 

both residents and registrars, to discuss the implementation of possible solutions to the 

problems identified as contributory factors to the incidents. Six junior medical staff 

attended the four meetings scheduled.  
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Meetings were conducted with nursing staff over a two-year period in total. Initially 

meetings were held on a fortnightly basis for four months during the implementation of 

recommendations and continued on a monthly basis for the next twelve months. 

Intermittent meetings were held for the second twelve-month period. As a result of the 

analysis of some of the data from the focus groups, specific meetings were scheduled with 

new graduate and reconnect nurses16

5.5.2 DO: Conduction of the focus groups 

 in order to determine whether there were any 

differences in their responses to those of more experienced nursing staff.  

  

I facilitated the focus groups with nursing staff on the ward. Ground rules were established 

by the staff at the commencement of the groups. These included: 1) the respect of each 

other’s opinions; 2) not to judge the opinion of others; 3) to listen to the opinion of others; 

4) not to discuss information outside of the group and; 5) not to interrupt when someone 

else was speaking. An agenda was established prior to the meetings, so that staff were 

prepared for the discussions. The meetings were scheduled for one hour duration and the 

majority of meetings lasted forty-five minutes to one hour. Information from the focus 

groups was hand written by my then supervisor, or a colleague familiar with the ward, if 

my supervisor was unavailable.   

5.5.3 STUDY: Analysis of the data 

 
All the data from the focus groups were typed up following the conclusion of the meeting 

and then summarised into a format which could be presented back to the staff who had 

participated in the meeting.  

5.5.4 ACT: The redirection of information back to staff 

 
Following each of the focus groups, the summarised information was presented back to 

the staff at the commencement of the next focus group in order to ensure that they agreed 

with the information recorded and that the key phrases and concepts were accurate. If 

there were no members of the previous focus group present, the information would not be 

discussed, instead it would be discussed with the individuals at a later time. However, this 

was rare since the Nursing Unit Manager, Clinical Coordinator and several Clinical Nurse 

16 Nurses who had recently returned to the workforce following a lengthy absence
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Specialists primarily worked during the week and several were present at almost every 

meeting.  

 

55.6 My Management of the Incidents 
 
The fundamental premise of clinical incident management is to determine whether the 

incident could have been avoided and what recommendations might be made which would 

minimise the opportunity for a similar incident to recur. As previously described, incident 

management includes a review of the patient’s notes, which includes a time line of the 

patient’s clinical condition and events, and interviews with staff directly involved in the 

clinical incident. As the following reviews pertain to Patient Histories 1, 2 and 317

  

, it is 

suggested to the reader that these patient histories are re-consulted prior to reading about 

the reviews of these incidents.  

5.6.1 Review of Patient History 1: Failure to respond to Mr R.  

On investigation, several facts were discovered about this incident. Firstly, the medical 

registrar stated that he had no idea that Mr R. was “so sick”. He had not been advised that 

Mr R. had an elevated heart rate, an elevated respiratory rate and a decreased blood 

pressure. He stated that he was not given information about the patient’s observations or 

results of the ECG, he was only informed that the patient had chest pain and that it was 

relieved by Mylanta (see glossary). After discussion with the nursing staff involved, it was 

discovered that the nurse caring for Mr R. overnight was a new graduate nurse. She had 

relayed her concerns to the nurse in-charge of the shift who considered that the new 

graduate nurse was “coping” with the situation. The nurse in-charge did enquire, of the new 

graduate nurse, about the ECG. She specifically asked “How did the ECG go?” To which the 

new graduate replied, “It went fine”. The new graduate nurse had not performed an ECG on 

her own before and thought that when the nurse-in-charge asked her how the ECG went, 

that she was being asked whether she had performed the task competently and not what 

the results were. On receiving the assurance that ‘it went fine’, the nurse in-charge thought 

that it meant that the result for the patient was fine, and that the patient had a normal 

17 The patient histories are located on page 15. 
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ECG. This confusion resulted in the patient’s abnormal ECG neither being reviewed by 

senior nursing staff on the ward nor relayed to the medical registrar.  

 

A further issue identified in the incident investigation was the failure of the nursing staff to 

elevate their concerns to a more senior member of staff. Mr R.’s Visiting Medical Officer 

(VMO) was not contacted at any stage. After discussion of the incident with the patient’s 

VMO, he stated that, had he been aware of the patient’s clinical condition, he would have 

attended the hospital to review him, or would have discussed the patient with the registrar 

and insisted that the registrar review the patient.  Both of the nursing staff said that it was 

not their responsibility to contact the patient’s VMO, instead the registrar should have 

done this. The patient was transferred to the ICU and spent 27 days ventilated following a 

massive myocardial infarction.  

 

Could this incident have been avoided? The patient certainly may have progressed to a 

myocardial infarction regardless of when intervention occurred. However, according to the 

cardiology team who managed Mr R. after he was transferred to the ICU, the severity of 

his condition when admitted to ICU could certainly have been avoided. This incident 

clearly demonstrated failure to respond to a patient at risk. It can of course be argued that the 

medical officer should have come to review a patient with chest pain and that this 

condition should always warrant a review by medical staff, regardless of what information 

is relayed to them. However, this did not occur. The registrar based his decision to review 

the patient on information relayed to him by the nursing staff. 

 

5.6.2 Review of Patient History 2: Failure to recognise Mrs D.  

This incident highlighted the careful documentation of a patient’s deterioration over many 

hours prior to her presentation to the operating suite. It demonstrated that a failure to 

recognise the slow and steady deterioration in physiological parameters was clinically 

significant for the patient. These parameters indicated that Mrs D. was acutely unwell. Her 

symptoms included and abnormal heart rate, blood pressure, respiratory rate, urinary 

output and oxygen saturations. None of these signs of clinical deterioration triggered any 

recognition by the nursing staff that Mrs D. was at risk. The members of nursing staff  

caring for her over the course of her inpatient stay ranged from new graduate staff to 

senior members of nursing staff with over ten years experience caring for surgical patients. 
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Therefore, it did not appear to be a problem related to the seniority of staff caring for the 

patient nor their ability to identify a patient at risk. 

 

Could this incident have been avoided? There is little doubt that an elderly patient 

presenting with a traumatic injury such as fractured neck of femur is at increased risk of 

suffering a myocardial infarction. This was especially so for the patient, who spent a 

considerable amount of time at the bottom of her stairs until found by her neighbour. Mrs 

D. could certainly have died regardless of early recognition and treatment. However, had 

the deterioration been recognised earlier, she would most certainly not have been 

transferred acutely unwell to the operating suite with such low blood pressure that her feet 

required elevation. Arguably too, the treating team should have reviewed her at the end of 

the day when her surgery was cancelled. However, this did not occur and they were never 

contacted by the nurses to review the patient.  

 

5.6.3 Review of Patient History 3: Failure to communicate Mr S.  

On investigation, the registrar stated that he had no idea that Mr S. had deteriorated. He 

told me that he had been informed by nursing staff that Mr S. was a bit worse than he had 

been during the morning round, and that the nursing staff member stated to him that the 

patient was “going off”. Given this information, the registrar assumed that the patient was 

increasingly confused and that serenace or haloperidol, (a drug used to treat mental 

illnesses such as schizophrenia and mania, or severe anxiety, tension or excitement and 

severe agitation, hyperactivity or aggression in patients with mental or emotional illness) 

was appropriate in this clinical setting. ‘Going off’ in the registrar’s opinion was a reference 

to Mr S.’s psychological status and not his physical status. The nursing staff agreed that 

they had informed the registrar that the patient was “going off”, but that they were referring 

to the fact that the patient’s physiological parameters, which demonstrated his clinical 

condition, were deteriorating and not the patient’s psychological status.  

 

Could this incident have been avoided? It could be argued that the registrar should have 

sought clarification about what the nurse was referring to prior to him ordering any 

medication over the phone. Also perhaps the nurse should have explained the patient’s 

clinical condition, rather than using an expression which was open to misinterpretation by 

the registrar. However, the registrar did not seek clarification, but instead ordered the 
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medication based on an interpretation of what the nurse told him, and the nurse did not 

objectively communicate the patient’s condition.  

 

This concludes the discussion on my management of the incidents described in Patient 

Histories 1, 2 and 3. As described above, focus groups were established to discuss these 

incidents with staff. The information gathered during the focus groups will now be 

presented under the headings failure to recognise and failure to respond.  

 

55.7 Results of Focus Group discussions 

5.7.1 Failure to recognise 

 

Following my initial garnering of the facts described above, the Failure to Rescue 

incidents in Patient Histories 1, 2 and 3 were discussed with the staff in focus groups to 

determine the exact nature of the problem and why these incidents might have occurred. 

At this stage of the discussions, I did not inform the nurses that the patient histories were 

actual cases which had occurred on the ward. Instead, I presented the general concepts 

which had emerged from my investigation into these patient histories. Data from these 

focus groups, demonstrated that nursing staff clearly identified that a problem existed. The 

nursing staff acknowledged that Patient History 2, failure to recognise Mrs D., demonstrated a 

problem with the recognition of a deteriorating patient. They collectively agreed that 

something should have been done for Mrs D., “They should have called someone”. The nurses 

inquired as to whether it was a junior member of staff who was involved in caring for the 

patient. When advised that it was several experienced staff who had cared for Mrs D. over 

the course of her admission they were more strenuous in their statements that something 

should have been done, “It makes it even worse that they didn’t call anyone”. However, when the 

nursing staff were informed that the patient history was based on a real situation, and not a 

fabricated one, some became less adamant and started to rationalise the behaviours, saying 

that there was a high likelihood that extenuating circumstances were present which 

prevented staff from recognising and calling for help for a deteriorating patient. “Maybe they 

were really busy”, “They probably thought the team was on the way soon”. 
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5.7.2 Failure to respond 

 
Nursing staff stated that Patient History 1, failure to respond to Mr R.’s complaints of chest 

pain, was a problem which they encountered regularly. They expressed frustration about 

obtaining assistance from medical staff for definitive management for deteriorating 

patients. “You can call over and over again, and they still won’t come”, “They spend all day in theatre18

 

 

and the patients on the ward suffer”. “We’re meant to be the patient’s advocate, but they don’t always 

listen to us”.  

When they were asked what other courses of action might have been taken to obtain a 

response for the patient, including contacting the patient’s VMO, nursing staff, both senior 

and junior, stated categorically that it was not their responsibility to contact the VMO. “It 

really should be up to the registrar to contact the VMO - they don’t want to hear from a nurse in the 

middle of the night”; “they will want the facts from the registrar”. When asked if they thought that a 

VMO would want to hear from nurses in the middle of the day, and whether they would 

call a patient’s VMO if the patient required assistance, one nurse stated: “it depends on who it 

is- but I would always call the resident medical officer first”. The nurses expressed the view that 

they would contact some doctors but not others. One nurse stated that, “when I called the 

surgical registrar he was in theatre and said that unless the patient was dying then stop bothering him. I 

wouldn’t call him again- unless of course a patient was dying!” Similarly, when questioning the 

medical staff on what would make them respond to a nurse who had called, several of 

them stated, “well, it depends on who it is”. 

 

Both the medical and the nursing staff demonstrated that there was a subjective and 

personality based approach to communication about a patient’s condition. One registrar 

said “One of the girls is a very good nurse, so of course if she called and was worried I’d come straight 

away, but a few of the nurses call you several times a day for ridiculous things – one of them rang me three 

times one day last week to see if I had seen the patient’s sheepskin when I did my rounds- so I’m not 

inclined to respond to her in a hurry!” Several nurses reported the fact that they did not think 

that the doctor trusted their judgement, that their opinion was not respected and that 

sometimes they thought they were “begging” the medical staff to attend to a patient. “I was 

looking after patients when half these guys were still in high school, and you have to convince them that you 

know what you’re talking about - it’s a joke”. The medical staff also cited examples of when they 

18 ‘Theatre’, is a term often used by clinical staff to refer to the operating suite.



100

had responded to nurses’ requests to review patients and the nurses did not provide them 

with assistance. One registrar stated that when he had attended to a patient and requested a 

nurse’s assistance he was told by the nurse, “I’m just babysitting the patient, he’s not mine- you’ll 

have to speak to the nurse looking after him when she gets back from tea”.  

5.7.3 Summary of issues in the cases involving failure to recognise and 

respond  

 

The issues and beliefs which were identified from the focus groups on failure to recognise and 

failure to respond can be summarised as follows:  

 

Nursing staff believed that Patient History 1 was not an isolated incident and they 

were frustrated about the lack of response at times to their calls for assistance.  

Nurses believed that it was more likely that a junior or less experienced nurse 

would fail to recognise the deterioration of a patient but could rationalise 

behaviours if a senior nurse failed in the same way.  

Medical staff thought that at times nurses would not assist them with a patient, 

when the patient in question had not been allocated to the particular nurse. 

Nurses did not think that it was their responsibility to contact the patient’s VMO, 

especially in the middle of the night. 

There was a personality aspect involved that meant both nurses and doctors were 

subjective and selective in terms of who they would call, and whether they would 

respond. 

 

In relation to the final point, the introduction of this personality aspect, which led to 

subjectivity in relation to the decision to make or to respond to a telephone call, was 

explored in more detail in subsequent focus groups and the results are discussed below.  

 

5.7.4 Communication 

 

It was evident from the focus group discussions, which related to the review of the patient 

histories, that a fundamental problem existed with the communication which pertained to 

a patient’s condition. The communication between medical and nursing staff was 
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subjective and personality based. Several focus groups with the nursing and medical staff 

highlighted this fact. When both the nurses and doctors were asked what would prevent 

them from calling, or prevent them from responding to a call to respond to a deteriorating 

patient both groups stated, “It depends who it is”. In this response, ‘who’ refers to the 

member of the medical or the nursing staff. 

 

Discussions around Patient History 3 demonstrated clearly that the actual language used by 

staff, which pertained to a patient’s condition differed between medical and nursing staff. 

In a focus group with medical staff, which inquired into what they wanted or needed, or 

both, to hear about a patient’s condition in order to engender a response, they responded 

that they wanted ‘numbers’, that is a fact based response. One registrar stated, “don’t tell us 

what you think or how you ‘feel’ about a patient – tell us what is actually going on with the patient”. 

Therefore, there appeared to be a divergence between what the medical staff wanted to 

hear about a patient’s condition and how the nursing staff communicated this information. 

For example, nurses were less inclined to use physiological parameters and utilised terms 

of their own which were not necessarily known to the doctors. For example, when they 

were asked collectively in a focus group, the nurses all agreed that to them ‘going off’ 

referred to a patient’s physiological parameters and not a patient’s psychological state.  

 

Therefore, the communication problems identified in the focus groups can be summarised 

as follows:  

The language used to communicate a patient’s condition was divergent, that is, 

terminologies and phrases were used and interpreted differently between nurses 

and doctors. 

The nursing staff communicated the patient’s condition based often on their 

feelings, and used words and phrases which were misinterpreted by medical staff. 

Medical staff would respond to numbers and facts about the patient’s condition. 

The decision to communicate was subjective and personality based, dependent on 

who called, how well they knew the nurse or doctor and previous interactions with 

the staff in question, both positive and negative.  

 

The final issue which was explored in these focus groups pertained to the nurses’ 

responsibility to change the current situation. One in which Failure to Rescue incidents 
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continued to occur. This issue was explored in order to develop recommendations to 

prevent further Failure to Rescue incidents.  

5.7.5 Responsibility for change 

 
The nurses were asked to discuss possible solutions to the issues raised, and to develop 

recommendations to prevent further Failure to Rescue incidents. However, at this stage 

of the discussions, the nurses did not think that it was their responsibility to alter the 

current situation and implement a system. They believed that by reporting it to senior 

management, something would be done to alter the current situation. They did think that it 

was their responsibility to alert someone else about the problem so that someone else 

would do something about the problem, but did not see it as their responsibility to develop 

and implement a solution to the problem. This was evident in the following quotes. “We 

report the incidents when we see a problem – someone needs to speak to doctors and make them listen to us 

when we are concerned about a patient”, “we can’t change what the doctors do”, “if they [the doctors] 

don’t come – we make sure we document it in the patient’s notes as well as an incident form”. This 

demonstrated that the nurses recognised a problem existed but this recognition had not 

resulted in any improvements to date. 

 

5.7.6 Conclusion from focus group discussions on incident reviews 

 
The information gathered from the focus groups, concentrating on Patient Histories 1, 2 

and 3, demonstrated several factors which contributed to Failure to Rescue incidents and 

several obstacles to the possible implementation of a set of practice changes to ensure 

similar incidents could be avoided in the future.  

 

Nursing staff did recognise that a problem existed, and their reporting of the incidents of 

failure to respond was evidence of this. They also acknowledged that failure to recognise 

incidents did occur and that a response for these deteriorating patients should be requested 

by nurses. Information from the focus groups clearly demonstrated deficiencies in the 

current systems of the communication of a patient’s clinical condition. In short they were 

subjective and personality based. Nursing staff did not think that it was their responsibility 

to call the VMO for a deteriorating patient, neither did they think that it was their 

responsibility to alter the system. Thus, a solution to resolve these issues was essential in 
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order to mitigate patient risk. In my role, as the nurse manager responsible for patient 

safety, I explored several options to address the issues with nursing and medical staff in 

order to work with them collectively to minimise future Failure to Rescue incidents.  

55.8 Addressing Failure to Recognise-PDSA Cycles one and two 

5.8.1 PDSA Cycle one: The identification of an objective measure of a 

patient’s clinical condition 

 
Several solutions were explored to determine the best way to address failure to recognise 

patients at risk. An objective measure was required so that the ability to recognise 

deterioration and to request a response was not dependent on the level of experience of 

the staff recording the observations and caring for the patient, but on the level of risk to 

the patient. One means of identifying the level of risk to a patient is a score, which is 

calculated on the patient’s physiological parameters. The benefit of the utilisation of a 

score is that it identifies patients who are deteriorating, which results in detection of these 

high-risk patients (Goldhill et al., 1999). Whether early intervention will improve outcome 

is not conclusively proven. However, the method of the communication of a patient’s 

condition on the ward in this research was demonstrated to be clumsy and subjective. A 

score provides an objective measure of the patient’s clinical condition and the level of risk. 

Therefore, a scoring system, as outlined in Chapter Three page 44, was deemed to be an 

achievable means for staff to quantify the risk which the patient was facing, as a result of 

the deterioration of physiological parameters.  

 

5.8.1.1 PLAN:  

A literature search was undertaken to gather information on the various scoring systems 

available. This search yielded two scoring systems which might be appropriate for the 

clinical setting under study. They included the PART (patient at risk team) score and the 

MEWS (modified early waning score). The PART score was utilised in a large-scale study 

at The Royal London Hospital, in which physiological variables were collected on 433 

patients (Goldhill & McNarry, 2003). These physiological variables were converted to a 

PART score. The intensive care outreach service at The Royal London Hospital responded 

to deteriorating patients when their physiological parameters indicated that the patient was 

at risk based on their PART score. Thirty days after the PART scores were calculated, 
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follow-up information on the patient’s outcome was obtained via a computer tracking 

system (Goldhill & McNarry, 2003). The MEWS was studied in Wrexham Hospital to 

determine whether a MEWS was indicative of patient outcome (Subbe et al., 2001).  

 

A replication of The Royal London Hospital study method was planned to determine the 

most appropriate scoring system to be used in the clinical setting under study in my 

research. Essentially, this involved the recording of patient observations for all inpatients 

on a given day, the calculation of the patient observations to a PART score and a MEWS, 

and then the determination of the patients’ outcomes 30 days later19

 

. In the two weeks 

before the ‘snap shot’ study, a widespread communication plan about the study was 

implemented. This involved email notification to all ward Nursing Unit Managers, direct 

communication to senior medical staff at grand round meetings and notification in the 

hospital newsletter. 

On the day of the ‘snap shot’ study, the nursing and medical staff, who were participating 

to gather the information as researchers, met at 0800. A data-recording sheet was supplied, 

along with a list of the current inpatients who met the criteria for inclusion. The staff 

collecting information were instructed to record the patient’s observations on the data-

recording sheet. If a patient had had their clinical observations recorded in the two hours 

prior to the researcher arriving on the ward, then the researcher was instructed to 

transcribe the clinical observations onto the data-recording sheet. If the patient had not 

had their observations recorded in the preceding two hours, then the researcher was 

instructed to take the clinical observations of the patient. If a researcher found any patient 

to be at significant clinical risk as a result of the clinical observations taken, the researcher 

was instructed to notify the member of nursing staff caring for the patient and the patient’s 

admitting medical team. On the day of the study physiological variables were collected on a 

total of 358 patients.  

 

19 This was a large scale organisational study. Since each patient in the organisation was visited by researchers 
on the day of the study in order to record the patient’s observations, additional information was collected 
about the patients for the Quality Unit, in which I was working. This information was an adjunct to the 
purpose of the study in my research. The additional information gathered included the type and the duration 
of antibiotic therapy which a patient was on, and the type and the duration of any indwelling devices. The 
collection of this information was also included in the application to the HR&EC. The information was 
utilised by the Anaesthetic Department and Infection Control Department for a quality improvement project. 
This information will not be discussed in this thesis, as it did not directly relate to my research.  
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55.8.1.2 DO:  

On August 21 2003, physiological variables were collected by a team of nurses and resident 

medical officers for all in-patients in the organisation in this research. Excluded from the 

study were paediatric patients (as their physiological parameters differ from those of 

adults), patients admitted to the Mental Health Unit (as their admission was not as a result 

of illness reflected in physiological parameters20

1. Respiratory rate; 

) and patients in the Intensive Care Unit (as 

they were deemed to be receiving maximum treatment). The variables collected included:  

2. Heart rate; 

3. Systolic blood pressure; 

4. Temperature; 

5. Level of consciousness; 

6. Oxygen Saturation.  

 

Data were collected on 358 patients. Each patient’s physiological parameters were 

converted to the PART score according to The Royal London Hospital Study (Goldhill & 

McNarry, 2003). The physiological parameters were also converted to a MEWS (modified 

early warning score), established in the Wrexham study for MEWS (Subbe et al., 2001), 

detailed in Chapter Three page 45. Each of the scores was entered into a purpose built 

database at the time of the ‘snap shot’ study.  

 

Following the approach of The Royal London Hospital study, a thirty-day review was 

conducted on all 358 patients by accessing the ATS (admission tracking system) in the 

organisation. Information, which was indicative of patient outcome, included: 

Discharge home; 

Still an in-patient; 

Death; 

Admission to the Intensive Care Unit (ICU); 

Admission to the High Dependency Unit (HDU). 

20 Mental health patients admitted to general medical and surgical ward areas were included, as their 
admission to these areas was as a result of a condition which could be reflected in physiological parameters.
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55.8.1.3 STUDY: 

The general results were tabulated first and are presented in Table 6 below. The table 

includes the general results of patients in the study compared to 30-day outcomes 

including death, ICU admission and HDU admission. Also included is the number and 

mean age of patients who died in the 30 days following the one-day snap shot study. The 

range is presented in brackets following the mean. 

 

Table 6. Results of patient outcomes in the snap shot study in my research 

 

 All patients 30 Day Mortality 

Number 358 19 

Mean Age 70.28 (16-101) 77.05 (48-90) 

Surgery this admission 112 6 

30 day HDU admission 23 2 

30 day ICU admission 6 1 

 

This stage of the PDSA Cycle, in order to determine which would be the most appropriate 

scoring system, involved comparing the results of the ‘snap shot’ study in this research to 

those from The Royal London Hospital study. As I have outlined in Chapter Three, the 

PART score is generated from the number of physiological abnormalities which the 

patient experiences. The higher the number of and the derangement of physiological 

parameters, the higher the PART score. These abnormalities were then compared to the 

patient outcomes in order to determine which abnormalities may be more indicative of 

adverse patient outcomes (Goldhill & McNarry, 2003). The results of the ‘snap shot’ study 

undertaken in my research and a comparison between the results of the PART study have 

been tabulated below, in Table 7.  

 
 
Table 7. Comparison between the results of The Royal London Study (RLS) with 

my research 

Table 7 outlines the number of physiological abnormalities recorded and the percentage of 

those patients who died within thirty days of the one-day study at The Royal London 

Hospital (Goldhill & McNarry, 2003) compared to the patients in my research. 
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Number of 
abnormalities 
recorded 

Number of 
patients 
(RLS) 

Number of 
patients (my 
research) 

30-day 
mortality (%) 
(RLS) 

30-day mortality 
(%) (my research) 

0 139 115 0.7% 1.7% 

1 160 148 4.4% 2.0% 

2 87 71 9.2% 11.3% 

>/=3 47 24 21.3% 25% 

 

 

In addition to the comparison between physiological abnormalities recorded in The Royal 

London Hospital study, results from the ‘snap shot’ study were also compared to that of 

the MEWS criteria, described in Chapter Three, 45. The study conducted by Subbe and 

others (2001) demonstrated that a MEWS >/= 5 was associated with the following 

endpoints: increased risk of death; ICU and HDU admission; or cardiac arrest. In the 

replication of the study by Subbe and others in my organisation, there was difficulty 

obtaining a complete data set about cardiac arrests. There was an incomplete central data 

repository, and disparity existed between the areas which collect this information. In 

critical care areas, such as the ICU and operating suite, if a patient experienced a cardiac 

arrest, then a cardiac arrest team would not be called since there was sufficient expertise in 

the staff present to provide advanced resuscitation for the patient. In the acute ward 

setting, there was not sufficient expertise and, in the event of a cardiac arrest, a specialist 

team would be paged. The standardised documentation collected by this team was 

forwarded to the central repository after the resuscitation. Therefore, the repository 

contained an incomplete data set. Despite the incomplete data set, a comparison between 

the results of the MEWS study and the results from the ‘snap shot’ study was conducted. 

This comparison is presented in Table 8 below. 
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Table  8. Comparison between the results of my research with the MEWS study in 

Wrexham 

 

MEWS 
calculated, 
based on 
physiological 
parameters 
collected 

no. of 
patients in 
Wrexham 

no. who 
reached 
endpoint in 
Wrexham 

% who 
reached 
endpoint in 
Wrexham  

%who 
reached end 
point in my 
study 

0-2 308 33 7.9% 10.7% 

3-4 43 6 12.7% 14.0% 

>/=5 7 2 30% 28.6% 

 

In comparison, the results from both The Royal London Hospital Study (Goldhill & 

McNarry, 2003) and the MEWS study in Wrexham (Subbe et al., 2001) established 

evidence that some form of scoring system could be applied to the patient population in 

the area under study in my research. The acuity of the patients in both The Royal London 

Hospital Study (Goldhill & McNarry, 2003) and the MEWS study in Wrexham (Subbe et 

al., 2001) was similar to that of the patient population in the ward under study in my 

research. There was an expectation that, as these scoring systems were able to flag high-

risk patients, the utilisation of the scoring system would garner the same results for the 

patients in the ward in my research.  

 

55.8.1.4 ACT: 

The results of this ‘snap shot’ study were presented to both the medical and nursing staff 

in focus groups on the ward. Following a discussion of the results, the staff decided to trial 

the implementation of the MEWS as the score in order to enable the recognition and 

communication of the patients’ level of risk. Along with the results of the patient 

outcomes there were several other factors which required consideration when the most 

appropriate scoring system was selected. These factors included: 1) the ability for staff at 

the patient’s bedside to measure and calculate the score; 2) the requirement and availability 

of any additional equipment; and 3) the requirement for additional medical resources in the 

form of a critical care outreach team, to provide intervention for deteriorating patients.  
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The MEWS scoring system was found to have several advantages. Firstly, the scoring 

system required simple clinical criteria to be recorded at the patient’s bedside without the 

need for invasive monitoring, additional equipment, the expertise of senior nursing staff or 

prior knowledge of the patient’s condition. Secondly, by having a clear and agreed set of 

criteria, the medical staff could be assured that they would be called for quite specific and 

objective reasons for patients who were truly in need of intervention. Finally, the use of 

the MEWS to quantify a patient’s level of risk would serve to resolve the failure to recognise 

the patient’s deteriorating condition. In the event that a staff member did not think a 

patient was at risk secondary to their physiological parameters, the generation of a MEWS 

could act as a trigger to engender a response and treatment for the patient.  

 

In addition, the MEWS as a measure of a patient’s level of risk identifies early deterioration 

in the patient’s condition. It does not wait until the patient is critically unwell before 

generating a score which leads to intervention. My organisation did not have a medical 

emergency team or a critical care outreach team, the purpose and the function of which 

have described in Chapter Three on page 47. As the MEWS indicates early deterioration, it 

allows for intervention from the patient’s treating team, that is, intervention at this stage 

does not require specialist ICU intervention. This is an advantage, since the treating team 

is familiar with the patient’s overall management plan, and additional ICU resources are 

not required to implement this system.  

 

5.8.2 PDSA Cycle two: The documentation of a patient’s MEWS 

55.8.2.1 PLAN: 

A requirement for a system for the recognition and the management of deteriorating 

patients to be successful was the necessity for staff to calculate the MEWS when 

physiological observations were taken. All patients on the ward under study had routine 

observations recorded in the morning at around 1000 hours. It was decided, by the nurses 

on the ward, that this was an appropriate time at which a MEWS should be routinely 

calculated. In addition to a routine daily calculation, it was also decided to calculate a 

MEWS for all post-operative patients, all patients on admission, including transfer from 

the ICU or HDU, and patients who returned to the ward from invasive procedures, 
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including the endoscopy suite and radiology department, as it was deemed that this is when 

patients could be at risk of deterioration.  

 

55.8.2.2 DO: 

A specialised form was developed by staff on the ward, which contained the MEWS 

calculation table and a space to document the patient’s MEWS when physiological 

parameters were taken. The trial form was implemented over a four-week period. 

 

5.8.2.3 STUDY: 

At the completion of the four-week trial, I conducted a retrospective chart review to 

determine the level of compliance with the form. This review demonstrated that, whilst 

compliance with calculating patients’ MEWS was high (96%), compliance with the form 

was poor (23%). Instead of utilising the specially designed form, staff referred to the form 

to allow them to calculate the score and then recorded the patient’s MEWS on the pre-

existing clinical observation chart. On discussion, the nursing staff thought that recording 

the observations in one place and calculating the MEWS in another resulted in a doubling 

up of work and documentation.  

 

5.8.2.4 ACT: 

This discussion led to an alteration in the form, with the MEWS calculation forming a 

reference guide for staff, and the requirement being for the MEWS to be recorded on the 

pre-existing clinical observation chart and not the newly developed MEWS chart. This 

diminished the doubling up of work and minimised the amount of forms in the patient’s 

clinical record. It also ensured that the recording of a patient’s physiological parameters 

would be centrally located on one chart, which reduced the requirement to review several 

charts in order to obtain information about a patient’s physiological parameters.   

 

5.8.3  PDSA Cycles three, four and five: Addressing the failure to respond  

 

The use of the scoring system, the MEWS, addressed the failure to recognise aspect of the 

documented Failure to Rescue incidents. The second element of the problem which was 
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identified through reviewing the patient histories and focus groups, was the medical staffs’ 

failure to respond and the reluctance of nursing staff to call more senior medical staff when 

such failures arose.  

 

The current practice of recording a patient’s physiological observations demonstrated there 

was no point scoring a patient’s condition if no action ensued. Attendance and decision 

making were also both vital. The second component of a system for the recognition and 

management of the deteriorating patient was deemed to be a protocol of appropriate 

response. Objective criteria for calling for assistance can empower ward staff to call more 

experienced staff to contribute to the identification and the management of patients at risk 

(Harrison et al., 2005), but this is not necessarily guaranteed. Thus, whilst the score 

provided an objective means of the communication of the patient’s condition to medical 

staff, a protocol for ensuring an appropriate and timely response to the score was also 

required. This protocol was developed in conjunction with both medical and nursing staff 

via PDSA Cycles. This protocol included the timing of the response, the level of staff 

required to respond and the requirement for escalation if a patient does not respond to 

initial treatment.  

 

Many response protocols require a critical care outreach team to provide intervention for 

deteriorating patients. A factor, which limits the success of these teams, is that the scoring 

system utilises late signs of clinical deterioration, that is, almost a pre-cardiac arrest 

situation. Patients in these conditions often require the expertise of critical care clinicians 

in order to reverse the patient’s clinical condition or to support the patient through the 

complication which has led to the deterioration.  The MET criteria can be looked upon as 

late signs of clinical deterioration. The SOCCER study (Harrison et al., 2005) suggests that 

early signs of critical illness are also predictive of a serious adverse outcome for the patient. 

I speculated that if the clinical criteria required to generate a score were to be early signs of 

deterioration, then the patient’s treating team should have the expertise to respond to the 

patient and to provide appropriate intervention and treatment. As there was no established 

MET team, nor the resources to establish one, this approach would ensure a response for 

a deteriorating patient, without the requirement for additional resources. 

 

As stated previously, the medical staff wanted to hear the facts about the patient, as they 

stated, “we want numbers”, and the use of the MEWS allowed for this objective means of the 
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communication of a patient’s condition. However, during focus group discussions some 

medical staff were also concerned that they would be called too frequently and be unable 

to respond in a timely fashion. They stated that, given their commitment to the operating 

suite, outpatient clinics and ward rounds across the organisation, receiving several calls a 

day would prevent them from completing their work and would result in a delayed 

response. They also thought that the reception of dozens of MEWS calls a day would 

diminish the importance these calls had to ensure the immediate intervention for patients 

at risk. Therefore, it was important to ensure that the trigger point for the response 

protocol was sensitive to the patient’s level of risk, but not so sensitive that it resulted in 

multiple calls on a daily basis. 

 

5.8.4 PDSA Cycle three: The determination of a trigger for the protocol 

 

55.8.4.1 PLAN: 

In order to address the concerns of the medical staff, that is, they would be called too 

frequently to the ward, and to ensure a patient’s risk would be responded to appropriately, 

a small prospective study was planned. This study aimed at the estimation of the amount 

of calls a treating team may reasonably expect on a weekly basis.   

 

5.8.4.2 DO: 

A prospective study was undertaken to measure the MEWS’ of patients on the ward for an 

eight-week period in order to determine the MEWS trigger point and to ascertain 

information on the frequency of calls which a treating team may receive. A staff member, 

under my direct instruction and supervision, collected 950 sets of observations from 

patient charts. These sets of observations represented fifty-nine post-operative patients in 

their first five post-operative days. Each of these 950 sets of observations was converted to 

a MEWS. If the patient’s score remained static throughout a twenty-four hour period, the 

MEWS was counted once in the final total of 322 MEWS scores.  

5.8.4.3 STUDY: 

There was a final total of 322 MEWS scores calculated. The results were reviewed in focus 

groups and they are tabulated below. 
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Table 9. Frequency of 322 MEWS’ over an eight-week period. 

MEWS  Number of observations 
calculated  

0 105 

1 133 

2 51 

3 23 

4 8 

>4 2 

 

On the ward there were four separate treating teams. Each team consisted of a group of 

subspecialty Visiting Medical Officers (VMO), a registrar assigned to the team and one or 

two junior medical officers. The junior medical officer could either be a resident or an 

intern (see glossary). With the information above, both medical and nursing staff agreed 

that the trigger score to activate the protocol in order to obtain a response should a 

MEWS of 4 or greater. Based on data generated during the prospective study, it was 

estimated that a score of 4, or greater, would result in the protocol being activated ten 

times in an eight week period. These ten estimated activations of the protocol were then 

analysed according to who the patient’s treating team was at the time the observations 

were recorded. The scores were divided amongst the teams, as is detailed below in Table 

10. 

Table 10. MEWS >/= 4 by treating team over an eight week period 

Treating team MEWS >/= 4 

Team one 4 

Team two 3 

Team three 2 

Team four 1 

 

55.8.4.4 ACT: 

Treating team one, the liver oncology team, whose patients generated the most MEWS of 

4 or greater, would be called on average once a fortnight, but the remaining teams less 

frequently. The teams were happy with this frequency, as they did not consider that the 

frequency of calls would be prohibitive for them to complete their routine work and would 
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allow them to respond to calls in a timely manner. It was also deemed that a patient’s level 

of risk with a MEWS of 4 or greater would require timely intervention, and that a score 

less than 4 did not indicate a level of risk which required immediate action. This correlated 

to the results of the study by Subbe and his colleagues (2001) in which a MEWS of 5 or 

greater was indicative of increased risk of cardiac arrest or ICU admission. Therefore, the 

score of 4 or greater to activate the early warning system was incorporated into the 

response protocol.  

 

5.8.5 PDSA Cycles four and five: Response criteria and escalation 

 

55.8.5.1 PLAN: 

 
In order to address the nursing staff’s concerns related to their inability to consistently 

garner a response from medical staff, a response protocol was planned which would allow 

for nursing staff to request a response from medical staff which was appropriate to the 

patient’s condition. Meetings with the VMOs were held and their comments centred on 

the fact that they wished the nurses would call them. Typical comments from the VMOs 

included: “There’s no reason for them not to call- especially if it’s my patient”. “ I get more calls from the 

Private Hospital than the public – the nurses at the public don’t seem to want to ring”. “It’s not like the 

old days when the sister-in-charge would call you and tell you to come to the ward, we used to drop 

everything if that happened”. Executive support from the VMOs for the protocol was essential. 

In earlier discussions with the registrars they stated that if ‘the boss’, by which they meant 

the patient’s admitting doctor, asked them to attend a patient then it was “defcon one21

 

”. For 

the nurses, having the endorsement of the VMOs meant they had some leverage to 

exercise the protocol, with the support of the registrars’ supervisors.  

5.8.5.2 DO: 

In conjunction with the focus groups a response protocol was developed and trialled over 

a four-week period, which resulted in the activation of the protocol for six patients. The 

protocol was inclusive of the need for escalation according to the patient’s level of risk. 

For example, if the MEWS was 4 (the trigger point), then a resident was required to 

21 A military term denoting the expectation of an actual imminent attack. The highest level of military alert. 
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respond, if it was 6 (more serious), then a registrar should respond and if it was 8 or 

greater (critical), then the patient’s VMO should be notified and an intensive care 

consultation should be requested. The timeliness of the response was also incorporated 

into the protocol according to the patient’s level of risk. The higher the score, the more 

immediate the response ought to be, the protocol has been attached Appendix 7. In 

accordance with PDSA Cycle two, the MEWS was recorded onto the patient’s clinical 

chart, with the MEWS calculation acting as a guide. The response protocol was placed on 

the reverse side of the MEWS calculation and the entire protocol laminated and placed in 

the clinical chart as a reference guide.   

 

55.8.5.3 STUDY: 

Nursing staff were positive about the introduction of the protocol and stated that by 

having this protocol they thought that they were empowered to contact medical staff and 

would be listened to. “I rang Dr RG and told him that the patient’s MEWs was 4, he said he was 

on ward rounds and that he’d be there soon. I said the protocol says twenty minutes, and he was here in less 

than 10!” The junior medical staff were equally positive about the protocol, one registrar 

stated, “The number thing is working well, it’s like a Glasgow Coma Score (GCS) (see glossary), if 

someone tells you that a patient’s GCS is 9, you’ve got an idea what they look like before you even go into 

the room, now with the MEWs if you know the patient has a MEWS of 6 then you kind of know how 

sick the patient will be before you even assess them”. 

 

5.8.5.4 ACT: 

The information from the focus groups following the trial of the response criteria was very 

positive. The VMOs and the Division’s Quality and Safety Committee endorsed the 

protocol. Continuing evaluation of the protocol was established through ward meetings 

and an R2E2 Issues Log.  

 

5.8.6  PDSA Cycle six: Changes to the escalation protocol 

 
The initial protocol for response included an escalation criteria based on the patient’s 

condition at the time when the score was generated.  For example, if the initial score is 4 

then the resident responds, if the score is 6, then the registrar should to be contacted. 
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What was not included in the response protocol was the requirement for the response to 

result in an improvement or stabilisation of the patient’s condition.  The incident described 

in Patient History 4, Mr Y., page 19, demonstrated the need for an alteration to the 

protocol to ensure that, even if recognition and response occurred, there should be some 

improvement in the patient’s condition.  

 

55.8.6.1 PLAN: 

Following a review of this patient history, it was planned to include an escalation process 

into the protocol to ensure that, even if there were recognition and response for a 

deteriorating patient, there needed to be an improvement in the patient’s condition. In 

Patient History 4, it was determined that as there was no improvement, Mr Y.’s 

management should have been escalated to a registrar earlier. Discussions from focus 

groups demonstrated that it was important from the point of view of the medical staff that 

the intern or resident was not bypassed altogether. It was thought initially that it might be 

more appropriate for the registrar to be contacted in the first instance for all patients who 

are deteriorating.  

 

However, the difficulties with this idea were that firstly, the registrar may be in the middle 

of a procedure in the operating suite and would therefore find it difficult to respond in a 

timely fashion. Furthermore, it was thought important that the intern or resident was able 

to attend to early signs of deterioration and that if they were bypassed, there would little 

opportunity for them to be exposed to and to gain experience in the management of a 

deteriorating patient. Thus, the issues which required to be addressed in the planned 

changes to the protocol following the focus groups included: 

 

The intern or resident needed the exposure to and the experience in learning to 

manage deteriorating patients. 

The registrar may not always be immediately available in the first instance. 

Nursing staff did not want to ‘go over the resident or intern’s head’ directly to the 

registrar, when the resident was willing and able to attend the patient. 

Nursing staff needed to be able to contact the registrar, if the patient did not 

respond to treatment which the resident or intern had initiated. 
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55.8.6.2 DO: 

The escalation protocol was altered to ensure that if the resident or intern was unable to 

manage the patient then the nurses could in fact call the registrar in accordance with the 

protocol without the intern or resident thinking that they were being judged or criticised 

for their management plan, which may not result in an improvement for the patient. The 

protocol stated that, if the treatment provided by an intern or resident was not effective in 

the reversal of the patient’s physiological parameters and the reduction of the level of risk 

to the patient, a registrar should be contacted within one hour following treatment in order 

to ensure definitive management of the patient’s clinical condition. The protocol also 

stated that the intern or resident should accompany the registrar if this escalation did 

occur. 

 

These changes to the protocol were implemented and they ensured that a deteriorating 

patient would be attended to in a timely fashion and that, if the treatment instituted did not 

reverse the patient’s clinical condition and reduce the level of risk, then a more senior 

member of staff would be called. The changes to the response protocol also allowed for 

the resident or intern to be involved when the registrar was contacted in order to ensure 

that they gained experience in and exposure to the management of the deteriorating 

patient. The response protocol has been provided in Appendix 7. 

 

5.8.6.3 STUDY: 

The changes to the protocol were reviewed through focus group discussions and via a 

review of the R2E2 Issues Log. There were no further incidents of Failure to Rescue as a 

result of continuing deterioration of a patient’s clinical condition despite recognition and 

response occurring.  

 

5.8.6.4 ACT: 

This escalation component of the response protocol was endorsed and implemented on 

the ward. No further action was necessary at this stage of the study, although continuing 

monitoring was established to ensure that a recurrence of the issue did not occur.   
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5.8.7 PDSA Cycle seven: The addition of escort requirements 

 
During the implementation of the R2E2, a further incident of Failure to Rescue 

occurred. This incident has been described in Patient History 5, Mrs P., failure to escort, 

page 20.  The incident demonstrated the requirement for an escort involving a clinician, 

when there was a transfer of patients, according to the patient’s level of risk.  

55.8.7.1 PLAN: 

On investigation of Patient History 5, it was clear that recognition and response had 

occurred. It was also evident that a specific management plan for abdominal sepsis, under 

the direction of the registrar, was being implemented. In abdominal sepsis, the patient’s 

clinical condition may deteriorate rapidly and the identification of the source of the sepsis 

is vital for the provision of definitive management. Identification of the source of sepsis in 

patients following abdominal surgery may include a computerised tomography (CT) scan, 

which the registrar had initiated for Mrs P. What had resulted was that a critically unwell 

patient was transferred to the Medical Imaging Department without a clinician, either 

medical or nursing, to observe and to monitor her condition. Subsequently, Mrs P. 

continued to deteriorate. As a result of this patient history, it was planned to include the 

requirement for an escort to transfer patients, in which the R2E2 protocol had been 

activated.  

 

5.8.7.2 DO: 

An escort requirement was added to the protocol to ensure that, once the R2E2 system 

was activated, that patients would not be transported around the hospital without a 

clinician in attendance to monitor their condition. An escort requirement column was 

added to the response protocol which stated that a member of the medical staff should 

escort the patients during transfer. The protocol was reissued and staff were informed 

about the changes through ward meetings and focus groups. The alterations were then 

trialled over a six-week period.  

 

5.8.7.3 STUDY: 

The alterations in the protocol were reviewed through the R2E2 issues log. These results 

demonstrated some difficulties in ensuring that the medical staff were always available to 



119

escort patients. Through focus group discussions, it was agreed that, if the patient’s MEWS 

was 4, a member of nursing staff could escort them. If the patient’s MEWS was 6 then 

they required escort by the intern or resident, and if the score was greater than 6 a registrar 

should escort the patient. This was to ensure patient safety during transfers, according to 

the patient’s level of risk. 

 

55.8.7.4 ACT: 

These additional changes to the protocol were implemented and the finalised protocol 

reissued. A system to ensure the continuing monitoring of issues was established through 

the issues log and continuing focus groups.   

 

5.8.8 Summary of the implementation of the R2E2 

 

The development and implementation of the R2E2 a system for the management of 

deteriorating patients involved seven PDSA Cycles. The Cycles included: 1) the 

identification of the most appropriate scoring system for the recognition of a patient’s level 

of risk; 2) the development of a response protocol, which included the requirement for 

escalation in the event that a response did not occur and also in the event that a patient’s 

level of risk was not mitigated; and 3) a requirement for a clinician escort following the 

activation of the R2E2 system. The effectiveness of the system was measured in several 

ways. Firstly, as this problem was identified by staff in the reporting of incidents of failure to 

respond, a measure of success was the number of incidents of failure to respond following the 

implementation of the system, and staff’s satisfaction with the system. Patient outcomes 

were also reviewed in order to determine whether the system had resulted in a decrease in 

the number of adverse events for patients. The outcomes are presented in Table 11.  

 

5.8.9 R2E2 outcomes 

 
The R2E2 was implemented in order to reduce Failure to Rescue incidents. A number of 

outcomes for patients were also analysed in order to measure of the effectiveness of this 

system. Outcomes reviewed were the mortality rate, unplanned admissions to the Intensive 

Care Unit, and the number of Failure to Rescue incidents reported on the patients on the 
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ward in the six months prior to the implementation of the system and six months 

following the implementation of the system. The reported Failure to Rescue incidents 

included both failure to recognise and failure to respond incidents recorded in both the incident 

information management system and through the R2E2 Issues Log. Table 11 presents the 

data, in raw patient numbers, for the six months before the implementation of the R2E2 

and the six months after the implementation of the R2E2.   

 

Table 11. Patient outcomes pre and post implementation of the R2E2 

Outcome measures on the 
ward under study 

Pre-R2E2 Post-R2E2 

Occupied bed days 4994 4945 

Raw death rate 12 9 

Unbooked admissions to the 
ICU 

8 5 

Number of reported Failure to 
Rescue incidents  

15 2 

 

Although the results of the study did not demonstrate a statistical difference in patient 

outcomes due to the size of the population under study, the number of reported Failure 

to Rescue incidents dramatically decreased. Both medical and nursing staff believed that 

the system had mitigated patient risk. The medical staff stated that the communication 

which pertained to a patient’s clinical condition was being relayed to them in an objective 

manner and in a language understood by both the nursing and the medical staff. The 

nursing staff stated that the response protocol allowed a timely response for a deteriorating 

patient. Their level of frustration and anxiety in obtaining assistance for a deteriorating 

patient from medical staff was also diminished. The protocol also gave nurses permission 

to contact senior medical staff, which they previously were not consistently willing to do.  

 

55.9 The Resolution of Failure to Rescue Incidents? 
 

The R2E2 aimed to mitigate against Failure to Rescue incidents through the 

implementation of a system which addressed both failure to recognise and failure to respond to 

deteriorating patients. The score allowed for an objective means of the communication of 

a patient’s condition, and the response protocol allowed nurses to contact doctors when 

the patient’s condition warranted a review and treatment by medical staff. Several issues 
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were resolved during the implementation phase, which included escalation if the patient’s 

condition did not improve (even when recognition and response occurred), and the 

addition of an escort if the patient required transfer around the organisation. It was 

anticipated that Failure to Rescue incidents had been resolved through the 

implementation of this system, and indeed the number of reported Failure to Rescue 

incidents dramatically decreased. However, another incident of Failure to Rescue 

occurred on the ward in the weeks following the implementation of the R2E2. This 

incident is detailed in Patient History 6, page 21. This incident, and the information 

garnered during the investigation of the incident, demonstrated to me that additional 

factors might be present in Failure to Rescue incidents.  

 

The patient described in Patient History 6, Mr C., did not ‘fit the R2E2 protocol’, and 

therefore medical staff were not contacted to review the patient.  The nurses’ behaviour in 

Patient History 6 appeared to demonstrate that they neither valued patient safety nor 

recognised their role in patient safety. They appeared to be basing their intervention for 

patients at risk on a protocol, and, if a patient did not fit a protocol, then they would not 

intervene. This incident led me to question the nurses’ beliefs about patient safety and to 

try and determine additional contributory factors to Failure to Rescue incidents.  

 

As a system to mitigate failure to recognise and failure to respond had been implemented, I 

wanted to explore why Failure to Rescue incidents still occurred. If the nurses’ ability to 

intervene for patients at risk could be enabled through a protocol, I wanted to understand 

what happened when there was no protocol. I wanted to understand what was guiding the 

nurses’ behaviour towards patient safety and whether their behaviour was a result of their 

beliefs or moral agency towards patient safety. Subsequently, a Moral Sensitivity 

Questionnaire was sourced and distributed to staff on the ward for completion. The results 

of the questionnaire and staff’s responses to the questionnaire are detailed in the following 

chapter, Chapter Six. Prior to the textual information being presented, a diagrammatic 

depiction of Study Two, Diagram 6, and the patient histories, which influenced its 

development, is presented.   
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55.10 Conclusion 
 
This chapter presents the aim, research questions and results for Study One, the 

implementation of a system for the recognition and management of the deteriorating 

patient. It also outlines the findings of the incident investigations from Patient Histories 1, 

2 and 3. It describes the establishment of focus groups with staff, both medical and 

nursing, to discuss these incidents and the findings from the investigations. It also 

describes the initial findings, that subjective and personality based communication existed 

in the relation to a patient’s clinical condition, and summarises the problems which 

occurred as a result of this communication. It presents the outcomes of focus group 

discussions about how the communication problems could be resolved, and highlights the 

nursing staff’s belief that they did not think that it was their responsibility to alter the 

current situation.  

 

As a result of these problems, an early warning system for the management of 

deteriorating patients which addressed both failure to recognise and failure to respond 

components of Failure to Rescue incidents was implemented. This system involved 

recognition, response, escalation and escort, and was subsequently termed an R2E2. The 

implementation of the R2E2 system is described in this chapter including the selection of 

an objective score, the determination of a trigger point to activate a response protocol, the 

detail of the response protocol and changes to the protocol which were required in order 

to ensure patient safety. The chapter details post-implementation patient outcome data. 

The chapter concludes by the introduction of an additional incident of Failure to Rescue 

and the development of additional research questions. The purpose of these is to 

understand the behaviour of nurses and to explain further contributing factors to Failure 

to Rescue incidents in order to describe the experience of nurses in the intervention for 

patients at risk.  



123

Diagram 6. Flow chart of Study Two, the Moral Sensitivity Questionnaire and the patient history which influenced its 

development

 

 Patient 
History 1, 
Mr R. 
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escort

Patient History 
6, Mr C. Patient 
with chest pain, 
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requested

STUDY TWO: Moral 
Sensitivity Questionnaire 
Distribution of a 35-item 

questionnaire 
 

Nurses’ beliefs 
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between 
nurses’ 
actions and 
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History 7, 
 Mr B. 
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STUDY THREE: Case study 
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Focus group discussions on Patient 
Histories 7, 8 & 9. 

Exploring inconsistencies 
between nurses’ actions and 

beliefs 

‘Synthesised’ 
Patient History 9, 
Mr L. 

Combination of 
‘failures’
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6. Chapter Six: Study Two: Moral Agency 
 
 

66.1 Introduction  
 

This chapter presents the aim, research questions, method and results for Study Two. The 

PDSA Cycles for Study Two, the Moral Sensitivity Questionnaire, are then presented. The 

method for Study Two will include: 1) sourcing the questionnaire; 2) the adaptation the 

questionnaire to the acute ward setting; which incorporates a comparative table of the 

original items and the items used in Study Two; 3) the pilot of the questionnaire; and 4) the 

introduction of the questionnaire to staff on the ward. The chapter provides a description 

of the investigation of the incident outlined in Patient History 6, Mr C., the patient with 

chest pain, in which no response was requested, and demonstrates nursing staff’s reliance 

on protocols for patient management. The chapter then presents the results of discussions 

with staff during the implementation of the questionnaire. Also included in this chapter are 

the discussions from focus groups with staff about their collective responses to the 

questionnaire. Each item of the questionnaire is outlined including staff’s discussions 

about their collective responses to the items. A comparison between the staff’s answers to 

the questionnaire and the staff’s actions on the ward is tabled.  The chapter concludes with 

a description of how the results of the questionnaire and discussions with staff resulted in 

the development of the case study focus groups, Study Three.   

 

6.2 Aim and Research Questions for Study Two 

Patient History 6, Mr C., and the nurses’ response in discussions about this incident, led 

me to question what the nurses’ beliefs were in relation to patient safety. I wanted to 

understand whether there were additional elements which constituted Failure to Rescue. 

If failure to recognise and failure to respond were resolved with the development and 

implementation of the R2E2, then why did Failure to Rescue incidents continue to 

occur? In order to describe the nurses’ experience, I wanted to understand how they 

viewed their role in patient safety, and in particular, what their beliefs were in relation to 

their role in the intervention for patients at risk. This resulted in the development of a 

second set of research questions for Study Two. Study Two specifically aimed to answer: 
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What did nurses think was their responsibility (moral agency) to the patients? 

What were nurses’ beliefs in relation to their role in the intervention for patients at 

risk? 

Were there further elements which constituted Failure to Rescue? 

 

In order to obtain this information, a Moral Sensitivity Questionnaire was distributed to 

staff. The questionnaire constituted 35 items and was an attempt to engage staff in a 

process which examined their moral obligation to patients, and their beliefs about patient 

safety. 

 

66.3 Method for Study Two 

This section of the chapter will present the method for Study Two. It will outline the 

sourcing, adaptation and piloting of the moral sensitivity questionnaire. It will explain why 

this Study was developed in relation to a patient safety incident on the ward. This incident, 

described in Patient History 6 suggested a different set of problems associated with an 

over-reliance on protocols and the fact that not all patients would fit a protocol, despite 

the fact that they required rescuing. The responses from nursing staff, following a 

discussion of this incident, led me to examine what additional elements may be present in 

Failure to Rescue incidents. As a result of a number of the conversations around these 

issues, I wanted to explore the moral agency of nurses and how they viewed their 

responsibility for patient safety. In order to determine how to measure the nurses’ beliefs 

of their individual responsibility toward patient safety, a literature review was undertaken 

to determine whether a tool existed to assess an individual’s moral agency.  

 

A questionnaire designed to assess nurses’ moral sensitivity in psychiatric practice (Lutzen 

& Nordin, 1994), was selected and adapted for an acute care setting. The use of the Moral 

Sensitivity Questionnaire was an attempt to engage nurses in a process which examined 

their moral obligation to patients, and their beliefs towards patient safety.  
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6.3.1 PLAN 

 
The plan of this PDSA Cycle involved several stages, including a review of literature to 

source the questionnaire, the adaptation of the questionnaire to the acute care setting 

under study and a pilot of the questionnaire. The method of each is described below. 

66.3.1.1 Sourcing the questionnaire 

 
A review of the literature was conducted in order to identify how nurses’ sense of moral 

agency could be measured.  The literature reviewed demonstrated that very little research 

had been conducted which actually attempted to quantify nurses’ moral sensitivity. There 

were no instruments available which addressed the nurses’ perspective on their beliefs 

about patient safety in an acute care setting. Kohlberg (1976) developed a theory of moral 

development and the majority of the research on moral reasoning and ethical practice 

appears to derive from this framework (Lutzen & Nordin, 1994). One of the purposes of 

Kohlberg’s model in research is to investigate the level of moral reasoning measured 

according to a person’s ability to apply ethical principles to hypothetical dilemmas 

(Kohlberg, 1976).   

 

Lutzen and Nordin (1994) developed a questionnaire, or instrument, which would reveal 

levels of moral sensitivity in relation to variables such as age, type of experience and 

education in the psychiatric setting. The purpose was to describe responses concerning 

sentiments, that is, personal feelings and experiences rather than measurement of correct 

responses (Lutzen & Nordin, 1994). Lutzen and Nordin suggest that, as attitudes are 

theoretically related to behaviour, a self-report scale could provide some indication of 

feelings and beliefs involved in moral agency. I selected this questionnaire for Study Two, 

as I wanted to describe the beliefs of the staff in relation to patient safety. I conjectured 

that, in this situation, the actions of the nursing staff were related to their beliefs. 

Therefore, I wanted to determine what the nurses’ moral agency was, in order to explain 

why they were behaving in certain ways in relation to patient safety. Lutzen and Nordin 

(1994) used a seven-point Likert-scale in order to allow for the assessment of more than 

one component of the phenomenon under study. A seven-point scale was developed in 

order to enforce a choice. The anchors for the scale were ‘completely disagree’ to 

‘completely agree’.   
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66.3.1.2 Adaptation of the questionnaire to the acute ward setting 

Lutzen and Nordin (1994) developed the questionnaire for use in the psychiatric setting. 

The authors state that there appears to be ‘extensive sources of scales constructed for use 

in diagnoses and grading of symptoms in psychiatry based on clinical experience and 

knowledge, few instruments have been constructed which address the nursing perspective 

of ethics in psychiatric care’ (p. 242). However, many items in the questionnaire related to 

general nurse patient relationships, for example ‘My relationship with the patients on my 

ward is the most important in my daily work’. Other items were specific to a psychiatric 

setting, for example ‘It is my experience as a psychiatric nurse that strict rules are 

important for the care of certain patients’. There were no items which were specific to an 

acute care inpatient setting.  

 

Therefore, in order to adapt the questionnaire for use in the acute care setting, in some 

items which related to general nurse patient relationships the words ‘psychiatric nurse’ 

were replaced with ‘nurse’ or health care professional. Items which specifically cited 

psychiatric nursing practice were altered to reflect practice in the acute care setting. The 

questionnaire and adaptations were discussed with three senior nurses in different wards to 

the one in which my research was conducted. These staff commented on the adaptations 

and their suggestions resulted in additional alterations to the questionnaire. This review by 

the senior nursing staff was conducted in order to ensure that the questionnaire would be 

relevant and easily understood, prior to introducing it to larger group. The alterations 

included changing terminology in several items and providing some examples in others. A 

listing of Lutzen and Nordin’s original items, and the alterations made for my research, 

have been detailed in Table 12 below. The specific reasons why the items were changed, 

including feedback from the three senior nurses, have been provided in Appendix 6. The 

anchor points of the study were a minimum of 1 = ‘completely disagree’ and maximum of 

7 = ‘completely agree’. 
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Table 12. Adaptations of items in questionnaire 

 

Item 
number 

Original item Item used in my research 

1 My relationship with the patients on 
my ward is the most important in 
my daily work. 

My relationship with the patients 
under my care is the most important 
in my daily work. 
 

2 It is my professional responsibility as 
a nurse to have knowledge about the 
patient’s whole situation. 

It is my professional responsibility as 
a health care worker to have 
knowledge about both the patient’s 
medical and psycho-social situation. 
 

3 It is important that I get a positive 
response from the patient in 
everything I do.  

This item was not altered. 

4 My role as a psychiatric nurse would 
feel meaningless if I never saw any 
improvement in my patients. 

My role as a health care worker 
would lack professional satisfaction if 
I never saw my patients resume their 
usual level of function. 
 

5 If I should lose my patient’s trust by 
doing something against his or her 
will, I would feel this as a failure. 
 

This item was not altered. 

6 If a patient should ask for 
information about his treatment, it is 
important for me always to be 
honest. 
 

This item was not altered. 

7 I believe that ‘good’ psychiatric care 
involves never to force the patient to 
do something that he or she does 
not prioritise. 
 

I believe ‘high standard patient care’ 
involves never forcing a patient to do 
something that he or she does not 
want to do. 

8 It is my experience as a psychiatric 
nurse that if a patient’s insight into 
his illness or situation is missing, 
there is not much that I can to help 
him or her. 
 

It is my experience as a health care 
professional that if a patient is 
unwilling to help him/herself, there 
is not much I can do to help 
him/her. 

9 I often encounter situations where I 
don’t know how I should respond to 
the patient. 
 

This item was not altered. 

10 When I am in conflict, where I have 
difficulty in knowing what to do in 
response to the patient, there are 
always people I can ask. 
 

This item was not altered. 
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11 In my contact with patient who are 
cared for on my ward, I often feel 
that I get caught in situations where 
it is difficult to know what is right 
and wrong. 
 

In my contact with patients, I often 
feel that I get caught in situations 
where it is difficult to know what is 
right and wrong. 

12 In making difficult decisions for the 
patient, I rely mostly on the rules 
and principles that are accepted by 
the staff on my ward. 
 

In making difficult decisions for the 
patient, I rely mostly on the policies 
and guidelines that are accepted by 
my peers. 

13 It is my experience as a psychiatric 
nurse that strict rules are important 
for the care of certain patients. 

It is my experience as a health care 
professional that strict policies and 
guidelines are important for the care 
of certain patients. 
 
 

14 I believe that sometimes I do the 
‘right’ thing for the patient based 
more on feelings and less on 
principles. 
 

This item was not altered. 

15 I am faced with difficult decisions to 
make almost every day. 

In carrying out patient care, I am 
faced with difficult decisions to make 
almost every day. 
 

16 In acute situations where I know 
very little about the patient’s 
background, I rely mostly on the 
physician to make decisions for the 
patient.  
 

In acute situations where I know 
very little about the patient’s 
background, I rely mostly on 
protocols to make decisions for the 
patient. 

17 It is above all the patient’s reactions 
to my actions that tell me if I have 
made the ‘right’ decision. 
 

This item was not altered. 

18 I often think about the values and 
beliefs which may influence my 
actions. 
 

This item was not altered. 

19 Practical knowledge is more 
important then theories when 
making a decision about what is 
right or wrong. 
 

This item was not altered. 

20 When a patient who is not 
compulsorily admitted, refuses 
treatment, it is important for me that 
there are rules to follow. 
 

When a patient refuses treatment, it 
is important for me that there is a 
protocol regarding refusal, for me to 
follow. 

21 It is my experience that patients in It is my experience that, by 
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psychiatry participate less in 
decisions that concern their care 
more than other patients. 
 

comparison with other patients, 
patients with a psychiatric diagnosis, 
participate less in decisions that 
concern their care.  

22 If there is a conflict between my 
responsibility towards myself and my 
responsibility towards my patient, it 
is the patient who comes first. 
 

This item was not altered. 

23 I am often confronted with 
situations where I feel that we make 
decisions without the patient’s 
participation. 

I am often confronted with 
situations where I feel that health 
care professionals make decisions 
without the patient’s participation. 

24 In situations where a patient is 
compulsorily admitted, I have to 
follow the physicians orders, even if 
the patient protests. 

In acute care situations I have to 
follow the consultant’s orders, even 
if the patient protests 
. 

25 When there are different views 
concerning what goals should be set, 
it is first of all the patient’s wishes 
that are important. 

When there are different views 
concerning what goals should be set 
(e.g. the use of post-operative oxygen 
therapy) it is first of all the patient’s 
wishes that are important. 
 

26 If a patient is dying from alcoholism 
and his or her last wish is a glass of 
whisky, it is my obligation to fulfil 
this wish. 
 

This item was not altered. 

27 If I see that a patient is becoming 
more and more aggressive, it is first 
of all the other patient’s safety that is 
my responsibility. 
 

This item was not altered. 

28 I find it difficult to give good 
nursing care to a patient whom I 
don’t like very much. 
 

This item was not altered. 

29 Sometimes it feels as if I am alone in 
my beliefs and values of what is 
good nursing care. 
 

This item was not altered. 

30 In situations where it is my 
obligation to implement an action 
against the patient’s wishes, it is 
important that I have the support of 
my colleagues. 
 

This item was not altered. 

31 Sometimes I feel badly because I 
have not been able to help the 
patient gain insight into his or her 
situation. 

This item was not altered. 
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32 I can sometimes be motivated to 

threaten that patient with an 
injection by force, if he does not of 
his own free will take the medicine 
that is ordered. 
 

This item was not altered. An 
example was provided at the end of 
the question, e.g. pain relief. 

33 In situations where I have difficulty 
in knowing what is the best action, it 
is above all the psychiatrist that I 
turn to. 
 

In situations where I have difficulty 
in knowing what is the best action, it 
is above all a protocol that I turn to. 

34 I find it difficult to give good care to 
a patient who has little hope for 
improvement. 

This item was not altered. 

35 I often feel that I am not personally 
suited to work in psychiatry. 

I often feel that I am not personally 
suited to work in acute care. 

  

6.3.1.3 The pilot of the questionnaire 

 
The questionnaire was piloted among thirty-two staff members in an alternate ward 

setting. This was done in order to determine the effectiveness of the instructions, 

understanding of the questions and the responsiveness. I attended ward meetings in the 

pilot ward, to enable the staff to have the opportunity to provide comments on the 

questionnaire. The feedback from this pilot testing demonstrated acceptability of the 

survey in terms of the time required to complete the questionnaire and the items which 

related to the acute care setting. There were no comments which indicated any difficulty in 

the completion of the survey or in the ability to understand the items Some comments 

were raised about it being an ‘interesting questionnaire’ and that, whilst the concepts or the 

specific questions were not difficult to answer in a practical sense, they presented a 

challenge since they required a level of examination by nurses of their practice, which they 

were not accustomed to.  

 

The results of this pilot survey were entered into SPSSx version 1222

22 SPSS or Statistical Package for the Social Sciences is a computer program used for statistical analysis.

 and coded as the pilot 

responses. These results were used as a comparison to the actual survey in order to ensure 

that the responses were not peculiar to the ward setting under study, but could be 

generalised to nursing in an acute care setting.  
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6.3.2 DO: Introduction of the questionnaire to staff on the ward 

Following the sourcing, adaptation and the pilot of the questionnaire, the instrument was 

introduced to staff on the ward under study. All nurses who worked on the study ward 

were asked to complete the questionnaire. A covering note was provided with the 

questionnaire which explained the purpose of the questionnaire. The questionnaires were 

handed to participants at ward meetings which I attended. I explained to staff that there 

were no right or wrong answers. Instead, the purpose of the questionnaire was simply to 

identify their beliefs. This was reinforced in the opening line of the questionnaire which 

stated: “There are no right or wrong answers for this questionnaire; it is seeking only your opinions”. I 

also left questionnaires for the night duty staff to complete. At the time of the study there 

were two permanent night duty nurses who worked on weekends. I left a note for the two 

staff members to contact me if they had any questions or difficulty in the completion of 

the questionnaire.  I requested that the questionnaire be completed within two weeks 

following the initial distribution. At the meetings, staff asked several questions and raised 

comments about the questionnaire. The questions, comments and results of the 

questionnaire are now presented.  

 

66.4 Investigation of Patient H istory 6  
 

A review of Patient History 6, Mr C., presented on page 21, took place in the week 

following the occurrence of the incident. The method for the investigation of incidents has 

been outlined in Chapter Five, page 85. Medical staff reported the incident in the 

Recognition, Response, Escalation & Escort (R2E2) issues log. The medical staff were 

concerned that, despite the introduction of the R2E2, Mr C. had experienced chest pain 

and they had not been contacted to review him. Discussions with the nursing staff 

involved revealed that Mr C.’s clinical condition did not fit the R2E2 protocol (Appendix 

7). As Mr C.’s physiological condition did not reach the trigger point in the protocol for 

response, the nursing staff did not contact the medical staff to review him.  

  

On further enquiry the nursing staff stated that the patient “did not fit the protocol” and 

therefore they did not request a review by medical staff. The nursing staff discussed the 

fact that a protocol for recognition and response had been implemented (the R2E2) and 

that they did not request a response from medical staff, since according to the protocol, 



133

the patient in this instance did not meet the threshold for a response to be activated. 

Nursing staff went on to say that the R2E2 protocol allowed them to contact medical staff 

when a patient required a review by medical staff, but Mr C. did not meet the protocol.  

 
 

66.5 Results of Initial Discussions with Staff  
 
During initial discussions about the introduction of the Moral Sensitivity Questionnaire, 

nursing staff acknowledged that they rarely examined their beliefs in relation to their 

actions. They thought that the questionnaire was thought provoking and they were 

concerned about whether they knew the right or the wrong answer. The result of initial 

discussions with, and comments from, staff about the questionnaire are tabled below, 

(Table 13). The table is presented horizontally because it contains substantial textual 

information.    
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Table 13. Staff’s initial response to the Moral Sensitivity Questionnaire 

 

Issues arising following 
distribution of the questionnaire: 
 

Staff’s response: 

Staff’s reaction to the questionnaire 
in relation to the examination of 
their practice 

“This is hard, it’s not something you tend to think about.” 
“I suppose you don’t stop and think about wwhy you’re doing what you’re doing, very much.” 
“I don’t think how ‘I feel’ about things, I suppose you just do them without knowing why sometimes.” 

 
Whether there is a ‘right’ or ‘wrong’ 
answer 

Staff were reassured at the commencement of the questionnaire that there was not a ‘right’ or 
‘wrong’ answer and that they just needed to respond to what they felt or believed. Despite this, 
some staff were seeking advice as to what the ‘right’ answer was. They were concerned about 
how their colleagues answered and whether they would know what the moral answer was. 
Examples of these concerns were expressed in the following quotes:  
 

“Reading through it’s hard to know what the most moral thing is to say.” 
“What did you put for number three…yeah that sounds right?”  

 
Questions and comments about 
specific items 

“Number 28 [I find it difficult to give good nursing care to a patient whom I don’t like 
very much] is really hard. If you say it’s difficult to give good care to someone you don’t like very much, then it 
makes you out to be a bad nurse, but the reality is you give the same care to everyone – it’s just harder with some 
patients”. Another staff member went on to clarify this statement: “I agree, it doesn’t mean you don’t 
give good care, it just means it’s hard to.” 
 

In relation to item 11 [In my contact with patients, I often feel that I get caught in 
situations where it is difficult to know what is right and wrong], one staff member stated: “If you 
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say you don’t know what is right and wrong it’s umm, well you should know what is right and wrong so you 
shouldn’t be in that situation, you should just know.”  
 

“Number 6 [If a patient should ask for information about his treatment, it is important 
for me always to be honest] is a no-brainer (sic), of course you should be honest with a patient”. Another 
staff member questioned this statement by asking: “OK, so what if they [the patient] ask you if they 
are going to die and you know they are and the doctor hasn’t told them yet, would you tell?” The first staff 
member replied: “Ah this survey is hard when you really think about it… but I’d still be honest.” 
 

Item 22 [If there is a conflict between my responsibility towards myself and my 
responsibility towards my patient, it is the patient who comes first] generated a lot of discussion 
amongst several staff members. First staff member: “It should be that the patient comes first, but if the 
patient is say bleeding and Hep B positive – I’m going to stop and put gloves on, and not rush right in”. 
Second staff member: “I agree, you still have to follow protocols that’s why they’re there”. Third staff 
member: “Yeah you can’t just throw caution to the wind all the time for the patient, you have to be safe as 
well”. First staff member:
 

 “I know – it just feels ‘wrong’ saying you put yourself before the patient.” 
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6.5.1 Summary of discussions following the introduction of the Moral 

Sensitivity Questionnaire. 

 
The nurses stated that they found some of the concepts in the questionnaire difficult to 

answer. They said: 1) they did not often think about the beliefs which guided their actions 

on a daily basis; and 2) they did not think about why they might act or behave in a certain 

way. Some nurses sought advice about what the right answer was from a moral perspective 

and what a wrong answer might reveal in terms of their role as a nurse. Other nurses tried 

to compare answers. They were keen to understand why their colleagues answered as they 

did, or were going to answer in a particular way. They wanted to check that their thinking 

was not different from that of their colleagues. Several items caused discussion, in 

particular those which raised ethical dilemmas.  

 

6.5.2 STUDY: Results of the Moral Sensitivity Questionnaire 

 
At the completion of the questionnaire the results were studied as part of the PDSA Cycle 

for this intervention. In total thirty-four questionnaires were distributed and twenty-nine 

completed questionnaires were returned. Of the twenty-nine returned, one had three items 

missing. The responses to all questionnaires were entered into SPSSx version 12 for 

analysis. The mean, standard deviation and range for each item of the questionnaire have 

been provided in Table 14. The item means of the pilot group are also included in this 

table.  

 
Table 14. Results of the Moral Sensitivity Questionnaire 

 
Item 
number 

Mean of 
study 
group 

Mean 
of pilot 
group 

Standard 
deviation in 
study group 

Minimum item 
score in study 
group 

Maximum 
item score in 
study group 
 

1 5.67 5.60 1.07 2 7 

2 6.28 6.25 1.12 1 7 

3 4.85 4.69 1.54 2 7 

4 4.47 4.37 1.64 1 7 

5 4.56 4.55 1.46 1 7 
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6 5.98 5.90 0.99 2 7 

7 4.87 4.76 1.67 2 7 

8 3.26 3.27 1.48 1 7 

9 3.7 3.8 1.52 1 6 

10 5.91 5.8 1.16 2 7 

11 3.13 3.29 1.48 1 6 

12 5.02 4.98 0.91 1 7 

13 6.0 5.9 0.89 2 7 

14 4.41 4.39 1.20 2 7 

15 4.35 4.44 1.48 2 7 

16 4.89 5.0 1.22 2 7 

17 4.20 4.05 1.24 1 7 

18 4.61 4.71 1.17 2 7 

19 4.65 4.51 1.32 2 7 

20 4.98 4.8 1.52 1 7 

21 4.39 4.41 1.39 1 7 

22 4.18 4.08 1.54 1 7 

23 5.0 5.0 1.28 2 7 

24 3.66 3.73 1.66 1 7 

25 3.6 3.63 1.48 1 7 

26 4.44 3.93 1.42 2 7 

27 4.5 4.58 1.55 1 7 

28 3.18 3.21 1.59 1 6 

29 3.31 3.46 1.52 1 7 

30 5.42 5.37 1.35 2 7 

31 4.72 4.68 1.08 1 7 

32 2.36 2.63 1.54 1 7 

33 4.85 4.83 1.24 1 7 

34 2.08 2.19 1.62 1 7 

35 2.13 2.17 1.43 1 6 
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The results demonstrated little variation between the responses of the pilot group and 

those of the study group. The range of responses was large for most items, with the overall 

standard deviation calculated to be 1.36. Despite the large range, several items 

demonstrated a strong response from the majority of nurses. In items 1 [My relationship with 

the patients under my care is the most important in my daily work] and 2 [It is my professional 

responsibility as a health care worker to have knowledge about both the patient’s medical and psycho-social 

situation], for example, 92% and 96% respectively, of the staff agreed with the items. 

Similarly in items 34 [I find it difficult to give good care to a patient who has little hope for 

improvement] and 35 [I often feel that I am not personally suited to work in acute care], 84% and 85% 

respectively, of the staff disagreed with the questions or the statements raised in these 

items  

 

Several items, including item 26 [If a patient is dying from alcoholism and his or her last wish is a 

glass of whisky, it is my obligation to fulfill this wish], item 5 [If I should lose my patient’s trust by doing 

something against his or her will, I would feel this as a failure] and item 21 [It is my experience that, by 

comparison with other patients, patients with a psychiatric diagnosis, participate less in decisions that 

concern their care], resulted in approximately one third of the staff neither agreeing nor 

disagreeing with the questions or the statements raised in the items. Thus, I speculated that 

the responses to these items demonstrated that the staff either had no view either way or 

that the questions or statements raised in the items were too difficult to respond to. I 

wanted to determine whether the staff found these items difficult to respond to and why 

they responded as whole so strongly to other items. Therefore, two ward meetings were 

scheduled to discuss the results with staff. 

 

6.5.3 Discussions with staff about their responses to the Moral Sensitivity 

Questionnaire 

  

The meetings with the nurses, which were scheduled to discuss the results of the Moral 

Sensitivity Questionnaire, were informal. I did not have any prepared questions. Instead, I 

presented the results back to the nurses and we discussed each item. The nurses raised 

issues in relation to several of the items. Some items generated robust discussion whilst 

other items generated little discussion and were not talked about at length. At the meetings 

nursing staff reinforced their earlier views, which were expressed during the introduction 
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of the questionnaire. They stated that they did not often think about what was motivating 

their actions on the ward. “It’s just not something you think about every day, it’s only when something 

happens [an adverse event] that it makes you stop and think”.  

 

This was in contrast to their responses to item 18 [I often think about the values and beliefs which 

may influence my actions] with 64% of staff agreeing with this statement. They went on say 

that knowing what the right thing to do for a patient was something which, as nurses, they 

should know. “There are some things obviously wrong to do to for a patient, like euthanasia, and some 

things that are just right like giving them their meds (sic) when they’re in pain and nurses should know 

what the right

 

 things to do are”. Several other staff agreed with this statement saying that, in the 

majority of cases, it was easy to discern what was right and what was wrong to do for a 

patient. This was reinforced by the results of the questionnaire. In item 11 [In my contact 

with patients, I often feel that I get caught in situations where it is difficult to know what is right and 

wrong], 60% of staff disagreed with this statement, and they said that they did not often find 

it difficult to know what was right and what was wrong, with only 24% agreeing with it. 

No nurse ‘completely agreed’ with this statement, in either the study group or the pilot 

group.  

Following a general discussion about the questionnaire, the results of each item were 

presented. The nurses wanted to know how many of them had responded to the items and 

not what the mean results were. Although the participant numbers in the questionnaire 

were small, with one nurse’s responses equaling 3.4%, the responses were presented to 

nurses in percentages of the total responses. The results of the discussions about the 

responses to each of the items with nurses, from both scheduled meetings, have been 

combined and are detailed in Table 15 below. The percentages provided are rounded up or 

down to the closest whole number. The statement or the question of each item number is 

detailed and the information provided to nurses about the item and the nurses’ responses 

to the information are listed below the description of the item. The table has been 

provided horizontally since it contains significant textual information.  
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Table 15. Discussions with staff about the results of the Moral Sensitivity Questionnaire 

 
Result provided to staff Staff response 

 
Item 1: My relationship with the patients under my care is the most important in my daily work. 
 
Staff were informed that 92% of them agreed 
with this statement, and only one staff 
member had disagreed. 
 

“Well that makes sense, of course the patient is the most important at work”. 
“It is why we’re here [patient care] after all”. 
“We are the patients’ advocates”. 

Item 2: It is my professional responsibility as a health care worker to have knowledge about both the patient’s medical and psycho-social 
situation. 
 
96% of staff agreed with this statement, with 
47% ‘completely agreeing’, only 2 staff 
members disagreed.  
 

Staff discussed the importance of providing wholistic care for the patient and that there 
was little point treating their clinical condition without consideration of the psycho-social 
situation. 

Item 3: It is important that I get a positive response from the patient in everything I do. 
 
63% of staff agreed with this statement, with 
30% neither agreeing nor disagreeing. Only 2 
staff members disagreed.  

This item raised robust discussion about whether or not it was important to obtain a 
positive response from patients. 
 
It’s nice that the patient’s appreciate what you do for them”. 
“Yeah, but it shouldn’t motivate us… I mean you shouldn’t just go looking for them to like you” 
“I know, but you don’t want them to not like you or not be happy with what you’re doing”. 
“Well, I find it satisfying if the patient is happy with me”. 
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“It can just make your day if you get a card or a special thank you”. 
 

Item 4: My role as a health care worker would lack professional satisfaction if I never saw my patients resume their usual level of function. 
 
20% of staff neither agreed nor disagreed with 
this statement. 50% agreed with the statement 
and the remaining 30% disagreeing.  
 

Despite altering the wording of this item from ‘improvement’ to ‘resume their normal 
level of function’, staff regarded this return of functioning as an improvement. Staff stated 
that this was difficult to answer as not all patients improved and it was just as important 
to care for them whether they improved or not. 
 

Item 5: If I should lose my patient’s trust by doing something against his or her will, I would feel this as a failure. 
 
27% of staff neither agreed nor disagreed with 
this statement. 50% agreed with the statement 
and 24% disagreed. 

Staff stated that this was a difficult item to respond to in terms of the conflict which can 
arise if they are placed in this situation. They thought that a higher percentage of staff 
would have agreed with this statement.  
“I find it very hard to do something to a patient against their will”. 
“The patients have to trust you, or how can you do it [your job]”. 
“We shouldn’t be in a situation to do something against a patient’s wishes - they have the right to say no”.  

Item 6: If a patient should ask for information about his treatment, it is important for me always to be honest. 
 
85% of staff agreed with this statement, 13% 
neither agreed or disagreed, only one staff 
member disagreed. 

Staff at both meetings were quite certain that a patient should always be told the truth. 
They stated that patient had a right to know about their condition and their prognosis.  
“There is no doubt that we have a responsibility to be honest with a patient”.  
 

Item 7: I believe ‘high standard patient care’ involves never forcing a patient to do something that he or she does not want to do. 
 
62% of staff agreed with this statement, no 
staff completely disagreed, 38% neither agreed 

There was some discussion about this item in relation to the word ‘forcing’.  
“You don’t want to ‘force’ a patient to do anything”.  
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nor disagreed.  “Some patients might not want to do something, like get out of bed, but it’s the best thing for them to do, 
so you have to talk them around and make sure they know what the best thing for them is, but I wouldn’t 
like physically ‘forcing’ them”.  
 

Item 8: It is my experience as a health care professional that if a patient is unwilling to help him/herself, there is not much I can do to help 
him/her. 
 
63% of staff disagreed with this statement, 
30% neither agreed nor disagreed and 7% 
agreed.  

This item generated little debate and staff expressed the view that there is usually ‘always’ 
something you can do for a patient.  
 

Item 9: I often encounter situations where I don’t know how I should respond to the patient. 
 
The mean for this item was 3.7 and the 
percentages of agreement and disagreement 
with the statement were almost equal (53% 
agreeing and 47% disagreeing).  
 

This item again raised a ‘conflict’ situation with the staff, and the discussion centred on 
whether this was a situation faced ‘often’ or not.  
“I would have thought that this doesn’t happen ‘often’.  Yeah, it can be hard [to know how to 
respond to a patient], but it doesn’t happen all the time”. 
 

Item 10: When I am in conflict, where I have difficulty in knowing what to do in response to the patient, there are always people I can ask. 
 
90% of staff agreed with this statement, 7% 
neither agreed nor disagreed, only one staff 
member disagreed. 
 

Staff thought that they were very well supported and that there was always an opportunity 
to ask their colleagues if there was a difficult situation.   
 

Item 11: In my contact with patients, I often feel that I get caught in situations where it is difficult to know what is right and wrong. 
 
60% of staff disagreed with this statement, 
30% neither agreed nor disagreed and 10% 

Staff thought that it was easy to discern what was ‘right’ and ‘wrong’ for a patient. 
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disagreed. 
 
Item 12: In making difficult decisions for the patient, I rely mostly on the policies and guidelines that are accepted by my peers. 
 
34% of staff neither agreed nor disagreed with 
this statement. 63% agreed with the statement. 

Discussion about this response was centred on the word ‘mostly’ in relation to whether or 
not policies were relied upon. This was discussed further in item 13, in which there was a 
higher percentage of staff who agreed.  
“Yes of course policies are important, but there are other things that might be just as important”. 
“I’d say that’s why so many people couldn’t agree [with the item], because they were thinking about 
what else you use”. 
“If the question was ‘do you rely on guidelines’ – then absolutely we do, but there are other things”. 
 

Item 13: It is my experience as a health care professional that strict policies and guidelines are important for the care of certain patients. 
 
The staff were informed that there was a small 
variation in responses to this item and that 
there was 92% agreement, one staff member 
neither agreed nor disagreed and one staff 
member disagreed. 
 

Staff reinforced their view about the importance of policies and guidelines in caring for 
patients.   

Item 14: I believe that sometimes I do the ‘right’ thing for the patient based more on feelings and less on principles. 
 
28% of staff neither agreed nor disagreed to 
this item. 49% of staff agreed and 22% 
disagreed.  

As there was a large variation in responses to this item and a large percentage of staff 
neither agreeing nor disagreeing, this item generated some robust discussion. 
 
Some staff believed that actions should not be dictated by feelings, and should be based 
on principles. 
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“If you did everything based on things you ‘feel’, you might not do the right thing”. 
“There are certain principles we should follow, like don’t harm a patient or don’t do something they don’t 
consent to”. 
 
Alternate views were raised by other staff, who thought that the ‘ideal’ should be actions 
based on principles, but that the statement asked what they ‘believed’ happened. 
“Yes there are principles – like don’t harm a patient- but then there’s your gut feeling about something”. 
“I think sometimes you do things if you ‘feel’ it is right”. 
 

Item 15: In carrying out patient care, I am faced with difficult decisions to make almost every day. 
 
64% of staff agreed with this item, 26% 
neither agreed nor disagreed and 10% 
disagreeing. 

Staff were in agreement that they did face difficult situations almost every day. 
 
This item was interesting since although a larger percentage of staff stated that they did 
face difficult situations every day, their responses to item 11 [In my contact with patients, 
I often feel that I get caught in situations where it is difficult to know what is right and 
wrong] demonstrated that even when faced with difficult situations, they knew what was 
the ‘right’ and ‘wrong’ thing to do.   
 

Item 16: In acute situations where I know very little about the patient’s background, I rely mostly on protocols to make decisions for the 
patient. 
 
69% of staff agreed with this item, 27% 
neither agreed nor disagreed. 

Again this item demonstrated staff’s reliance on policies, which were reinforced in the 
discussion about the response.  
“Of course it’s important to have protocols – especially when you don’t know what is going on with the 
patient”. 
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Item 17: It is above all the patient’s reactions to my actions that tell me if I have made the ‘right’ decision. 
 
27% of staff neither agreed nor disagreed with 
this item.  42% agreed and 32% disagreed. 

“I can understand why this one was hard to answer. Patients’ reactions are important but not sure they 
are ‘above all’”. 
“Yeah, maybe if it asked whether the patient’s reaction was important, instead of ‘above all’ the patient’s 
reactions tell if you’ve done the right thing”. 
 

Item 18: I often think about the values and beliefs which may influence my actions. 
 
64% of staff agreed with this item, 30% 
disagreed and 7% neither agreed nor 
disagreed.  

The response to this item was interesting, even though when the questionnaire was 
distributed to staff they stated that they did not often think about the reasons behind their 
actions, their responses to this item demonstrated that they did. 
“I suppose you do think about it at times…I don’t know going through the questions makes you realise 
you do think about it”. 
“Well I put ‘disagree’ to this one, because I don’t think I think about it ‘often’. Sure you do when 
something happens but not often”. 
 

Item 19: Practical knowledge is more important than theories when making a decision about what is right or wrong. 
 
60% of staff agreed with this item, and 20% 
neither agreed nor disagreed. 

Staff stated that this item was difficult to respond to. They thought the wording of the 
question which stated ‘more important’ made it difficult to respond to.  
 
“You need both practical knowledge and theories, not sure that one is more important than the other”. 
 

Item 20: When a patient refuses treatment, it is important for me that there is a protocol, regarding refusal, for me to follow. 
 
62% of staff agreed with this item, 24% Staff thought it was reasonable that they would respond to this item in this way. They 
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disagreed and 15% neither agreed nor 
disagreed.  

stated that it is really difficult when a patient refuses treatment and that a policy to assist 
with decision making in this situation is important. 
 

Item 21: It is my experience that, by comparison with other patients, patients with a psychiatric diagnosis, participate less in decisions that 
concern their care. 
 
28% of staff neither agreed nor disagreed with 
this statement. 45% agreed and 25% 
disagreed.  
 

Several staff stated that they did not have enough psychiatric experience in order to 
comment on this item. 

Item 22: If there is a conflict between my responsibility towards myself and my responsibility towards my patient, it is the patient who 
comes first. 
 
42% agreed and 41% of staff disagreed with 
this item.  

Staff thought that this item was difficult to respond to, as it was an ‘ethical’ dilemma. 
“I don’t think people wanted to say that they put themselves first”. 
“I disagree, I think it’s sensible to consider yourself first, especially in an infection control sense”. 
“Maybe people weren’t looking at it from a practical point, they were looking at it from an ethical point 
and that’s why they agreed”. 
 

Item 23: I am often confronted with situations where I feel that health care professionals make decisions without the patient’s 
participation. 
 
72% of staff agreed with this item, 22% 
disagreed and 7% neither agreed nor 
disagreed.  

Staff reinforced the view that health care professionals are confronted with situations and 
make decisions without the patient’s participation. The discussion continued that staff did 
not necessarily think that this was ‘right’, but that this is what occurred. 
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Item 24: In acute care situations I have to follow the consultant’s orders, even if the patient protests. 
 
33% agreed and 52% of staff disagreed with 
this item, the remaining 17% neither agreed 
nor disagreed. 

Robust discussion occurred about the response to this item Some staff stated that it was 
appropriate to follow the physician’s orders even if a patient protests. Other staff 
responded that if a patient protested then it was not appropriate to follow the physician’s 
orders.  
 

Item 25: When there are different views concerning what goals should be set (e.g. the use of post-operative oxygen therapy) it is first of all 
the patient’s wishes that are important. 
 
30% agreed and 53% of staff disagreed with 
this item. 

Staff thought this response demonstrated the difficulty which they faced when a patient 
may have a different view to the treating team. They went on to discuss how important it 
was to include the patient in goal setting so that the patient understood the importance of 
ordered interventions. 
  

Item 26: If a patient is dying from alcoholism and his or her last wish is a glass of whisky, it is my obligation to fulfil this wish. 
 
34% of staff neither agreed nor disagreed with 
this item, 40% agreed and 27% disagreed. 

Again this item raised an ‘ethical’ dilemma for the staff and there was agreement that the 
item was difficult to respond to, and this might explain the large number of staff who 
neither agreed nor disagreed with the statement. An example of a response was: 
“This was hard to know what to say, I mean if a patient’s dying, does it matter if they have another glass 
of whisky”? 
 

Item 27: If I see that a patient is becoming more and more aggressive, it is first of all other patients’ safety that is my responsibility. 
 
63% of staff agreed with this item, 25% 
disagreed and the remaining 12% neither 

Some staff thought that it was appropriate to look after the other patients in terms of 
their safety. Other staff thought that it was more important to make sure the aggressive 
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agreed nor disagreed. patient was not hurt.  
 

Item 28: I find it difficult to give good nursing care to a patient whom I don’t like very much. 
 
29% of staff neither agreed nor disagreed with 
this item, 40% disagreed and 32% agreed. 

Again staff thought this question raised an ethical dilemma. They were not surprised at 
the large percentage of staff who neither agreed nor disagreed with the item. There was 
general discussion on the word ‘difficult’. 
“I suppose if the question was ‘do you give good care to a patient you don’t like very much’, everyone would 
have said that they do, but is it difficult? I think it can be” 
“Yes we do it – but is it difficult? – yes it is!” 
 

Item 29: Sometimes it feels as if I am alone in my beliefs and values of what is good nursing care. 
 
54% of staff disagreed, 22% neither agreed 
nor disagreed and 25% agreed. 

Some staff were surprised at the result and thought that, as it was a supportive 
environment, no-one should feel alone.  
“I thought more people would disagree”. 
 

Item 30: In situations where it is my obligation to implement an action against the patient’s wishes, it is important that I have the support 
of my colleagues. 
 
78% of staff agreed with this item, 18% 
disagreed and 4% neither agreed nor 
disagreed. 
 

Staff did believe that it was important to have the support of their colleagues. 
 

Item 31: Sometimes I feel badly because I have not been able to help the patient gain insight into his or her situation. 
 
63% of staff agreed with this item, 28% Staff thought that the response was reasonable and that it was a ‘shame’ that so many 
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disagreed and 10% neither agreed nor 
disagreed.  
 

staff ‘felt badly’ about the care they had implemented. 
 

Item 32: I can sometimes be motivated to threaten that patient with an injection by force, if he does not of his own free will take the 
medicine that is ordered (e.g. pain relief). 
 
77% of staff disagreed with this item, 18% 
agreed and 6% neither agreed nor disagreed.  

This item generated discussion about the use of the word ‘force’. Several staff were 
surprised that the percentage of staff who disagreed was not higher. 
 

Item 33: In situations where I have difficulty in knowing what is the best action, it is above all a protocol that I turn to. 
 
67% agreed with this item, 22% disagreed and 
12 % neither agreed nor disagreed.  
 

Again staff reinforced the importance of having a protocol to follow. 
 

Item 34: I find it difficult to give good care to a patient who has little hope for improvement. 
 
84% of staff disagreed with this item, 12% 
agreed and 3% neither agreed nor disagreed.  

Staff thought that the percentage of staff who responded by disagreeing with the 
statement was because of the number of patients that may not improve on their ward.  
“Sometimes caring for the dying patients is the most satisfying”. 
“Giving someone a good death when they aren’t going to get better is just as important as curing them 
when they are”. 
  

Item 35: I often feel that I am not personally suited to work in acute care. 
 
85% of staff disagreed with this item, 10% 
agreed and 6% neither agreed nor disagreed.  

Staff were happy that the majority of them thought that they were suited to work in an 
acute care setting.  
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6.5.4 Summary of discussions with staff about the results of the Moral 

Sensitivity Questionnaire 

 
In general, the nurses were in agreement in the discussions about the items and had 

responded in a similar way in their overall responses to the questionnaire. The response 

rates to some of the items did surprise some nurses as they thought that the percentages 

might be higher. This was especially the case with item 29 [Sometimes it feels as if I am alone in 

my beliefs and values of what is good nursing care] with 54% of staff disagreeing. In the focus 

group which discussed the results, nurses expressed the view that they thought that there 

would be a much higher percentage of nurses who disagreed with the statement. They 

thought that the responses to this item were a reflection of their working environment and 

were disappointed that a large percentage of nurses thought that they were alone in their 

values and beliefs. The items which had the highest percentage of nursing staff who 

neither agreed nor disagreed were those which the nurses stated raised ethical dilemmas. 

They stated that these were the most difficult items to respond to, as there was not an 

obviously right or wrong answer. The discussion during the implementation of the 

questionnaire and around the results demonstrated that it was important for the nurses to 

consider that they had the right answers.  

 
There were some areas of dissonance between how the nurses responded to individual 

items, and the discussion following the presentation of the results. In particular the 

responses to item 23 [I am often confronted with situations where I feel that health care professionals 

make decisions without the patient’s participation] revealed that 72% of nurses agreed that they 

are often faced with situations in which health care professionals make decisions without 

the patient’s participation. The nurses went on to say that they did not necessarily think 

that this was the right thing to do. They stated that it was important to include the patient 

in decisions about their treatment. In item 25 [When there are different views concerning what goals 

should be set (e.g. the use of post-operative oxygen therapy), it is first of all the patient’s wishes that are 

important] 53% of nursing staff disagreed that when there is a difference of opinion 

between the patient and health care providers that it is the patient’s wishes which are 

important above all.  
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This established a potential area of conflict in practice. That is, a large percentage of nurses 

think that decisions are made without the patient’s participation but that this is not the 

right thing to do for the patients. This is coupled with the figure of 53% of staff 

disagreeing that when there is a difference of opinion, it is the patient’s wishes that are the 

most important. In addition to the nurses’ reaction to the results of the questionnaire, the 

results of the questionnaire were also compared to the nurses’ actions on the ward under 

study. This comparison demonstrated several areas of congruence and incongruity 

between the nurses’ beliefs, as reflected in the results of the questionnaire and their actions 

arising from the seven PDSA Cycles on the implementation of the R2E2. These are now 

summarised.   

 

66.5.4.1 Congruence between nurses actions on the ward and beliefs reflected in 
the response to the Moral Sensitivity Questionnaire 

 
Following the review of the incident, detailed in Patient History 6, Mr C., it was evident by 

their actions that the nurses had a high reliance on protocols and policies in order to guide 

their daily practice. In relation to the specific items on the use of protocols and policies, 

and their importance in the determination of what to do for a patient, in item 13 [It is my 

experience as a health care professional that strict policies and guidelines are important for the care of 

certain patients], 92% of staff agreed that strict policies and guidelines are important for the 

care of certain patients.  

 

In response to item 12 [In making difficult decisions for the patient, I rely mostly on the policies and 

guidelines that are accepted by my peers], 63% of staff agreed that when making difficult 

decisions they do rely mostly on policies that are accepted by their peers. In item 33 [In 

situations where I have difficulty in knowing what is the best action, it is above all a protocol that I turn 

to], 67% agreed that in situations where they have difficulty knowing what the best action 

is, it is above all a protocol to which that they turn. These responses demonstrated the 

nurses’ reliance on policies and protocols, which was reinforced by their comments when 

the results of the questionnaire were presented to them. They stated that it was important 

that they have protocols and policies to which to turn. 
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66.5.4.2 Incongruity between nurses actions on the ward and nurses beliefs as 
reflected in the response to the Moral Sensitivity Questionnaire 

 
The results of the questionnaire revealed areas of practice which demonstrated a 

dissonance between how the nurses responded to items in the questionnaire and what they 

thought was the right thing to do for a patient. An example is being honest with the 

patient as opposed to making decisions without the patient’s participation. In this 

situation, nurses thought that they did make decisions without the patient’s participation, 

and this practice was wrong. In addition, there were areas of incongruity between how the 

staff responded to the questionnaire and what was occurring in practice on the ward. In 

item 1 [My relationship with the patients under my care is the most important in my daily work], 92% 

of staff agreed that their relationship with the patient is the most important in their daily 

work. This was in direct contrast to information garnered during the implementation of 

the R2E2 protocol.  

 

During the PDSA Cycles for the development and implementation of the R2E2, staff 

expressed reluctance at contacting the patient’s VMO, even when the patient was in need 

of a medical review. They stated that “it depends on who the VMO is” and that it should be 

the registrar’s responsibility to call the VMO. This appeared to indicate the nurses’ 

relationships with the VMO and the registrar were more important than their relationship 

with the patient.  This was despite their statements that they were the patient’s advocate 

and their overwhelming response to the questionnaire in which they stated that their 

relationship with the patient was the most

 

 important one.  

On review of the responses to the questionnaire a further area of incongruity between how 

staff responded to the questionnaire in comparison to what was occurring in practice was 

identified. In response to item 10 [When I am in conflict, where I have difficulty in knowing what to 

do in response to the patient, there are always people I can ask], 90% of staff agreed that when they 

are in conflict and have difficultly knowing what to do in response to the patient, there are 

always people whom they can ask.  

 

The review of Patient History 1, Mr R. for whom no response occurred, demonstrated that 

the less experienced nurse did in fact ask her more experienced colleague what she should 

do. However, the more experienced colleague believed that the less experienced staff 
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member was “coping” with the situation and did not intervene to provide any direct 

assistance. So despite the belief that there was always someone to provide assistance, this 

assistance might not result in an appropriate response for a patient at risk. There appeared 

to be a dissonance between asking for help and receiving help. The less experienced nurse 

may not have known specifically what to ask, and the more experienced staff member did 

not seek this information.  

 

6.5.5 ACT: Decisions and activities which arose from the discussions with 

staff about the results of the Moral Sensitivity Questionnaire  

Studying the results of the questionnaire led to the development of the final stage of the 

PDSA Cycle on the Moral Sensitivity Questionnaire in which acting on the results was the 

introduction of Study Three. The reason why this final study was required was that the 

results of the questionnaire and staff’s responses to the results highlighted three distinct 

areas, which I considered required further exploration.  

 

Firstly, staff responded that something was happening in practice, which they did not think 

was right. This was shown by a large percentage of the nurses stating that in practice the 

patient does not participate in decisions but that it is important that patient should 

participate. Secondly, there was a dissonance between information gathered in Study One 

(the nurses’ actions) and Study Two (the nurses’ beliefs). There were distinct 

inconsistencies between what the nurses were doing in clinical practice and what they 

stated they would do. In Study Two, they articulated strong beliefs about how they should 

act, which was in direct contrast to how they were acting as evidenced in Study One. 

Thirdly, there was incongruity between how staff responded to the questionnaire in 

comparison to what was the result in practice. This was demonstrated by 90% of staff who 

stated that they always have someone to ask for help, if they have a difficult situation.  Yet, 

asking for help might not result in any action. Study Three was introduced to explore 

Failure to Rescue and augmented the description of the experience of nurses in the 

intervention for patients at risk.   

 
It was decided to utilise a case study approach in order to obtain additional information 

from nursing staff about these areas of incongruity, between their responses to the 
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questionnaire and what was occurring in practice, in order to understand the experience of 

nurses in the intervention for patients at risk and how this experience contributed to 

Failure to Rescue incidents. It was also anticipated that Study Three would result in a 

greater understanding of additional elements to Failure to Rescue incidents in order to 

achieve a full portrayal of Failure to Rescue incidents. Chapter Seven is dedicated to the 

results of Study Three.  

 

Study Three involved several meetings and interviews with staff and generated a large 

quantity of data and for this reason a separate chapter was developed. Following the 

completion of Study Three, the Moral Sensitivity Questionnaire was repeated on the ward. 

The results of the repeat questionnaire have been detailed in Chapter Seven. Although it 

would appear appropriate to place all the information obtained from the Moral Sensitivity 

Questionnaire about the nurses’ beliefs in this chapter, the full comparison between the 

nurses actions to their beliefs as a result of Study Three is possible as a result of the 

significant information garnered during Study Three, and hence they have been detailed in 

Chapter Seven. Prior to the textual information presented in Chapter Seven, a 

diagrammatic depiction of Study Three and the patient histories which influenced its 

development are presented in Diagram 7.  

 
 

66.6 Conclusion  
 
This chapter details aim, method and results of Study Two, the introduction and 

discussion about the moral sensitivity questionnaire. It presents the sourcing, adaptation 

and piloting of the questionnaire. The chapter details the investigation of Patient History 6, 

Mr C. It describes how this patient history, via a PDSA Cycle, resulted in a Moral 

Sensitivity Questionnaire being introduced to nursing staff on the ward. The results of the 

questionnaire are tabled in this chapter, along with the discussions with nurses about the 

results of their responses to the questionnaire. The chapter identifies congruence and 

incongruity between what the nurses expressed in their responses to the questionnaire and 

how this compared with their actions on the ward. Outlined in the chapter are the reasons 

why Study Three was introduced on the ward.  
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Diagram 7. Flow chart of Study Three and the patient histories which influenced its development 
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STUDY THREE: Case study 
focus groups 

Focus group discussions on Patient 
Histories 7, 8 & 9 

Exploring inconsistencies 
between nurses’ actions and 

beliefs  

‘Synthesised’ 
Patient History 9, 
Mr L.

Combination of 
‘failures’ 
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7. Chapter Seven: Study Three: Case Study Focus Groups 
 

77.1 Introduction 
 
This chapter presents the aim, method and results of Study Three, the case study focus 

groups. The method presented includes: 1) the development of a case for discussion; 2) the 

conduction of the case study focus groups; and 3) interviews with staff. This chapter then 

describes the results of the reviews of Patient Histories 7, 8 and 9, in focus group 

discussions with staff. Two of the incidents of Failure to Rescue were taken directly from 

actual events which occurred on the ward (Patient Histories 7 and 8), and one patient 

history was synthesised from a number of Failure to Rescue incidents which had 

occurred during the course of this research (Patient History 9). The patient histories were 

utilised to explore two sets of issues in greater detail. The first set of issues arose from the 

focus groups established as part of the seven PDSA Cycles for the establishment of the 

R2E2 system for the management of deteriorating ward patients. The second set of issues 

arose through the analysis of the data obtained from the Moral Sensitivity Questionnaire. 

Also described in this chapter are interviews with individual members of nursing staff, 

which were required in order to explore in greater detail the information obtained from 

focus groups.  

 

The Moral Sensitivity Questionnaire, detailed in Chapter Six, was repeated with staff on 

the ward following the case study focus groups. This chapter provides information about 

the repeat survey and gives a description of the congruence and incongruities between the 

staff’s actions and beliefs towards patient safety. This chapter provides significant detail 

about discussions from focus groups on the three patient histories. The level of detail is 

important for three reasons. It is required, firstly, to confirm the findings from the focus 

groups garnered during the implementation of the R2E2, secondly, to demonstrate the 

responses to the areas under study, and, thirdly, the information in this chapter forms the 

basis of the analysis in Chapter Eight. 
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77.2 Aim and Research Questions for Study Three 

The first aim of the case study focus group discussions was to explore in greater detail 

some of the issues which had been previously raised. In particular, I wanted to explore the 

incongruity between what the nurses were doing in clinical practice and what they stated 

they ought to do. As the R2E2 system had been implemented twelve months prior to the 

case study discussions, a further aim was to discover or explore, or both, whether there 

were any changes in the nurses in relation to what they saw as factors which contributed to 

the failure to recognise and the failure to respond incidents. The case study discussions were also 

used to explore the additional issues of failure to elevate and failure to challenge. Specifically, the 

aim of and research questions for this study included: 

 

Could the nurses explain why there were incongruities between what they were 

saying and what they doing? 

What contributed to this incongruity? 

Did this incongruity contribute to Failure to Rescue? 

Were there additional elements of Failure to Rescue present? 

 

7.3 Method of Study Three: Case Study Focus Groups 

As described previously in Chapter Five, the patient safety incidents, the outcomes for the 

patients and the review of the investigation of the patient histories were discussed in detail 

with the staff in order to implement the R2E2 system. The staff actively engaged in these 

discussions, since the patient histories directly related to their field of practice. However, 

some of this engagement was in direct contrast to their views expressed in the Moral 

Sensitivity Questionnaire. In order to explore in greater detail the information which was 

obtained from the Moral Sensitivity Questionnaire, it was decided to undertake case study 

focus groups with the staff.  

 

Three patient histories were utilised in the case study focus groups. Two patient histories 

were Failure to Rescue incidents which had occurred on the ward following the 

implementation of the R2E2, these are presented as Patient Histories 7 and 8, pages 22 

and 24. These two Failure to Rescue incidents were serendipitous since they both 

demonstrated additional contributory factors to Failure to Rescue. It was decided to use 
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these two additional patient histories to facilitate discussion and to explore further the 

contributory factors to Failure to Rescue further. The third patient history was a 

synthesised case and was developed especially to explore themes from the PDSA focus 

groups on the implementation for the R2E2, and is detailed as Patient History 9, Appendix 

17.  The focus groups were established as smaller PDSA Cycles, the method of which has 

already been detailed in Chapter Five.  

 

A case can be described as a descriptive research document, usually presented in narrative 

form which is based on a real life scenario or event. Cases for discussion attempt to 

convey a balanced, multidimensional representation of the context, participants and reality 

of the situation (Merseth, 1991). MacDonald and Walker (1975) state that a case study can 

generate a theory as well as test one; instance (or example) and abstraction (or theory) go 

hand in hand in an iterative pattern of cumulative growth (MacDonald & Walker, 1975). 

Yin notes that the case study method is appropriate when investigators desire to: 1) define 

topics broadly; 2) cover contextual conditions and not just the phenomenon of the study; 

and 3) rely on multiple and not single sources of evidence (Yin, 2003). 

 

I selected the use of case study focus groups for three reasons. Firstly, both the focus 

group discussions on the establishment of the R2E2 and the responses to the Moral 

Sensitivity Questionnaire demonstrated that there were additional contributory factors to 

Failure to Rescue present, which had not previously been defined and explored in this 

study. As I was seeking to identify all of the factors which contribute to Failure to 

Rescue in order to develop a comprehensive understanding of Failure to Rescue, and to 

describe the experience of nurses in the intervention for patients at risk, further 

information was necessary. Yin (1993) states that this method is applicable when one 

attempts to define topics broadly. Secondly, the information garnered in the Moral 

Sensitivity Questionnaire demonstrated incongruity between what staff were saying ought 

to happen in clinical practice and what was actually happening in clinical practice. Case 

study focus groups could provide the opportunity to explore and to understand this 

incongruity. Finally, in the focus groups for the development of the R2E2 staff actively 

engaged in the focus group discussions since the patient histories (case studies) discussed 

directly related to their field of practice. Since staff had demonstrated previously their 

willingness and propensity to participate in case study discussions, I speculated that they 

would be willing and able to do so again. 
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7.3.1 PLAN: Development of a case for discussion 

 
A case study researcher builds the portrayal of the case under examination through 

techniques such as participant observation, unstructured interviews and document 

examination (Wall, 2006). Through information, obtained in both the focus group 

discussions on the introduction of the R2E2 and initial analysis and discussion from the 

Moral Sensitivity Questionnaire, a synthesised patient history was developed. This 

synthesised patient history is detailed in full in Appendix 17. The patient history included 

several of the themes under investigation, including failure to recognise and failure to respond, in 

order to facilitate discussion in greater detail. The intention was to develop a fine-grained 

description with an emphasis on illumination through the specific features of the case 

(Stenhouse, 1978).  

 

The patient history in its entirety was given to staff prior to the focus groups. However, 

each element under study was discussed in a systematic or staged manner with the groups. 

It was anticipated that the introduction of elements of the synthesised patient history to 

the focus group in this manner would increase the validity of the information gathered 

from the initial focus groups in the PDSA Cycles for the R2E2. The elements included in 

the synthesised patient history were those identified in the PDSA Cycles for the 

implementation of the R2E2. These were: failure to recognise; communication issues; and 

failure to respond. Several elements of Herreid’s (1997) work on ‘what makes a good case?’ 

were utilised to ensure that the participants were engaged in the discussion of the patient 

history. The elements which were incorporated when the synthesised patient history was 

developed included the premise that a good case: 1) tells a story; 2) focuses on an 

interesting issue; 3) includes quotations; 4) has relevance to the reader; 5) must have 

pedagogic utility; 6) is conflict provoking; and 7) is decision forcing (Herreid, 1997). 

Detailed below are each of the five elements which were incorporated into the case study 

(patient history) including: 1) the patient’s diagnosis; 2) failure to recognise; 3) communication 

problems; 4) failure to respond; and 5) the patient outcome. 

77.3.1.1 The patient’s diagnosis 

 
The first aspect of the synthesised patient history which was developed was the inclusion 

of the patient’s diagnosis to tell a story about the patient. As the ward under study was a 

surgical ward, primarily responsible for managing pre and post-operative patients 
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undergoing upper abdominal or colorectal procedures, the synthesised patient history 

which was developed was of a male patient who presented with a bowel obstruction and 

subsequently underwent surgery for a bowel resection. The choice of the diagnosis and 

procedure was to ensure that the synthesised patient history had relevance to the group 

participants. 

77.3.1.2 Failure to recognise 

In order to assess whether there had been progress in relation to failure to recognise and failure 

to respond since the introduction of the R2E2, the synthesised patient history included 

details about the deterioration in the patient’s clinical condition. This was presented by the 

documentation of the patient’s observations over a forty-eight hour period. Facts which 

were included were a steady increase in the patient’s heart rate and respiratory rate, and a 

decrease in the patient’s blood pressure and blood oxygen saturations. During this initial 

forty-eight hour period, although there was careful documentation of the patient’s clinical 

condition, the synthesised patient history suggested that there was no request made by 

nursing staff for a doctor to respond and intervene for the patient. This story line was 

incorporated into the synthesised patient history in order to facilitate discussion of failure to 

recognise. Also included was an initial post-operative intervention for the patient. I 

considered that it was important to include this, as it would be a rare event for a post-

operative patient not to receive some type of review. In the synthesised patient history the 

patient’s condition does not improve, despite the fact that he receives some treatment.  

7.3.1.3 Communication problems 

The communication problems, which became evident during the focus groups for the 

implementation of the R2E2, were also included in the synthesised patient history. These 

included the dissonance in language used by nursing and medical staff to describe a 

patient’s condition. In the synthesised patient history the nurse states that she is ‘not 

happy’ with the patient’s condition and that he might be ‘going off’. Quotations in case 

studies provide realism and an understanding of the situation (Herreid, 1997).  
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77.3.1.4 Failure to respond 

Also included in the synthesised patient history were some hand-over issues pertaining to 

confusion about which member of medical staff was to provide definitive intervention and 

management for a patient. This issue had been raised in previous focus groups for the 

implementation of the R2E2. This issue is highlighted in the synthesized patient history in 

the form of the registrar asking the resident to see the patient and the resident being 

unsure about what to do for the patient and referring back to the registrar. Nurses had also 

raised concerns that at times they were unable to engender a response from medical staff 

for a deteriorating patient. Therefore, included in the synthesised patient history were 

several telephone calls made by nursing staff to the registrar in order to elicit a response 

for a deteriorating patient. 

 

A further issue highlighted in the synthesised patient history had been raised by the 

medical staff in focus groups during the implementation of the R2E2. During the focus 

group discussions about failure to respond, one of the registrars described a situation in which 

he arrived to assess a critically unwell patient at the request of nursing staff. On arrival he 

assessed the patient and requested several interventions and tests to be carried out on the 

patient as a matter of urgency. He stated that the nurse to whom he spoke about these 

interventions stated: “I’m just babysitting the patient, he’s not mine- you’ll have to speak to the nurse 

looking after him when she gets back from tea”. The registrar in relaying this story expressed his 

disappointment that despite his response to the patient’s deteriorating condition, there was 

no action by a member of the nursing staff to assist and to manage the patient. He went on 

to say that the patients on the ward were separated and that it appeared, to him, that the 

nurses would only assist with the care of a patient who had been allocated to a particular 

nurse. This allocation of patients was also included in the synthesised patient history. 

7.3.1.5 The patient outcome 

 
Patient Histories 1, 2 , and 3 demonstrated that Failure to Rescue incidents can and do 

result in poor patient outcomes. In order that this synthesised patient history was conflict 

provoking and provided relevance to the readers a poor patient outcome was included in the 

synthesised patient history. As is outlined on page 86, in the review of incidents, an 

important aspect is to determine whether they are preventable. The synthesised patient 

history indicated that earlier intervention might have altered the outcome for the patient. 
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Prior to its introduction, the synthesised patient history was reviewed by a senior colleague 

to determine whether the case study (patient history): 1) broadly defined the topics under 

investigation; 2) was indicative of the contextual conditions; and 3) would allow for the 

facilitation of discussion.  

 

7.3.2 DO: Conduct of the focus groups 

Following the plan of the synthesised patient history the next step in the PDSA Cycle was 

to ‘DO’, that is to introduce the patient history to the staff on the ward. Six focus groups 

were established with nursing staff on the ward in order to discuss the synthesised patient 

history. Staff completed consent forms prior to participation in the focus groups23

 

. An 

additional five meetings were held with staff to discuss the two actual patient histories, 

described in Patient Histories 7 and 8. The staff were distributed a copy of the patient 

histories one week prior to the meeting in order for them to familiarise themselves with 

the patient histories prior to the meeting. The meetings were one hour in duration and 

there were eight to ten participants at each meeting. On initial review of the information 

obtained from the focus groups, there appeared to be some dissonance between the 

responses of the more experienced nurses on the ward and the less experienced nurses. 

The more experienced nurses were more dominant in the discussion, and therefore in 

order to elicit further responses from the less experienced nurses, a sub-group was formed, 

composed of the latter. I acted as facilitator at all of the meetings and my role was to guide, 

probe and direct the discussion. I also provided feedback on the discussions and recorded 

the exchanges and the contributions among the participants.  

7.3.3 STUDY: Analysis of information from case study focus groups 

 
The discussions during the focus groups were hand recorded by my supervisor, a colleague 

familiar with the ward, or by myself, if my supervisor was unable to attend. This 

information was coded and analysed. The themes from these focus groups were discussed 

with staff at subsequent meetings, their responses were also collected and analysed. During 

this analysis of the information obtained from the focus groups on Patient History 8, it 

was clear that additional and complex contributory factors to Failure to Rescue were 

23 A copy of the participant consent form is supplied for information at Appendix 18 
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evident. In order to obtain greater detail, structured interviews were conducted with staff 

on the ward.  

 

7.3.4 ACT: Staff interviews 

 
Two staff members were approached to determine their willingness to participate in a 

structured interview concerning Ms A., Patient History 8, in order to provide greater 

insight into the contributory factors to this Failure to Rescue incident. The participants 

completed a consent form, and they were interviewed separately within one week of the 

incident occurring. Responses to the interview questions were hand recorded by me and 

then summarised, coded and analysed. The response summaries were returned to the staff 

members for clarification and confirmation that the information was an accurate reflection 

of their statements.  

 

The information obtained in the initial focus groups established to implement the R2E2, 

responses to the Moral Sensitivity Questionnaire and content of the focus group 

discussions around the patient histories, were analysed both separately and together in the 

analysis for this thesis.   

 

77.4 Focus Group Discussions from Patient H istory 9 

As the following section pertains to discussions about the synthesised patient history, 

Patient History 9, it is advised that the reader review this patient history in order to 

familiarise them self with the content prior to reading the results of the discussions about 

it24. Several focus groups were planned with the nurses on the ward in order to discuss the 

synthesised patient history, Mr L25

24 The patient history is presented in full in Appendix 17. The patient history contains significant clinical 
detail, as the intended audience was acute care nurses.

. Meetings were held with all available nursing staff on 

the scheduled days. Information gathered from these groups is referred to as ‘total group’ 

information in this chapter. On initial review of the information obtained from the focus 

groups, there appeared to be some dissonance between the responses of the more 

experienced nurses on the ward and the less experienced nurses. The more experienced 

nurses were also more dominant in the discussion, and, therefore, to elicit further 

25 The method for the establishment of focus groups has been detailed in Chapter Five.
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responses from the less experienced nurses a sub-group was formed. The information 

obtained from the sub-group is referred to as ‘sub-group’ information in this chapter. 

 

In the first instance, the information obtained in the focus groups about the synthesised 

patient history was compared with the initial findings of the focus groups in the seven 

PDSA Cycles for the R2E2 which had emerged following the review of Patient Histories 1, 

2 and 3. As initial analysis of these data had already occurred and several themes had 

emerged, the questions which I asked within the focus groups were directed to explore 

those themes more fully. As some of the issues under exploration had already been subject 

to preliminary scrutiny, the questions to be asked were developed prior to the focus group 

meetings, and are detailed in Table 16 below. Additional questions evolved during the 

focus groups in response to information and comments which were given. These are 

detailed in Table 17 below.  

 

7.4.1 Detailed structure of focus group questions 

The themes introduced in the synthesised patient history, Patient History 9, were failure to 

recognise and factors which contributed to this failure, failure to respond and the factors which 

contributed to this failure, and the disparity in communication which pertained to a 

patient’s condition between medical and nursing staff. Also under exploration was the total 

patient allocation model of care and whether it contributed to Failure to Rescue 

incidents. These elements under exploration were all contained in the synthesised patient 

history, Patient History 9, and questions were developed to examine these issues in greater 

detail. 

 

Table 16. Questions developed prior to focus groups on Patient History 9 

Issue under 
exploration 

Pre-set questions  
 

Failure to recognise Do you think this patient is at risk? 

What do you think should have been done for the 

patient? 

Why do you think that there was failure to recognise 

his deterioration? 
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Communication 

 
What types of language do you use to communicate a 

patient’s condition? 

Have you ever used, or heard used, the term ‘going 

off’? 

What other words might you use? 

What do you understand the term ‘going off’ to mean 

in relation to a patient’s condition? 

Do you think that medical staff understand what the 

term means? 

What do you think when medical staff document the 

word ‘continue’ in the patient’s notes? 

Failure to respond When do you think this patient should have been 

reviewed? 

Why do you think he was not reviewed earlier? 

What do you think the resident should have done 

when the patient was reviewed at 0835 on day three? 

Who do you think should have reviewed the patient? 

Do you think anyone else should have been 

contacted?  

Total patient allocation Do you think it is common that a nurse would say ‘it 

is not my patient’ to a doctor? 

Why do you think this occurs? 

 
 

Coupled with these pre-set questions which were developed in order to explore issues 

which had been raised previously in the PDSA focus groups for the R2E2, several 

additional questions arose during the focus group discussions. I asked these questions in 

order to probe some issues which were a sub-set of the total patient allocation issue, which 

nursing staff in the focus groups raised. These issues are described in this chapter in the 

findings from the focus groups. I also asked additional questions in order to seek 

clarification which pertained to statements made by staff throughout the focus groups. 

These questions are detailed below in Table 17.  

 



166

 

Table 17. Additional questions for the focus groups  

 

Sub-set of total patient 

allocation issues under 

exploration 

Additional questions 

Coping with the 

workload  
What happens when you are caring for a very sick 

patient and you are caught up with other patients? 

Is there someone to help? 

How do you know when you need help? 

Is there a difference between wanting and needing 

help? 

Territory What is meant by ‘territory’? 

Do you think that the ward is divided and that each 

nurse is responsible for every patient in that section? 

What happens if someone thinks that they are 

coping with a sick patient, but you do not think they 

are? 

What would happen if you crossed over into 

someone else’s territory? 

 

As mentioned previously, there was a disparity in responses between what the more 

experienced nurses were saying and how the less experienced staff responded. Secondary 

to this observation and the fact that the more senior staff were often more dominant in the 

focus group discussions, it was decided to form a sub-group of less experienced staff. The 

main purpose of the establishment of this sub-group was to test whether any discrepancies 

existed between the total group and the sub-group in relation to their responses to the 

above questions. Where dissonance was noted, additional questions were also asked based 

on the responses of the sub-group during the course of the focus groups. These additional 

questions are outlined below. 
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All the questions in Tables 16 and 17 were put to the sub-group. In addition, the following 

questions were put to the sub-group in order to explore further some of the responses 

which they provided in the focus group.  

 

Table 18. Additional questions for the sub-group 

Issue under exploration Additional questions 

Failure to recognise Do you think that taking observations is another task 

which you need to complete in a certain time period? 

Do you take the time and think about what the 

observations are telling you about the patient? 

Failure to respond Would you be happy to contact the patient’s VMO? 

Coping with the workload Do you feel supported by the more experienced staff 

on the ward? 

Do you feel that they are willing to help you? 

Do you think that it is important that it appears to 

other nurses that you are coping? 

 
The summary responses from the total group and the sub-group are outlined below. 

Although the nurses were given the synthesised patient history in its entirety at the 

commencement of the focus groups, the discussions were directed around each of the 

issues under exploration and the information gathered from the focus groups are 

presented under these headings: 1) failure to recognise; 2) communication; 3) failure to respond; 

and 4) patient allocation. Where there was disparity between the total and the sub-group, 

the responses from each group are summarised and then tabled for comparison. Where 

there was no disparity, the information is collated into a response from both groups. As 

these discussions generated significant amounts of descriptive detail, only the summary of 

responses are presented in this chapter. However, the comprehensiveness of the detail of 

the discussions contributed significantly to the analysis of this thesis and for this reason, 

the full summaries and direct quotations in question/answer format from the focus groups 

have been provided in the appendices. 
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7.4.2 Results of discussion on ffailure to recognise  

 

There was some disparity between responses from more experienced and less experienced 

nurses. Therefore, the difference in responses to failure to recognise have been tabled below 

(Table 19). The specific questions and answers are provided in Appendix 8. The outcomes 

of the focus groups in relation to the discussion on failure to recognise can be summarised as 

follows. The review of the synthesised patient history, Patient History 9, by experienced 

nurses demonstrated that they thought that there should have been recognition by nurses 

that the patient was in fact deteriorating and that he required clinical intervention to halt 

his deterioration. They thought that the reasons that there was a failure to recognise the 

deterioration may have been due to the fact that less experienced staff members were 

caring for the patient. When they were informed that it was senior staff caring for the 

patient they rationalised this by stating that the nurses were probably busy with other 

patients. They stated that you cannot always need help and that, if you do, you were not 

really coping. The less experienced nurses responded that it was more likely that the failure 

to recognise the patient’s deterioration was due to staff being too busy with other tasks. 

They also said that it was important to appear to be coping in the eyes of more 

experienced nurses.  

 

Table 19. Dissonance between groups on failure to recognise 
 

Question Summary response from 
total group 

Summary response from 
sub-group 
 

What do you think should 

have been done for this 

patient? 

Clinical treatment 

options were provided 

No clinical 

treatment options were 

provided 

Why do you think that 

there was a failure to 

recognise his deterioration? 

Unsure,  as it 

appeared obvious 

A junior staff 

member must have been 

caring for the patient. 

Staff must have 

been busy with other tasks.   
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7.4.3 Results of discussion on communication 

The issue of the types of language which nursing staff employ to relay a patient’s condition 

was also discussed using the synthesised patient history.  There was very little disparity 

between how the respondents in the total group and those in the sub-group responded to 

the questions and discussions which pertained to communication. The information 

obtained from the group is summarised below and is presented in full in Appendix 9.  

 

The issues raised were that all the nursing staff, including those with a lot of experience 

and those with little, understood what was meant by the terminology ‘going off’ and that it 

was a term they would use between themselves, but that it might not be understood by 

medical staff. They also said that if a senior nurse stated that she was ‘not happy’ with a 

patient’s condition then the medical staff should respond because, this terminology should 

be understood by medical staff. They also stated that documentation in the clinical notes 

by medical staff was not adequate to ensure that the nurses had a sense that the medical 

staff had appropriately responded to the patient’s clinical condition. They discussed 

examples such as ‘events noted’ and ‘continue’. They stated that entries in the notes, such 

as these, provided a level of comfort for the nurses, in that, if medical staff were not 

worried about a patient’s condition then they (the nurses) should not have to be either. 

7.4.4 Results of discussion on ffailure to respond  

There was some disparity between responses from more experienced and less experienced 

nurses. Therefore, the disparity in responses has been tabled below (Table 20). The full 

data set for discussions on failure to respond has been provided in Appendix 10. 

 

The outcomes of the focus groups in relation to discussion on failure to respond can be 

summarised as follows. The review of the patient history by experienced members of staff 

demonstrated that the patient should have received a response with definitive clinical 

management on the evening of day one post-operatively. The staff in the sub-group did 

not indicate a definitive time which should have triggered a response for the patient based 

on his clinical condition. Total group responses indicated that there were several factors 

that could contribute to failure to respond by medical staff. These factors included the fact 

that medical staff may not always review the clinical observation chart of the patient, so 

they do not have all the information necessary to make a decision for the patient when 
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they are doing ward rounds. More experienced nurses also expressed the view that medical 

staff may fail to respond to calls for assistance by nurses as the medical staff do not trust 

the judgement of nursing staff. Nurses in the sub-group thought that the failure to respond in 

the patient history might be related to the medical staff being busy in the operating suite. 

Both groups believed that the registrar should have been called to review the patient, but, 

failing a response, then the VMO should be contacted. Staff in the sub-group stated that 

they would not be comfortable in the contact of the patient’s VMO.  

 

Table 20. Dissonance between groups on ffailure to respond 

Question Summary response from 
total group 

Summary response from 
sub-group 
 

When do you think this 

patient should have been 

reviewed? 

At the end of day one 

post operatively 

Clinical treatment 

options were provided 

Did not state a 

particular time 

No clinical treatment 

options were provided 

Why do you think that the 

patient was not reviewed 

earlier? 

Medical staff not 

reviewing the clinical 

observation chart 

Intern unsure about the 

patient’s clinical 

condition  

Nurses judgment not 

trusted 

Medical staff busy in 

the operating suite   

What do you think the 

resident should have done 

when the patient was 

reviewed at 08.35 on day 

three? 

Something,  treatment 

options 

Contacted the registrar 

for advice 

Documented 

something in the notes 

Discussed the patient 

with nursing staff 

Who do you think should 

have been contacted to 

review the patient? 

The registrar  The resident 

The registrar 

Do you think anyone else 

should have been 

The patient’s VMO 

The group would have 

The patient’s VMO, as 

per the protocol 
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contacted? contacted the VMO. The group would not 

have contacted the 

VMO. 

 

7.4.5 Results of discussion on total patient allocation 

 
There was some dissonance between responses from the total group and that of the sub-

group in relation to patient allocation.  The information collected from each of these 

groups has been provided in full in Appendix 11 and summarised below. The dissonance 

between the two groups’ responses has been presented in Table 21 below. 

 

The nurses in both groups thought that it would very rare that a member of the nursing 

staff would tell a doctor that ‘it is not my patient’ when a request for intervention for a 

patient is made. Nurses in the total group thought that it was more likely that a junior 

nurse would say this, whilst the staff in the sub-group of junior nurses did not think that 

they would say this to a doctor. However, they did not deny that this situation might arise 

and stated that it might occur as a result of a nurse being busy with other patients. Nurses 

in the total group then expressed the notion that each nurse was responsible for a certain 

territory on the ward, and nurses in both groups agreed that the definition of the word 

‘territory’ in this setting related to the patients which were allocated to each nurse at the 

commencement of the shift.  

 

Staff in the total group believed that they were responsible for the patients allocated to 

them. Others believed that they were responsible for all the patients on the ward. The 

nurses in the sub-group thought that the nurse-in-charge of the shift was responsible for 

all the patients on the ward, and they also had a shared responsibility for their own 

patients, along with the senior member of staff who was assigned to precept them on the 

ward. Nurses in the total group said that they would not cross over into another nurse’s 

territory without first asking if the nurse required assistance, whilst nurses in the sub-group 

stated that they would not cross over into another nurse’s territory without first being 

asked.  
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Table 21. Dissonance between groups on total patient allocation  
 

Question Summary response from 
total group 

Summary response from 
sub-group 

Why do you think this 

situation occurs? 

Less experienced 

member of staff 

Work ethics 

Staff member busy 

with other patients 

Do you think the ward 

is divided and that each 

nurse is responsible for 

every patient in their 

section? 

Majority agreed 

Some staff stated they 

are responsible for all 

the patients on the ward 

Majority agreed 

Nurse-in-charge of 

shift responsible 

for all patients 

Shared 

responsibility with 

preceptor 

What happens if 

someone thinks that 

they are coping with a 

sick patient, but you do 

not that think they are? 

Ask staff member if 

they needed help 

Unsure how to 

respond 

Some would ask 

staff member if 

they needed help   

What would happen if 

you crossed over into 

someone else’s 

territory? 

Would ask staff 

member if they needed 

help first 

Would ‘jump in’ if a 

junior member of staff 

If patient critically 

unwell, then would tell 

the staff member that 

they were going to help. 

Would only cross 

over if they were 

asked first 

Not unless a patient 

had fallen, or had a 

cardiac arrest. 

 

7.4.6 Conclusion to Patient History 9  

 
This concludes the discussions on the synthesised patient history, Patient History 9. The 

issues under exploration from the synthesised patient history were failure to recognise, 
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communication, failure to respond and total patient allocation. Following information 

obtained in the focus groups, two additional issues were also identified and explored.  

They were the need to appear to cope with the workload and the issue of territory. The 

results of the discussions from the focus groups on these issues under exploration have 

been provided in this chapter. The analysis of this information is provided in Chapter 

Eight.  

 

In adherence to the PDSA method for this research, the results of the focus group 

discussions on the synthesised patient history were studied. These results demonstrated 

that further issues which had arisen in the focus group discussions during the PDSA 

Cycles for the R2E2 had not been explored in the synthesised patient history.  It was not 

easy to put all of the issues into one synthesised patient history and development of a 

further synthesised patient history had been planned to explore these other issues. 

However, two patient histories occurred on the ward under study, both of which 

exemplified the issues under exploration.  I planned to use these as exemplars in order to 

investigate failure to elevate and failure to challenge and how these failures contributed to 

Failure to Rescue incidents.  These two patient histories were discussed with staff in 

focus groups and the information obtained from these focus groups is summarised below. 

The question and answer format inclusive of all the detailed information and quotations, 

which were obtained during the focus groups, have been provided in the appendices.   

 

77.5 Exploration of Failure to Elevate: Patient History 7 

The plan for this stage of the PDSA Cycle involved an investigation of Patient History 7, 

Mr B., the palliative care man who was taken for an operative procedure, and the 

development of questions to facilitate discussion in the focus groups. The stages will now 

be described. Patient History 7, Mr B. and failure to elevate (page, 22), occurred on the ward 

under study several weeks prior to the case study focus groups. I was informed about this 

incident by both medical and nursing staff, who were concerned about Mr B.’s 

management. Following a review of the patient history, I proceeded to undertake an 

incident investigation, the method of which is outlined in Chapter Five page 85. Findings 

of the incident investigation, which included a discussion with staff involved at the time of 

the incident, resulted in the confirmation that a further element which might contribute to 

Failure to Rescue was present. This factor, I have labelled failure to elevate.  
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This issue had been explored briefly during the PDSA Cycles for the R2E2, primarily 

through the direction of questions to the nursing staff about who else should be contacted 

for a patient at risk, and whether the nursing staff would contact a patient’s VMO. The 

issue had also emerged during the investigation of Patient History 1, failure to respond to Mr 

B., in which the nurses stated that, it was not their responsibility to contact the patient’s 

VMO.  As this issue had not been explored in detail, I decided to use Patient History 7 to 

explore failure to elevate and how this failure contributed to Failure to Rescue incidents. 

 

A further issue, which I wanted to explore, was about the nurses’ beliefs about their 

responsibility to change what had occurred and whether their experience in the 

intervention for patients at risk had altered as a result of the implementation of the R2E2.  

As outlined in Chapter Five, page 102, at the time of the PDSA Cycles on the 

implementation of the R2E2, the nurses recognised that a problem existed in relation to 

the management of patients at risk. However, they did not think that it was their 

responsibility to address this situation, but just to report it to someone else. I wanted to 

determine whether there had been a change in the nurses’ actions and beliefs in relation to 

the intervention for patients at risk as a result of the implementation of the R2E2 system. 

Therefore, there were four distinct issues which I wanted to explore further in relation to 

Patient History 7: 

 

Did the nurses recognise that the patient was at risk? 

Failure to elevate 

Did nurses believe they could alter what had occurred to prevent a similar incident 

in the future? 

Did nurses believe it was their responsibility to prevent a similar incident in the 

future? 

7.5.1 My investigation of the incident 

 
On a review of the incident which involved Mr B., it was revealed that the surgeon 

believed that Mr B. had a reversible cause for his deterioration. His heart rate was elevated, 

his blood pressure decreased and his temperature had increased. These were all signs that 

Mr B. may have had a collection of pus in his abdomen. The surgeon believed that, by the 
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performance of exploratory surgery on Mr B. and the evacuation of a collection of pus, if 

present, Mr B.’s clinical signs would improve. As a result of the operation, it was 

confirmed that Mr B. did have a collection of pus and that this may have been what 

contributed to his clinical deterioration.  

 

Nursing staff caring for Mr B. at the time stated that they did not agree that Mr B. should 

have further surgery because of his advanced state of palliation and imminent death. The 

nursing staff were very familiar with Mr B. and his family. Several nursing staff and Mr B.’s 

family had been present when he expressed his wish that active treatment ceased so he 

could die in comfort and without pain. The nursing staff had liaised with the family and 

arranged for a priest to give Mr B. his last rights26

 

. Mr B. had a documented ‘not for 

resuscitation’ order and was being jointly managed by the palliative care team. Nursing 

staff discussed the planned surgery with the registrar at the time to express their concern. 

The registrar stated to them that the decision was in the hands of the surgeon caring for 

Mr B. Several nurses then spoke to the surgeon on the ward about their concerns for Mr 

B. Nurses told me that the surgeon told them that it did not matter what they thought and 

that the surgery was ‘going ahead regardless’.  

The nursing staff reinforced their concerns to the surgeon they stated that, they did not 

think that the surgery was in the best interest of the patient, and whether Mr B. had a 

collection of pus or not would not alter the fact that his death was imminent. The palliative 

care team, who had been involved in the management of the patient, was not consulted 

about the planned surgery for Mr B. The nursing staff did not discuss their concerns with 

Mr B.’s family or the palliative care team. Throughout the course of the incident 

investigation, several staff members stated, “It was just so wrong”.  

 

As an outcome of this investigation, it was planned to use this patient history to examine 

in greater detail the nursing staff’s ability to recognise that a patient was at risk, failure to 

elevate, and whether nursing staff believed that they were responsible to intervene for 

patients at risk. Many nurses were quite emotional about this patient. Some expressed 

anger and frustration, others sorrow, for what had occurred to Mr B. Due to the sensitive 

nature of the incident, the nurses were advised about which patient history was planned to 

be discussed prior to the focus group discussions so that they could refuse to participate if 

26 A Roman Catholic ceremony involving the administration of the sacrament to a dying person.
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they so wished. In fact, however, all the nurses were willing to participate in the case study 

focus groups about Patient History 7. Due to the potentially emotive nature of the 

discussion, questions were developed prior to the meetings in order to ensure that the 

discussion was centred on the issues under investigation. The questions developed prior to 

the focus groups are detailed in Table 22 below. 

 
Table 22. Pre-set questions for focus group discussions on Patient History 7 

Issue under exploration Questions 

Staff’s ability to recognise that there was a 

problem that required a solution 
What do you think was wrong 

about the way this patient was 

managed? 

Failure to elevate What did you do? 

Who did you discuss the patient 

history with? 

Do you think anyone else should 

have been contacted? 

Did you involve the patient or the 

patient’s family? 

Staff’s ability to determine whether they 

could prevent, or were responsible for the 

prevention of a similar issue in the future 

What would you do if presented 

with a similar patient history in the 

future? 

What might be done to avoid the 

occurrence of this scenario in the 

future? 

 

7.5.2 Focus group discussion on Patient History 7 

Following the planning and development of questions for this patient history, the next step 

in the PDSA Cycle was to introduce the patient history to the staff on the ward in focus 

groups. The focus groups were established with any nurse available on the ward during the 

meeting time scheduled. The nurses were informed about the nature and the purpose of 

the focus group prior to the commencement of the meetings. There was little difference 
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between what the more and less experienced members of nursing staff were saying in 

relation to this patient history and consequently a sub-group of less experienced nurses 

was not established to discuss the patient history. The information from the focus groups 

which related to Patient History 7, has been presented in full in Appendix 12 and is 

summarised below.  

 

The nurses did think that there was a problem with the management of Mr B. They 

thought that he had not received the best care possible and that the surgery which he 

underwent was not in his best interests. The nurses also believed that their action, which 

was to discuss their concerns with the surgeon, under whom the patient was admitted, was 

appropriate, and that the surgeon had the ‘ultimate say’ in what treatment a patient should 

receive. The nurses did not elevate their concerns to any other senior members of medical 

staff or administrators in the hospital, as they considered the surgeon had the ultimate say 

in the patient’s management. The nurses were very distressed about the fact that Mr B. had 

to undergo the operative procedure, and one nurse wondered if she should have 

threatened to ‘chain herself’ to Mr B.’s bed to prevent the surgery from proceeding27

 

.  

In retrospect, they thought they could have discussed the patient history with the palliative 

care consultant, but this did not occur at the time. The nurses made several suggestions in 

order to avoid a similar incident in the future. They suggested the establishment of a 

multidisciplinary team to case manage the patient and the need to contact senior 

administrators in the hospital when there was a contentious case. They thought that it was 

up to the surgeon to arrange these case management meetings. The discussions around 

Patient History 7 explored in greater detail failure to elevate. A further failure, which had 

been identified in the focus group discussions for the R2E2, was that of staff not 

challenging a doctor when they believed a patient was at risk.  

 

 

 

27 The full quote from the nurse is located in Appendix 12. However, the nurse was referring to an 
announcement in which the City of Sydney announced the removal of 24 Hills Figs and four 140 year-old 
Moreton Bay Figs from the Domain (a public park in the centre of Sydney). There was a huge public furore 
over the announcement and several activists attempted to chain themselves to the trees to prevent their 
removal.
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77.6 Exploration of Failure to Challenge: Patient History 8 

The incident described in Patient History 8, Ms A. failure to challenge, page 24, occurred on 

the ward under study in the week prior to the focus group which was established to discuss 

the patient history. Similar to Patient History 7, this patient history was serendipitous. as it 

presented issues which were under exploration at the time of Study Three. I decided to use 

this patient history in focus group discussions with the nurses to explore failure to challenge, 

which had been raised initially in both Studies One and Two.  

 

A senior nurse in the hospital informed me about the patient. The senior nurse had been 

conducting a review of data for the Division of Surgery, in order to determine whether 

there were any patients with a long length of stay. This review of data was conducted on a 

weekly basis to monitor patients with a long length of stay in order to determine whether 

any additional intervention could be offered to the patient in order to facilitate discharge 

from the organisation. The majority of patients, identified in this manner, are those who 

are being assessed for nursing home placement, or who are awaiting a bed in a nursing 

home. Senior nursing staff review the information and contact the ward where the patient 

is located to ensure that appropriate management plans are in place in order to expedite 

the patient’s discharge. In this instance, the senior nurse contacted the ward and was 

informed about the patient’s condition and the nurses’ concern about the patient’s pending 

surgery. The senior nurse then contacted me to see if I could intervene and discuss the 

patient with the patient’s surgeon. If the patient’s length of stay had not exceeded twenty-

eight days, neither the senior nurse nor I would have been aware of the patient. 

 

7.6.1 My intervention for the patient 

When I arrived on the ward on a Friday afternoon, the nursing staff were agitated about 

Ms A.’s surgery scheduled for 0800 hours on the following Monday morning. They did not 

consider that Ms A. had been adequately prepared either physically or psychologically. 

They did not believe that she had given an informed consent for the surgery and they 

believed that it was not possible to attend to these requirements in such a short time 

period, especially with the weekend pending. I reviewed Ms A.’s clinical case notes and 

discussed the surgery with the patient. I agreed that Ms A. was not adequately prepared for 

the extent of the surgery either physically or psychologically. She did not express that, she 
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understood the extent of the procedure, nor did she realise the real likelihood of having 

her leg amputated. Instead she asked me how noticeable her abdominal surgical scar might 

be. Although she had provided consent to the planned hindquarter amputation, she did 

not understand what this meant. She stated that she hoped to be walking out of the 

hospital in the week which would follow her surgery, and did not want to think about 

“having her leg chopped off”. She did not understand what a stoma was nor what function it 

would serve.  

 

In terms of her physical preparation, a rehabilitation specialist had not reviewed her. In a 

hindquarter amputation, the patient’s entire leg and buttock are removed. Post-operative 

care of the patient involves careful positioning of the patient to ensure that they do not 

develop any pressure ulcers. Commonly, in planned hindquarter amputations, the patient 

would be reviewed by a rehabilitation specialist, who would supply a support cushion 

designed for the patient, to allow the patient to be positioned appropriately. This had not 

occurred.  

The stoma therapist had not reviewed Ms A. It was planned that Ms A. was to have both 

her bowel and bladder removed with the subsequent formation of stomas for the 

discharge of faeces and urine. Ordinarily, the stoma therapist would review the patient and 

mark where the stomas should be located. This had not occurred for Ms A. by late Friday 

afternoon. Coupled with the lack of physical preparation for the patient, I noted that the 

patient had not been seen by a social worker. Ms A. was a sole parent for her sixteen-year-

old son and I was concerned about her ability to care for her son in the weeks and months 

following this surgery. It would be common practice to engage a social worker in the 

preoperative period to ensure that appropriate plans were in place to make certain that the 

patient’s son was receiving adequate care whilst his mother was in hospital.  In addition, 

plans to provide post-discharge support for both Ms A. and her son were required.  

 

Although there were five separate surgeons involved in the care of the patient, and 

scheduled to operate on Ms A. on the coming Monday, I contacted her admitting VMO 

and expressed my concerns over the lack of preparation which she had received prior to 

this major life-changing surgery. The surgeon agreed to cancel the scheduled surgery until 

adequate preparation could occur. The surgeon came into the hospital to discuss this 

decision with Ms A. and his surgical colleagues. 
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7.6.2 Focus group discussion on Patient History 8 

During my review and intervention for this patient, I spoke to several members of nursing 

staff about their concerns for Ms A. The nurses stated that ‘this is wrong’ and it was 

planned that the patient history could act as an exemplar to study in greater detail factors 

which contributed to Failure to Rescue.  An issue which I wanted to examine, that had 

presented itself during the PDSA Cycles on the implementation of the R2E2, was what I 

have termed failure to challenge. In the PDSA Cycles on the R2E2, staff stated that they were 

unwilling to contact the patient’s VMO. In this instance, for Ms A., the nurses did not 

contact the patient’s VMO to raise their concerns about her scheduled surgery. This failure 

to challenge had not been discussed with nursing staff in any detail in previous focus groups 

and I thought that this patient history provided an opportunity to do so. I also wanted to 

confirm the nurses’ statements from discussions on Patient History 7, Mr B., about their 

recognition that a problem existed and whether they thought it was their responsibility to 

do something about it. Therefore, there were three distinct areas which I wanted to study 

in greater detail using Ms A.’s patient history as an exemplar:  

 

Did nurses recognise that the patient was at risk? 

Failure to challenge. 

Did nurses believe they could alter what had occurred to prevent a similar incident 

in the future and did they believe it was their responsibility to prevent a similar 

incident in the future?  

 

In planning this PDSA Cycle, questions were developed prior to the focus group to ensure 

that the areas under study were being addressed. The questions have been listed in Table 

23. 
 

Table 23. Pre-set questions for focus group discussions on Patient History 8 

Issue under exploration Questions 

Staff’s ability to recognise that there was a 

problem which required a solution 
Do you think there was something 

wrong about the way this patient 

was managed? 

Failure to challenge What would you do in this 

situation? 
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Would you contact the VMO with 

your concerns? 

Staff’s ability to determine whether they 

were responsible for the prevention of a 

similar issue in the future 

What would you do if presented 

with a similar patient history in the 

future? 

What might be done to avoid the 

occurrence of this scenario in the 

future? 

 

 

The next stage of the PDSA Cycle was to introduce the patient history to nursing staff on 

the ward. The focus groups established to discuss Patient History 8, were scheduled in the 

week which followed Ms A.’s cancelled surgery. All nursing staff available on the ward 

were invited to attend the meetings. Only one member of nursing staff at the focus group 

had been directly involved in the patient’s management in the week prior to the surgery 

being cancelled. The information obtained in the focus groups has been presented in full 

in Appendix 13 and summarised below.  

 

The information obtained from the focus group to discuss Patient History 8 can be 

summarised as follows. The nurses believed that Ms A. was not managed well and that 

there were issues which surrounded her preparedness for surgery. The nurses, not directly 

involved in the patient history, were uncertain about what they would do in this situation 

and thought that the decision making responsibility lay with the medical staff. The majority 

of nurses in the group would not have contacted Ms A.’s VMO, even if they had concerns 

for her welfare. Some nurses said they would contact the VMO to raise their concerns, but 

placed a caveat on this information stating that, it would depend on who the VMO was. 

The nurses thought that contacting the VMO was difficult, and that some doctors were 

not receptive to nurses’ concerns. The nurses wanted it to be easy to raise concerns with 

the VMO, but did not believe that it was. Several nurses could not articulate as to whether 

or not it was their responsibility to even contact the VMO, they believed it was ultimately 

the surgeon’s responsibility, as it was the doctor’s ‘name at the end of the bed’. The nurses 

offered several suggestions to avoid a similar incident in the future, which included the 

establishment of a multidisciplinary team to case manage complex surgical cases and to 

involve senior administrative nursing staff early in contentious clinical cases. 
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The information obtained from the focus group discussions on Patient History 8 were 

studied according to the PDSA Cycle method. Although the information obtained in the 

focus group did address the areas which I wanted to study further, I thought that the detail 

of the information obtained during the focus group was inadequate to determine why 

failure to challenge might occur. As I intended to elucidate the experience for nurses in the 

intervention for patients at risk, I sought additional information. As Patient History 8 

demonstrated failure to challenge, I decided to interview the nurses directly involved in Ms 

A.’s management prior to the cancellation of her surgery. I wanted to identify and to 

examine factors which might contribute to a failure to challenge in greater detail.  

 
 

7.6.3 Interviews with nursing staff involved in Patient History 8 

The ‘act’ in this PDSA Cycle was the addition of interviews with staff in order to obtain 

additional information on failure to challenge. I scheduled one-on-one interviews with two 

senior members of nursing staff, who had been involved in the care of the patient, within 

one week of the incident on the ward. The issues which I wanted to examine in greater 

detail were: 1) failure to challenge; 2) what might be contributing to failure to challenge; and 3) a 

‘fear factor’. This ‘fear factor’ was evident in comments made by the nurses about the 

intervention for patients at risk “regardless of what happens to me”. I also wanted to examine 

the inclusion of information given to the patient in Failure to Rescue incidents. This was 

subsequent to comments made by the nurses that, the provision of information to patients 

and the inclusion of the patient in the nurses’ concerns might be “undermining the doctor”. 

The interview questions were developed prior to the interviews and are presented in Table 

24 below. The questions included those used in the focus group discussion, plus additional 

questions in order to ensure that the areas, which I wanted to examine in greater detail, 

were captured. Both staff signed a consent form prior to the interviews being conducted. 

The interviews were conducted in an office on the ward, interview one was 60 minutes in 

duration, and interview two was 40 minutes in duration.  
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Table 24. Pre-set questions for interviews on Patient History 8 

 

Issue under exploration Questions 
 

Staff’s ability to recognise that there was a 

problem which required a solution 
Do you think that there was 

something wrong about the way 

this patient was managed? 

Why were you concerned about 

the way this patient was managed? 

Failure to challenge What did you do in this situation? 

Did you contact the VMO with 

your concerns? 

Factors which contribute to failure to 

challenge 

 

 

Why do you think that the VMO 

was not contacted with the nurses’ 

concerns? 

Do you think that nurses are 

scared to call the VMO? 

Do you think that there is anything 

the nurses could have done to 

resolve the situation? 

Do you think it was the nurses’ 

responsibility to do something in 

this situation? 

Why do you think the patient was 

unaware of nursing staff concerns?  

Nurses’ ability to determine whether they 

were responsible for the prevention of a 

similar issue in the future 

What would you do if presented 

with a similar patient history in the 

future? 

What might be done to avoid the 

occurrence of a similar patient 

history in the future? 
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77.6.3.1 Summary of responses to interview questions on Patient History 8 

The full transcript of the interviews with the nurses on Patient History 8, Ms A., has been 

provided in Appendix 14, they will now be summarised here. Both respondents thought 

that the patient had not been ‘managed well’. They cited several reasons for this which 

included an uncoordinated, poorly documented management plan, and the patient being 

inadequately prepared both physically and psychologically for the surgery. They believed 

that the process was rushed and that Ms A. had little time to prepare for the surgery or 

provide an informed consent. They also said that there was inadequate input from the 

nurses on the ward to manage Ms A., especially in relation to post-operative plans, despite 

the fact they thought that post-operative management was primarily a nurses’ 

responsibility.  Both responded that it was difficult to know what to do in this situation 

and neither had contacted the patient’s VMO with their concerns. They thought that there 

was a clear ‘chain of command’ and that nurses should not go directly to a patient’s VMO.  

 

One respondent stated that she had gone to a VMO in the past and her concerns were 

dismissed. Both added that it could depend on who the VMO is. Those with whom they 

have a good ‘rapport’ are easier to contact and raise their concerns with. Both thought that 

there can be personal consequences in raising concerns with a VMO and this makes it 

‘scary’ to do so. One respondent added that it can be difficult to raise concerns with the 

VMO in case the concerns are not valid, or not correct, which could result in the VMO 

not valuing the nurses’ expertise in the future. They both believed that it was the nurses’ 

responsibility to do something to resolve the situation. One respondent believed it was the 

nurses’ responsibility, since not all avenues to resolve the issue had been explored at the 

time. The other respondent believed that, as nurses had the greatest intimacy and 

knowledge of the patient, they should advocate on the patient’s behalf. In order to avoid 

the situation in the future, both believed earlier notification to senior nurses would be 

appropriate. A case management meeting to discuss complex surgical cases was also raised 

as a possible solution. However, both respondents thought that it was the medical staff’s 

responsibility to arrange such a meeting.  
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7.6.4 Conclusion to discussions on Patient History 8 

This concludes the discussion on Patient History 8, Ms A. The themes under exploration 

in the patient history discussions were nurses recognition that Ms A. was at risk, failure to 

challenge, and nurses’ recognition that it was their responsibility to do something to avoid 

the occurrence of a similar situation in the future. All nurses recognised that Ms A. was at 

risk and believed that this stemmed from an uncoordinated management approach to a 

highly complex case. They also thought that she was not adequately informed of the 

potential risks and ‘life changing’ consequences of the surgery. In relation to failure to 

challenge, the nurses acknowledged that a ‘chain of command’ existed and that there are 

sometimes personal consequences for nursing staff who directly contact senior medical 

staff.  The nurses believed that the inclusion of Ms A. in their concerns would undermine 

the patient’s confidence in the doctor, even if they considered what the doctor was doing 

was ‘wrong’. Several suggestions were made about how to avoid a similar situation in the 

future which included contacting senior nurses to intervene for a patient. A further 

suggestion included the establishment of a case management meeting to discuss the 

management of a patient in a multidisciplinary forum. The nurses thought it was the 

medical staff’s responsibility to arrange this meeting, as nurses did not have the authority 

to tell the doctors what to do.  

 

Upon the completion of the interviews and the focus groups about Patient History 8, the 

information garnered was studied according to the PDSA Cycle. These results were then 

compared to the results obtained during Study Two, the Moral Sensitivity Questionnaire, 

in order to explore congruence and incongruity between the nurses’ actions and their 

beliefs. A comparison between the results is provided below.  

 

77.7 Comparison between Case Study Discussions (Study Three) to 
Moral Sensitivity Questionnaire Responses (Study Two) 

A key aim of the conduction of Study Three was to explore the incongruity between what 

the nurses were doing in clinical practice and what they stated they ought to do in the 

intervention for patients at risk. Following the conclusion of Study Three, additional areas 

of incongruity between what was occurring in practice and what nurses’ thought ought to 

occur were evident. There were also areas of congruence. That is, the information 
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provided by nurses in the Moral Sensitivity Questionnaire (Study Two) was confirmed by 

their responses to issues in the case study focus groups (Study Three). The areas of 

incongruity and congruence are provided in full in Appendix 15, and summarised below.  

 

7.7.1 Incongruity in data 

 
The responses to the case study focus groups and the responses to the Moral Sensitivity 

Questionnaire demonstrated some anomalies between what nurses were saying that they 

would do in a particular situation, as opposed to what was actually happening in clinical 

practice. These contrasts were particularly evident when they discussed their relationship 

with the patient and their relationship with the medical staff. Although 92% of nurses in 

the questionnaire stated that their relationship with the patient was the most important 

relationship in their daily work, the responses from nurses in focus groups demonstrated 

that this was not the situation. The nurses actions on the ward, in not contacting the 

VMO, even when the patient required ‘rescuing’, demonstrated that, for some nurses, their 

relationship with the VMO was more important than that with the patient. Nurses stating 

that ‘personal consequences’, which might affect their relationship in the future with the 

VMO, would prevent them from contacting the VMO, even if the patient required 

intervention, also demonstrated that their relationship with the VMO was more important 

than their relationship with the patient. The nurses were more concerned about their status 

and reputation with the VMO than their concern for the patient. 

 

In relation to the nurses expressed view that ‘it was important to always be honest with the 

patient’, with 85% in agreement with this item in the questionnaire, this was not evidenced 

in their practice. In response to the discussions about Patient History 8, Ms A., the nurses 

were not honest with her about her condition, they did not inform her that she was 

scheduled to have her leg removed, despite Ms A. being uncertain that this would occur. 

Nursing staff did not want to undermine the doctor ‘in the eyes of the patient’ and 

subsequently did not inform her of their concerns or of the extent of her surgical 

procedure.  

 

Although the nurses overwhelmingly agreed that there was always someone to ask for 

help, there appeared to be an unwritten set of rules about asking for help, needing help, 

not coping with the workload and crossing over into another nurses’ territory. It would 
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appear, based on the responses to Patient History 1, failure to respond, that if you asked for 

assistance frequently, then your colleagues might not think that you are coping with the 

workload and this may contribute to an unwillingness to ask for help. 

 

Responses to the questionnaire demonstrated that nurses were unsure about whether it 

was the patient, or themselves, to whom they had the greatest responsibility. They related 

this to practice issues, especially those which pertained to infection control. In response to 

Patient History 8, staff valued their current and future relationship with the VMO as more 

important than that with the patient. 

 

7.7.2 Congruence in data 

The responses obtained in Study Three, the case study focus groups, also demonstrated 

some confirmation between the nurses expressed beliefs and their actions on the ward. 

The nurses’ response to Patient History 7, Mr B., reinforced their expressed view in the 

Moral Sensitivity Questionnaire that a high standard of care included never forcing a 

patient to do something that he or she does not want to do. In Patient History 7, they did 

not think that Mr B., and his family, were afforded adequate information, as a result of his 

poor clinical condition, and that this resulted in him having surgery from which he had no 

chance of recovering. This was deemed to be a ‘failure’, by the nurses, as it was perceived 

that Mr B. was ‘forced’ into having a procedure that would provide him with little benefit. 

The discussions which pertained to Patient History 8, Ms A., reinforced the view that 

decisions are made without the patient’s participation. When the results of the 

questionnaire were discussed with the nurses, they agreed that decisions were frequently 

made without a patient’s participation, but stated that this was ‘wrong’. This was reinforced 

by their distress about the patients, described in Patient Histories 7 and 8, and patients’ 

lack of participation in decisions on their management.  

 

Views expressed by the nurses in the questionnaire, which pertained to their disagreement 

that they found it difficult to give good care to someone who has little hope for 

improvement, were reinforced by their strong reaction to the way in which Mr B. was 

managed. Despite the fact that he had no hope for improvement, the nurses believed that 

they were providing what they termed, ‘good care’, and that taking him back to the 

operating suite did not constitute ‘good care’. 
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7.7.3 Repeat of the Moral Sensitivity Questionnaire 

Following the case study focus groups, the Moral Sensitivity Questionnaire was repeated 

with the nurses working on the ward. A total of thirty-four questionnaires were distributed. 

No alterations were made between the first questionnaire and the repeat questionnaire. 

The nurses were again asked to complete the survey in a two-week time frame. The 

questionnaires were distributed in envelopes on the ward and not at a ward meeting. I 

made myself available to discuss the survey with nurses, and visited the ward several times 

in the two-week time period to collect surveys and provide any information which was 

requested. A total of twenty-two responses were received (a response rate of 65%). The 

results of the questionnaire were again entered in SPSSx version 12 for analysis and 

comparison between the results of the first and the second questionnaire. The results of 

the mean, standard deviation, maximum and minimum score for each item of the repeat 

questionnaire has been detailed in Appendix 16. The results did not demonstrate any 

statistical difference between the first questionnaire and the repeat questionnaire. This 

demonstrated that the nurses’ beliefs had not altered as a result of the case study focus 

groups.   

 

77.8 Conclusion  

This chapter outlines the use of case studies in focus groups with staff in order to examine 

more fully several themes. It presents the aim. Method and results of the case study focus 

groups. This chapter describes a synthesised patient history, Patient History 9, which was 

constructed in order to examine two components of Failure to Rescue, which arose from 

focus groups conducted during the seven PDSA Cycles for the establishment of the R2E2. 

These components have been labelled failure to recognise and failure to respond. In addition to 

the synthesised patient history, two additional patient histories are discussed in this 

chapter. These additional patient histories were serendipitous cases which occurred on the 

ward during the period of study. These patient histories highlighted two additional 

components of Failure to Rescue, which I have named failure to elevate and failure to 

challenge. Each of these four elements of Failure to Rescue are outlined in this chapter. 

Focus group discussions with staff, which were centred on the three patient histories, are 

detailed. The summaries of the questions and responses from each of the focus groups are 

provided in this chapter. The development of a ‘sub-group’ of less experienced nurses is 
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also outlined in this chapter, and any dissonance in responses between the ‘total’ group and 

the ‘sub-group’ is presented in tables following each patient history discussion.  

 

Also included in this chapter is a summary of interviews conducted with nursing staff, 

which were established to examine in greater detail failure to challenge and factors which may 

contribute to this component of Failure to Rescue. This chapter also describes the 

dissonance between the nurses’ responses to the Moral Sensitivity Questionnaire and their 

responses and actions in relation to patient histories. A repeat of the Moral Sensitivity 

Questionnaire is outlined, which includes the results of the follow-up questionnaire and 

the differences between the responses to the two questionnaires.  
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8. Chapter Eight: Analysis 
 

88.1  Introduction 
 
This chapter presents the interpretive analysis of the information obtained during the three 

studies as a means of the description of the experience of nurses in the intervention for 

patients at risk in the acute ward setting. The method of each of the three stages of analysis 

is presented in this chapter. This chapter is necessarily detailed, as it brings together the 

results from each of the three studies: 1)Study One, the development and implementation 

of the R2E2; 2) Study Two, the introduction of and use of the results of the Moral 

Sensitivity Questionnaire; and 3) Study Three, the case study focus groups. There are three 

stages of analysis of the information obtained during the research described in this thesis. 

The first two stages of the analysis are structured around the elements of Failure to 

Rescue identified in this research: 1) failure to recognise the level of risk to the patient; 2) 

failure to respond to the patient’s level of risk; 3) failure to elevate patient risk to ensure an 

appropriate response; and 4) failure to challenge a perceived risk to patient safety.  

 

The third stage of the analysis is predicated on the work of Chiarella (2002). The categories 

which emerged during the second stage of the analysis are examined through the lens of 

the images, identified by Chiarella (2002), as a means of the elucidation of the experience 

of nurses in this research in relation to Failure to Rescue incidents and their ability to 

intervene for patients at risk. These images are the ‘ministering angel’, the ‘domestic 

worker’, the ‘doctor’s handmaiden’, the ‘subordinate professional’ and the ‘autonomous 

professional’ (Chiarella, 2002). The aim of the analysis is to determine: 1) whether the 

actions and the beliefs of the nurses in the clinical setting are evident in these five images; 

2) whether the experience of nurses is evident in these images; and 3) if they were present, 

did these images impact on the nurses’ ability to intervene for patients at risk and 

contribute to Failure to Rescue incidents.  
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88.2 First Stage Analysis 

8.2.1 Method of first stage analysis 

Three stages of thematic analysis occurred in this research. Firstly, initial information from 

the focus groups and discussions gathered during Study One was analysed. The 

information obtained from the Moral Sensitivity Questionnaire, Study Two, was initially 

entered in SPSSx version 1228

 

 for analysis. The results were discussed with staff on the 

ward in focus groups. The answers to each item were then compared to the analysis of the 

information obtained from the focus groups in Study One. This comparison was 

conducted to determine whether there were any differences between nurses’ responses in 

the questionnaire, that is the nurses beliefs, and the nurses’ actions on the ward. The 

analysis of this information allowed for the development of specific questions which were 

asked of the nurses during Study Three, which was conducted in order to explore and to 

understand the dissonance between the nurses’ actions and their beliefs.  

The information from the notes recorded during and after each focus group was reviewed 

and coded into various themes. First level coding is defined as careful examination of the 

data, and the selection of phrases, words, or stories which, taken individually, contain a 

single unit of meaning (Schreiber, 2001). In this study, first level coding involved reading 

the notes recorded during the focus groups and making notations in the margins of key 

words and phrases. Some notations were single word, for example, desperate or ignored whilst 

others were full phrases such as “you can call over and over again and they just won’t come” or “it’s 

not our job to call the VMO, the registrar should do that”.  
 

These notations were abbreviated during this first level of coding and recorded on a 

separate sheet of paper. This essentially involved interpreting the participants’ responses in 

context and finding the key words and themes. Each of the ideas was numbered and the 

numbers were used to link similar ideas expressed by the participants. During this level of 

coding, journal notes were also kept to describe how key words and phrases were refined 

into themes. These journal notes were referred back to during the continuing analysis in 

order to trace how the themes were developed and to categorise additional information 

into the themes from this early analysis. These journal notes and the coding were reviewed 

28 SPSS or Statistical Package for the Social Sciences is a computer program used for statistical analysis.
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and discussed with my supervisor. This was to ensure consistency and to review whether I 

had omitted any information from the focus groups which might augment the analysis.  
 

Each of these codes was categorised according to the elements of Failure to Rescue in 

order to explain the contributory factors to these incidents. The categories identified were: 

1. Failure to recognise; 

2. Failure to respond; 

3. Failure to challenge; 

4. Failure to elevate. 

 

8.2.2 Results of first stage analysis 

 

The first stage of the analysis under the headings of each of the four elements of Failure 

to Rescue is outlined below. Failure to recognise is described first, followed by the 

remaining three elements.  

 

8.2.3 Failure to recognise 

 
Information which pertained to failure to recognise was obtained during the focus groups for 

each of the three studies conducted as part of this research. The first stage of the coding of 

the information has been detailed below in Table 25. This table identifies the source of the 

information and what the first stage of the coding entails. This stage of coding identifies 

the immediate responses of the nurses in relation to the failure to recognise patient 

histories, that is, what should have happened. It then identifies the nurses’ responses in the 

rationalisation of what actually happened and also presents a number of the sub-sets of 

these rationalisations, which include: 1) task focus; 2) coping; and 3) territory. During the 

analysis, I identified key words and phrases which I thought were indicative of the 

immediate responses of the nurses and demonstrated codes which were emerging from the 

data. The words identified during the analysis are underlined in the tables below in order to 

indicate to the reader the key words and phrases which led to the development of the 

codes, categories and themes of this analysis. Where direct quotes are used they are 

italicised in the text.  
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Table 25. First stage analysis - ffailure to recognise  

 

FAILURE TO RECOGNISE 
 
Source of 
information 

First stage coding of data 
 

Patient History 2: 

Failure to recognise, 

Mrs D. 

What ‘should’

“They 

 have happened: 

should

When informed that it was senior staff caring for the 

patient, one nurse said: “It makes it even 

 have called someone”. 

worse that they didn’t call 

anyone”.  

Rationalisation 

Staff were quite adamant that someone 

of the behaviours: 

should have 

acted. When informed that it was a real case they were less 

adamant and started to rationalise the behaviours, saying that 

there could have been extenuating circumstances

 

 to prevent 

staff from the recognition of and request for help for a 

deteriorating patient. 

Patient History 9: 

Synthesised patient 

history, Mr L. 

What ‘should’

“Someone 

 have happened:  

should

  

 have been called to review the guy”. 

Rationalisation of

“Somebody junior might 

 the behaviours: 

not realise

“Maybe 

 what’s going on”.  

something else was going on at the time, you can get 

caught up

 

 with other patients and think the team will be coming soon 

anyway”. 

Sub-sets of rationalisations: 

Task

In relation to recording the patient’s observations, staff 

thought that it was a task to be completed. “It’s 

 focused: 

really busy and 

you have to do each thing at a certain time and move on to the next”.  
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“Yes, it’s another thing [taking observations] that you have to 

tick off [complete] in your mind”.  

“You have to move on

 

”.  

Coping and territory

“You can’t always 

: 

be needing

“I suppose if you 

 help, everyone is busy”.  

need 

Experienced staff would 

help a lot, you’re not really coping” 

not cross over into another 

nurse’s ‘territory’, and provide help, without first asking if the 

nurse required assistance. Less experienced staff would not 

cross over into another nurse’s territory without first being 

asked

 

 to provide help.  

Study Two: Moral 

Sensitivity 

Questionnaire 

Availability

90% agreed there were 

 of assistance: 

always

 

 people to ask for help  

8.2.3.1 Congruence in the data 

 
The first stage of the analysis in relation to failure to recognise, demonstrated both congruence 

and incongruity between the responses. Firstly, the staff stated that there ‘should’ have 

been recognition, that is, something should have been done for the patients in the two 

real-life patient histories. In relation to Patient History 2, failure to recognise, Mrs D. with 

a fractured NOF, there was no recognition of Mrs D.’s deterioration or her level of risk. 

Mrs D.’s life might not have been saved as a corollary of early intervention, but she 

certainly would not have been transferred to the operating suite in such a compromised 

state. In this patient history, the lack of intervention, as a result of failure to recognize, 

contributed to Mrs D.’s compromised condition and was considered an incident of 

Failure to Rescue.  

 

A further demonstration of congruence was that the less experienced staff stated that, as a 

result of their workload, taking observations was a task to be completed, with a 

requirement that they move on to the next task in order to keep to the time structure of 

their work. This indicated that, although a patient’s observations might provide significant 
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information about a patient’s condition, there was no time to consider this information, 

lest they fall behind in their work. This appeared to demonstrate that less experienced staff 

do not always recognise the level of risk to a patient, based on a patient’s clinical 

observations.  

8.2.3.2 Incongruity in the data 

 

An incongruity in this first stage of analysis was that, although the nurses were adamant 

that someone ‘should’ have recognised the patients’ deteriorating conditions, when 

informed that the patient histories were based on real-life patients, they were able to 

rationalise the behaviour of a lack of recognition of the deterioration. Although they 

identified what ‘should’ have happened, they could also justify why it might not happen. 

There appeared to be dissonance between what nurses stated ‘should’ happen in clinical 

practice and what was actually happening. This was reinforced by the notion of ‘territory’. 

If a patient was deteriorating and this deterioration was recognised by a nurse who was not 

assigned to care for that patient, then the nurse who recognised the deterioration, if more 

experienced, would  ‘ask’ the nurse caring for the patient, before the provision of 

intervention. If the nurse who recognised the deterioration was less experienced, they 

would wait to ‘be asked’ before the provision of intervention. If ‘permission’ to cross into 

another nurse’s territory was neither sought nor granted, then a patient could continue to 

deteriorate without intervention, despite recognition by another nurse. This sense of 

territory appeared to be more important to maintain than a patient’s safety. This issue was 

explored in greater detail in the second stage of the analysis.  

 
A further incongruity was evident during this first stage of analysis. The nurses were 

overwhelmingly in agreement in the questionnaire that there was always someone to ask 

for assistance when it was requested. However, in focus group discussions, they 

demonstrated that there was a reluctance to ask for this assistance, as it would result in a 

demonstration of not ‘coping’ with the workload. This highlighted a dissonance between 

what they said ‘should’ happen, that is, there is always someone to ask for help, as opposed 

to what ‘was’ happening in clinical practice, that is, not asking for help when required. The 

‘need to appear to cope’ amongst their colleagues was guiding the behaviours of nurses on 

the ward.  It was the nurses’ relationship with each other which was directing their 

behaviour. This concept was also explored in greater detail during the second stage of the 
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analysis and is detailed in this chapter. The first stage of the analysis on the second 

component of Failure to Rescue, failure to respond, is now provided.  

 

8.2.4 Failure to respond 

Information on the element failure to respond was obtained from focus groups during the 

implementation of the R2E2 (Study one) and the case study focus groups (Study Three). 

Additional information was also gathered during discussion on responses to the Moral 

Sensitivity Questionnaire (Study two). The first stage of the analysis has been detailed in 

Table 26. This stage of coding includes the direct responses from the nurses and the 

doctors in relation to discussions on failure to respond. The nurses’ responses in the 

rationalisation of why failure to respond might have occurred and factors in the 

relationship between nurses and doctors which contributed to failure to respond were 

identified.  

 
Table 26. First stage analysis - ffailure to respond 

 
FAILURE TO RESPOND 

 
Source of 

information 

First stage coding of data 

Patient History 1: 

Failure to respond, 

Mr R., post-operative 

myocardial infarction 

 

Frustration

“You 

 in obtaining a response from medical staff: 

can call over and over again

 

, and they still won’t come”.  

Nurses’ opinions that doctors do not trust

“I was looking after patients when half these guys were still in high 

school, and 

 them: 

you have to convince them that you know what you’re talking 

about

“Don’t’ they think 

 – it’s a joke”. 

we know what we’re doing?” 

Nurses’ fear to contact medical staff, and subjectivity

“It 

 in 

calling medical staff:  

depends on who

“It really should be 

 it is”. 

up to the registrar to contact the VMO – they 
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don’t want to hear from a nurse in the middle of the night”.  

Subjectivity from the medical staff in responding:  

“It depends on who calls me”. 

Frustration

“There’s 

 from senior medical staff that nurses do not call 

them: 

no reason

Patient History 9: 

Synthesised patient 

history, Mr L. 

 for them not to call, especially if it’s my patient”.  

 

Frustration

“It’s so 

 in obtaining a response from medical staff: 

frustrating

“It can be like 

 at times”.  

getting blood from a stone

“It’s like you’re 

 to get them to come”.,  

asking them for a favour

“Really half the day can go by and 

 or something”.  

nothing is really happening

 

”. 

Nurses’ opinions that the medical staff do not trust

Medical staff may fail to respond to calls for assistance by 

nursing staff as the medical staff 

 them:  

do not trust the judgement

“If someone senior [a nurse] states that they’re ‘

 of 

nursing staff. 

not happy’, surely 

the resident should respond

 

 to that”. 

Nurses’ fear to contact medical staff, and subjectivity

It is 

 in 

calling medical staff:  

difficult to go over the resident’s head

“I get 

 to the registrar. 

scared

“Well it 

 enough calling the intern”. 

depends

 

 on who it is”. 

Medical staff frustration in obtaining help or support from 

nurses: 

Registrar attended patient and told by a nurse that: “It’s not 

my patient I’m just babysitting

Study Two: Moral 

Sensitivity 

” 

Nurses state that relationship with patient is the most 

important:  
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Questionnaire 

 
“Well that makes sense, of course the patient is the most important

“It is 

 

at work”. 

why we’re here

 

 [patient care] after all!” 

8.2.4.1 Congruence in the data 

 
In the first stage of analysis of failure to respond, there was some congruence in the data. 

There was acknowledgement that the patient in Patient History 1, failure to respond, Mr R., 

the 65-year-old man with a post-operative myocardial infarction, was an incident of 

Failure to Rescue. The case demonstrated that, although Mr R. did not die, there were 

many opportunities to intervene earlier for him and to prevent his extended admission to 

the ICU. Through a lack of timely intervention and a failure to respond by medical staff, the 

patient suffered an adverse outcome, and it was clearly thought by both medical and 

nursing staff to have been an incident of Failure to Rescue.  

 

Further congruence was evident when nurses stated that they could call repeatedly and not 

obtain an adequate response from medical staff and that this was frustrating. They believed 

that the medical staff did not trust their judgement about a patient’s condition and that 

they had to spend time ‘convincing’ medical staff about their competence in the 

assessment of a patient’s condition. This initially indicated that the nurses would and did 

call the medical staff, and it was perceived to be the medical staff’s lack of respect for the 

nurses’ judgement which would result in a failure to respond.   

 

8.2.4.2 Incongruity in the data 

Despite stating that they did contact doctors, the nurses indicated that there were barriers 

for them to contact the doctors. They expressed fear about contacting senior doctors and 

revealed it was subjective as to which senior doctor they would contact. This demonstrated 

a dissonance in the expressed views of nurses about failure to respond. On the one hand they 

stated that they contacted medical staff ‘over and over’ and did not obtain an adequate 

response.  On the other hand, they said that they would not telephone some doctors 

because they were afraid or they acknowledged that it was not their responsibility to do so. 

Medical staff had their own complaints and stated that, when they did respond, it was 
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sometimes difficult to obtain assistance from nurses, and that some nurses did not accept 

any responsibility for patients who had not been ‘allocated’ to them for the shift. This 

dissonance was further confirmed during the discussions about the responses to the Moral 

Sensitivity Questionnaire.  

 

92% of nurses stated that their relationship with the patient was the ‘most important’ 

relationship in their daily work.  Yet, they did not contact a patient’s doctor when the 

patient was as risk because of fear or a belief it was not their responsibility to do so. Nor 

did they consistently provide assistance to medical staff when they had responded. It was 

nurses’ relationships with the doctors and not their relationships with patients which was 

guiding their behaviour. It can be extrapolated that nurses’ relationships with doctors were 

more important than their relationships with patients. This discussion and the codes 

developed during this first stage of the analysis were analysed further during the second 

stage of the analysis, and the findings are detailed in this chapter on page 208. The first 

stage of the analysis on the third component of Failure to Rescue, failure to elevate, will 

now be presented.  

 

8.2.5 Failure to elevate 

Patient History 7, failure to elevate, which concerned Mr B., was used in focus groups with 

staff to explore the concept of failure to elevate. The information for this first stage of the 

analysis, was gathered from the focus groups discussions and the Moral Sensitivity 

Questionnaire and is presented in Table 27 below. This first stage of coding identifies the 

immediate responses of the nurses in relation to the failure to elevate patient history. It 

then identifies the nurses’ responses in the rationalisation of what actually happened, and 

also explores a number of the themes associated with these rationalisations. 

 
 
Table 27. First stage analysis – ffailure to elevate 

 
FAILURE TO ELEVATE 

 

Source of 
information 
 

First stage coding of data 
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Patient History 7, 

Failure to elevate, Mr 

B. 

Recognition

“I was 

 that the patient was at risk: 

dumbfounded

“Everyone was 

”. 

stunned

It was 

 at handover when we told them what was 

happening”. 

‘cruel’

“We all knew he was dying, his family knew, even the patient 

knew, it was only the surgeon who didn’t seem to know!”  

 to put the patient through a painful 

procedure. 

Challenged

They 

 the surgeon’s decision: 

spoke with the surgeon and told him that they did 

not think that the operation was in the patient’s best interest.  

Authority

“

 of medical decision:  

Who else was there – the patient’s surgeon had made the decision 

and that was that

The surgery was going ahead 

”. 

regardless of their concerns

The surgeon had the 

. 

‘ultimate say

The patient had been 

’. 

‘admitted’ under the care of the 

surgeon, the surgeon ultimately made the decision about the 

patient’s treatment. 

Non-inclusion

The family needed to 

 of patient’s family in their concerns: 

trust

Did not want to 

 the surgeon.  

undermine the doctor

Informing the patient’s family of their concerns would “

 in the eyes of the 

family.  

go 

behind the surgeon’s back

 

”. 

Study Two: Moral 

Sensitivity 

Questionnaire 

Recognition

60% Staff felt that 

 of patients at risk: 

it was easy to discern what was ‘right’ 

and ‘wrong’ for a patient.  



201

Letting a patient die with dignity

“Sometimes caring for the dying patients is the most satisfying”. 

, important.  

“Giving someone a good death when they aren’t going to get better is 

just as important as curing them when they are”. 

Staff think relationship with patient is the most important

“Well that makes sense, of course the patient is the most important 

at work”. 

:  

“It is why we’re here [patient care] after all!” 

Obtaining a positive response

“It’s nice that the 

 from the patient:  

patient’s appreciate

“Yeah but it shouldn’t motivate us, I mean you shouldn’t just go 

looking for them to like you”. 

 what you do for them”. 

“You don’t want them to not like you or not be happy with what 

you

“Well I 

’re doing”. 

find it satisfying

“It can 

 if the patient is happy with me”. 

just make your day if you get a card or a special thank 

you”. 

Telling patients the 

A patient should 

truth: 

always be told the truth

“There is no doubt that we have a responsibility 

.  

to be honest with a 

patient”. 

Patient participation

Health care professionals 

 in decisions: 

make decisions without the 

patient’s participation

It is 

.  

not right to make decisions without the patient’s 

participation.  

Patient’s wishes are not necessarily the most important

 

.  
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88.2.5.1 Congruence in data 
 
The first stage of analysis demonstrated that there was clear recognition by the nurses that 

Mr B., the patient described in Patient History 7, was at risk and that it was considered to 

be inappropriate that he underwent the operative procedure. It was the lack of intervention 

for Mr B., his exposure to what the nurses believed to be an unnecessary procedure, which 

was painful and required a post-operative ICU admission, which the nurses qualified as 

Failure to Rescue. Nurses thought that it was easy to discern what was ‘right’ and what 

was ‘wrong’ for a patient, and said that the management of Mr B. was ‘wrong’. They 

considered that the facilitation of a ‘good death’ for a patient was just as important as the 

provision of any other form of care, and did not find it difficult to provide care to a patient 

with no hope of improvement. Perhaps it is an exaggeration to state that “letting the patient 

die with dignity” is ‘rescuing’ the patient. However, the nursing staff felt very strongly about 

the management of Mr B. and that he should never have gone to the operating suite for an 

additional procedure. He was not rescued from what they perceived to be an unnecessary 

and painful procedure and the nurses regarded this as a failure.  

 

The nurses’ belief, that Mr B. was being denied a good death, resulted in them challenging 

his surgeon. When their challenge was unsuccessful, they did not elevate their concerns, as 

they believed that the surgeon had the ‘ultimate responsibility’ for Mr B. The nurses stated 

that, whilst it was common that decisions are made without patients’ participation, this was 

‘wrong’ and that it was important always to be honest with a patient. They also expressed a 

view that it was important to obtain a positive response from the patient, and that this was 

a satisfying aspect of their daily work.  

 

8.2.5.2 Incongruity in data 

 
Despite nurses stating that it was wrong to exclude a patient from decisions and important 

always to be honest, in Patient History 7, failure to elevate, they did not raise their concerns 

with Mr B. or his family. They rationalised this by stating that they did not want to 

undermine the doctor in the eyes of Mr B.’s family and wanted the family to trust the 

doctor. Telling the ‘truth’ to Mr B.’s family was not as important to the nurses as the 

family’s relationship with the doctor. The nursing staff’s relationship with the doctor was 

also demonstrated to be more important than their relationship with Mr B. They did not 
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want to ‘go behind the surgeon’s back’ to the family, despite their concerns. This was in 

contrast to their expressed view that their relationship with the patient was the most 

important in their work. A further exploration of the nurses’ relationship with the medical 

staff and the nurses’ relationship with the patient in relation to failure to elevate is provided in 

the second stage of the analysis on page 216. The first stage of the analysis on the final 

component of Failure to Rescue, failure to challenge, is now provided. 

 

8.2.6 Failure to challenge  

  

The information utilised in the first stage of the analysis of failure to challenge was obtained 

from focus group discussions and interviews on Patient History 8, Ms A., failure to challenge, 

(the 46-year-old patient planned to undergo a hindquarter amputation), and from 

responses to the Moral Sensitivity Questionnaire. The results of the first stage of the 

analysis have been provided in Table 28. The first level of analysis on failure to challenge 

provides direct responses from staff about what actually happened in relation to Patient 

History 8. It then identifies the nurses’ responses in the rationalisation of what happened 

and also begins to demonstrate the multifactorial nature of this failure.  

 
Table 28. First stage analysis- ffailure to challenge 

 
FAILURE TO CHALLENGE 

Source of 
information 
 

First stage coding of data 

Patient History 8: 

Failure to challenge, 

Ms A.  

 

Recognition

“

 of patients at risk: 

We all thought it was a rush job”. 

Authority

“What could we do? It was a 

 of medical decision: 

medical decision

“The operation would have gone ahead 

?” 

regardless

“It’s 

”. 

not my name

Did not challenge the doctor as: “I would be butting my 

head against the wall’. 

 at the end of the bed”. 

Fear in challenging medical staff, subjectivity in challenging 
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senior medical staff:   

“Depending

“I’d go to the VMO, 

 on who the VMO is”.  

regardless

“It shouldn’t be 

 of what happens to me” . 

hard to call the VMO

“There are 

, but it just is”. 

‘chains of command’

There can be ‘

 reinforced by medical staff, ‘don’t 

ring me, speak to the intern!’” 

personal consequences’

VMO could 

 in raising concerns 

with the VMO. 

ignore what was said, would not value the 

nurse’s opinion and that could make 

“Sometimes you don’t want to say anything, I mean you might be 

wrong, you don’t want them to think you’re a total idiot”. 

relationships more difficult in 

the future. 

 

Past experience in challenging doctor

Had 

:  

challenged doctor in the past and it did not make any 

difference

Challenged doctor previously and was told, “The operation is 

going ahead regardless”. 

. 

Medical staff making final decision, even when challenged 

by nurses 

 

Nurses as the patients’ advocates

Important that 

: 

nurses advocate

“Patient can’t stand up for themselves, so 

 on behalf of patients. 

the nurses need to stand up

“The nurses are the 

 

for them”. 

patients’ advocates

 

”. 

Non-inclusion 

Would not go to the patient 

of patient in their concerns: 

even if they thought 

“I would not say anything to 

something was wrong. 

undermine their [the patient’s] 
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surgery”. 

Going to the patient with concerns, “would undermine the 

patient’s confidence in the doctor

“I wouldn’t want 

”. 

the patient to think that I thought something was 

wrong

“If the patient is comfortable and appears to know what is going on 

then 

”. 

it is between the patient and the doctor

 

”. 

Study Two: Moral 

Sensitivity 

Questionnaire 

Recognition

60% Staff felt that 

 of patients at risk: 

it was easy to discern

 

 what was ‘right’ 

and ‘wrong’ for a patient. 

Telling patients the 

A patient should 

truth: 

always be told the truth

There is no doubt that we have a responsibility 

.  

to be honest

 

 with a patient”. 

Patient participation

Health care professionals 

 in decisions: 

make decisions without the 

patient’s participation

It is 

.  

not right to make decisions without the patient’s 

participation.  

Patient’s wishes not necessarily the most important

 

.  

Doing something against a patient’s will

Varied response, 50% agreement that it would be a 

: 

failure 

to do something against a patient’s will

 

 and lose their trust. Staff 

thought should have been a higher percentage who agreed.  

Staff think relationship with patient is the most important

“Well, that makes sense, of course the patient is the most important 

at work”. 

:  

“It is why we’re here [patient care] after all!” 
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Obtaining a positive response

“It’s nice that the 

 from the patient:  

patient’s appreciate

“Yeah but it shouldn’t motivate us – I mean you shouldn’t just go 

looking for them to like you”. 

 what you do for them”. 

“You don’t want them to not like you or not be happy with what 

you

“Well I 

’re doing”. 

find it satisfying

“It can 

 if the patient is happy with me”. 

just make your day

 

 if you get a card or a special thank you”. 

 

8.2.6.1 Congruence in data 

 
In this stage of the analysis of failure to challenge, nurses believed that Ms A. was at risk. They 

thought strongly that the planned procedure for Ms A. was ‘rushed’, and that, if the 

procedure went ahead she would face significant post-operative complications and that 

this would constitute Failure to Rescue. The nurses’ failure to challenge the patient’s VMO, 

even when they thought that something was ‘wrong’ in the way the patient was managed, 

was perceived to be a lack of intervention. They thought that intervention would have 

diminished the chance of significant post-operative complications, which could have been 

avoided with careful planning. As a result of this lack of intervention, this case was 

considered by the nurses to be a potential Failure to Rescue. This was reinforced by 

information obtained from the Moral Sensitivity Questionnaire responses, in which the 

nurses stated that they found it easy to discern what was ‘right’ and ‘wrong’ for a patient, 

and the management of this patient was ‘wrong’. The nurses expressed their view about 

the authority of medical decision making. They stated that a patient’s doctor had the 

ultimate responsibility in making decisions about a patient’s management. They believed 

that, if they challenged the patient’s doctor, it ‘would not matter’. They also stated that 

when they had challenged a doctor in the past, it had not changed the course of the 

patient’s management. They had learned from experienced not to challenge the medical 

staff’s authority.  

 
The nursing staff were adamant that they were the patient’s advocate and stated that 

patients are in a vulnerable position and it is up to the nurses to ‘stand up’ for the patient 

and advocate on their behalf. This was reinforced by the expressed view of the nurses that 

their relationship with the patient is the most important in their daily work, coupled with 
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their expressed view that it was important to obtain a positive response from the patient, 

and that this was a satisfying aspect of their daily work. Nursing staff were unanimous in 

their view that a patient should not be made aware of the concerns of nurses, as it would 

undermine a patient’s confidence in the doctor.  

 

8.2.6.2 Incongruity in data 

 
Some major incongruities, between what staff were saying ‘should’ happen in clinical 

practice and what was ‘actually’ happening in clinical practice, appeared in the data analysis 

on failure to challenge. Firstly, staff stated that they were the patients’ advocate and needed to 

‘stand up’ for vulnerable patients.  This statement was in direct contrast to what happened 

in Patient History 8, Ms A., where they did not advocate for the patient. Even though 

nursing staff stated that the management of Ms A. was ‘wrong’, they did not challenge her 

doctor. They considered a ‘chain of command’ existed and medical staff reinforced this 

idea. They also stated that there could be ‘personal consequences’ in challenging medical 

staff. That is, their relationship in the future might be damaged.  

 

There also appeared to be an element of ‘learned helplessness’ (Hiroto & Seligman, 1975), 

in which a patient’s doctor was challenged in the past with no result. The concept of 

‘learned helplessness’ is explored in greater detail in the second stage of the analysis on 

failure to challenge, page 221.  Although the nurses expressed a view that they were the 

patients’ advocate and that their relationship with the patient was the most important in 

their daily work, they did not challenge Ms A.’s doctor, even when they thought there was 

something ‘wrong’ in the way Ms A. was being managed.  

 
Further incongruities were evident in the analysis, since nursing staff did not include Ms A. 

in their concerns despite nursing staff stating that it was ‘wrong’ not to include a patient in 

decisions, and important always to be honest. They did not want to undermine Ms A.’s 

confidence in the doctor and did not want her to think that the nurses thought there was 

something ‘wrong’. They stated that, if a patient was happy, that is, unaware of any 

problems, then it was between a patient and the doctor. It appeared that, even if the nurses 

believed there was something ‘wrong’ in the way a patient was managed, then it was the 

doctor’s responsibility to discuss this with the patient, despite the doctor not believing or 

knowing or both, that there was in fact anything ‘wrong’. Telling the ‘truth’ to the patient 
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was not as important to the nurses as the patient’s relationship with the doctor. The codes 

developed for the first stage of the analysis and the congruence and incongruities in the 

data for failure to challenge are detailed further in the second stage of the analysis.  
 

88.3 Summary of First Stage Analysis 
 
The first stage of the analysis demonstrated congruence in the data obtained during the 

three studies conducted for this doctorate. Overall, nurses recognised the ‘patient risk’ and 

thought that all of the patient histories, presented in this thesis, represented Failure to 

Rescue incidents. There were specific examples of congruency between what staff stated 

‘should’ happen in clinical practice and what was ‘actually’ happening in clinical practice. 

However, there were also areas of incongruity. In some instances, there was a complete 

contrast between what staff said they ‘should’ do in clinical practice and what they actually 

did. Each of these were coded during the conclusion to the first stage of the analysis. A 

second stage of analysis was then undertaken in order to examine these codes in greater 

detail and develop categories.  

 
 

8.4 Second Stage Analysis 
 

8.4.1 Method of second stage analysis 

 

As the study progressed a second level of coding was undertaken. Following Schreiber 

(2001), this is the examination and collapse of codes into categories or higher level 

concepts. In my research, the results of the second stage of analysis have been titled 

categories. Each code from the first stage of analysis was examined to ascertain whether 

there were any convergences or divergences in the codes. These codes were then 

categorised into themes from the analysis.  

 

In order to develop these categories to describe what was occurring in clinical practice it 

was necessary to review the extant literature to analyse the findings to date. This was 

particularly necessary, as the first stage analysis demonstrated significant dissonance 

between the nurses’ actions and beliefs and I sought to understand and explain this 

dissonance in order to provide a comprehensive description of the experience of nurses in 
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the intervention for patients at risk. Therefore, throughout this section on the second stage 

of the analysis, the codes from the first stage of analysis are presented in a table, followed 

by a brief exploration of the literature to demonstrate how the categories for the second 

stage analysis were developed. The second stage analysis is predicated on the elements of 

Failure to Rescue, and commences with failure to recognise, the remaining elements then 

follow.  

 

8.4.2 Results of second stage analysis 

 

The second stage of the analysis under the headings of each of the four elements of 

Failure to Rescue is outlined below. Failure to recognise is described first, followed by 

the remaining three elements 

8.4.3 Failure to recognise 

 
The incongruity and congruence between what the nurses said they should do in clinical 

practice and what was actually happening in clinical practice, in relation to failure to recognise, 

have been tabled below, in Table 29. These areas of incongruity and congruence were 

either collapsed or expanded into codes at the commencement of the second stage of the 

analysis. Following the presentation of the codes from the first stage of analysis on failure 

to recognise, an exploration on the extant literature is provided. This literature will provide 

the means by which the codes from the first stage analysis were expanded into the 

categories for the second stage analysis. As there were areas of significant incongruity 

between the nurses’ actions and beliefs, it was deemed necessary to present the extant 

literature in the analysis in order to understand the occurrence of this incongruity.   

 
Table 29. Codes of failure to recognise 

 
FAILURE TO RECOGNISE 

 
Dissonance between what 
staff said ‘should’ happen and 
what was ‘actually’ 
happening 
 

‘Codes’ from first stage analysis 

Congruence in data ‘Patient at risk’ acknowledged after the patient 
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history presented 

Task focused: not analysing patient information 

Someone always available to ask for help. 

Incongruity in data The rationalisation of behaviours of peers 

‘Permission’ seeking, before intervention  

Not seeking help when required.  

 

 

During the second stage of the analysis, it was evident that the relationships between the 

nursing staff were guiding their behaviours, that is, their actions were based on what 

another nurse might think or do. Chiarella (2007) described three distinct prevailing 

ethoses in which nurses worked and in which their receptivity for change was identified. 

They include an ethos of collective non-responsibility, an ethos of collegial generosity and 

an ethos of individual accountability. Each ethos resulted in a particular ‘practice zone’, 

these have been detailed in Diagram 8 below, reproduced with the permission of Chiarella, 

2007.   

 
Diagram 8. Receptivity to change continuum (Chiarella, 2007) 
 

Prevailing 
ethos 

Ethos of 
collective non-
responsibility 
 

Ethos of 
collegial 
generosity  

Ethos of 
individual 
accountability 

Impact on 
practice 
zone 

Practice zone 
of abrogation 

 Practice zone 
of mutual trust 
and 
collaboration 
 

Practice zone 
of isolation 
and alienation 

Receptivity 
to change 
continuum 

 

 
 Dysfunctional   Functional 
 
 

In an ethos of collective non-responsibility, Chiarella found that staff did not recognise 

that a problem was their responsibility to solve and that someone should do something 

about it. In this ethos, a practice zone of abrogation develops, in which a problem is 
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neither tackled nor solved as no-one takes ownership of the problem (Chiarella, 2007). 

During the early focus groups for the implementation of the R2E2, it was evident that the 

prevailing ethos was one of collective non-responsibility. The nurses recognised that a 

problem existed and stated that ‘someone should do something about it”, and “we can’t change what 

the doctors do”.  They completed incident forms and reported individual clinical cases to 

senior management. They did not take responsibility for addressing the problem 

themselves.  

 

Following the implementation of the R2E2, a change was evident in the ethos of the 

nursing staff. There was recognition that a problem existed, and through Study Three they 

were able to articulate that the ‘problem was theirs to solve’. They thought that they had a 

responsibility to tackle problems as they arose and they expressed a responsibility to do 

something about problems However, this sense of responsibility did not result in any 

action. They were not working in an ethos of collegial generosity. Chiarella (2007), 

describes an ethos of collegial generosity as one in which nurses are focused on the best 

possible patient care. There is an absence of territory, one in which tasks and roles are 

overridden by the aspiration for optimal patient outcomes.  

 

The nurses expressed the view that they were working in an ethos of collegial generosity, 

one in which they could always ask for help, there was always someone available to assist 

and the patient was their primary concern. However, in practice the nurses did not always 

ask for this assistance, as they did not want their peers to think that they were not coping. 

This ‘need to appear to cope’ was guiding their behaviours. In an ethos of individual 

accountability nurses think they personally carry total responsibility for everything which 

might go wrong, and there is no sense of shared responsibility (Chiarella, 2007). This ethos 

results in a practice zone of isolation and alienation. Through the establishment of 

‘territory’ and the ‘need to appear to cope’, demonstrated in the first stage of analysis, the 

nurses appeared to be working in an ethos of individual accountability. The practice, which 

resulted, was one in which nurses were working in isolation, they did not want to request 

help, as it was a sign that they were not coping. This ethos of individual accountability and 

the establishment of ‘territory’ on the ward, resulted in increased risk to patients.  

 

The ethos of individual accountability was reinforced in the way patients were ‘allocated’ to 

a nurse for the duration of the shift, which the particular nurse was working. It appeared 
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that the responsibility for patients was directly linked to the allocation of patients to 

nurses. If a patient is not allocated to a nurse, then that nurse thought that he or she had 

no responsibility for that patient. The only way that this responsibility could be shared was 

when a nurse crossed over into another nurse’s territory. In order to cross over into 

another’s territory, permission should first be either sought or granted. This requirement 

for permission compounded the isolation and alienation in which the nurses worked. The 

model of care on the ward under study was one titled ‘total patient allocation’.  

 

This model has been briefly described in Chapter Two, page 29.  The model of total 

patient allocation has come under scrutiny, and there remains disagreement about the most 

effective model of care in relation to continuity of care, time spent with the patient, the 

cost and staff satisfaction (Tiedeman & Lookinland, 2004). This stage of the analysis 

demonstrates that this model of care may have a significant impact on patient safety, and 

the ability of nurses in the intervention for patients at risk.  

 
A further aspect of the relationships between the nursing staff, which was explored in the 

second stage of the analysis was that of ‘permission seeking’. Walker (1993) asserts that 

nurses are governed by a ‘tyranny of niceness’. The behaviour which results is one in 

which overt conflict is avoided and nurses maintain a passive posture, silencing 

themselves. In a conflict situation then, the ‘tyranny of niceness’ manifests itself in a form 

of silent and complicit agreement, in which no further dialogue is required to resolve the 

situation (Walker, 1993). This was evidenced in my research in a nurse not providing 

intervention for another nurse’s patient.  

 

The territory established a barrier which could not be crossed without permission being 

sought or granted, even in the event that a patient in another nurse’s ‘territory’ was at 

significant risk and required intervention. There appeared to be an established practice in 

which there was a tacit, yet explicit, set of rules around the assigned responsibility for 

patients. The avoidance of conflict, between the nurses, resulted in these rules being 

followed, even to the detriment of patient safety. The ‘tyranny of niceness’ was developed 

as a category, during the second stage of the analysis, to describe the relationship between 

the nurses and how this relationship impacted on patient safety and contributed to Failure 

to Rescue incidents.  
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The final category established during the second stage of the analysis on failure to recognise, 

was the justification and the rationalisation of behaviours. There was a clear dissonance 

between what occurred in Patient History 2, failure to recognise Mrs D. (the 87-year-old 

patient with a fractured NOF), where staff did not recognise the significance of the 

patient’s clinical signs, and what the nurses stated should happen. The nurses stated that 

the patient’s deterioration should have been recognised ‘they should have called someone”. 

When this dissonance was presented to staff they were able to justify and rationalise the 

behaviours.  

 

According to cognitive dissonance theory, there is a tendency for individuals to seek 

consistency among their cognitions. When there is inconsistency or dissonance between 

attitudes and behaviours, a change is required in order to eliminate this dissonance 

(Festinger, 1957). This change can either be in the form of changing the behaviour, the 

justification of the behaviour through the alteration of the conflicting cognition or the 

justification of the behaviour through the addition of new cognitions (Barker, 2003). When 

attitudes towards behaviour demonstrate that the behaviour should be different to that 

which has already been enacted, the individual will suffer cognitive dissonance and will 

invariably alter his or her attitude in order to coincide with the behaviour (Nir, 2004). This 

alteration in attitude can take the form of the justification of behaviour which has already 

been enacted. Although the nurses clearly did not recognise the risk to Mrs D. in Patient 

History 2, their behaviour was dissonant to their attitude that this recognition should have 

occurred. As a result of the dissonance they experienced when presented with the 

information, they were able to justify the behaviours which had occurred, which can be 

attributed to cognitive dissonance.   

 

Based on the second stage of the analysis, four distinct categories emerged to explain failure 

to recognise and how this contributes to Failure to Rescue incidents. Each of the categories 

stemmed from nurses’ relationships with each other. The four categories include: 1) an 

ethos of individual accountability; 2) the tyranny of niceness; 3) the justification of 

behaviour; and 4) the responsibility for patient safety can be allocated. These categories 

have been presented in Table 30, and are discussed further in the third stage of the analysis 

on page 229.   
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Table 30. Second stage analysis- ffailure to recognise 
 

FAILURE TO RECOGNISE 

‘Codes’ from first stage analysis ‘Categories’ from second stage analysis 

‘Patient at risk’ acknowledged after 

patient history presented. 

Task focused: not analysing patient 

information. 

Someone always available to ask for 

help. 

The rationalisation of behaviours of 

peers. 

‘Permission’ seeking, before 

intervention.  

Not seeking help when required.  

Ethos of individual accountability 

 

‘Tyranny of niceness’ (permission 

seeking and granting behaviour) 

 

The justification of behaviour 

 

Responsibility for patient safety can 

be ‘allocated’ 

 

8.4.4 Failure to respond 

 
There were several congruencies and incongruities in failure to respond between what the 

nurses said they should do in clinical practice and what was actually happening in clinical 

practice. These were either collapsed or expanded into codes, which were utilised for the 

second stage of the analysis. These codes have been presented in Table 31. A discussion 

about the development of the categories, and the literature which supports the 

development of these categories, will follow. 

 

Table 31. Codes of failure to respond 

 

FAILURE TO RESPOND 

Dissonance between what 
staff said ‘should’ happen 
and what was ‘actually’ 
happening 
 

‘Codes’ from first stage analysis 

Congruencies in data Recognition that patient at risk 
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Absence of trust 

Frustration 

 

Incongruities in data Subjectivity in communication 
Absence of responsibility 
‘Fear factor’ 

 
 
 
The nursing staff’s relationship with the medical staff was the main focus of the second 

stage of the analysis on failure to respond. There was an apparent discord between what the 

nursing said they should do and what was actually happening in practice. Nursing staff 

expressed frustration at medical staff who did not respond to their concerns. They 

believed that the medical staff did not always trust their judgement about a patient’s 

condition. On the other hand, they did not always contact medical staff due to fear. This 

demonstrated a non-collaborative nurse-physician relationship.  

 

Gleason, Sochalski & Aiken (1999), reviewed Magnet Hospital Research and described the 

nurse–physician relationship. Magnet Hospitals were first researched in 1982, and describe 

the traits of organisations in the United States which were able to successfully recruit and 

retain nursing staff in the face of a national nursing shortage (Gleason, Sochalski, & Aiken, 

1999). Three major categories were identified of Magnet Hospitals: 1) the leadership 

qualities of the nursing administrators; 2) the professional attributes of the nursing staff; 

and 3) the environment which supported professional practice (Gleason et al., 1999). A 

component of the environment which supported professional practice was identified as 

the nurse-physician relationship. Two factors were identified as fostering collaborative 

relations between the nursing and medical staff: 1) mutual respect for one another’s 

knowledge and competence; and 2) mutual concern for the provision of quality patient 

care (Gleason et al., 1999).  

 

The second stage of the analysis demonstrated a lack of collaborative relations between the 

nursing and medical staff, particularly in relation to the mutual respect for one another’s 

knowledge and competence. Nursing staff did not think that the medical staff trusted their 

judgement. Therefore, they believed the doctors questioned their competence. There was 

also a discord in the mutual concern for the provision of quality patient care. Medical staff 

reported that they had attended a patient and were concerned about the patient’s 
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condition. When they requested assistance they were told ‘it is not my patient’ by one of 

the nurses. Although the doctor was concerned about the patient, in this instance, it 

appeared that the nurse was not. The patient had not been allocated to the nurse, and she 

was, therefore, not responsible for the patient. The components necessary to foster a 

collaborative relationship between the medical and nursing staff were absent.   

 

This discord between what was actually happening in practice and what the staff stated 

should happen in practice in relation to failure to respond, presented a further example of 

cognitive dissonance. This theory has already been outlined on page 212. The nurse’s 

attitude was that they should telephone, and that it should be easy to telephone, the 

medical staff.  Their behaviours demonstrated that they did not telephone the medical staff 

on all occasions, as a result of fear. This presented a dissonance between their attitudes and 

behaviours.  

 

Cognitive dissonance theory predicts that, in certain circumstances, individuals will alter 

their attitudes so as to be consonant with their actual or past behaviour (Nir, 2004). A 

form of the alteration of attitudes can be in the addition or creation of new cognitions. In 

this study the nurses were able to emphasise a new cognition, that, it is the responsibility of 

the junior medical staff, and not nursing staff, to contact the senior medical staff. This 

allowed the nurses to justify their behaviour of not contacting the senior medical staff, as it 

was not their responsibility to do so. They did not alter their behaviour, which would 

provide another means of the resolution of cognitive dissonance. Why they changed their 

attitude and not their behaviour is discussed in greater detail during the third stage of the 

analysis.  

 

The second stage of the analysis on failure to respond primarily focused on the nurses’ 

relationship with the medical staff. This analysis resulted in the formation of two 

categories, which have been presented in Table 32.  
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Table 32. Second stage analysis- ffailure to respond 

 

FAILURE TO RESPOND 

‘Codes’ from first stage analysis ‘Categories’ from second stage analysis 

Recognition that patient at risk 

Absence of trust 

Frustration 

Subjectivity in communication 

Absence of responsibility 

‘Fear factor’ 

Non-collaborative nurse physician 

relationship 

 

The justification of behaviour 

 

8.4.5 Failure to elevate 

 
The information garnered, in order to explain the third element of Failure to Rescue, 

failure to elevate, demonstrated both congruence and incongruity in the data. These were 

established during the first stage of the analysis, and have been tabled below in Table 33. 

Following Table 36, the development of the categories for the second stage analysis is 

presented, which includes a description of the extant literature.  

 

Table 33. Codes of failure to elevate 

FAILURE TO ELEVATE 

Dissonance between what 
staff said ‘should’ happen 
and what was ‘actually’ 
happening 

‘Codes’ from first stage analysis 

Congruencies in data ‘Patient at risk’ acknowledged 

Nurses’ responsibility to challenge the doctor 

Obtaining a positive response from the 

patient 

Incongruities in data Doctor has ultimate responsibility 

Non-inclusion of the patient in nurses’ 

concerns 
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It was the nurses’ relationship with both the medical staff and their relationship with the 

patient which was the focus of this second stage of the analysis on failure to elevate. In 

response to Patient History 7, Mr B., nurses were of the view that the operation was the 

wrong thing to do for the patient. They stated that the facilitation of a good death for a 

patient was important and that the operative procedure was both futile and unnecessary. 

They believed they had a responsibility towards Mr B., to intervene and prevent the 

operation from proceeding. They challenged his surgeon and raised their concerns directly 

with the surgeon. They were able to, what they termed, ‘advocate’ for Mr B. However, this 

challenge did not result in Mr B.’s operation being cancelled. The nurses did not elevate 

their concerns to anyone else. The nurses stated that the surgeon had the ‘ultimate 

responsibility’ and that decisions, which pertained to Mr B.’s management, could be 

challenged by the nurses, but that there was no-one else to raise their concerns with, as a 

result of the authority of medical decision making.  

 

This placed the nurses in an extremely difficult position, one in which they thought there 

was inappropriate management of Mr B. They challenged this with the surgeon, who did 

not heed their concerns. The nurses recognised and exercised their responsibility for Mr 

B., but believed that the surgeon had the ultimate authority to make the decision about Mr 

B.’s management. The nurses did not elevate their concerns to another doctor, a more 

senior nurse, or the hospital administration, “Who else was there [to go to]”, as the nurses 

work, and the management of the patient, was perceived, by the nurses, to be constrained 

by medical staff. In this second stage of the analysis, it was evident that nurses could 

challenge a doctor, if they perceived there was something wrong, but the nurses were still 

under the control or constrained by the doctors who bore the ‘ultimate responsibility’ for 

the patients. It was after all the ‘doctor’s name at the end of the bed’ and not the nurses.  

 
In response to Mr B.’s case, the nurses did recognise their responsibility towards the 

patient. They were not working in an ethos of collective non-responsibility, as discussed on 

page 209. They were able to articulate that a problem existed and recognised their 

responsibility to do something about the problem when this issue was discussed in focus 

groups. In the event of reoccurrence of the problem, they were able to provide a solution, 

in the form of case management meetings, but thought the medical staff should arrange 

these meetings. This demonstrated that, either nursing work was constrained by medical 
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staff, or that the nurses did not think that the doctors would attend a meeting to discuss 

the concerns of the nurses. Even though the nurses provided a solution to a problem, they 

did not perceive that they had the authority to carry out the solution without the consent 

of the medical staff. They believed that they could not establish the case management 

meeting, instead, the doctors would have to do it.  

 

There appeared to be possibly a new ethos present, other than the ones described by 

Chiarella (2007), one I have termed ‘collective responsibility without action’, which 

resulted in a practice zone of ‘the maintenance of the status quo’, this is discussed in 

greater detail in Chapter Nine, page 304. The nurses did not think that it was right that Mr 

B. underwent the operative procedure, yet, they were required to prepare and transfer him 

to the operating suite. In situations where nurses cannot do what they think is right, they 

can experience moral distress which leaves a moral residue (Corley, 2002). This was 

expressed by the nursing staff through their frustration, in not being able to alter the 

situation for Mr B., and their sorrow and anger for what had occurred to him. They felt 

responsible for what had occurred, but they believed they could do nothing to alter the 

situation. Moral distress can result in nurses feeling both guilt and shame and can lead to 

the avoidance of patients by nurses (Wilkinson, 1987-88). The nursing staff avoided 

discussions with Mr B. and his family, this could have been as a result of the guilt they felt 

in not being able to do anything to alter the situation.    

 
Coupled with the nurses’ relationship with the medical staff, the second stage of the 

analysis on failure to elevate also focused on the nurses’ relationship with the patient. In 

relation to Patient History 7, Mr B., at no point did the nurses include Mr B., or his family, 

in their concerns about Mr B.’s management. This was in direct contrast to their expressed 

view, that, it is important to always be honest with a patient. The stated reason they did 

not discuss their concerns with Mr B., or his family, was to protect the doctor and the 

doctor’s relationship with Mr B. It may also have been as a result of the shame and guilt 

they experienced as a result of the moral distress the situation caused. Nursing staff 

expressed the view that it was more important not to undermine the doctor in the eyes of a 

patient than inform a patient about their concerns. This resulted in a situation in which 

neither Mr B., nor his family was provided with information which might have informed 

his consent for the planned procedure. The non-inclusion of a patient in nursing staff 

concerns can have implications for the process of consent for procedures. 
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Patient consent, as a legal requirement, is greatly influenced by the ethical debate on 

patient autonomy (Kerridge et al., 2005). The legal requirements for an informed consent 

are that, the patient should be fully informed, deemed medically competent and under no 

duress (Kerridge et al., 2005). In the provision of treatment for patients, these elements of 

an informed consent are often seen as adequate for an individual to make an autonomous 

decision. Whilst these elements might be adequate, an approach termed ‘shared decision 

making’, has been suggested as an alternative which would assure greater patient 

autonomy. In shared decision making the autonomy of the individual is more active than 

that of merely consenting, or not consenting, to a doctor’s suggestions (Kerridge et al., 

2005). In a case like Patient History 7, Mr B., who should determine how acceptable the 

risks and benefits are of a procedure?  

 

In a 1996 study, patients believed that this aspect of their care should be a shared decision 

(Deber, Kraetschmer, & Irvine, 1996). The nursing staff did not think that the possible 

benefits of Mr B., to undergo the operative procedure, outweighed the risks. They did not 

think that he, and his family, were made aware of the risks of the procedure. They did not 

think the procedure would prolong his life, or provide a curative outcome. Instead, they 

believed that the procedure would delay his inevitable death, and deny him a good death, 

one without pain and suffering. They did not at any stage inform Mr B., or his family, of 

these concerns.  

 
This second stage of the analysis on failure to elevate, demonstrated a culture, fostered by the 

nursing staff, in relation to a patient’s level of participation in decisions about their 

management. A model of ‘shared decision making’ is an ideal, which results in respect for 

the patient’s autonomy, and not just a superficial recognition of patient self-determination. 

It is considered a situation in which each participant can bring their own values and beliefs 

in relation to health, disease and their role as an advocate for the patient’s health (Brock, 

1991). The nurses, in this research, demonstrated that they neither practiced nor 

participated in shared decision making. The nursing staff appeared to be promoting a 

culture of exclusion, which resulted in a patient being unable to participate in any 

discussion which pertained to the nurses’ concerns, as they were never informed about 

these concerns. This exclusion sanctioned a paternalistic model, in which a patient’s rights 

for self-determination are diminished. A patient’s autonomy was surrendered by the 
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nursing staff in favour of the doctor’s paternalism in decision making for the patient. The 

doctor’s decision could not be ‘undermined’ by the nurses. The situation demonstrated the 

dominance of the medical staff’s authority over both the nurses and the patients.  

 

In relation to the nurses’ interaction with patients, the nurses expressed the view that it 

was important to obtain a positive response from the patient. They found satisfaction in 

their work when a patient appreciated it. This attitude may have been guiding their 

behaviour in the exclusion of patients from their concerns. The nurses considered that the 

doctor had the ultimate authority over the patient and that the patient’s relationship with 

the doctor was more important than raising their concerns with a patient. If the nurses 

were to interfere with the decision of the doctor, then they clearly thought that the patient 

might not appreciate it. In a situation where the nurses thought the patient’s relationship 

with the doctor was the most important, and they wanted the patient to like them, they 

would be unlikely to stand between the patient and the doctor and express their concerns 

about the doctor’s decisions.  

 

The second stage of the analysis on failure to elevate examined both the nurses’ relationships 

with the doctor and the nurses’ relationships with the patient. The categories to emerge 

from this stage of the analysis have been tabled in Table 34. These categories are utilised to 

form the third stage of the analysis. 

 
Table 34. Second stage analysis – ffailure to elevate 

 

FAILURE TO ELEVATE 

‘Codes’ from first stage analysis ‘Categories’ from second stage analysis 

‘Patient at risk’ acknowledged 

Nurses’ responsibility to challenge the 

doctor 

Obtaining a positive response from the 

patient 

Doctor has ultimate responsibility 

Non-inclusion of the patient in nurses’ 

concerns 

 

Nurses able to challenge doctor, 
when they disagree about patient 
management 

 
Nursing work under control of 
doctors 

 
Doctors have the ultimate 
responsibility for patients 

 
Nurses cannot implement solutions 
without doctor’s permission 
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Culture of exclusion – doctor’s 
paternalism more important than 
patient’s autonomy 

 
Satisfaction in work obtained when 

‘appreciated’ by patients 

 

8.4.6 Failure to challenge 

 
Failure to challenge, as the fourth element of Failure to Rescue, demonstrated the greatest 

incongruities in the information obtained during the three studies in this research. Both the 

congruence and incongruity have been tabled in Table 35. The codes from the first stage 

of the analysis were collapsed in order to develop the categories for the second stage of the 

analysis. Following Table 38, a discussion is provided to demonstrate how the categories 

for the second stage of the analysis were derived, and includes details of the literature used 

to support the development of these categories.  

 
Table 35. Codes of failure to challenge 

 

FAILURE TO CHALLENGE 

Dissonance between what 
staff said ‘should’ happen and 
what was ‘actually’ 
happening 
 

‘Codes’ from first stage analysis 

Congruencies in data ‘Patient at risk’ identified 

Nurses are the patient’s advocate 

Important to tell patients the truth 

Wrong not to include patients in decisions about 

their management 

Important to obtain a positive response from 

patient 

Incongruities in data Nurses cannot ‘challenge’ doctors due to: 

Authority of medical staff and ‘Chains of 
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command’ 

Fear of reprisal 

Learned behaviour 

Non-inclusion of the patient in the nurses’ 

concerns. 

 
 
The second stage of the analysis on failure to challenge focused on the nurses’ relationship 

with the medical staff and the nurses’ relationship with the patients. In relation to Patient 

History 8, Ms A. (the 46 year old  patient with a planned hindquarter amputation), staff did 

not challenge Ms A.’s doctor, despite the fact they believed the scheduled surgery was 

poorly planned and would result in significant post-operative complications for her. It was 

apparent that there were several factors which contributed to the nursing staff’s failure to 

challenge the medical staff. The contributing factors were: 1) the nurses’ belief that the 

medical staff had authority over decisions about patient management; 2) the nurses’ fear 

about the personal consequences of challenging the doctor; and 3) learned behaviour in 

which their challenges were unsuccessful in the past. Each of these components is now 

discussed fully below.  

 

The nurses were of the belief that a patient’s doctor had the ultimate decision making 

responsibility for a patient. In Ms A.’s case, they stated that the planned procedure was a 

‘medical decision’ and not a nursing or joint decision between medical and nursing staff, or 

one for the patient herself. They did not demonstrate that they had any decision making 

authority for Ms A. Their participation in patient management was seen as being under the 

direct control of the medical staff, a situation in which medical staff make decisions, and 

the nurses carry them out. In a situation where nursing staffs’ opinions are subjugated by 

those of the medical staff, nurses will not challenge medical staff, even when they think the 

doctor is doing something wrong. When nursing work is perceived to be under the direct 

control of medical staff, then the nurses believe they are powerless to alter the decisions 

made by medical staff. The nursing staff reinforced the authority of the medical staff by 

stating that it is the doctor’s name at the end of the bed, and that the doctor has the final 

word on decisions made about a patient.  

 

The senior medical staff also reinforced this authority. Although senior medical staff stated 

that they are willing to be contacted by the nursing staff about issues which pertained to 



224

patient management, they added the comment ‘especially when it is about my patient’. The 

senior medical staff considered that the patient was theirs to manage, in fact, they claimed 

their ownership of the patient. The patient is not managed jointly between nursing and 

medicine, ‘our patient’; the patient is managed by the medical staff ‘my patient’. The 

authority of the medical staff, the control of nursing work by doctors, and the expectation 

that nurses will carry out the decisions made by doctors without question, all contributed 

to the nurses’ perceived inability to challenge medical staff, which in turn resulted in failure 

to challenge incidents. Of course there are many instances in which a member of nursing 

staff can, and will, challenge a doctor and this results in an alteration of the doctor’s 

decision or treatment of a patient. However, the nursing staff in this research did not 

demonstrate that this was the reality for them. They even indicated that they would not 

contact certain doctors, Therefore, it appeared to be dependent on the personality of the 

medical staff, reinforced by the quotation, “It depends who it is”.  

 
The second stage of the analysis on failure to challenge, demonstrated a further contributory 

factor to prevent nurses from challenging medical staff when they believed that medical 

staff were doing something wrong. Nurses were fearful to challenge some doctors, as they 

believed it would adversely affect their relationship with the doctor in the future. They 

were concerned that the doctor might not heed their challenge, which would result in the 

doctor not trusting a nurse’s judgement in the future. It was more important to appear to 

be right in the eyes of the doctor, by not questioning the doctor’s decision, in case the 

doctor did not listen to the nurse’s concerns and have the doctor think the nurse was 

‘wrong’. In some instances, the nurses stated that, they did not want to raise concerns in 

case they were ‘wrong’, which could result in the medical staff not valuing nurses’ expertise 

in the future. It appeared that the nurses were more concerned about who was right and 

not what was right.  

 

The nurses demonstrated clearly, that they believed there would be personal consequences 

for them if they raised their concerns with a patient’s doctor. The nurses placed a higher 

value on their relationship with the doctor than on their relationship with the patient. This 

was despite the fact that the nurses overwhelmingly rated their relationship with the 

patient as being the most important in their work. Again, the necessary components of a 

collaborative nurse physician relationship according to Gleason et al (1999) were absent.  
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The nursing staff referred to ‘chains of command’ which were in place. These appeared to 

be a unwritten set of rules which did not sanction nurses directly questioning the senior 

medical staff about patient management. Instead, they were required to follow the ‘chains 

of command’, and speak to a less senior doctor in the first instance. The medical staff 

reinforced these unwritten rules. The nurses stated that when they had previously raised 

concerns with senior medical staff they were told to speak to the junior medical staff first. 

It appeared that nurses’ feared reproach if they were to break these ‘chains of command’.  

 

When asked what they might do to prevent a further incident of failure to challenge, the 

nursing staff said they would go directly to the senior medical staff ‘regardless of what 

happens to me’. This again, reinforced the view that the nurses believed that there were 

personal consequences to them if they challenged the senior medical staff. In this situation 

in which: 1) an unwritten set of rules appeared to be in place where nurses could not raise 

concerns with senior medical staff; 2) where nurses were fearful of the consequences of 

breaking the ‘chain of command’; and 3) where the nurses believed that their relationship 

with medical staff could be adversely affected in the future if they were to raise their 

concerns, nurses were not likely to challenge the doctors, even if it resulted in an adverse 

outcome for the patient.  

 
A further factor, which contributed to the nursing staff not challenging the medical staff, 

appeared to be as a result of learned behaviour in which the nurses challenges were 

unsuccessful in the past. Nurses stated that, they had challenged medical staff in the past 

without success, and raising their concerns did not alter the patient’s treatment. This was 

apparent in Patient History 7, Mr B. The nursing staff did challenge the doctor’s decision, 

and Mr B. still went back to the operating suite. It appeared that the nurses had learned 

not to question a doctor’s decision, as it was futile to do so.  

 

Hiroto and Seligman, studied the phenomenon of ‘learned helplessness’ from 1967 to 

1975. Their experiments were initially carried out on dogs in order to understand what 

motivated them to act in certain way. Their results were extended to human behaviour, 

and they determined that when a particular behaviour does not generate any response an 

individual will learn that the behaviour is pointless. The individual will then cease the 

behaviour, which leads to a situation in which they stop trying to influence the outcome of 

that, or similar, situations (Hiroto & Seligman, 1975).  
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Perhaps, as a result of their previous failed challenges, the nursing staff had developed 

‘learned helplessness’, in which their attempts to influence the outcome for patients had 

been proven futile. Therefore, there were three distinct factors which contributed to failure 

to challenge, which were identified in order to form categories during the second stage of the 

analysis: 1) medical authority; 2) fear of reprisal; and 3) learned helplessness. Further 

analysis of the data for failure to challenge, which pertained to the nurses’ relationships with 

patients, was also undertaken and is discussed below. 

 
The second stage of the analysis on failure to challenge, reinforced the findings of the analysis 

on failure to elevate, that, the nursing staff were fostering a culture of exclusion, discussed in 

detail on page 219 of this chapter. In this culture of exclusion, they did not include a 

patient in their concerns, as they did not want to undermine the doctor in the eyes of the 

patient. The patient’s autonomy was surrendered, by the nurses, for the doctor’s 

paternalism in making decisions about the patient’s management.  

 

A further code, developed during the first stage of the analysis, and explored during the 

second stage of the analysis, was that of the nurse as the patient’s advocate. The role of the 

nurse as the patient’s advocate has been described in Chapter Four, page 74. Essentially, 

the concept of the nurse as the patient’s advocate is one in which the nurse stands up for 

the rights of the patient, or acts as a proxy in a case where the patient is helpless to do so. 

In my research, the nurses were vocal in their belief that they were the patients’ advocates. 

They stated that, patients cannot ‘stand up’ for themselves and it was the nurses’ 

responsibility to do so on the patients’ behalf.  The nurses stated that they were in the best 

position to advocate for the patient because they had the greatest intimacy and knowledge 

of the patient. Kerridge et al (2005) state that the concept of advocacy has three basic 

suppositions: 1) nurses are proactive and not subordinate; 2) that they do ‘speak up’ and 

act on the patient’s behalf; and 3) a form of complexity, challenge or conflict exists, which 

necessitates the requirement for advocacy in the first place.  

 

In relation to Patient History 8, Ms A., nursing staff believed that something was ‘wrong’ 

in the way she was managed, and did not ‘speak up’ on her behalf.  Nurses were not 

proactive in challenging the doctor. They stated that they were the patient’s advocate, but 

did not demonstrate advocacy. If true advocacy is, either helping patients to stand up for 
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their rights, or acting as a surrogate in helping powerless patients obtain what they are 

entitled to (Kerridge et al., 2005), then by not challenging the medical staff on behalf of Ms 

A., they did not act as the patient’s advocate.  

 
Coupled with the nurses not acting as Ms A.’s advocate in challenging medical staff, they 

provided no assistance to her to advocate on her own behalf. They did not share their 

concerns with her. By excluding her from the knowledge that something might be ‘wrong’, 

they diminished Ms A.’s ability to advocate on her own behalf. The third assumption about 

advocacy, described by Kerridge et al (2005), states that a form of complexity, challenge or 

conflict exists which necessitates the requirement for advocacy in the first place. Although 

the nurses recognised the conflict, in that, they did not agree with the doctor’s decision, 

they did not inform the patient of this conflict. By not informing the patient of the 

conflict, the patient did not have the information that advocacy was even necessary.  

 

The nurses were unwilling to challenge the patient’s doctor and did not inform the patient 

that she should ask the medical staff for additional information herself, in order to 

participate in decisions about her management. Essentially, the second stage of the analysis 

demonstrated that nurses’ believed that they were the patients’ advocates. Yet, they would 

not advocate in certain situations and with certain medical staff. They recognised when 

there was something ‘wrong’ in the way a patient was being managed but did not inform 

the patient that they thought something was wrong. Through the exclusion of Ms A. from 

their concerns, they added to her helplessness, because she did not even realise that there 

was any conflict or a need for advocacy.   

 
The second stage of the analysis on failure to challenge examined the nurses’ relationship with 

the doctor and the nurses’ relationship with the patient. The categories to emerge from 

failure to challenge have been detailed in Table 36. These categories are utilised to form the 

third stage of the analysis. 
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Table 36. Second stage analysis – ffailure to challenge 
 

FAILURE TO CHALLENGE 

‘Codes’ from first stage analysis ‘Categories’ from second stage analysis 

‘Patient at risk’ identified 
Nurses are the patient’s advocate 
Important to tell patients the truth 
Wrong not to include patients in 
decisions about their management 
Important to obtain a positive 
response from patient 
Nurses cannot ‘challenge’ doctors 
due to: 

o Authority of medical staff 
and ‘Chains of command’ 

o Fear of reprisal 
o Learned behaviour 

Non-inclusion of the patient in the 
nurses’ concerns 

Nurses unable to challenge doctor, 
when disagree about patient 
management due to: 

 
o Medical authority 
o Fear of reprisal 
o Learned helplessness 

 
Nursing work under control of 
doctors 

 
Culture of exclusion – doctor’s 
paternalism more important than 
patient’s autonomy 

 
The role of nurse as the patient’s 
advocate 

 
 

8.5 Summary of Second Stage Analysis 
 
Through the exploration of codes developed during the first stage of the analysis, 

categories for the second stage of the analysis have been developed. These categories were 

developed in accordance with the four elements of Failure to Rescue, which have been 

identified in my research. The total list of all categories for the second stage of the analysis 

have been summarised in Table 37 below. The third stage of the analysis was the point 

when relationships between the categories formed and ideas developed. These ideas were 

about why there was a discord between what the nurses were saying, and what they were 

doing, in clinical practice, and why, in the presence of cognitive dissonance, did the nurses 

alter their attitudes and not their behaviours.  
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Table 37. Total categories for second stage analysis 

 
Component of Failure to 

Rescue 

Second stage analysis category 

Failure to Recognise Ethos of individual accountability 

‘Tyranny of niceness’ (permission seeking and 

granting behaviour) 

The justification of behaviour 

Responsibility for patient safety can be 

‘allocated’ 

Failure to Respond Non-collaborative nurse physician relationship 

The justification of behaviour 

Failure to Elevate Nurses able to challenge doctor, when 

disagree about patient management 

Nursing work under the control of doctors 

Doctors have the ultimate responsibility for 

patients 

Nurses cannot implement solutions without 

doctor’s permission 

Culture of exclusion – doctor’s paternalism 

more important than patient’s autonomy 

Satisfaction in work obtained when 

‘appreciated’ by patients 

Failure to Challenge Nurses unable to challenge doctor, when 

disagree about patient management due to: 

o Medical authority 

o Fear of reprisal 

o Learned helplessness 

Nursing work under control of doctors 

Culture of exclusion – doctor’s paternalism 

more important than patient’s autonomy 

The role of nurse as the patient’s advocate 
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88.6 Third Stage Analysis 
 

8.6.1 Method of third stage analysis 

 

Schreiber (2001) described this stage in the analysis as the point when relationships 

between the categories are forming and ideas develop which lead to hypotheses. In this 

stage of the study the information for analysis was referred to as concepts. These concepts 

were based on Chiarella’s (2002) images of nurses: the nurse as the ‘ministering angel’; the 

‘domestic worker’; the ‘doctor’s handmaiden’; the ‘subordinate professional’; and finally as 

the ‘autonomous professional’. During the third stage of the analysis the narratives of the 

nurses, their responses to the patient stories outlined as part of this research and their 

actions on the ward setting could be readily identified in the images which Chiarella (2002) 

identifies in case law.  

 

8.6.2 Results of third stage analysis 

 

Following the second stage of the analysis, it was evident that, the authority, perceived or 

otherwise, of the medical staff was guiding the practice of nurses. The nurses’ practice was 

perceived to be either under the control of, or constrained by medical staff. Nurses did not 

demonstrate that they thought they had any authority in making decisions for patient 

management. Instead, they were subordinate to the medical staff. Their stated role as the 

‘patient’s advocate’ was uncertain when applied to conflict situations. Challenging the 

medical staff did occur in some instances, but often without success and it appeared that 

the barriers to challenging medical staff resulted in this action either becoming futile or not 

attempted in the first instance. The nurses were adamant in their declarations that they 

were the patients’ advocates, yet their experience demonstrated that it was hard to actually 

advocate for the patients. There also appeared to be dissonance between what the nurses 

said their responsibility for patient safety was, and what their actions in clinical practice 

were. In some instances they could acknowledge and carry out their responsibility, in other 

instances they were unable to do so. This dissonance was evident in the establishment of 

territory and the need to appear to cope. The nurses’ relationships with the patients, each 
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other and the medical staff also created confusion and discord between their actions and 

stated beliefs.  

 

In order to understand and explain the nature of this ‘subordination’ of nurses and the 

confusion in clinical practice in relation to patient safety, the third stage analysis utilised the 

images identified by Chiarella (2002). The images and their elements have been described 

in Chapter Four, the images include the ministering angel, the domestic worker, the 

doctor’s handmaiden, the subordinate professional and the autonomous professional. 

Chiarella (2002) argues that it is the confusion over the legal and professional status of the 

nurse which renders nurses confused as to their legal, moral and professional 

responsibilities in relation to patient care. Several of the elements of the images that 

Chiarella identified in case law, can be readily identified in the narratives of the nurses and 

doctors and their responses to the case studies outlined as part of this research. Schreiber 

(2001) described this stage in the analysis as the point when relationships between the 

categories are forming and ideas develop which lead to hypotheses. I hypothesised that 

categories developed during the second stage analysis and presented in Table 37, were 

evident in the elements of these images and could provide an explanation and add to the 

description of the experience of nurses in the intervention for patients at risk.   

 

The third stage of the analysis aims to represent the data collected about the actions and 

beliefs of the nurses as being present in several elements of the images identified by 

Chiarella (2002). The third stage of the analysis is presented under the headings of the 

categories developed in the second stage of the analysis. The elements of the images, 

identified by Chiarella (2002), are utilised to analyse these categories to explore how the 

categories from the second stage analysis manifested in the images of nurses in order to 

describe the experience of nurses in this study. Throughout the third stage of the analysis, 

elements of the images of nurses identified by Chiarella (2002), which have been 

previously detailed in Chapter Four, are italicised in the text. Some of the categories 

developed from the second stage of the analysis are identified as being present in several 

elements of the images identified by Chiarella (2002). In these instances, the headings from 

the second stage of the analysis are grouped together. At the conclusion to the third stage 

of the analysis, the actions and beliefs of the nurses, identified as being present in the 

elements of the images identified by Chiarella, are summarised and then presented in Table 

38.  The category of ‘the justification of behaviour’ by nurses is analysed first.  
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8.6.3 The justification of behaviour 

The element of the ministering angel image, detailed in Chapter Four, page 53, that, nurses 

are asexual beings, because the work they do involves them in extremely intimate physical activities 

(Chiarella, 2002), remains an important component to the practical application of nursing 

work. The nurses in my research recognised, what they termed, their ‘intimate knowledge’ 

of the patients on the ward, and this recognition was evident in this element of the image 

of the ministering angel. A component of this element, that there exists an invisibility of 

nursing and nursing care, was also evident in this study. This rendering of nursing work 

invisible, has relevance when examining the nurses’ response to their responsibility for 

patient safety in relation to failure to recognise incidents.  

 

Although Chiarella (2002) stated that this invisibility was evident in the decisions made by 

judges, it was also evident in my research in the explanations nurses provided about their 

colleagues’ actions. This presented itself in my research, in the justification and the 

rationalisation of behaviours in relation to failure to recognise. There was reluctance in the 

nurses to blame their colleagues for failing to recognise a patient at risk, despite stating that 

the recognition should have occurred. This reluctance manifested itself in the nurses, like 

the judges described by Chiarella (2002), either being sympathetic to their colleagues’ 

workloads “you can get caught up”, “there must have been something else going on”, or that the 

involvement of nurses in these cases was not part of their responsibility, “it’s the registrars job 

to call the VMO, not the nurse”’, thus rendering any moral or clinical responsibility the nurse 

may have in this situation invisible. If it is not their ‘job’, [their responsibility], then their 

role does not exist- they are invisible.  

 
The justification and rationalisation of their colleagues’ behaviour was also manifested in 

the element of the ministering angel (Chiarella, 2002) that, because nurses are so good, their acts 

or omissions could not be malicious. As described above, nurses were reluctant to blame another 

nurse for their behaviour, and they were able to justify what had occurred. This was 

particularly evident when discussing their colleagues’ past behaviours. In response to Mr 

L., Patient History 9 (the synthesised patient history), the nurses stated that intervention, in 

the form of recognition, should have occurred: “they should have called someone”. In addition, 

they also recognised that it was inappropriate to tell the medical staff “it’s not my patient, I’m 

just babysitting”.  
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However, in both instances they were able to justify the behaviour of their colleagues. 

Whilst remaining critical of the action, they were not critical of the individual, and were 

able to provide reasons why the behaviour might have occurred. As described by Chiarella 

(2002, p. 51), ‘to bring action against a nurse or to find a nurse personally liable would 

have required a plaintiff to be seen to attack the popular mythology of the courageous, 

ministering angel, the ‘Lady with the Lamp’’. Chiarella described this as ‘reluctance to sue 

an angel’. In my research there was a reluctance to assign blame to an individual nurse for 

their actions, which might be viewed as an attack of the individual nurse whose actions 

could be, and were, readily explained by exigent circumstances.  

 

The justification of behaviour by the nurses in this research was also present in an element 

of the doctor’s handmaiden image, if the nurse carries out the orders of the doctor without question, 

the nurse will not be at fault even if (s)he believes on reasonable grounds that the doctor’s orders are 

incorrect or immoral and may endanger the patient (Chiarella, 2002). Chiarella identified the 

element as a result of judicial decisions in which nursing staff were not held liable for their 

actions. This element, whilst not present in any disciplinary or blaming exercises in my 

research, was present in the beliefs of the nurses in relation to instances of failure to 

challenge. The nurses were willing to exonerate the behaviour of their peers, because they 

recognised the difficulties faced in challenging medical staff. The nurses were able to 

rationalise and justify why a failure to challenge might occur.  

 

The category of ‘the justification of behaviour’ was revealed to be present in elements of 

both the image of the ministering angel and doctor’s handmaiden.  The nurses in my 

research were able to rationalise and justify why acts of omission might have occurred, and 

they did not place blame with individuals who had failed to recognise a patient at risk.  

 

8.6.4 Tyranny of niceness, ethos of individual accountability and the 

‘allocation’ of patient safety responsibility 

 

These three categories: the tyranny of niceness; the ethos of individual accountability; and 

the allocation of patient safety, are grouped together in this third stage of analysis as 

several of the elements are present in all three categories, and all three categories are 
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interlinked in terms of the behaviours of the nurses in this research. It was thought 

preferable to group the categories together for analysis, rather than to repeat the analysis 

and presentation of the elements for each of these three categories.  

 

Chiarella (2002) identified an element of the ministering angel image as it is a privilege to work 

as a nurse, and therefore nurses should not complain about poor living and working conditions and huge 

workloads. Although this element has tended to manifest itself in the arena of industrial 

relations and wage negotiations, the way nurses worked, and explained their work, was 

present in components of this element. The nurses on the ward reinforced the notion that 

nurses cannot complain about huge workloads. The ‘need to appear to cope’ guided their 

behaviour. They did not request help as there appeared to be an unwritten standard that to 

request frequent help meant that you were not coping. It was important for the nurses to 

appear to cope with the workload amongst their colleagues. The nursing staff reinforced 

the standard that, they could not complain about their workload, as “everyone is busy”.  

 

In relation to the assigned workload on the ward it was evident in the second stage analysis 

that responsibility for a group patients could be allocated to an individual nurse and that 

nurse was then solely responsible for the care of those patients allocated to them. This 

created an ethos of individual accountability (Chiarella, 2007), described in this chapter on 

page 219, and resulted in a practice zone of isolation and alienation. This isolation 

manifested itself in the notion of what I have termed, ‘territory’. The nurses took total 

responsibility for the patients assigned to their care, they created an unwritten and explicit 

set of rules about their territory and the requirements necessary for another nurse to enter 

their territory. An extreme example was shown in a nurse who expressed unwillingness, 

when requested by a doctor, to intervene for a patient, as the patient was not directly 

assigned to the nurse’s care.  

 

These unwritten rules were not broken due to the ‘tyranny of niceness’ (Walker, 1993) and 

the avoidance of conflict. A requirement existed in which nurses should seek or grant 

permission before crossing into another nurse’s territory. The nurses appeared to embody 

the archetypal ministering angel, they devoted themselves to their assigned patients, and 

they were nice to each other through the avoidance of conflict. Whilst this may have 

resulted in a harmonious working environment, it contributed to failure to recognise incidents 

which resulted in a lack of intervention for patients at risk.  
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The allocation of patient safety responsibility created fragmentation of nursing practice on 

the ward. Patients were allocated to nurses and the nurses had responsibility for those 

patients allocated to them. They did not consistently demonstrate that they had a 

responsibility for other patients on the ward. This allocation of patients to individual 

nurses could be argued to be an attempt by the nurses to be recognised as autonomous 

professionals. Chiarella, 2002, identified an element of the autonomous professional as, 

clinical nursing knowledge and expertise should be given equal weight to that of medicine in clinical decision 

making. The nurses in my research, appeared to be using the allocation of patients as a 

means to becoming autonomous professionals through mimicking the practice of senior 

medical staff.  

 

The nurses believed that a patient’s doctor (VMO) had “the ultimate” responsibility for the 

patient. Hence they established a practice in which, like the VMO, they were assigned the 

care of particular patients and they had ultimate responsibility for the patients assigned to 

them. They did not intervene for another nurse’s patient without asking or being asked, 

this being not dissimilar to the practice of requesting consultations between senior medical 

staff. This attempt for recognition by the nurses to be autonomous professionals 

reinforced the notion of territory, and contributed to their inability to intervene for 

patients at risk.  

 

The allocation of patient safety presents an interesting dichotomy when it is examined in 

relation to how it manifests itself in the image of the domestic worker (Chiarella, 2002). 

Although the category is revealed in the autonomous professional (Chiarella, 2002) in the 

attempt by the nurses to be seen to be autonomous through mimicking the doctors’ 

practice of patient allocation, it is also evidenced in the fragmentation of work in the 

domestic worker image. Chiarella (2002) argues that the critical issues surrounding the 

domestic worker image are the ‘effects its perception has on the fragmentation of the 

nursing role, the way in which nurses have felt about these aspects of their work, and the 

subsequent ways in which nurses dealt with these aspects and feelings’ (p. 56). The 

allocation of patients on the ward in my research, resulted in fragmentation of the nursing 

work on the ward and the creation of territory. The nurses viewed their work as a series of 

tasks, not dissimilar to the fragmentation which exists in the domestic worker image. In 

particular, taking a patient’s observations was fragmented to the point that the 
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observations were seen another ‘task’ and not an indicator of the level risk to the patient, 

“Yes, it’s another thing that you have to tick off [completing] in your mind”, “It’s really busy and you 

have to do each thing at a certain time and move on to the next”. The nurses were task focused to 

the point where, on occasion, there was no clinical judgment exercised during these tasks.  

 

8.6.5 Satisfaction when liked by the patient 

 

The nurses expressed the view that their relationship with the patient was the most 

important in their daily work. They stated that they valued their relationship with the 

patient above all others, despite their actions which demonstrated that it was their 

relationships with each other and the medical staff which guided their behaviour. They also 

stated that it was important to be ‘liked’ by the patient and that the receipt of praise and 

acknowledgement from the patient brought them satisfaction in their work. This expressed 

belief by the nurses is evident in the image of the ministering angel and in particular the 

element because nurses are so good, their acts or omissions could not be malicious. It was important for 

the nurses to be seen to be good in the eyes of the patients because the nurses stated that 

they viewed their relationship with the patient as the most important in their working life. 

Although their actions did not always demonstrate the elements of a ministering angel, 

they were more than willing to foster the image through their comments and beliefs about 

their work.  

 

8.6.6 The non-collaborative nurse physician relationship 

Two factors were identified in the Magnet hospital research as fostering collaborative 

relations between the nursing and medical staff: 1) mutual respect for one another’s 

knowledge and competence; and 2) mutual concern for the provision of quality patient 

care (Gleason et al., 1999). The lack of mutual respect for one another’s knowledge and 

competence was evident in the second stage of the analysis and contributed to a non-

collaborative nurse physician relationship. This non-collaborative nurse physician 

relationship manifested itself in an element of the doctor’s handmaiden image (Chiarella, 

2002). This element is nurses as extensions of doctors. A component of this element is that 

nursing is part of medicine’s business and doctors can speak for nurses. This component was evident 
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in my research, not necessarily in the form of governance or policy issues, identified by 

Chiarella, but in clinical management forums   

 

In response to Ms A., Patient History 8, in the determination of what might prevent the 

recurrence of this incident of Failure to Rescue, the nursing staff believed that a 

multidisciplinary clinical case management meeting would allow them to discuss their 

concerns with medical staff and result in a planned approach to mitigate against post-

operative complications. However, the nurses did not believe that they had the authority to 

arrange such a meeting. They were willing to suppose that the medical staff would discuss 

the patient, when this did not occur they did not arrange a meeting to do so. Their solution 

to the problem was valid and would have resolved what they believed was ‘wrong’ in the 

way Ms A. was being managed, but they acquiesced to the notion that, medical staff should 

arrange the meeting. Essentially, the nurses had serious and valid concerns about the way 

Ms A. was managed. They did not share these concerns with either the medical staff or Ms 

A., they proposed an appropriate solution but did not demonstrate the authority to 

implement the solution. This resulted in a situation in which they believed medical staff 

should arrange a meeting to discuss the nurses’ concerns, when the medical were not even 

aware of these concerns.  

 

There was no mutual concern, a requisite for a collaborative relationship, because the 

nurses did not discuss or share their concerns with the doctors. This situation epitomized a 

non-collaborative relationship, one in which serious and legitimate concerns about a 

patient could not be discussed. Instead, the relationship was one in which the nurses 

allowed the doctors to speak, arrange case management meetings and discuss concerns on 

behalf of the nurses. Although intervention, serendipitous as it was, did occur for Ms A., 

the non-collaborative relationship resulted in a failure to intervene for a patient at risk. 

 
An additional aspect of the non-collaborative nurse physician relationship in my research, 

was evidenced in the communication between the nurses and doctors. In the image of the 

subordinate professional (Chiarella, 2002) communication is not equal and there are 

greater expectations on the nurses than on the doctors. Several of the patient histories 

presented in this thesis demonstrate the element of the subordinate professional image that 

the nurse is expected to bring specific problems to the attention of the doctor. In the Inquest touching the 

death of HAB (1992), outlined on page 66, there was a positive obligation for the nurse to 
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bring to the attention of the doctor the patient’s fluid status, but there was no obligation 

on the part of the doctor to review the patient’s clinical record, which detailed the patient’s 

fluid status. This ‘positive obligation’ on the nurses to relay specific matters of concern to 

the doctor was present in Patient History 1, failure to respond to Mr R., (the 65 year old 

patient with post-operative chest pain), detailed on page 16. Despite the nursing staff 

calling the medical staff on four separate occasions over a six hour period there was failure 

to respond to Mr R.’s level of risk.  

 

In the investigation into Patient History 1, detailed in Chapter Five, the doctor stated that 

he was never given specific information, which included Mr R.’s physiological parameters 

and result of the ECG, which would have alerted him to Mr R.’s poor condition. The 

doctor based his decision to review the patient on what information was relayed to him by 

nursing staff. At no time did the doctor request information on the exact nature and 

severity of the pain, question the results of the ECG, ask for Mr R.’s clinical observations 

to be relayed to him or seek information on any clinical assessment which the nursing staff 

might have carried out. The doctor stated that as the nurse had failed to relay any of these 

specifics to him he did not review the patient. There was clearly an expectation that the 

nurse would relay this information without the doctor specifically requesting it.  

 

A further example of this positive obligation on behalf of nurses in the communication of 

a patient’s condition was evidenced in Patient History 3, failure to communicate, Mr S., 

(the 72 year old patient, whom the nurses said was ‘going off’). Again, the doctor based his 

treatment, which was deemed as inappropriate for Mr S.’s clinical condition, on what the 

nurse had told him. He did not question the nurse as to exactly what ‘going off’ meant, or 

ask about Mr S.’s clinical condition, he assumed what ‘going off’ meant and based his 

treatment on this assumption. This positive obligation, in which the nurse is expected to bring 

specific problems to the attention of the doctor, was not only present but contributed to Failure to 

Rescue incidents. In both of these patient histories, it was not unreasonable to expect the 

nurse to provide this information, because both nurses were aware of the patient’s 

deteriorating clinical condition, and subsequent risk, and were concerned enough to 

request a medical review of the patients. However, it is just as reasonable to expect the 

doctor to have requested this information.  
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In instances where the nurse is unaware of the risk to the patient, the insistence that the 

nurse in Patient History 1 demonstrated, and the anxiety expressed by the nurse in Patient 

History 3 will be absent and the likelihood of intervention for the patient diminished. This 

was certainly evident in Patient History 2, failure to recognise Mrs D.’s deterioration. At no 

point did the nurses relay any concerns or information to the medical staff, as they did not 

recognise Mrs D.’s level of risk. If medical staff are solely relying on information presented 

to them by nursing staff in order to prompt a review and direct treatment and diagnoses 

then failure to recognise incidents are more likely to occur.  

 

The non-collaborative relationship was also evidenced in the lack of mutual respect for 

one another’s competence. The nurses did not think that the doctors respected their 

competence. This category from the second stage analysis also manifested itself in the 

element of the subordinate professional (Chiarella, 2002) that nurses are acknowledged to possess 

specialised skills, although much of the nursing work which is regarded as specialised is delegated medical 

work. This element tended to be present in the language used by the nursing staff. They 

certainly acknowledged that they possessed specialised skills and expressed this in phrases 

such as  “I was looking after patients when half these guys were still in high school, and you have to 

convince them that you know what you’re talking about – it’s a joke”, “Don’t’ they think we know what 

we’re doing”. The nurses recognised that they had specialised skills and certainly may have 

been more aware of the patient’s condition at the time than the doctors.  

 

However, these comments also suggested that the nurses did not think that their 

specialised skills were recognised by the doctors. They thought at times that they had to 

convince the doctors about the expertise of the nurses and that the nurses’ judgment was 

not trusted by the medical staff, “If someone senior [a nurse] states that they’re not happy, surely the 

resident should respond to that”. Therefore, there was recognition the nurses had specialised 

skill but this recognition was by the nurses, not the doctors. The belief by the nurses that 

the doctors did not respect their competence contributed to the nursing staff’s difficultly in 

challenging the medical staff, particularly not wanting to be seen to be wrong in the eyes of 

the doctors. Not wanting to appear to be wrong in the eyes of the doctors is also present 

in the image of the domestic worker (Chiarella, 2002). In simple terms, the domestic 

worker image essentially purports the view that nursing work should not be afforded 

professional status and that nursing work is that which can be attended by domestic 

workers and should be compensated accordingly (Chiarella, 2002). In this way there exists 
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a strong anti-intellectual view of nursing work, it is ‘skill to be learned at the bedside’ and 

not through scholarly rigour. If nurses themselves view their work in this way, then they 

would be unlikely to speak out about the actions of a doctor in case the doctor thinks that 

they are wrong.  

 

8.6.7 Nursing work under the control of doctors and doctors have the 

ultimate responsibility for patients 

 

The two categories from the second stage analysis, ‘nursing work under control of doctors’ 

and ‘doctors have the ultimate responsibility for patients’ are grouped together for this 

third stage of the analysis as they are both evident in the same element of the image of the 

doctor’s handmaiden. The language used by the nurses in the study demonstrated their 

belief that the doctor had the ultimate responsibility for the patient thus representing the 

image of the doctor’s handmaiden and particularly the element that because the nurse is no 

more than a participant in medical care, the nurse is expected to obey the doctor (Chiarella, 2002). In all 

three studies in this research, the nurses stated that the doctor had the ultimate 

responsibility for the patient, that it was “the doctor’s name at the end of the bed”’ and that 

ultimately it was ‘medical decisions’ which dictated the care of patients, “what could we do, it 

was a medical decision”.  

 

When a doctor had made a decision about the management of a patient, which the nurses 

did not agree with or believed was a threat to patient safety, the nurses had to carry it out. 

They believed that there was nothing they could do as it was the doctor who had the 

“ultimate say” in patient management. Their participation in patient management was seen 

as being under the direct control of the doctors, a situation in which medical staff make 

decisions and the nurses carry them out. Although the element identified by Chiarella 

(2002) was as a result of judicial decisions, the nurses in this study demonstrated the same 

lack of authority over decision making for patients and a powerlessness to do anything to 

change the situation.  
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8.6.8 Nurses unable to challenge doctors, when disagree about patient 

management 

 

The belief that the doctor bore the ultimate decision making authority over patient 

management resulted in the nursing staff failing to challenge the medical staff for Ms A., 

Patient History 8, even when they believed she was at significant risk. The actions of the 

nurses in my research were evident in the element of the doctor’s handmaiden, that nurses 

are not expected to challenge doctors even if they believe that doctor to be making mistakes which are 

endangering the patient’s life (Chiarella, 2002). In the case of Re Anderson and Re Johnson (1967), 

referred to on page 61, where a senior operating suite nurse requested a second opinion 

for the patient, the judge stated that nurse demonstrated ‘commendable courage’ to 

challenge the surgeon. Courage is defined as ‘the quality of mind or spirit that enables a 

person to face difficulty, fear, danger or vicissitudes with self possession, confidence and 

resolution’ (The American Heritage Dictionary of the English Language, 2000). It 

appeared that the nurses in my research also believed that they required courage in order 

to challenge a doctor. Their language indicated that there was danger, fear and difficulty in 

challenging the doctor. This fear was expressed in phrases such as “regardless of what happens 

to me” and in their belief that there could be personal consequences for them in challenging 

a doctor.  

 

In the Inquest touching the death of PDP (1994) referred to on page 61, concerns were raised 

by nursing staff in the form of comment about the amount of intra-operative bleeding, but 

the surgeon did not heed these concerns. Chiarella (2002) commented that this might have 

been as a result of the personalities of the staff involved. My research also demonstrated 

the ‘personality dependent’ challenge of medical staff. The nurses stated, “that it depends who 

it is”, which indicated that they may challenge some medical staff but not others. Also 

present was an almost surreptitious approach to informing the patient’s doctor of their 

concerns. The nurses spoke to the junior medical staff and thought that, “the team would be 

along shortly”, it was as if they were hopeful that the junior medical staff would relay their 

concerns or that when the team came by they would be made aware of the concerns 

expressed by all the nurses. Similarly to the actions of the nurse in the Inquest touching the 

death of PDP (1994), staff ‘mentioned’ their concerns but were not forceful in their 

objections to Ms A.’s planned management. There was no direct approach made to her 
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surgeon, or to any of the other senior staff who were providing consultation on her 

management.  

 

8.6.9 Nurses able to challenge doctors when disagree about patient 

management 

 
The element of the subordinate professional that nurses are expected to challenge doctors when the 

doctor appears to be wrong was identified by Chiarella (2002) in judicial decisions in which the 

failure of nurses to challenge doctors has resulted in the mitigation of the culpability of the 

doctor. This expectation was explicitly articulated by medical staff in this study, and did 

occur, although in discussions with the nurses this was the exception and not the rule. In 

Patient History 7 the nurses believed that it was inappropriate to take Mr B. to the 

operating suite and challenged the patient’s surgeon. They approached the surgeon directly 

and expressed their concerns about the planned procedure. However, their challenge was 

unsuccessful and Mr B. underwent the operative procedure and died the day following the 

operation. This patient history demonstrated that, nurses can and do challenge doctors, but 

they do not have the ability to alter the actions of the doctors. The nurses’ actions were 

present in the image of the subordinate professionals, with the medical staff having the 

‘ultimate responsibility’ for a patient.   

 

8.6.10 Nurses being unable to implement solutions without the doctor’s 

permission 

 

The category, established during the second stage analysis that nurses cannot implement 

solutions with the doctor’s permission was evident in the element of the subordinate 

professional image that nurses may only substitute for doctors with the doctor’s permission. In clinical 

management the medical staff in my research study granted certain permissions to the 

nursing staff to substitute on their behalf. The establishment and implementation of the 

R2E2 was both supported and promoted by the medical staff. The senior medical staff 

endorsed the response protocol, which allowed the nursing staff to contact the registrar or 

the VMO directly, hence breaking the established (but unwritten) ‘chain of command’. The 

nurses could, and did, contact the VMO without the requirement of ‘going through’ the 
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registrar. By relaying their concerns about a patient directly to the VMO, they were 

assuming a role which was previously deemed to be the responsibility of the registrar.  

  

However, it was the patients who did not fit this protocol which resulted in additional 

Failure to Rescue incidents following the introduction of the R2E2. The nurses were 

unable to establish multidisciplinary clinical case management meetings to discuss their 

concerns, as they would need the doctor’s permission to do so. They did not include either 

Ms A. or Mr B., Patient Histories 7 and 8, in their concerns as it was the doctor’s 

responsibility to obtain consent from the patients and discuss the risks and benefits of the 

procedures with the patients. The nurses’ statements that to discuss the risks of the 

procedures with the patients would be ‘going behind the surgeon’s back’, indicated that without 

the permission of the doctor they would not interfere with, or contribute to the consent 

process, as it was a medical responsibility. This indicated that the nurses new found 

authority, they gained as a result of the introduction of the R2E2, was not an intrinsic 

authority vested in the nurses, instead it was only a delegated authority, from the doctors 

to the nurses.  

 
In Patient History 8, in particular, the inherent risks of the surgery to Ms A. were 

significant and went beyond those which any patient facing a prolonged procedure might 

experience. They included significant psychological impact, high risk of pressure ulcers (see 

glossary) from the hindquarter amputation, complications of a bladder and bowel stoma 

(see glossary) and social impacts on the ability for Ms A. to continue, in the short term, to 

care for her sixteen year old son. The nursing staff may well have possessed the most 

expert knowledge in these potential post-operative complications, yet they did not have the 

doctor’s permission to discuss these concerns with Ms A. in order to contribute to an 

adequate informed consent. The element of the subordinate professional image was 

realised, as the nurses could not substitute for the doctor in relaying potential risks to the 

patient, as they did not have the surgeon’s permission to do so.  
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8.6.11 Culture of exclusion- the doctor’s paternalism being more important 

than a patient’s autonomy 

 

The culture of exclusion, evident in the second stage analysis, resulted in a patient being 

unable to participate in any discussion which pertained to nurses’ concerns, as they were 

never informed about these concerns. This exclusion sanctioned a paternalistic model, one 

in which a patient’s rights for self-determination are diminished. A patient’s autonomy was 

surrendered, by the nursing staff, in favour of the doctor’s paternalism in decision making 

for the patient. This category was evident in elements from several of the images of nurses.  

 

The image of the doctor’s handmaiden and particularly the element that because the nurse is 

no more than a participant in medical care, the nurse is expected to obey the doctor (Chiarella, 2002), 

can create an environment in which nurses will not raise their concerns with a patient. In 

my research, the nurses believed that the doctor had the ultimate decision making for a 

patient and therefore the nurses’ role was as a participant in medical care. The nurses did 

not inform Ms A. about their concerns because they did not want to undermine the 

doctor. The implication here was that the doctor knew what was best for the patient and 

not the nurses, so it was better for them not to say anything to the patient. The culture of 

exclusion is also evident in the element of the doctor’s handmaiden image, nurses as 

extensions of doctors. A component of this element is that nursing is part of medicine’s business and 

doctors can speak for nurses (Chiarella, 2002). The nurses did not relay important information 

to Ms A., because it was seen to be the doctor’s responsibility to provide patients with 

comprehensive information which pertained to post-operative risks. The suggestion being 

that, the doctors would provide information to the patient on behalf of both the doctors 

and the nurses. The nurses did not raise their concerns with Ms A. and allowed the doctors 

to speak to them, albeit indirectly, as they had not discussed their concerns with the doctor 

either.  

 

The nurses in my research were concerned about not appearing to ‘be wrong’ in the eyes 

of the doctors. This was expressed in phrases such as, “Sometimes you don’t want to say 

anything, I mean you might be wrong, you don’t want them [the doctors] to think you’re a total idiot”. 

Not wanting to be ‘wrong’ in the eyes of the doctors contributed to the nurses fostering 

the culture of exclusion, one in which it was better not to say anything to either the patient 

or the doctor about their concerns in case the doctor thought that the nurse was wrong. 
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This behaviour and attitude is apparent in the image of the doctor’s handmaiden, in 

particular the element that nursing work is solely delegated medical work under the close control of the 

doctor (Chiarella, 2002). When ‘under the control’ of doctors, the nurses will not speak out 

against the doctor as a result of the significant difference in the power balance between 

doctors and nurses. As previously discussed, not wanting to appear to be wrong, is also 

present in the image of the domestic worker. In particular, the strong anti-intellectual view 

of nursing work which this image purports.  

 

In relation to the nurses’ interaction with patients, the nurses expressed the view that it 

was important to obtain a positive response from the patient. This was manifest in the 

image of the ministering angel and in particular the element because nurses are so good, their acts 

or omissions could not be malicious (Chiarella, 2002). The nurses wanted the patients to like 

them and they wanted to appear to be good in the eyes of the patients. They found 

satisfaction in their work when a patient appreciated it. This attitude may have been 

guiding their behaviour in fostering the culture of exclusion. As discussed in the second 

stage of the analysis, in a situation where the nurses thought the patient’s relationship with 

the doctor was the most important and they wanted the patient to like them, they would be 

unlikely to stand between the patient and the doctor and express their concerns about the 

doctor’s decisions. This data from the second stage analysis was therefore evident in the 

image of the ministering angel.  

 

8.6.12 The role of the nurse as the patient’s advocate 

 

The final category from the second stage analysis to be explored in this third stage analysis 

is the role of the nurse as the patient’s advocate. In all three studies in this research the 

nurses stated that they were the patients’ advocates. The role of the nurse as the patient’s 

advocate has been detailed in Chapter Four, page 74. Essentially, the concept of the nurse 

as the patient’s advocate is one in which the nurse stands up for the rights of the patient, 

or acts as a proxy in the case where the patient is helpless to do so. The role of the 

patient’s advocate, as a category from the second stage of the analysis, is evident in the 

image of the subordinate professional (Chiarella, 2002) that nurses are expected to challenge 

doctors when the doctor appears to be wrong. In Patient History 7, Mr B., the nurses did challenge 

the patient’s surgeon, as they did not agree with the intended treatment. This challenge 
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could be regarded as a form of advocacy. The actions by the nurses in this research 

demonstrated the image of the subordinate professional, in that they did challenge a 

patient’s doctor when the doctor was instigating a treatment which the nurses believed 

placed the patient at unnecessary risk.  

 

However, there were other instances in this research in which the nurses did not challenge 

a doctor, as they did not perceive that they had the authority to do so. The nurses stated 

that a doctor had the ‘ultimate’ authority about patient management. By not advocating on 

behalf of patients the nurses behaviours could be seen in image of the doctor’s 

handmaiden and specifically the element that nurses are not expected to challenge doctors even if 

they believe that doctor to be making mistakes which are endangering the patient’s life (Chiarella, 220). 

Whilst it is satisfying to believe that the actions of nurses are no longer evident in the 

image of the doctor’s handmaiden, my research demonstrates that nurses continue to fail 

to intervene for patients at risk, if it means challenging a patient’s doctor.  

 

Regardless of these instances in which they did not challenge a doctor, the nurses remained 

adamant that they had not just a role as the patients’ advocates, but the role. The nurses in 

my research afforded no other professional the same status as the patients’ advocates. This 

claim of advocacy by the nursing staff could also be seen to be present in the image of the 

autonomous professional. The element that clinical nursing knowledge and expertise should be 

given equal weight to that of medicine in clinical decision making (Chiarella, 2002). In these instances 

the nurse should be able to consistently intervene for patients at risk, and these 

interventions be both welcomed and acknowledged to be important for the safety of the 

patients. But, the nurses in my research did not demonstrate in their actions a consistent 

ability to advocate on behalf of patients. Their expressed beliefs were unanimous and 

uniform, their actions were inconsistent and erratic.   

 

It appeared, therefore, that, whilst the nurses stated beliefs were evident in the element of 

the autonomous professional, the nurses’ actions were manifest in the image of the 

doctor’s handmaiden. The actions which were manifest in the image of the doctor’s 

handmaiden resulted in the nurses standing by and watching patients suffer, they viewed 

themselves as doctor’s handmaidens and this prevented them from the provision of 

intervention for patients at risk. It could be argued that their bid for autonomy as the 

patients’ advocates is much less about the patient and much more about how the nurses 
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would like to be viewed by others. Simply, if you say something long enough and loud 

enough and to many people they might believe it. Unfortunately, in my research, despite 

their claims as the patients’ advocates the nurses did not consistently advocate on behalf of 

patients. The role of the nurse as the patient’s advocate is discussed in greater detail in 

Chapter Nine.  

  

8.6.13 Summary of the third stage of analysis 

 

The third stage of the analysis is summarised here and then presented in Table 39, at the 

conclusion of the summary. Each of the categories from the second stage analysis were 

found to be present in the images of nurses described by Chiarella (2002). Some categories 

were manifest in several of the elements of the images. The category of the justification of 

behaviour, was evident in particular in the image of the ministering angel (Chiarella, 2002). 

The nurses rationalised and justified why omissions might have occurred, they did not 

place blame with individuals who had failed to recognise a patient at risk. Instead, they 

were able to say that workload would prevent the occurrence of this recognition. In 

contrast, the nurses did not complain about an excessive workload, as they had to appear 

to be coping to their colleagues. This resulted in nurses becoming isolated in their practice 

and increased risk to patients. When the rationalisation of behaviours became difficult, the 

nurses rendered their work ‘morally invisible’ as a means of denying their responsibility.  

 

Several categories from the second stage analysis were present in the image of the 

domestic worker (Chiarella, 2002), and included the non-collaborative nurse-physician 

relationship and the culture of exclusion. These categories manifest themselves in the 

nurses not challenging doctors or in the provision of intervention for patients at risk lest 

they appear to be ‘wrong’ in the eyes of the doctors. It appeared that the strong anti-

intellectual aspects of the domestic worker image resulted in the nurses keeping silent and 

standing by and watching patients suffer.  

 

Many of the categories from the second stage analysis were present in the image of the 

doctor’s handmaiden (Chiarella, 2002). Several of them are summarised briefly here and 

listed fully in Table 38. In my research, the nurses both demonstrated and articulated that 

doctors had the ‘ultimate’ responsibility for patients and it was the role of the nurse to 

carry out the doctors’ orders. In situations where they disagreed with the doctors’ orders, 
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or believed that the orders would result in increased risk to patients, they did not challenge 

the medical staff and expressed the belief that significant barriers existed to them 

challenging medical staff. These barriers included their belief that the doctor had the 

ultimate responsibility for the patient and that there were personal consequences to them 

challenging medical staff. As the nurses were in a subordinate position they were unwilling, 

or unable, to instigate any solutions, which allowed the medical staff to address the nurses 

concerns. The implications of the doctor’s handmaiden story resulted in a situation on the 

ward where the nurses’ duty to the patient was exercised via their obedience to the doctor. 

The actions and beliefs of the nurses which were present in the image of the doctor’s 

handmaiden explains why nurses might not intervene for a patient at risk, which result in 

Failure to Rescue incidents.  

 

The image of the subordinate professional (Chiarella, 2002), contained several categories 

from the second stage of the analysis. In particular, the categories that nurses are expected 

to challenge medical staff, and that nursing work remains under the control of doctors. 

The second stage analysis demonstrated that nursing work continues to be controlled by 

medical staff, and the nurses are required to carry out activities which they believe are 

morally wrong. In these instances, nurses will overcome the significant barriers to 

challenging the doctors, but the doctors are under no obligation to heed the challenge of 

the nurses. This situation results in considerable distress to the nursing staff and, on 

occasion, is catastrophic for patients. The nurses articulated that, the doctor has the 

ultimate responsibility for the patient, reinforced by the medical ownership of the patient 

by the doctors. Protocols have demonstrated that nurses are able to alter their actions, and 

compel the actions of doctors, but these protocols require the permission of doctors to be 

enacted.  

 

Two of the categories from the second stage analysis were present in the image of the 

autonomous professional (Chiarella, 2002). However, both of these categories, the role of 

the nurse as the patient’s advocate and the allocation of patient safety, were seen as bids by 

the nurses to be autonomous. In the role as the patients’ advocates the nurses articulated 

their belief that they were the patients’ advocates but did not consistently demonstrate in 

their actions advocacy on behalf of the patients. In the allocation of patients the nurses 

were almost mimicking the actions of the doctors in order to appear to be autonomous in 

their practice.  
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Each of the categories from the second stage analysis, which were represented in the 

images of the nurses described by Chiarella (2002) are presented in Table 38 below. The 

table is presented horizontally because it contains several columns. It is the combination of 

the elements of the images which describe the experience of nurses in the intervention for 

patients at risk. It is these combinations of the elements of the images, and implications 

these combinations have on the ability of nurses to intervene for patients at risk which are 

discussed in greater detail in Chapter Nine.  
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Table 38. Summary of third stage analysis 

Component of 
Failure to Rescue 

Second stage 
analysis category 
 

Image of nurses Element or aspect of image 

Failure to 
Recognise 

The justification of 
behaviour  

Ministering Angel Nurses must be asexual beings, because the work they do involves them in 
extremely intimate physical activities 
 
Because nurses are so good, their acts or omissions could not be malicious 
 

Doctor’s 
Handmaiden 

If the nurse carries out the orders of the doctor without question the nurse 
will not be at fault even if (s)he believes on reasonable grounds that the 
doctor’s orders are incorrect or immoral and may endanger the patient 
 

Tyranny of 
niceness, Ethos of 
individual 
accountability, 
responsibility for 
patient safety can 
be allocated 

Ministering Angel It is a privilege to serve as a nurse, and therefore nurses should not complain 
about poor living and working conditions and huge workloads 
 
Staff being ‘nice’ to each other to create a harmonious working environment 
 

Autonomous 
Professional 

Clinical nursing knowledge and expertise should be given equal weight to 
that of medicine in clinical decision making 
 

Domestic Worker Fragmentation of nursing work 
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Failure to Respond Non-collaborative 
nurse-physician 
relationship 

Doctor’s 
Handmaiden 

Nursing work is an extension or component part of medicine; nursing is part 
of medicines’ business and doctors can speak for nurses 
 

Subordinate 
Professional 

Nurses are expected to be able to bring specific problems to the attention of 
the doctor 
 
Nurses are acknowledged to possess specialised skills, although much of the 
nursing work which is regarded as specialised is delegated medical work 
 

Domestic Worker Anti-intellectual view of nursing work 
 

The justification of 
behaviour 
 

Outlined above  

Failure to Elevate Nurses able to 
challenge doctor 
when disagree 
about patient 
management 
 

Subordinate 
Professional 

Nurses are expected to challenge doctors when the doctor appears to be 
wrong 
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Nurses under the 
control of doctors, 
Doctors have the 
ultimate 
responsibility for 
patients  
 

Doctor’s 
Handmaiden 

Because the nurse is no more than a participant in medical care, the nurse is 
expected to obey the doctor 

Nurses cannot 
implement 
solutions without 
the doctor’s 
permission 
 

Subordinate 
Professional 

Nurses may only substitute for doctors with the doctor’s permission 

Culture of 
exclusion- doctor’s 
paternalism more 
important than 
patient’s autonomy 

Doctor’s 
Handmaiden 

Because the nurse is no more than a participant in medical care, the nurse is 
expected to obey the doctor  
 
Nursing work is an extension or component part of medicine; nursing is part 
of medicine’s business and doctors can speak for nurses  
 
Nursing work is solely delegated medical work under the close control of the 
doctor  
 

Domestic Worker Strong anti-intellectual view of nursing work 
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Ministering Angel Because nurses are so good, their acts or omissions could not be malicious 
 

Satisfaction in work 
obtained when 
‘appreciated’ by 
patients 
 

Ministering Angel Because nurses are so good, their acts or omissions could not be malicious 

Failure to Challenge Nurses unable to 
challenge doctor 
when disagree 
about patient 
management due 
to: 
 
1. Medical authority 
2. Fear of reprisal 
3. Learned   
helplessness 
 

Doctor’s 
Handmaiden 

Nurses are not expected to challenge doctors even if they believe the doctor 
to be making mistakes which endanger the patient’s life 

Nursing work 
under the control 
of doctors 
 

Outlined above  
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Culture of 
exclusion- doctor’s 
paternalism more 
important than 
patient’s autonomy 
 

Outlined above  

The role of the 
nurse as the 
patient’s advocate 
 

Subordinate 
Professional 
 

Nurses are expected to challenge doctors when the doctor appears to be 
wrong 

Doctor’s 
Handmaiden 
 

Nurses are not expected to challenge doctors even if they believe the doctor 
to be making mistakes which endanger the patient’s life 

Autonomous 
Professional 
 

Clinical nursing knowledge and expertise should be given equal weight to 
that of medicine in clinical decision making 
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88.7 Conclusion 
 
This chapter details the analysis of the information gathered during this research. It 

outlines the three stages of the analysis, it commences with the development of codes for 

the first stage, progresses to the development of categories for the second stage and 

continues to the concepts of the third stage. The analysis has demonstrated that the 

categories from the second stage analysis are evident in the images of nurses: the 

ministering angel; the domestic worker; the doctor’s handmaiden; the subordinate 

professional; and autonomous professional (Chiarella, 2002). Although Chiarella identified 

these images in judicial and quasi-judicial decisions, the data collected in my research from 

the clinical setting was manifest in these images. A summary table of each of the categories 

from the second stage analysis, and how they are evidenced in the images, is provided at 

the conclusion to the analysis.  
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9.  Chapter Nine: Discussion  

99.1 Introduction 
 
This chapter brings together the issues which arose from the analysis and presents some 

solutions as the concluding synthesis of this thesis. This chapter commences with an 

examination of Failure to Rescue. It discusses the findings which are indicative of a 

broader definition of Failure to Rescue and presents the necessary components of a 

system to mitigate failure to recognise and failure to respond, as evidenced in this research. The 

chapter then discusses the findings from the analysis on the experience of nurses in the 

intervention for patients at risk in the acute ward setting. It discusses how the categories 

from the second stage analysis were examined through the lens of the images identified by 

Chiarella (2002). It discusses the combination of the elements and how this combination 

of elements results in nurses being unable to intervene for patients at risk. The discussion 

presents these combinations, as a means of the elucidation of a comprehensive description 

of the experience of nurses in the current clinical environment.  

 

How nurses are viewed by the health care system, how they view themselves and how 

these views are continually reinforced in the clinical setting is discussed as a means of 

describing the experience of nurses. These views, and the reality they create, contribute to 

the inability of nurses to intervene effectively for patients at risk and pose a considerable 

threat to patient safety. Possible solutions to alter the experience for nurses, which could 

result in an amelioration of patient risk, are presented. These solutions include a response 

by the health care system, called graded assertiveness, which is activated when a nurse 

raises a concern about patient management and a new role for nurses to reinforce the 

image of the autonomous professional (Chiarella, 2002). Finally, the chapter concludes 

with a discussion on the implications of the findings in this research on the NSW patient 

safety agenda.  

 

9.2 Failure to Rescue 

 
The current definitions of Failure to Rescue provided in Chapter Three page 43, state 

that Failure to Rescue is the inability to save a patient’s life after the development of a 

complication (Silber et al., 1992). Failure to recognise and failure to respond have also been 
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outlined and represent two well-recognised components of Failure to Rescue, which 

have led to the development of systems to detect patients at risk and provide intervention 

to ‘rescue’ deteriorating patients. However, my thesis demonstrates that the result of 

Failure to Rescue is not only preventable mortality, it is also seen in other more complex 

adverse outcomes for patients. Additionally, it is not just deteriorating patients who require 

rescuing. This research has centred on several patient stories which were exemplars of 

what was occurring in clinical practice. These patient stories have presented patients at 

risk, not just at risk of deterioration but also at risk of undergoing interventions which 

were, in the eyes of the nurses, either unnecessary or poorly planned. The lack of 

intervention, which could have mitigated the patients’ risk, was seen as Failure to Rescue 

by nursing staff.   

 

Four distinct elements to Failure to Rescue incidents are also identified in this research. 

They are: 1) failure to recognise the level of risk to the patient; 2) failure to respond to the 

patient’s level of risk; 3) failure to elevate notification of patient risk to ensure an appropriate 

response; and 4) failure to challenge a perceived risk to patient safety, however defined. These 

elements have been in evidence in the patient histories: through the actions the nurses 

took; and through the actions they stated they should have taken, which would have 

resulted in a diminution of patient risk.  

 

This research demonstrates that the current definition of and documented elements which 

constitute Failure to Rescue, are insufficient and necessitate revision to a broader 

definition. Failure to Rescue needs to be redefined as the lack of intervention for patients 

at risk, which result in death, adverse outcome, and actual or potential harm. The elements 

which constitute Failure to Rescue need to include failure to recognise, failure to 

respond, failure to elevate and failure to challenge. The definitions of, and strategies to 

mitigate failure to recognise and failure to respond, will now be discussed.  

99.3 Mitigating Failure to Recognise and Failure to Respond Incidents 
 
This research commenced with a review of clinical indicators and the report of incidents 

by medical and nursing staff of the failure to recognise and respond to deteriorating 

patients. Medical staff reported incidents in which there was no recognition by nursing 

staff based on physiological parameters of the level of risk to the patient. Nursing staff 
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reported incidents in which they were unable to compel a doctor to attend to a 

deteriorating patient, despite frequent requests for them to do so. Clinical indicators 

revealed instances in which there was neither recognition of, nor response to, patients at 

risk. A review of these instances, exemplars of which are provided as Patient Histories, 1, 2 

and 3, revealed several factors which contributed to their occurrence. These factors are 

discussed in detail in the R2E2 chapter, Chapter Five, and are summarised below.  

 
A review of Patient Histories 1, 2 and 3 demonstrated several factors which contributed to 

Failure to Rescue incidents:  

 

Nursing staff believed that Patient History 1, failure to respond to Mr R., was not an 

isolated incident and they were frustrated about the lack of response by medical 

staff to their calls for assistance.  

Nursing staff did not think that it was their responsibility to contact a patient’s 

VMO, especially in the middle of the night.  

The language used by medical and nursing staff to communicate a patient’s 

condition was divergent; 

o The nursing staff communicated a patient’s condition based often on their 

feelings and used words and phrases which were misinterpreted by medical 

staff; 

o Medical staff wanted ‘numbers’ and facts about a patient’s condition. 

There was a ‘personality’ aspect involved which meant nurses were both subjective 

and selective in terms of who they would call. Previous interactions both positive 

and negative between nurses and doctors either increased or decreased the 

likelihood of a nurse contacting a doctor.; 

Previous interactions also governed the likelihood of a doctor responding to a 

nurse’s call for assistance. 

Recording of patient’s observations by nursing staff did not necessarily result in 

recognition of a patient’s level of risk.  

 

The necessary components, as evidenced in this research, for a system for the management 

of deteriorating patients are now discussed as a means of the mitigation of failure to recognise 

and failure to respond incidents. These components are not intended to be prescriptive for all 

organisations wishing to implement a system for the management of deteriorating patients. 
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Instead, they aim to demonstrate the components necessary to mitigate against failure to 

recognise and failure to respond incidents.  

9.3.1 Addressing failure to recognise 

The obvious answer to failure to recognise incidents would appear to be increased education 

and training of ward nursing staff in the recognition of patients’ clinical risk. Expert clinical 

assessment skills and understanding of physiological parameters, as they relate to levels of 

risk would, it would seem, alleviate this issue from occurring. However, failure to recognise, as 

evidenced in this thesis, was of a far greater complexity than simply the fact that a patient 

was sick and the nurse did not recognise it. This thesis demonstrates that even senior 

experienced clinical nurses might fail to recognise a patient’s level of clinical deterioration. 

Nurses believed that a heavy workload could contribute to this occurrence and that the 

taking and the recording of a patient’s clinical observations could be seen simply as a task, 

which required completion before moving on to other work. Nurses were at pains to 

suggest that they took the time to assess the observations and analyse what they revealed 

about a patient’s clinical condition, and if they were not sure about what the observations 

might mean they would ask a more senior member of staff. However, they went on to 

reiterate that sometimes when it is very busy on the ward the observations are another task 

to complete and then, “you have to move on”. “It’s really busy and you have to do each thing at a 

certain time and move on to the next”.  

 

A further factor which contributed to failure to recognise incidents, which would not be 

addressed solely with education and training was that, even when staff may have 

recognised that a patient was at risk, they may not be aware of the extent of the risk. This 

was evidenced in the assumption by the nursing staff that the doctor ‘would be along 

shortly’ on ward rounds to review the patient. Although nurses recorded a patient’s 

deteriorating condition, and they may well have recognised the deterioration, they did not 

call for immediate assistance as they assumed that the medical staff would review the 

patient in the course of their duties. In this situation, there was no trigger to highlight the 

level of risk and the requirement for immediate response for the patient. 

 
The concept of ‘territory’, as identified in this study, also contributed to failure to recognise 

incidents. This concept has been described in detail in Chapter Eight. Essentially, if a 
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patient were deteriorating and this was recognised by a nurse who was not assigned to care 

for that particular patient, then a more experienced nurse, would seek permission from the 

nurse caring for the patient before providing intervention. If the nurse were less 

experienced they would wait to be invited to assist before the offer of any intervention. If 

permission, to cross into another nurse’s territory was not sought or granted then a patient 

could continue to deteriorate without intervention, despite recognition by another nurse. It 

was apparent that the nurse caring for the patient must gain recognition that the patient 

requires intervention, or it might not occur.  

 

It is not intended to suggest that education and training are not important when addressing 

failure to recognise incidents, as there are situations in which the nurse does not recognise that 

a patient is at risk, and expert clinical assessment skills would be invaluable. However, due 

to the complex nature of this failure, and the factors which contributed to it, which have 

been identified in this study, education and training programs would address only part of 

the issue.  An objective means of the identification of a patient’s level of risk, as a result of 

clinical deterioration, can provide a means of mitigating against failure to recognise incidents. 

A score can trigger recognition by a nurse of the patient’s level of risk, regardless of how 

busy the current workload is. It also allows for each staff member to be aware of the 

requirement for immediate response by medical staff for the patient and is not dependent 

on another nurse waiting for permission to intervene.  Scoring systems for the recognition 

will now be discussed in greater detail. 

 

99.3.1.1 Scoring systems for the recognition of patient risk 

 
As outlined in Chapter Three page 44, an objective scoring system to identify and 

categorise risk for patients can reduce the frequency of Failure to Rescue incidents 

(DeVita et al., 2006). There are several validated scoring systems presented on page 44, 

each translates a patient’s physiological variables into a score to indicate the level of risk 

which a patient faces. Some of the scores demonstrate late signs of deterioration and they 

subsequently rely on the expertise of critical care specialists to manage and treat the 

patient. Other scores demonstrate early signs of clinical deterioration, and do not rely on 

the expertise of critical care specialists. I would argue that the selection and adoption of 

one of these scoring systems by an organisation should be dependent on their ability to 

respond to the level of patient risk in the first instance. As outlined in Chapter Three page 
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47, several organisations have established teams of expert doctors and nurses to respond 

to deteriorating patients known as Medical Emergency Teams, (MET), Critical Care 

Outreach Teams (CCOT) or Patient at Risk Teams (PART). These teams primarily consist 

of critical care experts, and patient’s risk scores demonstrate late signs of clinical 

deterioration. However, not all organisations have adopted this approach, they do not have 

a MET, or similar critical care outreach team, and rely on the patient’s treating team in the 

first instance to respond to deteriorating patients, or on a cardiac arrest team to respond 

when a patient is at significant risk of imminent death.  

 

At my research site, there was no established MET, and no resources available to establish 

one. Therefore, it was important in my research to select a scoring system which 

demonstrated early signs of clinical deterioration, in order that the admitting VMOs team 

could respond to the patient in the first instance, without the requirement of intensive care 

expertise.  It is important, also, to have an agreed trigger point according to the patient’s 

level of risk. If a score is used to quantify patient risk, then a trigger point should be 

established in which the risk to the patient reaches a point where intervention is essential 

to mitigate the risk.   

 

A further component in the selection of a scoring system for the management of 

deteriorating patients is the ability of bedside staff to gather the information in order to 

calculate the score. The advantage of the MEWS and the PART, detailed in Appendices 3 

and 4, is that they rely on bedside variables and do not require the addition of invasive 

monitoring or the reliance on physiological parameters which are not routinely collected. 

Harrison and Jacques, et al. (2005), in the SOCCER study, detailed in Chapter Five, 

demonstrated that a patient’s pH level, obtained through blood gas analysis, is indicative of 

patient outcome and can be utilised to indicate a patient’s level of risk (Harrison et al., 

2005). However, blood gas analyses are not routine measurements for the majority of 

patients in a ward setting and are not taken regularly by ward nursing staff. The use of 

blood gas analyses to indicate the patient’s condition relies on the recognition that the 

patient is at risk and the response by medical staff to order to collect the blood gas sample. 

If blood gas analyses are used as a tool, or criteria, for the recognition of a deteriorating 

patient then this recognition needs to have already occurred for the blood gas sample to be 

collected.  
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For ward based patients, without high technology interventions and monitoring, the 

routine observations of a patient’s condition should be those which will establish a scoring 

system. The vital signs can be taken at the bedside by staff trained in the collection of 

routine clinical observations. This means that any nursing staff member can collect the 

necessary information to calculate a score which indicates the patient’s level of risk. The 

calculation of the score should be able to be done at the bedside without the requirement 

for complex mathematical equations. 

 

99.3.1.2 Summary of scoring systems for the recognition of patient risk 

 
Whilst not wishing to be prescriptive in the identification of the best scoring system to 

utilise for the management of deteriorating patient, there are several components which 

should be regarded as important. Firstly, the scoring system needs to indicate the patient’s 

level of risk based on who will be responding to this risk in the first instance. If a team of 

specialist critical care clinicians is responding then later signs of clinical deterioration may 

be appropriate. If it is the admitting VMOs team who are responding, then earlier signs of 

clinical deterioration should be utilised. There should be an established trigger point where 

the risk to the patient is identified as being such that intervention is vital. The score should 

be calculated by information obtained from routine bedside variables without the 

requirement for invasive monitoring or non-routine interventions. The score should be 

easily calculated and not reliant on complex mathematical equations which increase the 

likelihood of error. The entire components of a system for the management of 

deteriorating patients, in order to address failure to recognise, communication and failure to 

respond have been summarised in Table 39, page 270.  Addressing specific communication 

issues is now discussed.  

 

9.3.2 Addressing communication issues 

 
The communication issues, identified in this research, in failure to rescue deteriorating 

patients stemmed from the subjective and personality based approach to the 

communication of a patient’s condition. The language used by nursing staff, to describe a 

patient’s condition, was subjective and open to misinterpretation by the medical staff. The 

medical staff were interested in ‘numbers’ and not how the nurses ‘felt’ about what was 
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wrong with a patient. The personality dependent issues are addressed in the discussion on 

failure to respond, the language used by staff is discussed in this section.  

 
My research demonstrates that, when they described a patient’s clinical condition, nurses 

were less inclined to use physiological parameters and had a sub-language of their own, 

which was not necessarily known to the doctors. This ‘sub-language’ has been described in 

the work of Parker and Wiltshire (2004). They examined the extent to which nursing 

handover, the oral record of nursing practice, legitimises the secondary role of nurses to 

doctors. They describe three modes of nursing practice handover, communicated by 

nurses during handover of patients’ care. Reconnoitre, or the nursing scan, describes 

nurses’ work in the ward. They state that nurses, and their practice, are ineluctably tied to 

the actuality of material objects, to the spatial organisation of the physical environment, 

which facilitates or constrains effective nursing. The second mode described is Savoir, the 

nursing gaze, and this is reflected at handover by the recall of objective knowledge of the 

patient’s condition, medical history, diagnosis and physiological parameters. The third is 

described as Connaissance, the nursing look, and describes the informal language nurses 

use to describe a patient’s condition. Although the language is largely informal it is vivid 

and instantly communicative (Parker & Wiltshire, 2004).  

 

Parker and Wiltshire state that this language is ‘affective, owned language: the speakers are 

declaring their own responses to the patient as part of their knowledge of the patient’ 

(151). Examples of Connaissance in Parker and Wiltshire’s work, include phrases such as 

‘she’s [the patient] happy’, ‘keep an eye on him [the patient]’, ‘this lady will ‘kick-in’ 

tomorrow and she’ll be fine’. ‘Going off’, as articulated by one staff member in my study, 

and understood by the nurses on the ward collectively, is an example of connaissance. 

Parker and Wiltshire describe this as ‘owned language’, but my study demonstrated that the 

nurses own it and not the doctors. The use of this ‘sub-language’, in the description of a 

patient’s condition, contributed to Failure to Rescue incidents in my research. 

 
In order to resolve this communication issue, the development of an objective means of 

the communication of the patient’s condition which is understood by both nurses and 

doctors, and does not allow for misinterpretation, is required. A scoring system to 

communicate the patient’s clinical condition objectively is a means of the resolution of this 

communication issue. The doctors in this study wanted numbers to describe the patient’s 

condition. The implementation of a scoring system resulted in the translation of a patient’s 
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physiological risk to a number, which was understood by the individual who relays the 

information, usually a nurse, and the individual who receives the information, usually a 

doctor. One doctor stated, “The number thing is working well, it’s like a Glasgow Coma Score 

(GCS) (see glossary), if someone tells you that a patient’s GCS is 9, you’ve got an idea what they look 

like before you even go into the room, now with the MEWs if you know the patient has a MEWS of 6 

then you kind of know how sick the patient will be before you even assess them”. The entire 

components of a system for the management of deteriorating patients, addressing failure to 

recognise, communication and failure to respond has been summarised in Table 39, page 270.   

 

9.3.3 Addressing failure to respond 

A system for the management of deteriorating patient cannot rely solely on the use of a 

score to communicate a patient’s condition. The clinical practice of recording a patient’s 

physiological observations demonstrates there is no point scoring a patient’s condition if 

no action ensues, attendance and decision making are both vital. The score should act as a 

trigger in order for a response to occur. The difficulty faced by nurses, as evidenced in this 

study, is that they are unable to compel a doctor either to attend to a patient or to heed 

their concerns. If a scoring system is utilised in order to identify and categorise risk for 

patients, and this score demonstrates that the patient’s level of risk is such that 

intervention is required, then doctors ought to be compelled to attend to a patient. A 

protocol which clearly establishes the responsibilities of both medical and nursing staff in 

the response to deteriorating patients is necessary to ensure that a response for the patient 

does occur.  

 
This study demonstrated that, there are several advantages to the implementation of a 

response protocol which includes the dissolution of the subjective, personality based 

approach to requesting a patient review and responding to the request. Patient safety 

cannot be dependent on who happens to be rostered on a certain day, and whether or not 

they are prepared to call or respond to one another. As outlined in Chapter Eight, page 

214, it was apparent in this research that there was a non-collaborative nurse-physician 

relationship in which the nurses believed that the doctors did not trust their judgement and 

the doctors were reluctant to respond to particular nurses. Both the nurses and doctors in 

this study, when asked about whether they would call a particular doctor, and whether a 

doctor would respond to a particular nurse, stated, “It depends who it is”.  
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The nurses believed that it was not their responsibility to contact a patient’s VMO. 

Instead, it was the registrar’s responsibility. It appeared that the nurses did not have 

permission to contact the VMO directly as there was an “established chain of command”, 

which, although was not formally documented anywhere, did guide the nurses behaviour. 

A response protocol needs to establish clearly delineated responsibilities and lines of 

communication, but it cannot exist alongside an undocumented set of rules which prohibit 

nurses from contacting a patient’s VMO. The elements required for a successful response 

protocol as evidenced in this research is outlined below.  

 

99.3.3.1 Elements of a response protocol for patient risk  

 
For an organisation to establish a system for the management of deteriorating patients, a 

response protocol is essential. However, each organisation will need to tailor the protocol 

to fit with their staff availability to respond. In some organisations, a registrar is not 

available in all, or in some cases any, specialties across a twenty-four hour period. The 

protocol should allow for a response to be implemented regardless of the time of day or 

the day of the week. Therefore, these suggestions are not intended to be prescriptive about 

who should respond and when, but rather to present the generic elements, identified in 

this study as being necessary, for an effective response protocol.  

 

There were five distinct elements for a response protocol to be effective, the elements 

include: 1) the use of a response protocol in conjunction with a scoring system; 2) the 

requirement for the individual nurse who calculates the score to activate the protocol; 3) 

vertical escalation; 4) horizontal escalation; and 5) the requirement for an escort for 

patients when the response protocol is activated and the patient requires transfer around 

the organisation. Each of these five elements are discussed in greater detail below. In 

vertical escalation, two distinct components are discussed. The first component is the 

escalation which pertains to the timeliness of the response, and the second is the escalation 

pertaining to the patient’s level of clinical risk when the protocol is activated. In horizontal 

escalation, two distinct types of human error are discussed, knowledge based mistakes and 

false hypothesis errors. How the response protocol mitigates against these types of human 

errors through the use of horizontal escalation is discussed.   
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The first element, is that a response protocol should be used in conjunction with a scoring 

system, as outlined on page 44. The score should act as a trigger for the response to occur. 

Once a patient’s condition reaches the agreed trigger point, the response protocol must be 

activated. The requirement for the protocol to be activated is important, because in some 

cases of failure to recognise a nursing staff member may not recognise that the patient is at 

risk. In this situation, if a nurse scores the patient’s condition and the score reaches the 

trigger point, the nurse should not be able to override the protocol in the belief that the 

patient does not appear to be at risk, or that the doctor will be along shortly anyway. The 

objective element of the score should dictate the activation of the protocol.  

 

The second element, of an effective response protocol, is that the nurse scoring the 

patient’s level of risk should activate the protocol. There should be no requirement for a 

circuitous route through the nurse-in-charge of the shift, or the Nursing Unit Manager. 

The protocol should allow for the bedside nurse, regardless of their level of experience, to 

contact the patient’s treating team or VMO directly, without waiting for permission from a 

more experienced member of nursing staff. In this study, the staff on the ward requested 

the addition of a step after the activation of the protocol, which was that the nurse-in-

charge needed to be informed that the protocol had been activated, in order that they are 

aware of the patient at risk and could provide assistance if required.  

 
The third element an effective response protocol requires, is that of vertical ‘escalation’. 

Vertical escalation has two distinct components:  

 

Firstly, if the protocol is activated and the doctor does not respond in an agreed time 

frame then the nurse should escalate the requirement for response up to a more senior 

member of medical staff. This escalation is important in the occasional case of a doctor 

who refuses to attend to a patient or fails to heed the nurses concerns, but also ensures 

that if the doctor is unavailable due to workload then there is no delay in the activation of 

a response for the patient as an alternate member of the team should attend.  

 

Secondly, if the patient’s level of risk is such that the expertise of more senior staff is 

required then the nurse should escalate the requirement for response up to this staff 

member in the first instance. In this second component of vertical escalation, a less 

experienced member of the treating team may be bypassed for a more experienced one, 
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according to the patient’s level of risk. However, it is important for less experienced 

members of the treating team, which includes interns and residents, to gain exposure to 

and the experience in the management of deteriorating patients. Therefore, in this study 

the requirement for the intern or resident to accompany the registrar in the event of 

vertical escalation was added to ensure they gained this exposure to and experience in the 

management of deteriorating patients. The response protocol, and the requirement for 

vertical escalation are provided in Appendix 7. 

 
The forth element of an effective response protocol, is the requirement for horizontal 

escalation. Patient History 4, presented on page 19, describes a situation in which the 

R2E2 response protocol was activated. The intern responded in a timely fashion and 

ordered increased fluid replacement for the patient, Mr Y. The assumption of the intern 

(well supported by the literature) was that a patient following a large abdominal procedure 

can develop a low circulating fluid volume in the post-operative period and require fluid 

replacement. The administration of additional fluid can reverse a patient’s rapid heart rate 

and low blood pressure. However, in the ensuing hours, despite the additional fluid Mr 

Y.’s heart rate continued to climb and his blood pressure continued to drop. The intern 

did not consider that there was an alternative reason for Mr Y.’s continuing deterioration 

and non-response to the fluid replacement. Therefore, he continued to order additional 

fluid. Over the next three hours Mr Y.’s condition continued to deteriorate, and finally the 

Medical Officer in Charge (MOIC) was called by nursing staff. The MOIC ascertained that 

Mr Y. had developed an abnormal heart rhythm, rapid AF (see glossary), and that it was 

this heart rhythm, as opposed to a low circulating fluid volume, which was contributing to 

Mr Y.’s elevated heart rate and decreased blood pressure. Two types of ‘errors’ are known 

to contribute to these sorts of mistakes: knowledge based mistakes; and false hypothesis 

errors. Each is discussed below.  

 

The intern, in ordering fluid for Mr Y., though not inappropriate in the first 

instance, made a knowledge-based mistake. Reason (1990) states that knowledge-based 

mistakes have a hit and miss quality, not dissimilar to those made by beginners. That is not 

to say that experts do not make knowledge-based mistakes, once an individual’s repertoire 

of rules has been exhausted by the demands of a novel situation the individual’s 

performance will begin to approximate that of a novice (Reason, 1990). The mistaken 

assumption, by the intern, that the patient had a low circulating fluid volume could have 
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been based on past experiences in which a patient, in a similar condition to the patient in 

Patient History 4, responded to fluid replacement. Reason (1990) states, ‘expertise consists 

of having a large stock of appropriate routines to deal with a wide variety of contingencies’ 

(p. 58). The intern did not have a large stock of routines to draw upon to deal with the 

situation in which a patient did not respond to the treatment ordered, nor should he have 

been expected to have, given his novice status. However, the fact that Mr Y.’s condition 

did not improve with the administration of additional fluid, did not result in the intern 

examining any other options or calling for a more senior member of staff to assist in the 

management of Mr Y. The continuation of fluid replacement, despite it being ineffective, 

presented an example of a knowledge-based mistake called false-hypothesis error.   

 
False-hypothesis error

 

 was first identified by Davis (1958) and describes a situation 

in which once a hypothesis or assumption is made by an individual they are unlikely to 

alter this assumption regardless of any additional information which they may receive 

(Davis, 1958). The theory has been adopted by the aviation industry as a means of the 

investigation of human error in airline disasters. AVIA 141 state that false hypothesis error 

can occur when expectancy is high typically after a long experience with a given situation, 

and that too much information can overwhelm the decision making process (AVIA141). 

The intern in Patient History 4 had been managing Mr Y.’s clinical condition for over 

three hours. When decision making is overloaded two reactions to additional information 

can occur: 1) load shedding; and 2) tunnelling (AVIA141). In load shedding additional 

information is disregarded when it does not fit the hypothesis. Tunnelling occurs when 

additional information is ‘tunnelled’ to fit the hypothesis.  

Whilst it cannot be said with certainty what the intern was thinking in Patient History 4, 

load shedding and tunnelling would both seem to have been present in his actions. The 

additional information the intern received was that, the fluid replacement did not reverse 

Mr Y.’s clinical condition and that the fluid replacement was contributing to Mr Y.’s 

deteriorating condition. Tunnelling was present in the intern’s action in that Mr Y. was not 

responding to the fluid replacement. This information was tunnelled to fit the hypothesis 

that Mr Y. did in fact need fluid, so the intern continued to increase the fluid replacement. 

The fact that Mr Y. was not responding to the fluid meant that he was not getting enough 

fluid; therefore more fluid was administered. The intern’s actions also demonstrated load 

shedding in that Mr Y.’s condition was made worse by the fluid replacement. The intern, 

who continued to give fluid, disregarded this information. That the fluid was making Mr Y. 
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worse did not fit the hypothesis that he needed fluid. Instances of false hypothesis error 

are difficult to detect in clinical practice and Reason (1990) argues that detection of 

knowledge-based errors often only occurs through external intervention. In order to avoid 

and mitigate against these errors in the management of deteriorating patients, horizontal 

escalation is required in the response protocol. 
 

Horizontal escalation means that, in the event a patient’s level of risk triggers the 

requirement for intervention in the form of response, and this response occurs, the 

patient’s condition should improve as a result of the intervention. It is not just attendance 

and decision making which are vital, but also a requirement that the intervention results in 

a diminution of the patient’s level of risk. This horizontal escalation provides a safeguard 

for patients against knowledge-based mistakes, which might occur in decisions about their 

management. The response protocol, which demonstrates this horizontal escalation has 

been tabled at Appendix 7. Essentially, it requires the patient’s level of risk to be 

diminished following intervention. This diminution in patient risk should occur in a timely 

manner or the nurse ought to escalate a response to a more senior member of medical 

staff. The final element deemed necessary for an effective response protocol is that of 

patient escort. This requirement was identified following investigation of Patient History 5.  

The fifth, and final, element of a response protocol is the requirement for clinician escort 

for patients who require transfer across an organisation. Patient History 5, failure to escort 

Mrs P. demonstrated that both recognition and response had occurred for the patient. The 

registrar had implemented a clear management plan for Mrs P., and, based on the high 

likelihood that she would require an operative procedure, left her on the ward to arrange 

for time on the emergency operating list. However, in the absence of any clinician, either 

medical or nursing, monitoring Mrs P. whilst she was transferred to the Imaging 

Department or whilst she was awaiting the CT scan, there was no opportunity for 

horizontal escalation to occur. Mrs P.’s condition was not improving and was in fact 

deteriorating. In this instance, the response protocol would dictate that horizontal 

escalation occur and the patient be reviewed by a more senior doctor. The lack of an 

escort resulted in an increased risk to Mrs P. and subsequently the requirement for an 

escort to transfer patients at risk across an organisation is a necessary element of a 

response protocol. Again, this recommendation is not intended to be prescriptive and state 

who should provide this escort and when, but it is clear that patients at risk do require a 

clinician escort if they are to be transferred between departments in an organisation. It is 
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an agreed level of risk which should dictate who escorts the patient and not whoever is 

available. Similarly, the non-availability of a staff member to escort a patient at risk should 

not result in the patient being transferred regardless.   

 

99.3.3.2 Summary of response protocol for patient risk 

The patient histories, presented in this thesis, have highlighted five distinct elements which 

are essential for the implementation of an effective response protocol for the management 

of deteriorating patients. The response protocol should be activated when an agreed 

trigger point is reached, regardless of any subjective opinions of a patient’s level of risk. 

The protocol should be activated by the bedside nurse calculating the score, without the 

necessity for a circuitous route through more senior nursing staff giving permission for the 

bedside nurse to contact the treating team directly. Vertical escalation is necessary in order 

to ensure the most appropriate staff responds according to the patient’s level of risk and if 

a response does not occur, as result of unavailability of a doctor or refusal to attend, then 

vertical escalation means that a more senior member of staff will be called. Horizontal 

escalation is also an important element to ensure that the intervention for the patient is 

effective in reducing the patient’s level of risk. The final element of an effective response 

protocol, as evidenced in this study, is the requirement for a clinician escort, when 

transferring patients at risk across an organisation.  

 

The following section of this chapter presents the conclusion to the discussion on the 

implementation of a system for the management of the deteriorating patient. In particular, 

the elements of a system, which were demonstrated in this research, as being effective in 

mitigating against failure to recognise and failure to respond incidents. The elements for an 

effective system for the management of deteriorating patients in order to mitigate failure to 

recognise and failure to respond incidents have been identified in this study under the headings 

recognition, response, escalation and escort

 

 (R2E2). These elements are summarised in 

Table 39. Following the conclusion to the system for the management of deteriorating 

patients, the role of nurses in the intervention for patients at risk and the categories 

established during the second stage analysis, are discussed in greater detail.  
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9.3.4 Conclusion to the section on a system for the management of 

deteriorating patients 

 
This research demonstrates several elements, which are necessary for the implementation 

of a system for the management of deteriorating patients, in order to mitigate against failure 

to recognise and failure to respond incidents. The elements include a tool for recognition of 

patient risk, a response protocol which includes both vertical and horizontal escalation and 

the requirement for a clinician escort when transferring patients at risk across an 

organisation. Each of the elements necessary for the establishment of an effective system 

for the management of the deteriorating patient are presented in Table 39. These elements 

require tailoring in individual organisations, according to staffing and resource availability.  

 

Table 39. Elements for an effective system for the management of deteriorating 

patients- R2E2  

 

Element Components of element 

Recognition Use of an objective scoring system

Selected according to the experience of staff responding in 

the first instance 

: 

Based on bed-side physiological parameters 

Easily calculated 

Communicated objectively 

Provides an established ‘trigger point’ where risk to the 

patient is identified as being such that intervention is vital 

Specific to the group of patients it serves 

Response 

Activated when established ‘trigger point’ is reached 

Establishment of a response protocol: 

Compels attendance, with clear role delineation 

Activated by bed-side nurse without requirement for 

permission to activate 

Consider informing ‘nurse in charge’ after activation to 

obtain additional assistance 
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Escalation Inclusion of vertical escalation in response protocol

If a doctor fails to respond 

: 

If patient’s level of risk requires more experienced 

response in first instance 

Consider requirement for less experienced staff to be 

exposed to management of deteriorating patients 

If intervention does not result in a diminution of patient’s 

level of risk 

Horizontal escalation: 

 

Escort  

Agreed level of risk dictates who escorts the patient  

Inclusion of requirement for escort in response protocol: 

 

  

9.4 The Role of Nurses in the Intervention for Patients at Risk 

This section of the discussion focusses on the categories from the second stage analysis 

and how these data manifest in the images identified by Chiarella (2002). Each of the 

categories identified under the elements of Failure to Rescue, are discussed in greater 

detail, in particular how the combination of the elements of the images impacted on the 

nurses’ ability to intervene for patients at risk. This thesis argues that, the combination of 

the elements of the images constitute the experience of nurses and present significant 

barriers to them in providing intervention for patients at risk. These combinations have 

resulted in confusion about the nurses’ responsibility for patient safety. This section of the 

discussion is presented under the headings of the elements of Failure to Rescue 

identified in this thesis: failure to recognise; failure to respond; failure to elevate; and failure to 

challenge. At the commencement of each sub-section, the relevant sections of the 

concluding table from the analysis, Table 38, which represent the categories and images 

they are present in, is reproduced. At the completion of the discussion on failure to recognise, 

failure to respond, failure to elevate and failure to challenge the image of the autonomous 

professional is discussed in greater detail, as a means of the establishment of a possible 

solution to ensure nurses consistently and effectively intervene for patients at risk.  
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9.4.1  Failure to recognise 

 

The second stage analysis of failure to recognise yielded four categories: 1) ethos of individual 

accountability; 2) the ‘tyranny of niceness’ (Walker, 1993); 3) the justification of behaviour; 

and 4) the responsibility for patient safety can be allocated. The third stage of the analysis 

verified that these categories were evident in elements of several of the images identified 

by Chiarella (2002).  As the elements are referred to throughout this section of the 

discussion, the table from the analysis, which depicts each of the elements, is reproduced 

below for ease of reference. Following Table 40, the discussion focusses on the categories 

from the second stage analysis through the lens of the images identified by Chiarella 

(2002), in order to describe the experience of nurses in the intervention for patients at risk.  

 

Table 40. Failure to recognise 

Compon
ent of 
Failure to 
Rescue 
 

2nd stage 
analysis 
category 

Image of 
nurses 

Element or aspect of image 

Failure to 
Recognise 

The 
justification 
of behaviour  

Ministering 
Angel 

Nurses must be asexual beings, because 
the work they do involves them in 
extremely intimate physical activities 
 
Because nurses are so good, their acts or 
omissions could not be malicious 
 

Doctor’s 
Handmaiden 

If the nurse carries out the orders of the 
doctor without question the nurse will not 
be at fault even if (s)he believes on 
reasonable grounds that the doctor’s 
orders are incorrect or immoral and may 
endanger the patient 
 

Tyranny of 
niceness 
 
Ethos of 
individual 
accountability 
 
responsibility 

Ministering 
Angel 

It is a privilege to serve as a nurse, and 
therefore nurses should not complain 
about poor living and working conditions 
and huge workloads 
 
Staff being ‘nice’ to each other to create a  
harmonious working environment 
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for patient 
safety can be 
allocated 

Autonomous 
Professional 

Clinical nursing knowledge and expertise 
should be given equal weight to that of 
medicine in clinical decision making 
 

Domestic 
Worker 

Fragmentation of nursing work 

 

 

The combination of the elements of the images resulted in several areas of dissonance, 

which have led to confusion in clinical practice and contributed to failure to recognise 

incidents. This confusion was shown in the nurses’ responses to failure to recognise incidents, 

their ability to justify why incidents of failure to recognise might occur and the establishment 

of territory on the ward. This establishment, and reinforcement, of territory on the ward 

created a practice zone of isolation and alienation (Chiarella, 2007). My research 

demonstrates that in clinical practice nurses cannot cross over into another nurses’ 

territory; the tyranny of niceness (Walker, 1993) has established an unwritten set of rules in 

which the nurse should either ask, or wait to be asked, before intervention for another 

nurses’ patient. The nurses cannot complain about the workload they are assigned, as it is 

important to appear to be coping.  

 

This prohibits the nurses from asking for help, they have to remain silent about their 

workload, and they are required to work in isolation from their peers lest they appear 

unable to cope amongst these peers. The nurses are, in essence, bound to the patients they 

are caring for, unless permission is sought or granted to approach another’s patients and 

they are rendered mute, because to complain essentially indicates that you cannot cope 

with the workload. These behaviours were evident in the fragmentation of the domestic 

worker image and the need to create a harmonious working environment in the 

ministering angel image (Chiarella, 2002).  

 

The combination of the elements of these images, the domestic worker and ministering 

angel, creates confusion for the nurses in relation to their role in the intervention for 

patients at risk. On the one hand the nurses used workload as a means to justify why 

recognition of patient risk might not occur, “you can get caught up”, “there ought to have been 

something else going on”. On the other hand, the nurses were required to remain silent about 

their workload in order to appear to be coping. The experience for the nurses in my 
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research was a situation in which they had an awareness that their workload had, and did, 

contribute to incidents of failure to recognise, but in daily practice it could not be discussed 

for fear of disapproval.  

 

This thesis did not aim to critically analyse the model of care on the ward under study. 

However, the analysis elucidated a salient point about the model of care. The model of 

‘total patient allocation’, defined in Chapter Two page 29, reinforced the notion of territory 

on the ward and was evident in the fragmentation of work in the domestic worker image 

(Chiarella, 2002). It created invisible boundaries around the patients, and once created, the 

nurses established an unwritten set of rules about not crossing these boundaries. These 

unwritten sets of rules were manifest in the image of the ministering angel (Chiarella, 2002) 

and the requirement to establish a harmonious working environment. In combination, the 

elements of the ministering angel and the domestic worker images in a model of total 

patient allocation added to the isolation of nursing staff and increased risk to patients, as 

nurses were prohibited from the provision of intervention for patients at risk.  

 

If one of the critical issues in the domestic worker image is the way in which nurses deal 

with the fragmentation of their work (Chiarella, 2002) then perhaps the nurses’ response to 

the fragmentation of their work through the model of total patient allocation was the 

establishment of territory in a misguided attempt to move away from the elements of the 

domestic worker image, and its subsequent fragmentation of work. This attempt was in the 

form of a bid to be viewed in the autonomous professional image (Chiarella, 2002). The 

model of total patient allocation, and the category that patient safety can be allocated, was 

evident in the image of the autonomous professional. This model of patient allocation saw 

the nurses mimicking the practice of the senior medical staff, they appeared to have 

established a practice, not dissimilar to medical consultants, in which each specialist is 

assigned a group of patients.  

 

However, in reality, the nurses were faux autonomous professionals, as they were 

essentially not autonomous in their own right but were copycatting another professional 

group’s practice. The end result was a situation in which the ‘allocation of patient safety’ 

resulted in fragmentation of the nurses’ work and the creation of territory, all of which 

contributed to the lack of intervention by nurses for patients at risk. The combination of 

the elements of the images of the domestic worker and ministering angel (Chiarella, 2002) 
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resulted in confusion. This confusion was evident in the nurses attempt to resolve the 

fragmentation of their work, through the establishment of a system of patient allocation, 

which served to further fragment their work and led to isolation in practice.  

 

9.4.2 Failure to respond 

 

The second stage of the analysis on failure to respond generated two categories: 1) the non-

collaborative nurse-physician relationship; and 2) the justification of behaviour. As the 

justification of behaviour has been discussed above in the sub-section on failure to recognise, 

this section of the discussion will focus on the non-collaborative nurse-physician 

relationship. The relevant section of the concluding table from the analysis is presented, 

followed by a discussion on the elements of the images identified by Chiarella (2002) 

which the non-collaborative nurse-physician relationship are evident in.  

 

Table 41. Failure to respond 

 

Component 
of Failure to 
Rescue 

2nd stage 
analysis 
category 
 

Image of 
nurses 

Element or aspect of image 

Failure to 

Respond 

Non-

collaborative 

nurse-physician 

relationship 

Doctor’s 

Handmaiden 

Nursing work is an extension or 

component part of medicine; 

nursing is part of medicines’ 

business and doctors can speak for 

nurses 
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Subordinate 

Professional 

Nurses are expected to be able to 

bring specific problems to the 

attention of the doctor 

 

Nurses are acknowledged to possess 

specialised skills, although much of 

the nursing work which is regarded 

as specialised is delegated medical 

work 

 

Domestic 

Worker 

 

Anti-intellectual view of nursing 

work 

 

The category of the non-collaborative nurse-physician relationship is relatively 

uncomplicated. Essentially the expectation to relay information about patient risk is greater 

on nurses than it is on the doctors. The nurses are in a position in which they are required 

to bring to the attention of the doctor information, which will result in a response by the 

doctor to intervene for a patient. However, this thesis has demonstrated that this assertive 

expectation of nurses and passive expectation of doctors resulted in failure to respond 

incidents and adverse patient outcomes.  

 

The non-collaborative nurse-physician relationship was also evident in the image of the 

domestic worker, in particular, the historic ‘anti-intellectual’ view of nursing work. In this 

image nurses are not regarded as professional workers, instead, their work is that which 

could be attended by a domestic worker, who does not possess skills learned through the 

application of scholarly rigour (Chiarella, 2002). The nurses in this thesis did not say 

anything about patient risk, lest they appear to be wrong in the eyes of the doctor. They 

saw themselves in the image of the domestic worker, one in which their opinions were not 

relevant, valid or equal to those of the doctors so they remained silent whilst patients were 

at risk. The significance of this behavior by nurses is that their actions indicated that they 

viewed themselves in the image of the domestic worker, but it was important to them that 

others [especially the doctors] did not view them in this image. It was better not to say 

anything lest the doctors think they were a “total idiot”, hence, reinforcing the anti-
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intellectual view of nurses in the image of the domestic worker. It was more important for 

the nurses not to be considered in the image of the domestic worker than it was to be seen 

to be wrong in an attempt to intervene for a patient at risk.  

 

Again, the nurses were rendered mute when it came to the provision of intervention for a 

patient at risk. The combination of the elements of the domestic worker and ministering 

angel image, in relation to the creation of territory, discussed above, resulted in the nurses 

remaining silent about their workload in order to appear to be coping. The nurses could 

not speak up about this workload, and its potential impact on patient safety, for fear of 

disapproval by their colleagues. In the non-collaborative nurse-physician relationship the 

nurses’ actions were evident in the image of the domestic worker. They remained silent 

about the actions of doctors and the potential impact these actions could have on patient 

safety, for fear of disapproval by the doctors. When the actions of the nurses are viewed 

through the elements of the images of the domestic worker and ministering angel, the 

experience for nurses is that they will not intervene for patients at risk, by speaking up 

about these actual or potential risks. 

 

9.4.3 Failure to elevate 

 

Six distinct categories were elucidated during the second stage of the analysis on failure to 

elevate. Each of the categories is represented below in Table 42. The elements of the images 

identified by Chiarella (2002), in which the categories are present are also presented in 

Table 45. A discussion about several of these categories follows the presentation of the 

table. 
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Table 42. Failure to elevate 

 

Component 
of Failure 
to Rescue 
 

2nd stage 
analysis 
category 

Image of 
nurses 

Element or aspect of image 

Failure to 
Elevate 

Nurses able to 
challenge doctor 
when disagree 
about patient 
management 
 

Subordinate 
Professional 

Nurses are expected to challenge 
doctors when the doctor appears to 
be wrong 

Nurses under the 
control of 
doctors, Doctors 
have the ultimate 
responsibility for 
patients  
 

Doctor’s 
Handmaiden 

Because the nurse is no more than a 
participant in medical care, the nurse 
is expected to obey the doctor 

Nurses cannot 
implement 
solutions without 
the doctor’s 
permission 
 

Subordinate 
Professional 

Nurses may only substitute for 
doctors with the doctor’s permission 

Culture of 
exclusion- 
doctor’s 
paternalism more 
important than 
patient’s 
autonomy 

Doctor’s 
Handmaiden 

Because the nurse is no more than a 
participant in medical care, the nurse 
is expected to obey the doctor  
 
Nursing work is an extension or 
component part of medicine; nursing 
is part of medicines’ business and 
doctors can speak for nurses  
 
Nursing work is solely delegated 
medical work under the close control 
of the doctor  
 

Domestic 
Worker 
 

Strong anti-intellectual view of 
nursing work 
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Ministering 
Angel 

Because nurses are so good, their 
acts or omissions could not be 
malicious 
 

Satisfaction in 
work obtained 
when 
‘appreciated’ by 
patients 
 

Ministering 
Angel 

Because nurses are so good, their 
acts or omissions could not be 
malicious 

 

The category that nurses are able to challenge doctors when they disagree about patient 

management is evidenced in the image of the subordinate professional (Chiarella, 2002). In 

the image of the subordinate professional there are greater expectations on the nurse to 

intervene for patients at risk.  Nurses in this image are required to challenge a doctor when 

they believe that the doctor is making a mistake which could endanger a patient’s life 

(Chiarella, 2002). So although there is a requirement from a judicial perspective for nurses 

to challenge doctors, there is no requirement on the part of the doctors to heed these 

challenges.  

 

In the clinical setting, the experience for nurses, when viewed through this image is similar, 

in that there is no requirement on the part of the doctors to heed the challenges of nurses. 

The nurses’ concerns for a patient, in the form of challenges or interventions for patients 

at actual or potential risk, can be completely ignored without consequence to the doctor. 

In the clinical setting the consequence is to the patient. The nurses in my research viewed 

themselves as subordinate professionals and this view was reinforced by the organisation, 

which assigned no penalty to a doctor who ignored the concerns of a nurse.  

 

Senior medical staff expressed the view that the nurses should contact them with concerns, 

therefore, they demonstrated an expectation that nurses would bring concerns to them, 

but expressed their belief that the patient was ‘theirs’ to manage. The statement, “especially if 

it’s about mmy patient”, reinforced the subordination of the nurse, through the demonstration 

of the medical ownership of the patient. Similarly, the statement ‘it’s the doctor’s name at the 

end of the bed’, identified the nurses’ belief that they were subordinate to the doctor. If 

nurses view themselves as subordinate professionals, then, when their challenges are 
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unsuccessful, they would be unlikely to elevate their concerns to anyone other than a 

patient’s doctor.   

 

In the image of the subordinate professional the nurses view the doctors as having the 

“ultimate say” in patient management. The view of nurses as subordinate professionals by: 

1) the doctors, who can fail to heed the concerns of a nurses; 2) the organisation, which 

does nothing to legitimise the concerns of the nurse; and 3) the nurses themselves, who do 

not elevate their concerns to anyone else, constitute the experience for nurses and all 

contribute to failure to elevate incidents and the inability for nurses to intervene for patient at 

risk.  

 

Patient History 7, Mr B., highlighted a significant dilemma for the nursing staff, one in 

which they disagreed with the management of Mr B., they challenged the surgeon and their 

challenge was unsuccessful. They did not elevate their concerns to anyone else, as they 

believed that the surgeon had the ultimate responsibility for Mr B., and they, the nurses, 

were subordinate. The resulting frustration, sorrow and anger expressed by the nursing 

staff highlights the reality in which nurses’ work. In Mr B.’s case they were unable to alter 

the decision of the surgeon, who bore the ultimate clinical responsibility for the patient. 

The medical staff controlled nurses’ work and nurses were required to prepare and transfer 

Mr B. to the operating suite, despite believing that it was wrong to do so. They were 

required to carry out work, which they believed to be morally wrong, their challenge did 

not trigger a review by an independent source, and they did not elevate their concerns to 

anyone else as they failed to consider this other alternative.   

 

Mr B.’s case taught the nurses that their challenges were futile and that the authority for 

decision making about patients lies squarely with the doctor, regardless of what the nurses 

think. This failure to elevate was not necessarily a failure on the part of the nurses, but of the 

organisation. There was no system to allow them to elevate their concerns above the 

surgeon, no multidisciplinary forum established to discuss contentious cases and no 

protocol whereby a challenge by a nurse triggers a review by an independent source. This 

further reinforced the view that nurses were considered to be subordinate professionals.  

 

In the case of Bolitho v City & Hackney HA (1998), detailed on page 67, a nurse was not 

criticised for her actions as it was established that she did everything in her power to save 
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the patient’s life by calling the medical staff several times to review a child with croup. This 

experienced nurse was unable to compel the medical staff to attend the patient. Similarly in 

Patient History 1, failure to respond to Mr R., the nurses were unable to compel the 

medical staff to attend to review Mr R., despite their well founded concerns. They stated 

this was not an isolated incident and that “It can be like getting blood from a stone to get them to 

come”, “It’s like you’re asking them for a favour or something”. This was further evidence that the 

doctors viewed the nurses in the image of the subordinate professional.  

 

The implementation of the R2E2, detailed in Chapter Five, altered the ability of the 

nursing staff to compel the medical staff to attend to a patient. The response protocol 

allowed nursing staff to contact medical staff and the escalation component meant that 

senior staff could be contacted when a patient’s condition required it. This protocol made 

it permissible for nurses to contact medical staff and compelled them to attend to the 

patient. This was evidenced in the statement, ”I rang Dr RG and told him that the patient’s 

MEWs was 4, he said he was on ward rounds and that he’d be there soon – I said the protocol says 

twenty minutes, and he was here in less than 10!” It appeared that this protocol legitimised the 

nurses’ concerns, and they could now raise issues and expect a response. The protocol 

established a platform from which they recognised their responsibility for patient safety 

and were able to exercise this responsibility, by following the protocol.  

 

This reliance on protocols was reinforced by the information obtained during Study Two, 

the Moral Sensitivity Questionnaire. In the three questions related to reliance on protocols, 

70 –90% of the nurses agreed that protocols were important in difficult situations and 

when caring for certain patients. However, the Moral Sensitivity Questionnaire, Study 

Two, was distributed after the introduction of the R2E2 and this expressed reliance might 

have been as a result of the success of the R2E2 protocol. The nurses’ previous difficulty 

in being able to obtain a response from medical staff had been resolved by the R2E2 

protocol, the nurses now possessed a tool, which allowed them to engender a response 

from medical staff. It was the patients in Patient Histories 7 and 8, who did not fit the 

protocol, and created moral distress for the nurses about their inability to intervene for 

these patients at risk.  

 

In the absence of a protocol, the nurses’ concerns were not legitimised by the organisation 

or the doctors and were subsequently not acted upon. The legitimisation of the nurses 
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concerns via a protocol was essentially a delegated authority, given to the nurses by the 

doctors and the organisation. In this way the doctors, and the organisation, viewed the 

nurses as subordinate professionals, those to whom authority was to be delegated to, not 

to those whom had authority in their own right. The categories of nursing work under the 

control of doctors, doctors having the ultimate responsibility for patients and nurses 

requiring the doctor’s permission to implement solutions were also evident in the image of 

the doctor’s handmaiden and the subordinate professional (Chiarella, 2002). The delegated 

authority granted to the nurses as a result of the R2E2 protocol reinforced these images.   

 

Whilst not intending to wade into the extensive polemic on the role of policy, procedure 

and evidenced based care, I believe that it is important to highlight the arguments and 

counterarguments in order to discuss why the nurses in my research were so reliant on 

protocols. It is also important to discuss in greater detail why the use of protocols was no 

more than a delegated authority given to nurses with the permission of the doctors and the 

organisation, and why this delegated authority further reinforced the view of the 

subordinate professional and doctor’s handmaiden image.    

 
Protocols have been used to structure care and provide explicit detail as to what is to be 

done, by whom and under what conditions (Flynn & Sinclair, 2005). Although the terms 

‘guidelines’ and ‘protocols’ have been used interchangeably, both essentially demonstrate 

an attempt to minimise variation in clinical practice and establish clinical care which is 

based on evidence (Harrison, 1998). Protocols and guidelines are viewed by many as 

crucial tools for research utilisation and their development encourages evidence-based 

care, care which may have previously been based on ritual or tradition (Flynn & Sinclair, 

2005). It has been argued that evidence from research can improve the effectiveness, 

appropriateness, acceptability and efficiency of health care (Bonell, 1999). However, the 

development of policy and protocols relies on the assumption by nurses that policy and 

protocols are essential for sound nursing practice (Cheek & Gibson, 1997).  

 

There exists an argument that standardisation of clinical practice results in a diminution of 

patient risk, conversely standardisation can result in loss of autonomy and individuality of 

clinical practice (Cheek & Gibson, 1997; Flynn & Sinclair, 2005). There is a risk that 

protocols, in an attempt to reduce variations in clinical practice, standardise practice 

around the average, which is not necessarily paramount and can stifle innovation, and 
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subsequently improvement, and prevent discretion being exercised in individual cases 

(Delamothe, 1993). Patient History 6, Mr C., the man with chest pain where no response 

was requested, clearly demonstrated that the development of protocols does not 

necessarily result in the diminution of patient risk. Instead, this case highlighted the 

constraining nature of protocols in individual cases.  

 

Cheek and Gibson (1997) argue that the development of protocols is often reactionary 

following an incident or problem which has arisen, and propose that the view that further 

problems can be prevented through the development of protocols perpetuates the notion 

that all problems are solvable through an increased dose of technical rationality. Protocols 

can become technical instruments through which nursing activities can be directed, 

investigated and appraised and, subsequently, the bearing these protocols have is in the 

regulation, management and control of actions (Cheek & Gibson, 1997). In relation to Mr 

C., the addition of chest pain as a trigger in the response protocol in the R2E2 might have 

prevented the failure to request a review for additional patients suffering chest pain, but 

could add to the constraint of clinical authority of the nurses. 

 

What about other conditions which would require intervention, but not trigger the 

response protocol? Every single contingency could not be built into the R2E2 protocol 

without the loss of any clinical judgement by the nursing staff. Delamothe (1993) states, 

‘clinical freedom, like other sorts of freedom, cannot be limited without being lost’ (p. 

219). By the constraint of all the nurses’ actions through protocols, there is no opportunity 

for the nurses to exercise clinical judgement in cases which did not fit with the protocol, 

and in Patient History 6 this constraint resulted in the failure to intervene for a patient at 

risk.  

 
It appeared that there were several factors present in this research which resulted in the 

nurses being strongly in support of and reliant on the use of protocols and policies. 

Protocols allow for a standardisation of linguistics (Flynn & Sinclair, 2005). What 

comprises power and how it manifests itself as authority is rooted in linguistic interactions 

(Hiraki, 1998). The R2E2 provided the staff with a ‘linguistic tool’ which allowed them to 

exercise authority, as they possessed an instrument to contact senior doctors directly and 

compel a response from medical staff, authority previously denied to them. The 
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organisation and doctors approved the R2E2 response protocol and this allowed the 

nurses to breach the established ‘chains of command’.  

 

The category that nurses may only implement solutions with the permission of the doctors 

was manifest in the image of the subordinate professional (Chiarella, 2002). The R2E2 

protocol granted the nurses permission to act in a way which was previously denied to 

them and legitimised their authority to compel a response from the doctors. Patient 

History 6, Mr C., demonstrated that the nurses relied on this protocol to exercise this 

newly approved authority and in the absence of clinical signs which fitted the parameters 

of the protocol they did not request a response for Mr C. as they neither recognised his 

level of risk nor had the authority to compel a response. Patient History 7, Mr B., the 

palliative care patient taken back to the operating suite, was a further example of the 

nurses’ inability to compel a course of action from the medical staff, as neither the 

organisation nor the doctor was under any obligation to give credence to the nurses’ 

concerns.  

 

In relation to patient safety, and the experience of nurses in the intervention for patients at 

risk, the nurses’ reliance on protocols and the delegated authority, which came with them, 

resulted in an almost vicious circle, which had devastating consequences to patients. On 

the one hand the nurses were able to exercise authority and intervene for patients at risk 

through the use of protocols. In the absence of a protocol to fit a particular situation, the 

nurses were unable to exercise authority, which in turn proved detrimental to patient safety 

as evidenced by Patient History 6. On the other hand the reliance on protocols to 

intervene for patients at risk has the counter effect of the constraint of authority (Cheek & 

Gibson, 1997).  

 
Hiraki (1998) states, ‘Who has power in organisations is marked by the constraints and 

limits on an individual’s actions when alternate courses of action are possible’ (p. 115). The 

constraints on nursing authority are clearly evident in the images of the nurse as the 

doctor’s handmaiden and the subordinate professional (Chiarella, 2002). These constraints 

were reinforced in my research in the use of protocols to regulate, manage and control the 

actions of the nurses. It could be argued that the same constraints are applied to all health 

care professionals, but Delamothe (1993) counters this argument, ‘if doctors are not 

required to exercise clinical judgment, what are they there for?’ (p. 219).  This statement 
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lends itself to the notion that doctors more easily access alternate courses of action, than 

other health care professionals, and doctors do not have the same constraints applied to 

their practice.  

 

In response to Mr B., Patient History 7, the nurses were able to propose a solution, in the 

form of a multidisciplinary case management meetings, but did not demonstrate the 

authority or power to make this happen. Laschinger and Havens (1996) state, ‘power is 

obtained from the ability to access and mobilise support, information, resources, and 

opportunities from one’s position in the organisation’ (p. 28). The nurses did not 

demonstrate this ability, they were viewed as subordinate and therefore powerless, 

subsequently they were not able to establish the multidisciplinary case management 

meetings.  

 

Individuals who have limited access to power, as the nurses in my research exemplified, 

perceive themselves to be powerless (Laschinger & Havens, 1996). The image of the 

doctor’s handmaiden was evident in actions of the nurses in response to Ms A., Patient 

History 8. The nurses did not challenge the medical staff, as they believed they did not 

have the power to compel the patient’s doctor to heed their concerns. The nurses 

perceived they were powerless to alter the course of events for Ms A., they viewed 

themselves as doctor’s handmaidens (Chiarella, 2002). The image of the subordinate 

professional was evident in the beliefs and actions of the nurses in response to Mr B., 

Patient History 8. The nurses challenged Mr B.’s doctor but did not elevate their concerns, 

as they perceived the doctor as having the ultimate authority over the patient. That Mr B.’s 

surgery went ahead regardless of the nurses’ concerns demonstrated the nurses’ lack of 

power in the alteration of the course of events.  

 

It has been suggested that individuals who perceive themselves to be powerless are more 

dependent on those around them and tend to be more rigid and rules-minded (Laschinger 

& Havens, 1996). Certainly the powerlessness of the nurses, manifest in the images of 

them as doctor’s handmaiden and subordinate professional (Chiarella, 2002) resulted in 

them becoming more rules-minded and subsequently more reliant on protocols to direct 

their practice. My research demonstrated a situation in which an individual’s authority can 

only be exercised by one means (in this research through a protocol), the individual will 

continually rely on this means without seeking alternatives which have proved unsuccessful 
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in the past. The means utilised by the nurses in this thesis was one which served to 

constrain their authority and resulted in the failure to intervene for a patient at risk and 

additional cases of Failure to Rescue. 

 

The category developed during the second stage of analysis on the culture of exclusion in 

which a doctor’s paternalism is more important, to the nurses, than a patient’s autonomy, 

is discussed in greater detail in the subsection on failure to challenge. As this category is linked 

with the role of the nurse of the nurse as the patient’s advocate it was thought to be more 

appropriate to discuss it in the following section. The remainder of this sub-section on 

failure to elevate will briefly discuss the category that nurses obtain satisfaction when liked by 

the patients and image of the ministering angel.  

 

The nurses expressed the view that they gained satisfaction in their work when the patients 

liked them. The nurses vocalised their relationship with the patient as being the most 

important relationship in their daily work. This expressed desire by the nurses for the 

patients to like them is evident in the image of the ministering angel, specifically the 

element that because nurses are so good, their acts or omissions could not be malicious (Chiarella, 

2002). It is the image of the image of the ministering angel which most closely reflects the 

nurses expressed beliefs about their relationship with the patients. The image of the 

ministering angel is an outsider story (Chiarella, 2002), one promoted by nurses, a story 

‘from the bottom’. The nurses in my research, through their expressed beliefs about their 

relationship with the patients, reinforced the image of the ministering angel as an outsider 

story.   

 

Chiarella (2002) states that nurses, through their writings and own endeavours endorse 

outsider stories in order to re-align the public’s perception of nurses and nursing work. As 

previously mentioned the nurses on occasion viewed themselves in the image of the 

domestic worker, a stock story, but it was important to the nurses that others did not view 

them in this image. Throughout the promotion and expressed belief about their 

relationship with the patients, the nurses may have been attempting to ensure that they 

were perceived in the image of the ministering angel and not in the domestic worker or 

other stock stories of the doctor’s handmaiden or subordinate professional. They appeared 

to be at pains to promote their belief that their relationship with the patient was the most 

important to them, in contrast to their actions which demonstrated that their relationship 
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with each other and with the doctors was more important to them. Thus, embodying the 

images of the doctor’s handmaiden, subordinate professional and domestic worker 

(Chiarella, 2002). 

 

If the outsider story of the ministering angel served to repackage nurses, from drunken, 

debauched nineteenth century workers, to good women, then it has been successful to 

those ends. It has been argued that this is an old fashioned image of nurses and nurses 

have written about the need to alter it (Lumby & Zetler, 1990). But, the analysis in this 

thesis has demonstrated, firstly, the actions and beliefs of the nurses in the clinical setting 

in the 21st century can be viewed in the image of the ministering angel, and secondly, 

nurses actively foster the image. Nightingale promoted the ministering angel image to 

ensure nurses were viewed as trusted, honest and good. Certainly the public view nurses in 

the image of the ministering angel, in fact they are considered to be one of the most 

trusted professions (anonymous, 1998). But, in clinical practice the image of the 

ministering angel has developed into one which proponents of the image could not 

possibly have anticipated.  

 

The actions and beliefs of the nurses in my research, when viewed through the image of 

the ministering angel, elucidate an experience for nurses in the intervention for patients at 

risk in which: 1) it is better to be silent than ‘wrong’; 2) it is better to be liked by the patient 

than come between the patient and the doctor; 3) it is better to be silent than appear to be 

unable to cope; and 4) it is better to work in isolation than risk the disapproval of one’s 

colleagues. These experiences all contribute to nurses failing to intervene for patients at 

risk. Subsequently, the image of the ministering angel is one which serves the nurse and 

not the patient. The outsider story of the autonomous professional (Chiarella, 2002) was 

another which was promoted by the nurses in this research, chiefly the expressed role of 

the nurse as the patient’s advocate. This is discussed in the sub-section on failure to challenge 

below.  
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9.4.4 Failure to challenge 

 

The second stage of the analysis of the data collected on failure to challenge resulted in the 

development of four distinct categories: 1) nurses are unable to challenge doctors; 2) 

nursing work under the control of doctors; 3) culture of exclusion; and 4) the role of the 

nurse as the patient’s advocate. The elements of the images which these categories were 

manifest in, are presented in Table 43 below. A discussion which pertains to these 

categories is presented following Table 43.  

 

Table 43. Failure to challenge 

 

Component 
of Failure 
to Rescue 

2nd stage 
analysis 
category 
 

Image of 
nurses 

Element or aspect of image 

Failure to 
Challenge 

Nurses unable 
to challenge 
doctor when 
disagree about 
patient 
management  
 

Doctor’s 
Handmaiden 

Nurses are not expected to challenge 
doctors even if they believe the doctor 
to be making mistakes which endanger 
the patient’s life 

Nursing work 
under the 
control of 
doctors 
 

Doctor’s 
Handmaiden 

Because the nurse is no more than a 
participant in medical care, the nurse is 
expected to obey the doctor 

Culture of 
exclusion- 
doctor’s 
paternalism 
more important 
than patient’s 
autonomy 

Doctor’s 
Handmaiden 

Because the nurse is no more than a 
participant in medical care, the nurse is 
expected to obey the doctor  
 
Nursing work is an extension or 
component part of medicine; nursing 
is part of medicines’ business and 
doctors can speak for nurses  
 
Nursing work is solely delegated 
medical work under the close control 
of the doctor  
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Domestic 
worker 

Strong anti-intellectual view of nursing 
work 
 

Ministering 
angel 

Because nurses are so good, their acts 
or omissions could not be malicious 
 

The role of the 
nurse as the 
patient’s 
advocate 

Subordinate 
professional 

Nurses are expected to challenge 
doctors when the doctor appears to be 
wrong 
 

Doctor’s 
Handmaiden 

Nurses are not expected to challenge 
doctors even if they believe the doctor 
to be making mistakes which endanger 
the patient’s life 
 

Autonomous 
Professional 

Clinical nursing knowledge and 
expertise should be given equal weight 
to that of medicine in clinical decision 
making 
 

 

Three of the four categories established during the second stage analysis on failure to 

challenge are evident in the image of the doctor’s handmaiden. The image of the doctor’s 

handmaiden does not require nurses to challenge doctors even when they believe that the 

doctor is making a mistake which could endanger a patient’s life (Chiarella, 2002). The 

evidence of this image in a clinical setting has obvious and catastrophic implications for 

patient safety. The ability of nurses to challenge doctors in my research was inhibited by a 

fear factor, in which nurses have to display courage to challenge a doctor. The personality 

of both the nurse and the doctor also contributed to the nurses’ ability to challenge a 

doctor and intervene for a patient at risk.  

 

A further component of nurses’ failure to challenge medical staff, as manifest in the image 

of the doctor’s handmaiden, was that of ‘learned helplessness’ (Hiroto & Seligman, 1975). 

Nurses stated that they had challenged doctors in the past and that it had not altered the 

doctor’s decision. Their previous unsuccessful attempts to challenge doctors resulted in 

their reluctance to do so again. They also expressed concern that their challenges might be 

without merit and that it was important not to be seen to be wrong in the eyes of the 

doctors. This reinforced the image of the doctor’s handmaiden (Chiarella, 2002), that, 

nurses are not expected to challenge doctors and there are significant barriers perceived by 
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them to prevent them from doing so. The experience of nurses in challenging doctors, as a 

means of providing intervention for patients at risk, as evidenced in this thesis, created 

confusion for the nurses in relation to their responsibility for patient safety.  They 

recognised patients were at risk and wanted to intervene, but felt powerless to do so. 

 

This confusion is discernible in the juxtaposition of the ministering angel image and the 

doctor’s handmaiden image. The nurses stated that their relationship with the patient was 

the ‘most important’ to them as evidenced in the ministering angel image. If their 

relationship with the patient were the ‘most important’ then why would it matter if they 

were seen to be wrong in the eyes of the doctor? What should be most important is the 

provision of intervention for a patient at risk and challenging a doctor, if this is what is 

required, regardless of what the doctor thought of the nurse. The conflict between the 

nurses’ beliefs, that their relationship with the patient was paramount and their actions, not 

challenging doctors in case they were wrong, led to moral distress for the nurses and 

adverse outcomes for patients.   

 

The image of the nurse as the doctor’s handmaiden relies on nursing staff exercising their 

duty to the patient through the doctor (Chiarella, 2002). This has resulted in instances 

where nurses are conflicted between their loyalty to the patient and their loyalty to the 

doctor. Not wanting to be seen to be incorrect in the eyes of the doctor and failing to 

intervene for patients at risk is an example of such a conflict. The case of Strelic v Nelson & 

Ors (1996), discussed on page 62, provides a further example of this conflict. This case is 

one in which a midwife was reluctant to comment on the actions of an obstetrician, 

despite believing that the obstetrician’s actions resulted in an adverse outcome for a baby. 

Nursing staff, in Patient History 8 were also in conflict, they had significant concerns 

about the management of Ms A. but at no time included her in their concerns. They did 

not want to ‘undermine the doctor in the eyes of the patient’, nor affect the patient’s 

confidence in the doctor.  

 

Despite their concerns about Ms A.’s safety, the nursing staff protected the patient’s 

relationship with the doctor. This was again in conflict with their view of themselves in the 

ministering angel image, in which they expressed the belief that their relationship with the 

patient was the most important relationship in their daily work. It appeared that they 

viewed themselves in the images of the doctor’s handmaiden and subordinate professional, 
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and this view of themselves prevented them from the acting on their responsibility towards 

the patient if it meant coming between the patient and the doctor.  “If the patient is 

comfortable and appears to know what is going on then it is between the patient and the doctor”.  

 

The category of the culture of exclusion is also evident in the images of the doctor’s 

handmaiden. The nurses in this thesis believed that the doctor has the ultimate 

responsibility for a patient and the nurse’s loyalty to the doctor, which the image of the 

doctor’s handmaiden purports, prevents them from the provision of intervention on 

behalf of the patient. If the nurse is required to carry out the order of the doctor and they 

are not in a position to question the doctor’s decision, then a patient’s autonomy and right 

to self-determination will be sacrificed, by the nurses, for the doctor’s paternalism.   

 

In relation to Mr B., Patient History 7, the nurses believed strongly that the potential 

benefits of the procedure were minimal when compared to Mr B.’s inevitable and 

impending death and the degree of pain and suffering he would experience undergoing the 

procedure. This was borne out with the reversal of his state of palliation, two-hour 

operative procedure from which he never regained consciousness, 24-hour stay in the 

Intensive Care Unit and his death four hours later. In Patient History 8, Ms A., the nurses 

believed that the risks of the procedure had not been disclosed to her, particularly those 

which pertained to post-operative complications. Further to the nursing staff believing that 

the risks had not been relayed to Ms A., the fact that, 50 hours prior to the planned 

procedure, she was stating ‘I hope I don’t lose my leg’, was evidence to the nursing staff 

that although the patient may have been informed about the procedure, she did not 

understand what she had been told.  

 

At no time, in either of these cases, did the nursing staff discuss their concerns with the 

patients or the patients’ families, as they did not want to ‘go behind the surgeons back’. 

The nurses’ actions in the exclusion of the patients from their concerns realised the image 

of the doctor’s handmaiden, in which nursing work is solely delegated work and the image 

of the subordinate professional in which the nurse requires a doctor’s permission to 

implement solutions (Chiarella, 2002). Through the culture of exclusion the nurses verified 

that they believed the patient’s relationship with the doctor was paramount and they did 

not have the authority to undermine this. Undermining the doctors in these instances 
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would involve the nurses giving information to patients, without the permission of the 

doctor.  

 

Martin (1998) in a study of nurses in advocating for dying patients found that nurses feared 

to give information to a patient if the doctor had prohibited this action (Martin, 1998). 

Similarly, it is argued that nurses will only give a patient information which has been given 

previously by a doctor (Walsh & Ford, 1989). In this thesis the doctors reinforced the 

image of the doctor’s handmaiden. They did not delegate authority to the nurses to be able 

to inform the patients or their families about potential risks and benefits of the procedures. 

The image was also reinforced by the organisation through the policy which dictates who 

can give patients information which pertain to procedures.  

 

Whilst not wishing to engage in the significant and extensive arguments about the legal 

nature of informed consent, I think it is important for this discussion to highlight the 

intention of consent and the permissions granted to participate in the consent process. 

Patient consent has been discussed in Chapter Eight, page 219, and essentially involves 

obtaining the consent of patients whenever the management of their health care involves 

invasive procedures or risks (Kerridge et al., 2005). The policy for consent in the hospital 

in this study states: ‘The Admitting Medical Officer performing the procedure or treatment 

is responsible for ensuring consent has been given’ (p. 6). According to the policy, this 

responsibility can be ‘delegated’ to the registrar in certain circumstances. There is no 

provision for nurses to participate in the consent process, as in the majority of cases they 

are not the individuals who perform the procedure or treatment. Treatment is not defined 

in the policy specifically, instead, it is implied to be an intervention performed by a doctor. 

 

A component of consent is that it is necessary for the therapist to disclose information 

appropriately (Kerridge et al., 2005). The implication is that enough information should be 

provided to patients so that they can make appropriate decisions. The information 

required, includes the nature, consequences, harms, benefits, risks and alternatives to 

planned procedures (Kerridge et al., 2005). A fundamental standard of consent is that the 

potential benefit and the degree of risk attached to any planned intervention that is most 

significant, should be disclosed (Kerridge et al., 2005). In Ms A.’s case, in particular, the 

nursing staff were more than competent to identify the potential post-operative risks, 
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which Ms A. would have been likely to experience. In fact they may well have possessed 

the most expert knowledge in these potential post-operative risks.  

 

But, as evidenced in this study, in practice it is doctors who disclose this information and 

not the nurses. Chiarella (2002) argues that nurses constantly provide information to 

patients as a means of the translation of information provided by doctors, and that this can 

and does contribute to the consent process. However, this study demonstrates that the 

nurses were unwilling to provide information to the patient, without the permission of the 

doctor or the sanctions of the organisation. Unlike in the R2E2 protocol, the nurses were 

not granted delegated authority from the doctors or the organisation to participate in the 

consent process.  

 

The culture of exclusion, fostered by the nurses, was present in the elements of the images 

of the doctor’s handmaiden, domestic worker and ministering angel. Unlike categories 

from the second stage analysis, in which the combination of elements of images has 

resulted in significant confusion, the combination of these elements acted in concert to 

reinforce the culture of exclusion in which a patient’s autonomy would be sacrificed for a 

doctor’s paternalism. The culture of exclusion, when examined through the image of the 

doctor’s handmaiden, saw the nurses: 1) not wanting to undermine the doctors in the eyes 

of the patients; 2) demonstrating that they believed the patients relationship with the 

doctor was the most important; 3) allowing the doctors to speak on behalf of the nurses by 

relaying the nurses concerns to the patients; and 4) needing the doctors permission to 

speak to the patients with their concerns. Through the domestic worker image, the nurses 

did not say anything to the patient in case they were seen to be wrong in the eyes of the 

doctors. Through the lens of the image of the ministering angel it was important for the 

nurses that the patients like them, so they were unlikely to say anything that would come 

between the patient and the doctor, especially when the nurses viewed the patients 

relationship with the doctor as paramount. In combination these elements of the images 

reinforced the culture of exclusion established by the nurses and created a situation in 

which patients did not receive important information in order to make informed choices 

about their treatment.  

 

The category of the role of the nurse as the patient’s advocate, developed during the 

second stage analysis, is one which was evident in several of the elements of images 
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identified by Chiarella (2002), and presented the greatest conflict for the nurses in this 

research. This conflict is most evident in the dissonance between the nurses’ actions in the 

clinical setting and their expressed beliefs. As detailed in Chapter Four, page 74, nurses 

have written about their role as the patient’s advocate stating that advocacy is considered a 

fundamental value of professional nursing (Hanks, 2005) and that nurses are in the best 

position to advocate for patients (Hanks, 2007).  

 

The arguments that nurses are in the best position to advocate for patients include that 

nurses have the most knowledge of the patient as a result of the time spent with the 

patients (Hamric, 2000), that they are emotionally engaged in the patient’s experience 

(MacDonald, 2006) and somewhat controversially that nurses and patients make obvious 

allies as both have suffered the indignities of powerlessness in the health care system 

(Winslow, 1984). In each of the three studies in this research, the nurses articulated that 

they were the patients’ advocates. The reasons they provided included: 1) their intimate 

and personal knowledge of the patients; 2) the patients’ powerlessness; 3) the requirement 

for the nurses to ‘stand up’ for the patients; and 4) the nurses’ responsibility in advocating 

for patients.  

 

The role of the nurse as the patient’s advocate could be seen in the image of the 

subordinate professional. In particular, the element that nurses are

 

 expected to challenge 

doctors (Chiarella, 2002). In relation to Mr B., Patient History 7, the nurses did intervene 

and challenge his surgeon about the appropriateness of the planned surgical intervention. 

However, this challenge did not alter the outcome for Mr B. This reinforced the image of 

the subordinate professional by the doctor, in that nurses can challenge a doctor, but 

nurses are still under the control of doctors (Chiarella, 2002) and doctors are not 

compelled to alter the course of their treatment as a result of concerns expressed by a 

nurse. This was expressed by the nurses in statements such as: “We’re meant to be the patients’ 

advocates, but they don’t always listen to us”. 

In direct contrast to the image of the subordinate professional, the image of the doctor’s 

handmaiden purports that nurses are not expected to challenge doctors even if the nurse 

believes that the doctor is making a mistake which could endanger the patient’s life 

(Chiarella, 2002). In response to Ms A., Patient History 8, the nurses did not challenge the 

patient’s doctor, even though they believed the significant post-operative risks for Ms A. 
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had not been mitigated against and that Ms A. did not understand the nature of her 

planned surgery. This indicated that, despite their claims as the patient’s advocate, there 

were many instances in this research which demonstrated there were significant barriers 

for nurses to advocate for patients. 

 

When the actions of the nurses are viewed through the lens of the image of doctor’s 

handmaiden, the difficulty nurses have in carrying out this expressed advocacy can be 

explained. When there is no expectation that nurses will challenge a doctor, even when 

they perceive that a patient is at risk (Chiarella, 2002), or when significant barriers exist to 

nurses challenging doctors, the role of the nurse as the patient’s advocate is subjugated for 

the doctor’s decision in patient management. In the image of the doctor’s handmaiden the 

doctor has the ultimate responsibility for the patient and, as the nurses’ responsibility to 

the patient is exercised via obedience to the doctor, they are not required to advocate on 

behalf of the patient.  

 

In the clinical setting, the nurses were adamant in their claim as the patients’ advocates, but 

were unable to consistently advocate on behalf of patients. This failed advocacy can, and 

does, create cognitive dissonance (Barker, 2003). In the face of this cognitive dissonance 

the nurses in the clinical setting altered their beliefs so as to be consonant with their 

actions

 

 (Nir, 2004). Actions which did not demonstrate advocacy. Examples of the nurses 

altered beliefs included statements such as: ‘it’s not our job to contact the VMO, the junior staff 

should do it’, and ‘senior staff don’t want to hear from us’, rather than changing their actions, that 

is, advocating for a patient at risk. Advocating for a patient at risk, such as for Ms A., 

required the nurses to intervene for Ms A., discuss their concerns directly with Ms A.’s 

doctors, challenge the appropriateness of her pre-operative preparation and even discuss 

their concerns directly with the patient. The nurses’ actions in failing to intervene for Ms 

A. are embodied in the image of the doctor’s handmaiden.  

The experience for nurses is that the juxtaposition of the subordinate professional image, 

in which nurses are expected to challenge doctors, and the doctor’s handmaiden image in 

which nurses are not expected to challenge doctors (Chiarella, 2002) results in confusion 

and uncertainty in relation to the nurses’ responsibility for patient safety. The incredible 

frustration and anxiety which was expressed by the nurses in these situations demonstrates 

their discontentment in being viewed in the images of the subordinate professional and 
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doctor’s handmaiden, and the moral distress they experience in being unable to intervene 

for patients at risk.  

 

If the doctor’s handmaiden and subordinate professional images were those the nurses 

accepted as the only images through which their work was viewed, then they would 

acknowledge that their challenges would not be acted on by the doctors, instead of 

threatening to ‘chain themselves to the patient’s bed’, as was the case for Mr B. The impact 

that these cases have on the nurses cannot be underrated or ignored. Almost three years 

after Mr B. died the nurses continue to express concern and regret about the case. I was 

discussing Mr B. with a member of nursing staff recently and she said, “That poor man, I still 

feel sick every time I think what he went through for nothing”. Perhaps the nurses’ obdurate claims 

as being ‘the patients’ advocates’ is a bid by the nurses to be recognised in the image of the 

autonomous professional, and not in the doctor’s handmaiden or subordinate professional.   

 

An element of the autonomous professional, that clinical nursing knowledge and expertise should 

be given equal weight to that of medicine in clinical decision making (Chiarella, 2002), contends that 

the role of the nurse as the patient advocate is one in which the nurse should be able to 

consistently intervene for patients at risk, and these interventions be both welcomed and 

acknowledged to be important for the safety of the patients. In this way the espoused role 

of the nurse as the patient’s advocate could be seen as an ideal. In the ideal role of the 

patient’s advocate the nurse’s concerns are afforded legitimacy because they are expressed 

in relation to the patient and are afforded equal weight to those of the doctor. But, my 

research reveals that the role of the nurse as the patient’s advocate is only an ideal and not 

a reality. It is one championed by nurses, but goes unrecognised by doctors and the 

organisation. The doctors are under no obligation to heed the concern of nurses and the 

organisation does not afford these concerns with legitimacy. Nurses can express serious 

and valid concerns about patient safety and there is no formally documented process by 

which these concerns are validated.  

 

The nurses are not viewed as autonomous professionals, their opinions are not afforded 

equal weight (Chiarella, 2002) to those of doctors in decision making. Instead, they are 

viewed as subordinate professionals, an image which supposes that a nurse can challenge a 

doctor, and doctors are not compelled to alter the course of their treatment as a result of 

concerns expressed by a nurse. Or as doctor’s handmaidens in which they are not required 
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to challenge doctors, even if it perceived that the doctor is making a mistake which could 

endanger the life of a patient (Chiarella, 2002). It is the nurses who are peddling the 

message that they are the patients’ advocates (a claim to be viewed as autonomous), despite 

the fact that they do not consistently advocate on behalf of patients. This failed advocacy 

is evidenced in nurses not challenging doctors, nurses not coming between the doctor and 

the patient and in nurses not including the patient in any concerns which the nurse may 

have. In this way the role of the nurse as the patient’s advocate is much more about the 

nurse and much less about the patient.  

 

Patient advocacy is an assertion by the nurses, a bid to be recognised as autonomous 

professionals, but the autonomous professional role is not the experience or reality for 

nurses. If nurses truly wish to be viewed as autonomous professionals, an image which 

represents that nurses share in the clinical decision making for patients, and that their 

opinions are equal to those of doctors, then they cannot claim to be the only ones who are 

able to advocate for patients. This is of course not to argue against or undervalue the 

importance of nurses advocating for patients, especially in instances where it is believed 

that a doctor is doing something wrong, unsafe or inappropriate. The duty of the nurse in 

these rare cases is with the patient as failure to intervene for patients at risk can result in 

serious adverse events for patients. But, if nurses are to be truly in equal partnership with 

the doctors in clinical decision making for patients, then this should mean a concomitant 

equal role in advocating for patients. 

 

Nurses claim they are in the best position to advocate for patients as a result of their 

intimate and personal knowledge of the patients, their proximity to patients and the time 

spent with patients (Hamric, 2000). It has been argued that doctors, through the nature of 

their role, do not spend excessive time with patients during their hospitalisation and that 

senior medical staff may only see a patient a few times (Chiarella, 2002). However, it can 

be argued equally that although they are not the profession who spend ‘24 hours a day 

seven days a week’ with patients as the nurses do, doctors are also in a position to advocate 

for patients (Kerridge et al., 2005).  

 
Patients with chronic and complex conditions may visit their senior admitting doctor on a 

regular basis over several years in order to avoid admission to hospital. It is unreasonable 

to assume that these doctors do not have an intimate knowledge of the patients, as they 
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will treat the patient, and often the patient’s family, prior to, during and after 

hospitalisation for an acute exacerbation of the patients’ condition. The current shift in 

health care towards outpatient and community based care, coupled with the decreasing 

length of stay for inpatients may also impact in the future on nurses’ ability to lay claim to 

having the most knowledge of the patient as a result of the time spent with patients 

(Kerridge et al., 2005). I believe that nurses have to relinquish their claim as being the only 

professional group who is able to protect the patients’ interests as the patients’ advocates, 

this along with clinical decision making needs to be shared  

 

The category of the ‘culture of exclusion’, fostered by the nurses in this research, in which 

they failed to include the patient in their concerns, is a further demonstration of the role of 

the nurse as the patient’s advocate being more about the nurse and less about the patient. 

The heart of nurse-advocacy requires that it be directed at something and more often than 

not it is directed at doctors (Kerridge et al., 2005). The nurses in this research articulated 

their responsibility to protect the patients from decisions made by the doctors; they had to 

guard and protect the patient. Advocacy was something which they were exclusively 

responsible for, it set them apart and, in some instances, against the doctors. By their 

actions the nurses also excluded the patients from being able to advocate for themselves.  

 

The nurses’ espoused role as the patient’s sole advocate was seen as an integral component 

of their work, and one which they used to define their practice. The reason the nurses used 

for the exclusion of the patient from their concerns was not to undermine the doctor. 

However, the very nature of advocacy means that some conflict or disagreement has to 

exist (Kerridge et al., 2005). The nurses were happy to take on this conflict themselves, but 

did not give the patient the information necessary for the patient to take it on. Their role 

as the sole advocate not only barred other health professional from assuming this role, but 

through the exclusion of the patient from their concerns they prevented the patient from 

being able to self-advocate.  

 

Gadow (1980) describes ‘existential advocacy’ as the nurse’s assistance to individuals in the 

exercise of the individual’s right to self-determination. Gadow’s argument is that only 

individuals can decide what is in their own best interest, and the role of the nurse is to 

assist the individual in this process (Gadow, 1980). But, my research raises the question, 

how can individuals make a decision about what is in their own best interest if they are not 
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provided with the necessary information to make this decision? The nurses in this thesis 

did not provide the patients with information, which was vital to the patient being able to 

make an informed decision about their planned procedures, withholding information from 

patients was not exclusive to my research (Martin, 1998; Walsh & Ford, 1989).  

 

In this thesis the reasons the nurses presented for withholding information from the 

patients were evident in the image of the doctor’s handmaiden (Chiarella, 2002). The 

reasons included: 1) they did not have the doctor’s permission; 2) they did not want to 

undermine the doctor; 3 the patient should have confidence in the doctor; and 4) ‘it is 

between the doctor and the patient’. However, whilst it can be argued that the actions of 

the nurses, when examined through the image of the doctor’s handmaiden, prevented 

nurses from advocating for patients and the provision of information to patients to allow 

them to self-advocate, the bid by nurses to be seen as autonomous professionals as the 

sole patients’ advocates is one the nurses simply do not want to relinquish.  

 

The power of the outsider story, one promoted by nurses, is that they are the patient’s 

advocates. When the role of the sole advocate for patients defines the practice of nursing 

and provides a source of great pride and satisfaction (Hamric, 2000), why would nurses 

want anyone else, which includes the patient, to share in this role? If intervention for 

patients at risk results in nurses providing patients with information, then the role of the 

nurse as the patient advocate is diminished, with a concomitant increase in the patient’s 

ability to self advocate. Again, my research demonstrates that the role of the nurse as the 

patient’s advocate is about the nurses and how they want to be viewed rather than about 

the safety and autonomy of the patients.  

 

This concludes the discussion on the role of the nurse as the patient’s advocate. The 

discussion is now briefly summarised. The role of the patient’s advocate is how the nurses 

would like to be viewed by others. It is a bid by the nurses to be seen an autonomous 

professionals, an image which legitimises their concerns and accords them a voice in 

relation to patient safety. But, the juxtaposition of the images of the subordinate 

professional and doctor’s handmaiden to the bid by nurses to be viewed in the image of 

the autonomous professional results in the experience for nurses being one in which they 

are unable to act on their beliefs in relation to their duty to the patient. This experience 

results in distress for the nurses and an increased risk to patients. The nurses’ role as the 
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patient’s sole advocate was seen as an integral component of their work, and one which 

they used to define their practice. The exclusive role of the nurse as the patient’s advocate 

prohibited other health professionals from advocating for patients and the patients from 

advocating for themselves. This reinforced the ‘culture of exclusion’ and prevented 

patients from the exercise of autonomy and self-determination.  

 

The actions and beliefs of the nurses in this thesis were observable in elements of all five 

images of nurses identified by Chiarella (2002). It was the combination of these elements 

of the images which constituted the experience of nurses in the intervention for patients at 

risk. The elements acted in both conflict and concert to reinforce the categories developed 

during the second stage analysis. In order to discuss potential solutions to alter the 

experience for nurses in the intervention for patients at risk the image of the autonomous 

professional is discussed in greater detail. This image provides the basis for potential 

solutions to ensure that the experience for nurses is one in which they are able to 

consistently and effectively intervene for patients at risk.   

 

99.5 The Image of the Autonomous Professional 
 

This section of the discussion briefly revisits the image of the autonomous professional in 

order to demonstrate how the actions and beliefs of the nurses in this research were 

evident in the image of the autonomous professional. It describes how the nurses’ actions 

and beliefs in this research developed along a continuum of three stages of intervention for 

patients at risk. It also provides a diagrammatic depiction of the practice zone which 

represents the experience of nurses in this research. It concludes with an introduction to 

the two potential solutions proposed as a result of this research.  

 

The autonomous professional image is one which nurses promote as an ideal, but it is not 

a stock story (Chiarella, 2002). The image of an autonomous professional has been rarely 

recognised by the courts (Chiarella, 2002; Mallik, 1997), and was not recognised by the 

organisation represented in this thesis. The actions and the beliefs of the nurses in my 

research were evidenced in the image of the autonomous professional. However, on 

analysis, it was determined that this evidence represented the nurses’ endeavors to be seen 

as autonomous, rather than them being authentically autonomous. They appeared to be 
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faux autonomous professionals through the establishment of territory and patient 

allocation, in which they mimicked the practice of the doctors.  

 

As the patients’ advocates, they claimed to be autonomous, but in practice the role of the 

nurse as the patient’s advocate is only an ideal and not a reality. It is one championed by 

nurses, but goes unrecognised by doctors and the organisation. Nurses were not viewed by 

the doctors, the organisation or, at times, by themselves as autonomous in clinical decision 

making for patients. However, throughout this research the nurses did develop 

progression towards the practice of an autonomous professional and the intervention for 

patients at risk. This progression was evidenced through their recognition of patient risk 

and their acknowledgement that they had a responsibility to intervene for patients at risk.  

 

A phenomenological study by Smith (1996), in which nurses were asked to describe their 

experiences in making ethical decisions in practice, identified three stages of ethical 

decision making. The stages are: 1) to recognise the ethical nature of their work; 2) to 

discern what ethical decisions are theirs to make; and 3) to acknowledge their authority to 

make ethical decisions in their practice (Smith, 1996). In order to describe the experience 

of nurses in the intervention for patients at risk I have adapted these three stages to 

establish a mechanism to identify three stages of intervention for patients at risk by nurses. 

These stages represent the experience of nurses in the exercise of clinical authority in 

relation to patient safety. The stages I have developed are summarised in Table 44 below 

and are: 1) recognition that a problem exists; 2) recognition that the problem is your 

responsibility to solve; and 3) to act on the responsibility to solve the problem. A 

description of these stages follows the presentation of the table.  

 

Table 44. Summary of stages of the intervention for patients at risk by nurses 
 

Stages Language used to identify stages 

 

1. Recognition that problem exists ‘Someone’ should do something about 

the problem 

2. Recognition that the problem is your 

responsibility to solve 

 

‘We’ should do something about the 

problem 
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3. To act on the responsibility to solve the 

problem 

 

We ‘are’ doing something about the 

problem 

 

 

The first stage of nurses exercising clinical authority to intervene for patients at risk is ‘the 

recognition that a problem exists’. There was little doubt at the commencement of this 

research that nurses recognised that a problem existed in relation to patient safety. As 

outlined in the introduction to this thesis, the numerous incident forms were a testament 

to this recognition. When I discussed these incidents with the nurses they stated, 

“someone should do something about this” and “we cannot change what the doctors 

do”. Although the nurses recognised a problem existed they did not see it as their 

responsibility to do anything about it. They saw it as their responsibility to tell someone 

else about the problem; “We report the incidents when we see a problem – someone needs to speak to 

doctors and make them listen to us when we are concerned about a patient”. The implementation of 

the R2E2, detailed Chapter Five, altered this sense of responsibility towards patient safety 

and the nurses’ experience in the intervention for patients at risk.  

 
 

The second stage of nurses exercising clinical authority in patient safety, I have termed ‘the 

recognition that the problem is theirs to solve’. The R2E2 gave nurses the opportunity to 

exercise greater clinical authority, they were able to contact the VMO directly, they could 

compel the medical staff to attend to a patient and they had a clear and objective means of 

the communication of the patient’s level of risk. Following the implementation of the 

R2E2, when problems arose in relation to patient risk the nurses recognised their 

responsibility to do something to resolve the problems. They stated, “we should do 

something” and “it is our responsibility to do something”.  

 
 

The final stage of nurses exercising clinical authority and the intervention for patients at 

risk, is to act on this responsibility. This stage was not evidenced during my research. 

Although the nurses were fervent in their expressed belief that they had the clinical 

authority to intervene for patients at risk as the patient’s advocate, they did not consistently 

act on this belief and intervene for patients at risk.  Both failure to challenge and failure to 

elevate incidents continued to occur. In relation to Ms A., they clearly recognised a problem 

existed and recognised their responsibility to Ms A. to do something about it. However, 
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they did not intervene for Ms A. In relation to Mr B., the nurses intervened and challenged 

his doctor, but were powerless to alter the outcome for Mr B. The nurses were able to 

propose a solution to prevent the recurrence of these types of cases. But, they did not 

demonstrate that they could implement this solution, in the form of a multidisciplinary 

case management meeting. Instead, they stated that the doctors would have to implement 

this solution. 

 

The nursing staff in this study did demonstrate a progression in their beliefs and actions 

about their responsibility for patient safety. The progression from the first stage to the 

second appeared to have been a result of the R2E2 protocol which granted permission to 

the nurses to exercise clinical authority. This progression was possible as a result of the 

platform which had been built with the permission of the doctors and the organisation. 

This was a delegated authority from the doctors and the organisation to the nurses. 

However, the nurses in this study did not progress to the third stage of exercising clinical 

authority in which they ‘are’ doing something about the problem of patient safety. This 

was evidenced in the nurses’ inability to establish multidisciplinary case management 

meetings, as they did not have permission to do so, and in their challenges going 

unacknowledged by the doctors and the organisation. 

 

The nurses could not progress to the third stage, as they were now reliant on a protocol as 

a form of permission, or delegated authority, in order for them to do so. The use of the 

R2E2 protocol did allow the nurses to exercise clinical authority but it constrained them 

from the ability to progress to the third stage, as they were now reliant on further 

protocols and permissions. In order to build a platform for the exercise of clinical 

authority to a point at which the nurses ‘are’ doing something about the problem of patient 

safety their clinical authority has to be recognised and legitimised by means other than 

their compliance with protocols. A possible solution to this problem in the form of a new 

role for nurses is discussed on page 313. 

 

The inability of nurses to progress to the third stage of intervention for patients at risk 

resulted in a situation, in which the nurses felt totally responsible for what occurred to Mr 

B., but were powerless to alter the situation. This inability of nurses to exercise clinical 

authority authentically led to incredible moral distress. As detailed on page 214, Chiarella 

(2007) described three distinct prevailing ethoses in which nurses worked and in which 
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their receptivity for change was identified. They include an ethos of collective non-

responsibility, an ethos of collegial generosity and an ethos of individual accountability. 

Each ethos resulted in a particular practice zone. My research demonstrates that a fourth 

ethos and practice zone was present. I have termed this an ethos of ‘collective 

responsibility’, which results in practice zone in which the status quo is maintained, titled 

‘being trammeled’.  

 

In an ethos of collective non-responsibility, Chiarella (2007) found that staff did not 

recognise that a problem was their responsibility to solve and that someone should do 

something about it (Chiarella, 2007). It was apparent in my research that nurses were 

initially working in an ethos of collective non-responsibility. They did not take 

responsibility to address the problem of patient safety themselves. However, following the 

implementation of the R2E2, a change was evident in the ethos of the nursing staff. There 

was recognition that a problem existed, and through Study Three they were able to 

articulate that the ‘problem was theirs to solve’. They thought that had a responsibility to 

tackle problems as they arose, and they expressed a responsibility to do something about 

problems However, this sense of responsibility did not result in any action. They did not 

progress to stage three, hence, they were not working in an ethos of collegial generosity 

(Chiarella, 2007).   

 

The two ethoses, which the nurses in my research were working in, included the ethos of 

individual accountability, which resulted in a practice zone of isolation, discussed in detail 

on page 214, and the new ethos of collective responsibility. This ethos resulted in a 

practice zone in which the status quo was maintained. The nurses were unable to act on 

their responsibility for patient safety and experienced significant moral distress. They could 

not implement a solution to mitigate patient risk, and I have termed this a practice zone of 

‘being trammeled’. One in which the nurses collectively believe they are responsible for 

patients but their actions are impeded. They are restricted in their ability to intervene for 

patients at risk and despite their feeling of responsibility they are unable to alter the 

outcome for patients and subsequently the status quo is maintained. The status quo in this 

ethos constitutes the experience for nurses, and is one in which nurses continue to carry 

out tasks which they think are morally wrong, dangerous to patients and in which they 

subsequently experience moral distress. This new ethos has been added to Chiarella’s 

(2007) diagram and includes the stages of intervention for patients at risk which these 
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practice zones represent. The shaded areas, indicated on the key, highlight the practice 

zones which result in the intervention for patients at risk.  

 

Diagram 9. Ethoses of nurses and subsequent practice zones.  
 

Prevailing 
ethos 
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collective non-
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In the ethos of collective responsibility the nurses are unable to exercise clinical authority 

and intervene for patients at risk. When they do overcome the significant barriers to 

challenging doctors they are unable to compel response from the doctors and alter 

outcomes for patients. The moral distress experienced by the nurses is not to be 

underestimated. Although these instances are rare, the agony of the tales stay with the 

nurses long after the patient is gone. It is absolutely not intended to depict doctors as the 

villains in this research. Instead, it is intended to understand why nurses fail to intervene 

for patients at risk and describe this experience for the nurses. The vast majority of 

patients admitted to acute hospitals receive safe, high quality, and effective health care, but 

in instances where problems arise nurses should be able to exercise clinical authority to 

intervene for patients at risk. The ability and recognition of nurses in the exercise of 

clinical authority and the provision of intervention for patients at risk needs to result in the 

Inability to consistently 
intervene for patients at 
risk     

Consistent intervention 
for patients at risk 
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image of the autonomous professional becoming a stock story, on which is recognised by 

courts, legislators, policy makers and other health care professionals. Chiarella states, 

unless the stock story becomes that all team members are expected and accorded the 

authority to take responsibility, and unless such authority becomes an integral part of every 

clinician’s repertoire, then challenges to intervene for patients at risk will not occur (2002, 

p. 218).  

 

In order for nurses to exercise clinical authority and become autonomous professionals, 

then all team members should be expected to and accorded the authority to take 

responsibility for patient safety (Chiarella, 2002). This research demonstrates that the 

nurses had not been accorded authority as once a doctor had made a decision it was seen 

to be final, regardless of the nurses’ concerns. The recognition and legitimisation of nurses’ 

challenges, as seen to be a significant patient safety issue, needs to occur in order to 

mitigate Failure to Rescue incidents. This recognition needs to come from the 

organisation, in the form of response or action when a nurse challenges a doctor about 

unsafe or inappropriate actions so that the intervention for patients at risk can occur. If the 

organisation does not countenance as legitimate the significant concerns of experienced 

nurses in the intervention for patients at risk then patient safety will continue to be 

compromised. A possible means for an organisation to recognise and legitimise nurses 

concerns in relation to patient safety could be graded assertiveness, a second means is a 

new role for nurses. The following section of the chapter discusses these two solutions 

commencing with graded assertiveness.    

 

99.6 Graded Assertiveness 

This section of the discussion defines graded assertiveness and explores how this system 

can be implemented to legitimise the concerns of any health care professional in relation to 

patient safety. The term graded assertiveness has come from the aviation industry in a 

program termed Crew Resource Management (CRM). CRM attempts to manage human 

error through a focus on training of teamwork skills in order to promote error avoidance, 

early detection of errors and the minimisation of the consequences of errors (Salas, Burke, 

Bowers, & Wilson, 2001). CRM recognises the importance of teamwork training in the 

reduction of errors; the premise being that proficiency errors suggest the requirement for 



308

additional technical training, whereas communication errors call for team training 

(Helmreich, Merritt, & Wilhelm, 1999).  

 

CRM has been used to form the basis of team training in health care (Baker, Gustafson, 

Beaubien, Salas, & Barach, 2005; Dunn et al., 2007; Helmreich et al., 1999; Salas, Wilson, 

Burke, & Wightman, 2006; Sexton, Thomas, & Helmreich, 2000), as evidence exists that 

outcomes in health care may depend on effective team performance (Baker et al., 2005), 

and the leading cause adverse events in health care is communication failure (Clinical 

Excellence Commission, 2008b; Gawande, Zinner, Studdert, & Brennan, 2003; Rafferty, 

Ball, & Aiken, 2001) Cross sectional surveys have demonstrated that the safety related 

behaviours studied extensively in the aviation industry have relevance when applied to the 

health care setting (Dunn et al., 2007). Traditional training of health care professionals has 

focused on the technical nature of tasks to be carried out with little attention on the 

complex, dynamic nature of health care and how individuals interact within this 

environment (Dunn et al., 2007).  

 

CRM is predicated on the view that it cannot be assumed that effective teamwork and 

communication is an automatic result of individuals who work together in a geographic 

location. Instead, it requires a willingness to cooperate and work towards shared goals 

(Baker et al., 2005). Teams in health care often consist of individuals from disparate 

disciplines, with diverse educational backgrounds who are rarely trained together, but who 

should share the goal of improved patient outcomes and the mitigation of patient risk 

(Baker et al., 2005). The tensions and barriers to interprofessional team work between 

nurses and doctors have been evidenced in this research in the non-collaborative nurse-

physician relationship which was viewed in the images of the nurse as the doctor’s 

handmaiden and the subordinate professional (Chiarella, 2002).  

 

It is the inequalities in the power relationships between doctors and nurses, demonstrated 

by these images, which result in the doctor being placed at the top of the team hierarchy. 

In this position doctors are regarded as in control of the teams established to deliver safe 

and effective health care and the decisions made about patient treatment. The result is that 

the control and power over decision making for patients are not shared. In order for 

nurses to exercise clinical authority and be recognised as clinically autonomous, the control 

and power over clinical decision making has to be shared. It could be argued that 
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teamwork and autonomy can be viewed as opposing constructs in which an increase in 

autonomy is suggestive of one group having greater control whilst teamwork implies that 

the control and power over decisions are shared (Rafferty et al., 2001). In this way a more 

effective team may result in a reduction of an individual’s autonomy.  

 

However, in examining the relationship between teamwork and nurse autonomy Rafferty 

and others (2001) demonstrated that there was an association between teamwork and the 

exercise of clinical autonomy. In Rafferty, and others, study nurses were asked, amongst 

other items, to respond to questions about their exercise of clinical autonomy which 

included the freedom to make important patient care and work decisions. They were also 

asked about being in a situation where they were required to do things which were against 

their nursing judgement. The analysis revealed that nurses, with a higher level of 

teamwork, also had a higher level of autonomy and were more involved in decision making 

about patient care (Rafferty et al., 2001). This demonstrated that clinical autonomy and 

teamwork are not mutually exclusive. Instead, there is a strong association between 

working well in a team and the exercise of professional autonomy as a nurse (Rafferty et 

al., 2001).  

 

The interaction between teamwork and autonomy suggests a synergy rather than a conflict 

and the promotion of nurses’ clinical authority does not undermine teamwork and its value 

in patient safety (Rafferty et al., 2001). Instead nursing clinical authority through the image 

of an autonomous professional can act in concert with teamwork in which all members 

have equal control and power over decision making. This does not mean that nurses want 

to or are able to, make decisions for the doctors. Instead, clinical authority in this image 

seeks to have nursing work and nurses’ opinions accorded equal weight and respect 

(Chiarella, 2002). In order for nurses to exercise clinical authority, their ability to 

communicate their concerns and have their concerns acknowledged within a team 

environment is essential. Graded assertiveness could provide a means for nurses to elevate 

their concerns, if the organisation is prepared to accord nurses’ opinions equal weight to 

those of doctors, and to recognise them as being significant in relation to patient safety.  

 

The R2E2 system demonstrated the effectiveness of escalation of concerns in the 

management of deteriorating patients, and there was a requirement for doctors to respond 

to the protocol for escalation. In cases which did not fit the protocol, the nurses did not 
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have the authority to compel doctors to respond or alter the course of their actions. In 

order to mitigate failure to elevate incidents a provision could be made which is instantly 

recognisable by both nurses and doctors, which indicates a significant dispute over patient 

management and requires resolution in order that intervention for patients at risk occurs. 

Graded assertiveness could provide a means for the increase in levels of assertiveness in 

the normal course of work to optimise patient care. It has been demonstrated to be 

especially relevant for an individual who faces an authority gradient, in this case nurse 

addressing a doctor (Dunn et al., 2007). Graded assertiveness requires each individual 

member of the team to take an assertive role in speaking out compulsorily and forcefully 

when they believe there is an actual or potential problem with safety in order to break an 

error chain (Baker et al., 2005).   

 
The language used in graded assertiveness escalates concern in four consequential stages, 

each stage raises the level of concern if the problem has not been adequately addressed. At 

any stage in the assertiveness language, the problem may be resolved by a change in action 

or by improved awareness of the circumstances, with the language in the fourth stage 

being indicative of a serious threat to patient safety (Wynne & Prineas, 2002). The levels of 

escalation are: 1) stating your concern, for example “I think there might be a problem”; 2) 

Giving additional information, for example “I think there might be a problem because…”; 3) 

Requesting clarification, for example, “I do not understand why you are doing this, can you 

please explain it to me”; and 4) Safety challenge, for example, “You must stop what you 

doing and listen to me”. The fourth level in which a safety challenge has been articulated 

indicates a perception of an imminent threat to patient safety in the opinion of the 

challenger (Wynne & Prineas, 2002). If a safety challenge is articulated then there can be 

little room for negotiation, and in order to minimise confusion the language should be 

limited to a simple single phrase (Wynne & Prineas, 2002).  

 

In the aviation industry if a safety challenge is issued then it is deemed to be extremely 

serious and can result in the Captain being relieved by the First Officer or the crew being 

stood down when grounded in order that a full investigation can be conducted (Wynne & 

Prineas, 2002). If graded assertiveness is to be of benefit in the mitigation of risk in health 

care then there is a requirement that it has to have the explicit support of the organisation. 

Without this requirement a junior team member, or a nurse challenging a doctor, has no 

support in an attempt to challenge a steep workplace authority gradient (Wynne & Prineas, 
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2002). Although individual organisations might need to modify, or reinforce, the safety 

challenge to fit the local environment, the seriousness of the situation should be self-

evident (Wynne & Prineas, 2002). In order to implement graded assertiveness the process 

needs to have organisational approval, it should be formalised and structured and all 

personnel ought to receive training (Wynne & Prineas, 2002). 

 
If on reasonable grounds a nurse believes that a patient’s life or well-being is in serious 

danger and issues a safety challenge, there needs to be some requirement that this 

challenge is acknowledged and acted upon. A refusal to acknowledge and act upon a 

nurse’s safety challenge should result in consequences for medical or other personnel 

(Chiarella, 2002), and the automatic elevation of the concerns to a more senior member of 

the organisation or an independent clinician. Who responds to this elevation will vary and 

is dependent on the structure of the organisation and the nature of the safety challenge. 

Possibilities of staff to respond could include the Director of Clinical Services, Director of 

Nursing, Head of Clinical Department or an alternate clinician from within the 

subspecialty. An additional possibility could be a Patient Safety Manager who could take a 

proactive role in mitigating patient risk prior to the risk resulting in an adverse event for a 

patient29

 

. Particularly difficult and complex cases, especially those involving end of life 

decision making, might be referred to an organisational clinical ethics committee. 

This automatic elevation would have several benefits. Patient safety in graded assertiveness 

is paramount and the elevation of concerns, especially in the situation in which a doctor is 

exposing a patient to significant unnecessary risk, could result in intervention which 

mitigates this risk. Without this elevation a nurse could continue to issue safety challenges 

to doctors, and the doctor could continue to fail to heed these challenges which result in 

Failure to Rescue incidents. The automatic elevation of a safety challenge also accords 

nurses opinions equal weight and respect in relation to patient safety. The elevation of 

concerns acknowledges and legitimises nurses’ opinions by the organisation and allows 

them to exercise greater clinical authority.   

 

The experience for nurses in which there is no requirement for a nurse to elevate their 

concerns as the doctor has the ultimate authority for the patient, as evidenced in the stock 

story of the subordinate professional (Chiarella, 2002), would be altered to that of the 

29 The role of a Patient Safety Managers will be discussed further on page 322 of this chapter.
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image of an autonomous professional. An image which purports that clinical nursing 

knowledge and expertise, should be given equal weight to that of medicine in clinical 

decision making (Chiarella, 2002). Graded assertiveness and elevation could result in the 

‘ultimate’ responsibility for the patient being shared, and the experience of nurses being 

that each member of the health care team participates equally in decision making and 

intervention for patients at risk; teamwork and the exercise of clinical authority working in 

synergy.   

 

An organisation needs to recognise the fact that an experienced clinical nurse might be 

right about decisions on patient management and have to be able to exercise their clinical 

authority, otherwise nurses learn that their challenges are futile and without merit, because 

the organisation does not view them as important to patient safety. The resulting learned 

helplessness (Hiroto & Seligman, 1975), detailed on page 206, means that nurses will be 

less likely to challenge doctors in the future as was evident in Patient History 8. In this 

situation the only ability a nurse has to influence patient safety is dependent on their and 

the doctor’s personality (Chiarella, 2002), or whether or not they comply with a protocol 

which fits the given situation.  

 
Whilst graded assertiveness can resolve failure to elevate, the significant barriers to nurses 

challenging doctors in the first place still exist. Other studies have also recognised the 

barriers which nurses face when challenging doctors, and include lack of support (Millette, 

1993), institutional constraint (Kohnke, 1982), lack of education (Penticuff, 1989) and 

those evidenced in my research: the dominance of the medical profession (Hamric, 2000); 

and the fear of reprisal (Mallik, 1997). These barriers are not insignificant and serve to 

reinforce further the image of the nurse as a doctor’s handmaiden (Chiarella, 2002). A 

system of graded assertiveness and elevation could result in nurses’ challenges being 

acknowledged and regarded as important to patient safety. This legitimisation of nurses’ 

opinions by the organisation would accord merit and validation to these opinions but 

would do little to resolve the fear of reprisal or the expectation that the doctor should be 

‘obeyed’.  

 

Instead, an approach which dissolves the barriers to nurses challenging doctors, which 

debunks the notion that the patient belongs to the doctor and that all other health care 

professionals are subordinate to and controlled by medical staff is required. Nurses should 
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to be able to exercise clinical authority so that failure to challenge incidents are mitigated 

against. A possible solution to incidents of failure to challenge is the development of a new 

role for nurses in clinical practice. The following section discusses the function which this 

role could perform in order to be evidenced in the image of the autonomous professional 

(Chiarella, 2002).  

 

99.7 A New Role for Nurses 
 
In order to alter the experience for nurses so that they are recognised as authentically 

autonomous, and can consistently and effectively intervene for patients at risk without fear 

or retribution, I believe a significant change needs to occur to the way nursing work is 

viewed and recognised in the health care setting. The construct, in which patients are 

owned by doctors and the doctor has the ultimate decision making responsibility for the 

patient needs to be redressed, as this research demonstrated that it significantly inhibited 

the nurses’ ability to intervene for patients at risk and can ultimately result in adverse 

outcomes for patients. Senior medical staff in this study claimed their ownership of the 

patient by referring to the patients as ‘my patient’. Nursing staff also reinforced the 

ownership of the patient by medical staff by stating ‘it’s the doctor’s name at the end of the bed’. 

Patients are admitted under a doctor and in fact cannot be admitted into an inpatient care 

area unless a doctor has accepted their care.  

 

In the absence of, or delay in, a doctor accepting the care of a patient, the patient will wait 

in an Emergency Department or at home. When the patient’s care has been accepted, the 

patient belongs to the doctor whom they have been admitted under. What comprises 

power and how it manifests itself as authority is rooted in linguistic interactions (Hiraki, 

1998). That a patient is termed to be ‘under’ the doctor further indicates the authority and 

ownership of patients by the medical staff, reinforced by health care organisations. 

Chiarella (2002) observes that the right and authority of doctors to head the health care 

team is unequivocal, supported throughout society, health care and governments and is not 

viewed as controversial – just a statement of fact. 

 

To state that this is a problem may be seen as heretical (Chiarella, 2002). However, this 

study has demonstrated that the problem this system of medical ownership results in is the 

failure of nurses to intervene for patients at risk. The impact for nurses is that they 
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experience moral distress, and for the patient the impact can be life threatening. In order 

to implement a solution with patient safety as its primary focus then the appropriateness of 

this system has to be questioned. In order for nurses to exercise clinical authority and have 

this clinical authority and its importance for patient safety recognised then the 

development of a new role for nurses should be established. 

 

Although I do not wish to be prescriptive about the form this role should take, I do think 

that there are some fundamental functions which the role should assume, which are 

discussed in this section. The role could be that of a clinical decision making nurse, but for 

the purpose of the discussion I have termed the role a Senior Admitting Nurse (SAN). 

This role would function as the senior nurse responsible for the participation in decisions 

in patient management around the patient’s care. The patient would continue to be 

admitted under the care of a doctor, but also under the care of a nurse. The role of the 

SAN would work in partnership and collaboration with the doctor about aspects of the 

patient’s care and treatment. The development of a SAN role could serve to dispel the 

experience of nurses being evidenced in the images of the doctor’s handmaiden and 

subordinate professional (Chiarella, 2002), both detrimental to patient safety, by according 

nurses the ability to exercise clinical authority and mitigate patient risk.  

 
Although patients go to doctors to receive treatment which results in cure or palliation, 

they stay in hospitals because they require the expertise of professional nursing, as they are 

unable to care for themselves or have a relative care for them (Chiarella, 2002). The images 

of the doctor’s handmaiden and subordinate professional deny the fact that the provision 

of nursing care underpins a patient’s hospitalisation. Instead, the images indicate that 

because a doctor admits a patient the doctor’s role is paramount, with the role of nurses 

being either an extension of medical treatment or under the delegation of medical staff 

(Chiarella, 2002). The reality is that the roles of medical and nursing staff each have 

distinct foci and both play a vital role in the treatment and recovery of patients (Chiarella, 

2002).  

 

Nursing work is not that which is delegated by a doctor and performed with a doctor’s 

permission, instead, nursing work is the performance of clinical activities and decisions 

necessary for patient well-being which nurses are qualified and competent to perform 

(Chiarella, 2002). The role of a SAN would recognise the unique nature of nursing work 
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and its importance in patient safety. This new role for nurses is not about nurses being 

deputy doctors, instead, it is about the recognition of the vital role which nurses play in 

patient safety. Nurses do not want to be doctors, but they do want to be accorded the 

authority to take responsibility for patient safety. Unless this authority is accorded to 

nurses, failure to challenge incidents will continue to occur.  

 

The stock stories of the nurse as a doctor’s handmaiden and as a subordinate professional 

serve to reinforce the image of nursing as subsumed within medical knowledge (Chiarella, 

2002). The intense opposition to nurse practitioners provides evidence of the images as 

stock stories, and hints at the potential opposition to the development of the SAN role. Dr 

Brendan Nelson30

 

, in his former role as the Australian Medical Association (AMA) 

president, argued that nurses did receive good training and understanding of medical issues 

but that it was more superficial than that of a doctor. This statement indicated that if 

nurses wished to practice medicine they would only need to study more in greater depth 

(Chiarella, 2002). Statements such as these foster the belief that doctors not only know 

everything about medicine, they also know everything about nursing.  

Nurses who wish to advance nursing practice have been disparaged by dominant medical 

groups and individual doctors in statements such as having ‘grossly inflated opinions of 

their abilities’ (Buhagiar, 1992), being ‘semi-qualified people’ (Napier, 1998) and as ‘wingers 

in the forward pack’ (Phelps, 2000). These statements reinforce the images of the doctor’s 

handmaiden and subordinate professional and the belief that it is the doctors who are in 

charge of both nursing work and the patients. In this climate it is no wonder that 

significant barriers exist which prevent nurses from challenging doctors and that to do so 

takes ‘commendable courage’.   

 
The nurses in this study demonstrated that they were capable of recognising when a 

patient’s treatment was wrong, inappropriate or unsafe, yet, their capability in the 

participation in decision making about the patient’s treatment was not recognised. 

Chiarella (2002) states that ‘the criterion for equal participation in clinical decision making 

debates has been nothing less than a medical degree’ and that ‘the practice of decision 

making and the exercise of power have become confused with the practice of medicine, 

because these activities have been the sole prerogative of doctors’ (p. 258). The role of the 

30 The Federal leader of the opposition at the time of writing this part of the thesis. 
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SAN is not intended to be a claim for nurses to practise medicine. Instead, it is a claim for 

nurses to exercise clinical authority and decision making in order to effectively and 

consistently intervene for patients at risk and mitigate failure to challenge incidents. The role 

of the SAN would serve to recognise the importance of senior clinical nurses in the 

participation in discussions and decisions on patient management for patient safety. The 

following section of this chapter discusses specific functions of the role in greater detail.  

 

9.7.1 Function of the role 

The development of any new role will obviously involve a degree of negotiation with 

registration boards, unions, hospitals and Universities. It is not intended in this thesis to be 

prescriptive about the award, entitlements or training specifications of this role. Instead, it 

is intended to outline the various functions this role could perform in order to mitigate 

patient risk. The role would obviously require a level of experience and seniority. Just as a 

patient would not be admitted under the care of a junior member of the medical team, they 

would not be admitted under a ward nurse assigned to care for the patient. The role would 

also require credentialing in order that a nurse could demonstrate their ability to perform 

the role based on pre-established competencies. Depending on the function and structure 

within an organisation, the SAN could be ward based or clinical subspecialty based. 

Regardless of where the SAN is based, the role is intended to be dedicated to patient safety 

in clinical care at the point of care.  

 
As discussed on page 297, the exercise of greater clinical autonomy of nurses, that the 

SAN would result in, does not mean that teamwork would be diminished (Rafferty et al., 

2001). Instead the SAN and admitting doctor would work collaboratively in discussions 

and decisions on patient management. One area of collaboration, which has previously 

been denied to nurses without the permission of doctors, is that of patient consent. As 

discussed previously, the nurses in this thesis fostered a culture of exclusion. One in which 

the nurses would sacrifice the patient’s autonomy for the doctor’s paternalism. The 

doctors did not delegate authority to the nurses to be able to inform the patients or their 

families about potential risks and benefits of procedures. This was reinforced by the 

organisation through the policy which dictates who can give patients information which 

pertain to procedures. The process of consent and the nurses’ role in this process has been 

represented in Diagram 10 below.  
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Diagram 10. The current process of consent, demonstrated in this thesis.  

 

 

 

 

 

 

 

 

 

 

 

 
 

In this process the nurse is required to obtain permission from the doctor before they 

contribute to the consent process. The nurses did not include the patient in their concerns, 

even though they were in possession of expert knowledge on potential risks and benefits 

for procedures. Without the doctors permission the nurses withheld information from 

patients. If the nurses were to bypass the doctor and discuss their concerns directly with a 

patient, they did not have the sanction of the organisation to do so. The organisational 

policy was silent on the role of nurses in the participation in the consent process.  

 

If the role of the SAN is one which allows the nurses to exercise clinical autonomy 

authentically, and hence, be viewed in the image of the autonomous professional, then 

their participation in the consent process and provision of information to and concerns 

about patients is vital to both the nurses and patients. It will result in the patient being 

given greater opportunity to self-advocate and also values the patients’ right to self-

determination. The provision of information serves to inform the patient’s choices and 

allows them to make decisions based on all available information, information which was 

previously withheld from them. In relation to Patient History 7, Mr B. it could be argued 

that his family had consented to the procedure and were seeking treatment or cure. 

However, in this case the patient’s family had not been provided with information, held by 

the nurses, about the perceived lack of benefit and potential risks of the operative 

procedure. In this case the role of the SAN would be to actively participate in patient 

Organisational 
Policy 
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consent discussions; participation authorised by the organisation through the support and 

establishment of the SAN role. This would alter the current consent process with the SAN 

not requiring ‘permission’ to participate. The role of the SAN in the consent process is 

depicted in Diagram 11 below. 

 

Diagram 11. The role of the SAN in the consent process. 

 

 

 

 

 

 

 

 

 

 

 

 

In this process, the SAN would also collaborate with the doctor about clinical decision 

making for the patient. In situations in which there remains significant disagreement 

between the admitting doctor and the SAN about a patient’s management, despite 

collaboration, then this should be elevated within the organisation via graded assertiveness. 

This would acknowledge the nurses’ opinions as having equal weight and respect of those 

of the doctor and prevent situations in which a procedure ‘goes ahead regardless’ of the 

nurses’ concerns, or that a doctor has ‘the final say’, which results in nurses failing to 

intervene for patient at risk.  

 

The participation in decision making about patient management by the SAN can also serve 

to mitigate patient risk when a doctor is deemed to be doing something wrong, 

inappropriate or unsafe. The SAN, whose opinion should carry equal weight to that of the 

doctor, can intervene for patients at risk. In response to Patient History 8 the nurses 

proposed a solution in the form of a multidisciplinary case management meeting, but did 

not exercise the authority to arrange such a meeting. The SAN would be in a position to 
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challenge the appropriateness of the planned surgery in the given time frame and would 

have the authority to arrange such a meeting.   

 
The elevation of the SAN’s concerns within the organisation and the participation in 

clinical decision making and discussions about patient management would serve to resolve 

two of the barriers to nurses challenging doctors as evidenced in this study. The learned 

helplessness (Hiroto & Seligman, 1975) which teaches nurses that their challenges are futile 

and without merit would no longer form the psyche of nurses. Instead, they would learn 

that their opinions are valued and acted upon. The acknowledgement and recognition of 

nurses’ challenges as being significant to patient safety, with a requirement that they are 

responded to or elevated within the organisation, accords merit and validation to these 

challenges.  

 

The ultimate authority of medical staff, with a doctor having the final say in health care 

decisions about patient management, would also be resolved with the appointment of a 

SAN, who would participate equally in patient management decisions. The patient would 

no longer be owned by the doctor and it would not just be the doctor’s name at the end of 

the bed. The historical ownership of patients and health care by doctors has made it 

possible for nurses to believe that their allegiance could be owed to the patient vicariously 

through the doctor (Chiarella, 2002). This role would dispel the image of the doctor’s 

handmaiden and the subordinate professional with the result of the nurses’ allegiance 

being towards the patient and not towards the doctor or through the doctor.  

 

The ‘fear of reprisal’ barrier is complex to overcome as it fundamentally involves the 

personalities of those involved. Firstly, there should be no sanctions placed on nurses who 

challenge doctors and it should be explicit that the role of the SAN is to participate in and 

question decisions about patient management. However, this does not mean that a doctor 

will be appreciative of their clinical judgement being questioned or that they would not 

become resentful of such challenges. The practise of decision making and the exercise of 

power have become associated with the practice of medicine, as these actions have 

traditionally been the singular privilege of doctors (Chiarella, 2002). It is anticipated that 

nurses who are able to exercise clinical authority and intervene for patients at risk will be 

less fearful about whether or not their relationship with a doctor is affected and more 

concerned with their duty to a patient.  
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However, this form of intervention does not have to be viewed as being unwelcome. The 

ability for senior nurses to intervene for patients at risk and challenge the doctors was 

evidenced in relation to Ms A. In this case I intervened and spoke directly to the surgeon 

about the potential for significant post-operative complications and Ms A.’s lack of 

understanding about her pending surgery. The doctor was more than amenable to discuss 

the clinical management of Ms A. and cancel the surgery until such a time as the potential 

for post-operative complications could be mitigated against. This did not result in any 

reprisals for me, either personally or professionally.   

 
The role of the SAN could be perceived as ‘having all one’s eggs in one basket’, in that if 

the barriers to nurses’ challenging doctors are diminished for one specialised staff member, 

what about the remaining nurses? The literature on patient advocacy provides examples of 

nurses learning to advocate for patients through watching other nurses advocate (Foley, 

Minick, & Kee, 2002). Benner (1991) has published a significant body of work on how 

nurses learn advocacy through the experiences of others (Benner, 1991). It is not intended 

to wade into this significant body of work, but to acknowledge its importance as a means 

of explaining how staff could learn this skill from the SAN. 

 

The role of the SAN could serve to teach nurses how to advocate for patients and 

challenge decisions about health care treatments through example. This could be in the 

form of observation by other nurses but also in a formalised approach in which stories of 

practice could be made visible through dialogue and discussion with other staff members 

(Benner, 1984, 1991; Foley et al., 2002; MacDonald, 2006). This would provide education 

for staff in the relational context of nursing practice and an improved understanding of 

how challenges could be applied in conflict situations (MacDonald, 2006). Nurses who 

perceive the barriers to challenging a doctor as being too overwhelming to overcome could 

relay their concerns to the SAN and observe how the SAN manages the situation in order 

to gain experience themselves. This would result in, not only, the intervention for a patient 

at risk, but also of an example for nurses of how to navigate a challenge or intervention.   

 

If the image of the autonomous professional is to become a stock story then nurses and 

doctors need to work in partnership. This means that nurses must relinquish their claim as 

being the only professional group who is able to protect the patients’ interests as the 

patient’s advocate, this along with clinical decision making needs to be shared. The ability 
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for doctors to act as the patients’ advocates has been discussed in detail on page 297.  

Again, this is not to argue that nurses cannot and should not continue to advocate for 

patients, but that if the image of the autonomous professional is to become a stock story, 

and the experience for nurses, then nurses and doctors have to work in partnership. This 

means that clinical decision making, the ability to intervene for patients at risk and the role 

of the patient’s advocate need to be shared.  

 

9.7.2 Summary of SAN role 

The ability of nurses to intervene for patients at risk is inhibited by the barriers for nurses 

challenging doctors. I am proposing that it is through the development of a new clinical 

leadership role for nurses, named for the purposes of this thesis as a SAN (although it is 

recognised that existing senior clinical nurses are adequately clinically prepared for such a 

role), that these barriers could be diminished which would result in a mitigation of patient 

risk. The medical ownership of patients serves to subordinate the role of nurses and if 

patient safety is truly a priority then this notion of ownership needs to be redressed. The 

role of the SAN would result in the patient being admitted under both a doctor and a 

nurse, with equal weight being given to the opinions of both staff members in relation to 

decisions on patient management. The opinion of the nurses needs to be accorded 

authority and, in the event that nurse disagrees with the management decision of the 

doctor, then this should be elevated within the organisation for independent review.  

 

This role is not a claim for nurses to be doctors or to practise medicine. Instead, it is a 

claim for the cultural and hierarchical barriers which prevent nurses from challenging 

doctors to be abolished, allowing nurses to exercise clinical authority and intervene for 

patients at risk. The SAN could play a valuable role in the consent process and provision 

of expert information which pertain to post-operative risks. The SAN could also provide 

intervention in the form of the establishment of multidisciplinary case management 

meetings, which the nurses considered they do not currently have the authority to do. The 

SAN could act as a role model who, through dialogue and discussion with other staff 

members, would provide education for staff in the relational context of nursing practice 

and an improved understanding of how challenges could be applied in conflict situations.  
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Finally, the role would entail nurses sharing their stated role as the sole patient advocate. 

The provision of information to patients will allow patients the ability to self-advocate and 

exercise self-determination. If the autonomous professional image, which this role 

exemplifies, is to become a stock story then the opinion of nurses needs to be accorded 

equal weight and respect of those of the doctors. This means that nurses ought to 

acknowledge the doctors’ role in advocating for patients, this, along with clinical decision 

making, needs to be shared. This section of the thesis discusses potential solutions to 

ensure that nurses can consistently and effectively intervene for patients at risk. These 

solutions are presented as graded assertiveness and a new role for nurses titled a SAN. 

This chapter concludes with a discussion on the relevance of this thesis to the New South 

Wales patient safety agenda.  

 

99.8 The Relevance of this Study to Patient Safety in NSW 
 

This section of the thesis aims to examine the relevance of the findings in this research for 

patient safety reforms in NSW. The stages of progression in the exercise of clinical 

authority in the intervention for patients at risk: 1) recognition that a problem exists; 2) 

recognition that the problem is your responsibility to solve; and 3) to act the responsibility 

to solve the problem, will be applied to the NSW health system to determine where along 

this continuum NSW’s current intervention for patient risk can be plotted. It will focus in 

particular on the third stage, that is, to act on the responsibility for patient safety.  

 

It can be argued that the first two stages are self-evident and do not require extensive 

discussion. Chapter Three has detailed the development of the patient safety agenda in 

NSW including the publication of the Quality in Australia Health Care Study, which 

reported that 16.6% of hospital patients in suffered an adverse event (Wilson et al., 1995). 

The results of this study demonstrate that a problem in relation to patient safety exists and 

that this problem has been both recognised and documented. The second stage of 

progression in the exercise of clinical authority in the intervention for patients at risk is the 

recognition that the problem is your responsibility to solve. The launch of the NSW 

Patient Safety and Clinical Quality Program and the establishment of the CEC, detailed 

Chapter Three, responsible for the monitoring and development of aims and indicators for 

patient safety, clearly demonstrate that there has been recognition that the problem of 

patient safety is the health system’s to solve.  
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Considerable resources have been dedicated to patient safety in NSW as a testament to this 

recognition (Clinical Excellence Commission, 2008c). The restructure of the NSW Health 

System in 2004 and the development of Area Health Service based Clinical Governance 

Units, which are responsible for ensuring the aims of the CEC are achieved at a local level, 

recognises the importance of patient safety and the responsibility to solve the problem. 

These changes have demonstrated recognition that the NSW health system should do 

something about the problem. The final stage in the progression of the exercise of clinical 

authority to intervene for patients at risk is to act on this responsibility to solve the 

problem. The following section will focus on examining acting on activation of the 

responsibility for patient safety.  

 

9.8.1 Acting on the responsibility to solve the problem of patient safety 

 
This section of the thesis focusses on the acting on of the responsibility by the NSW 

health system to address patient safety concerns. It focusses on the implementation of the 

incident information management system (IIMS), presented in Chapter Three. It will also 

discuss the establishment of the area based Clinical Governance Units and the role of the 

Patient Safety Manager. It will examine the progress of the development of a system for 

the recognition and management of the deteriorating patient in NSW and conclude by 

asking the question whether the investment in patient safety is worth the outlay.  

  

This research commenced with the reports of Failure to Rescue incidents by nurses and 

doctors. The system of reporting incidents has altered substantially during the course of 

this study. The statewide Incident Information Management System (IIMS) was 

established in 2005 and is a computerised system for the collection, classification, 

management, and analysis of health care incidents (Clinical Excellence Commission, 2006). 

Following the implementation of IIMS, there has been a steady increase in the number of 

incidents reported with a 17% increase reported in 2007 (Clinical Excellence Commission, 

2008b). This increase demonstrates an improved awareness by staff of patient safety issues 

(Clinical Excellence Commission, 2008b). The reporting of incidents is an important 

component of a patient safety system so that risks are identified and steps can be taken to 

prevent a recurrence of incidents.  
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However, an unanticipated by-product of IIMS is that the very nature of the current 

system can result in clinicians not understanding that it is their responsibility to do 

something about the problem. As was evident at the commencement of this study, staff 

reported incidents so that ‘someone’ should do ‘something’ about the problem. There is 

no requirement in the current IIMS system for clinicians reporting incidents to state what 

they are doing about the problem. Incident notification requires the notifier to describe the 

type, description of and outcome of incidents. They are also required to state how the 

incident could have been avoided, but they are not required to state what they are doing to 

prevent a recurrence of a similar incident. It is the responsibility of managers to provide 

feedback to the notifier about outcomes of the incident investigation.  

 

There is certainly recognition by clinicians that a problem exists in relation to patient 

safety, with 53,817 clinical incidents notified from January 1 to June 30 2007 (Clinical 

Excellence Commission, 2008b), but there is no onus on clinicians to state what they are 

doing about the problem. Clinicians need to be engaged at the point of care in patient 

safety issues, and I believe that the current system should be altered to include the 

requirement for notifiers of incidents to be asked what they are doing about patient safety 

incidents. This would demonstrate to staff that there is an expectation that they are 

responsible for patient safety issues and are not simply required to notify ‘someone’ about 

the problem, so that ‘someone’ should do something about the problem.  

 

Of course not every incident is going to be able to be solved by clinical staff at a ward or 

departmental level. There are incidents which involve a variety of departments and a range 

of staff and they may well require a manager to resolve them. In these instances it would 

be entirely appropriate for clinical staff to notify the incident to a manager for resolution. 

But, the addition of a field in IIMS which requires the notifier of an incident to state what 

they are doing about patient safety issues would provide almost 9000 opportunities a 

month in NSW, for clinical staff to be reminded that they have a responsibility to do 

something about patient safety which goes beyond informing someone else about the 

problem.   

 
The establishment of Clinical Governance Units within each Area Health Service (AHS) 

occurred in order to ensure the aims of the NSW Patient Safety and Clinical Quality 
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Program31

 

 were achieved. In order that these aims were achieved, under the direction of 

the AHS a restructure of the staffing, function and reporting of resources dedicated to 

patient safety and clinical quality occurred in the organisation in which this research 

occurred. This study began with a journey I undertook in my role as the Senior Nurse 

Manager, Quality, Surgical Division of a large tertiary facility. Through the restructure of 

patient safety and clinical quality roles within both the NSW Department of Health and 

the organisation in which I was employed, this role no longer exists. The result has been 

the establishment of a centralised department with dual reporting to the organisation’s 

General Manager and the AHS Clinical Governance Unit. Within this new department 

there has been a dedication of staffing to patient safety and clinical quality at an 

establishment of three to one. That is, three patient safety managers to one clinical quality 

manager.  

The difficulty which this structure can pose is that the majority of resources are dedicated 

to incident investigation subsequent to the occurrence of an adverse event. That is, not to 

say that patient safety managers do not play any part in the prevention of the occurrence 

of incidents. They are responsible for ensuring that recommendations from incident 

investigations are implemented to ensure further incidents for additional patients do not 

occur. They also manage the safety alert broadcast, implemented by the CEC to provide an 

AHS with early warnings about safety issues. But, organisations need to ensure that, as 

risks are identified, systems are in place and staff are dedicated to mitigating these risks 

before they result in an adverse outcome for a patient. Resources should at the very least 

be equally distributed between a proactive approach to incident management to prevent 

the occurrence of incidents and a reactive one in which incidents are investigated 

subsequent to their occurrence.   

 

A reactive approach to patient safety issues should not be our starting point. Placing our 

resources and energies into investigating incidents after they occur is important, but the 

prevention of the occurrence of incidents in the first instance, should carry at least equal 

weight in the patient safety agenda. If quality of health care in NSW is truly to be defined 

as ‘doing the right thing, the first time, in the right way, and at the right time’, then a 

proactive approach to patient safety is necessary. A proactive approach deems that risks 

are identified and minimised before they result in an adverse patient outcome. One such 

31 Previously detailed in Chapter Three
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risk is the significant and multifactorial problem with communication. It is widely 

understood, and documented, that the largest contributing factor to patient safety incidents 

is poor communication (Gawande et al., 2003; Rafferty et al., 2001). A subjective, 

personality dependent system exists in which vitally important aspects of patient 

management fail to be effectively communicated. Yet, we continue to invest time and 

energy into the investigation of patient safety incidents which occur due to poor 

communication and have not invested adequate resources into mitigating this risk in the 

first instance.    

 
The recognition and response for deteriorating patients has certainly been recognised as a 

patient safety problem which contributes to adverse patient outcome and preventable 

mortality. Yet, no system to date has been mandated in NSW to mitigate the problem. This 

study has highlighted many of the risks in the health care system which include the 

recognition and management of the deteriorating patient, and the urgent requirement for 

the health system to adopt a systematic approach to mitigate this Failure to Rescue 

incident, which it has failed to do to date. Chapter Three has detailed the systems which 

have been successfully implemented and evaluated in individual and multi-centre 

organisations but debate continues as to the effectiveness of various systems Kerridge & 

Saul (2003) state that a MET has been generally accepted as scientifically rational, with no 

adverse clinical outcomes and only modest resource requirements. ‘Despite this many 

centres appear to be awaiting gold standard evidence of effectiveness, we suggest that the 

quest for evidence is providing scientific justification for institutional inertia, and that 

further delay in implementing this system may even be unethical’ (Kerridge & Saul, 2003, 

p.315).  

 

Whilst it can be debated whether or not the MET system is the one system which should 

be implemented, it can no longer be debated that something needs to be done about this 

problem. The CEC has recognised the responsibility of the health system to do something 

about this problem and has commenced on a body of work to examine the identification 

and early management of deteriorating patients. Following a diagnostic stage, the program 

titled “Between the Flags - Keeping patients safe” aims to identify, test and evaluate 

possible solutions to the problem (Clinical Excellence Commission, 2007, 2008a). It is 

anticipated that the results of this program will result in a statewide solution to the 

management of deteriorating patients. The question needs to be asked: When? In the 
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meantime, the debate will continue to rage and patients will continue to deteriorate and die 

either unrecognised or without an appropriate response. 

 
The medical ownership of the patients condoned by the health care system, and reinforced 

by the doctors and nurses, also needs to be redressed in order to allow nurses to intervene 

for patients at risk. The current system poses significant barriers for nurses challenging 

doctors and when they do overcome these barriers and challenge the decision of a doctor 

there is no requirement for their challenges to be heeded. The health system needs to 

recognise the concerns of nurses as being a significant patient safety issue. There are no 

formalised policies or guidelines for organisations to follow which allow nurses’ challenges 

to be elevated within an organisation. The subsequent moral distress experienced by nurses 

will continue to have a significant impact on the ability of the health care system to 

maintain adequate nursing staff levels.  

 

Moral distress has been linked with high rates of burnout and staff turnover (Aiken et al., 

2002; Corley, 2002; Jacobsen, 1983; Redman & Hill, 1997; Toomey, 1998). Wilkinson 

(1987) found that moral distress resulted in nurses resigning from practice and from them 

leaving the profession all together. It is simply not good enough that a patient is exposed 

to unnecessary risk, harm or suffering because the barriers to a nurse challenging a doctor 

are insurmountable, nor is it good enough that a nurse can go home at the end of a shift 

knowing that they were unable to stop it from happening. If they do challenge the doctor, 

then just because a doctor does not heed the concerns of a nurse, does not mean that the 

nurse does not continue to be concerned. The moral distress which results, in which a 

nurse carries with them the weight of responsibility for patient safety but can do little to 

alter the situation, can ultimately result in the nurse leaving nursing (Toomey, 1998).  

 
The growing shortage of nurses is a major problem and further contributes to situations in 

which moral distress occurs (Corley, 2002). The ability of an organisation to attract and 

retain nursing staff will have an impact on the ratio of nurses to patients. As detailed in 

Chapter Three page 44, Aiken et al (2002), found that in hospitals with a high patient-to-

nurse ratio, nurses were more than twice as likely to experience job related burnout and 

were almost twice as likely to be dissatisfied with their jobs in comparison to nurses who 

worked in organisations with low ratios. Coupled with this finding, patient mortality was 

found to be decreased with a higher ratio of registered nurses to less experienced staff. The 

study found that there were detectable differences in risk-adjusted mortality and Failure to 
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Rescue rates across organisations with different registered nurse staffing ratios.  

Additional studies have also demonstrated a correlation between lower Failure to Rescue 

rates and higher levels of nurse staffing (Needleman et al., 2002; Silber et al., 2000), lower 

patient mortality rates when they are cared for in specialised units (Czaplinski & Diers, 

1998) and a decrease in adverse event rates per ward with higher actual registered nurse 

hours (Duffield et al., 2007). These studies provide a significant contribution to patient 

safety research and should be examined in the context of the NSW health system to 

determine whether the investment of registered nurses may result in the mitigation of 

preventable mortality and low nurse retention rates.   

 
The solutions, which have been presented in this thesis, for the mitigation of patient risk 

are acknowledged to pose a burden to the health system in terms of time and resources in 

order for them to be implemented. The R2E2 system relies on the development of a 

scoring system and response protocol appropriate for the setting in which they will be 

employed. This requires multidisciplinary participation, input and agreement between 

clinical staff and the organisation for such a system to be established. A system for the 

elevation of clinical concerns within an organisation will require the development of a 

policy and a structure to ensure that clinical concerns are acknowledged to pose a threat to 

patient safety and can be managed 24 hours a day, seven days a week so that intervention 

for patients at risk occurs.  

 

The development of the SAN role will require significant negotiation with unions and 

organisations to ensure that the functions of the role are supported. The potential 

detractors for this new role could be considerable as the role fundamentally alters the way 

in which health care is currently structured. Alterations to the IIMS system to include 

notifiers being asked what they are doing about patient safety incidents would not come 

without a financial cost. The examination of the roles of staff allocated to patient safety to 

ensure that adequate resources are dedicated to the proactive prevention of incidents, and 

not to the investigation of them once they have occurred, will require time and a potential 

restructure. The moral distress of nurses as a result of the images of the doctor’s 

handmaiden and subordinate professional (Chiarella, 2002), needs to be addressed to 

ensure that adequate nurse staffing levels are maintained. An examination of the ratio of 

registered nurses to patients in health care settings to mitigate Failure to Rescue incidents 
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could also result in significant financial burden to the health care system if this results in 

the investment of additional registered nurses.  

 

In light of these potential barriers to the implementation of solutions to mitigate patient 

risk and provide intervention for patients at risk, questions needs to be asked, how serious 

are we about patient safety? What is the health care system prepared to invest to ensure 

patient safety in NSW? Considerable resources have been allocated to patient safety 

programs but the solutions in this thesis do not all require additional funding allocation. 

However, they do require a commitment to change what we are currently doing to ensure 

patient safety. If the status quo is allowed to persist then Failure to Rescue incidents will 

continue to occur, affecting both patients and staff.  

99.9 Conclusion  
 
This chapter presents a new definition for Failure to Rescue and identifies four distinct 

elements which constitute Failure to Rescue. These four elements include: 1) failure to 

recognise the level of risk to the patient; 2) failure to respond to the patient’s level of risk; 3) 

failure to elevate patient risk to ensure an appropriate response; and 4) failure to challenge a 

perceived risk to patient safety.  Several solutions to mitigate failure to recognise and failure to 

respond are discussed. These solutions include the development and adoption of a system 

for the management of deteriorating patients. The components of this system, termed an 

R2E2, are detailed, including the possible adaptations for health care organisations wishing 

to implement this solution.  

 

The actions and beliefs of the nurses, as viewed through the elements of the images 

identified by Chiarella (2002), are discussed. This chapter discusses the juxtaposition of 

these images and how the actions and beliefs of the nurses, evidenced in these images, 

constitute the experience for the nurses in the intervention for patients at risk. In order to 

mitigate failure to elevate incidents and afford legitimacy to nurses’ concerns, a system for the 

elevation of these concerns within an organisation in line with Crew Resource 

Management is proposed. The development of a new nursing role termed a Senior 

Admitting Nurse (SAN) is presented a means of addressing failure to challenge incidents. The 

functions that this role could perform in order to intervene for patients at risk have been 

discussed. A review of patient safety reforms required to address issues presented in this 

thesis is provided including alterations to the IIMS system, a review of patient safety 
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manager roles and the examination of the ratio of registered nurses to patients. The 

chapter includes a summary of the potential barriers to the implementation of these 

solutions and raises the question as to whether patient safety is considered important 

enough by the government to overcome these barriers.  
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10. Chapter Ten: Epilogue 
 

This research aims to describe the experience of nurses in the intervention for patients at 

risk in the acute ward setting. The information gathered in this research describes the 

nurses’ actions, the nurses’ beliefs and the dissonance between the nurses’ actions and 

beliefs in relation to the intervention for patients at risk. The actions and beliefs of the 

nurses in this study were analysed through the lens of the images identified by Chiarella 

(2002). Although the images identified by Chiarella (2002) emerged from judicial and quasi 

judicial decisions, the experience of the nurses in this thesis were powerfully evident in 

these images, even to the point of identical language used by the nurses in the legal research 

of Chiarella (2002) to the language used by the nurses in my research.  The nurses in my 

research were viewed in these images by the organisation, the doctors and the nurses 

themselves. These views, and the reality they create, contribute to the inability of nurses to 

effectively intervene for patients at risk and pose a considerable threat to patient safety.  

 

The experience of the nurses when viewed in the ‘stock story’ images of the domestic 

worker, doctor’s handmaiden and subordinate professional (Chiarella, 2002), was one of 

confusion and inability to intervene for patients at risk. It would be a comfort to think 

these images existed neither in the psyche nor practice of nurses, but their actions and 

beliefs were clearly evident in these images. Their experience existed simultaneously in all 

of these images and rendered the nurses confused about their professional and moral 

responsibility for patient safety. The organisation reinforced these ‘stock story’ images by 

affording no legitimacy to the concerns of nurses.  

 

The nurses were viewed as subordinate professionals, and in this image there was no 

requirement that the serious and valid concerns of a nurse resulted in a mitigation of 

patient risk. This view of nurses, by the organisation, establishes a system which results in 

the opinion of a doctor always being favored over the opinion of a nurse. Nurses do not 

routinely access any avenue to appeal this system on behalf of the patient, either because 

they see no higher authority than the doctor or because there is no formalised system in 

which their concerns are accorded legitimacy. In the image of the doctor’s handmaiden the 

nurses believed that the doctor had the ultimate responsibility for the patient and 

subsequently there was no requirement for nurses to challenge a doctor, even if the doctor 

was perceived to be making a mistake which posed a serious threat to patient safety. The 

impact of the experience of nurses, when viewed through these images, is that they are 
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impeded in carrying out their obligations to patients, they are unable at times to act out 

their beliefs, and this results in moral distress for the nurses and occasional catastrophe for 

the patients.  

 

The actions and beliefs of nurses when viewed through the images of the ‘outsider stories’, 

the ministering angel and autonomous professional, further contributed to the nurses’ 

confusion and inability to intervene for patients at risk. The ministering angel image is one 

which nurses have promoted (Chiarella, 2002), and it is evident in my research that they 

continue to do so. However, this thesis has argued that this image serves the nurse and not 

the patient. The image may have been effective in reengineering the way in which nurses 

have been viewed, but in clinical practice the experience of nurses evident in this image 

contribute to the inability of nurses to intervene for patients at risk.  

 

Although the autonomous professional image is one espoused as an ideal by nurses 

(Chiarella, 2002), the actions and beliefs of the nurses in my research were not perceptibly 

evident in this image. Nor were the nurses viewed in this image by the organisation. The 

nurses overwhelmingly expressed the belief that they were the patients’ advocates, but this 

was, in effect, only a bid to be viewed in the autonomous professional image. The nurses 

were not authentically autonomous. The nurse as the patient’s advocate, when viewed in 

the autonomous professional image, is much more about how nurses would like to be 

viewed and much less about their obligations to the patients. This was compellingly evident 

in my research, where nurses continued to express the belief that they were the patients’ 

advocates, but their actions, in the image of the doctor’s handmaiden, saw them stand by 

and watch patients come to harm.  

 

The patient’s advocate is a role which nurses have carved out exclusively for themselves, 

yet, they are unable to consistently and effectively advocate for patients. The power of the 

outsider stories cannot be denied, the role of the patients’ advocates and the image of the 

ministering angel are those which the nurses use to define their practice and their position 

in the health care system. If the experience of nurses is to be genuinely viewed in the image 

of the autonomous professional, one in which the opinions of nurses are accorded equal 

weight to those of doctors, and patient safety is at the heart of nursing practice, then nurses 

ought to relinquish their bids at autonomy as the patients’ advocates and the image of the 

ministering angel, as both of these expressed roles serve the nurse and not the patient.  
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If patient safety is truly a priority then the experience of nurses has to be genuinely 

evidenced in the image of the autonomous professional. In the current clinical setting I 

believe that the health system has failed to recognise the value of experienced clinical 

nurses in relation to patient safety. Nurses ought to be not only allowed to exercise clinical 

authority, but, this clinical authority should be welcomed and acknowledged as being vital 

to patient safety. Nurses ought to be able to intervene for patients at risk. They ought to be 

able to challenge a doctor, if it is perceived that a patient is at risk, without fear or 

retribution. They ought to be able to elevate their concerns when there is disagreement 

about patient safety. They ought to be able to compel the response of a doctor when a 

patient is at risk and the exercise of clinical autonomy ought to be sanctioned by the 

organisation.  

 

Unless the experience for nurses becomes evident in the image of the autonomous 

professional, one in which nurses can exercise their clinical autonomy authentically, 

patients will continue to be at risk. A patient, like Mr R., will return to a post-operative 

ward and deteriorate clinically, and despite having legitimate concerns about the safety of 

the patient a nurse will be unable to compel a doctor to intervene for the patient. A patient 

like Mr C. will experience chest pain and even if a nurse recognises the level of patient risk, 

they will not intervene for the patient if the patient is not assigned to them. They will not 

risk their colleague’s disapproval by intervention for the patient, without being asked or 

asking to enter their colleague’s territory. A patient like Ms A. will face significant post-

operative complications and the nurses will not relay vital information to the patient 

because they do not have the permission of the doctor or the organisation. And a patient 

like Mr B. will not be able to die peacefully on a ward because, in any disagreement about 

patient management between nursing and medical staff, the opinion of the doctor will be 

paramount. 
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11.  Appendices 
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111.1 Appendix 1. MEWS criteria (Subbe et al., 2001) 
 

 
 3 2 1 0 1 2 3 

Systolic 
blood 
pressure 
(mmHg) 

<70 71-
80 

81-
100 

101-
199 

 >/= 
200 

 

Heart rate 
(bpm) 

 <40 41-
50 

51-
100 

101-110 111-129 >/= 130 

Respiratory 
rate (bpm) 

 <9  9-14 15-20 21-29 >/=30 

Temperature 
(o C) 

 <35  35-
38.4 

 >/=38.5  

AVPU score    Alert Reacting 
to Voice 

Reacting 
to Pain 

Unresponsive 
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111.2 Appendix 2. MEWS criteria (Pittard, 2003) 
 
Modification of the MEWS (Subbe et al., 2001). Temperature removed and 

replaced by the degree of respiratory support ranging from supplemental oxygen 

<15 l.min-1 (Hi-flow) or requiring positive airway pressure support (CPAP/Bi-PAP).  

 

Score 

3 2 1 0 1 2 3

Heart Rate; 
beats/min 

< 40 41-50 51-100 101-110 111-130 > 130

Systolic blood 
pressure; 
mmHg

< 70 71-
80

81-100 101-179 180-199 200-220 > 220

Respiratory 
rate; 
Breaths/min 

< 8 8-11 12-20 21-25 26-30 > 30

Urine output 
total in last 
4 hours/ml

< 80 80-
120

120-200 > 800

Central nervous 
system

Confused Awake and 
responsive

Responds to 
verbal 
command

Responds to 
painful 
stimuli

Unrespo
nsive 

Oxygen 
saturations; %
According to 
respiratory 
support/ 
oxygen therapy

< 85%

bi-
PAP
CPAP

86-
89%

on
hi-
flow
O2

90-94%

on O2 
therapy

> 95%
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111.3 Appendix 3. MET criteria (Buist et al., 2002) 
 

Criteria for calling medical emergency team (MET) 
 

Airway 

Respiratory Distress, threatened airway 

 

Breathing 

Respiratory rate >30 (bpm) 

Respiratory rate < 6 (bpm) 

SaO2 <90% on oxygen 

Difficulty speaking 

 

Circulation 

Blood pressure <90mmHg despite treatment 

Pulse rate > 130 (bpm) 

 

Neurology 

Any unexplained decrease in consciousness 

Agitation or delirium 

Repeated or prolonged seizures 

 

Other 

Concern about patient 

Uncontrolled pain 

Failure to respond to treatment 

Unable to obtain prompt assistance 
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111.4 Appendix 4. The PART criteria (Goldhill et al., 1999) 
 
The senior ward nurse should contact the responsible doctor and inform them of a 

patient with: 

Respiratory rate >/= 25 (bpm) 

any 3 or more of the following: 

Arterial systolic pressure <90mmHg 

Heart rate >/= 110 (bpm) or < 55 (bpm) 

Not FULLY alert and orientated 

Oxygen saturation <90% 

Urine output <100ml over last 4 hours 

OR 

A patient not FULLY alert and orientated AND respiratory rate >/= 35 (bpm) OR 

heart rate >/= 140 (bpm) 
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111.5 Appendix 5. Elements of autonomy in knowledge and 
education and autonomy in regulation and management in image 
of autonomous professional (Chiarella, 2002) 
 

The nursing profession must be self regulating; 

Entry to the nursing profession must be restricted and governed by their 

own regulatory authority; 

Nurses must be able to control standards for the practice of nursing, which 

should be recognised by the courts and tribunals; 

Nursing must be able to control continuance in the profession. 

Nurses must manage and control the nursing workforce and nursing work 

on a day-to-day basis. 

Nursing has a unique body of specialist knowledge; 

Nursing education is the formal theorizing of women’s work (early 

argument); 

Nursing is a scientific discipline with the same characteristics of knowledge 

as medicine, just different content areas (later argument); 

Although nursing and medicine are separate and distinct disciplines, there 

is an overlap of workload, due to the fact that the two operate so closely 

together; 

Nursing is a caring discipline based on research, which has created a 

distinct body of nursing knowledge (current argument); 

The practice of nursing requires specialised training and education; 

Nursing as a profession requires proper professional remuneration. 
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111.6 Appendix 6. Reasons for alterations in the orig inal 
questionnaire. 
 

Item 

number 

Reasons for alterations 

1 The change to this item related to the model of nursing care which was 

in place at the time of the study. The ward used ‘total patient 

allocation’, described in Chapter Two. The staff reviewing this item felt 

that staff would view their ‘daily work’ in relation to the group of 

patients which they had been allocated for the day and not all the 

patients on the ward.   

 

2 It was felt that respondents to the questionnaire might have differing 

views of a patient’s ‘whole situation’. “They might not know what you’re 

talking about when you say ‘whole’”. Subsequently the item was altered in 

order to qualify what was meant by ‘whole’.  

 

4 This item was altered as the staff reviewing the questionnaire had 

strong views about the terminology ‘any improvement’. “Not all patients 

are going to improve- some of them need good palliation and a dignified death”. “If 

you worked in palliative care, hardly any of your patients would ‘improve’, you just 

want them to get back on track and get back to how they were when they came in- if 

possible” The item was therefore altered to remove the word 

‘improvement’ and replace it with ‘resume their usual level of function’.   

 

7 As this item was specific to psychiatry it was altered to state ‘ high 

standard patient care’, ensuring that the item was adaptable to the acute 

care setting. 

 

8 This item resulted in a lot of discussion between the staff reviewing the 

items None of the staff had any psychiatric experience, but they all felt 

that ‘insight’ from a psychiatric patient into their illness was an 

important step for a psychiatric patient. Similarly they felt that often 

‘acute care’ patients do not have much ‘insight’ into their conditions 
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due to the complex nature of surgical procedures they may be 

undergoing. They felt that the item would be more applicable to an 

acute care setting if it were altered to state ‘if a patient is unwilling to 

help him/herself’.  

 

11 Similarly to item 1, it was felt that as a result of the model of care in 

place, staff would more easily relate to an item about patient contact 

which the staff would have on a daily basis and not about all the 

patients on the ward.  

 

12 The staff reviewing the questionnaire felt that the terminology of ‘rules 

and principles’ were not those used in current practice, but that 

‘policies and guidelines’ were used in current practice. “Do you mean 

policies and procedures?” “Does ‘rules’ just mean policies?” 

 

13 The term ‘psychiatric nurse’ was replaced by health care professional to 

make it more applicable to the acute care setting.  

 

15 The words ‘in carrying out practice’ were added to this item, as I 

wanted to understand if the staff faced difficult decisions at work and 

not necessarily anywhere else in their daily lives.  

 

16 This item was altered as this questionnaire was sourced following a 

review of the incident outlined in Patient History 6. The review of the 

incident demonstrated staff’s reliance on protocols and I wanted to 

explore this issue further through the use of this questionnaire 

 

20 The original item related to a specific aspect of psychiatric care which 

was not applicable to an acute care setting. The item was altered to 

remove the section on ‘compulsory admission’ and just state when a 

patient refuses treatment. 

   

21 This item was slightly altered to ‘patients with psychiatric diagnoses’ as 

opposed to ‘psychiatric patients’ in general. Patients with psychiatric 
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diagnoses are occasionally admitted to the ward under study.  

 

23 This item was altered to state ‘health care professionals’ instead of ‘we’ 

in order to qualify the intent of the question. “Who is meant by ‘we’?” 

 

24 As this item related to a specific area of psychiatric practice the item 

was altered to an acute care setting. The words ‘compulsorily admitted’ 

were removed from the question and replaced with in ‘an acute care 

situation’.   

 

25 An example was added to this item, as the staff reviewing the 

questionnaire believed that staff might not understand the intent of the 

question. “What do you mean by ‘goals’, you might have to clarify that”? 

 

32 There was some discussion about this item as the reviewers were not 

sure that a medication ordered might necessarily be in the patient’s best 

interests. “You might to give an example- as you wouldn’t be motivated to 

threaten a patient if it was for something detrimental”.  

 

33 Similarly to item 16, this item was altered to explore staff’s reliance on 

protocols and policies.  

 

35 The word ‘psychiatry’ was replaced with ‘acute care’, to make it 

applicable to an acute care setting.  
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111.7 Appendix 7. R2E2 Protocol 
R2E2 ACTIVATION PROTOCOL  

Patients who require a MEWS calculated: All patients will have a MEWS calculated once daily eg: with 
1000 observation round.Observations include: 

o Blood Pressure 
o Heart rate 
o O2 Saturations 
o Respiratory rate 
o Urine output (if appropriate) 
o Level of alertness 
o All post-operative patients, and patients transferred from ICU/HDU will have their MEWS calculated 

during post operative or on admission observations. This includes patients who have returned from: 
o Theatres 
o Endoscopy 
o Invasive radiology procedures 

Any patient that nursing staff consider to be deteriorating and for whom they wish to have a timely review. 

MEWS SCORE 
Add each assessment together to obtain score: 

The MEWS is to be documented on the patient’s observation chart 

Score 

3 2 1 0 1 2 3

Heart Rate; 
beats/min 

< 40 41-50 51-100 101-110 111-130 > 130

Systolic blood 
pressure; mmHg

< 70 71-80 81-100 101-179 180-199 200-220 > 220

Respiratory rate; 
Breaths/min 

< 8 8-11 12-20 21-25 26-30 > 30

Urine output total 
in last 4 hours/ml

< 80 80-
120

120-200 > 800

Central nervous 
system

Confused Awake 
and
responsiv
e

Responds to 
verbal 
command

Responds 
to painful 
stimuli

Unrespon
sive 

Oxygen 
saturations; %
According to 
respiratory 
support/ 
oxygen therapy

< 85%

bi-
PAP
CPAP

86-
89%

on hi-
flow
O2

90-94%

on O2 
therapy

> 95%

Pittard, A. J. 
Out of our reach? Assessing the impact of introducing a critical care outreach service (2002) 

Anaesthesia 58 (9), 882-885. 
IF SCORE IS GREATER THAN OR EQUAL TO 4 THEN ACTIVATE THE PROTOCOL. 
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R2E2 RESPONSE PROTOCOL 

         
Patient 
Level

Escort 
Requirement In hours Out of hours Outcome

1

Score >=4

If the patient 
requires 
transfer off the 
ward

Escort 
requirement = 
Registered 
Nurse

Intern/RMO to 
review & treat in 
30mins

Team in OT:
Intern/RMO to 
leave OT and 
review

SWI review & 
treat in 30mins

Intern responds 
to page & treats 
patient:
Observe and treat

No response to 
either page or 
treatment (if 
MEWS Score 
remains the same 
> 60 mins):
Move to level 2

2

Score >=6

If the patient 
requires 
transfer off the 
ward  

Escort 
requirement = 
JMO

Registrar and 
intern to review 
& treat in 30 
mins

Team in OT:
Intern to relieve 
2nd Registrar in 
OT and registrar 
to review the 
patient

Surgical registrar 
review.

If unavailable then 
contact:
VMO
Surgical registrar 
on page 099

Medical staff 
responds to page & 
treats patient:
Observe and treat

No response to 
either page or 
treatment (if 
MEWS Score 
remains the same > 
60 mins):
Move to level 3

3

Score >=8

If the patient 
requires 
transfer off the 
ward  

Escort 
requirement = 
Registrar 

Contact Registrar 
& VMO &
Registrar to 
review and treat 
immediately
(within 10 
minutes)

If unavailable 
then:
Surgical 

Registrar on page 
099

Contact Registrar 
& VMO &
Review and treat 
immediately
(within 10 
minutes)

If unavailable 
then:
Surgical registrar 

on page 099

Immediate review:
Observe and treat
Transfer if 
appropriate

No response to 
page or treatment 
(if MEWS Score 
remains the same):
Surgical registrar 
on page 099
Consider ICU 
consult

NURSING RESPONSIBILITIES ONCE THE R2E2 PROTOCOL HAS BEEN 
ACTIVATED:
Undertake the following observations:
½ hourly for first hour or more frequently as patient’s condition dictates  
Hourly for the next 4 hours 
4th hourly overnight 
4th hourly until the patient’s condition is considered to be stable as a result of medical and 
nursing interventions. 

Inform nurse in charge of shift that protocol has been activated 
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111.8 Appendix 8. Discussion on failure to recognise 
 

On reviewing the synthesised patient history, Patient History 9, and the deteriorating 

observations, nurses in the total group responded that it was obvious that the patient was 

sick, and that he was at risk. Initial reactions from the staff were that it should have been 

recognised that the patient was deteriorating and required intervention. “Someone should have 

been called to review the guy”, “his sats (sic) alone mean that he’s in trouble”. Following initial 

discussion, I then asked specific questions in relation to their responses, these are set out 

below in a question and answer format.  

 

Question: What do you think should have been done for the patient?  

Total group response:

 

 Initial responses from this question were very specific and clinical in 

nature. Staff provided responses that indicated the clinical treatment options that might 

have been implemented for the patient in order to restore his physiological parameters, or 

what additional diagnostic interventions might have been offered: “He should have had repeat 

bloods.” “It sounds like he needs fluids”.  

Question: Why do you think there was a failure to recognise his deterioration?  

Total group responses: 

 

Responses to this question ranged from not knowing why there 

was no recognition, especially as the majority of participants stated that it was obvious that 

the patient was deteriorating, to discussion on the level of experience of staff caring for the 

patient at the time. An example of one of the many quotes in relation to the experience of 

staff caring for the patient during discussion in the focus groups includes: “Somebody junior 

might not realise what’s going on”. Implied from these comments was that junior staff are less 

likely to recognise a deteriorating patient.  

I then informed the staff that: a) this patient history was synthesised from actual clinical 

events, b) a similar incident had occurred on their ward in the past and c) it was 

experienced members of staff who were caring for the patient. Their responses altered 

then and they attempted to rationalise the failure to recognise. “Maybe something else was going 

on at the time- you can get caught up with other patients and think the team will be coming soon anyway”. 

I then went on to explore this statement and asked what happens when you are caught up 

with other patients.  
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Question: Is there someone to help?  

Total group response: 

  

Staff stated that there was always someone to ask for help, they felt 

that nurses were willing to provide assistance to colleagues at all times. In addition to these 

comments a few staff stated at the end of each sentence in relation to asking for help: “if 

you need it”. As these discussions commenced with the statement about being ‘caught up’ 

with other patients, when you were caring for a patient who was deteriorating, I went on to 

explore the staffs’ ability to recognise when they needed help. 

Question:

Total group response: “Well some things obviously take two staff members to do – so we team up with 

those things”. 

 How do you know when you need help?  

 

Question: What about in the scenario here, if someone is ‘caught up’ with other patients?  

Total group response: 

 

The majority of responses were that everyone is busy and you ‘help 

out’ when you can. Other discussion centred on being able to ‘handle’ the workload. “You 

can’t always be needing help- everyone is busy”. “You have to be able to handle it when it gets busy, but 

yeah if you need help you ask”. 

In order to probe this issue about ‘handling’ the workload and requiring assistance I went 

on to ask if they felt there was a difference between wanting and needing help. 

 

Question:

Total group response: “Well it’d be nice to have ‘help’ all the time!”. “Yeah – I 

 What is the difference between wanting help and needing help? 

want you guys to help 

me all the time” (laughing), another staff member went on to say: “I suppose if you need 

 

help a lot 

– you’re not really coping” (several staff murmured in agreement to this comment).  

On review of the total group responses, there did appear to be some disparity between 

what the more and less experienced staff were saying. These differences were explored 

with the sub-group and a summary of the differences in their responses is outlined below. 

The information is presented in a question and answer format.  

 

Question: What do you think should have been done for the patient? 

Sub group response: Nurses in the sub-group were less forthcoming in providing clinical 

solutions to the patient’s condition; instead they thought that the patient required a review 
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by medical staff. “He should have been reviewed”. They did not provide any clinical 

intervention solutions for the patient.  

 

Question: Why do you think there was a failure to recognise his deterioration?  

Sub group response: 

 

Responses from the sub-group on why there might have been a 

failure to recognise the deterioration of the patient related more to the amount of ‘tasks’ to 

be performed on the ward. “It’s really busy and you have to do each thing at a certain time and move 

on to the next”.  

Question: Does this include taking observations?  

Sub group response: 

 

“Yes, it’s another thing that you have to tick off [completing] in you mind”.  

Question: Do you take the time and think about what the observations are telling you 

about the patient? 

Sub-group response: 

 

The staff in the sub group did reply that generally they do think about 

the observations and what they reveal about the patient’s clinical condition, and if they 

were not sure about what the observations might mean they would ask a more senior 

nurse. However, they went on to reiterate that sometimes when it is very busy on the ward 

that the observations are another task to complete and then “you have to move on”.  

Question: Do you ask for help when you are busy?  

Sub group response: 

 

The less experienced nurses were unanimous in their responses that 

the more experienced staff were always willing to assist during busy times and never 

refused assistance when asked. The less experienced staff went on to say that due to the 

more experienced staff’s willingness to help, that they never worried about asking for help 

when required. I then went on to explore the issues raised with more experienced 

members of staff about being able to ‘handle’ the workload.  

Question: What would happen if you felt you needed help all the time?  

Sub group response: 

 

“ Um- well I suppose you would just ask for it?” Another participant then 

rapidly commented, “yeah but you don’t want everyone to think you can’t handle it”. The 

participants made eye contact with each other at this comment and several of them 

nodded in agreement.  
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Question: So do you think it is important that it appears that you are coping?  

Sub group response: 

 

 “absolutely”.  

Question: Important that you appear to be coping in whose eyes? 

Sub group response: 

 

The nurses in the sub group said that it was important to appear to be 

coping in the eyes of the more experienced staff. 
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111.9 Appendix 9. Discussions on communication 
 

Question: What does ‘going off’ mean?  

Response: 

 

Both groups responded that it meant that there was something wrong with the 

patient’s clinical condition. The staff in both groups stated that they had used the term 

‘going off’ to describe a patient’s condition. 

Question: Do you think that this reflects the patient’s condition?  

Response:

 

  An experienced nurse responded, “If someone said it to me I’d know what they 

meant”.  

Question: Do you think the medical staff knows what it means?  

Response: 

 

Nurses agreed that doctors might not understand the terminology; they stated 

that they had the R2E2 now and would use that to describe the patient’s clinical condition 

to medical staff. However, one nurse went on to say, “I’d probably still use this statement if 

discussing a patient’s condition with another nurse though”. Other discussion stemmed from the 

quote in the synthesised patient history that a nurse was ‘not happy’ with the patient’s 

clinical condition. Some nurses said that this should be more easily understood by both 

medical and nursing staff and that if someone is ‘not happy’ then a response should be 

forthcoming. “If someone senior states that they’re ‘not happy’, surely the resident should respond to 

that”.  

In the synthesised patient history when doctors attended a routine review of the patient on 

post-operative day two they wrote ‘continue’ in the notes. In the synthesised patient 

history the patient is unwell the evening of day one and in reviewing the synthesised 

patient history nursing staff felt that this was an example of poor documentation that they 

frequently encountered. They said that the medical staff contributed to the failure to 

recognise the patient’s condition by not documenting a full assessment and then not 

providing appropriate treatment for the patient. “I hate it when they write ‘continue’ – I mean 

continue what- doing nothing?” “You can be worried about a patient and the team comes and writes 

‘continue’- so you tend to think that they aren’t worried and they just saw the patient- so why should I be 

worried” “the other thing they write is ‘events noted’, it drives me crazy – great they note what happened 

but don’t say anything about it”  
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Question: Do you think when they write this it also contributes to failure to recognise 

incidents?  

Response: “I suppose so, again as xx (one of the doctors) said if they’re not worried why should we 
be?”



351

111.10Appendix 10. Discussion on failure to respond 
 

The staff in the total group stated that the patient in the synthesised patient history should 

have been reviewed earlier and that he obviously required some level of intervention in 

order to treat his deteriorating clinical status. Nurses again provided possible treatment 

options that were specific and clinical in nature. Staff in this group believed that the patient 

should have been reviewed on the evening of day one post operatively. “he should have been 

seen after his second unit (sic), his Hb was still low and with that heart rate someone should have realised 

he was sick”. 

 

I then went on to explore possible reasons why the patient had not been reviewed earlier, 

both in his post-operative course and also when requested by nursing staff on day three 

post operatively. The information obtained from the focus group in relation to these issues 

is presented below in summary comments and question and answer format. 

 

Question: Why do you think he was not reviewed earlier? 

Total group response: 

 

In relation to the failure to respond to the patient’s clinical 

deterioration in the post operative period, nurses believed that the medical staff may not 

look at the observation chart when doing routine ward rounds and this may contribute to a 

failure to respond. “There was some pretty good information on day two rounds if they bothered to 

look”. Nurses went on to discuss ward rounds and in particular the surgeon’s focus on the 

patient’s surgical wound and the amount of drainage from the wound. “They don’t always 

look at the big picture”, “yeah they have a feel of the belly and that’s it”. Several of the most 

experienced nurses working on the ward went on to clarify that it depends on who the 

surgeon is and how experienced the junior medical staff in team are, “sometimes the poor 

intern has no clue and doesn’t give all the information to the boss (sic)” Further discussion centred on 

the role of the intern or resident. Several staff stated that often the medical team is 

fragmented, with the VMO attending the hospital infrequently at times, and the registrar 

often in the operating suite and the “poor intern” being left on his or her own.  

In the synthesised patient history, Patient History 9, after the nurses requested the patient 

be reviewed and the medical staff failed to respond, the total group responded that sometimes 

it is because the medical staff do not trust the nurses’ judgement. They went on to state 
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that it depends on ‘who’ the registrar is and that some will generally always respond, whilst 

others will not. “It can be like getting blood from a stone to get them to come”, “It’s like you’re asking 

them for a favour or something”. The focus group went on to discuss why it seemed at times 

that they were not believed when they said a patient is sick, “don’t’ they think we know what 

we’re doing”. Further discussion resulted about the role that the R2E2 now played. Staff felt 

it was much easier to obtain a response for a deteriorating patient subsequent to the 

introduction of the R2E2 protocol.  

 

Question:  What do you think the resident should have done when the patient was 

reviewed at 08.35 on day three? 

Total group response: 

 

“Something”, in terms of clinical treatment for the patient, was the 

response from the majority of the total group. Nurses said it was not uncommon that the 

intern or resident might not know what is ‘going on’ (sic) with the patient. They discussed 

how difficult it is when a doctor responds to provide intervention for a patient but no 

treatment or result is forthcoming. They discussed the fact that the resident might have ‘no 

clue’ about what to do for the patient, but that the resident is too scared to tell anyone and 

just wanders off without documenting anything in the notes. Nurses stated that this placed 

them in a very awkward position.  If a response occurs for a patient, which the nurses do 

not think is effective, in that the patient continues to deteriorate or does not improve, then 

the nurses stated that it was difficult to go over the resident’s head to the registrar.  Nurses 

said that the introduction of the R2E2 had resolved this issue as if it is documented in a 

protocol that the registrar should be called then it is not perceived as “going over the 

resident’s head”.  

Question: Who do you think should have been contacted to review the patient? 

Total group response: Nurses said that the registrar should have been contacted to review 

the patient: this did occur in the Patient History 9.  The nurses said that, given the patient’s 

poor condition and continued deterioration, the registrar would have been the most 

appropriate doctor to respond to the patient. Nurses went on to identify the fact that the 

registrar was contacted to review the patient and, despite this, there was a four hour delay 

in the registrar attending the patient. Nurses reiterated that the R2E2 protocol had 

resolved such delays. The nurses in the total group also discussed the management of 

patients ‘down a phone line’ by medical staff. They expressed frustration that medical staff 

fail to physically review the patient, instead medical staff provide telephone advice and ask 
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to be contacted if the patient failed to respond to the treatment prescribed. “It’s so 

frustrating at times – you just want them to look at the patient – not tell you what to do down the phone”, 

“I know – we need to start sending them pictures of the patients so they can see how really sick they are!”   

 

Question: Do you think anyone else should have been contacted? 

Total group response: 

11.10.1 Sub-group responses on failure to respond 

Staff discussed that, with the implementation of the R2E2, the 

patient’s VMO would have been contacted if there was a delay in an appropriate response 

for the patient. They discussed the fact that the registrar would be the most appropriate 

member of staff to manage the patient and that the case typified some of the issues they 

had experienced prior to the introduction of the R2E2. One nurse spoke about a previous 

frustration in obtaining a review for a patient. She stated that, despite several phone calls 

and assurances that the registrar was ‘on his way’, three hours passed without the patient 

being treated. She stated that she finally became so worried that she rang the VMO and he 

stated, “Call the registrar”. “I wanted to scream down the phone at him- what do you think I’ve been 

doing for the last three hours!!!” Another nurse stated that it was not uncommon prior to the 

implementation of the R2E2 to make several phone calls and implement some ‘phone 

orders’ for a patient, without the registrar actually reviewing the patient. “Making the calls 

and taking bloods and stuff (sic) makes it feel that you’re doing something for the patient, but really half 

the day can go by and nothing is really happening” 

 
Some dissonance was apparent between the responses of the more experienced and less 

experienced nurses in the focus group and these differences are outlined below in a 

question and answer format.  

 

Question: When do you think this patient should have been reviewed? 

Sub group response: 

 

Nurses in the sub group were less definitive in relation to a specific 

time that the patient should have been reviewed. They did not provide responses that were 

indicative that a specific set of observations or clinical conditions that should have 

triggered a response.  

Question: Why do you think the patient was not reviewed earlier? 

Sub group response: Nurses in the sub group were again less definitive in their responses 

as to why the patient had not been reviewed earlier. One nurse suggested that it was 
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because the medical staff were busy and had to go to the operating suite. Further 

discussion centred on the fact that the patient had received a review by the resident. 

 

Question: What do you think the resident should have done when the patient was 

reviewed at 08.35 on day three? 

Sub group response: 

 

Responses from the sub group were varied. Some nurses stated that 

the resident should have documented a treatment plan in the patient’s notes. Other nurses 

stated that the resident should have told one of the nurses that he was leaving the ward 

without anything having been initiated for the patient.     

Question: Who do you think should have been contacted to review the patient?  

Sub group response

 

: The responses from the sub group were again varied.  Some felt that 

the resident should have been called again to return to the ward and commence treatment 

for the patient.  Others thought that the registrar should have been contacted to review the 

patient. 

Question: Do you think anyone else should have been contacted? 

Sub group response

 

: Nurses in the sub-group did state that according to the R2E2 

protocol that the VMO should have been contacted. 

 Question: Would you be happy to contact the patient’s VMO?  

Sub group response: None of the staff in the sub-group stated that they would be 

comfortable in contacting the patient’s VMO. One nurse who had been practicing as a 

registered nurse for three weeks stated “I get scared enough calling the intern” When asked what 

they would do in this situation the sub-group all stated that they would speak to a more 

experienced nurse to obtain advice. 



355

111.11 Appendix 11. Discussion on total patient allocation 
 

Initial discussions with staff centred on the synthesised patient history and the example of 

the nursing staff member telling the registrar that “it is not my patient”, when the registrar is 

prescribing treatment for the patient. The nurses were asked whether this was a common 

situation. They stated that this was a disappointing situation and that it would be a rare 

event. The nurses then discussed why this occurred, they stated that even if they were 

unable to provide the intervention for the patient, secondary to being busy, they would 

pass this information on to someone else and ensure that the patient received treatment 

immediately. Nurses in the total group also stated that it was more likely that a less 

experienced nurse would say something like this to the registrar. One nurse stated “if the 

doctor wants to tell you something about a patient, even if the patient isn’t yours, you take the message and 

pass it on”. Discussion following this comment stemmed from the fact that the nurses in 

the total group felt a less experienced nurse might not be able to ‘take on’ the information 

and rather than saying they do not understand, they would say it is not my problem.  

 

I then informed the group that this statement had been incorporated into the synthesised 

patient history as it was based on an actual situation that had occurred on the ward twelve 

months earlier. One nurse stated that it might be some people’s work ethic, “some people 

might look after their own patients and then go home”. Again the nurses stated that this was rare 

and that as a group they would ensure everyone had completed their work prior to one of 

them going home.  

 

One nurse then went on to make a statement and this generated further questions. The 

questions were asked in order to more fully explore the statement. The nurse stated “we 

each have our own territory

 

 but are always happy to help each other” The information obtained from 

the focus group in relation to this statement is presented below in summary comments and 

question and answer format. 

Question: What is meant by territory? 

Total group response: Staff stated that ‘territory’ referred to the patients that had been 

allocated to each nurse on a particular shift. They stated that they would not use that term 

ordinarily, yet all agreed with the definition. Further discussion resulted and some nurses 

said that the daily work is about everyone’s patients on the ward and not just those 
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allocated to them at the commencement of the shift. Other nurses stated that they could 

get so ‘caught up’ with their own patients that they did not have a good sense of what was 

happening with other patients on the ward.  

 

Question: Do you think that the ward is divided and that each nurse is responsible for 

every patient in their ‘section’? 

Total group response: The nurses

 

 felt that this was essentially the case, as this was the way 

that the ‘allocation’ system worked. That each nurse was ‘allocated’ patients for the day and 

that they were responsible for the care of the patients for the shift. They went to discuss 

asking for and receiving help. They stated that whenever it was sought, help was always 

available and subsequently they did not work in isolation. In relation to the synthesised 

patient history when the patient was obviously unwell and required assistance the 

discussion centred on ‘coping’ with the workload. “Sometimes someone might think that they are 

coping but they obviously aren’t”.  

Question: What happens if someone thinks they are coping but you do not think that they 

are?  

Total group response: The nurses

  

 responded that they might ask if the nurse in question 

needed any help. Several nurses stated that it was difficult to just cross over into someone 

else’s territory and start doing something for a patient. “You’d probably ask if they needed any 

help first”. 

Question: What would happen if you crossed over into someone else’s territory?  

Total group response: The nurses

 

 reiterated they would not cross over into someone else’s 

territory without first asking. “You don’t just waltz in; you see if they need help first”. Discussion 

then centred on whether it was a more or less experienced staff member caring for a sick 

patient as to whether they would intervene and provide assistance. “If it’s a junior then of 

course you jump in and help” Several other nurses then stated that you have to do what’s in the 

best interest of the patient, that if the patient is “going to crash”, then you say “I think I can 

help you” and provide assistance. 
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11.11.1 Sub-group responses on total patient allocation 

 

Initial discussion as to whether the nurses thought this was a common scenario centred on 

the nurses agreeing that they would not say to a doctor, ‘It’s not my patient’. The nurses 

added that if they were unsure of what was required they would refer the doctor to a more 

experienced nurse to ensure that the patient received appropriate intervention. In relation 

to the question on why this might occur, nurses were unsure and said it might be because 

the nursing staff member might be busy with their own patients and might not have time 

to provide assistance for the patient in Patient History 9. 

 

I then raised with the group the notion of territory that had been discussed in the total 

group. Their responses are listed below in a question and answer format. 

 

Question: What is meant by territory? 

Sub group response: 

 

Staff agreed that a definition of territory was the patients that were 

allocated to a staff member on a given shift. “We each get our own patients for the shift”. 

Question: Do you think that the ward is divided and that each nurse is responsible for 

every patient in that ‘section’? 

Sub group response: 

 

Nurses in the sub group agreed that the ward is divided in this 

manner. One staff member went on to add, “I suppose the in-charge is responsible for all the 

patients on the ward though” Further discussion resulted on who was responsible for the 

patients on the ward. The nurses stated that they were responsible for the patients 

allocated to them. However, they went on the state that they usually had a preceptor, or a 

more senior member of staff assigned to assist them and that this staff member also shared 

responsibility for the patients allocated to the nurses in the sub group. 

Question: What happens when someone thinks that they are coping with a sick patient, 

but you do not think that they are? 

Sub group response: Staff in the sub group were unsure about what they would do in this 

situation. Several nurses stated that it would be difficult to know whether someone was 

coping or not and would be unsure how to manage this situation if it arose. They went on 

to say that they would ask someone if they needed any help as a means of addressing this 

situation. 
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Question: What would happen if you crossed over into someone else’s territory? 

Sub group response: The nurses in the sub-group stated that they would not cross into 

another nurse’s territory without first being asked. “If someone asked for my help, then I’d help 

look after their patient, but I wouldn’t just start doing something” Another nurse added “unless the 

patient had a cardiac arrest, or had fallen out of bed and I found them”. Nurses in the sub group 

agreed with this statement and reinforced the previous statements that they would not do 

something for someone else’s patients unless they were asked by another nurse, or if the 

patient had fallen or had suffered a cardiac arrest. 
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111.12Appendix 12. Discussion on Patient H istory 7 
 

Question:  What do you think was wrong about the way this patient was managed? 

Response: 

 

The nurses were unanimous, and passionate, in their belief that the patient 

should not have undergone the operative procedure. They felt that the patient was very 

well palliated; he was pain free and his respirations were not laboured. The nurses stated 

that the patient and his family had accepted his imminent death and that the patient had 

been visited by a priest and had received the last rights as part of his religious beliefs. The 

nurses all believed that the patient would die regardless of the surgery and that it was 

‘cruel’ to put the patient through a painful procedure, requiring a post-operative intensive 

care admission that would provide little or no benefit to the patient. “We all knew he was 

dying, his family knew, even the patient knew.  It was only the surgeon who didn’t seem to know!” 

Question: What did you do- or what do you think you would have done? 

Response: 

 

Several of the staff in the focus group had been directly involved with the care 

of the patient. They responded that they discussed their concerns with the registrar and 

were informed that it was the surgeon’s decision whether to proceed with the operation or 

not. The staff then stated that they spoke with the surgeon and told him that they did not 

think that the operation was in the patient’s best interest. They reiterated the information 

that I had gathered during the incident investigation, that, the surgeon informed them that 

the surgery was “going ahead regardless” of their concerns. The nurses who had not been 

directly involved in managing the patient, but were familiar with the case, stated that they 

would have also attempted to discuss their concerns with the registrar in the first instance 

and then with the surgeon. 

Question: Who did you discuss the patient with? 

Response: The nurses stated that they had discussed the patient amongst themselves first. 

“I remember JW coming to me and saying can you believe that they’re going to take Mr B. back to theatre? 

- I was dumbfounded”. Several other staff shared the view that they were both surprised and 

concerned with the decision to take the patient to the operating suite for a surgical 

procedure. “Everyone was stunned at handover when we told them what was happening” Staff in the 

focus group stated that apart from discussing the patient amongst themselves they also 

discussed the patient with the registrar and then the patient’s surgeon.  
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Question: Do you think anyone else should have been contacted? 

Response

 

:  The staff directly involved with managing the patient at the time stated that 

they felt there was no one else to contact. “Who else was there – the patient’s surgeon had made 

the decision and that was that”.  The nurses then stated that reviewing the patient history in 

retrospect, they may have contacted the palliative care consultant to discuss the patient 

with the surgeon. 

Question: Did you involve the patient or his family in the decision? 

Response: 

 

The nurses stated that they did not think that the patient was able to participate 

in any decision regarding his treatment. The patient was being administered large quantities 

of morphine and midazolam (see glossary), in order to keep his pain under control, and 

staff felt that due to the patient’s decreased level of consciousness he was unable to make 

an informed decision about his management. The nurses then stated that they did not 

involve the patient’s family, nor voice their concerns to the patient’s family for several 

reasons. They stated that the family needed to have trust in the surgeon and if they raised 

an objection about the decision for surgery with the patient’s family then this would be 

undermining the doctor in the eyes of the family. The nurses stated that it was important 

from the family’s perspective that the patient was receiving the best care possible and that 

if the surgeon had spoken to the family about the benefits of the surgery, the nursing staff 

did not think it appropriate to “go behind the surgeon’s back” and tell the family something 

different. They also stated that as the patient had been ‘admitted’ under the care of the 

surgeon then the surgeon ultimately made the decision about the patient’s treatment and 

questioning this decision in front of the family would be inappropriate. The nursing staff 

not directly involved in the care of the patient stated in the focus group discussions that 

they would not have spoken to the patient’s family as they also felt it would be 

undermining the doctor in the eyes of the patient and his family.  

Question: What would you do if presented with a similar patient history in the future? 

Response: Some nurses stated that they would contact the palliative care consultant to see 

if a mutual decision could be made about what is in the best interest of the patient. One 

nurse, who had been involved in the care of the patient, stated that it would be difficult to 

know what to do. She believed that the patient had suffered as a result of the operative 

procedure and that it did not improve the patient’s quantity of life and adversely affected 
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his quality of life. She went on to say “I mean if it was a tree in the Domain you could chain yourself 

to the tree to stop someone from cutting it down – what are we supposed to do chain ourselves to the 

patient’s bed and stop the surgeon from operating?” 32

 

 

Question: What might be done to avoid this scenario from occurring in the future? 

Response: The nurses rather hopefully stated that they would prefer a similar situation not 

to arise. They made several suggestions as to how a similar incident might be avoided. 

Suggestions were offered about the establishment of a multidisciplinary case management 

committee, including palliative care and surgery, which could be established in order to 

discuss cases where there was disagreement over the management of a patient. The nurses 

felt that the surgeon and the palliative care consultant should set up this committee. The 

nurses also suggested the possibility of involving senior management of the hospital in 

contentious cases.  

32 In 2005 the City of Sydney announced the removal of 24 Hills Figs and four 140 year-old Moreton Bay 
Figs from the Domain. There was a huge public furore over the announcement and several activists 
attempted to chain themselves to the trees to prevent their removal. (Precincts issue 1, 2006)
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111.13Appendix 13. Discussions on Patient H istory 8 
 

Question: Do you think that there was anything ‘wrong’ about the way this patient had 

been managed?  

Response: 

 

The majority of nurses considered that the patient had not been adequately 

prepared for surgery and this situation was not appropriate. Several nurses expressed 

concern that the patient did not seem to be aware of the magnitude of her surgery or of 

the life changing consequences that the patient would experience post-operatively. “I mean 

she was going to lose all bowel, bladder and sexual function – plus she’d never walk again and she was still 

saying, “I hope I don’t lose my leg!”” They also expressed concern over the lack of coordination 

of the surgery. With five separate surgeons all providing treatment the nurses did not think 

that there had been a planned approach to the surgery or any combined meetings to 

discuss the patient. “It seemed a bit ‘hodge podge’ and that the bare minimum was arranged for her”, 

“we all thought it was a rush job”. This was despite the fact the patient had been hospitalised 

for a month. 

Question: What would you do in this situation? 

Response: 

 

The majority of nurses were unsure about what they would do. They stated that 

it was a difficult situation and that the medical staff had told them little about what was 

planned for the patient. The nurses believed it was difficult to raise concerns with a 

patient’s VMO as the patient was admitted under the doctor. They said that the doctors 

had the decision making responsibility about whether the surgery would go ahead. “What 

could we do, it was a medical decision?” 

Question: Would you contact the patient’s VMO to voice your concerns? 

Response: The majority of nurses said they would not discuss their concerns with the 

patient’s VMO, even if they were concerned about the welfare of the patient. Several 

nurses stated that they would raise concerns with the VMO and then several clarified these 

statements by adding, “depending on who the VMO is”.  The nurses went on to say that some 

doctors are not receptive to nurses’ concerns and that they might go to a more junior 

doctor first. The nurses then added that the VMO should have been contacted with the 

nurses concerns and that it should be easy to do this, but that it was in fact difficult. “The 

VMO should have been contacted, told of all the issues and stopped the surgery, it shouldn’t have gone as 

far as it did.  If only life were that easy!” Additional comments were raised about the 
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‘responsibility’ for the patient and the decision making authority of doctors.  “At the end of 

the day, it’s not my name at the end of the bed” said one nurse.  

 

Question: What would you do if presented with a similar patient history in the future? 

Response:

 

 Several nurses stated that they would contact the VMO with their concerns. 

One nurse said, “I’d go to the VMO- regardless of what happens to me” Other nurses stated they 

would contact a senior nurse manager to raise their concerns.  

Question: What might be done to avoid a similar situation as occurred with this patient 

from occurring in the future? 

Response: Nurses made several suggestions to avoid a similar patient histroy in the future. 

They believed that a case management meeting could be established for complex surgical 

cases and that nursing staff should attend these meetings to discuss concerns over the 

post-operative management of complex surgical cases. Another suggestion was offered 

that senior administrative nurses should be involved earlier when there were concerns 

about the management of patients on the ward.  
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111.14Appendix 14. Interview of Patient History 8 
 

Question: Do you think that there was anything ‘wrong’ about the way this patient was 

managed? 

Response: 

 

Both respondents felt that the patient had not been ‘managed well’ and felt that 

there was a hurried and uncoordinated management plan. They also felt that the patient 

had been inadequately prepared from a physical point of view, “stomal therapy weren’t even 

involved” and from a psychological point of view, “the patient didn’t have time”, the patient was 

“not prepared mentally”. One respondent clarified and stated that perhaps the patient had 

been informed but did not comprehend what she was being told, “maybe she was told and 

didn’t fully absorb it [the hindquarter amputation]…she could have been in denial”. 

Question: Why were you so concerned about the way the patient was managed? 

Response: 

 

There were several issues that the respondents stated they were concerned 

about. Firstly as outlined in response to the first question they felt that patient had not 

been adequately prepared. They went on to add that the patient had not received adequate 

information in order to make an informed consent. “The patient had not been educated”, “she 

[the patient] was blindly going into it”.  

A further issue of concern was the lack of a coordinated, documented management plan. 

They felt that there was little communication between each of the treating teams and a 

planned approach to both the actual surgery and post-operative management had not been 

established. “The surgeons hadn’t even interacted together”, “If it was me I’d want to speak to them all 

at once- plan sorted”.  One respondent went on to add that there had been no post-operative 

counselling arranged for the patient and that the patient would experience, “huge 

psychological problems after the surgery”.  

 

Both respondents spend some time detailing a further concern, the nurses on the ward 

were not informed about the surgery and had not been involved in any case management 

meeting for the patient. “This is such a massive operation and we weren’t told earlier, the nurses were 

not informed”, “the lady has been here for weeks and we only just found out”, “I know it’s a medical 

decision, but it would have been nice if we knew about it”. They also stated that caring for the 
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patient in the post-operative period was essentially the nurses’ responsibility and they had 

not been included in any discussions. “We’re the ones who end up picking up the pieces”.  

 

Question: What did you do in this situation? 

Response: 

 

 Both respondents felt it had been difficult to know what to do in this situation. 

One respondent said that it would not matter what she did as ‘the operation would have gone 

ahead regardless”. She went on to add that she did not think she could do anything to fix the 

situation and believed it to be a medical decision, “I would be “butting my head against the wall”.  

The other respondent had attempted to speak to the treating team and discussed her 

concerns with the RMO, the RMO asked her to contact the registrar to discuss the patient.  

Question: Did you contact the patient’s VMO and raise your concerns? 

Response: 

 

One respondent said that she had tried to “catch them” when they were on the 

ward but did not ring the VMO directly. The other respondent stated that she would have 

tried to go through the registrar, and believed the registrar was aware of the nursing staff 

concerns.  

Question: Why do you think the VMO was not contacted with the nurses’ concerns? 

Response: 

 

One respondent stated that there are “’Chains of command’, reinforced by medical staff 

– ‘don’t ring me – speak to the intern’”. The same respondent went on to detail that when she 

had contacted a VMO in the past, she was told, “the operation is going ahead regardless”.  Both 

respondents said it can depend on who the VMO is, and that some are more receptive to 

nurses’ concerns than others. Both stated that it can also depend on whether or not you 

have a good ‘rapport’ with the VMO involved.  

Question: Do you think staff are ‘scared’ to contact the VMO? 

Response: Both respondents said that it can be ‘scary’ to contact a VMO, and went on to 

add that it can depend on who the VMO is. One respondent went on to add that 

sometimes you have to “put yourself on the line regardless”. Both felt that there could be 

‘personal consequences’ for the nurse calling the VMO.  The VMO could ignore what was 

said, would not value the nurse’s opinion and that could make relationships more difficult 

in the future. One nurse said, “it should be easy to call the VMO when something’s wrong, but it 

isn’t”. The respondent also spoke about not wanting the surgeon to think the nurses did 
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not know what they were talking about. “Sometimes you don’t want to say anything – I mean you 

might be wrong, you don’t want them to think you’re a total idiot” 

 

Question: Do you think that there is anything the nurses could have done to resolve this 

situation? 

Response: 

 

One respondent felt that as the surgery was cancelled and intervention occurred 

that there is little else that could have been done. Both believed that as the situation 

resolved, and the surgery did not go ahead as planned, then there was little opportunity for 

them to have intervened further, “the problem was solved before it escalated – someone stepped in 

before it became critical”. 

Question: Do you think it was the nurses’ responsibility to do something in this situation?  

Response: 

   

One nurse said she did think it was her responsibility and that she should have 

called the senior nursing executive to explain her concerns. When asked to explain in 

greater detail why she would do this the respondent went on to add that there is a ‘nursing 

chain’ and it should have been ‘accessed’. The second respondent also believed that it was 

a nursing responsibility to do something to resolve the situation. When asked why they felt 

it was a nurses’ responsibility the second respondent stated that it was important that 

nurses advocate on behalf of patients, “Patient can’t stand up for themselves – so the nurses need to 

stand up for them”. She went to add that nurses are usually more ‘educated’ in clinical matters 

than the patients, so it is the nurses’ responsibility to ensure that all aspects of clinical care 

are appropriate for the patient. She added that the nursing staff spend the most time with 

patients comparative to other health professionals, and nurses had the greatest “intimacy and 

knowledge” of patients, it was therefore the nurses’ responsibility to ensure the patient’s 

rights were upheld.  

Question: Why do you think the patient was unaware of the nursing staff concerns? 

Response: Both respondents felt that it would have been inappropriate to go to the patient 

with any concerns. They felt it would be difficult to approach the patient, as they would 

not want to ‘upset’ her. One respondent stated that they would never go to a patient and 

undermine their confidence in the doctor. In this instance the respondent stated, “I would 

not say anything to undermine their [the patient’s] surgery”. The respondent also stated that they 

would not go to the patient even if they thought something was wrong, “I wouldn’t want the 

patient to think that I thought something was wrong”. The second respondent felt that going to 
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the patient “would undermine the patient’s confidence in the doctor”. They added that decision 

making about a patient’s management is the responsibility of the medical staff with the 

patient, “If the patient is comfortable and appears to know what is going on then it is between the patient 

and the doctor”. 

 

Question: What would you do if presented with a similar patient history in the future?  

Response: 

 

Both respondents felt that they would call senior nursing executive to resolve 

the situation. One said, “I would bite the bullet and call the VMO”. The other stated that if the 

situation has escalated then they would have accompanied the patient to the operating 

suite and discussed the patient with the surgeon prior to the operation proceeding. 

Question: What might be done to avoid this situation in the future? 

Response: 

 

 Both respondents felt the early notification to senior executive nurses would 

avoid the situation in the future. A coordinated case management plan and case 

management meeting were also suggested. When asked who should arrange the case 

management meeting, both respondents thought it was the doctor who should arrange the 

meeting. When asked why they would not arrange the case management meeting, one 

respondent stated that they would not have the authority to tell the medical staff what to 

do. The other respondent was not sure that the doctors would respond to this request by 

nursing staff.  
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111.15Appendix 15. Table of comparison between Case Study  responses 
and Moral Sensitivity Questionnaire responses 
 
Moral Sensitivity Questionnaire 

Responses 

 

Case Study intervention responses 

 

Item 1: My relationship with the patients under my care is the most important in my 

daily work 

 

92% of staff agreed that their 

relationship with the patients 

under their care was the most 

important in their daily work.  

This was confirmed with several 

statements:  

“Well that makes sense, of course the 

patient is the most important at work” 

“It is why we’re here [patient care] 

after all!” 

“We are the patients advocates”  

 

Nurses’ actions on the ward demonstrated 

incongruity between the Moral Sensitivity 

Questionnaire responses. Despite their attitudes 

that their relationship with the patient is ‘most 

important’ it was their relationship with the 

medical staff that was guiding their behaviours. 

 

Nurses confirmed statements made during the 

implementation of the R2E2, that they would not 

contact a patient’s VMO, even if the patient “was 

in trouble”. That it would “depend on who the VMO 

is”. This demonstrated that their relationship with 

the VMO was more important than their 

relationship with the patient.  

 

Nurses also stated they would not contact the 

VMO, as it was not their job to do so. In 

discussions pertaining to Patient History 8, nurses 

stated that contacting the VMO was difficult to do 

and that there could be ‘personal consequences in 

the future’ by contacting the VMO and breaking 

the ‘chain of command’ that exists.  
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Item 6: If a patient should ask for information about his treatment, it is important for 

me always to be honest 

 

85% of staff agreed with the 

statement that if patients ask for 

information about their treatment 

it is important to always be honest. 

Staff were quite firm that a patient 

should always be told the truth. 

They stated that patient had right 

to know about their condition and 

their prognosis.  

“There is no doubt that we have a 

responsibility to be honest with a patient” 

 

Despite staff’s attitude that it was important to be 

honest, their behaviours on the ward 

demonstrated an incongruity in that they were 

not always honest with the patient. 

  

In Patient History 8 the nurses did not tell Ms A. 

that she was going to lose her leg in the scheduled 

operative procedure, despite the patient not being 

sure if this was going to occur. “She [the patient] 

was still saying, “I hope I don’t lose my leg!”“  

 

Nurses did not include Ms A. in their concerns 

about her management, as they did not want to 

‘undermine the doctor in the eyes of the patient’.  

 

Nurses also did not want the patient to be made 

aware that they were concerned about her 

management. “I wouldn’t want the patient to think that 

I thought something was wrong”. 

 

Item 10: When I am in conflict, where I have difficulty in knowing what to do in 

response to the patient, there are always people I can ask 

 

90% of staff agreed with the 

statement that when they are in 

conflict’ and have difficulty in 

knowing what to do, there are 

always people they can ask.  

Although there was some congruence 

demonstrated by nurses agreeing that there was 

always someone to ask for help, there was 

incongruity in their behaviour in that they did 

not always ask for this help. 

 

In response to the ‘synthesised’ patient history, 

Patient History 9, nurses stated that there was 
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always someone to ask for help, and they felt that 

nurses were willing to provide assistance to 

colleagues at all times. 

However, additional comments were made: “you 

can’t always be needing help- everyone is busy”. “I suppose 

if you need 

 

help a lot – you’re not really coping” 

More experienced nurses expressed a view that 

that they would not cross over into another 

nurse’s ‘territory’, and provide help, without first 

asking if the nurse required assistance. Less 

experienced nurses stated that they would not 

cross over into another nurse’s territory without 

first being asked to provide help.  

 

Item 22: If there is a conflict between my responsibility towards myself and my 

responsibility towards my patient, it is the patient who comes first 

 

41% of staff disagreed with this 

item, and 42% agreed that when 

there is a conflict between their 

responsibility to themselves and 

their responsibility towards the 

patient, it is the patient that comes 

first.  

 

Staff tended to respond to this 

statement from a practical point of 

view and their discussions about 

this statement were primarily of an 

infection control nature. 

 “I think it’s sensible to consider yourself 

first, especially in an infection control 

sense”. 

There was some difficulty in answering the item, 

with nurses unsure about whom their greatest 

responsibility was towards. However, the 

incongruity in practice was that it was their 

relationship with the VMO, and their future 

relationship with the VMO that was guiding their 

behaviour.  

 

In discussions pertaining to Patient History 8, the 

nurses stated that contacting the VMO was 

difficult to do and that there could be ‘personal 

consequences in the future’ by contacting the 

VMO and breaking the ‘chain of command’ that 

exists. These ‘personal consequences’ 

demonstrated that nurses were more concerned 

with their own status and reputation than concern 
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  for the patient.  

 

Despite the fact that they felt that Ms A. had not 

been managed well, they did not challenge the 

surgeon, as they believed it might have a personal 

consequence for them.  

 

Item 5: If I should lose my patient’s trust by doing something against his or her will, I 

would feel this as a failure 

 

27% of staff neither agreed nor 

disagreed with the statement that 

they believe it to be a failure if they 

did something to the patient 

against his/her will and lost the 

patient’s trust. 50% agreed with the 

statement. They thought a greater 

percentage would agree, and stated 

it was important not to do 

something against the patient’s 

will.  

 

The nurses response to the patient described in 

Patient History 7, Mr B., the palliative care 

patient, demonstrated that they did view the 

patient going back to the operating suite as a 

failure.  There was congruence in practice as 

demonstrated by nurses’ responses to the patient 

history. Many nurses were quite emotional about 

the patient; some expressed anger and frustration 

others sorrow for what had occurred to Mr B. 

They felt that Mr B. going back to the operating 

suite for further surgery was not in his best 

interests and saw this as a failure. 

 

Item 7:  I believe ‘high standard patient care’ involves never forcing a patient to do 

something that he or she does not want to do 

 

62% of staff agreed with this 

statement, no staff completely 

disagreed, that a high standard of 

care is never forcing a patient to 

something that he/she does not 

want to do.  

There was also congruence in practice as nurses 

did not believe that a high standard of care was 

exercised in relation to Patient History 7, Mr B. 

The nurses response  demonstrated clearly that 

they did not consider Mr B. received a high 

standard of care, that Mr B. was ‘forced’ to have 

the surgery without adequate information, or 

chance of recovery, and that this was not in his 
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best interests.  

 

Item 23: I am often confronted with situations where I feel that health care 

professionals make decisions without the patient’s participation 

 

72% of staff agreed with the 

statement that they are often 

confronted with situations where 

decisions are made without the 

patient’s participation.  

 

In response to the result of this 

item, staff stated that this was not 

the ‘right’ thing to do and that 

patients should be involved in goal 

setting for their care.  

 

There was congruence in the information 

obtained in relation to Patient History 8. Nurses 

were unhappy that Ms A. had not participated in 

decisions pertaining to her management and that 

it was ‘wrong’ not to include her in her clinical 

management plans.  

 

They stated that Ms A. had not been supplied 

with adequate information in order to make an 

informed consent.  

Item 34: I find it difficult to give good care to a patient who has little hope for 

improvement 

 

84% of staff disagreed with this 

item that they find it difficult to 

give good care to a patient who has 

little hope for improvement.  

 

Staff felt this level of response was 

as a result of the high number of 

cancer and palliative care patient’s 

they cared for on the ward.  

 

There was congruence in this item between the 

actions and beliefs of nurses. The nurses 

demonstrated that they were able to provide 

palliative care for a patient with little hope for 

improvement. In patient history seven, Mr B., 

many nurses were extremely distressed that Mr B. 

was taken back to the operating suite without any 

hope for improvement. It was the surgical 

intervention which they did not believe 

constituted ‘good care’. 
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111.16Appendix 16. Follow up results of Moral Sensitivity Questionnaire 
 

Item 

number 

Mean Standard 

deviation 

Minimum 

item score in 

study group 

Maximum 

item score in 

study group 

1 5.67 1.07 2 7 

2 6.28 1.12 1 7 

3 4.85 1.54 2 7 

4 4.47 1.64 1 7 

5 4.56 1.46 1 7 

6 5.98 0.99 2 7 

7 4.87 1.67 2 7 

8 3.26 1.48 1 7 

9 3.7 1.52 1 6 

10 5.91 1.16 2 7 

11 3.13 1.48 1 6 

12 5.02 0.91 1 7 

13 6.0 0.89 2 7 

14 4.41 1.20 2 7 

15 4.35 1.48 2 7 

16 4.89 1.22 2 7 

17 4.20 1.24 1 7 

18 4.61 1.17 2 7 

19 4.65 1.32 2 7 

20 4.98 1.52 1 7 

21 4.39 1.39 1 7 

22 4.18 1.54 1 7 

23 5.0 1.28 2 7 

24 3.66 1.66 1 7 

25 3.6 1.48 1 7 

26 4.44 1.42 2 7 

27 4.5 1.55 1 7 

28 3.18 1.59 1 6 
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29 3.31 1.52 1 7 

30 5.42 1.35 2 7 

31 4.72 1.08 1 7 

32 2.36 1.54 1 7 

33 4.85 1.24 1 7 

34 2.08 1.62 1 7 

35 2.13 1.43 1 6 
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111.17Appendix 17. Patient History 9: Mr L., Synthesised patient history 
 

This is a ‘synthesised’ patient history given to nursing staff to review and discuss during 

Study Three. It contains a large amount of specific clinical detail, as members of the 

intended audience were acute care nurses. 

 

Mr L. is a 53 year old man who presents to the Emergency Department with a small bowel 

obstruction. He has a history of Intravenous (IV) drug and is Hepatitis C positive.  He 

undergoes a laparotomy and bowel resection.  

 

DAY 1 POST-OP  
1400 hrs Observations are BP 100/60, heart rate (HR) 110, respiratory rate (RR) 22, O2 

saturations (sats) 94% on 6 litres via a Hudson mask and temperature (temp) 36.2C.  

1700 hrs On the ward round it is noted that Mr L.’s haemoglobin (Hb) is 68, and he is 

transfused with 2 units of packed cells. Following transfusion his observations are BP 

125/65, HR 100, RR 22, saturations 96% and temperature 36.0.  

2000 hrs

 

 His repeat Hb is 80. His observations remain unchanged overnight. 

DAY 2 POST -OP 
0700 Mr L. is reviewed by the surgical team – who write in the notes ‘continue’. Mr L. is 

on IV fluids at 100mls/hr, and on 6 litres O2 via a Hudson mask. He is on patient 

controlled analgesia (PCA) and complains of abdominal pain and asks for additional 

morphine. His observations are recorded 4th hourly: throughout day 2 

0600hrs BP 110/60 HR 100 RR 22 sats 95% temp 36.8 

1000hrs BP 105/60 HR 105 RR 24 sats 95% temp 36.4 

1400hrs  BP 100/60 HR 110 RR 26 sats 94% temp 36.4 

1800hrs BP 95/60 HR 120 RR 26 sats 93% temp 36.6 

2000hrs BP 90/60 HR 125 RR 27 sats 92% temp 36.4 

He does not have a further medical review on day 2.  

DAY 3 POST-OP 
0715 hrs On handover the night-duty nurse says that she is ‘not happy’ with Mr L. and 

thinks he might be ‘going off’. 

0730 hrs The surgical team review Mr L. and order 500mls gelofusine stat. His PCA is 
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taken down.  

Following the gelofusine, Mr L.’s observations are BP 100/60, HR 110, RR 30, sats 92% 

and temp 36.8. He continues to complain of abdominal pain. 

0830 hrs The nurse calls the registrar and says that the patient requires a further review. 

The registrar says that he is about to scrub for an operative procedure and the intern 

should be contacted to review the patient instead.  

0835 hrs The intern is contacted and within 30 minutes arrives to assess the patient. The 

intern spends 45 minutes assessing the patient and leaves the ward without speaking to the 

nursing staff.  

1000 hrs Mr L.’s observations are BP 95/55, HR 125, RR 30, sats 90% and temp 36.7. Mr 

L. complains that he has chest pain. The nurse rings the operating suite directly to speak 

with the registrar. The registrar says to treat the patient as if the chest pain is cardiac in 

nature, he gives a phone order for morphine and asks to be contacted with ECG results 

and if the patient deteriorates further. 

1030 hrs Mr L’.s pain settles with morphine, his ECG demonstrates some signs of cardiac 

ischaemia (see glossary). His observations: BP 95/55, HR 120, RR 22, sats 93% and temp 

36.7. The registrar is contacted and he says that he will review Mr L. within the hour. 

1200 hrs Mr L. complains of increasing chest and abdominal pain, his observations BP 

90/60, HR 128, RR 28, sats 92%, temp 36.5. The nurse contacts the registrar again. He 

says he is on his way to see Mr L. now. 

1215 hrs The registrar arrives to review Mr L. He is concerned that Mr L. may be having 

an internal bleed. He orders 500 mls of gelofusine, urgent FBC, UECs, troponin levels, a 

repeat ECG and an abdominal CT. He goes to the desk to speak to a nursing staff member 

to hand the information over.  The nurse at the desk says “Mr L. is not my patient, you’ll 

have to speak to the nurse looking after him”. The nurse looking after Mr L. is currently 

transferring a patient to the operating suite. A second nurse overhears the conversation 

and implements treatment for Mr L. 

1300 hrs Mr L. is taken to CT, the results demonstrate an internal bleed, he is taken to the 

operating suite transferred to the ICU post-operatively. He remained ventilated for 28 

days, secondary to a myocardial infarction. The ECG demonstrates that the infarction 

occurred on day 2 to 3 following his first operation.   
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111.18Appendix 18. Participant consent and revocation form 

 
PARTICIPANT CONSENT FORM

Title of study: Early detection of deteriorating patients

1. I,..................................................................................of …………………..……
.........................................................……………………………………......, 
aged.....................................years, 
agree to participate in the study described in the participant information statement 
attached to this form.

2. I acknowledge that I have read the participant information statement, which 
explains why I have been selected, the aims of the study and the nature and the possible 
risks of the investigation, and the statement has been explained to me to my 
satisfaction.

3. Before signing this consent form, I have been given the opportunity of asking any 
questions relating to any possible physical and mental harm I might suffer as a result of 
my participation and I have received satisfactory answers.

4. I understand that I can withdraw from the study at any time without prejudice to my 
relationship to The XXX Hospital.

5. I agree that research data gathered from the results of the study may be published, 
provided that I cannot be identified.

6. I understand that if I have any questions relating to my participation in this research, 
I may contact: Judith Donoghue on 9XXX or Berni Eather 9XXX

7. I acknowledge receipt of a copy of this Consent Form and the Participant 
Information Statement.

Signature of participant Signature of witness

Please PRINT name Please PRINT name

Date Nature of Witness 

Page 1 of 2
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Title of study: Early detection of deteriorating patients 

REVOCATION OF CONSENT

I hereby wish to WITHDRAW my consent to participate in the research proposal 
described above and understand that such withdrawal WILL NOT jeopardise any 
treatment or my relationship with The XXX Hospital or my nursing or medical 
attendants.

     Signature                     Date

The section for revocation of consent by the participant should be forwarded to 
Professor Judith Donoghue, Level 1 XXX Hospital, XXX.

Page 2 of 2
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