
The Role of the Intensive Care Nurse in the 

Medical Emergency Team 

A Constructivist Grounded Theory Study 

By 

Cindy Weatherburn 

RN, BN ICU Cert, MN, Cert in Leadership & Management 

Submitted in partial fulfilment of the requirements for the 

Professional Doctorate in Health 

University of Tasmania 

September 2021

School of Nursing



i 

Statements and Declarations 

Declaration of Originality 

This thesis contains no material which has been accepted for a degree or diploma by 

the University of Tasmania or any other institution, except by way of background 

information and duly acknowledged in the thesis, and to the best of my knowledge 

and belief no material previously published or written by another person except where 

due acknowledgement is made in the text of the thesis, nor does the thesis contain 

any material that infringes copyright. 

Name: Cindy Weatherburn 

Signed: 

Date: 16/9/2021 

Statement of Authority of Access 

This thesis may be made available for loan and limited copying and communication in 

accordance with the Copyright Act 1968. 

Name: Cindy Weatherburn 

Signed: 

Date:  16/9/2021 



ii 

Statement of Ethical Conduct 

The research associated with this thesis abides by the international and Australian 

codes on human and animal experimentation, the guidelines by the Australian 

Government’s office of the Gene Technology Regulator, and rulings of the Safety, 

Ethics and Institutional Biosafety Committees of the University. Ethics Approval No. 

H0016565. 

Name: Cindy Weatherburn 

Signed: 

Date:  16/9/2021 



iii 

Acknowledgements 

I would first like to thank all the Intensive Care nurses who participated in this study. It 

was a privilege to hear their stories and observe them in practice. I valued their 

honesty and willingness to support my research. 

To my supervisors over the entire course of my research journey, Elizabeth Cummings, 

Ken Walsh, Melanie Greenwood and Judith Anderson, I extend my sincere gratitude 

for their support, wisdom, guidance and patience.  

I wish to acknowledge the support of the Nurse Unit Manager and the extended 

leadership team at the hospital where I conducted this research for their ongoing 

support. I would also like to acknowledge the Research Co-ordinator and Director of 

Research at the study site for providing practical advice and financial assistance in 

support of this research. In addition, I acknowledge the Florence Nightingale Research 

Fund for awarding me a grant. 

Finally, I would like to extend special thanks to my family, John, Annalise, Lachlan, and 

my mum and dad for their continued patience, support and belief in me. Juggling 

study, work and family has been the hardest challenge, but they have graciously 

provided me all the opportunities I needed to think and write. 

This research was supported by an Australian Government Research Training Program 

(RTP) scholarship.  

A professional copy-editor has been utilised to conduct copy-editing and proofreading.





v 

Table of contents 

Statements and Declarations .................................................................................... i 

Declaration of Originality ............................................................................................... i 

Statement of Authority of Access .................................................................................. i 

Statement of Ethical Conduct ....................................................................................... ii 

Acknowledgements ................................................................................................. iii 

List of tables ........................................................................................................... vii 

List of figures .......................................................................................................... vii 

Abbreviations ......................................................................................................... ix 

Abstract .................................................................................................................. xi 

CHAPTER ONE – INTRODUCTION .............................................................................. 1 

Aims and research questions ........................................................................................ 7 

Research approach ........................................................................................................ 7 

The researcher .............................................................................................................. 9 

Study significance ........................................................................................................ 11 

Thesis structure ........................................................................................................... 12 

Summary ..................................................................................................................... 13 

CHAPTER TWO – LITERATURE REVIEW .................................................................... 15 

Method ........................................................................................................................ 16 

Background to the rapid response system ................................................................. 17 

The afferent limb ......................................................................................................... 21 

Efferent limb................................................................................................................ 33 

Summary ..................................................................................................................... 41 

CHAPTER THREE – RESEARCH DESIGN ..................................................................... 43 

Situating the research paradigm ................................................................................. 44 

Approaches to grounded theory ................................................................................. 45 

Constructivist grounded theory .................................................................................. 47 

Rationale for choosing constructivist grounded theory ............................................. 48 

Insider research and ethical considerations ............................................................... 51 

Ethical considerations ................................................................................................. 55 

Research design .......................................................................................................... 57 

Research setting .......................................................................................................... 58 

Participant recruitment ............................................................................................... 59 

Data collection ............................................................................................................ 59 

Data analysis procedures ............................................................................................ 64 

Data management ....................................................................................................... 72 

Rigour and evaluation of qualitative research ............................................................ 73 

Summary ..................................................................................................................... 75 

CHAPTER FOUR – FINDINGS .................................................................................... 77 

Part One - Observation findings .................................................................................. 78 



vi 

The context .................................................................................................................. 79 

Team dynamics and the MET nurse ............................................................................ 84 

Being close to the patient ............................................................................................ 89 

Routine framework for decision-making ..................................................................... 90 

Summary ...................................................................................................................... 92 

Part Two: Interview findings ........................................................................................ 94 

Routine framework for decision-making ..................................................................... 95 

Figuring it out .............................................................................................................100 

Leadership .................................................................................................................108 

Patient safety .............................................................................................................121 

Summary ....................................................................................................................128 

CHAPTER FIVE – THE SUBSTANTIVE THEORY .......................................................... 131 

Codes to concepts .....................................................................................................132 

Theorising ..................................................................................................................133 

The substantive theory ..............................................................................................135 

Routine framework for decision-making ...................................................................135 

Figuring it out .............................................................................................................139 

Team dynamics and leadership .................................................................................145 

Patient safety .............................................................................................................151 

Summary ....................................................................................................................156 

CHAPTER SIX – CONCLUSIONS AND RECOMMENDATIONS ..................................... 159 

Summary of key findings ...........................................................................................159 

Evaluation of the study ..............................................................................................162 

Limitations .................................................................................................................167 

Recommendations .....................................................................................................165 

Conclusion .................................................................................................................168 

References ............................................................................................................ 169 

Appendices ........................................................................................................... 185 

Appendix One: Ethics approval letter ........................................................................185 

Appendix Two: Information and consent forms for Intensive Care nurses ..............187 

Appendix Three: Information sheet for rapid response team members ..................192 

Appendix Four: Ward signage ...................................................................................195 

Appendix Five: Interview guide .................................................................................196 

Appendix Six: Mind map ............................................................................................197 

Appendix Seven: ADDS chart .....................................................................................198 



vii 

List of tables 

Table 1: MET adult trigger criteria .................................................................................... 6 

Table 2. Participating Intensive Care nurses................................................................... 63 

Table 3. Observation categories with example codes .................................................... 83 

Table 4. Codes under ‘routine framework for decision-making’ .................................... 95 

Table 5. Codes under ‘figuring it out’ ........................................................................... 101 

Table 6. Codes under ‘leadership’ ................................................................................ 108 

Table 7. Codes under 'ensuring patient safety' ............................................................ 121 

List of figures 

Figure 1. Study design ..................................................................................................... 58 

Figure 2. Diagram of study design (adapted from Charmaz 2014, p. 18) ...................... 70 

Figure 3. The observed phases of MET ........................................................................... 79 

Figure 4. Observation categories .................................................................................... 83 

Figure 5. Categories to Concepts .................................................................................. 133 

Figure 6. Conceptual framework – Key concepts and Core concept ............................ 134 





ix 

Abbreviations 

ABG Arterial blood gas 

ACSQHC Australian Commission on Safety and Quality in Healthcare 

AE Adverse Event 

ALS Advanced life support 

BLS Basic life support 

BP Blood pressure 

CCO Critical care outreach 

CGT Constructivist grounded theory 

CNC Clinical nurse consultant 

CPR Cardiopulmonary  

CVS Cardiovascular  

ECG Electrocardiogram 

ED Emergency department 

GCS Glasgow Coma Scale 

GT Grounded theory 

ICU Intensive care unit 

IHCA Intra-hospital cardiac arrest 

IV Intravenous 

MET Medical emergency team 

NTS Non-technical skills 

Obs Observations 

PEEP Positive end expiratory pressure 

PO Participant observation 

RRS Rapid response system 

RRT Rapid response team 

SaO2 Arterial saturation of oxygen 

SVT Supraventricular tachycardia





xi 

Abstract 

Intensive care nurses are essential members of rapid response systems (RRS), but few 

qualitative data are available to capture what Intensive Care nurses do as they 

navigate the complexity of a medical emergency call. The introduction of rapid 

response systems has reduced the incidence of in-hospital adverse events such as 

deterioration in the cardiorespiratory system and unplanned admissions to the 

Intensive Care Unit. Medical emergency teams (MET) are part of the RRS, and play an 

important role in the provision of timely care to the deteriorating patient. The 

composition of METs varies internationally, but in the Australian setting, the majority 

of are comprised of clinicians with critical care knowledge and skills. Using 

constructivist grounded theory, this study developed a substantive theory to describe 

and explain the role of the Intensive Care nurse within the MET of a tertiary hospital. 

A qualitative research approach used a two-phase constructivist grounded theory 

design to collect data from Intensive Care nurses who had experience attending 

medical emergency team calls. Data were collected through participant observation, 

followed by semi-structured interviews, to develop an in-depth understanding of the 

Intensive Care nurse’s role, the way it is enacted, and their responsibilities within the 

team. In phase one, eight hours of observation of experienced Intensive Care nurses 

attending medical emergency team calls captured the context of the research setting, 

providing a framework for data collection in the next phase. In phase two, 12 

interviews were conducted with Intensive Care nurses, 10 of whom had been observed 

during the first phase. These in-depth interviews facilitated a deeper exploration of 

participant experiences during a MET call. 

This study found that the substantive theory of ‘keeping patients safe’ is a 

fundamental role of the Intensive Care nurse within the MET. Intensive care nurses 

maintain a close physical presence with the patient, and seek to understand their 

needs, providing explanations and reassurance, advocating for them, and protecting 

them from harm.  
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Intensive care nurses utilised a routine framework for decision-making that is 

underpinned by highly developed assessment skills, deep knowledge of emergency 

algorithms and protocols for treating cardiorespiratory changes, and a theoretical 

understanding of the physiology of the deteriorating patient. This informed their 

clinical practice and enabled them to work in an organised and systematic way with a 

reliance on technical skills to assess and monitor the patient. In addition to this, the 

Intensive Care nurse utilised critical thinking skills to ‘figure out’ what is happening 

during a MET call and to make sense of the situation. Intensive care nurses were found 

to draw on a range of critical decision-making skills to inform their practice, which 

included being able to anticipate care, problem solve and question care. This enabled 

the Intensive Care nurse to work in an organised, systematic manner, often under 

pressure in a busy, dynamic environment to deliver care in a timely way.  

Intensive care nurses assumed a nursing leadership role within the MET, which was 

identifiable in, and characterised by, assertiveness, competence and confidence. They 

would direct care by delegating tasks, co-coordinating and prioritising care, and 

keeping everyone on track. Intensive care nurses had a clear understanding of their 

role, which was not always reflected in other team members. Intensive care nurses 

maintained a close working relationship with ward nurses during a MET call. There was 

a mutual reliance on each other’s skill set as they worked collaboratively to promote 

and deliver a high standard of care. The Intensive Care nurse acted as a resource for 

ward nurses, providing support, education, and reassurance. 

This thesis describes the roles and responsibilities of Intensive Care nurses functioning 

effectively as part of the medical emergency team. It provides new insights and an in-

depth understanding of the ways Intensive Care nurses work within the team, and 

makes a significant contribution to our existing understanding of the role. These 

findings have relevance for health care organisations, providers of health professional 

education, and for individuals working in the role. 
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CHAPTER ONE – INTRODUCTION 

It may seem a strange principle to enunciate as the very first requirement in a Hospital 

that it should do the sick no harm.  

Florence Nightingale, 1863 

The profile of hospitalised patients is changing. Increasing life expectancy, ongoing 

advances in medical treatments and improvements in anaesthetic and surgical 

techniques has resulted in older patients, often with chronic health conditions, 

undergoing more complex procedures. At the same time, this has affected hospital 

occupancy, with an increased demand for services and pressure for critical care beds. 

As a consequence, patients on general hospital wards are at risk of experiencing 

clinical deterioration, which may result in increased length of hospital stay or even 

unexpected death (Chalwin et al. 2018). In response to the need to avoid 

unanticipated harm to patients, hospitals have systems in place to recognise and 

respond to deterioration in order to avoid these adverse events. This chapter will 

outline the antecedents to clinical deterioration and discuss the concept of a hospital-

related adverse event. The rapid response system (RRS) will be introduced, and the 

rationale for the development of medical emergency teams (MET) will be discussed. 

The research aims, questions and methodology will also be presented. 

The Quality in Australian Health Care study (1995) reported that 17% of hospital 

admissions were associated with an iatrogenic patient injury, termed an ‘adverse 

event’ (AE). An adverse event is defined as “an injury or complication which results in 

disability or prolongation of hospital stay and was caused by the health care they 

received rather than by the disease from which the patient suffered” (Wilson et al. 

1999, p. 412). Half (50%) of AEs were judged to have a high preventability score. 

Wilson et al. (1999) conducted further research into this area to examine the causes of 

AEs resulting from health care. They found that 35% of AEs were categorised as caused 

by a “complication of, or the failure in technical performance of an indicated operation 

or procedure”, 15.8 % by “the failure to synthesise, decide and/or act on available 

information”, 11.8 % by “the failure to request or arrange an investigation, procedure 

or consultation”, and 10. 9% by “lack of care and attention or failure to attend a 
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patient” (p. 411). The results of this study revealed the need for safer systems of care 

that protect the patient from harm as a result of human error.  

In 2000, the United States Institute for Medicine published a landmark report titled To 

Err is Human, which introduced the concept of health care-related harm to the medical 

mainstream. This report highlighted the significant health and economic impacts of 

medical errors, and proposed a comprehensive approach to improving patient safety. 

It defined safety as “freedom from accidental injury” (Kohn, Corrigan & Molla 2000, p. 

5), and error as “a failure of a planned action to be completed as intended or the use 

of a wrong plan to achieve an aim” (Kohn, Corrigan & Molla 2000, p. 5). Errors that 

result in injury or harm are referred to as ‘preventable adverse events’. In hospital, 

adverse events are usually characterised by severe events such as cardiac arrest, 

unplanned ICU admission, or preventable in-hospital death (Hillman et al. 2005). The 

report recommended that all adverse events resulting in serious injury or death are 

analysed and evaluated to determine if improvements in the delivery of health care 

can be implemented to reduce the incidence of similar events in the future (Kohn, 

Corrigan & Molla 2000). 

Subsequent studies investigated the adverse events in hospitalised patients by 

assessing objective criteria in the hours leading up to the event, and found that AEs 

were frequently preceded by derangements in commonly assessed vital signs (Hillman 

et al. 2001) and by evidence of physiological deterioration. More than 50% of patients 

who died in hospital without a do-not-resuscitate order had severe antecedent 

derangements in vital signs prior to their adverse event (Hillman et al. 2001, p. 343). 

About 70% of patients admitted to an ICU from the general medical ward had vital sign 

abnormalities for at least eight hours prior to ICU admission (Hillman et al. 2001). This 

suggested that many of these adverse events might be preventable if the right care 

was provided in a timely way. Retrospective analysis of the assessment and 

management provided by ward clinicians in the period leading up to the serious 

adverse event found that the escalation of care and subsequent treatment was 

frequently suboptimal (Chalwin et al. 2018). This is attributed to a number of factors, 

such as lack of organisational skills or knowledge, failure to appreciate the lack of 

urgency and failure to seek advice (Chalwin et al. 2018). In response to this, many 
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hospitals have redesigned clinical processes to improve measurement and 

documentation of vital signs that incorporate escalation of care protocols. These 

processes form part of a reactive system for improving the recognition and response of 

clinical deterioration, and is commonly referred to as the rapid response system (RRS). 

RRSs have been developed to provide critical care resources to all hospitalised patients 

who are physiologically deteriorating to a point where there is an imminent risk of 

serious harm (DeVita et al. 2006).  

‘Rapid response system’ is the term used to describe an entire integrated system of 

care that comprises four parts: the afferent limb, efferent limb, feedback loop, and 

administrative or governance component (Jones, DeVita & Bellomo 2011) . The 

afferent limb is designed to identify clinical deterioration of patients and trigger a 

response. This primarily relies on ward-based nursing staff to identify patients who are 

deteriorating and call for help. The efferent limb is the response team, which includes 

personnel and specialised equipment that is brought to the patient. The response 

team is usually comprised of a critical care physician and critical care nurse, though 

various models exist for the composition of response teams, and may use a physician- 

or nurse-led approach (DeVita et al. 2006). It is highly recommended, however, that 

RRTs incorporate personnel with critical care experience (Lazzara et al. 2014). The third 

part of the system is the feedback loop, which collects and analyses data from the 

events. It aims to provide a link between the ‘callers’ and ‘rescuers’ so that events can 

be analysed and strategies can be implemented to prevent deterioration. The final 

component is the governance and administrative limb that serves to organise and 

facilitate the system by updating policies, resourcing the system and maintaining RRT 

training. Each part of the RRS is interrelated and relies on the effective functioning of 

the other parts to ensure the success of the entire system.  

Rapid response teams, or medical emergency teams (METs) as they are also known, 

are components of the efferent limb of the RRS, and have been developed in response 

to suboptimal care of deteriorating patients in the acute care setting. Patients who are 

subject to a MET call or fulfil MET criteria have around 25% higher hospital mortality 

rate, which is approximately 10 to 20 times higher than those not requiring an RRS 
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intervention (Calzavacca et al. 2010). While METs have evolved to become the primary 

means of response, there are alternative models in use. 

In Australian hospitals, there are typically three levels of responses, graded according 

to the level of deterioration: code blue, medical emergency team or rapid response 

team, and ward-based review. A code blue or cardiac arrest call activates a team to 

respond immediately to a cardiac or respiratory arrest (Chalwin et al 2018). Cardiac 

arrest or code blue teams were introduced around 1970, and were essentially the first 

hospital protocol for escalating care for deteriorating patients (McGrath 1987). 

However, several studies published between 1990 and 2002 found that in-hospital 

cardiac arrests were not sudden or unexpected but were preceded by instability that 

was sub-optimally responded to (Jones, Dunbar & Bellomo 2012, p.97).  

The next level of response is the MET or RRT, in which the team is activated when a 

patient’s condition meets pre-defined physiological calling criteria. As previously 

described, the team is usually comprised of senior and expert responders, often from 

ICU, and are expected to reach the patient within five minutes (Chalwin et al. 2018). 

The MET was first described in the literature in 1995 as a proposed model for 

responding to patient deterioration (Lee et al. 1995). The introduction of the MET 

delivered a mechanism for the escalation of care earlier in the trajectory of clinical 

deterioration than cardiac arrest, and supported the premise that early intervention 

improves outcomes. The mortality of patients subject to a MET review (25%) is 

considerably lower than that of cardiac arrest patients (80%) (Jones, Dunbar & Bellomo 

2012). The third level of tiered response refers to ward-based review, where the 

response is activated when the patient displays milder degrees of physiological 

derangement. The responders are usually ward-based treating doctors, under whom 

the patient is admitted and who are required to attend the patient within 20 to 30 

minutes (Chalwin et al. 2018). 

Since the implementation of the first MET at Liverpool Hospital, Sydney, Australia in 

2001, there has been increasing worldwide adoption of comparable systems. The MET 

model is considered the principal paradigm for identification of ward patient 

deterioration and rapid escalation of care (Jones, Dunbar & Bellomo 2012). In 
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Australia, the terms RRT and MET tend to be used interchangeably, while in the United 

States, RRT generally refers to a nurse-led service (DeVita et al. 2006). To maintain 

consistency throughout this thesis, the term MET will be used to describe the response 

team in the study setting. This terminology aligns with Australian health care facilities, 

and as such, Intensive Care nurses in this research setting are members of a MET and 

are familiar with this term. METs have been introduced in multiple hospitals in 

Australia. The Australian Commission on Safety and Quality in Health Care National 

Consensus Statement has mandated that health organisations implement processes 

that recognise and respond to clinical deterioration (ACSQHC 2017). As such, METs 

have become a formal part of all hospitals. 

With METs’ integration into the hospital system, there has been increasing research 

into their effectiveness. Research on the effectiveness of rapid response systems 

(RRSs) has produced conflicting results (Jones 2014; Litvak & Pronovost 2010). The 

‘Medical Early Response Intervention and Therapy’ (MERIT) study is the only major, 

multicentre, cluster-randomised control trial to investigate the benefit of METs, and 

this failed to demonstrate an outcome benefit (Hillman et al. 2005). A systematic 

review by Chan et al. (2010) found that implementation of RRTs was associated with 

significant reductions (33.8%) in non-ICU treated cardiopulmonary arrest rates in adult 

patients. However, these results did not translate to lower overall mortality in this 

group of patients. Similar outcome benefits were also found by Winters et al. (2013) 

and Chen et al. (2014). There is good evidence that implementing a MET leads to a 

reduction in cardiac arrests, potential unexpected deaths and unplanned admissions to 

ICU (Chen et al. 2014; Laurens & Dwyer 2010; Maharaj, Raffaele & Wendon 2015). 

Under the requirement to embed recognition and response systems into the health 

care setting, the hospital where this research took place adopted a MET in 2002. The 

medical emergency team at this hospital is comprised of an ICU physician, medical 

physician, Intensive Care nurse and ward nurse. MET activation is based on the calling 

criteria in Table 1, below. The calling criteria rely on completion of The Adult 

Deterioration Detection System (ADDS) chart (see Appendix Seven: ADDS chart), a tool 

designed by the Australian Commission on Safety and Quality in Healthcare (ACSQHC) 

to detect deterioration that utilises a colour-coded track and trigger system where 
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vital signs are assigned a number. In the study site, the ADDS chart has been adapted 

to reflect the context of care on the various wards. The degree of physiological 

deterioration correlates to the cumulative numerical scores. Once a score of eight or 

greater is reached, a MET activated. Alternatively, if an observation falls within the 

purple area of the chart, a MET is activated per the criteria in Table 1, below. 

Table 1: MET adult trigger criteria 

Adult criteria 

Airway Airway threat 

Tracheostomy problem 

Breathing Difficulty breathing 

Respiratory rate less than/equal to 4/minute 

Respiratory rate greater than/equal to 35/minute 

New drop in oxygen saturation less than 90% 

Circulation Heart rate less than 40 beats/minute 

Heart rate greater than or equal to 140 beats/minute 

Neurological Sudden fall in consciousness  

Seizure 

ADDS chart Any vital sign in the purple zone 

Any Total ADDS Score greater than or equal to 8 

Staff concern Seriously concerned, but patient does not fit above criteria 

The MET model is commonly implemented in Australian and New Zealand hospitals, 

and is considered a reactive system for improving the recognition and response to 

deterioration. Alternative, proactive models utilise ICU liaison services, critical care 

outreach teams and nurse-led activation teams. Critical care outreach (CCO) teams are 

primarily used in the United Kingdom, and are the first responders to deterioration. 

CCO teams are usually led by an Intensive Care nurse consultant, with a team of 

experienced nurses providing 24-hour cover. Critical care medical support is also 

available when required (Priestley et al. 2004). CCO teams also have a role in 

conducting follow-up visits to patients discharged from the ICU. In a number of 

hospitals in Australia, the ICU liaison nurse performs a similar role, and is also a 

member of the MET. The role of ICU liaison nurse and critical care outreach nurse is 
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performed by an Intensive Care nurse, and there is evidence that the presence of 

these roles is associated with a reduction in ICU admissions (Eliott et al. 2012).  

In relation to METs, however, the role of the Intensive Care nurse is not well 

understood, and there is a paucity of research on this subject. Given there is evidence 

that the number of medical emergency calls is increasing, and that patients reviewed 

by the MET are at increased risk of morbidity and mortality (Chalwin et al. 2018), it is 

vital that the role of the Intensive Care nurse and physicians in the MET are 

understood. Understanding the roles and responsibilities of the MET will ensure that 

they are adequately prepared for, and trained in, the elements of medical emergency 

call management for the deteriorating patient. 

Aims and research questions  

This project aims to describe and explain the role of the Intensive Care nurse within 

the medical emergency team of a tertiary-level hospital to develop an in-depth 

understanding of the role and the way it is enacted, as well as their responsibilities 

within the team. The primary research questions are: 

● How do Intensive Care nurses work within a MET? 

● What are the implications of Intensive Care nurses’ ways of working for team 

functioning and patient safety? 

Research approach 

A qualitative research approach using a constructivist grounded theory (CGT) 

methodology was utilised in this study to address the research aims. This approach has 

been chosen because it was the best fit to answer the research questions. CGT also 

aligns with my worldview, or ontological position, and asserts that reality is a multiple, 

socially constructed phenomenon where the “knower and the known are inextricably 

connected to each other” (Gelo, Braakmann & Benetka 2008, p. 4). As a researcher, I 

am currently practising in the clinical area where the study took place, and I work with 

the Intensive Care nurses who participated in the study. As such, I am clinically 
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embedded in the practice area and bring an insider's perspective to the research. This 

approach allows access to the research area and embeds the researcher as an active 

part of the research process. My perspective is taken into account and serves to 

provide an additional construct for the research process. As such, reflexivity is 

acknowledged as a methodological tool in CGT by recognising our taken-for-granted 

assumptions about the world and how they influence our actions as researchers 

(Charmaz 2014). 

In the design of the study, data were collected over two phases using observation of 

MET calls (16 MET calls over eight hours of observation), then 12 in-depth, semi-

structured interviews with Intensive Care nurses who attend medical emergency calls. 

Data were analysed using the CGT methodological processes of initial coding, focused 

coding, constant comparative analysis, theoretical sampling and memoing. This led to 

the co-construction of a core concept. The final step of data analysis was theorising 

and the development of a substantive theory while continuing to constantly compare 

all data.  

Through participant observation and in-depth interviews, I attempted to ‘peel back’ 

the layers and expose the social interactions that were occurring during a medical 

emergency call. I aimed to provide a rich description of Intensive Care nurses' work 

within the MET in order to develop an in-depth understanding of their unique role and 

responsibilities within the team. Grounded theory provided a method that allowed the 

researcher to understand what was happening at this deeper level, much more than 

surface observations or explanations that people may have provided (Skeat 2014).  

Grounded theory (GT) methods provide a framework for qualitative inquiry. Its 

purpose is to generate theory that promotes the understanding of people’s behaviour 

in terms of underlying meaning and change in varying circumstances over time. GT can 

generate interpretation, providing explanations and predictions (Maz 2013). As such, 

GT provides a way to: explore the perspectives of Intensive Care nurses during medical 

emergency calls; discover and explain the meanings behind tasks and interactions; 

examine the relationships between team members; and explore how these relate to 

the members’ own expectations.  
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Grounded theory is different from other qualitative approaches in that the researcher 

attempts to understand and explain things ‘from the ground up’ using the data to build 

up a theory inductively, through a careful process of analysis and comparison. Unlike 

quantitative designs, it does not start with a hypothesis about causes or outcomes, but 

provides an alternative view that focuses on explaining and understanding social 

processes (Skeat 2014). 

CGT is a modern adaptation of GT and acknowledges the place of relativity and 

subjectivity in the research process. This approach emphasises the role of the 

researcher in the construction of grounded theory, and suggests that their interaction 

with research participants should be acknowledged as part of the research reality 

(Charmaz 2014). This version of GT resonated for me as researcher in the practice 

setting and influenced my decision to pursue this type of enquiry. The following 

section will elaborate on this point and describe my epistemological stance in the 

research area.  

The researcher  

A researcher's epistemic stance has a significant influence on their choice of research 

methodology. Epistemology is the “branch of philosophy that explores the origins, 

nature and methods of knowing and the limits of human knowledge” (O'Connor, 

Carpenter & Coughlan 2018, p. 91). As such, epistemology can influence the 

researcher’s worldview and how they interpret different situations. The following 

discussion provides some background about me as the researcher to illuminate my 

epistemological stance and articulate some of my beliefs about the way I work.  

In 1993, I completed my hospital-based nursing training at a large tertiary-level 

hospital. The practical application of nursing knowledge gained through hospital-based 

nursing training provided me with the experience and confidence to work in a variety 

of general ward settings, both overseas and locally. By 1996, I was keen to specialise, 

and the allure of the Intensive Care Unit with all its ‘bells and whistles’ seemed like a 

good place to extend myself professionally. That year, I completed a postgraduate 

Intensive Care certificate, and I have remained in this speciality for the past 25 years, 
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working in a variety of settings around Australia and also overseas. The ICU is a 

dynamic environment, ever evolving as it responds to the increasingly complex needs 

of a growing, longer-lived population. The collaborative, multidisciplinary and dynamic 

environment makes it an appealing place to continue to learn and grow professionally. 

The vulnerable population admitted to the ICU also provides opportunities to deliver 

exceptional care to patients and families, and I have been privileged to have formed 

many meaningful relationships along the way. For this reason, I have remained 

clinically embedded within the department, and have retained several clinical roles. In 

my most recent role, as ICU liaison, I was in a position to work within elements of the 

RRS, primarily assisting ward-based nurses and ICU nurses on the MET. It soon became 

evident that there were deficiencies in this system, and I found myself questioning 

certain elements of my local hospital’s response to these gaps in the service. This is 

where my interest in the research topic began, and from this point I started to 

consider a project that would enable me to pursue this, to understand and address a 

gap I saw in the service.  

As an ICU nurse, I have also attended a vast number of MET calls and believe I have 

extensive experience in caring for the deteriorating patient. I have received no formal 

training on what my roles and responsibilities are during a medical emergency call, and 

have had to rely on my knowledge and assessment skills as an ICU nurse in caring for 

acutely unwell patients. The care requirements of an ICU patient do not always 

prepare you for what you may encounter on a MET call occurring outside the walls of 

the ICU. You are often working under stress, in a complex and dynamic environment 

where the needs of the patient are many and serious. Anecdotal reports from ICU 

nurses suggest that they often feel unprepared and ‘out of their depth’ as they strive 

to deliver safe and competent care during a medical emergency call. This element of 

the system seemed to be underdeveloped, so I decided to work with the educators in 

our department to set up a teaching program to prepare ICU nurses to attend MET 

calls. As we searched for teaching materials to inform the development of the 

program, it soon became apparent that there was very little knowledge about the role 

that Intensive Care nurses play in MET calls, and limited educational resources to 

prepare nurses to work in this space. This topic thus presented itself as a good place to 
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start my research. A review of the literature in this area consolidated this finding and 

identified a gap in scholarly publications that is fully explored in the next chapter. 

Study significance 

Intensive care nurses play a key role in recognising and responding to the deteriorating 

patient as part of the critical care outreach teams and in their role as ICU nurse 

liaisons. In spite of this, little is known about the role of the Intensive Care nurse on 

the medical emergency team. It is evident that the published research investigating 

the role of the ICU nurse within the MET is sparse. Only a few studies have been 

published that provide some preliminary insight into the varied nature of their role. 

These studies have a range of research designs, and generally offer a quantitative 

perspective on the topic. Research to date has primarily focused on the failings of the 

afferent limb and on analysing the efficiency of the efferent limb by evaluating RRTs 

and METs in terms of patient outcomes. Considering the varied nature of MET calls, 

the ad hoc composition of METs and variability in resourcing, it would be difficult to 

apply findings to all clinical settings, and it would be challenging to make local and 

international comparisons. As such, it is imperative that MET members are provided 

with targeted education and training that addresses the technical and non-technical 

aspects of their role and meets the context-specific requirements of their hospital 

setting so that they can act with confidence and competence as effective team 

members. This can only be achieved by understanding the specific roles of team 

members and how these roles are enacted in practice. By answering the research 

questions posed in this study, a better understanding of the roles and responsibilities 

undertaken by the ICU nurse in a MET will be gained. This will assist in the 

development of professional practice standards that outline the required knowledge 

and skills specific to the role, as well as any educational requirements. It is anticipated 

that established practice standards will improve competence and confidence of ICU 

nurses on the team, resulting in enhanced leadership skills during the MET response, 

improved team performance, and better patient outcomes through provision of 

evidence-informed care.  
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In my role as an ICU Clinical Nurse Consultant in the research setting, I am involved in 

this system of care, which is designed to monitor, detect and respond to patient 

deterioration. The MET is a complex system that relies on team members being able to 

function effectively in their roles, and has the potential to significantly improve 

outcomes for our hospitalised patients if it is implemented in the most effective way. I 

have developed a strong interest in this process of care, and in my current clinical role, 

I am in a unique position to conduct research into the MET to strengthen the service 

and improve care for our hospitalised patients.  

Thesis structure 

This thesis is presented in six chapters. This introductory chapter has provided a 

background to the study and situated the research topic within the broad context of 

patient deterioration and the recognition and response systems in place both 

nationally and internationally that are embedded in quality in-hospital care. The 

research aims and questions have been put forward as a reflection of the research 

problem, and the research methodology of CGT has been outlined as an appropriate 

way to explore the role of the Intensive Care nurse within the medical emergency 

team. My role within the research setting has been described, and the significance of 

the study to the local and national context has been set out. 

Chapter Two provides an overview of the relevant literature on the rapid response 

system to situate the research questions in the context of the current understanding of 

the topic. The chapter discusses the rationale and development of the RRS and the 

effectiveness of the system, with a focus on its afferent and efferent limbs; the 

discussion of the afferent limb examines the concept of failure to rescue and the 

factors that influence this, discussion of the efferent limb examines response systems, 

such as critical care outreach teams, ICU liaison nurses, medical emergency teams and 

their activities . The role and function of Intensive Care nurses in patient deterioration 

activation and utilisation is discussed in this chapter. In keeping with the research 

design, this chapter provides a broad understanding of the RRS, and identifies gaps in 

the literature pertaining to elements of the efferent arm and the role of the Intensive 

Care nurse in responding to patient deterioration outside the ICU.  
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Chapter Three introduces the research participants and the context in which the study 

takes place, and details the methodology and study design, including the procedures 

used for data collection and analysis. The research study is positioned within the 

qualitative paradigm, and constructivist grounded theory is the adopted methodology, 

as described by Charmaz (2014). The methodological processes of data collection and 

procedures for data analysis are described, in addition to relevant ethical principles. 

Chapter Four presents the findings of the participant observations, followed by data 

from the semi-structured, in-depth interviews. The findings generated from the two 

methods of data collection—the observation phase, followed by the interviews—are 

presented in two separate parts. The context of a medical emergency call is also 

described in detail as a prelude to an examination of the observation findings. The 

findings are presented under the CGT codes, categories and concepts from which they 

are co-constructed.  

Chapter Five presents an analysis and discussion of the findings. The chapter includes a 

summary of the findings and presents the conceptual framework to show the 

relationship between the key concepts and core concept of patient safety. The 

substantive theory that was co-constructed from the analyses will also be presented. 

The final chapter addresses the research questions in the study and examines the key 

findings. Recommendations and implications for future practice are identified and 

presented in the final chapter. The methodological rigour of the study is also 

evaluated, and limitations acknowledged. The thesis is drawn to a close with 

concluding comments and suggestions for future research.  

Summary  

Intensive care nurses play a significant role in the response to physiological 

deterioration. They are an essential part of the medical emergency team, and have the 

potential to influence team dynamics and patient safety. Previous literature has 

provided some insight into the roles and responsibilities of the ICU nurse on the 

medical emergency team, but this research is limited, and there are few qualitative 

data available to capture what Intensive Care nurses do as they navigate the 
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complexity of a medical emergency call. A research approach that would generate core 

constructs for analysis was required, and constructivist grounded theory was selected 

as a methodology that would provide a theoretical understanding of the social 

processes at play during a medical emergency call. By addressing the research 

questions posed in this study, an enhanced understanding of the role of the Intensive 

Care nurse and their responsibilities in the team will be gained which can inform future 

education and training curricula in this important area of patient safety. The next 

chapter presents a review of the literature and addresses the gaps in knowledge. 
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CHAPTER TWO – LITERATURE REVIEW 

 

The purpose of this chapter is to provide a review of the literature pertaining to the 

Rapid response systems (RRS) of which a medical emergency team (MET) is one part. 

During the review, the relevant literature was critically evaluated to identify the gaps 

that were worthy of further investigation. Since the introduction of the first medical 

emergency team in Australia in 1991, there has been increasing interest in validating 

and strengthening the service. The following review primarily focuses on the rationale 

for and development of rapid response systems, their effectiveness, and an evaluation 

of their two limbs, afferent and efferent. This approach allowed the development of 

research questions that seek to understand how Intensive Care nurses work within a 

medical emergency team in order to advance our understanding of the efferent arm of 

the RRS.  

The perception of the value of conducting a literature review varies considerably 

between traditional and constructivist grounded theorists. Traditional grounded 

theorists do not conduct a review of the literature at the commencement of the study 

and aim to explore the substantive area of inquiry with no predetermined research 

hypothesis (O'Connor, Carpenter & Coughlan 2018). The researcher embarks on the 

research with few preconceptions, and is able to interpret events and happenings with 

no pre-existing hypothesis and (theoretically) no biases (Glaser 1978). According to 

Glaser (1992), this facilitates an unconstrained analysis of the codes emerging from the 

data. In contrast, Charmaz (2014) argues that it is unrealistic to expect researchers to 

start their research without holding particular perspectives and knowledge of the 

given topic. Hence, in constructivist grounded theory the researcher is encouraged to 

undertake a review of the literature prior to data collection (Charmaz 2014). The 

following section describes the method used to conduct this study’s literature review, 

which took a constructivist grounded theory approach. 
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Method  

This literature review was originally conducted in 2016, and took in published material 

from 2006 to 2016 using the databases CINAHL and PubMed. Research published 

during this time captured the most up-to-date work on the RRS. From 2016, ongoing 

literature reviews, as well as manual searches, were conducted to ensure that all 

relevant and contemporary literature pertaining to the RRS was included in the final 

review. Works included from earlier than 2006 includes literature pertaining to the 

background and development of the RRS and seminal works in the field.  

Key terms used for the CINAHL searches included: rapid response team (s); medical 

emergency team (s); clinical decision-making; Intensive Care nurse; and critical care 

nurse (the latter two terms are used interchangeably in practice). Key terms searched 

on PubMed included: hospital rapid response team; medical emergency team; and 

organisation, administration and utilisation (MESH terms).  

Based on an initial review, four key areas were identified relating to background and 

development, the effectiveness of the RSS, and its afferent and efferent limb systems. 

The reviewed literature was organised around these key areas. Literature was included 

if it had been published no more than 10 years prior to the date of the initial review 

(2016), was in the English language, and reported research on adults. Only peer 

reviewed articles, including quantitative and qualitative studies and systematic 

literature reviews, were included. Studies were excluded if they involved neonatal, 

paediatric or obstetric patients. 

This review will begin by examining the rationale for and development of rapid 

response systems in Australia and their impact on patient outcomes. The chapter will 

then review the literature on the afferent and efferent limbs of the RRS. The reasons 

for failure of the afferent limb will then be examined, after which the chapter will 

conclude with an analysis of the efferent limb of the RRS, where the role of the ICU 

nurse will be discussed.  
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Background to the rapid response system 

Jones, Mitchell et al. (2013) conducted a review of the literature from 1960 to 2012 

and found that three to nine per cent of hospitalised patients experience clinical 

deterioration. Deterioration events, such as cardiac arrests or unplanned admissions to 

ICU, are frequently preceded by abnormal vital signs and other evidence of 

physiological derangement. A retrospective analysis of hospital deaths over a six-

month period in 1996 by Hillman et al. (2001) aimed to document the antecedent 

factors in an attempt to identify preventative aspects in the data. The researchers 

clearly demonstrated that 22% of deaths in the study were preceded by arrest and 

21% of deaths were preceded by admission to ICU. Evidence of serious physiological 

abnormalities was documented by ward nurses within eight hours of patients’ death. 

The most prevalent physiological abnormalities documented were hypotension, 

followed by tachypnoea. Andersen et al. (2016) conducted a post hoc analysis of 

prospectively collected data from a large US registry of Intrahospital Cardiac Arrests 

(IHCA) and found that abnormal vital signs were present between one and four hours 

before in-hospital cardiac arrest on hospital wards which led to an increased in-

hospital mortality. These authors found that in-hospital cardiorespiratory arrests may 

not always be sudden and can result in unexpected deaths. If abnormal vital signs are 

recognised and acted upon early in the trajectory of clinical deterioration, many of 

these adverse events may be prevented. This concept of ‘rescue’ for hospitalised 

patients led to the development of the MET to identify and respond to patients who 

are deteriorating on the ward. The MET aims to provide timely critical care resources 

and personnel to initiate effective interventions at the bedside of the patient.  

The first medical emergency team was established at Liverpool Hospital, New South 

Wales, Australia in 1990 (Lee et al. 1995). Since that time there has been a gradual 

uptake of the MET/RRT in Australia and internationally. In 2010, the Australian 

Commission on Safety and Quality in Healthcare (ACSQHC) published a Consensus 

Statement on deteriorating patients, and mandated that all acute care facilities put in 

place a recognition and response system that relies on identification of abnormal vital 

signs. This requirement has become a national standard, and all elements of the RRS 

are evaluated through hospital accreditation.  
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The evidence base regarding recognition and response systems for clinical 

deterioration has matured since the Consensus Statement was originally developed in 

2010, and a revised statement was published in 2017 (ACSQHC 2017). This revised 

version reflects the views of experts in the field, and incorporates findings from a 

literature review conducted from 2010 to 2016. The purpose of the Consensus 

Statement is to provide a national framework so that all health care facilities in 

Australia adhere to an agreed standard of practice for recognising and responding to 

acute physiological deterioration. The Consensus Statement includes eight essential 

elements that require implementation at local and organisational levels. Locally 

delivered requirements include: the clinical processes of measurement and 

documentation of vital signs and other physiological observations; processes for 

escalation of care; rapid response systems; and standardised approaches for 

communicating for safety. Organisational prerequisites include: leadership and 

governance; education and training; evaluation, audit and feedback; and systems to 

support high quality care (ACSQHC 2017). The successful implementation of locally 

delivered requirements relies on the effective functioning of organisational elements.  

It is beyond the scope of this literature review to examine all elements of this safety 

framework. Rather, the clinical processes related to the afferent and efferent limbs will 

be examined in detail, because this is the focus of much of the literature on the RRS. 

The afferent processes relate to measurement and documentation of vital signs and 

escalation of care. Efferent processes relate to rapid response systems. Rapid response 

systems include clinicians or teams located within the hospital that provide emergency 

assistance, and may include a medical emergency team, nurse-led rapid response 

system, critical care outreach services, or Intensive Care liaison services (ACSQHC 

2017). The type of rapid response system implemented varies between health 

organisations, being dependent on local service delivery requirements. The effect of 

rapid response systems on patient outcomes has been extensively researched and has 

produced some conflicting data that will be presented in the next section.  
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The effect of the RRS on patient outcomes 

The effect of the rapid response system has primarily been evaluated using the 

outcome measures of inpatient mortality and in-hospital cardiac arrests. Hospital 

mortality of patients receiving a medical emergency call is high, with a median 

mortality near 25% (Calzavacca et al. 2010; Churpek et al. 2017). With the increased 

introduction of METs and RRTs internationally there has been an increasing amount of 

research in this area in an attempt to quantify the benefits to patients and justify the 

increased cost of resourcing an RRS (Lyons, Edelson & Churpek 2018).  

A number of observational studies have been conducted that have reported a 

decrease in mortality with an RRS (Jung et al. 2016; Maharaj, Raffaele & Wendon 2015; 

Kollef et al. 2017), but these findings have not been consistently reflected in other 

studies. Chan et al. (2008) conducted a large prospective hospital study before and 

after implementation of a rapid response team to determine hospital-wide rates of 

cardiac arrest codes and mortality. The authors concluded that RRT implementation 

was not associated with reductions in hospital-wide codes or mortality. These findings 

were further supported by a systematic review and meta-analysis undertaken by Chan 

et al. (2010), which concluded that there was not enough robust evidence to support 

the effectiveness of RRTs in reducing hospital mortality. The observational pre and 

post nature of the study by Chan et al. (2008) created limitations relating to the 

possibility of residual confounding elements and the Hawthorne effect. In addition, the 

complex and variable nature of the RRS creates methodological problems that affect 

study design and outcomes. These include the inability to randomise at an individual 

patient level, lack of equipoise, challenges in reproducing human behaviour and 

variability in baseline performance, activation triggers, variable call rates between 

hospitals, and the training and expertise of RRS team members (ANZICS 2016, p. 11). 

Because of this, only two randomised control studies have been conducted evaluating 

the effect of the RRS and MET on patient outcomes. In 2004, Priestley et al. conducted 

a ward-randomised trial introducing a critical care outreach program into a general 

hospital and found that this component of the RRS reduced hospital mortality. In 2005, 

the Medical Early Response Early Intervention study (MERIT) investigators conducted a 

multicentre, cluster randomised controlled trial of METs and failed to demonstrate an 
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outcome benefit in terms of unexpected cardiac arrest, unplanned ICU admissions, or 

unexpected death (Hillman et al. 2005). In this trial, the control hospital did not have a 

MET and utilised existing cardiac arrest teams, but half of the calls were not associated 

with a cardiac arrest, which would suggest that some type of RRS was being 

implemented, thus narrowing the gap between the control and intervention arms. In 

the intervention arm, activation rates were low, which suggests that MERIT was 

underpowered for the outcome of interest (Lyons, Edelson & Churpek 2018). This 

highlights the importance of the RRS dose which refers to the relationship between 

dose of therapy (RRT activation rates) and response to such therapy (patient 

outcomes). For an intervention to be effective and improve outcomes, there has to be 

an adequate dose to achieve the desired effect. Inconsistent activation of the RRS can 

be referred to as ‘underdosing’, whereas higher utilisation (or a higher ‘dose’) of the 

RRS has been associated with improved patient outcomes (Jones, Bellomo & DeVita 

2009). 

There is considerable evidence that RRS activation is associated with a reduced rate of 

cardiac arrests on the wards and an overall reduction in in-hospital cardiac arrests 

(Chan et al. 2008; Maharaj, Raffaele & Wendon 2015; Kollef et al. 2017). These findings 

have provided justification to invest resources to improve this system of care. 

Other patient outcome measures such as longer-term mortality and hospital length of 

stay are less well understood. However, it is possible that a rapid response activation 

resulting in transfer to ICU could result in increased length of stay in the ICU (Lyons, 

Edelson & Churpek 2018), thus increasing the cost of hospital care. 

There is convincing evidence that RRS activations increase the number of patients 

designating do not resuscitate (DNR) status. In five to 22% of RRS calls, a treatment 

limitation order was considered appropriate, though this was only documented and 

instituted in four to ten per cent of cases (Jones et al. 2013). In many cases, a medical 

emergency call triggers a sentinel event, which fosters consideration of appropriate 

goals of care. If transfer to a higher level of critical care is considered inappropriate or 

futile, a transition to palliative care may be the best option. In this way, RRS 
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implementation has led to improved documentation around end-of-life care, and 

initiation of palliative care and comfort measures (Smith et al. 2014). 

The RRS has been clearly shown to increase early recognition of clinical deterioration 

and to facilitate prompt and effective interventions for patients who are showing early 

signs of deterioration on the ward. These early interventions are primarily delivered by 

METs, and have been shown to reduce the occurrence of adverse events such as 

cardiac arrests. In Australia, a national approach has been adopted to standardise the 

recognition and response to deterioration. The NSQHS standards have matured since 

they were introduced in 2010, and the current recommendations reflect recent 

findings from the literature.  

The next section discusses the afferent limb of the RRS, and examines the implications 

of ‘underdosing’ through inconsistent and delayed RRS activation.  

The afferent limb 

As previously stated, an RRS is comprised of four parts: the afferent limb, efferent 

limb, feedback loop, and administration and governance. The term ‘afferent’, defined 

in the Encyclopaedia and Dictionary of Medicine and Nursing and Allied Health as 

‘conducting toward a centre or specific site of reference’ (Miller & Keane 1987, p. 28), 

is the first part of the system that detects deterioration and activates the team. The 

term ‘afferent limb’ is used extensively in the literature on the RRS to describe the 

processes that detect and initiate a call for help. The afferent limb relies on a 

protocolised process to identify clinical deterioration of patients, based on the 

detection of physiological abnormalities in routine vital signs, and to trigger a 

response. This arm primarily relies on ward-based nursing staff to identify patients 

who are deteriorating and activate a call for help. The four components that comprise 

the RRS need to work reliably and effectively, responding and reacting to each other in 

a cyclical pattern. The effectiveness of this entire system of care depends on the 

optimal and reliable performance of each limb, and any area of weakness will reduce 

the effectiveness of the RRS (Subbe & Welch 2013).  
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If processes within the afferent limb are ineffective and unreliable, failure of the limb 

is inevitable. ‘Failure to rescue’ is defined as the “inadequate or delayed response to 

clinical deterioration in hospitalised patients” (Subbe and Welsh 2013, p. 6). Failure of 

the afferent limb is found to be associated with adverse outcomes, including death, 

particularly when the duration of the afferent limb failure is long (Barwise et al. 2016; 

Calzavacca et al. 2010). These findings are supported by Chen et al. (2015), who tested 

the hypothesis that delay in responses to physiological deterioration in hospital ward 

patients of more than 15 minutes is associated with increased mortality. They analysed 

data from the MERIT study (Hillman et al. 2005)—a cluster randomised controlled trial 

(conducted January to December 2004) of rapid response team (RRT) (intervention) 

versus conventional care (control)—and found that almost one third of the calls were 

delayed, which led to an increased risk of unplanned admissions to ICU and an 

increased risk of death. Even though the MERIT study was underpowered to achieve 

an outcome benefit of interest, analysis of the intervention arm did highlight the 

importance of receiving timely interventions when MET call triggers are first reached. 

The MERIT study was conducted in 2004, and since then RRTs have become 

established systems in hospitals worldwide. RRTs have become entrenched within our 

hospitals’ culture, and are widely acknowledged to bring a positive effect to ward 

nurses (Williams et al. 2011). However, despite the positive attitude to and maturity of 

these systems, several studies still report a large proportion of delayed calls of 

between 20 and 50% (Boniatti et al. 2014; Calzavacca et al. 2010; Petersen, Rasmussen 

& Rydahl-Hansen 2017).  

The literature suggests that the ineffective functioning of the afferent limb results in 

delayed activation of the medical emergency team and subsequent delays in treating 

clinical deterioration. This is independently associated with higher mortality and an 

increase in adverse events. The next section of this chapter examines the reasons why 

failure of the afferent limb occurs by examining the concept ‘failure to rescue’.   
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Failure to rescue 

The reasons for failure of the afferent limb are multifaceted. They rely on complex 

systems of human activities that can be affected by anthropological, organisational, 

political, logical and administrative factors (DeVita et al. 2006). This next section will 

examine these factors in detail and review their influence on the effective functioning 

of the afferent limb that can lead to failure to rescue. The factors will be discussed 

under the headings of social and institutional factors, rapid response team 

characteristics, role ambiguity, interprofessional team dynamics, and vital sign 

measurement. 

Social and institutional factors 

Social and institutional factors shift the focus on ‘failure to rescue’ to the social 

practice of ‘rescue’ at the micro level and the institutional conditions that shape 

delivery of the RRS. These factors are influenced by ward nurses’ experience levels, 

training, education, organisational hierarchy, staff work load, and unit culture (Davies 

et al. 2014; Shearer et al. 2012). 

The afferent limb resides within the general ward, and relies on nurses to engage in a 

process to assess patients for deterioration, identify and report abnormalities, and 

activate a MET call so that the correct treatment can be provided in a timely way. 

Nurses spend the majority of time in direct contact with patients and are the main 

group of clinicians who activate the MET. Two separate surveys of ward nurses 

revealed a positive attitude toward the MET service, with a positive and significant 

relationship found between years of nursing experience (Salamonson et al. 2006) and 

level of education and MET activation (Pantazopoulos et al. 2012). The Australia-based 

study by Salamonson et al. (2006) found that experienced nurses are more likely to be 

confident in their decision-making abilities and rely on previous experiences to make 

clinical judgements. Experienced nurses may be less concerned about how others 

perceive them, while less experienced nurses are more dependent on colleagues for 

support and advice (Massey, Chaboyer & Anderson 2017). The US study by Wynn, 

Engelke and Swanson (2009) supports this finding by demonstrating that nurses who 

made MET calls without consulting a colleague (independent callers) were almost five 
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times more likely to have a bachelor’s degree, and almost four times more likely to 

have more than three years of experience. As such, the employment of nurses with 

bachelor’s and higher degrees in hospitals has the potential to improve patient 

outcomes (Schmid et al. 2007). It is worth noting that previously cited studies 

identifying education and experience as important factors in enabling ward nurses to 

recognise deterioration have been conducted in different health care settings around 

the world. As such, the findings may be influenced by variation in education programs 

and differing RRS models.  

A UK study conducted by Williams et al. (2011) used focus groups to assess nurse 

perceptions of the RRT. They found that nurses perceived the RRT positively, and that 

participants strongly supported the continued use of RRTs. The findings suggest that 

having an RRS can increase nurses’ sense of autonomy, their use of intuition, and their 

own personal knowledge of patients’ conditions and situations (Williams et al. 2011). 

Nurses are enabled to bypass the traditional medical hierarchy and access immediate 

assistance when required. Parker (2014) investigated the decision-making of RNs 

working in medical and surgical units regarding RRT activation using the Nurse Decision 

Making Instrument (NDMI). This model classifies the decision-making during RRT 

activation into one of three categories: analytic, analytic/intuitive, or intuitive. Analytic 

decision-making relies on collecting and interpreting data to confirm or disprove a 

hypothesis, whereas intuitive decision-making relies on “understanding without 

rationale” (Benner &Tanner 1987, p.23) or intuition to guide decision-making. Parker’s 

study indicated that RNs who use analytic decision-making activated the RRT with 

greater frequency than either intuitive or mixed model decision-makers. The RNs who 

relied on analytical decision-making were older and had more years of experience than 

mixed model or intuitive decision-makers. As staff gain experience in caring for 

deteriorating patients, they are better able to predict patterns of deterioration and 

anticipate problems (Ede 2020). According to Benner & Tanner (1987) these are also 

elements of intuitive decision making and are frequently observed in the experienced 

nurse. 

It is clearly evident from the literature that older and more experienced nurses are 

more likely to engage with the MET system. So, what stops less experienced and junior 
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nurses from calling for help? The reasons for this remain unclear, but are thought to be 

related to a variety of factors, including unit culture, team characteristics, and RRS 

knowledge (Astroth et al. 2013). Unit cultures that provide strong and consistent 

support for calling METs result in increased utilisation (Donaldson et al. 2009). 

Participants who receive support and encouragement to call the MET gain confidence. 

If a nurse was unsure whether to activate the MET, they were encouraged to seek 

advice from a nursing leader (Astroth et al. 2013). Leadership and support were also 

identified as important factors that can support or inhibit MET activation. The culture 

of seeking support to validate clinical decisions and actions may actually impede the 

MET process and prevent the timely escalation of care (Massey, Chaboyer & Aitken 

2014).  

Rapid response team characteristics 

The social interactions between and ways of communicating among ward staff and 

MET members can influence MET utilisation. Ward nurses have described negative and 

positive interactions with RRT members. Astroth and colleagues (2013) found that 

ward nurses generally valued the expertise provided by the critical care nurses, and 

many positively evaluated their communication styles as professional, caring and 

supportive. The influence of a friendly, approachable style of communication that 

encourages collaborative team input about treatment decisions can allow nurses to 

improve their knowledge around the care of critically unwell patients (Jones, Bellomo 

& DeVita 2009). Conversely, some ward nurses described negative interactions in 

which MET members were condescending towards them and had unrealistic 

expectations of their role (Petersen, Rasmussen & Rydahl-Hansen 2017; Astroth et al. 

2013). The role confusion between team members may manifest in a reluctance 

among bedside nurses to identify themselves as part of the team. As such, nurses may 

not feel valued or acknowledged as an important part of the MET response. Bedside 

Registered Nurses and RRT nurses frequently do not share the same perception of how 

the RRT functions, and may exhibit different perceptions about their roles (Beebe, 

Bawel-Brinkley & O’Leary-Kelley 2012; Massey, Chaboyer & Aitken 2014). This can also 

be a source of conflict, and can interfere with effective communication within the 

team (Beebe, Bawel-Brinkley & O’Leary-Kelley 2012). Massey, Chaboyer and Aitken 
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(2014) also identify this as a major theme in their study, in which participants admitted 

to resisting calling a MET because they were anxious about the potential consequences 

of being criticised for either making a call that might be perceived to be ‘unnecessary’ 

or failing to recognise a seriously unwell patient. Questioning a nurse’s clinical or 

professional judgement can evoke negative feelings, leaving ward nurses feeling like 

they are being ‘told off’. This can pose a threat to their perceived level of competence 

and can affect confidence in their decision-making and a reluctance to activate a MET 

call. A study by Currey et al. (2018) explored the perceptions of critical care clinicians 

who had experience attending to deteriorating patients on the ward, and found that 

intimidation continues to be perpetrated by some MET clinicians. Nurses in this study 

ranked fear of criticism and retribution for inappropriate escalations of care as their 

highest concern across all discussion topics. This leads to junior clinicians being 

disempowered to escalate care and erodes their confidence in making clinical 

decisions and communicating their concerns to more senior medical staff.  

Role ambiguity 

Role ambiguity and a clear lack of understanding about team roles within the RRS and 

knowledge of RRS policies and processes can also function as a barrier to RRT 

activation. A study by Smith et al. (2019) found that protocols in the UK infrequently 

specified clinician roles and responsibilities of team members. This leads to role 

confusion, lack of accountability for patient care, and unclear management plans 

(Dixon-Woods & Pronovist 2016). Nurses and allied health clinicians are 

underrepresented at policy level, which suggests that their roles are poorly 

understood and under-recognised (Sprogis et al. 2020). Policy documents do not 

acknowledge the role that ward nurses play in the management of pre-MET events. 

Considine et al. (2018) found that nursing interventions and nurses’ autonomy 

infrequently featured in RRS protocols, despite the application of nurse-initiated 

interventions to manage deterioration prior to escalating care. Considering that ward 

nurses are the predominant users of the system, their role in managing deteriorating 

patients appears to be devalued. There also appears to be a lack of knowledge of 

existing policy documents on the RRS. In a study by Jenkins, Astroth and Woith (2015), 

half of the ward nurses surveyed had not received adequate continuing RRT education. 
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Most institutions provide mandatory RRS training during orientation, but few 

participants received any ongoing reinforcement of RRS processes and training on 

patient deterioration. This can result in lack of knowledge of local policies and 

guidelines on RRS, documentation requirements, and the role of the primary nurse 

during the event (Astroth et al. 2013). Jenkins, Astroth and Woith (2015) also suggest 

that critical care nurses who are members of the RRT also need more education to 

develop effective professional communication skills. The unique relationship that 

exists between the ward staff and responding ICU nurses is pivotal to ensuring the 

effectiveness of the RRT. When the knowledge and skillsets of the ICU nurses and ward 

nurses are combined, they are seen to work collaboratively to prevent further 

deterioration. This interchange is described as ‘role synergy’, and involves a 

“collaborative sharing of relevant information to address their mutual goal of 

responding to patient needs” (Leach, Mayo & O'Rourke 2010, p. 13). It is an important 

interaction that warrants further investigation, as it forms the basis of effective 

communication and interprofessional respect within the team who are responding to 

avert an adverse event. 

Interprofessional team dynamics  

Delays in activating the RRT and responding to deterioration are also related to 

boundaries within medical teams. Hierarchical relationships between specialist and 

generalist medical teams can contribute to delays in response, as specialist medical 

practitioners set and control caseload boundaries (Mackintosh, Humphrey & Sandall 

2014). This may create a culture where it is the preference of the ward nurse to notify 

the home team physicians before activating the RRT. This claim is supported by a 

number of studies. Williams et al. (2011) reported that most nurses (76–80%) would 

call the physician first, which ultimately delays RRT activation. An earlier study by 

Jones et al. (2006) produced a similar result, and found that, despite a MET protocol, 

72% of nurses suggested that they would call the covering doctor before calling the 

MET. This suggests that medical and nursing staff are reluctant to breach the 

traditional hierarchical system of patient management that involves initial notification 

of the most junior member of medical staff. It could be argued that junior doctors are 

not the most appropriate health personnel to be responding to an acutely unwell 
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patient. For junior doctors, calling for help was observed to be a complex judgement 

that balanced their need for clinical autonomy and respect with an understanding of 

consequences related to self, senior colleagues and patients (Kitto et al. 2015; Stewart 

2008). Work by Chua et al. (2020) suggests that doctors do not always follow 

protocols, and frequently manage cases on an individual basis. As such, violations of 

escalation protocols are socially sanctioned. Use of clinical judgement and discretion is 

considered a valid way to activate the medical emergency team, as opposed to 

exclusive reliance on the predefined MET calling criteria (Kitto et al. 2015; Chua et al. 

2020).  

Findings by Chua et al. (2020) highlight communication difficulties between junior 

doctors and nurses. Junior doctors reported that most nurses were unable to 

succinctly communicate patient deterioration and had difficulty convincing junior 

doctors to review a deteriorating patient based on an intuitive ‘worried’ criterion in 

the absence of any objective data. This reliance on objective data risks devaluing 

intuitive and subjective judgements and highlights a fundamental difference between 

the nursing and medical professions, which values objective and rationalist knowledge 

(Krishnan 2018; Mackintosh & Sandall 2010). The study by Chua et al. (2020) reinforces 

this finding, and suggests that decisions to activate the medical emergency team were 

influenced by a culture of medical dominance whereby the medical profession exerts 

authority over other health care professions. This was evident in less experienced 

nurses in the study by Chua and colleagues (2020) viewing themselves as subservient 

to doctors, and as such finding it difficult to speak up if they disagreed with the 

medical management plan. 

Work by Shearer et al. (2012) investigated the reasons why clinicians fail to follow 

escalation protocols. They conducted a multi-method study using a point prevalence 

survey to determine incidence of abnormal bedside vital sign observations and 

activation of the RRT by clinical staff; a prospective audit of all patients experiencing an 

adverse event or death over an eight-week period with structured interviews to 

explore the cognitive and sociocultural barriers to calling the RRS. They found that the 

RRT was not activated in 42% of cases, despite most (69%) of these patients meeting 

single physiological criteria for activating the RRS. Retrospective interviews with 91 
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staff involved in missed RRT calls found that the most common reason for failure to 

activate the RRS was that the ward staff felt that the clinical situation was under 

control and that the patient could be safely managed in the ward setting. Guinane et 

al. (2013) made similar findings, a retrospective chart audit of 568 patients showing 

that 82 patients (14%) had documented vital signs fulfilling MET criteria, but that only 

four per cent of these patients had a documented MET review. Alternative escalation 

processes included referral to the treating team doctor in 36% of cases and 

implementation of a nurse-initiated intervention in 64% of cases. These findings 

suggest an underestimation of the clinical significance of the physiological 

derangement in the presence of MET call criteria (Jones et al. 2006). The second most 

common reason was that the critical care team had previously reviewed the patient 

but had no critical care beds available (Shearer et al. 2012).  

Petersen, Rasmussen and Rydahl-Hansen (2017) also found that ward nurses failed to 

follow early warning scoring protocols due to a lack of resources and an inability to 

provide adequate monitoring during busy periods and on night shift. High workloads 

and low staffing levels are increasingly being cited as reasons for failure to adequately 

monitor deteriorating patients. This is supported by Redfern et al. (2019), who found 

that having lower numbers of Registered Nurses led to a higher rate of missed vital 

sign observations. High workload leads to sensory overload and a reduced mental 

capacity to respond to deterioration, directly affecting an individual’s situational 

awareness (Ede 2020). Low staffing levels can also delay responses to patient 

deterioration. Medical teams struggle to prioritise and meet their competing 

responsibilities in relation to the operating theatre, outpatient clinics, and ward 

rounds. This results in delayed reviews, particularly overnight, when staff levels are 

minimal (Treacy & Stayl 2019). This has a direct impact on nursing workloads, as nurses 

carry the burden of repeatedly operationalising back-up pathways in the absence of a 

timely response from doctors (Twigg et al. 2019).  

Vital sign measurement 

Failure to rescue has also been linked to vital sign measurement by nurses that is often 

inconsistent, incomplete, and relies on poor and potentially unreliable monitoring 
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equipment (Subbe & Welch 2013; Hands et al. 2013). This results in the nurse failing to 

detect and recognise physiological alterations in deterioration (Tee et al. 2008). In an 

attempt to improve this, track and trigger systems have been developed which grade 

physiological abnormalities in vital signs to provide a total numerical score. Once a 

threshold value is reached, the abnormal score becomes a trigger to escalate care to a 

higher level. The implementation of track and trigger systems has resulted in a 

reduction in cardiopulmonary arrests of more than 50% in many hospitals (Subbe & 

Welsh 2013). Anecdotally, the introduction of a track and trigger system (see Appendix 

seven) at the hospital in which I am employed led to a 500% increase in the number of 

MET calls compared to the preceding 10 years. The advantage of using these systems 

to document physiological parameters is that they rely on the clinician to perform a 

complete set of observations, including respiratory rate, thus increasing reliability of 

monitoring (Odell et al. 2007). Respiratory rate is considered the single most important 

vital sign, and increases in respiratory rate are one of the earliest signs of deterioration 

(Cretikos et al. 2008). Track and trigger systems provide quantifiable evidence of 

patient deterioration, as well as a common language for clinical staff to communicate 

their concerns (Andrews & Waterman 2005).  

Automated monitoring systems are increasingly being used in health care facilities to 

record vital signs and facilitate an automated trigger. They have the potential to 

reduce response times and enable more efficient monitoring with improved adherence 

to monitoring frequency (Petersen, Rasmussen & Rydahl-Hansen 2017). A study by 

Johnston et al. (2014) also found that staff felt electronic vital signs systems increased 

the accountability for patient illness, with acutely unwell patients being everyone’s 

responsibility. However, this can also reduce individual accountability for managing 

patients, and there is the risk that patient problems get passed from one clinician to 

another (Currey et al.2018). 

Track and trigger systems are not without risk, and there is mounting evidence that 

even when a full set of observations are taken and recognised as abnormal, there is a 

poor understanding of risk, as well as potential delays in reporting the abnormality to a 

suitably skilled responder (Steward 2008). This was evident in a study by Ahn et al. 

(2020), where MET activation was primarily based on electronic record screening. The 
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authors reported that early warning scores had poor predictive power for 28-day 

mortality in patients who activated a MET call, and suggested that their early warning 

scoring system may be inadequate for interpreting the severity and prognosis of 

patients who activated the MET. This highlights the importance of experience and 

clinical judgement to validating objective assessment findings (Bingham et al. 2020).  

As previously stated, track and trigger systems package vital signs into a quantifiable 

tool that is used to detect deterioration. However, these systems also need to include 

other, less quantifiable patient variables that can also indicate early signs of 

deterioration. These factors are referred to as the ‘soft signals of deterioration’ and 

include skin pallor, respiratory pattern, blood loss, personality change, skin temperate, 

and fatigue (Donohue & Endacott 2010). In many cases, these signs are evident before 

a trigger is reached. As such, staff have to wait for quantifiable evidence of 

deterioration to occur before being able to escalate care (Andrews & Waterman 2005). 

The detection of these ‘soft signals’ and the ability to detect and respond to subtle 

changes in a patient’s condition relies on highly tuned assessment skills, continuity of 

care, and knowing the patient (Mc Donnell et al. 2013). 

Cultural expectations and hierarchical boundaries reinforce the misconception that 

deteriorating patients can be safely and capably managed on the ward. A study by 

Chua et al. (2013) confirmed this as they explored the experience of frontline enrolled 

nurses (ENs) (Division 1 nurse) of deteriorating ward patients. They found that, while 

participants were able to detect vital sign abnormalities, they professed a lack of 

understanding of the cause of the derangements and deterioration that could result in 

delayed communication of these findings to more senior staff. This is an ongoing 

concern, as many hospitals are increasing their use of enrolled nurses who work at the 

frontline and, in many settings, spend more time with the patients than the more 

qualified staff do. ENs are in a key position to recognise, interpret and respond to 

changes. A study by Mackintosh, Humphrey and Sandall (2014) found that the taking 

of observations was viewed as ‘dirty work’, and as distinct from the higher order 

interpretative work of diagnosing. The hierarchical structure of nursing work means 

that nurses are delegating this ‘dirty work’ to ENs and health care assistants. These 

types of role support the nursing team in the delivery of nursing care. They work under 
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the direct supervision of a Registered Nurse and assist in activities such as taking vital 

signs, showering, toileting, and handling and positioning of patients (NSW Department 

of Health 2019). As such, Registered Nurses (RNs) are distancing themselves from the 

routine task of taking patients’ vital signs which reduces bodily contact. A disconnect 

ensues, as nurses are ultimately accountable for escalating care concerns, and are 

reliant on the health care attendant's ability to offer a clear verbal and written 

explanation of the patient’s changing condition (Mackintosh, Humphrey & Sandall 

2014).  

Vital sign measurement and documentation, and the use of track and trigger systems 

also rely on the implementation of escalation protocols. An escalation protocol sets 

out the organisational response required to manage the different levels of vital sign 

abnormality, and variation in other physiological observations and assessments. The 

response may include appropriate modifications to nursing care, increased monitoring, 

notification of the nurse in charge of the ward, review by the attending medical officer 

or team, or activating the MET (ACSQHC 2017). Reporting of physiological 

abnormalities and activating escalation protocols has been found to be the weakest 

link in the chain of survival of a deteriorating patient (Subbe & Welch 2013). As 

previously stated, the reasons for failing to follow protocols are complex, and are 

influenced by poor understanding of risk, cultural boundaries, and hierarchical 

communication styles.  

Several studies have investigated the utilisation of escalation protocols. Bingham et al. 

(2015) found that the escalation was not documented for about half of the patients 

who met clinical review criteria, despite the clarity of escalation procedures on the 

graphic observation chart where vital signs were recorded. It is important to note that 

some escalation of care may have occurred, but there was no documentation 

pertaining to it. Hands et al. (2013) also demonstrated poor compliance with the vital 

signs monitoring protocol, and found that the pattern of vital sign recording was 

variable across the study hospital and did not comply with requirements determined 

by escalation protocols to increase patient monitoring. Petersen, Rasmussen and 

Rydahl-Hansen (2017) reported similar findings in that the escalation protocol was only 

followed in eight per cent of cases and only 50% of patients who fulfilled MET criteria 
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were reviewed by the MET. Possible reasons put forward by the authors include: 

inadequate staffing levels; unavailability of monitoring equipment; and the need to 

carry out other clinical activities.  

Despite the maturity of the RRS, failure to rescue remains a significant issue that 

harms patient outcomes by increasing mortality. The reasons for failure of the afferent 

limb are multifaceted, and rely on complex systems of human activities that can be 

affected by cultural, organisational, political, logical and administrative factors. For this 

reason, much of the research into the RRS has been focused on the needs of the 

afferent arm. Further service improvements, however, must also consider ongoing 

medical emergency team training for ward-based nurses on rapid response system 

processes, documentation, recognising signs of deterioration, and appropriate 

escalation of care.  

The next section of this chapter examines the efferent limb of the RRS, with a 

particular focus on the different types of rapid response providers. Critical care 

outreach teams, rapid response teams and medical emergency teams will be discussed 

in terms of team composition and role utilisation. 

Efferent limb 

‘Efferent’ is defined as “conducting or progressing away from a centre or specific site 

of reference” (Miller & Keane 1987, p. 394). The efferent limb is activated in response 

to the afferent limb, and refers to the team and equipment summoned to the 

deteriorating patient. There is international variation in efferent team composition. 

The UK, US and Australia all respond to clinical deterioration using differing models of 

care within an RRS. These approaches will be discussed in the following section under 

the headings of critical care outreach and team composition.  

Critical care outreach  

In the United Kingdom, critical care outreach (CCO) teams are typically comprised of 

ICU-trained nurses working in close collaboration with ICU physicians, and are the first 

responders to patient deterioration (DeVita et al. 2006). They also function as an 
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extension of the afferent limb and perform follow-up visits on patients discharged 

from an Intensive Care Unit. This ongoing surveillance serves to promote a proactive 

approach to detecting potential deterioration (Endacott & Chaboyer 2006). It also has 

the potential to promote collegial and supportive relationships between (ward-based) 

afferent and (ICU-based) efferent limbs to reduce the delays in calling for help. 

Priestley et al. (2004) conducted a large randomised controlled trial investigating the 

effectiveness of critical care outreach in a large UK general hospital. They found that 

during the phased introduction of a CCO service there was a statistically significant 

reduction of in-hospital mortality in wards where the service operated compared with 

those where it did not.  

In Australia, the ICU liaison nurse performs a similar role with regard to ICU follow-up, 

surveillance and clinical support for ward nurses, and in many hospitals, they form part 

of the MET. In a study of hospitals that operated both a MET and an ICU liaison service, 

the ICU liaison nurse was a member of the MET in 68% of the 25 hospitals studied 

(Eliott et al. 2012). The Australian Intensive Care Liaison Nurse Forum (2012) 

investigated the uptake and caseload of ICU liaison services and found that 21.7% of 

patient reviews were associated with an RRT review. A follow-up study in 2015 

investigating the characteristics and outcomes of patients reviewed by the Intensive 

Care Unit Liaison Nurses found that 31% of their workload consisted of initial patient 

reviews that occurred during or shortly after an RRT review (Intensive Care Liaison 

Nurse Forum et al. 2015). A recent study by McIntyre et al. (2019) reported similar 

findings, in that one third of patient reviews by the ICU liaison nurse occurred during 

or after an RRT review. These studies reflect increasing utilisation of this role in RRT 

activations.  

A number of qualitative studies have examined the role and scope of practice of 

critical care outreach teams and ICU liaison nurses (Endacott & Chaboyer 2006) which 

provide a good understanding of their impact on the RRS.  

The role of an ICU liaison nurse is undertaken by an experienced critical care nurse, 

and elements of the role appear to align with the nurse practitioner standards of 

practice outlined by the Nursing and Midwifery Board of Australia. Nurse practitioner 
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roles require extensive post-graduate clinical experience and a qualification at Masters 

level. Nurse practitioners have the ability to assess and diagnose health problems, 

order and interpret diagnostic investigations, formulate and assess responses to 

treatments plans, prescribe medications, and refer to other health professionals (ACNP 

2019). As such, the ICU nurse liaison role fulfils many requirements of the nurse 

practitioner’s scope of practice. ICU liaison nurses need advanced practice skills as 

evidenced by the requirements of critical thinking and advanced assessment (McIntyre 

et al. 2019). A recent prospective observational study found that most of the 

interventions performed by the ICU liaison nurse were not complex in nature and were 

related to non-technical skills such as communication and education (McIntyre et al. 

2019).  

While the ICU liaison nurse has an increasingly important role in RRT activation and 

utilisation, the majority of Australian hospitals use a medical emergency team to 

respond to the deteriorating patient. The composition of medical emergency teams is 

discussed in the next section. 

Team composition 

In Australia, RRTs and METs tend to be used interchangeably, whereas in the United 

States ‘RRT’ usually refers to a nurse-led team (DeVita et al. 2006). Some Australian 

and New Zealand hospitals have also adopted critical care nurse-led teams, though 

trials in these countries do not support nurse-led over doctor-led teams in terms of 

patient outcomes (Maharaj, Raffaele & Wendon 2015). Aitken et al. (2015) conducted 

a study evaluating the effect of a two-tier rapid response system on patient outcomes 

and staff satisfaction. In this study, the initial response to deterioration was referral to 

the ICU outreach nurse, which is equivalent to an ICU liaison nurse. The RRT was also 

available to manage medical emergencies. This study found a downward trend in the 

number of cardiac arrests and a small increase in the number of unplanned ICU 

admissions. This may be due to better recognition and quicker response to 

deteriorating patients who are referred to ICU outreach nursing care. Importantly, the 

two-tier RRS inspired high levels of clinician satisfaction. This may be related to the ICU 



36 

outreach nurse being accessible 24 hours a day, and being approachable, 

knowledgeable and competent.  

It is difficult to compare patient outcomes when various models of response to patient 

deterioration exist. Rates of patient referral to a nurse-led service may differ from 

those referred to a MET (McIntyre et al. 2013). In Australian hospitals, the majority of 

nurse-led teams are situated in smaller metropolitan hospitals or rural settings 

(ANZICS 2016). These nurses may be responding to less complex issues, and are only 

regulated to perform duties within a defined scope of practice.  

METs are usually led by a physician who is competent in advanced airway skills and 

central vascular access insertion, and is able to initiate ICU-level care at the bedside 

(Topple et al. 2016). The MET nurse is usually ICU-trained, though some hospitals may 

utilise a nurse from the coronary care unit or emergency department (ANZICS Core 

Investigators 2012). A study investigating team composition and team resourcing of 39 

Australian hospitals with an RRT found that 38 of 39 teams were physician-led medical 

emergency teams, but that in 17.9% of sites the most senior member would be 

unlikely to be able to perform advanced airway skills. ICU nurses were part of the team 

in 30 of 39 hospitals. All the sites operated a 24-hour, seven-days-a-week service, and 

74% of the sites were unfunded (ANZICS Core Investigators 2012). Poorly resourced 

teams have reduced opportunities for team member training and high variability of 

team personnel. The medical staff and ICU-trained nurse who attend the MET call will 

be a different clinician from day to day or shift to shift. Team member variability 

results in a group of people who are unfamiliar with each other, resulting in reduced 

team cohesion, diminished rapport, and a lack of role clarity (Gillon et al. 2012; Jeddian 

et al. 2017). Team composition also varies both locally and internationally, which 

makes it very difficult to make comparisons in terms of outcomes or effectiveness. 

There is no clear evidence regarding optimal team composition for an RRS. The model 

utilised by individual organisations needs to take into account the resources available 

to support the service while responding to patient’s acuity needs (ANZICS 2016). 

There is mounting evidence that specialist doctors in acute care who are trained in 

acute resuscitation should be managing patients that trigger a MET call (ANZICS 2016; 
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Chalwin et al. 2018) as opposed to a single organ specialist, such as a renal or cardiac 

medical specialist. In one study, however, the ward-led medical team provided the 

initial response to rapid response calls which resulted in care just as safe as that 

provided by an ICU-led team (Howell et al. 2012). This study reported higher rates of 

team activation when compared to other studies, which highlights the importance of 

receiving timely and effective treatment. The authors of this study suggested that 

higher activation rates were associated with a team structure that reduced social 

barriers to team activation when compared to calling a separate ICU-based team. The 

potential advantages of ward-based medical teams as primary responders to 

deterioration are that they are familiar with the patient, their disease, and their 

management plan. They have established rapport with families, and have usually been 

involved in the decisions regarding end-of-life treatment goals (ANZICS 2016). 

Considering that one third of RRS activations are for patients with end-of-life issues 

(Jones 2014), primary treating teams are well poised to respond appropriately at this 

time.  

The next section of this chapter examines the activities undertaken by the medical 

emergency team, with a focus on the non-technical skills (NTS) required. The literature 

on the role of Intensive Care nurses who participate in a medical emergency team is 

also discussed.  

Medical emergency team activities 

Most of the research into medical emergency teams has focused on analysing their 

efficacy. Only a few studies have looked at the assessment and management the 

teams undertake. Mullins and Psirides (2016) performed a prospective single centre 

study in a New Zealand tertiary hospital to examine the specific causes for MET review 

and the assessment and management the team’s performed. They were able to 

identify four common triggers for MET calls, supporting the concept of ‘medical 

emergency team syndrome’. The syndrome concept “allows categorisation of medical 

emergency calls in terms of observable recurrent patterns with a small number of 

triggers” (Mullins & Psirides 2016, p. 38). This facilitates pattern recognition, and 

allows prospective medical emergency responders to be educated on what to expect 
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and what to do once they arrive. The authors’ analysis of investigations and 

interventions provided a detailed breakdown of all tasks. The team they investigated 

had an average of 3.2 interventions per call, and the most common of which were 

medication administration (42%), high flow oxygen administration (31.2%), and 

volume resuscitation (26%). While this study did not differentiate between medical 

and nursing activities, this information helps clinicians prioritise the technical 

component of their role.  

Silva et al. (2016) found similar results to Mullins and Psirides (2016), with the most 

frequent actions being medication administration (47%), and administration of fluid 

(40%) or oxygen (37%). End-of-life decisions were part of MET actions in 24% of 

patients (Silva et al. 2016). Both studies reveal that the interventions performed by the 

MET are not technically difficult and are in fact relatively simple procedures. This is 

also supported by Lyons et al. (2019), who found that the most frequent interventions 

were pulse oximetry (66%) and monitoring (59%). However, in the study by Lyons et al. 

(2019), approximately one in three rapid response team calls resulted in transfer to 

the ICU, and another 7.6% involved escalation to a higher-level care facility. This 

highlights the important role that rapid response teams have in triaging sick ward 

patients and facilitating access to the right care. 

Relatively few studies have been undertaken which provide an understanding of the 

assessment and management done by Intensive Care nurses in the medical emergency 

team. Topple et al. (2016) undertook a quantitative assessment of the roles of nurses 

who participated in an ICU-led MET. This prospective observational study aimed to 

investigate both the technical and non-technical skills utilised by ICU nurses during 

medical emergency calls, and assesses the self-reported confidence and competence 

of the ICU MET nurse. Data were collected using a standardised paper case report 

form that the ICU medical emergency team nurses completed after the conclusion of 

the medical emergency call. Results indicated that the most frequently performed 

technical tasks included examining patients’ circulation (32%), conscious state (29.4%) 

and chest (26.5%). Non-technical skills (NTS), however, were performed more 

frequently than technical skills, and included a range of activities involving 

communication and education of patients and staff. Self-reported competence and 
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confidence appeared to high among the ICU MET nurses. This study was conducted in 

a hospital with a mature and well-resourced RRS with a specialised MET training 

program. As such, high ratings of competence or confidence may not apply in other 

hospitals with immature or under-resourced systems. As cited above, in a survey of 39 

Australian hospitals with ICU facilitates, all provided a 24/7 service, but 74.3% had 

received no additional funding to do so (ANZICS Core Investigators 2012).  

NTS is gaining increasing relevance for education providers in clinical deterioration and 

resuscitation training. NTSs comprise a set of “personal and cognitive attributes that 

complement clinical skills and contribute to safe and efficient task performance” 

(Chalwin & Flabouris 2013, p. 962). The NTSs that are particularly relevant to METs 

include effective communication and co-operation facilitated by clear leadership 

(Chalwin & Flabouris 2013). This was evident in the previous study, where 

communication in the form of reassurance and explanation occurred 78% of the time 

(Topple et al. 2016). The NTS related to clear leadership and allocation of roles is 

particularly important in the context of variable team composition, where member’s 

roles may be unclear and their skills undetermined. A MET leader who engaged in 

collaborative, open communication and thorough information gathering facilitated the 

effective functioning of the MET (Leach & Mayo 2013). A lack of leadership can result 

in chaos, and have a negative effect on team members, which may influence a ward 

nurse’s decision to active the MET for a deteriorating patient in the future (Massey et 

al. 2014). 

Research investigating the impact of NTS in team training has primarily focused on 

cardiac arrest teams, and several trials have produced results that demonstrate a link 

between patient survival and clinician competency in NTS (Chalwin & Flabouris 2013). 

NTS training is well embedded in advanced cardiac life support and resuscitation 

training. The Team Emergency Assessment Measure (TEAM) is a training framework 

that has been developed to assess the NTSs of leadership, teamwork and task 

management during a cardiac arrest. Under the criteria of leadership there is a 

requirement to demonstrate direction through allocation of tasks, clear decision-

making, and unambiguous communication. Teamwork is demonstrated by effective 

use of verbal and non-verbal communication, co-ordination of tasks, acting with 
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composure and control, adaptability, ongoing monitoring and reassessment, and the 

ability to anticipate potential actions. The final criterion of task management is the 

ability to prioritise tasks and follow approved standards and guidelines (ARC 2016).  

The impact of NTS in medical emergency teams as part of a rapid response system is 

less well understood, and there is little evidence investigating the application of NTS in 

an established RRS. One such study, by DeVita et al. (2005) used human simulation 

training to develop multidisciplinary team skills and improve medical emergency team 

performance. Results revealed a significant improvement in simulated survival from 0 

to 89%. This data provides convincing evidence that training incorporating NTS 

improves team performance and outcomes. According to Gillon et al. (2012), the 

introduction of NTS to a particular clinical domain requires an evaluation of the specific 

non-technical issues relevant to that area of practice. There is therefore a need to 

clearly understand the roles and responsibilities of MET members.  

As previously stated, there is a paucity of research assessing the role and 

responsibilities of MET nurses. Prior to the work by Topple et al. in 2016, Santiano et 

al. (2011) used video ethnography to assess MET nurses’ activities at different 

hospitals. Critical care nurses coded over six hours of videotaped MET calls across 

three Australian hospitals. The Systemic Functional Grammar framework provided the 

methodological framework to guide the coding of visual and inferential meaning of the 

activities of MET nurses. Within this framework, all behaviour, and the environment 

surrounding it, can be examined from the perspective of how it creates meaning 

(Halliday & Matthiessen 2004). As such, it is considered a meaningful tool for 

understanding the role and responsibilities of the MET nurse within the context of a 

medical emergency call. The results indicated that ‘ongoing assessment’ and ‘re-

evaluating risk’ occupied almost half of the medical emergency nurses’ time, while 

‘establishing patient acuity’, a key activity in cardiac arrest teams, only occupied four 

per cent of their time. This is the only published study found in the review that 

described the various roles and responsibilities of the MET nurse. These roles included 

‘ongoing assessment’ (27%), ‘re-evaluating risk’ (19%), ‘prioritising interventions’ 

(17%), ‘documentation’ (9%), ‘participating in management plan’ (5%), ‘establishing 

patient acuity/risk’ (4%), and ‘recognising expertise of the home team’ (2%). These 
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findings suggest that the context of medical emergency calls has changed the 

resuscitation practice for MET nurses. Medical emergency team training needs to 

include both technical skills and NTS that can be applied to the specifics of each role.  

Summary 

This chapter has identified the limited research into the role of the Intensive Care 

nurse within the broader context of the RRS. The effect of the RRS on patient 

outcomes has been examined, and the RRS has been evaluated by focusing on its two 

main components: the afferent and efferent limbs. Several factors influence the 

functioning of the afferent limb, and include social and institutional factors, team 

characteristics, role ambiguity, interprofessional team dynamics, and vital sign 

measurement. As such, this area has been well researched and was not considered 

worthy of further investigation. 

A review of the efferent limb of the RRS focused on the role of critical care outreach 

and ICU liaison nurses, team composition, and MET activities. It was evident from a 

review of the literature that the role of the ICU liaison nurse was well understood, and 

the Intensive Care nurse appears to play a fundamental role in RRS activation and 

utilisation. However, there is little data about how this role functions within the MET.  

There have only been a few studies investigating the role of the ICU nurse within the 

MET, and the research undertaken in this thesis aims to fill that gap. As such, this study 

aims to describe and explain the role of the Intensive Care nurse within the medical 

emergency team using a qualitative research methodology. 

The next chapter outlines the research design and the methodological process used to 

answer the research questions posed in this study.
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CHAPTER THREE – RESEARCH DESIGN 

 

This research uses a qualitative mode of inquiry to address the research questions in 

this study to gain a better understanding of the way in which an Intensive Care nurse 

works in the medical emergency team. The research questions posed to frame the 

study are: ‘How do Intensive Care nurses work within a MET?’, and ‘What are the 

implications of Intensive Care nurses’ ways of working for team functioning and 

patient safety?’ Constructivist grounded theory (CGT), developed by Kathy Charmaz in 

the 1990s, was the methodological approach chosen for this study. This approach 

builds on the earlier work of traditional grounded theorists Glaser and Strauss, who 

aimed to construct a theory that explained social processes and human interactions 

(Strauss & Corbin 1998). Grounded theory has gained increasing momentum among 

nurse researchers who find that their worldviews align with the theoretical 

underpinnings of this methodology. As such, it provides a way for nurses to study the 

process of social interaction within the profession and make sense of the common 

situations they face in their day-to-day practice (Birks & Mills 2015). The intention of 

grounded theory is to discover concepts that explain social processes, actions, and 

interactions (Skeat 2014). The constructivist lens that Charmaz uses to build on 

traditional grounded theorists’ work allows the researcher to become an active part of 

the research process. The developing theory evolves as a co-construction of the 

participant and the researcher. This approach considers the active role that I play as 

researcher within the research setting, and acknowledges my experiences as a medical 

emergency team nurse. As such, the qualitative methodology of CGT was considered 

an appropriate approach to answer the questions posed in this study. 

The purposes of this chapter are to: 

1. Situate the study within the qualitative research paradigm 

2. Provide an overview of the various approaches to grounded theory and the 

evolution of CGT 

3. Explain the rationale for choosing CGT 

4. Discuss the ethical implications of conducting research as an insider 

5. Describe the research design 
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6. Describe the data collection procedures and process for data analysis 

7. Describe the process for evaluating qualitative research 

The following sections address each of these points and introduce the reader to the 

use of CGT as a methodological approach. 

Situating the research paradigm 

Research paradigms describe the philosophical foundations of all forms of research. A 

research paradigm is the basic set of beliefs or assumptions that determine how the 

researcher views the research question and directs the method of inquiry (Wahyuni 

2012). Quantitative and qualitative approaches are research paradigms that represent 

two different philosophical positions and apply different methodologies. According to 

Gelo, Braakmann and Benetka (2008), these two approaches contain three inherent 

worldviews, namely objectivism, subjectivism and constructivism. Quantitative 

paradigms are typically categorised under objectivism, where reality exists 

independent from consciousness, and the knower and the known are considered 

separate and independent. Quantitative approaches tend to explain phenomena and 

verify if the “observed phenomena and their systematic relationship confirm the 

prediction made by a theory” (Gelo, Braakmann & Benetka et al. 2008, p. 9). 

Quantitative research is driven by positivist assumptions, and its methods of data 

collection are largely deductive and focus on testing rather than developing theory 

(Lauridsen & Higginbottom 2014). Qualitative approaches fall under subjectivism, with 

subjective experience considered fundamental to the knowledge process, and 

knowledge seen as constructed (constructivism) from interactions between individuals 

and society. Constructivists believe that reality is constructed by social interactions and 

people’s perceptions of it. They acknowledge that individuals hold various different 

backgrounds, assumptions and experiences that contribute to their on-going 

construction of reality. This reality is influenced by the individual’s unique experiences 

and broader social interactions.  To understand the social world from the experiences 

and meanings people attach to it, constructivist researchers prefer to interact and 

have a dialogue with the participants (Wahyuni 2012).  Inductive methods of data 

collection are applied, and the researcher has no preconceived ideas to validate. 
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Instead, issues that are important to participants emerge from the stories that they tell 

through data collection (Mills, Bonner & Francis 2006). As such, qualitative researchers 

study phenomena in their natural setting and attempt to understand, interpret and 

explain those phenomena and the meanings that people bring to them (Denzin & 

Lincoln 2018). Grounded theory is mostly derived from data sources of a qualitative 

nature, and its studies are situated in various paradigms from post-positivist to 

constructionist (Birks & Mills 2015). These approaches will be discussed in the 

following sections. 

Approaches to grounded theory  

Grounded theory is a qualitative research methodology that can be applied when little 

is known about a phenomenon. The methodology aims to produce or construct an 

explanatory theory that uncovers a process inherent to a substantive area of inquiry 

(Glaser & Strauss 1967). Grounded theory originated in 1967, when sociologists Barney 

Glaser and Anslem Strauss collaborated to conduct a study on the treatment of people 

dying in hospitals. They purposely selected a qualitative method of investigation that 

represented a conscious move away from the traditional approaches of deductive, 

positivist research that dominated their era (Lauridsen & Higginbottom 2014). Glaser, 

influenced by quantitative training, and Strauss’s foundation in symbolic interaction 

enabled the development of an inductive method facilitating the creation of theories 

through an iterative and systematic process involving manually coding, categorising 

and comparing data, without the guidance of a preconceived idea (Glaser and Strauss 

1967). This process challenged traditional quantitative methods of data collection by 

testing theories though deductive methods, and challenged the assumption that 

qualitative methods lacked rigour. Their conception of comparative analysis as a 

process for comparing data provided rigour and precision to the research process 

(Chun Tie, Birks & Francis 2019). After publishing their seminal work in 1967, Strauss 

and Glaser continued to work more independently, and began to express opposing 

points of view regarding the application of grounded theory methods (Hall, Griffiths & 

KcKenna 2013). 
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By the early 1990s, Glaser and Strauss’s fundamental ontological differences led to the 

development of two separate approaches to conducting GT, which were commonly 

referred to as the Glaserian approach (classic GT) and the Straussian approach. 

Glaser’s ideas were based on critical realism, post-positivism and objectivity in contrast 

to the Straussian relativist approach informed by symbolic interactionism (Lauridsen & 

Higginbottom 2014). As such, Glaserian GT focused on the rigorous methods of coding 

rather than the underpinning theoretical position (Birks and Mills 2015). Glaser 

proposed that the ‘true meanings’ should emerge from the data, and believed that the 

relationship between the researcher and the focus of the study should remain 

objective. As such, the voice of participants is represented but objectified (Charmaz 

2014). In an attempt to look for ‘true meanings’, Glaser discouraged conducting a 

literature review before collecting data to avoid contaminating the process with 

preconceived ideas (Glaser 1992).  

In contrast, Strauss, influenced by symbolic interactionism, viewed human beings as 

active agents in their worlds, and rejected the notion that they were passive recipients 

of emergent discoveries and larger social forces. “Strauss brought notions of human 

agency, emergent processes, social and subjective meanings, problem solving practices 

and the open-ended study of action to grounded theory” (Charmaz 2014, p. 9).  

The next generation of grounded theorists emerged from the collaboration between 

Strauss and the nurse academic Juliet Corban, and is based on the theoretical 

perspective of symbolic interactionism. Symbolic interactionism involves developing a 

sense of self through interaction with others through shared experiences and creative 

meanings that influence collective behaviour (Maz 2013, p. 454). Symbolic 

interactionism asserts that people do not simply respond to their environment, but are 

active, dynamic beings that influence and give meaning to the world around them. This 

meaning is derived from social interactions, and is an interpretive process where 

meanings evolve as situations change (Hall, Griffiths & KcKenna 2013).  

The opposing views of Glaser, Strauss and Corbin caused much debate, which was 

particularly focused on the methods used for data analysis. Glaser, Strauss and Corbin 

all agreed that analysis should occur through a process of constant comparison, but 
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the degree of structure that is used to process and categorise the data varies between 

the different approaches. However, Strauss and Corbin included an additional step of 

‘axial coding’, which requires the researchers to connect the initial categories using 

open coding (Lauridsen & Higginbottom 2014). Open coding provides an initial point 

from which to identify early phenomena within the data and produce a list of themes 

that are significant to the participant (Maz 2013). Axial coding is a procedure that is 

applied to the data, rather than emerging from it, and has a major role in bringing the 

data together to form a cohesive whole after the researcher has fractured the data 

through line-by-line coding (Charmaz 2014).  

By the early 1990s, a growing number of scholars were moving away from the 

traditional grounded theory work of Glaser, Strauss and Corbin, and began to view it 

from a different perspective.  

Constructivist grounded theory 

In recent years, grounded theory has evolved to include new perspectives and a third 

generation of grounded theorists has emerged. One of the most notable modern 

grounded theorists is Kathy Charmaz, who first wrote on constructivist grounded 

theory (GCT) in 1993 (Charmaz 2014). Charmaz brought relativity and subjectivity into 

epistemological discussions of grounded theory and challenged the conventional social 

constructivist views that dominated her discipline in the 1980s and early 1990s 

(Charmaz 2014). She used the term ‘constructivism’ to suggest an alternative 

perspective on GT by acknowledging the place of relativity and subjectivity. In contrast 

to traditional grounded theory that viewed the researcher and participants as passive 

observers in the research process, CGT is ontologically relativist and epistemologically 

subjective. Ontologically, it denies the existence of a single objective reality, proposing 

that reality is a social construction, that there are as many social constructions as there 

are individuals, and that some constructions are shared within groups (Breckenridge et 

al. 2012). It acknowledges that the researcher and participants co-construct shared 

meanings from the data (Charmaz 2014). Epistemologically, it is subjective, because of 

the nature of the relationship between the researcher and the participants, which 



48 

takes the knowledge, values and views that the researcher brings to the research into 

account (Mills, Bonner & Francis 2006).  

The CGT approach “emphasises the role of the researcher, suggesting that the 

researcher ‘constructs’ grounded theory through their interactions with participants, 

rather than ‘discovering’ it through data” (Skeat 2014, p. 101). As such, Charmaz’s 

(2014) work attempts to move away from the mid-century positivist view that assumes 

that reality can only be viewed in an external, objective way, where the researcher 

assumes a detached, passive, and neutral perspective. In contrast, Charmaz assumes 

an alternative social reality that is “multiple, processual, and constructed by 

acknowledging the researcher’s role, privileges and perspectives’ as part of the 

research reality “(Charmaz 2014, p. 13).  

While Charmaz’s work presents a new way of looking at GT, her ideas have evolved 

from the earlier work of Glaser and Strauss and follow a similar process of analysis: a 

cyclical method of data collection, coding, categorisation and theoretical sampling is 

used to formulate a theory that responds to the initial research question (Lauridsen & 

Higginbottom 2014). While early grounded theorists applied this research process with 

prescriptive rigour and viewed participants as neutral observers, Charmaz advocates a 

more flexible approach, views the research as constructed rather than discovered, and 

rejects the notion of the neutral observer and value-free expert (Charmaz 2014). This 

approach differs from axial coding in that the techniques used in CGT are emergent 

rather than procedural. The resulting codes, categories and concepts reflect how the 

researcher makes sense of the data by learning about the experiences the categories 

represent (Charmaz 2014). 

Rationale for choosing constructivist grounded theory 

The constructivist worldview is common in nursing, as health care settings are made 

up of complex social processes where individual patient and nurse experiences are 

inextricably linked. Constructivism, by definition, asserts that knowledge is a 

“construction resulting from interaction between individuals and their social world” 

(Gelo, Braakmann & Benetka 2008, p. 5). Constructivist grounded theory (CGT) 
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provides a method that can be applied to health care settings to understand these 

experiences and social behaviours, and to describe these processes to enhance patient 

care and promote employee engagement (Lauridsen & Higginbottom 2014). This 

approach resonated with my epistemological and ontological worldview, and provides 

an alternative lens through which to answer the research questions posed in this 

study. In this study the researcher and participants co-construct the reality of a MET 

call by engaging in shared social interactions and experiences throughout the process 

of data collection. Co-construction also occurs during the process of data analysis as 

the researcher’s prior knowledge, beliefs, and values about the RRS are embedded 

within the interpretation of findings. 

Qualitative researchers can utilise a number of approaches in an attempt to gain a 

better understanding of their subject matter, and each methodology makes the world 

visible in a different way (Denzin & Lincoln 2018). The choice of methodology primarily 

depends on the research questions a study asks (Denzin & Lincoln 2018). Two 

qualitative methodologies, ethnography and grounded theory, were considered to be 

the most appropriate for the research questions in this study. Ethnography aims to 

gain a better understanding of the meanings behind social behaviours within a culture. 

It seeks to understand how language, actions and interactions inform group 

behaviours (Willis & Anderson 2014). The intent of each methodology was carefully 

considered within the context of this research.  

The central tenets of ‘culture’ and ‘language’ that are captured through ethnographic 

methods of observations were not the focus of the research question ‘How do 

Intensive Care nurses work within a medical emergency team?’, and as such, this 

approach was not pursued, and CGT was considered to be a more appropriate way to 

discover what is happening during a medical emergency call. It would do this by 

focusing on the Intensive Care nurses’ ways of working within the team. In addition, 

CGT would acknowledge the emic perspective I bring to the research. The emic 

approach, also referred to as ‘insider research’, aims to portray features of a particular 

culture from inside the group (Hoare et al. 2013). As a clinical nurse working within the 

research setting, I have access to participants and bring an insider's perspective to the 

topic area. My knowledge, beliefs and values will be recognised as part of a co-
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constructed reality between researcher and participants. The researcher’s involvement 

in the construction and interpretation of data is a central tenet of CGT and provides 

further justification for applying this research approach (Charmaz 2014). The 

challenges and advantages of conducting research from the emic perspective will be 

addressed in the next section.   
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Insider research and ethical considerations 

In my role as Clinical Nurse Consultant (CNC), I am part of the research setting and am 

known to the participants. I have an inherent knowledge of the research area and an 

innate understanding of the ‘rules’ that govern the organisation. As such, I bring an 

insider’s perspective to the study. Being an insider means being embedded in a shared 

setting (Smyth & Holian 2008) and known to the research participants (Sikes & Potts 

2008). This carries some intrinsic benefits and challenges that needed to be managed 

during the research design, data collection and analysis.  

Insider researchers are confronted with a number of ethical and moral dilemmas that 

have been defined within the concepts of internal and external ethical engagement 

(Floyd & Arthur 2012). External ethical engagement refers to the process components 

and easily identifiable issues that are addressed within the criteria of an institutional 

ethics committee approval process. Matters such as informed consent, anonymity and 

confidentiality are considered at this level, and were acknowledged during the formal 

institutional ethics application process. Internal ethical engagement refers to the 

ethical and moral dilemmas that insider researchers may face as they become 

immersed in the research process. They include a number of complex issues related to 

personal and professional relationships with participants, insider knowledge, 

conflicting professional and researcher roles, and anonymity (Floyd & Arthur 2012).  

However, there are considerable advantages to being an insider; there is ready access 

to the research setting and to participants. Insiders are more likely to be aware and 

accepting of complexity and internal variations within a setting and are able to 

understand the nuances of language within the research area (Lofland et al. 2006). The 

insider is known to participants, and this existing relationship can evoke a sense of 

familiarity, enhance rapport, and lead to an increased level of comfort that can assist 

in the development of a more personal and trusting relationship. This has the 

advantage of increasing the validity and credibility of the interviews, as participants 

are more likely to engage in a positive interview and to be willing to share more 

truthful, meaningful and accurate accounts of their experiences (Willis & Anderson 

2014). In addition, the presence of insiders while undertaking participant observations 



52 

may go unnoticed as they are acknowledged as a familiar face, known to the scene. As 

such, the social interactions can continue in a natural and authentic way. This was 

evident during the participant observations, where my presence appeared to go 

unnoticed and was never questioned, as I was, to them, a familiar face. In this context, 

fieldwork undertaken by an insider to the research setting usually is usually aligned 

with the social characteristics and behaviours of those under study, which has the 

potential to leave relational processes implicit and unexamined. Because of this, 

insiders are less likely to question or notice the inherent assumptions within the 

research setting, and may become less sensitive to the social interactions observed 

(Lofland et al. 2006).  

As an insider, it was also important to consider my physical positioning during the 

observations of medical emergency calls. To avoid being drawn into the medical 

emergency call to provide assistance, I positioned myself away from direct team 

interaction but close enough to hear conversations and visualise the actions of the 

Intensive Care nurse. In an effort to ‘blend in’ and facilitate integration into the study 

environment, I wore my nursing uniform. To delineate my dual role as clinician and 

researcher, I also wore a bright yellow name tag to identify myself as an ‘observer’ to 

avoid being seen as a team member and drawn into team activities.  

Insider researchers confronted with this role duality of researcher and clinician may 

also experience challenges in balancing the professional and moral requirements of 

each role. An insider researcher may witness practices that have the potential to harm 

patients. As such, I was prepared to step out of the role as observer and address the 

team as a clinician if I witnessed any behaviour or treatment decisions that would be 

detrimental to patient care. In this way, I was complying with the Australian Health 

Regulatory Authority Nursing and Midwifery Standards of Practice for Registered 

Nurses. Under standard 6.6, Registered Nurses are required to “use appropriate 

processes to identify and report potential and actual risk related system issues and 

where practice may be below expected standards” (NMBA 2016, p. 5). Fortunately, 

this situation did not present itself, and all MET calls were conducted in a safe and 

professional manner.  
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To mitigate the risks associated with insider research measures were taken to ensure 

that the research was conducted in a professional and ethical manner. Throughout the 

education phase of the study, it was made explicit to all potential participants that 

during the observations I would focus on the role and function of the Intensive Care 

nurse, highlighting that performance during medical emergency calls was not going to 

be critiqued or judged. The role of researcher was emphasised in contrast to the role 

of clinician in an attempt to neutralise the power dynamic. Participation in the study 

was voluntary and I engaged the Nurse Unit Manager of the ICU to send out the 

invitation to participate, so that any potential participants did not feel obliged to be 

involved in the study.  During the interviews, I attempted to situate participants in an 

environment that facilitated free flow of conversation, encouraging them to give an 

account of their experiences, both positive and negative. The interviews were 

conducted in a non-clinical setting at a time that was convenient to them. The 

importance of maintaining professional and respectful courtesy towards other staff 

members was emphasised throughout the interview process. Participants were asked 

not to disclose the names of other team members or patients to ensure 

confidentiality.   

It was also important to consider the power dynamics that may come into play as an 

insider and how they may influence interactions. In my role as Clinical Nurse 

Consultant in the research setting, I assume a level of seniority with the Intensive Care 

nursing participants. Real and perceived power dynamics related to unequal positions 

within the research setting have the potential to influence the responses and 

behaviour of participants (Mulhall 2003). During the observations, participants may 

feel like they are being judged and their performance critiqued. Participants may want 

to present the best version of themselves and modify their behaviour to act in a way 

that is perceived to be acceptable by the researcher (Kawulich 2005).  During the 

interviews, participants may construct their responses to avoid being viewed in a 

negative light. They may also commit to be involved out of a sense of obligation rather 

than free will. In addition, participants may feel that non-participation could affect 

their position, reputation, or opportunities within the clinical setting. The participants 

may also feel reluctant to be completely open due to concerns that their anonymity 
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will not be protected. These power imbalances were managed by reiterating to the 

participants that they were free to withdraw from the study at any time, and in doing 

so, their relationship with the researcher would not be affected in a negative way. 

There would be no risk to future professional development or employment 

opportunities. It was assured that participant data would remain confidential and be 

non-identifiable to others. Pseudonyms were used to ensure the anonymity of 

participants and no identifying demographics were collected. Interview questions were 

presented in a judgement free manner, framed to encourage an honest account of 

participant experience.  

Another potential challenge, however, is that as an ‘insider’ the researcher will 

unconsciously bring preconceptions to the study as well as underlying biases and value 

judgements. In addition, there is also the potential negative threat of researcher bias, 

where the researcher may select to observe key participants who display similar 

characteristics to themselves. This can bias the description of activities and reflect the 

researcher’s individual interest in a particular MET call, rather than being 

representative of what actually happens at MET calls. There may also be a failure to 

report the negative aspects of team members (Kawulich 2005).  

As such, the researcher must remain conscious of their own feelings and ideas about 

the phenomenon they are studying and recognise their personal influence and 

potential bias by recording reflective thoughts in a journal throughout the study. This 

process of journaling was a useful way to document the research journey, capture 

internal dialogue, and note the challenges I faced along the way. Keeping a research 

journal illuminates this awareness of the ‘self’ within the research process, which 

assists the researcher to maintain their neutrality throughout (Robinson 2013). This is 

known as reflexivity, and is an important part of the research process as the 

researcher’s influence on social processes is captured and meanings they become 

aware of are illuminated (Pellatt 2003). Reflexivity recognises that the researcher’s 

values, beliefs, experiences and social identities shape the research and influence their 

view of reality. Journaling promotes accountability, acknowledges potential or actual 

biases, monitors the researcher’s impact on the data, iterates on the research process, 

reflects on problems, and promotes transparency and trustworthiness in the data 
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(Grbich 2018). The following excerpt from my journal entry reflects how I felt during 

one observation: 

I am finding the observations more challenging than I had anticipated. MET 

calls are busy and there's a lot going on, there are so many people, often 

crammed into a small space. I am finding it difficult to know where to focus 

my attention, becoming distracted by the multiple conversations and 

chaotic energy in the room. I am trying to capture as many details as I can. 

As the ICU nurse is the focus of my study, I make a conscious decision to 

focus on them and their interactions. It is quite challenging to try not to 

predict the scene and put aside my judgments about what should occur and 

what I would do as the MET nurse. I maintained my focus on the action and 

interactions of the ICU nurse, documenting conversations and verbal 

interactions with other team members and describing the tasks performed. 

(Journal Entry 22/5/2018) 

Through the act of journaling, a greater sense of my role emerged, and I was able to 

articulate my ethical stance in the research process, which increased my confidence in 

my role as a researcher. 

The following section provides an overview of the ethical considerations that were 

implemented in order to mitigate the risks of being an insider in the research field. 

Matters such as obtaining informed consent, maintaining anonymity and 

confidentiality, and how I identified myself as a researcher were addressed in the 

institutional ethics application. 

Ethical considerations 

This research met the criteria for a low-risk ethics application. According to the 

National Statement on Ethical Conduct in Human Research (2018), research in which 

the only foreseeable risk is one of discomfort is low-risk. The application was 

submitted to the Tasmanian Human Research and Ethics Committee (HREC) and 

approval was gained in December 2017 (Ethics approval number H0016565, see 

Appendix One: Ethics approval letter). All nurses employed at the Intensive Care Unit 
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at the research setting who attend medical emergency calls were eligible to participate 

in the study. All eligible participants were invited to participate by a third party, 

namely the Intensive Care Unit Nurse Manager of the research setting. This was 

achieved by sending an invitation via email, which included an information sheet and 

consent form. In response to this call to register their interest, 25 Intensive Care nurses 

volunteered to participate in the study, and written consent was obtained from each. 

All participants were provided with an information sheet outlining the intention of the 

study and the risks and benefits of involvement. Participants were informed that they 

were free to withdraw from the study at any time without adverse consequences, and 

that their relationship with the researcher would not be affected in any way. This is 

clearly stated in the written information form (see Appendix Two: Information and 

consent forms for Intensive Care nurses). During the data collection phase, simple 

demographics were collected, such as the number of years of experience working in 

Intensive Care. All data in the study were treated in a confidential manner, and 

participants were not identified in any way. Participants were also advised that no 

identifying information would be used in publications arising from the research. 

During the participant observation of Intensive Care nurses during medical emergency 

calls, the researcher was inadvertently observing other health care professionals, as 

Intensive Care nurses communicated and engaged with others participating in the MET 

response. Other team members included Intensive Care Registrars, Medical Registrars, 

medical residents, medical interns, and ward nurses.  

Ward nurses were informed about the study when they attended ward-based 

information sessions presented by the researcher. Only wards with high numbers of 

MET calls were selected for observation and included in the education sessions. To 

ensure that all ward nurses were notified about the research, a follow-up email was 

also circulated to all staff on the selected wards via the ward Nurse Unit Managers. 

The email contained a written information sheet about the study, and provided details 

about how a person could decline to be observed (see Appendix Three: Information 

sheet for rapid response team members). 

Due to team variability and the high numbers of different personnel who attend 
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medical emergency calls, it was not feasible to obtain written consent from all team 

members. However, all the potential medical participants were informed about the 

study by sending out an email via medical heads of department. This email contained a 

written information sheet about the study, and outlined the procedure for declining to 

be observed (see Appendix Three: Information sheet for rapid response team 

members). 

Patients or their next of kin were informed about potential involvement in an episode 

of observation by signs located in a prominent position in the participating wards (see 

Appendix Four: Ward signage). Ward nurse managers were also provided with a 

patient information brochure to be given to the patient or next of kin if they sought 

further information about the study. Any reference to a patient’s name in the 

observation field notes was replaced with a pseudonym to maintain patient 

confidentiality.  

Electronic data associated with the research are stored in a password protected file on 

a secure hospital server, and is only accessed by the primary researcher. Hard copies of 

research files are stored in the secure office of the primary researcher. Data will be 

stored for five years after the completion of the study. The next section details the 

research design; data collection methods, data analysis techniques of coding, constant 

comparative analysis, theoretical sampling, and data saturation. 

Research design 

To answer the research questions ‘How do Intensive Care nurses work within the 

medical emergency team? And what are the implications for Intensive Care nurses’ 

ways of working for team functioning and patient safety?’, the research design 

included a combination of methods, namely observation of medical emergency calls, 

interviewing of participants, and memoing (see Figure 1, below). This method of 

qualitative inquiry allowed the researcher to enter the field and start gathering data 

from the broad perspective of ‘What is happening here?’ Subsequent interviews 

narrowed the focus of enquiry and explored emerging concepts generated from 

analysis of the observations. Memos provided an audit trail of the entire research 
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journey and prompted the researcher to start analysing data early in the process as 

initial codes were subsequently linked to emerging theoretical categories (Charmaz 

2014). 

 

Figure 1. Study design 

Research setting 

The research was conducted at a tertiary-level public hospital that provides acute, 

subacute, mental health and aged care inpatient and ambulatory services to a 

population of around 250,000 in Tasmania, Australia. The hospital provides a range of 

speciality medical and surgical services, including cardiac surgery and neurosurgery, 

and is the major referral centre for trauma in the state. It has approximately 500 beds 

and, at the time of the research, there were around 2,190 full-time-equivalent staff 

working at the hospital and a further 825 casual employees (THS 2018). 

The research setting has an established medical emergency team (MET) that attended 

1,851 adult calls in 2019. The MET is comprised of an ICU Registrar (ICU training 

medical specialist), an Intensive Care Nurse, and a Medical Registrar (physician training 

medical specialist), all of whom work very closely with ward nurses and ward-based 
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medical teams. The MET provides a 24-hour, 7-days-a-week service. For the purposes 

of the study, only calls that occurred Monday to Friday between the hours of 0800 to 

1630 were considered for attendance by the researcher. According to local data, 65% 

of medical emergency calls occur after hours, and for this reason the researcher 

thought it would be reasonable to attend medical response calls during these hours of 

the day. The composition of the MET also remains unchanged after hours and it was 

anticipated that the roles and responsibilities of the ICU nurse would remain the same. 

As such, the findings would be consistent, regardless of the time of day.   Six wards 

were selected as sites for observations of medical emergency calls. These wards 

included medical, surgical, cardiac and oncology wards, and were selected on the basis 

that these were the wards where medical emergency calls were most often activated. 

During the period of observation, I carried a mobile communication alert pager to 

notify me of activation of a medical emergency call in real time and signal its date, 

time and location. 

Participant recruitment 

Intensive care nurses employed in the hospital were invited to participate in the study 

if they had attended medical emergency calls. Third-party distribution of participant 

information was undertaken by the Nurse Unit Manager of the research setting, who 

emailed a letter to all potential participants (n =43). The email included an invitation to 

participate in the study, an information sheet and a consent form. As Intensive Care 

nurses were the focus of the study, it was required that they consent in writing. 

Following this invitation to participate, 25 Intensive Care nurses volunteered.  

Constructivist grounded theory requires theoretical sampling and saturation of data, 

making it difficult to know in advance how many and which participants would be 

required for interviews.  

Data collection  

CGT can use a variety of data collection methods and each has the potential to inform 

the other and fulfil an iterative purpose. As such, data were collected in two phases: 

participant observation, followed by in-depth, semi-structured interviews (phase two). 
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Charmaz (2014) states that data collection methods should flow from the research 

questions. Hence, certain research questions can be answered using one research 

method, but multiple approaches may be required to answer others. Charmaz (2014) 

endorses the principle of ‘methodological eclecticism’, and states that different 

methods are not mutually exclusive but can be used together.  

Over a six-month period, 16 rapid response calls were observed totalling eight hours of 

observation. Following on from this, 12 interviews were conducted with Intensive Care 

nurses, 10 of whom had been observed during the first phase. The application of 

multiple methods is referred to as triangulation (Denzin & Lincoln 2018) and reflects 

an attempt to ensure an in-depth understanding of the phenomenon under scrutiny. 

For this study, triangulation in data collection involved the use of participant 

observation and in-depth interviews. Objective reality can never be truly captured, and 

we can only understand a phenomenon through its presentations (Denzin & Lincoln 

2013, p. 10). A combination of methods and the application of multiple perspectives 

and observations in a single study provides “rigor, breadth, complexity, richness, and 

depth of inquiry” (Denzin & Lincoln 2013, p. 10). Observations together with 

interviews have the advantage of capturing different perspectives on the data (what 

people perceive they do and what people actually do) that has the potential to 

illuminate both methods and strengthen the quality of data (Mulhall 2003). As such, 

the convergence of both sources of data strengthens the trustworthiness of the 

findings (Carter et al. 2014).  

The decision to collect data over two consecutive, exclusive phases was also influenced 

by the competing clinical demands of the ICU nurse when allocated to the role of MET 

nurse. In most cases, when the nurse returns to the ICU post MET call, they are 

required to provide support to the ICU patients and staff and have no time available to 

participate in an interview. A separate interview phase conducted during non-clinical 

time facilitated a conducive environment to illicit high-quality data.  
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Participant observation 

Participant observation (PO) is a method of collecting data in which the researcher 

observes the daily activities of the persons or group under study in order to witness 

behaviours that are occurring first-hand (Furlong 2014). By undertaking PO in the early 

phase of data collection, the actions and interactions of the Intensive Care nurse were 

observed during a medical emergency call, providing an authentic representation of 

their ways of working within the team. In this way, PO captured the context of what 

was happening (Casey 2004), including both the verbal and non-verbal cues. These 

observations provided the framework to conduct the in-depth interviews, and guided 

the development of the interview questions for the interview phase.  

PO provides unique insights into the inner workings of the health care organisational 

systems by capturing fundamental elements of service delivery and change processes. 

It provided the opportunity to tap into parts of these systems that other research 

methods may not reach (Hughes 2010), and made explicit unconscious behaviours and 

routines that the participants themselves may be unaware of and would thus not have 

mentioned had they only been interviewed. The ways people move, interact and use 

space are all factors that influence how social settings are constructed (Mulhall 2003), 

and observations also informed the researcher about the physical environment and its 

effect on interactions.  

Observation tools 

Observations can be captured using structured or unstructured observation tools. This 

study used an unstructured approach to observation data collection that allowed the 

researcher to capture the overall context of the research area and observe the 

activities and interactions of the ICU nurse. Unstructured observations capture a 

phenomenon of interest without using predefined categories, and allowed the 

categories to be constructed from the observations, ensuring that these were 

grounded in the data. Structured observations are found by some to be too restrictive, 

and may direct the researcher to a predetermined category or concept (Casey 2004). 

Unstructured observations allow the researcher to see ‘what is going on here’, which 

aligns with the theoretical basis of CGT and provided an opportunity to capture the 
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complexity of the reality of acute care during a MET response. As previously stated, I 

(the researcher) carried a pager to alert me that a MET call had been initiated, and I 

then noted the time and location of the MET call. At this time, the researcher would 

meet the Intensive Care nurse in the ICU and follow them to the MET call on the ward. 

The observations would commence from this point.  

The observations were captured using field notes taken in the ward during the 

observations. These initial field notes documented the journey of the intensive nurses 

as they moved from the Intensive Care Department through to the ward where the 

medical emergency call took place. The field notes provided a running description of 

the setting, number of people involved, physical tasks undertaken by the Intensive 

Care nurse, and interactions between team members. Phrases, quotes and key words 

were noted to help preserve the memory and integrity of the scene. Immediately after 

the observations, the field notes were transcribed into more detailed descriptions of 

what was observed. Field notes were assigned a number, date, time of day, and 

research location. Participants were also assigned a number to anonymise them.  

Long delays between observations and full field note transcription can increase the 

likelihood that notes will not contain some of the emotions of the scene and are likely 

to be less detailed and descriptive (Lofland et al. 2006). Additional thoughts, 

reflections and questions raised regarding each observation were captured in memos 

in a research journal. This provided a useful tool to reflect on some of the challenges I 

faced as an insider observer. 

Interviews 

The second phase of data collection was to conduct in-depth, semi-structured 

interviews which commenced at the conclusion of the observation phase. Twelve 

interviews with Intensive Care nurses were conducted over the course of the interview 

period. Interviewing techniques included the use of open-ended questions, and the 

interviews were conducted during non-clinical time in a private room within the 

Intensive Care Unit in the study setting. Interviews were audio-recorded and 

transcribed verbatim for data analysis. Recordings of the interviews were transcribed 

by an external transcription service. Participants provided the researcher with their 
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number of years of experience working in critical care (see Table 2, below). This 

information indicated the level of experience of the research participants. To ensure 

participants’ confidentiality no other demographic information, including level of 

education, was collected. However, it is important to note that all participants had a 

post graduate qualification in Intensive Care, as this is a site requirement for allocation 

into the role of MET nurse. 

Table 2. Participating Intensive Care nurses 

Participant Years of ICU experience 

1 25 

2 10 

3 14 

4 10 

5 12 

6 18 

7 7 

8 6 

9 25 

10 11 

11 8 

12 13 

Interviews are the most commonly employed method of data collection in qualitative 

research, and are considered the most effective way of producing knowledge in the 

field of human and social science research (Denzin & Lincoln 2018; Liamputtong 2014). 

There are various types of interview, ranging from semi-structured (which uses a 

combination of closed and open-ended questions) to in-depth (Serry & Liamputtong 

2014). In-depth interviews allow the researcher to engage in a conversation, face-to-

face, and avoid fixed questions. The intent of such interviews is to collect detailed and 

richly textured person-centred information. In-depth interviews aim to explore 

participants’ underlying perceptions and to capture, in participants’ own words, their 

thoughts, feelings and experiences (Serry & Liamputtong 2014). Charmaz (2014) 
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describes in-depth interviews as intensive qualitative interviewing, and states that this 

method is well suited to grounded theory because it uses open-ended questions to 

explore an area in depth and provides an interactive space to enable the participants’ 

views and insights to be expressed. Charmaz (2014) recommends that novice 

researchers develop a detailed interview guide to facilitate clarity on the type of 

information they seek that remains close to the research questions. Appendix Five 

presents the questions that guided the interviews. These interview questions were 

open-ended and designed to illicit rich data. The observation phase of the study 

assisted in the development of these questions by identifying actions that required 

clarification. Subsequent analysis of the field notes also raised a number of questions 

that were explored during the interviews. This enabled the researcher to delve into 

some deeper areas of participant experience while remaining connected to the 

research questions and aims of the study. As the interviewing phase evolved and I 

gained confidence in my interviewing techniques, some of the questions were omitted 

or modified to explore alternative experiences and co-construct categories and theory 

with the participants. This facilitates an interactive space where the participants' views 

and insights are free to emerge, and is an essential element of interviewing in 

grounded theory (Charmaz 2014).  

Data analysis procedures 

In CGT, the process of data collection and analysis is iterative, with the researcher co-

constructing the data, analysing it and beginning to formulate theory together with the 

participants. Data analysis entails initial and focused coding with the concurrent 

application of constant comparison analysis, theoretical sampling, and ‘memoing’. This 

process was enhanced by the sequential application of the two approaches to data 

collection, observation and interviewing (Charmaz 2014). This section describes each 

of these methods, starting with an analysis of the observations. Since data were 

collected over two distinct phases and the analysis was conducted sequentially, the 

analysis is presented in separate parts. It is important to note, however, that an 

iterative process was adhered to and that each phase informed the other. For 

example, findings from the in-the-field observations led to the development of early 
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codes relating to the category ‘routine framework for decision-making’. This assisted in 

the development of interview questions to gather data on how nurses made a patient 

assessment during a medical emergency call, an aspect of theoretical sampling. As 

such, the ‘routine framework for decision-making’ category evolved to become a main 

area of interest and was elevated to a ‘concept’. Charmaz (2014, p. 342) defines 

concepts as:  

the analytic conceptualizations that form the components of the developed grounded 

theory. For constructionists, concepts provide understanding of the studied phenomena 

and are situated in the conditions of their production in time, place, people and the 

circumstances of the research process.  

The development of a theory arises from the demonstrated relationships between 

concepts and a description of how these concepts are integrated together (Charmaz 

2014). The co-construction of a core concept provides the framework for theorising in 

constructivist grounded theory.  

Analysis of observations 

Field notes in the form of memos generated from the observations were initially 

analysed by reading and re-reading the transcripts to get a broad sense of what was 

happening on the scene. During this process, some initial questions were generated 

from the data that were explored during the interview phase. For example, after 

observing the attendees of the MET working in cramped conditions within the confines 

of a ward bed space, I became theoretically sensitised to explore how nurses felt 

walking into a small room, crowded with other team members.  

The next step of analysis was a process known as initial, or open, coding, which began 

by reading the field notes line by line and interpreting the data into words or phrases 

related to the research questions. This generated a list of codes, which Charmaz (2014) 

defines as short labels that depict what is happening in the data. Observation of 

people, actions and settings lends itself to line-by-line coding, as events can be taken 

apart to expose undetected patterns, and to analyse what constitutes them and how 

they occurred (Charmaz 2014). Each observation of a medical emergency call 

generated a list of codes. These codes were re-examined, looking for similarities that 

were then used to organise them into groups under a head category. This process is 
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known as ‘categorising’, and is an important analytic step in CGT, as codes that are 

considered to be significant or to reveal common themes and patterns within the data 

are elevated to an analytic concept (Charmaz 2014). Data derived from the 

observations were managed by the researcher entering codes into an Excel 

spreadsheet. The codes were then manually reorganised into groups. This manual 

process enabled the researcher to remain close to the data. This aligns with Charmaz’s 

(2014) technique for coding: remain open, stay close to the data, and keep codes 

simple, short and precise.  

Analysis of interviews 

The digital audio recordings of interviews were transcribed verbatim by a third party 

and the transcripts were checked for accuracy by repeatedly listening to the audiotape 

against the transcript and correcting errors or replacing missing words not captured by 

the transcriber. This also provided an opportunity to re-engage with the participants 

and reconnect with the interview data. During this process, the main points were 

captured, and each interview was summarised and filed with my memos. Transcribed 

interviews were analysed through a process of coding. During this process, data were 

taken apart, defined and labelled according to their subject matter (Charmaz 2014). 

The process of coding allows all data to be constantly compared to other data, and 

facilitates the critical step between collecting data and developing an emergent theory 

to explain the data (Charmaz 2014). Through this process, the researcher is able to 

define what is happening in the data by applying the rigorous method of constant 

comparative data analysis that will elevate codes to categories, categories to concepts, 

and the subsequent development of a core concept. This method of data analysis is a 

fundamental tool in CGT and consists of two main phases: initial coding, and focused 

coding, which will be explained in detail in the following sections. 

Initial coding 

Initial open coding ‘breaks open’ the data and is considered the ‘first run’ in data 

analysis, allowing the researcher to uncover initial thoughts, ideas and meanings 

(Charmaz 2014). This process re-engaged the researcher with the data and created a 

plethora of initial codes. Initial coding consisted of reading the interviews and 
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assigning each line or segment of data with a code that related to the research 

question. According to Charmaz (2014), this should be a relatively simple, direct and 

spontaneous process where the researcher remains close to the data. Each segment of 

data should focus on a participant’s actions rather than reflect pre-existing categories 

(Charmaz 2014). Codes that were taken from the language of the participants during 

the interviews are referred to as ‘in-vivo codes’. Charmaz (2014) argues that the use of 

in-vivo codes that finish with ‘-ing’ (gerunds) are a useful way to identify processes 

within the data and to capture participant experiences. Initial codes should emerge 

from the data, and preconceived or existing codes or categories should not be applied 

to the data (Charmaz 2014). The primary supervisor independently coded a sample of 

interviews to ensure that similar codes were being generated. 

The following extract from my journal provides an example of the challenge I faced in 

this regard: 

The process of line-by-line coding is a long process for me and difficult at 

times. Charmaz (2014, p. 120) suggests that you need to move quickly 

through the data. This is difficult for me as I spend a fair amount of time 

generating a new code and finding a place for it under my existing codes.  

As I break up the data into lines, I am conscious of not losing the context 

around certain points. Re-reading transcripts as a whole or listening to 

interviews is an important way to keep the meanings less disjointed. 

Some of my initial codes have been generated from those generated in the 

observation phase. Some codes were named using words directly taken 

from transcripts.  

As I code my data and I am generating new codes and allocating data to 

codes that already exist, I need to be mindful of not forcing data into 

predefined codes that may be too broad and less descriptive or do not 

capture the true meaning of the data. This may result in a generation of 

generic codes that are coded for topics/themes/categories rather than 

coding for actions. (Charmaz 2014, p. 121). Line-by-line coding gives 

researchers more directions to consider and helps the researcher to remain 
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true to the voice of the participant (Charmaz 2014). I need to be 

comfortable with the fact that I will generate A LOT of codes. (Journal 

entry, 5/4/2019)  
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Focused coding 

Once strong analytic directions were established through the initial coding process, 

focused coding enabled the synthesis and analysis of the initial categories to 

conceptualise larger volumes of data (Charmaz 2014). Initial codes were sifted, sorted, 

and organised into ‘like for like’ or ‘common’ codes. According to Charmaz (2014, p. 

341) this process of categorising is an important analytic step in grounded theory, and 

involves selecting certain codes that have overriding significance. Such a process of 

coding facilitates the theoretical direction of the work by identifying and explaining 

conceptual patterns within the analysis (Birks & Mills 2015). Focused coding revealed 

patterns and common themes among the codes, which facilitated the development of 

tentative categories. As these categories were integrated and compared for common 

themes, they were elevated to form a concept. For example, in this study, codes 

relating to assessment techniques and various interventions were categorised under 

‘performing assessments and interventions’. A theoretical integration of these 

categories led to the emergence of the concept ‘routine framework for decision-

making’ to explain the processes undertaken by Intensive Care nurses that influenced 

their decision-making during a medical emergency call. By engaging in this process, I 

was able to enhance the theoretical sensitivity of my data and stimulate the analytic 

process of theory development. According to Charmaz (2014), theoretical sensitivity 

allows grounded theorists to uncover the meanings in their emergent patterns and 

define the distinctive properties of their constructed categories that relate to these 

patterns. The following diagram, Figure 2, provides a visual illustration of the research 

process, highlighting the iterative nature of events and the sequencing of coding, 

focused coding, and categorising. The pivotal role of the constant comparative method 

will be described in the next section. 
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Figure 2. Diagram of study design (adapted from Charmaz 2014, p. 18) 

Constant comparative analysis 

CGT applies constant comparative methods to analyse the data which enables the 

researcher to recognise patterns. This method of analysis involves an inductive process 

of comparing data with data, data with code, code with code, code with category, 

category with category and category with concept (Charmaz 2014, p. 342). As the 

research progressed and more data were obtained, constant comparative analysis 

allowed the researcher to gain more insight into the categories and incidents, and to 

consider the meanings that underpinned these descriptions. Concepts were 

subsequently formed, and a conceptual understanding developed which provided 
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meaning to the data (Skeat 2014). Constant comparative analysis facilitated the 

discovery of a ‘core concept’, or a recurring theme within the data.  

Theoretical sampling and data sufficiency 

Theoretical sampling is the process of identifying and pursuing clues that arise during 

the analysis in a grounded theory study (Birks & Mills 2015, p. 131). Theoretical 

sampling is specifically applied to grounded theory and is the essential method that 

facilitates the emergence of a theory. Alternative sampling strategies involve the 

researcher making decisions about the sampling process during the planning phase, in 

order to test theory or describe a particular phenomenon. Theoretical sampling is a 

‘theory directed’ process of sampling that enables theory development through the 

construction of categories directly from the data during data collection. It examines 

concepts from various perspectives and continually questions the data (Birks & Mills 

2015, p.68). The process of theoretical sampling facilitates the researcher to gather 

more data that will elaborate and refine categories into an emerging theory. This 

process is an integral part of CGT, and distinguishes GT from other types of qualitative 

methods (Charmaz 2014). As such, it makes the process more rigorous as the method 

for refinement of categories becomes more explicit and transparent.  

By engaging in the process of theoretical sampling during the interview phase of data 

collection, I was able to refine the early categories generated in the observation phase 

of the study. As such, theoretical sampling facilitated the questioning of the Intensive 

Care nurses’ relationship with the patient to explore the idea of patient safety. In this 

way, the interview questions evolved and changed as I responded to issues that 

required further clarification, expansion or confirmation. Using the techniques 

involved in theoretical sampling, it became evident when the data collection could 

conclude. At this point, the theoretical categories refined during the process of 

theoretical sampling become ‘saturated’ with data. Saturation is evident when 

gathering data on a category reveals no new concepts, properties, or insights into the 

main theoretical categories of interest (Charmaz 2014). Charmaz (2014, p. 33) argues 

that the quality of the research relies on credible data that is sufficient to “fit your 

task’ and provide ‘a full picture of the topic”. In this study, data saturation, meaning 
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that no new codes emerged from the analysis, was reached after 12 interviews. Data 

sufficiency does not rely on the quantity of the data, but the data have sufficient detail 

to provide a rich description of the participants’ views and actions that will enable 

comparisons between the data to facilitate the development of robust analytic 

categories (Charmaz 2014).  According to Braun and Clarke (2021) data saturation is an 

essential component of validity in qualitative research and is described as a 

‘conceptual tool’ that is an integral component of good research practice in qualitative 

research (p.203).  

It is important to note that during the observation phase, the researcher did not 

witness a patient death. However, this was not considered a threat to data saturation, 

as patient deaths are not frequent events during a MET call. The aim of a MET call is to 

secure early intervention and circumvent unanticipated deaths. Any questions that 

arose around end-of-life care were explored in the interview phase as participants 

were encouraged to share their experiences around end-of-life care. 

 

Memo-writing 

Memo-writing played an important role in the CGT study. The memos formed an 

integral part of the research process by assisting the researcher to link codes with 

categories (Charmaz 2014). As data were analysed and coded through initial and 

focused coding, memos provided a way to capture thoughts, reflections and questions 

raised during this process. Initial ideas regarding potential categories were 

documented as memos which provided an audit trail and framework to analyse the 

data by interrogating codes, finding comparisons, and generating links between them 

to generate potential theories. In this way, as Charmaz (2014, p. 164) puts it, “memos 

record your path of theory construction”.  

Data management  

Data derived from the field notes taken during the observations were managed by the 

researcher manually entering them into an Excel spreadsheet and reorganising them 
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into groups. While this process worked well for the number of codes generated during 

analysis of observation transcripts, this manual method was not considered 

appropriate to manage the large volume of data contained in the interview transcripts. 

Thus, NVivo 10 was used to manage interview data and store the codes. In the initial 

process of coding, text from the interview transcripts was coded, organised and 

managed using this software. After the process of initial coding, a large number of 

codes were generated and stored in NVivo 10. The process of synthesising, filtering, 

sorting and reorganising codes into potential categories was then facilitated by 

manually organising codes into groups in an Excel spreadsheet. Excel enabled more 

flexibility to manipulate and manage large numbers of codes, and also kept me more 

embedded and closer to the data, making it easier to see the patterns emerge and for 

tentative categories to evolve. A combination of computerised and manual coding is 

recommended for novice researchers, and this reinforces the importance of treating 

software as a data management tool as opposed to an analytical solution (Birks & Mills 

2015). 

Rigour and evaluation of qualitative research 

The next section will discuss the criteria by which the research has been evaluated to 

ensure rigour in the process. The evaluation of qualitative research has been the 

subject of ongoing debate over the years, in light of the traditional dominance of 

quantitative research. The criteria of reliability and validity used to evaluate 

quantitative research are considered unsuitable for qualitative research because they 

were not designed for it (Horsburgh 2003). The development of qualitative rigour has 

gained increasing momentum over the years. The adoption of Guba and Lincoln’s 

criteria in the 1980s to mid-1990s provided new criteria and language to judge the 

quality of qualitative research. Traditional quantitative definitions of rigour—internal 

validity, external validity, reliability, and objectivity—were replaced with credibility, 

transferability, dependability, and confirmability (Guba & Lincoln 1998). A more recent 

view recommends eight criteria that represent high quality qualitative research: 

worthy topic, rich rigor, sincerity, credibility, resonance, significant contribution, and 

ethical and meaningful coherence (Tracy 2010). Charmaz (2014) proposes similar 
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criteria for evaluating grounded theory: credibility, originality, resonance, and 

usefulness. These were used to evaluate this study. 

Credibility 

Credibility refers to the researcher’s familiarity with the setting and topic area, data 

sufficiency, whether adequate systematic comparisons have been made between 

observations and categories, and having strong links between data and the ensuing 

analysis to form a strong argument (Charmaz 2014). This thesis contains evidence of 

researcher familiarity with the setting and topic area, and its data are highly credible. 

Originality  

Originality refers to the new insights generated from a conceptual analysis of the data, 

theoretical significance, and whether the theory challenges current practices (Charmaz 

2014). Given the paucity of literature on the role of the Intensive Care nurse in the 

medical emergency team, this study makes a valuable original contribution to nursing 

knowledge. 

Resonance 

Resonance implies that the categories provide an honest reflection of the studied 

experience and that the emergent theory makes sense of the participants’ experiences 

and provides deeper insights into the studied phenomena (Charmaz 2014). The data 

collection method of conducting observations followed by interviews provided 

resonance to the overall findings, as the actions of ICU nurses during MET calls were 

communicated back to the participants during the interviews. This provided an 

opportunity to verify and explain certain phenomena, increasing the validity of the 

research findings.  

Usefulness 

Usefulness implies that the analytic interpretations can be applied to other disciplines, 

that they contribute to current knowledge in the subject area under study, and that 

they generate further research into other areas of inquiry (Charmaz 2014).  
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For these criteria to be addressed, the principles outlined in the methodological 

processes of CGT must be followed, including initial and focused coding, constant 

comparative analysis, theoretical sampling, and data saturation. These principles will 

be discussed further in the final chapter. Issues related to sincerity can be addressed 

by maintaining a professional journal and memoing; these tools monitor the 

researcher's influence on data, illuminate the research process, and promote 

transparency and trustworthiness.  

Summary 

This chapter has situated this research within the qualitative paradigm of study. In 

addressing the aims of the study, the chapter introduced the constructivist grounded 

theory methodology as a way to study the processes of social interactions and make 

sense of the experiences of the Intensive Care nurse on the medical emergency team. 

My perspectives as a researcher working within the research area have been 

acknowledged by adopting a more contemporary approach to grounded theory 

whereby the theory evolves as a co-construction between the participants and the 

researcher. This is an important consideration in view of my insider role within the 

research setting and previous experience attending medical emergency calls. This 

insider perspective has been acknowledged and issues of reflexivity have been 

addressed by my keeping a research journal. Ethical procedures have been followed 

which describe the procedure for accessing participants, obtaining their informed 

consent, and maintaining their confidentiality, plus data storage and destruction. 

This chapter has also provided details of the two phases of data collection—

observation and semi-structured, in-depth interviews—and describes the data analysis 

procedures of initial and focused coding that align with the constructivist grounded 

theory framework. An evaluation of these methods was also described with reference 

to criteria applicable to qualitative research. 

The next chapter presents the findings from analysis of the research data.
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CHAPTER FOUR – FINDINGS  

 

The previous chapter described the research design and the methodological approach 

for the study. Researching the role of the Intensive Care nurse attending medical 

emergency calls for patient deterioration required an approach that captured the 

complexities of clinical work and the process for navigating complex terrains. As such, 

data were collected using two different qualitative methods over two consecutive 

phases: participant observation, followed by in-depth, semi-structured interviews. This 

iterative process was important because it provided the context of a MET call, and 

highlighted significant phenomena that were explored during the interview phase. The 

findings generated from these two methods are presented in this chapter and 

discussed in its two sections. Firstly, findings from the observation phase will be 

presented, providing an overall rich description of a typical medical emergency call 

from start to conclusion to capture the context in which the Intensive Care nurse 

works during a MET response. Analysis of the field notes obtained during the 

observation phase of the study will follow. The second section will present the findings 

from the interview phase.  

The analysis of data obtained from research participants has been conducted using the 

methodological process of CGT described in Chapter Three. Through a process of initial 

coding, focused coding and constant comparison analysis, data are presented as codes 

which have been sorted, sifted and synthesised into several categories. This has given 

rise to a number of concepts, and to the subsequent emergence of a core concept: 

‘keeping patients safe’. The data from which these categories and concepts have been 

derived will now be presented and the resulting discussion supported by extracts from 

field notes and participant interviews.   
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Part One - Observation findings 

The observation phase was conducted over a period of six months, and during that 

time 16 MET calls were observed (total observation time: eight hours). Fourteen 

Intensive Care nurses were recruited for the observation phase of the study. 

Observations of MET calls occurred in a variety of clinical ward settings, including 

medical, surgical, cardiac and oncology wards. MET calls that occurred Monday to 

Friday between 0800 and 1630 were observed. By engaging in the process of 

theoretical sampling at this stage of data collection, I was able to see early patterns 

emerge regarding how the Intensive Care nurse enacted their role at a medical 

emergency call. The observation phase of data collection concluded when it became 

obvious that no new insights were being revealed and a point of data saturation in the 

field had been reached.  

The purpose of conducting the observations prior to interviewing was to generate a 

broad understanding of the role of the Intensive Care nurse during medical emergency 

calls and gain some insight into the context in which they operate. This facilitated a 

greater understanding of the role of the Intensive Care nurse, and helped to illuminate 

the meaning and relevance of the narrative emerging from the interviews. Findings 

gathered during the observations created a framework in which to conduct the second 

phase of data capture and guided development of the questions for the interviews. 

The next section will present the findings gained from the observation phase of the 

study, which will be discussed in relation to the context in which the MET call 

occurred. This will be followed by an analysis of the field notes. 

Field notes from the observations were analysed by reading and re-reading to get a 

broad sense of ‘what was happening at the scene’. During this process, the 

observations raised questions about the role of the Intensive Care nurse, which 

assisted in the generation of the interview questions. For instance, in each of the 

observations, it was common for the Intensive Care nurse to enter the scene of the 

MET call with an average of eight to 10 people already in the room. I observed that 

members present rarely introduced themselves to each other, but there appeared to 

be a shared understanding of each person's position and everyone seemed to know 
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what to do. The role of the Intensive Care nurse appeared to be very structured and 

predictable, allowing patterns to be identified. A team leader was usually identifiable 

from among those present at the MET call, and the Intensive Care nurse was always 

positioned close to the patient, beside the MET trolley. The Intensive Care nurse 

appeared to be the ‘guardian’ of the MET trolley, and it was always positioned on the 

patient’s right. The trolley appeared to provide a legitimating ‘prop’ that allowed the 

Intensive Care nurse priority access to the patient. The Intensive Care nurse was 

primarily focused on assessment and ongoing monitoring. I was interested to learn 

how they made their assessment; these initial questions were explored further during 

the interview phase. The context in which the Intensive Care nurse participated in the 

MET response is captured in the section immediately below. 

The context 

During the process of initial coding of the field notes, certain observations were 

captured that provided detail regarding the context and setting of the MET response. 

As the data showed similarities across each observation, these have been collated and 

then summarised to provide the following description of a typical scene observed in 

this study. In this typical scene there are regular patterns that form the structure of a 

MET call (see Figure 3, below). There is the beginning of a MET call, where the 

Intensive Care nurse responds to the call for help, ‘enters the scene’, and figures out 

what is happening. The main part of a MET call is the ‘treatment phase’, where 

assessments are made, and interventions performed. The MET call ends as 

management plans are confirmed and team members ‘leave the scene’. This section 

provides a description of these three phases and an overall summary of the context of 

a MET call. 

 

Figure 3. The observed phases of MET 

Leaving the scene

- management plans 
confirmed

The treatment 
phase

- assessing and 
intevening

Entering the scene

- figuring it out
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Entering the scene 

The Intensive Care nurse responds to a pager that identifies that a MET call 

has been activated. The MET trolley is collected from the ICU and together 

with the ICU Registrar they head toward the MET call on the ward. It often 

takes about 5 minutes to join the other members of the MET on the ward, 

who have arrived from various locations within the hospital. The Intensive 

Care nurse and ICU Registrar patiently wait for a lift to arrive to facilitate 

access to the ward. As they enter the ward, the pager notification provides 

direction to the location of the MET call. As they enter the room, there is a 

crowd of people with an average number of 8 staff in the room—a 

combination of nursing and medical staff. This includes the Medical 

Registrar accompanied by his team of junior staff and 2 or 3 ward nurses. In 

some MET calls the patient’s home team is also in attendance. The patient 

is obscured behind a crowd of people. The patient is observed to be lying 

flat on the bed, upright or slumped to the side. Their chest is exposed as 

ECG leads are applied. The patient’s appearance is usually drowsy or 

fatigued, with a flat affect and they are uncommunicative and unengaged 

with the events going on around them.  

The MET call is well underway as the Intensive Care nurse attempts to 

manoeuvre the MET trolley towards the patient which presents some 

challenges amid a confined space with a crowd of people. The MET trolley 

is usually positioned to the right side of the patient’s bed or at the foot of 

the bed. The Intensive Care nurse remains close to the patient, sometimes 

introduces themselves to the patients and applies the blood pressure 

monitoring and oxygen saturation probe to the finger (Field notes, 2018).   
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The treatment phase 

The Intensive Care nurse remains close to the MET trolley and to the 

patient, vigilantly assessing the heart rhythm and the vital signs. The 

Medical Registrar and ICU Registrar are gathering information about the 

patient. The Intensive Care nurse requests additional information about the 

patient by questioning the ward nurse. A ward nurse stands to the 

periphery, watching the event as a quiet observer and scribing. Another 

ward nurse remains close to the patient, assisting the Intensive Care nurse 

to perform an ECG or set up an IV line to administer a fluid bolus. Medical 

staff continue to watch the patient’s response to treatment while the 

Intensive Care nurse reviews the ECG and arterial blood gas results. 

Additional interventions such as administering medications or application 

of oxygen therapy may be required and are routinely administered by the 

Intensive Care nurse who remains diligently close to the MET trolley at all 

times. A ward nurse appears intermittently to gather the necessary 

equipment and assist as required.  

There is a sense of ‘organised chaos’ during a MET call, as no roles have 

been verbally allocated but everyone seems to know what to do. There is a 

lot of quiet talking; the room is noisy amid the constant beeping of the 

heart rate monitor or the piercing alarm activated by an abnormal vital 

sign, or the constant ‘whooshing’ sound of the IV pump as it delivers fluid at 

a rapid pace.  

On two occasions the patient’s visitor remained in the room, standing at 

the periphery, quietly watching the events unfold (Field notes, 2018). 

Leaving the scene 

At the end of a MET call the crowd dissipates and often there are only 4–5 

people left in the room. The team waits quietly for the results of blood tests 

to be returned so decisions can be made to ‘stand down’ the MET call. The 

ICU or Medical Registrar makes this decision. At this point the intensive 
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care nurse removes the monitoring from the patient and responds to 

questions from the ward nurses regarding ongoing treatment plans. A 

management plan is confirmed as the MET ensures that the ward staff are 

‘happy’ for the MET to leave the call. The Intensive Care nurse and ICU 

doctor leave the patient’s room quietly. The ward nurse remains with the 

patient. Often the patient is not acknowledged or bade farewell by 

members of the team as they leave the scene. (Field notes, 2018) 

The compiled description of a typical MET call captured from field notes during the 

observation phase revealed three distinct points of engagement for the Intensive Care 

nurse responding to a MET call. The first phase related to entering the scene, the 

second to participating in treatments, and the last to leaving the scene. This 

description gives an example of a typical MET call, and as such provides the context to 

many of the activities undertaken. The MET’s journey is captured from the moment a 

call is received to the challenges of manoeuvring a trolley through a crowded room. 

Many of the commonly performed tasks are described, such as patient assessments, 

monitoring and interventions, with the eventual formulation of an ongoing 

management plan.  

The next section presents an analysis of the observation findings. Line-by-line coding of 

field notes revealed a number of codes that were compared for similarities and 

organised into three categories: ‘team dynamics and the MET nurse’; ‘being close to 

the patient’; and ‘routine framework for decision-making’. These are represented in 

Figure 4, below, and reveal the interdependence and relationships between the 

categories. 
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Figure 4. Observation categories 

Table 3, below, presents an example of the codes listed under each category. 

Table 3. Observation categories with example codes 
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Team dynamics and the MET nurse 

The codes identified under the category of ‘team dynamics and the MET nurse’ have 

been collapsed, and are discussed, under three sub-codes: ‘working as a team’, 

‘collaborative decision-making’, and ‘directing care and leadership’. The other codes 

within this category have been integrated into these headings and reflect the 

interactive and interwoven nature of these codes. The findings presented under each 

of these sub-codes provide a description of how the Intensive Care nurse interacts 

with other team members and their influence on the team dynamics. Each sub-section 

is supported by data from field notes taken at the time of the observation. 

Working as a team 

The team dynamics that were evident during MET calls were primarily centred on the 

connections that the Intensive Care nurse, Intensive Care doctor, Medical Registrar 

and ward nurses made. Each appeared to have clearly defined roles and 

responsibilities within the team. The Intensive Care nurse applied the monitoring and 

assisted with obtaining an assessment of the patient. They acted in a way that 

demonstrated experience and confidence, and worked closely with the Intensive Care 

doctor and ward nurses. The Medical Registrar and Intensive Care doctor worked 

collaboratively to ascertain the cause of deterioration and initiate treatments. One 

ward nurse was usually positioned at the periphery of the scene, quietly documenting 

observation findings; a second ward nurse was available to assist as necessary and to 

respond to queries about the patient. This team was usually accompanied by an 

entourage of additional team members and clear role allocation was not always 

evident. These people would stand at the periphery of the scene; some quietly 

observing, others contributing to the acquisition of additional information about the 

patient, locating blood results and other assessment findings:  

As the ICU nurse approaches the single room with a trolley, a number of 

people are milling around the door. There are 10 people in attendance in 

this MET call. The doctor outside the room appears to be gathering 

information regarding blood results. There is a lot of talking amid a sense of 

organised chaos as information is sought and relayed back to the team 
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members standing close to the patient. One ward nurse stays with the 

patient and a second ward nurse stands away near the door, quietly 

observing the scene and scribing the events [...] the ICU nurse enters the 

room and connects the monitor to the patient. “Hello, I’m Kate 

[pseudonym], one of the ICU team. What was the last BP?” she asks the 

ward nurse. They respond “77/49”. The patient looks well, and they are 

smiling. The ICU doctor examines the patient, and the ICU nurse continues 

to monitor the patient. (Observation 13, 19/9/2018) 

During each of the observations, the Intensive Care nurses were seen to interact with 

several health care professionals present during the MET call. Conversations with 

doctors were initiated by the Intensive Care nurse to ascertain the status of the patient 

and clarify the management plan. The Intensive Care nurse would contribute to the 

discussion by suggesting initiation of fluid therapy, vasopressor medications, or the 

need for a chest X-ray or other investigations. 

The ICU nurse’s interaction with the ward nurse occurred in two different ways: the 

first was an inquiry activity into the patient’s condition; the second was one of 

reassurance that the ward nurses were performing in a manner that supported the 

team. Ward nurses were mainly observed to assume a quieter role within the team, 

and remained in the position of scribe or assistant to the Intensive Care nurse or 

doctors: 

The ICU nurse discusses possible reasons for the assumed diagnosis of 

sepsis with the ICU Registrar and medical home team [...] the ICU doctor 

leaves the MET call to discuss ongoing management plans with the ICU 

consultant. The Medical Registrar asks the ICU nurse to stay with the 

patient to provide continual monitoring. The ICU nurse remains with the 

team, stands at the foot of the bed, continually observing the monitor and 

assessing the response to IV therapy. Three ward nurses and three doctors 

remain, the crowd has thinned. The MET activities continue—the doctor 

takes a blood sample and one of the ward nurses administers antibiotics. 

The ICU nurse communicates the observations to the ward nurse who is 
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scribing: “SaO2 93%, BP 77/60”. The ICU nurse states, “Do you want to give 

some Aramine [vasoactive agent]?”; a question directed to the Medical 

Registrar. (Observation 8, 26/6/2018) 

There was evidence of teamwork between Intensive Care nurses, ward nurses and 

medical team members as they were observed to work in partnership, assisting each 

other with tasks and sharing responsibilities. The field note immediately above 

consolidates this point and describes a situation where the Intensive Care nurse 

worked collegially with the medical staff on the team. Each team member had clearly 

defined tasks, and they relied on each other to effectively perform their roles. 

Collaborative decision-making 

Specific role requirements of Intensive Care nurses and MET doctors direct many of 

their responsibilities within the team. However, the observations demonstrated that 

team members often worked together to analyse assessment findings and decide on 

the most appropriate treatment. Collaborative decision-making was observed in the 

following ways as the ICU nurse would contribute to the assessment by asking 

questions of the patient, such as “How are you feeling? Do you feel faint? Do you have 

any pain?” (Observation 12, 19/9/2018). They also assisted with rhythm interpretation 

and arterial blood gas analysis. The ICU doctor and Medical Registrar often worked 

together to communicate assessment findings, diagnose the clinical problem and 

made subsequent treatment decisions together using a collaborative approach. During 

such interactions they would rely on the assessment findings obtained from 

participants to inform their decision-making:  

The ICU nurse enters the crowded room on a two-bed medical ward. I count 

six people in the room. It looks like three ward nurses and three doctors. 

The interventions are underway, such as obtaining an ECG, documenting 

vital signs and accessing assessment findings. The ICU nurse makes her way 

to the right side of the patient's bed to attach the monitoring. “Hello,” she 

says as she moves towards the patient with the trolley. There are so many 

people in the room that my view is obscured. The ICU nurse attaches the 

monitoring. The MET call is for a low GCS [neurological]. Three doctors 
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assemble at the foot of the bed, communicating the assessment findings 

with each other, drawing information from the patient’s history and trying 

to ascertain the cause of the condition that precipitated the MET call. The 

ICU nurse communicates the patient’s vital signs to the medics and 

questions the results of the arterial blood gas. There is no clear leader, and 

their decision-making is observed to be very collaborative as they share 

ideas. I catch a glimpse of the patient. She is slumped, sitting upright, eyes 

closed, unengaged. Her responsiveness improves as one of the doctors 

speaks loudly in order to elicit a response. The ward nurses stand at the 

edges of the scene, scribing and standing by to assist where needed. 

(Observation 14, 28/9/2018) 

The ICU nurse would actively contribute to these interactions by communicating their 

assessment findings, such as ECG rhythm interpretations, alerting the team about 

changes to blood pressure and oxygen saturations. The patient’s response to 

treatment, such as fluid therapy or oxygen therapy, was also communicated to the 

medical staff without prompting. Alternative treatments, such as administration of 

vasoactive medications to support patients’ blood pressure, or initiation of higher 

levels of oxygen support, were also suggested by the ICU nurse to the medical staff. In 

the absence of no one clear leader, it was frequently observed that the Medical 

Registrar and ICU Registrar would work together to find the cause of deterioration and 

formulate a plan. During this process, they would share assessment findings, analyse 

results together, and discuss the most appropriate treatment options. Each team 

member was observed to work in different ways, and to bring varying levels of 

experience and expertise to their role. As such, more experienced medical team 

members were seen to assert themselves in the role of team leader. This will be 

explored further in the following section.  
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Directing care and leadership 

The observations revealed that the Intensive Care nurse appeared to assume a nursing 

leadership role within the team. They had a clear role in directing care with regard to 

initiation and cessation of patient monitoring and would frequently provide assistance, 

direction and reassurance to the ward nurses in attendance:  

The patient is writhing around on the bed, amid a seizure, with clothing 

opened so that his bottom is exposed. He is an overweight male and it is 

difficult for the ICU nurse to access the patient’s chest to apply the 

monitoring. The patient is restless, with a fluctuating neurological status. 

The ICU nurse persists and is able to obtain a sats [oxygen saturation] 

reading (Sats 99%). She then attempts to get a BP reading but is having 

difficulty applying the BP cuff as the patient slumps and wriggles in the bed. 

She tries to reassure the patient: “You’re OK, Peter [pseudonym]”. The 

patient’s breathing is laboured, and they appear agitated. The ICU nurse 

finally manages to obtain a manual BP reading (140/70). The ICU nurse's 

manner is calm, amid a room full of people (17) and she looks like a leader 

as she works with a sense of purpose, persistence and focus to obtain a 

baseline assessment of the patient's vital signs. In an assertive voice, she 

questions the Medical Registrar regarding what type of medication has 

been administered and confirms that it is the correct dose. The ICU nurse 

continues to monitor the neurological status, places her hand on the 

patient’s chest and assesses the respiratory status as she questions the 

doctors regarding the patient's goals of care. The ICU nurse assists the 

ward nurse to reposition the patient in the bed and perform an ECG 

[electrocardiogram]. (Observation 7, 21/6/2018) 

The observations revealed that team leadership was typically dynamic, and would 

frequently change depending on the experience or confidence level of medical staff. In 

some cases, the Medical Registrar was observed to take on a team leadership role, 

relying heavily on input and advice from the ICU Registrar. However, in many 

observations there was no clear leader, and the doctors worked collaboratively to 
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manage the patient. The Medical Registrar was always the first medic to arrive at the 

MET call, and was observed to have started the process of information gathering by 

the time the ICU contingent had arrived on the ward. Clear role allocation was not 

observed during any of the observations, but the person responsible for gathering 

information, making assessments which led to a diagnosis, and for the resulting 

management plan assumed a leadership role which the other team members 

respected. While the ICU nurse was not observed to act in the role of overall team 

leader, they were relied upon to support the medical team leader, as evidenced by 

their role in the collaborative decision-making process. The observations revealed that 

the ICU nurses worked in a way that demonstrated a number of leadership qualities: 

clear communication, being assertive, directing care, allocating tasks, being focused, 

being supportive, and working independently in an organised and systematic way.  

The next section will present an analysis of the observations within the category ‘being 

close to the patient’. Codes within this category reveal how the participants interact 

with patients during a medical emergency call. 

Being close to the patient 

The Intensive Care nurse was consistently observed being close to the patient 

throughout all MET calls. Being close had a functional element, in that the Intensive 

Care nurse assumed responsibility of the MET trolley and therefore had to position 

themselves in close physical proximity to the patient to allow for monitoring 

equipment to be applied and to observe cardiac rhythms and perform vital sign checks. 

They appeared to act as the patient’s guardian, keeping them safe from harm. This 

closeness enabled the Intensive Care nurse to support the patient, be a calming 

presence, and provide reassurance. In many of the observations, the ICU nurse was 

the only person directly interacting with the patient, as the other members maintained 

their focus on performing tasks and accessing information about the patient. As the 

ICU nurse exposed the patient’s chest to apply the ECG leads for cardiac rhythm 

monitoring, they were observed to introduce themselves to the patient and explain 

what they were doing. Many tasks were being performed simultaneously around the 

patient, and the ICU nurse communicated with the patient, providing an explanation of 
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what was happening. If the patient was observed to be uncomfortable or in distress, 

the Intensive Care nurse would reposition them or recommend analgesia.  

Physical closeness also provided an opportunity to question the patient and gain an 

understanding of how they were feeling and to then communicate this to the medical 

staff. In this way, the nurse was observed to act as an advocate and mediator between 

the patient and the medical staff. The nature of this relationship with the patient was 

clearly important, and was explored further in the interview phase: 

Seven people mill about the patient’s bed. It is noisy, and the monitors can 

be heard alarming at the bedside. It looks like organised chaos. Seemingly 

difficult for people to move around due to the limited space at the bedside. 

The ICU nurse holds the patient's hand and initiates some verbal interaction 

with the patient. She explains the situation and provides reassurance. Her 

manner is calm, appears very focused, asking, “Do you feel dizzy?” The ICU 

nurse is the only team member who has spoken to the patient. “Need to 

keep you safe,” says the nurse, holding the patient’s hand and watching the 

monitor displaying vital signs. (Observation 2, 10/5/2018) 

The above observation reflects a fundamental role of the Intensive Care nurse in the 

promotion of patient safety. Being physically positioned close to the patient allows 

them to act as a guardian, protecting them from harm by maintaining constant 

observations of their vital signs. Patient monitoring will be discussed in the next 

section. 

Routine framework for decision-making 

Each of the observations revealed that the Intensive Care nurse applied a predictable, 

routine and consistent approach to the management of the deteriorating patient on a 

medical emergency call. These routine actions appeared to inform the participants’ 

decision-making, in that monitoring and assessment findings would assist with 

diagnosing the problem and then inform the required interventions. As previously 

described, the Intensive Care nurse would typically enter the scene and initiate patient 

monitoring, which they vigilantly continued to observe throughout the MET call. The 
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treatment phase typically involved the administration of common therapeutic 

interventions to address the clinical problems identified. As such, the Intensive Care 

nurse performed some tasks very frequently, including monitoring of vital signs, 

assisting with intravenous therapy, administering medications, questioning health 

professionals and the patient, diagnosing following a focussed health assessment, and 

troubleshooting equipment. In the final phase of a MET call, the Intensive Care nurse 

was observed to remove the monitoring and communicate with the ward nursing staff 

in order to ensure that the management plan was clearly understood.  

The observations during phase one of the study provided an opportunity to see what 

happens during a MET call, capture any team interactions and watch the way in which 

the Intensive Care nurse worked. It soon became evident that there is a common set of 

tasks that an Intensive Care nurse performed during a MET call. These tasks are 

primarily skill-based, and speak to the technical aspects of the role. The Intensive Care 

nurse appeared to work in an organised, systematic way, and to have clear 

responsibility for monitoring and ongoing assessments:  

The ICU nurse connects the ECG cables to the patient, then the oxygen 

cable, and monitors the BP. She says hello to the patient while she attaches 

the monitoring leads. Following this, she assisted the doctor to insert the IV 

into the patient's arm while providing advice to the doctor regarding the 

correct procedure for insertion of the IV. The ICU nurse remains positioned 

between the patient and the monitor. Space is very limited, and 

participants look confined to specific spots. The ICU nurse assists with 

insertion of a chest X-ray slider under the patient's chest. They connect the 

IV cannula to the IV and push fluid in through the rapid infuser and then 

assist with the insertion of a second IV while continuing to squeeze more 

fluid in, passing the ABG syringe to the ICU doctor to assist with blood 

collection. The ICU nurse works mostly with the ICU doctor and continues to 

monitor the patient while pushing more fluid in. The ICU nurse explains to 

the patient what is happening and provides reassurance to them while 

assisting the ward nurse to do an ECG. They questioned the doctor 
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regarding urine output and reviewed the results from the ABG. 

(Observation 1, 11/4/2018) 

How the relationship between routine practices, patient assessment and clinical 

reasoning formed a framework for decision-making will be explained through data 

obtained during the interview phase. 

Summary 

From the summary of the data obtained during the observation phase, it is clear that 

the Intensive Care nurse has three clear phases to their role. The entering the scene 

phase played a key part in performing assessments and providing monitoring. During 

the treatment phase, the nurse worked closely with the ICU doctor in a collegial 

relationship, and acted as a nurse leader by assisting, supporting and educating ward 

nurses. They acted as an advocate for the patient, guarding them and creating a safe 

environment. Leaving the scene provided opportunity for the Intensive Care nurse to 

confirm management plans and support the ward nurse. 

By conducting the observations as phase one of data collection, a broad understanding 

of the Intensive Care nurse’s role within the MET was obtained. Data analysis of the 

observations revealed some context around MET calls and achieved its purpose of 

providing a framework to guide the interview questions. The observations thus led to 

the formation of topics that were explored during the interview phase relating to the 

determination and formation of team leadership, role allocation, and knowing what to 

do in each role, including exploring the intensive nurses’ relationship with the ward 

nurse, ICU doctor and patient. Further, the interviews explored the experience of the 

Intensive Care nurse walking into a room full of people and working in an overcrowded 

environment, as well as developing a greater understanding of how they get to know 

the patient and undertake a patient assessment. All of these matters are explored in 

the second part of this chapter, below. 

As an experienced practitioner these observations provided a unique opportunity to 

expand and challenge my own insights as I reflected on my prior experiences attending 

MET calls. The observation findings consolidated my understanding of the importance 
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of monitoring and assessment. However, the emerging codes within the categories of 

‘team dynamics and the MET nurse’ and ‘being close to the patient’ expanded my 

knowledge in these areas, as I gained new insights regarding the importance of 

knowing your role and ensuring patient safety. 
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Part Two: Interview findings 

This section of the chapter will present the findings of the second phase of data 

collection: the interviews. Twelve Intensive Care nurses were interviewed, 10 of whom 

had also participated in the observation phase. Interview length ranged from 20 

minutes to 45 minutes. The interviews included twelve open-ended questions that 

originated from the observation phase in order to develop a deeper understanding of 

the way the Intensive Care nurse works within the medical emergency team. The 

analysis was conducted using the methodological process of CGT described in Chapter 

Three. Through a process of initial coding followed by focused coding and constant 

comparative analysis, codes were sifted, sorted, synthesised and organised into 

several categories which in turn led to the formation of four key concepts: ‘routine 

framework for decision-making’, ‘figuring it out’, ‘leadership’ and ‘patient safety’. 

During the analysis, it became evident that ‘patient safety’ would be a core concept. 

Charmaz (2014) states that a core concept integrates and links together the main 

categories to form the grounded theory of a substantive area of enquiry. As such, the 

category of ‘patient safety’ was elevated to the core concept ‘keeping patients safe’, 

forming the essential link between all the categories and connecting each key concept 

to this central idea of patient safety. 

Each of the key concepts will now be discussed with reference to the categories from 

which they originated. The list of codes under each category are presented in the 

following sections. During the initial process of line-by-line coding of the interview 

transcripts, more than 700 codes were generated. Following the methodological 

processes of CGT outlined in Chapter Three, these codes were organised into the 

above categories. Data contained under each code have been summarised in the next 

section to create a discussion around each category as it relates to the listed codes. 

Excerpts from interview transcripts are included to support the discussion of the 

findings. 
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Routine framework for decision-making 

The ‘routine framework for decision-making’ emerged as a category during the 

observation phase of the study and was elevated to a key concept during the interview 

phase. A ‘routine framework for decision-making’ in this study refers to the routine 

assessments and interventions that are undertaken to influence Intensive Care nurses’ 

decisions during a MET call. As described above, the activities that fall within this 

category are essentially skill-based, being the technical skills required by the Intensive 

Care nurse. These knowledge-based skills are underpinned by highly developed 

assessment skills, a well-developed knowledge of the emergency algorithms that guide 

advanced decision-making, and a theoretical understanding of the physiology of the 

deteriorating patient gained through postgraduate study and experience. All of the 

participants in the study had obtained a postgraduate certificate in critical care. This is 

a requirement, together with completion of advanced cardiac life support training, and 

annual assessment, to be allocated to the role of a MET nurse.  

A summary of some of the initial codes emerging from the data relating to ‘routine 

framework for decision-making’ is included in Table 4, below. These codes refer to 

many of the activities performed by an Intensive Care nurse on a MET call. 

Table 4. Codes under ‘routine framework for decision-making’ 

Performing assessments Interventions 

Rhythm assessment 

Vital sign monitoring 

Respiratory assessments 

Analysing arterial blood gases 

Using objective measures 

Head to toes assessments 

Performing a 30-second snapshot 

Using visual cues 

Looking and listening 

Monitoring trends 

Picking up on deterioration 

‘Hands-on’ approach 

 

Administering medication 

Administering emergency treatments 

Application of defibrillation pads 

Establishing IV access 

Assisting with blood taking 

Administering IV fluids 

Treating CVS instability 

Monitoring BP, ECG and vital signs 

Providing airway support 

Administering oxygen therapy 

Interpreting the chest X-ray 

Escorting a patient to CT scan 

Comfort measures and symptom relief 

Providing end-of-life care 

Performing 'routine tasks' 

Protocolised care 
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Performing assessments 

Interview participants described how patient assessment often begins within the first 

few seconds of a call, and relies on the nurse using visual cues as well as objective 

patient data obtained from the monitor. Interview 1 distilled this in the phrase 

“eyeball, connect and assess”: 

Interview 1: […] just by looking at them. So you see difficulty in their 

breathing, or they’re unconscious, sometimes if they’re on the floor, that’s 

why they’ve called it, they’re seizing, so sometimes you can actually see […] 

so it’s just more you go in, you just eyeball, connect and assess. 

The observations revealed that the Intensive Care nurse seems to work in a consistent 

and systematic manner, falling into a routine pattern of behaviour. This phenomenon 

was explored further during the interviews, and showed that nurses rely on a decision-

making framework that is derived from emergency management protocols, and use an 

ABC (Airway, Breathing, Circulation) approach to management. This enables the nurse 

to perform many tasks as a matter of routine. The codes identified support the 

‘technical know-how’ of experienced nurses and facilitate an automatic response, 

removing the cognitive element of some tasks:  

Interview 4: You’re obviously doing that over and over again, that head-to-

toe thing, in your head. 

Interview 2: But if that ABC [Airway, Breathing, Circulation] is done almost 

instantaneously, and that’s really what you are doing, even though you 

don’t necessarily think about it. But that’s the approach you normally take. 

Interview 10: It’s just going back to danger, response, airway, breathing, 

just going systematically through it. 

The interviews identified that the assessments most frequently performed 

assessments included ECG rhythm, vital sign monitoring, and respiratory. Assessments 

were done using a ‘hands-on’ approach, and relied on looking and listening to check 

for deterioration. This assessment often happened very quickly, and was coded as a 
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’30-second snapshot’. The following excerpts demonstrate how quickly participants 

were able to recognise deterioration using a hybrid visual–hands-on approach: 

Interview 6: I do probably what I do with any patient, and what I was 

taught about, the 30-second snapshot; so airway, breathing, circulation, 

and then have a look. 

Interview 6: You know, I’ll just walk straight up to them, before I put the 

monitor on them or anything, and just touch them and feel how warm they 

are, touch them, touch their head, see if they are sweaty. All within a short 

period of time. 

Interview 5: As soon as you lay eyes on the patient, you can generally tell 

how well or how unwell they are. 

One nurse described the assessments as ‘basic’, and described relying on the vital sign 

measurements obtained from the monitoring, together with a quick visual assessment: 

Interview 12: The patient didn’t have any monitoring on, so that was my 

first thing is to get the sats [oxygen saturations] probe on, get the ECG 

monitoring on, get a blood pressure. His sats were really okay, but he 

looked quite distressed. He was really tachycardic […] I guess it’s a very 

basic assessment. For me, it’s looking at the numbers on the monitor and 

what you have and obviously looking at the person in the bed and what 

they’re doing. 

The application of monitoring is routinely performed at the beginning of the MET call: 

Interview 6: We need to attach him to the monitor, we need to check his 

heart rate and his blood pressure and maybe put some oxygen on him if he 

needs it before we move from here. 

Interview 8: We’d put them on the monitor and try to assess their rhythm 

and attach them to sats monitoring and ECG monitoring and then take 

blood pressure and establish where the patient is. 
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Interview 12: My primary thing is that monitor. I remember talking to the 

ALS [advanced life support] educator, who said to me, “Chances are no one 

else in the room knows how to use that unless you’re on the [cardiac ward], 

so you need to stay close to that.” If everything else is kind of under control, 

that’s what I’ll do. 

The need to apply monitoring afforded physical access to the patient, as well as 

opportunities to ‘connect’ with the patient, and inform and involve them in their care. 

This was captured during the observations, and was coded as ‘being close to the 

patient’. The nurse’s physical proximity to the patient, facilitated by the placement of 

the MET trolley, enabled the nurse to access the patient, conduct a quick assessment, 

and prioritise care in a timely way, with the ultimate goal of keeping the patient safe 

from harm.  

Interventions 

As previously stated, algorithms direct many of the interventions during a MET call. 

Silva et al. (2016) showed that the interventions most commonly implemented by 

nurses during emergency responses were administering a fluid challenge (40%), bag 

mask ventilation to support respiratory effort or the absence of breathing (37%), and 

IV access (11.6%). This study made similar findings, with the most frequent 

interventions being administering medications and emergency treatments, 

establishing intravenous (IV) access, administering IV fluids, provision of airway 

support, and administering oxygen therapy: 

Interview 8: The classic example is priming a rapid infuser. Something you 

think sounds pretty simple, but a lot of ward staff don’t know how to prime 

a rapid infuser. 

Interview 7: I usually take control of the MRX [cardiac defibrillator] and 

medications and things that are not normal for ward staff.  
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Interview 11: After you’ve attached the monitoring, often the fluids, 

administration of fluids, certain medications, just reminders to do a blood 

sugar level; have we done a gas [arterial blood gas], what bloods have been 

done? 

Implementing comfort measures and analgesia were also frequently described 

interventions during a MET call, indicating, as the following excerpts show, that nurses 

valued patients being comfortable: 

Interview 12: And what he needed we didn’t have on the trolley; [it] was 

determined he could have done with some morphine to help him relax. 

Interview 11: I made sure she was comfortable, and her family was with 

her, the whole family was in the room at the time of the MET call as well, 

which was unusual, and we just left them to it. 

Interview 11: But I made sure she got some pain relief. Whether or not she 

had pain I don’t know, but she was far too distressed for my liking. 

During the interviews, participants also described the importance of establishing 

appropriate goals of care during a MET call. According to Silva et al. (2016), end-of-life 

decisions were part of MET call actions 24% of the time. MET activations are a sentinel, 

adverse event that can initiate a dialogue about appropriate goals of care in the 

context of deterioration and imminent death (Silva et al. 2016). It could be argued that 

these decisions must be made in the best interests of the patient and need to involve 

their family in the decision-making process. The following extracts highlight the 

importance of making these decisions at an appropriate time with family involved: 

Interview 9: Sometimes they will want to discuss it with the family in the 

daytime, which sort of makes sense. You don’t want to wake someone in 

the middle of the night to talk about a patient’s goals of care. 

Interview 9: And also having a goals of care [plan] established that we think 

is in alignment with what the patient would want, and their next of kin and 

family. 
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In summary, a routine framework for decision-making during a MET call facilitates the 

Intensive Care nurse to perform a range of haemodynamic and respiratory 

assessments using both objective data from the monitor and visual cues from 

observing the patient. The most frequent interventions were administration of 

emergency medications and airway support. As the Intensive Care nurse performs 

assessments, provides physiological monitoring and conducts the routine interventions 

during a MET call, they are continually trying to access information, and to figure out 

and make sense of what is happening at the MET call. This routine framework directs 

decision-making and enables Intensive Care nurses to provide a safe standard of care 

that helps them to recognise signs of deterioration and implement appropriate 

interventions.  

Figuring it out 

To keep their patients safe, it is essential that the Intensive Care nurse knows what is 

happening to the patient. In doing so, the nurse draws upon their critical thinking skills 

to try and figure out what is going on in order to prioritise care and respond to the 

patient in a timely way. The key concept ‘figuring it out’ developed from the 

combination of the categories ‘figuring it out’, ‘critical thinking’ and ‘prioritising care’. 

Each of these categories emerged from initial codes that were reorganised into ‘like for 

like’ groups using constant comparative analysis. Table 5, below, gives examples of the 

codes relating to these three categories, which are described in greater detail and 

illustrated with interview excerpts in this section.  
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Table 5. Codes under ‘figuring it out’ 

Figuring it out Critical thinking Prioritising care 

Accessing relevant information 
about the patient 

Knowing the right information 

Asking the 'why' questions 

Why is this happening 

Seeing what's missing 

Sense making 

Knowing the plan 

Clarifying goals of care 

Determining limitations in 
treatment 

Clarifying the management 
plan 

Following up on care 

Anticipating care 

Knowing the protocols 

Thinking critically 

Being experienced 

Being prepared for the role 

Supporting the ward nurses 

Having expertise 

Knowing their capabilities 

Learning from experience 

Retrieving prior knowledge 

Using intuition 

Problem solving 

Questioning care 

Suggesting treatment decisions 

Being busy 

Pressured for time 

Time constraints 

Responding in a timely way 

Being switched on 

Thinking ahead 

Acknowledging unpredictability 

Able to prioritise various tasks 

Figuring it out 

‘Figuring it out’ is the phrase used to describe a number of processes that Intensive 

Care nurses utilise in order to make sense of what is happening during a MET call. This 

term has been elevated from a category to a concept, as it typically integrates all the 

processes that Intensive Care nurses must undertake in order to understand what is 

happening to the patient. Participants frequently described arriving at the scene later 

than the other team members, and were required to quickly assess the situation, 

determine the reason for the call, and see what was missing. This was also observed 

during the first phase of the study. The data were coded as ‘making sense’ and the 

following descriptions reveal how participants gained an understanding of what was 

happening at a MET call. The term ‘figuring it out’ is an in vivo code, and was 

previously used as a code in the observation phase. During the interviews, I was able 

to explore this code further as participants described how they were able to access 

relevant information and make sense of the situation by listening to and questioning 

other members of the team: 
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Interview 8: Well, I would try and listen to what’s actually happened, trying 

to see the situation that’s been debriefed by the doctors and just try to 

establish what exactly has happened. So listen to the scenario and why the 

MET call has been called. 

Interview 10: So, I’ll tend to ask the nurse who’s scribing and taking the obs 

[vital signs];, I’d say, “Look, why was this MET called for?” and get the 

information that way. And then, once that’s sorted, then I’ll get a little bit 

of background information from the nurses when they’re sort of fiddling 

and everything is sorted a bit. 

Interview 6: But I’m always quite fascinated when you go to a MET call, 

they [the ward nurses] are able to pull out that information that you need 

about the patient quickly, rather than having to think about which patient 

it is. 

The last statement demonstrates a reliance on the ward nurses for information about 

the patient. Ward nurses spend a significant amount of time with the patient and are 

usually the most appropriate clinician to provide some clinical context and background 

information about the patient to the call. 

To figure out what is going on during the MET response, the Intensive Care nurses 

primarily relied upon obtaining measurements through monitoring and performing a 

quick visual assessment, as discussed in the previous section. In some cases, the 

Intensive Care nurse did not have access to the medical notes or received a clinical 

hand over and then set about gathering their own version of events. This is highlighted 

in the following example: 

Interview 1: So, there’s always a doctor there who is explaining what’s 

wrong, and if they haven’t, and I’ve missed half of it, I will ask what the 

MET call has been called for. Half the time you can figure it out for yourself 

anyway.   
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When the participant was asked to confirm how they figured it out, the nurse went on 

to describe how they assessed the patient by monitoring vital signs and looking at the 

patient. This reinforces a reliance on routine frameworks of decision-making to figure 

out the reason for the MET call. 

As previously described in the observation findings, MET calls can be overcrowded, 

there are several patient care activities, frequently occurring simultaneously, in an 

attempt to gather information and communicate findings to all team members. One 

nurse acknowledged the challenge of interpreting and making sense of the situation: 

Interview 3: So sometimes it’s a little hard to take it all in and work out 

where they [the doctors] are up to […] and so it’s difficult to work out how 

far along they are in the algorithm or whatever, and if it's an ALS [advanced 

life support] situation or something like that. 

One nurse describes being able to identify the missing pieces of information in order to 

make sense of a situation and plan care:  

Interview 7: I see if things are missing or that they haven’t checked things 

like airway, breathing or circulation. 

Knowing the plan and following up on care were identified by all participants as 

essential components of a good MET call. Codes created under these headings were 

considered to fall within the category of ‘figuring it out’ as they rely on the Intensive 

Care nurse being able to access the relevant information about the patient. By using a 

routine framework for decision-making, participants were able to make sense of a 

situation, which enabled the implementation of appropriate treatments. As such, 

knowing the plan is considered an essential element in the cyclic process of ‘figuring it 

out’, and participants thought it key to a good MET call: 

Interview 8: So, I think just the ability of people to sort of listen and 

understand what’s happening, make an appropriate diagnosis and then 

treat it as quickly as they possibly can, without delay. I think there’s a lot of 

people in the room at the time to facilitate that, really. I think generally 
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they are handled quite well. We sort of get the best outcome that we can in 

that short space of time. 

This excerpt demonstrates how the ‘figuring it out’ phase can lead to the formulation 

of a clear plan. The MET enters the scene and sets about gathering information to 

make sense of the situation. In reference to the ‘treatment phase’ in the earlier 

observation description of a typical MET call, the Intensive Care nurse and medical 

participants work closely to formulate a management plan that will have the best 

outcome for the patient. 

Critical thinking 

The interview data demonstrated how participants tried to figure out what was 

happening during a MET call by applying critical thinking to inform their decision-

making. The skills necessary to engage in critical thinking included observation, 

analysis, and interpretation and evaluation of information (Tiffen, Corbridge & Slimmer 

2014). The findings in the data revealed that nurses relied upon these critical thinking 

skills to evaluate a situation and figure out what is going on. Codes were created which 

fell into the category of ‘critical thinking’ because they were deemed necessary to 

analysing and interpreting information, and included being able to anticipate care, to 

problem solve, and to continually question care:  

Interview 4: I guess [I’d be described as] “well organised”, as in I’m 

probably—I know what I need to do. I’ve done it a few times, so I’m quite 

happy with the process and who needs to be doing what and what’s 

happening. 

In this excerpt, the nurse describes what it means to be “well organised” on a MET call, 

and suggests that prior experiences have facilitated confidence in their ability to 

anticipate what needs to be done at the MET call to feel organised and in control of 

the situation. In some instances, the nurse anticipates care requirements even before 

they arrive at the scene. Prior knowledge of MET calls based on the ward involved 

created a picture in the nurse’s mind. This enabled the nurse to anticipate care 

requirements: 
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Interview 7: I usually get a picture in my head, maybe. Depending on the 

area. 

Interview 3: So usually I think about what ward I’m going to, and what the 

likely scenario is, based on my prior knowledge and experience. So I can 

work through possible scenarios in my head. So I’m forward-thinking, I 

guess. 

Interview 10: And if we go in and it’s like, say, hypotension, I’ll immediately 

think, alright, do we need fluid, or do we need Aramine [an intravenous 

blood pressure elevating medication]? And I’ll just get them out and have 

them ready to go. 

Intensive care nurses are also frequently required to solve problems relating to 

application of airway equipment or to troubleshoot equipment problems:  

Interview 1: We decided to try him on high flow [oxygen], so the ward 

sourced that. We had to wait to get the connection because we tried high 

flow nasal prongs and then we thought he was a mouth breather, he also, 

anatomically-wise, had a huge tongue. In the end we tried the mask, a high 

flow mask, no better, so we tried the high flow nasal prongs, hoping he 

would get some PEEP [positive end expiratory pressure] but he wouldn't 

because he was mouth breathing really. 

Participants also talked about how they questioned in the absence of clear leadership 

when care had to be escalated. The nurses felt it important to question care so that 

the right decisions can be made in a timely way with the best outcome for the patient:  

Interview 7: If no role is allocated and no one’s really taking care of things, I 

feel like I speak up more. In the end, I’ve got the monitor and I’m looking at 

the numbers. I’m doing all those things. And if no one’s taking charge in 

terms of doctors and all that kind of stuff, I do question a lot more what we 

are doing here and who’s making the decisions.  
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Interview 4: I said we needed to escalate it to a code blue, because I was 

concerned about the patient’s airway and where they would be happy to 

intubate if it came to that. 

Interview 7: Well, I suppose looking at the broad picture, whereas I suppose 

sometimes you get the ward and they’re looking at the numbers, like blood 

pressure numbers and all that. I feel like we come in and do the whys as 

opposed to getting the numbers right. So why is this happening? Where is 

this stemming from? 

These accounts could also be seen as examples of leadership, and reflected 

participants’ confidence in their capabilities. They also suggest that Intensive Care 

nurses seemed to know their role better than other team members. This may be a 

result of having attended MET calls for a number of years and, through this exposure, 

honing their skills over time. 

The Intensive Care nurses participating in the study were highly experienced, all with 

more than five years in specialised clinical practice. They were observed to incorporate 

clinical reasoning skills to inform their decision-making. This experience prepared them 

for the role of MET nurse. The data demonstrated that the MET nurse knows the 

protocols, works intuitively to identify patterns, and has learned from previous 

experiences at MET calls. The participants appeared to work in a consistent and 

systematic manner, falling into a routine pattern of behaviour.  

Prioritising care 

As Intensive Care nurses figure out what is happening during a MET call they are 

simultaneously working to organise and implement interventions in a timely way. This 

led to the formation of the category ‘prioritising care’, which refers to initial codes 

relating to participants being busy and working under pressure in an attempt to 

prioritise care and prevent further deterioration. On the way to the medical 

emergency call, the Intensive Care nurse starts to mentally prepare for what might 

occur, and they begin to anticipate, organise and prioritise care before they arrive:  
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Interview 11: So, I actually had to go through, right, where are the defib 

[defibrillation] pads? How am I going to place them on? How do I connect— 

I was literally thinking about how I am going to run the arrest […]. In my 

head, before I got there I had to— I didn’t have to resuscitate, but I did 

have to put on the pads, did have to connect the defib, did have to help 

organise the transfer to ED. 

The previous section expanded on the idea of ‘anticipating care’, which is considered 

an essential element to inform critical thinking (Benner & Tanner 1987). Participants 

were observed to be ‘switched on’ from the moment they arrived, and the interviews 

demonstrated that the participants were thinking ahead, simultaneously assessing and 

performing interventions while prioritising care requirements: 

Interview 10: I guess, once I get there and work out what’s happening, why 

is this called— it’s immediate to me what’s the priority here. Is this patient 

stable or do we potentially need more help? So, for me, prioritising what is 

the issue currently and then, once that’s addressed, going through the 

airway, breathing and what other issues could be going on. 

Interview 11: We can assess that within a matter of seconds, and I’ll know 

immediately—right, everyone out of my way, this is what I need to do. 

Have we got IV access, can somebody do that? 

These excerpts highlight how quickly Intensive Care nurses must act to prioritise care 

requirements, and suggest that they are often working under pressure in complex, 

overcrowded and dynamic environments.  

In summary, the concept of ‘figuring it out’ was generated by elevating the categories 

‘figuring it out’, ‘critical thinking’ and ‘prioritising care’. Data from the observations 

and interviews demonstrate that as soon as the alert trigger is activated, the Intensive 

Care nurse begins to mentally prepare for the scene and draws on a range of critical 

thinking skills to figure out what is happening so that they can begin to organise and 

prioritise care. The ultimate aim is to provide the right care, in a timely way that 

supports the best outcome for the patient. The next section will explore the leadership 

role that Intensive Care nurses take on during a MET call. 
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Leadership 

During a MET call, the Intensive Care nurse was observed to take on a nursing 

leadership role, and this was initially coded in the analysis of the observations under 

the category ‘team dynamics and the MET nurse’. These phenomena were explored 

further during the interviews, and it became evident during analysis that a significant 

number of codes were emerging that related to activities in which the Intensive Care 

nurse directs care during a MET call. As such, the categories ‘directing care’ and ‘being 

supportive’ could be elevated to the concept of ‘leadership’. The initial codes emerging 

from the interview transcripts relating to this category include ‘directing care’ and 

‘being supportive’, and are presented in Table 6, below. These categories will be 

explored in this section. 

Table 6. Codes under ‘leadership’ 

Directing care Being supportive 

Being assertive 

Being competent 

Nursing leadership 

Being confident 

Being experienced in the role 

Being proactive 

Being trustworthy 

Being respected 

Delegating tasks 

Directing care 

Being in control 

Keeping everyone on track 

Organising care 

Showing calm leadership 

Collaborative decision-making 

Collaborative leadership 

Being on the same page 

Allocating roles 

Alternating leadership 

Accessing the right help 

Advocating for ward staff 

Being a good resource 

Being approachable 

Being supportive 

Easing their workload 

Educating ward staff 

Precepting junior staff 

Providing reassurance 

Being diplomatic 

Being inclusive 

Building relationships 

Listening 

Feeling respected 

Feeling comfortable 

Establishing trust 

Establishing rapport 
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Directing care 

Analysis of observation and interview data indicated that during a MET call Intensive 

Care nurses would direct care by delegating tasks to ward nurses, coordinating care 

within the team and keeping everyone on track. They took a proactive approach to 

care and often spoke up to suggest interventions:  

Interview 1: This last MET call there was obviously some senior people, and 

you could tell they were very competent, and everything was— it was in 

APU [Assessment and Planning Unit], so they were really efficient. I sort of 

back off and don’t tell them things. Whereas other MET calls I’ve been on 

I’ve had to go “How about we sit this person up because they’re finding it 

difficult to breathe because they're lying flat.” If I see things aren’t right, I 

will intervene and I will say, “Let’s do this, let’s do that.” 

In many instances, the Intensive Care nurse would monitor team activities to ensure 

that all members were performing their role adequately and kept everyone on track. 

They assumed control of the defibrillator, monitoring equipment and MET trolley. The 

medical team leader would rely on the Intensive Care nurse to apply and interpret the 

ECG monitoring, defibrillate cardiac arrhythmias if required, and access appropriate 

airway equipment and medications which were outside the skillset of the ward nurse:  

Interview 9: I think my main role was, I guess, would be—I don’t know—fall 

into just being back-up eyes and ears. So, you can see what the team leader 

is doing, but making sure that everyone is on track with A [airway], B 

[breathing], C [circulation] and D [defibrillation]. And I also think I’m the 

main person who understands the monitoring, the defibrillator and all the 

medications, equipment, and where they are. So, if I see that someone’s 

putting in bloods, then I’ll get it out and set it up.  

The Intensive Care nurse also directed care by ensuring that routine tasks had been 

performed and, if not, allocated them to the ward staff:   
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Interview 11: I obviously communicate with the ward staff to ascertain 

whether certain things like ECG’s have been done, so the basic things that 

I’m unable to do, because I don’t have access to their ECG machine. So I 

usually communicate with the ward staff to go and get those things.  

In the following excerpt, the Intensive Care nurse takes control of the situation by 

accessing their specialist knowledge of tracheostomy management and instructing the 

medical staff to act appropriately:  

Interview 8: There was one situation where a tracheostomy had come out 

of a patient. I got there and all the doctors were standing around and they 

weren’t sure what to do […]. So, for me it was just about saying, “Look, we 

can actually put this tracheostomy back in.” 

The characteristics required of the Intensive Care nurse for them to act in a leadership 

role were identified through the interviews as ‘being competent’, ‘being confident’ and 

‘being assertive’. One participant stated that ‘being competent’ refers to the 

application of knowledge, knowing the algorithms around advanced life support (ALS) 

and basic life support (BLS), and having effective communication skills. ‘Being 

confident’ was demonstrated by speaking up and having self-assurance in their 

decisions: 

Interview 6: It was a patient who was obviously bleeding, and they wanted 

to bring him to ICU. And I just said, “No, there’s no point, he needs to go to 

the theatre.” 

In this scenario, the Intensive Care nurse was confident in their assessment of the 

patient and the treatment required. They advocated for the patient to receive timely 

care to stop the bleeding, acting with confidence and assertiveness. Participant three 

describes ‘being confident’ as: 

Knowing what needs doing and delegating it […]. They [ICU nurses] are very 

good at delegating things to the junior medical staff. I guess they’re 

confident because they know their capabilities and experience as well.  
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Other instances of ‘being assertive’ were demonstrated in situations where 

participants were required to negotiate their trolley into a crowded room, requesting 

people leave in order to create a safe working environment: 

Interview 3: Throughout the course of my years I’ve been doing it, I’m a bit 

more confident to just walk in there and introduce myself and say, “Do you 

mind? Excuse me, I just need room to get in with the equipment.” 

Interview 4: But it’s having a bit of authority sometimes, too, and sort of 

asking to leave if you’re not required, or [asking others to leave] if they’re 

taking up space. But that can be challenging of course; trying to tell 

somebody who you don’t even know who they are and what their role is to 

get out of the room. 

The participants found working in an overcrowded environment difficult, and during 

the interviews the Intensive Care nurses frequently described a scene that can be 

unpredictable and often very challenging. “Being overcrowded”, having “people 

everywhere” and “people just standing around” can make it difficult to enter the scene 

and access the patient: 

Interview 12: It’s quite difficult, because I think, “You called me.” You want 

us to come and I’m walking in with the trolley and I feel like I almost have 

to push people out of the way to let me get in beside the bed to get the 

monitoring gear on. 

Interview 3: And yes, also when there’s too many people there, too, there’s 

too much going on, so you don’t feel like anyone’s hearing anything. 

Interview 8: If you think it’s too crowded, or we think it’s unsafe, or you 

think the people who are there are just bystanders having a bit of a look, 

you’re saying, “Look, let’s stick to the five or six people who need to be 

here, and ask the other people to step out.” 

This ‘crowd control’, frequently described by the participants, inevitably became part 

of their role within the category of ‘directing care’. 
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The MET trolley helped participants create a legitimate presence at the call, and to 

make their role known to the other team members, often without them having to 

identify themselves. Even though the participants seemed to understand their own 

role during a MET call, roles were never assigned during the response. Participants 

reported that there was a lack of introductions among clinicians or between clinicians 

and patient, nor clear role identification, and that it was often difficult to identify who 

was who, particularly in a room crowded with additional staff:  

Interview 8: That’s probably one of the biggest obstacles, I find, is knowing 

who’s who and where they’re from and what’s their role with the patient in 

the MET call. 

Participants identified this as contributing to role confusion within the team, and 

thought that it may have resulted in their having difficulty finding their place within 

the team. It was evident during the observations that the individuals who made up the 

MET varied from call to call. This can contribute to reduced team cohesion and an 

inadequate understanding of individual roles and responsibilities within the team.  

Knowing your role and identifying key players facilitates role confidence, effective 

communication and the formation of positive relationships within a team (Jenkins, 

Astroth & Woith 2015). Building rapport among all team members was considered by 

participants to be a key element in establishing trust and open communication:  

Interview 12: In that case I’ll probably just say, “I’m here in the background 

if you need anything,” but they are obviously managing the situation 

themselves. But I always try and say hello, and I try and make them feel 

okay again. It’s not that we know more, it’s just that we’ve got the 

equipment, and quite often, when I leave, I’ll say, “You guys didn’t really 

need me at all. You had it in hand.” I try to give them a bit of a compliment, 

if you like. I really don’t need to be there. You managed it. I think that’s 

because it’s a small hospital and you’re going to the same ward; 

sometimes, when you run into those nurses again, I find I have a good 

rapport now with them. 
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Participants felt it was important that everyone be ‘on the same page’, and that each 

member feel included as part of the team. This is facilitated by engaging in 

collaborative decision-making, and by listening and showing respect to all team 

members. Having a strong leader who communicated clear plans to all members was 

also considered crucial to a good MET call:  

Interview 12: I find I want someone who’s clear in what they’re thinking. 

They don’t have to say out loud the four Hs and the four Ts [an advanced 

support algorithm] and things like that, but I can see where they’re going. I 

want someone who’s going to communicate with me and the rest of the 

team, not go off and talk to another doctor and then decide that the MET 

call is over and go. 

The observations showed that team leadership during a MET call was often dynamic 

and could be taken on by the ICU doctor or Medical Registrar. This phenomenon was 

explored during the interviews, which revealed that participants felt that the person 

who acted with the most confidence often assumed the role of team leader:  

Interview 3: So, whether it be the ICU doctor or the senior Medical 

Registrar, often— always there seems to be one more confident than the 

other, and it seems to just naturally happen that one is the team leader. It’s 

more a confidence thing and looking at the person who is best suited to the 

role, as far as experience and being comfortable and confident in the 

scenario. 

During the observations, it was evident that the ICU doctor and Medical Registrar 

worked closely to assess the patient and determine a management plan. This was also 

reflected in the interviews, which described a number of occasions where the doctors 

would “chit-chat” with each other. Participant four stated that the ICU doctor provided 

“additional expertise, offering an additional point of view.” 

The relationship between the Intensive Care nurse and other team members was also 

explored during the interviews, and participants described qualities such as being 

assertive, delegating care, being confident, being efficient, being responsible and being 
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competent as determinative of good leadership and a good MET call. Team members 

must have confidence in each other’s role, and for a MET call to go well there needs to 

be strong leadership, transparency and collaborative decision-making, trust and 

understanding of each member’s role. One participant described the nature of their 

relationship with the ICU doctor as collaborative: 

Interview 1: It’s a collaboration and discussion on what’s the best outcome, 

if they need to come [to ICU] or need to stay [on the ward]. But it does 

depend on who it is, because some of them [ICU doctors], all they want to 

do is send them to ICU, even though treatment has just started and hasn’t 

fully evolved. Because, like with that guy that took an hour, but we left him 

[on the ward] and his resp rate was better, his sats [oxygen saturations] 

and his work of breathing, his appearance of how his breathing had 

improved. I’ve been on other MET calls where the ICU doctor— it’s getting 

close to handover at eight o’clock in the morning, and the rest of the [ward] 

doctors, all they want to do is send them [to ICU]. And we’ll go, “Just wait, 

can we just wait?” 

As described in the observation analysis findings, above, ICU nurses frequently 

collaborated with the ICU doctor and Medical Registrar by communicating assessment 

findings and contributing to the decision-making process as to the most appropriate 

treatment options and when this should be administered. The previous example 

demonstrates the role of the ICU nurse in this process, where they suggested that the 

patient should remain on the ward while the nurse assessed their response to 

treatment. ICU nurses are well positioned to engage in these decisions, as they have a 

good knowledge of which environment is the safest for delivering treatment and 

monitoring the patient’s response. 

As highlighted in the excerpt immediately above, the collaborative nature of the 

relationship between the ICU nurse and medical staff can vary depending on the 

personnel involved. However, many of the participants described a positive 

relationship with the ICU doctors and, in most cases, they were known to each other, 

which facilitated trust and more open communication: 
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Interview 8: We’ve worked with each other before and have a good 

understanding […] the communication is quite open, you know, and you 

feel comfortable suggesting things. 

Not all MET calls go well, and the interviews did highlight some instances where the 

unfamiliarity of the team led to their feeling awkward, ignored, uncomfortable, 

undervalued, and frustrated: 

Interview 12: They [the medical student] had shocking CPR, and I found that 

really difficult. I felt like saying, “You’re doing about 60 a minute and your 

senior doctor isn’t telling you to hurry up.” I was trying to say, “Can you go 

a bit faster,” but I’ve been sort of drowned out. I’m sort of just the nurse in 

the background and this is an important medical student, so I found I 

tended to be ignored. 

This participant speaks of the privileging of the medical ‘voice’ over the nurse’s, which 

can lead to nurses lacking confidence to speak up in the presence of medical staff, as 

described here: 

Interview 3: There is quite a bit of communication with the ward nurses and 

the ICU nurse, in my experience. Some of the doctor’s stand around and 

kind of talk amongst themselves.  

When questioned on this point, participant three said: 

I think back to the trust and competency. A lot of doctors feel that 

information is more valid from another doctor, as opposed to a nurse. Not 

so much in ICU here, but in a MET scenario. And often they know each 

other. They don’t actually know any of the [ward] nurses. 

This reinforces the importance of inclusiveness, trust, being respected, and being 

heard to effective communication within the team. These phenomena have been 

included under the heading of ‘being supportive’, discussed below. 
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Being supportive 

Intensive care nurses provide support to the ward nurses, who call on them to access 

the right help. The Intensive Care nurse and ward nurses work in symbiosis, relying on 

each other to perform various tasks:  

Interview 3: I think I rely on them [ward nurses] for getting things, for 

knowing where things are and knowing the ward, ordering X-rays and 

getting the orderlies, all of that stuff. So I would say it’s a kind of two-way 

thing there, where we rely on each other for a different knowledge base, 

[…] but I generally think the ward staff are really thankful that we’re there, 

and we’re really thankful that they’re there, for different reasons. 

The Intensive Care nurse does not know the patient and relies on the ward nurse to 

provide some background information about them:  

Interview 7: I hope that we have a good back and forth rapport where she 

has more background information that I don’t have at first hand. And I 

don’t— look, one of the things when I arrive is I don’t usually get a chance 

to look at any notes, because they’ve already been bundled up by the 

doctors. So, I do rely on the nurse for a lot of that information. 

The ward nurses looked up to the Intensive Care nurse for direction, support and 

reassurance. There appeared to be a mutual trust between the Intensive Care nurse 

and ward nurse that gave rise to rapport and comfort in each other's presence: 

Interview 11: It’s all very routine for us, whereas a lot of them [ward 

nurses], particularly for the younger ones, they don’t see these things every 

day. I guess it's reassuring for them to have us there. 

Interview 6: I see myself as being there to support them. And often they are 

really nervous, because they’ve called a MET call and all these people have 

turned up. Worried obviously for their patient, worried whether it’s 

something they could have managed without having to call a MET. So just 
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supporting them and educating them so that they don’t feel scared about 

calling it. 

Interview 3: The ward nurses are often thankful when we arrive, 

particularly if they’re not feeling confident in the scenario. So they have a 

sense of relief, I think, when we arrive, and they sort of step back and let 

you do what you need to do. I guess they look to us for direction and 

confidence and experience. 

Interview 4: Communication, talking to everyone, making sure there is a 

plan and it’s a good plan and that there’s a follow up plan as well. Making 

sure the ward nurses are happy and supported. 

The Intensive Care nurse saw opportunities to assist the ward nurses where possible 

by helping to reduce their workload:  

Interview 7: I always explain what I’m doing so that they know what’s 

happening. I try to take their workload off a little bit, if that’s what’s 

happening. Sometimes you get stuck on a ward waiting for ward transfers 

and stuff. And so, in that case, I will try and take over— well, I will take 

over. There’s no point in them sticking around writing down obs 

[observations] when I’m just waiting there. So I try to take their workload 

back a bit, because they’ve got a lot going on as well. 

Supporting the ward nurse can happen directly, or in some instances can occur from 

the sidelines, and varies according to scenario and ward staff confidence levels:  

Interview 7: You don’t necessarily need to be that nursing leader, but you 

decide to support where you’re needed. Because sometimes the care for the 

patient is happening well before you get there. So, you can come in and 

take over and go “How about this, this and this.” Or you can come in and 

support from the side. 
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When participant seven was questioned as to why this occurred, they suggested that 

some ward staff appeared more confident in managing deteriorating patients while 

others tended to rely on the responding emergency team for help: 

Interview 7: Other places [wards] rely on you. “Over here, come on in,” you 

know, “Help us.” So I don’t think the role of the float [Intensive Care nurse] 

necessarily means that I would become the charge person. I think it’s good 

to be that support person. 

Education was identified as a key component of the role of the Intensive Care nurse 

during a MET call. Education was primarily focused on the provision of assistance to 

ward nurses during tasks such as priming a rapid infuser IV line, application of ECG 

monitoring, and administration of high flow oxygen:  

Interview 10: If you see them [ward nurses] struggling with something, you 

give them a hand with it, if they don’t know how to put the leads on the 

ECG or how to prime the rapid infuser, you can, sort of, assist them how to 

do it. 

Interview 2: On some MET calls there are opportunities to teach stuff to the 

ward staff […]; it was priming a rapid infuser and it was fairly controlled. 

You can show them little things like that, or you can give them a little info 

about some of the drugs you are giving. 

The Intensive Care nurses acknowledged the importance of creating a positive 

relationship with the ward nurses and valued their contributions in ‘knowing’ the 

patient and being able to access the appropriate resources on the ward:  

Interview 3: I guess it’s a little more difficult for an ICU nurse coming in, 

when you really don’t know the [ward] staff. So it’s really good if there’s 

senior nursing staff on the ward who are confident and know where 

everything is, and know the staff and know who to delegate things to. 

The interviews demonstrated that the way ward nurses worked in a MET call varied. 

Some seemed to be very confident in their role, initiating care and actively 

contributing to treatment decisions.  
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Interview 7: It’s nicer when you arrive and they go, “Look, we know what 

the problem is. We’re doing this but we could do with your help as well.”  

One participant highlighted the importance of the ward nurses being ‘present’ during 

the MET call by taking on a more active role:  

Interview 5: The supporting [ward] nurses were very helpful in everything. 

They stayed the whole time. They helped in every way they could. 

Intensive care nurses appeared to value the involvement of other team members and 

expected all members to make an active contribution during the MET response. 

On the other hand, some ward nurses appeared intimidated, out of their depth, and 

unable to prioritise:  

Interview 12: The nurses, I think, weren’t all that used to dealing with 

deteriorating patients, and when we walked in they [the patient] had no 

oxygen on. 

Interview 10: I think they can be—and certainly from my experience before I 

worked in ICU—a bit scared of the Intensive Care Units. I don’t mean that, 

but intimidated in a way. Not for any other reason than just not wanting to 

look stupid. 

Participant twelve suggests that some ward nurses are inexperienced with 

deteriorating patients and lack the knowledge required to prioritise care. Participant 

ten suggests that Intensive Care nurses can be intimidating to the ward nurses, who 

may feel exposed due to their lack of knowledge in caring for an unwell patient. Some 

participants talked about situations when the ward nurses would disappear during a 

response to the MET call or, alternatively, would relegate responsibility of the patient 

to the team when ‘help arrived’:  

Interview 12: I’ve been to some MET calls where all of the nurses suddenly 

go ‘boom’, and they’re all gone when you could do with some help. 
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Interview 10: From experience, you turn up and some people, not all, stand 

back and think, okay, we’ll just sort of— they [Intensive Care nurses] can 

deal with it now. 

This was supported in the observations, where ward nurses would often stand on the 

periphery and take on the more familiar role of documenting actions, colloquially 

known as ‘scribing’. This suggests that ward nurses may inherently recognise the 

higher-level knowledge and skills of the medical emergency team and assume roles 

that are familiar to them to avoid being put in positions where they feel out of their 

depth.  

In summary, Intensive Care nurses were found to act as nursing leaders within the 

MET. Nursing leadership qualities were described within the categories of ‘directing 

care’ and ‘being supportive’ with codes such as ‘being assertive’, ‘being competent’, 

and ‘being confident’. They were found to possess a clear understanding of their role 

during a MET call, and would direct care by delegating tasks, co-ordinating care, and 

keeping everyone on track. While participants did not assume the role of overall MET 

leadership, they were found to work collaboratively with their medical colleagues and 

were able to influence decisions regarding appropriateness of treatment and in which 

ward this treatment should be administered. The maintenance of a safe environment 

where patients could be adequately assessed and monitored was an important 

consideration for participants in the study. The Intensive Care nurse also maintained a 

close working relationship with ward nurses during a MET call. There was a mutual 

reliance on each other’s skillset, as each worked collaboratively to promote the safety 

and wellbeing of the patient. The Intensive Care nurses acted as a resource for ward 

nurses, providing support, education and reassurance. Intensive care nurses felt it was 

important to try to establish a positive relationship with all team members, a 

relationship that is inclusive, respectful and collaborative. This inclusivity also extends 

to the patient; the nature of the relationship between the Intensive Care nurse and the 

patient is explored in the following section. 
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Patient safety  

Ensuring patient safety appeared to be the central role of an Intensive Care nurse, and 

the phrase ‘we need to keep you safe’ was frequently used by the Intensive Care 

nurses participating in the study to promote a sense of wellbeing for the patient. 

During the observations, it was not uncommon to hear an Intensive Care nurse say to a 

patient “It’s okay, you are safe”. According to Chalwin et al. (2018), the Intensive Care 

nurse’s role in the MET is primarily to work with other team members to rescue 

patients from imminent danger and to protect them from harm. 

The ICU nurse says “ We need to keep you safe” as she continues to hold 

the patient’s hand and intently watches the monitor. (Observation 2, 

10/5/2018) 

‘Keeping patients safe’ was a code identified early in the observation phase under the 

category ‘being close to the patient’. During analysis of the interviews in the initial 

coding phase, the transcripts revealed codes relating to the patient that were 

organised into the category ‘ensuring patient safety’. The codes emerging from the 

interview transcripts relating to this category are presented in Table 7, below. Through 

the process of focussed coding, where significant codes were identified and compared 

for common themes, the concept of ‘patient safety’ emerged. This section provides a 

description of the codes relating to this category and explores the concept of patient 

safety. The codes ‘knowing the patient’ and ‘involving the patient’ were frequently 

cited, and as such were considered to be significant within this category. They are 

discussed under the subheadings ‘knowing the patient’ and ‘involving the patient’, and 

integrate the other codes within this category. 

Table 7. Codes under 'ensuring patient safety' 

Ensuring patient safety 

Knowing the patient 

Involving the patient 

Providing a safe environment 

Acknowledging the importance of family 

Allaying patient's fears 
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Promoting patient privacy 

Connected to the patient 

Establishing rapport 

Providing explanations 

Limited access to patient 

Keeping patients comfortable 

Keeping them calm 

Listening to the patient 

Humanising care 

Advocating for the right care 

Escalating care 

During the observations, it was noted that the Intensive Care nurse entered the scene 

with the MET trolley and maintained close physical proximity to the patient, facilitated 

by the connection of the monitoring devices. The patient was seen to present in 

various ways depending on their degree of physiological deterioration. In some cases, 

patients were awake and chatty and in others they were distressed and unable to 

engage in conversations. These clinical presentations would direct the way in which 

Intensive Care nurses interacted with the patients on arrival at the bedside and during 

the MET call. This phenomenon was explored during the interviews, with participants 

asked to describe their relationship with the patient. These findings are presented 

below.  

Knowing the patient 

‘Knowing the patient’ refers to an understanding of the physiological conditions 

causing deterioration. There are many aspects to knowing the patient, and the data 

revealed that Intensive Care nurses are primarily focused on understanding patients’ 

physiological needs. During a MET call, the team members spend a limited amount of 

time with the patient, and the priority is to quickly assess the patient to determine the 

cause of deterioration. As such, there is limited time to form a meaningful relationship 

with them. Often that initial contact with the patient, as the ICU nurse is applying 

physiological monitoring devices, creates an opportunity to introduce themselves and 

obtain some background information: 
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Interview 3: If the patient is conscious, as I go in there, I’ll introduce myself, 

and as I’m putting on the leads I’ll just kind of talk to them a bit and get a 

bit of information from them: “Why have you been in hospital before?” and 

“Why are you here?” and “How are you feeling?” and things like that. And 

then I will ask whoever’s available there who knows the patient, as in the 

nurse looking after the patient, or one of the doctors. I never look at notes, 

nursing notes in those scenarios. 

This excerpt highlights that the priority on arrival at the MET call is the application of 

monitoring to rapidly determine what is going on. The Intensive Care nurse frequently 

does not have access to the medical history and the nursing notes and thus they rely 

on the ward nurses to fill in the missing information about the patient. Interactions 

with the patient are frequently limited if the interventions provided are brief and the 

patient has a quick response to therapy: 

Interview 2: Well, I mean sometimes it could be five seconds for 

hypotension, or whatever, if the hypotension has been resolved […]. So you 

have a moment to introduce yourself to the patient, and I think a lot of the 

ones I have been to are fairly fleeting. 

The need to apply external patient monitoring devices provides physical access to and 

a chance to engage with the patient and inform them about the care they are 

receiving. As highlighted in the observations, it can be difficult for the Intensive Care 

nurse to negotiate their way into the room with the accompanying MET trolley, 

carrying its lifesaving equipment. This phenomenon was explored during the 

interviews, revealing that this can be a source of frustration because it inhibited the 

nurses’ ability to respond to the patient in a timely way:  

Interview 4: You feel like you can’t do your job as well as you would 

probably like to. You can’t get your trolley in the door for a start, it’s as 

simple as that […]. Because obviously things could change quickly, 

deteriorate quite quickly, so you need that space to be able to do what you 

need to do. 
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It was also important to know the patient’s wishes regarding end-of-life care. 

Participants frequently described situations where they were required to speak up and 

advocate for the level of care that best aligned with the patient’s and family’s wishes: 

Interview 9: I guess my role is to know them (the patient’s end-of-life 

wishes) and also make them known in case we treat the person incorrectly 

[…], and also being aware of them, whether they would be wanting ICU 

level of care or not. And if I suspect a conflict, then raise it with the Medical 

Registrar and the ICU Registrar and to contact the home team and discuss 

it with them. 

Knowing the patient implies a physiological understanding, which the ICU nurse gained 

by making use of the opportunity provided by the application of monitoring. The 

findings on this point revealed that the Intensive Care nurse relied upon other team 

members to get to know the patient. This assisted them to prioritise, delivering the 

required care and advocating for the wishes of the patient with regard to goals of care 

and treatment limitations.  

Involving the patient 

The importance of involving the patient resonated for me as an Intensive Care nurse. 

The observation field notes show that not all Intensive Care nurses were seen to 

involve the patient at all times. For example, at the conclusion of one MET call, after 

the patient had responded to treatment and stabilised, the team just left, without 

even saying goodbye to the patient: 

I attended a MET call on the surgical ward. The patient was in SVT 

[supraventricular tachycardia] and responded well to treatment. The MET 

call went well in that there was clear leadership and good communication 

between the ICU Registrar and ICU nurse. The patient was lying on her back 

and her chest was exposed as her 12-lead ECG was attached. This lack of 

privacy was bothering me, and I felt like walking up to her and covering her 

up. The patient looked fatigued and uncommunicative. I was surprised to 

see the patient’s daughter at the head of the bed, and she was providing 

lovely reassurance to her mother. The interventions were performed 
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efficiently, and the patient responded to the treatments. The patient 

became more responsive and as the MET call drew to a close, the crowd 

thinned, and people quietly left the scene. It bothered me that no one said 

goodbye to the patient or the daughter. I was left standing on my own at 

the completion of the call, feeling a little awkward and disappointed that 

my colleagues had not acknowledged the patient. So, before I left the 

scene, I spoke up and said, “Goodbye,” to the patient, wished her all the 

best, and hoped that she would feel better soon. Although I was not a 

member of the team, I felt it was important to acknowledge the patient 

and her daughter. They are not invisible, and it surprised me that my ICU 

colleagues treated them so. (Journal entry, 14/9/2018)  
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This entry raised questions about where the patient was prioritised in the MET scene, 

and I was keen to learn more about the relationship the Intensive Care nurse 

established (or not) with the patient. This emerged as an area for discussion in the 

interviews, where participants suggested that maintaining a holistic view of the patient 

was an important element of a good MET call and necessitated maintaining excellent 

communication with the patient. The need to apply monitoring and respond to the 

deteriorating patient in a timely way can inhibit the effective flow of communication. 

Some participants did acknowledge this as an issue and described their attempts to 

reassure the patient:  

Interview 5: Try to reassure them, because they’ve got all these people 

around them and a lot of the times they’re spoken over, not to, and they 

get scared. 

Interview 12: Try and reassure them and remember there’s actually a 

human being in the bed, which is easy to forget in the drama of it all. 

The lack of effective communication with the patient created a situation that was 

described as ‘dehumanising’ for the patient:  

Interview 9: A bad MET call would be not communicating with the patient. 

This has occurred and that’s just terrible. That’s probably one of the worst; 

like that’d be a really bad MET call if they were sort of dehumanised.  

I was interested to understand what she meant by the word: 

It was interesting to hear the term ‘dehumanise’. If you are so focused on 

fixing the physiology of the patient by monitoring and assessment, there is 

little time to know the patient as a whole person, and there may be a 

tendency to compartmentalise the patient in that you only focus on the 

physical problems and don’t respond to the patient as a whole person. 

(Journal entry, 17/5/2019) 

When asked to explain what dehumanising means in the context of the MET response, 

participant nine acknowledged the importance of involving the patient by including 

them in the decision-making process and communicating the plan of care to them: 
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Interview 9: Everyone is talking about their diagnosis and the plan of care 

and they forget to really involve— you know, try and communicate it to the 

patient or their family and involving what they want and how they are 

feeling. 

As previously stated, this physical proximity put the participants in an ideal position to 

support patients during a MET call. All of the Intensive Care nurses in the study 

described this during the interviews and thus clarified that providing explanations, 

keeping the patient calm and reassuring them were considered key components of the 

role: 

Interview 4: So, I often always go in, speak to the patient, reassure them, 

who I am and what we’re doing and why I’m putting the monitoring onto 

their chest, and that ongoing communication with them, this is what’s 

happening and this is why we’re doing this. 

Interview 6: Just keep communicating with them and just keep reassuring 

them. I think once they see and hear a kind face, that makes them feel 

more at ease. 

Interview 11: I always try to be the one who’s closest to the patient, not just 

physically but in terms of communication. I believe that’s my role as the 

MET nurse, to explain what’s going on, what the doctors are talking about. 

I’m there placing the leads on, I’m touching the patient, I’m reassuring 

them. I will always ask whether or not the patient has any pain or is 

uncomfortable, or is in any distress. I always try to comfort the patient 

because it would be very overwhelming to see however many people in 

your room. 

As set out above, time with the patient is often limited, but participant one 

demonstrates the importance of creating an opportunity to connect with the 

patient, even if the interaction is brief: 
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Interview 1: Well, it’s really you fly in and fly out, but I still feel they’re the 

most important person and I always talk to them and do a bit of fluffing 

and nice care for them. 

When I asked the participant to describe what she meant by ‘fluffing’, the Intensive 

Care nurse went on to describe the measures she took to calm and reassure the 

patient. Further, participants frequently highlighted the importance of keeping the 

patient at the centre of the scenario, maintaining a holistic view of them, rather than 

just seeing a person with disordered vital signs:  

Interview 1: Just be friendly and hold their hand […], it’s overwhelming 

when there's all these people around […], so you just hold hands in between 

doing your care. Just those little things, I think, and asking them how they 

are feeling and explain what you're doing. Because half the time they’re 

really hypotensive or they’re having difficulty breathing, but they’re still 

aware. So, I think sometimes people just get so caught up with all the 

numbers and forget there is someone actually there. 

The need to provide a safe environment and promote patient safety is considered a 

fundamental role of the Intensive Care nurse during a MET call. This was facilitated by 

maintaining a close physical presence to the patient. Knowing the patient and making 

an effort to involve them in their care were emphasised, and highlighted the 

importance of providing explanations, giving reassurance, and being there as an 

advocate for the patient. 

Summary 

This chapter has explored the role of the Intensive Care nurse within the MET by 

analysing the findings of the observations and interviews. The findings were presented 

in separate sections which followed the sequential data collection process: 

observation then interviews. The field notes from the observations captured detail 

about the context of a MET call and included the three phases of a typical MET call: 

entering the scene, the treatment phase, and leaving the scene. Analysis of the 

observations led to the co-construction of the early categories ‘routine framework for 
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decision-making’, ‘being close to the patient’ and ‘team dynamics and the MET nurse’. 

Further analysis of the interviews involved open coding of the interview transcripts. A 

number of codes were generated that have been listed in tables throughout the 

chapter and capture the activities undertaken by ICU nurses during a MET call.  

By applying the CGT data analysis techniques of open and focused coding, constant 

comparison analysis, and theoretical sampling, several of the early categories that 

emerged were elevated to form four main concepts: ‘routine framework for decision-

making’, ‘figuring it out’, ‘leadership’ and ‘patient safety’. As such, Intensive Care 

nurses provided nursing leadership by directing care, providing support to other team 

members, and prioritising care needs of the patient to keep them safe from harm. 

They relied on a routine framework of decision-making that directs how a patient 

assessment is conducted, and commonly performed interventions.  

ICU nurses draw on a range of critical thinking skills to figure out what is going on at a 

MET call in order to prioritise and provide timely care. By applying a routine 

framework for decision-making ICU nurses are able to make sense of a situation, 

anticipate required interventions and implement appropriate treatments. The 

effective functioning of their role is dependent on the team dynamics of other team 

members, and relied on clear communication, collaboration, and strong leadership. 

Knowing your role was identified as a key element of a good MET call, and facilitated 

effective communication and positive team relationships. ICU nurses and ward nurses 

worked closely together and relied on each other’s skillset to take care of the patient 

during a MET call. A theoretical integration of the key concepts led to the emergence 

of the core concept ‘keeping patients safe’. This concept will be explored in the next 

chapter, and will provide the theoretical framework to explain what is happening in 

the data to generate a substantive theory.
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CHAPTER FIVE – THE SUBSTANTIVE THEORY 

 

Charmaz (2014, p. 344) defines ‘substantive theory’ as the “theoretical interpretation 

or explanation of a delimited problem in a particular area”. This chapter sets out a 

detailed synthesis and interpretation of the findings presented in the previous chapter 

and describes the substantive theory. The aim of this study was to describe and explain 

the role of the Intensive Care nurse within the medical emergency team. Enhanced 

knowledge of the MET nurse’s role and the way it is enacted provides a window into 

deeper understanding of the role’s effect on team functioning and, through this, how 

patient safety is gained. The substantive theory addresses the aim of the study by 

providing an explanation of roles and responsibilities of Intensive Care nurses during 

medical emergency calls, and increases our understanding of the role requirements 

necessary to deliver safe and effective care in a complex and dynamic environment. 

This chapter presents a conceptual framework to show the relationship between the 

key concepts and the core concept, ‘keeping patients safe’. The process from coding to 

generation of concepts will be briefly reviewed, and the substantive theory will be 

presented. The ensuing theoretical discussion will explain the findings to enable 

interpretation of the key concepts as they relate and interconnect to the core concept 

‘keeping patients safe’. Relevant literature and prior theoretical works is integrated 

into the discussion to support the process of analysis and theorising. This will locate 

the study within the relevant discourse, and position the theory relative to existing 

theories, supporting the substantive theory. This approach aligns with the grounded 

theory method. As Charmaz (2014, p. 305) puts it: “through comparing other scholars’ 

evidence and ideas with grounded theory, you may show where and how their ideas 

illuminate your theoretical categories and how your theory extends, transcends or 

challenges dominant ideas in your field”.  

The methodological approach adopted in this study is constructivist grounded theory, 

which provided a framework within which to explore the experience of Intensive Care 

nurses as part of the medical emergency team to provide a rich description of their 

role and responsibilities within the team. CGT involves a rigorous method of data 
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analysis in which data are sequentially coded and arranged into categories and 

concepts, with the subsequent emergence of a core concept and substantive theory. 

This process will be reviewed briefly in the next section.  

Codes to concepts 

The coding process in CGT provided a pivotal link between data collection and the 

development of an emergent theory. Coding allowed the researcher to define what is 

happening in the data, and facilitated an understanding of what it all means (Charmaz 

2014). Data analysis began with line-by-line coding of field notes and transcripts, 

whereby the collected data were coded and labelled. A significant number of codes 

were created which were then sorted, synthesised and reorganised into like for like 

codes within categories. This technique, known as focused coding, clarified the 

theoretical direction by identifying conceptual patterns within the data. The next step 

of analysis involved constant comparison, and allowed patterns and relationships to 

emerge within the data. By comparing codes with codes, codes with categories, and 

categories with categories, a core concept was developed. Figure 5, below, shows the 

relationship between each of the categories, concepts and the core concept. The final 

step of data analysis was theorising and the development of a substantive theory 

(Charmaz 2014). 
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Figure 5. Categories to Concepts 

Theorising 

In CGT, theorising is an ongoing process that acknowledges that the researcher’s 

unfolding interests and perspectives can shape the content of the developing theory. 

For this study, the act of theorising involved probing participants’ experiences to 

“foster seeing possibilities, establishing connections and asking questions” (Charmaz 

2014, p. 244). Data were collected over two phases: participant observation, followed 

by interviews. This method of data collection enabled me to capture the context in 

which Intensive Care nurses worked, generated a broad understanding of their role, 

and raised questions that then informed the interview phase. Early coding of the 

observation field notes generated some tentative categories. Engaging in the process 

of theoretical sampling during the interview phase, I was able to process these 

categories by collecting pertinent data to refine categories into an emergent theory. 
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This process of refinement involved continual sampling until it became evident that no 

new concepts were emerging—that data saturation had been reached. Throughout the 

data collection process there were frequent opportunities to pause, reflect on the data 

and ask questions of it. Many of these reflections and questions were captured in 

journal entries, interview notes, visual maps (see Appendix Six), and memos. Memo 

writing and visual mapping aided theory development and assisted me to see the 

linkages between the categories and key concepts. As the categories and key concepts 

became more concrete, they were integrated into the following conceptual framework 

(Figure 6), which illustrates their relationship to the core concept. The next part of this 

chapter presents the substantive theory, and makes a case for each of the conceptual 

elements. 

 
Figure 6. Conceptual framework – Key concepts and Core concept 
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The substantive theory 

The substantive theory which emerged from my research is that keeping patients safe 

is the fundamental role of the Intensive Care nurse within the medical emergency 

team. Intensive care nurses utilised a routine framework for decision-making that 

informed their clinical practice and enabled them to work in an organised and 

systematic way with a reliance on technical skills to assess and monitor the patient. In 

addition to this, Intensive Care nurses possessed a number of critical thinking skills to 

figure out what is happening at a medical emergency call to anticipate and prioritise 

care requirements. Intensive care nurses assumed a nursing leadership role within the 

team, and engaged in mutually respectful relationships with the ward nurses. There 

was a reliance on each other’s skillsets as they worked collaboratively to deliver safe 

and effective care to the patient. Intensive care nurses strived to understand the 

patient’s needs, advocate for them, and protect them from harm. 

The next section explores the substantive theory by making a case for each of its 

conceptual elements and linking them back to the core category, ‘keeping patients 

safe’.  

Routine framework for decision-making 

The findings from this research show that Intensive Care nurses utilise a routine 

framework for decision-making that is underpinned by advanced assessment skills, a 

well-developed knowledge of the emergency algorithms and protocols, and a 

theoretical understanding of the physiology of a deteriorating patient. This facilitates a 

very organised, systematic and routine approach to patient assessment and 

management. This was evident in the Intensive Care nurses conducting their 

assessments using a consistent approach which relied on visual cues, as well as 

objective data from monitoring systems to quickly ascertain the status of the patient, 

summed up in the phrase ‘eyeball, connect and assess’. A simultaneous ‘hands-on 

assessment’ would also be performed within minutes of arriving at the scene, and the 

Intensive Care nurse would frequently rely on this quick assessment to determine if 

the patient required ward-based care or transfer to a higher level of care.  
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Assessments and interventions  

Intensive care nurses rely on highly tuned assessment skills, and typically conduct a 

systems-based head-to-toe assessment as part of their routine approach to care. Many 

of the assessments performed at a medical emergency call use the same set of 

assessment skills. This was reflected in my research, where the most common 

assessments performed were rhythm assessment, respiratory assessments, and 

arterial blood gas analysis. The former two rely on haemodynamic monitoring via a 

monitoring device. These skills are considered to be practical or technical. The 

assessment of patient status at medical emergency calls is consistent with other 

research, and findings indicate that MET nurses spend more than one quarter of their 

time (27%) on ‘ongoing assessment’ (Santiano et al. 2011). More specifically, the most 

commonly performed assessments are examination of circulation (32%), conscious 

state (29%), and chest (26%) (Topple et al. 2016). These assessment findings inform 

critical decision-making, both in Intensive Care and during medical emergency calls.  

These assessment skills demonstrate capabilities gained during prolonged exposure to 

critical care settings. All of the participants in this study were highly experienced 

Intensive Care nurses with at least five years’ experience in the specialist area of 

Intensive Care. Critical care environments are dynamic, complex and inherently 

stressful. They are driven by evolving and sophisticated technology, and nurses are 

required to coordinate multiple activities, perform triage, and interpret and 

reinterpret a constant flow of information. Nurses are caring for increasingly complex 

patients, who are often unstable, and must monitor them constantly as they make 

decisions in response to physiological changes and clinical deterioration (Atkinson 

2013). As such, the assessment findings and clinical picture of a deteriorating patient 

are known to an Intensive Care nurse, and they possess the knowledge and skill 

required to respond and care for these patients in a timely manner. The expertise and 

knowledge required to care for the critically unwell patient are thus transferable to 

responding to ward-based clinical deterioration. The availability of resources on the 

ward, however, is not comparable to Intensive Care, and Intensive Care nurses would 

sometimes experience difficulty accessing the required medications or specific 

equipment to treat the patient. This could explain their reliance on, and attachment 
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to, the medical emergency trolley. The contents of the trolley have been purposely 

selected by the Intensive Care nursing and medical staff to meet the requirements of 

clinically deteriorating patients, and are familiar to the Intensive Care nurse. 

As previously stated, a routine framework for decision-making relies on well-

developed knowledge of the emergency algorithms and protocols and a theoretical 

understanding of the physiology of a deteriorating patient. Many of the interventions 

performed during a medical emergency call are instigated to optimise oxygenation and 

support the cardiovascular system. Because of this, Intensive Care nurses require a 

strong understanding of the anatomy and physiology of the respiratory and 

cardiovascular systems as they respond with compensatory mechanisms. This was 

reflected in this study with the most commonly performed interventions being 

emergency treatments, such as establishing IV access, administering IV fluids, 

provision of airway support, and administering oxygen therapy. These findings are 

consistent with other studies, in which the most common interventions were 

administering a fluid challenge (40%), bag mask ventilation (37%), and IV access (11%) 

(Silva et al. 2016). More specifically, in these studies, the MET nurse titrated oxygen 

(23%), performed an ECG (22%), and gave an IV bolus (17%) (Topple et al. 2016).  

In previous research, Currey et al. (2018) used the term ‘clinical deterioration theory’ 

to describe the knowledge that is required to provide clinical care during a medical 

emergency call. Nurses require a theoretical understanding of clinical conditions such 

as sepsis, the ability to perform chest X-ray interpretation and arterial blood gas 

analysis, provision of advanced airway management, integrated haemodynamic 

monitoring knowledge, and delivery of advanced life support. Examples of these 

requirements are evident in the observation and interview data, and have been 

previously coded in the findings chapter within the category ‘Interventions’ under the 

concept ‘routine framework for decision-making’. Intensive care nurses require an 

adequate knowledge of the theoretical components of clinical deterioration in order to 

meet one of the essential requirements for being a specialist critical care nurse. 

According to the Australian College of Critical Care Nurses Practice Standards for 

Critical Care Nurses (ACCCN 2015), critical care nurses should be able to apply 

integrated assessment skills to achieve optimal patient outcomes and deliver safe care. 
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They should have the capacity to respond to planned and unanticipated changes in 

patient care, and to recognise the need for advanced assessment. As such, within this 

domain, critical care nurses utilise a wide range of strategies to gather relevant patient 

assessment data from a range of sources, including physical assessment, diagnostic 

equipment, laboratory results, and health records (ACCCN 2015, p. 13). This study’s 

data show the application of such capabilities by the nurse during MET responses. 

Knowing the protocols 

As stated above, Intensive Care nurses rely on a decision-making framework that is 

derived from knowledge of the advanced life support protocols, and participants in 

this study frequently referred to ‘ABC’ (airway, breathing, circulation). According to the 

Australian Resuscitation Council (2016), the management of the deteriorating patient 

algorithm involves: D (danger), R (response), S (send for help), A (airway), B 

(breathing), C (circulation), and D (defibrillation). Interventions related to advanced life 

support are described as ‘psychomotor’ or technical skills, and fall under the theme of 

clinical deterioration proficiencies. Specific capabilities related to clinical deterioration 

primarily concern diagnostic reasoning, general nursing assessment, and interventional 

and evaluation skills (Currey et al. 2018). The skills coded from the data under the 

category of ‘Interventions’ would all be considered clinical deterioration proficiencies. 

Advanced life support protocols provide a framework to guide decision-making and 

prioritise care. The protocols assist in the standardisation of resuscitation techniques 

and are designed to foster and co-ordinate the practice and teaching of resuscitation 

(Australian Resuscitation Council 2006), and the data in this study show application of 

protocols in practice as underpinning proficient care delivery. 

All the participants in this study were highly experienced, and had attended a 

significant number of medical emergency calls. Repeated exposure to a deteriorating 

patient on a medical emergency call provides opportunities to reinforce the principles 

of the emergency protocols. This enables the Intensive Care nurse to work in a routine, 

systematic manner whereby they respond in a timely way and use foresight and 

pattern recognition to anticipate care. A reliance on protocols may also provide a 

degree of control over their thought processes. As identified in the ‘Context’ section of 
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the findings chapter, medical emergency calls typically occur in a dynamic and 

overcrowded environment where a lot of information is being transferred by 

numerous team members. This is challenging, and could inhibit effective decision-

making. The adherence to protocols assists the Intensive Care nurse to triage relevant 

information, organise their thoughts, and deliver effective care to maintain patient 

safety. This view is supported by Baylis (2013), who states that clinical protocols 

provide a framework to manage a specific clinical situation and reduce variability in 

order to maintain the quality of care. Protocols also provide nurses with expected 

standards of care which they use to legitimate their knowledge and validate their 

decision-making, and are an additional way to assert their power in decision-making 

(LeBlanc 2012). Thus, knowing the protocols and implementing them in their clinical 

practice during medical emergency calls allows Intensive Care nurses to provide safe, 

high level and competent care that will result in the best patient outcomes.  

The next section explores the concept of ‘figuring it out’ and expands on the clinical 

deterioration skills the Intensive Care nurse requires to determine what is happening 

at a medical emergency call. Literature on clinical decision-making will be included to 

support discussion of this concept. 

Figuring it out 

This research highlights that Intensive Care nurses use several processes to make sense 

of what is happening during a medical emergency call. These processes are 

underpinned by advanced critical thinking skills and the ability to anticipate 

deterioration and prioritise care. As stated above, Intensive Care nurses rely on a 

routine framework for decision-making to inform their critical thinking. This uses highly 

tuned assessment skills and a knowledge of relevant algorithms and protocols, but the 

ability to evaluate and interpret assessment findings and respond to unanticipated 

changes in patient care also relies on advanced critical thinking skills.  

The data from both phases of the study included a number of examples of critical 

thinking which exemplify anticipating care, questioning care and problem solving. The 

data also revealed that Intensive Care nurses simultaneously gather, interpret and 
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communicate their findings to other team members. Critically analysing a situation 

alerts the nurse to important information that may be missing which can inhibit 

effective decision-making. In response to this, Intensive Care nurses attempt to fill in 

the missing pieces of a scenario by questioning ward nurses and doctors and probing 

them for the relevant information about the patient. This is particularly important, 

because the Intensive Care nurses routinely lack access to the medical notes to grant 

them an understanding of the patient. As previously stated, the MET nurses rely on 

their own assessment findings to interpret a scenario. This suggests confidence in their 

own abilities and a clear knowledge of their role within the team. 

All of the participants had at least five years’ experience working in the specialist area 

of Intensive Care. This experience exposes them to a range of deteriorating patient 

scenarios and develops a high level of proficiency. This is reinforced in the data, with 

codes emerging such as ‘being experienced’, ‘being prepared for the role’, ‘having 

expertise’, ‘learning from experiences’ and ‘retrieving prior knowledge’. Being 

experienced is directly related to clinical expertise, proficiency in assessing a situation, 

and effective clinical decision-making (Benner & Tanner 1987). This will be explored 

further in the next section. 

Learning from experiences allows nurses to anticipate care. Analysis of the data 

reveals how Intensive Care nurses start to build a mental picture of the antecedents to 

deterioration on their way to the call. The reason for deterioration may be related to 

the location of the emergency call, and the potential treatments are therefore 

influenced by this. Nurses use this information to mentally prepare for the call, to 

facilitate a timely, well organised and systematic approach to care. This ability to 

anticipate care is considered a performance indicator within the domain of critical 

thinking in the practice standards for Australian College of Critical Care Nurses. Critical 

care nurses are required to evaluate and effectively respond to changing situations. 

This includes initiating pre-emptive interventions to avoid complications and utilising 

specialised knowledge to anticipate and respond to potential complications (ACCCN 

2015). This was evident in the data when a participant anticipated the need to use 

Aramine (vasoactive medication) as an adjunct to IV fluid in response to hypotension. 
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Being able to anticipate the needs of a deteriorating patient enables Intensive Care 

nurses to prioritise the care they believe to be required (Banning 2007). A 

deteriorating patient requires a timely response to prevent further harm. The codes 

listed under the category ‘prioritising care’ within the concept of ‘figuring it out’ 

provide some examples of prioritisation in practice, such as ‘being busy’, ‘pressured for 

time’, ‘being switched on’, and ‘acknowledging unpredictability’. The challenging 

environment described in the findings chapter contributes to the way Intensive Care 

nurses function in the ward setting. A space crowded with multiple team members 

who have no allocated role or function within the team can exacerbate the feeling of 

‘being busy’.  

This research also found that Intensive Care nurses work efficiently to access the 

patient in a timely way to apply monitoring and assess the patient. They are ‘switched 

on’ from the moment they arrive at the scene, and apply advanced assessment skills to 

anticipate and prioritise care. Which interventions are prioritised is guided by 

emergency algorithms and protocols which assist the team to use a standardised 

approach to care and provide a framework for Intensive Care nurses’ decision-making.  

The processes that Intensive Care nurses use to figure out what is happening at a 

medical emergency call are underpinned by their clinical decision-making skills. These 

skills influence their ability to think critically, anticipate care, and prioritise. The 

literature on clinical decision-making will be explored to support my explanation of the 

‘figuring it out’ concept and to situate my findings in relation to existing theories. 

Definitions of clinical decision-making will be put forward, followed by a discussion of 

two distinct models: the systematic positivist model and the intuitive–humanistic 

model. Elements of each model will be used to interpret the findings of this study.  
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Clinical decision-making 

The application of effective critical thinking is directly related to nurses’ clinical 

decision-making skills; the two are interdependent. Tiffen, Corbridge and Slimmer 

(2014, p. 399) define ‘clinical decision-making’ as a contextual, continuous and 

evolving process whereby data are gathered, interpreted and evaluated to present 

enough evidence to determine the best course of action. Other definitions are more 

comprehensive, and acknowledge additional processes involving observation, 

information processing, critical thinking, problem solving and clinical judgement 

(Standing 2008). These attributes were evident in the findings in this study, reflected in 

codes such as’ thinking critically’, ‘anticipating care’, ‘problem solving’ and ‘questioning 

care’. Definitions of critical thinking use similar criteria to clinical decision-making, and 

include the use of cognitive tools such as interpretation, analysis, evaluation, and 

inference (Krishnan 2018). Effective clinical decision-making is highly context-specific, 

and is dependent on a number of factors, including the patient’s health status, the 

clinical setting, the nurses background knowledge and experience, and the wider 

health care system (Johansen & O'Brien 2016). The observation data revealed a clinical 

setting that was overcrowded and at times appeared chaotic. This resulted in delayed 

access to the patient, restricted movement, and difficulty in ascertaining who had 

which role in the MET response team, leading to ineffective communication. This had 

an impact on effective clinical decision-making.  

Two models of clinical decision-making have been discussed in the nursing literature: 

the systematic positivist model and the opposing intuitive–humanistic model. The 

following section discusses each in detail to explain the factors that influence Intensive 

Care nurse’s clinical decision-making.  

Systematic positivist model 

The systematic positivist model of clinical decision-making uses a scientific or 

hypothetico-deductive approach to clinical reasoning embedded in medical decision-

making (Pearson 2013). As previously stated, Intensive Care nurses have a well-

developed knowledge of the emergency algorithms and protocols and a theoretical 

understanding of the physiology of a deteriorating patient. Theoretical knowledge 
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derived from physiology, anatomy, pathophysiology and pharmacology is critical in 

clinical decision-making, and allows the development of hypotheses and their 

subsequent testing (Krishnan 2018). This model involves four stages of decision-

making: cue recognition, hypothesis generation, cue interpretation, and hypothesis 

evaluation (Benner & Tanner 1987). Application of this model to my research suggests 

that Intensive Care nurses use the previously described assessment skills as cues to 

quickly determine the reason for deterioration (hypothesis generation) and 

instantaneously interpret these findings (cue interpretation) to determine if patients 

should remain on the ward or be transferred to ICU (hypothesis evaluation). As such, 

this decision-making model relies on objective indicators gained from the cardiac 

monitor (heart rate, blood pressure, oxygen saturations), laboratory data, and from 

other diagnostic investigations. A positivist approach to decision-making enables 

nurses to reach a timely decision with the least information and consequent cognitive 

strain while avoiding the most errors in care (Aitken 2003). This is particularly 

important during emergency calls, where interventions need to be implemented 

quickly to prevent further deterioration. This could explain why participants in the 

study placed an emphasis on patient monitoring, as opposed to accessing the medical 

history. Objective data from the cardiac monitor and a quick visual assessment of the 

patient provided participants with all the information they needed to make an 

evaluation. 

It could also be argued that the clinical decision-making frameworks that Intensive 

Care nurses use to figure out what is happening at a medical emergency call also rely 

on the alternative intuitive–humanistic model. Medical emergency calls are highly 

dynamic events that are influenced by factors such as emotions, social interactions, 

and context. The positivist approach, underpinned by science and objective data, 

deemphasises the role that these factors play in decision-making. The next section 

explores the role of the intuitive humanistic model in clinical decision-making and 

discusses its relationship to experience and expertise.  
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Intuitive–humanistic model 

Intuitive decision-making is not based on scientific, evidenced knowledge but is 

embedded in an individual's perception of a situation (Pearson 2013). The intuitive 

humanistic model is based on the well-known work of Benner (1984), who argues that 

intuition is an essential component of clinical decision-making and that it is clearly 

linked to the experience of the practitioner. Intuitive decision-making models 

distinguish the expert nurse from the novice, as the expert nurse applies intuitive 

judgements and no longer relies on analytic principles to understand and act on 

certain phenomena (Benner 1984). Each of the participants in this study had at least 

five years’ experience working in Intensive Care and could be considered experts and 

therefore proficient in their area of practice. The relationship between experience, 

expertise and intuition will now be defined and explored.  

Benner and Tanner (1987, p. 23) define intuition as “understanding without rationale”, 

which implies that nursing decisions occur as a result of unconscious cognition 

underpinned by practical wisdom gained through experience. This work is supported 

by Dijksterhuis and Nordgren (2006), who found that expert nurses use unconscious 

thought to detect patterns in complex clinical situations. Benner (1984, p. 28) applied 

the Dreyfus Model of Skill Acquisition to categorise an expert nurse as one who no 

longer relies on an analytic principle to connect an understanding of a situation to an 

appropriate action and instead relies on an intuitive grasp of the situation, accessing 

relevant information and quickly identifying the problem. This model incorporates five 

aspects that are used in combination to inform intuitive judgement: pattern 

recognition, similarity recognition, common sense understanding, deliberate 

rationality, and sense of salience (Benner and Tanner 1987). As such, experience is 

considered an essential component of clinical decision-making, and as a nurse gains 

more experience, they gain a sense of saliency in decision-making (Banning 2008). 

Through this, they can identify important assessment findings and act on them quickly. 

This was reflected in the data, as participants demonstrated their sense of salience by 

walking into a room and immediately determining if a patient required transfer to a 

higher level of care. The ability to anticipate and prioritise care could also be explained 

by pattern and similarity recognition. Repeated involvement in medical emergencies 
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exposes Intensive Care nurses to similar events over time from which common 

patterns of patient deterioration will emerge. This enabled the participants to pre-

empt the scenario and consider possible interventions even before arriving at the 

scene. This mental preparation also serves to reduce anxiety as ‘being prepared’ 

provides a sense of control over a situation and helps the Intensive Care nurse to be 

organised.  

The findings of this study suggest that Intensive Care nurses frequently rely on visual 

and tactile cues to assess the patient. Cues such as conscious state, difficulty in 

breathing, and appearance provided participants with an understanding of the 

patient's condition and the severity of illness. Benner and Tanner (1987) suggest that 

everyone has access to these observations, but that expert nurses see the relevance of 

these findings to the recognition of patient deterioration.  

It could be argued that the clinical decision-making framework that Intensive Care 

nurses use to figure out what is happening at a medical emergency call relies on the 

collaboration of both models. The rationalist approach of the systematic positivist 

model enables objective assessment findings to be interpreted and evaluated to 

confirm a diagnosis. The intuitive humanistic model acknowledges intuition as a form 

of knowing, and recognises that experience informs and validates theoretical 

knowledge.  

The ability to successfully figure out what is happening at a medical emergency call 

and apply these findings in an organised and systematic way relies on effective 

communication in a well-functioning team. The next section of this chapter explores 

the key concept of leadership as a component of team functioning, and demonstrates 

its impact on the role of the Intensive Care nurse and on patient safety.  

Team dynamics and leadership 

This research demonstrated that the team dynamics were primarily centred on the 

Intensive Care nurse, Intensive Care doctor, Medical Registrar and ward nurse. The 

team doctors tended to work collaboratively to diagnose and manage the problem, 

while the ward nurse took on more of a supporting role. The Intensive Care nurse 
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assumed a nursing leadership role within the team, and worked closely with ward 

nurses. Nursing leadership characteristics included competence, proficiency in 

practice, confidence, and assertiveness. These enabled the Intensive Care nurses to be 

active participants in team discussions, contribute to treatment decisions, and 

advocate for the patient. Other nursing leadership characteristics related to the 

elements of directing care, and included delegation, coordination of care, team 

organisation, and being proactive. This ensured that all interventions were 

implemented in a safe and timely way. 

Team leadership was often dynamic, and would vary depending on the confidence and 

experience of the medical staff within the team. Confidence was considered a key 

determinant of both medical and nursing leadership, and the medical staff who acted 

the most confidently often assumed the role of overall team leader. Participants 

considered good leadership a key component of an effective medical emergency call, 

and also valued transparency, collaborative decision-making, trust, and having 

confidence in each team member’s abilities. Codes such as ‘being assertive’, ‘being 

confident’, ‘delegating care’ and ‘being responsible’ identified medical leadership 

attributes.  

The importance of leadership to team functioning in medical emergencies is well 

recognised in the literature. Attributes of leadership are ‘non-technical skills’, and 

comprise a set of personal and cognitive attributes that complement clinical ‘technical’ 

skills and contribute to safe and efficient care (Helmreich & Foushee 2010). Desirable 

leadership skills include delivery of clear instructions, delegation of tasks, and 

maintenance of situational awareness (Chalwin & Flabouris 2013). These skills were 

evident in both medical team members and Intensive Care nurses, coded as 

‘delegating tasks’ and ‘keeping everyone on track’. While medical team leadership was 

not the focus of this research, it was important to consider the effect that leadership 

style had on the role and function of the participants in the study, and its influence on 

team dynamics. As stated above, participants acknowledged the importance of a 

confident leader who clearly articulated the management plan, and felt a bad medical 

emergency call was generally the result of ineffective communication and a lack of 

leadership. This view is supported by Douglas et.al. (2016) who found that the key 
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factor in the effectiveness of the efferent limb was the  clinical expertise and crisis 

management skills of the team leader. A RRT leader that managed to gather 

information using a collaborative approach and having a dialogue will all team 

members facilitated the function of an effective team leader (Massey et al. 2014). The 

findings from analysis of the data also revealed that team leadership was dynamic, and 

that team composition varied from call to call. According to Chalwin & Gillon (2018), 

the role of leader is potentially fluid and can change as the technical demands of the 

call change. The purpose of a leader is to establish the sense of the team’s shared 

purpose as opposed to a group of independent clinicians coincidentally attending the 

same patient.   

According to the literature, variable team composition is a significant barrier to 

effective team functioning (Jeddian et. al. 2017). Medical emergency calls occur at 

different times of the day, on different days of the week, and in different locations. 

Team formation is ad hoc and changes from shift to shift and day to day. This results in 

significant team variability, as reflected in the observations. As such, there are limited 

opportunities for team building, which results in reduced rapport among team 

members. Leach and Mayo (2012) reported that familiarity with the MET team 

members was found to improve teamwork, especially in time-pressured situations.  

Medical emergency teams usually comprise several professional disciplines, and the 

perspective of each member is influenced by their training and experience. For 

individuals to function effectively as a team, they need to complete a number of 

formative steps through which interpersonal relationships evolve, boundaries are 

agreed, and a team hierarchy is established (Gillon et al. 2012). A lack of team 

cohesion was evident in this research, and interpersonal dynamics were primarily 

centred on doctor-to-doctor and nurse-to-nurse communications. Each discipline 

shares a mutual understanding and inherent trust in the other discipline’s roles. This 

may affect their interprofessional relationships and ways of communicating. It also 

creates situations where doctors and nurses may perceive power differences within 

their roles. As such, ward nurses may lack the confidence to speak up in the presence 

of medical staff; they were frequently observed positioning themselves at the 
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periphery of the scene. Because of this, they assume a role that is familiar to them and 

avoid being put in positions that may expose their lack of confidence: 

The observations reveal that the Intensive Care nurse, Intensive Care doctor 

and Medical Registrar are the primary ‘players’. The ward nurses tend to 

stand on the periphery and maintain a quiet presence during the MET call. 

How do they value themselves during a MET call? Do they feel a part of the 

team? I think it will be important to explore the relationship of the ICU 

nurse with the ward nurse. (Journal entry, 19/9/2018) 

Previous research into interprofessional communication has demonstrated a strong 

link between miscommunication and poor patient outcomes. Nurses have historically 

served in a subservient role to doctors, which is disempowering and can lead to a lack 

of confidence (MacMillan 2012). Nurses typically view the patient from a holistic 

perspective which is complex, systems-focused, and driven by emotional intelligence 

(Foronda, MacWilliams & McArthur 2016). In contrast, doctors are trained to value the 

rationalist and cognitive approach to patient care, which is highly structured, objective, 

and succinct. These fundamental philosophical differences set up a situation where 

communication failure is inevitable (Foronda, MacWilliams & McArthur 2016). 

Despite this observed lack of team cohesion, most participants in the interviews 

described a positive relationship between the Intensive Care nurse and Intensive Care 

doctor. The MET consists of the Intensive Care nurse and Intensive Care doctor, in 

addition to the Medical Registrar and ward nurse. As such, the Intensive Care nurse 

and Intensive Care doctor are already part of an established team within the ICU, and 

thus they have an existing interprofessional relationship and a mutual understanding 

of each other's role and capabilities. This facilitates trust and respect.  

The Intensive Care nurse’s access to and utilisation of the medical emergency trolley 

also supports and legitimises their presence at a medical emergency call. An 

understanding and familiarity with the operational aspects of the monitor, defibrillator 

and contents of the trolley make them a valuable resource within the team. The 

Intensive Care doctor relies on the Intensive Care nurse to be able to assist with 

advanced airway manoeuvres and to initiate cardiac defibrillation as required. The 
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participants in the study demonstrated confidence in communicating assessment 

findings to the medical team members, while also making a valuable contribution to 

team discussions regarding initiation of fluid therapy or inotropes. The language that 

Intensive Care nurses use to communicate clinical information aligns with the 

rationalist approach preferred by the medical discipline. By adopting a medicalised 

style of communication, the Intensive Care nurse may hope to be perceived as more 

competent by their medical colleagues. This is supported in a study by Markley & 

Winbery (2008), who reported that nurses can earn the trust of their physicians by 

skilfully communicating the facts, making targeted recommendations with confidence. 

This research has demonstrated that roles were not assigned at the commencement of 

an emergency call. Despite this, team members appeared to fall into position and 

possess an innate understanding of their responsibilities within the team. As previously 

described, the MET doctors engaged in a collaborative working relationship with each 

other, while the Intensive Care nurse and ward nurse shared a mutual understanding 

and respect for each other's roles, appearing to value the contribution that each 

member brings to the team. As such, the Intensive Care and ward nurses worked in 

symbiosis, relying on each to perform different tasks. Ward nurses were relied upon to 

provide a holistic understanding of the patient and to assist other team members to 

navigate and work within the constraints of a ward environment. The Intensive Care 

nurse acknowledged the importance of creating a positive relationship with ward 

nurses, and valued their contribution in knowing the patient and assisting them to 

access appropriate resources on the ward.  

A number of studies have explored the experiences of ward-based nurses on a medical 

emergency call. Their findings clearly demonstrate that team characteristics are an 

important factor in medical emergency team activation and utilisation. Ward nurses 

generally found their interactions with medical emergency team members to be 

positive, and valued their expertise and opportunities for education (Donaldson et al. 

2009). However, Astroth et al. (2013) found that there were occasions when the team 

members were condescending toward them and had unrealistic expectations of the 

ward nurse role. Intensive care doctors and Intensive Care nurses may also have 

different perceptions of what a ‘sick patient’ looks like compared to a ward nurse, and 
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may inadvertently trivialise a problem experienced by ward nurses. Other factors such 

as willingness to make ward nurses part of the emergency response process by 

including them in treatment decisions and seeking their input also influenced medical 

emergency team utilisation (Williams et al. 2011).  

As ward nurses were not the focus of this study, data were not gathered on their 

perceptions. The findings did reveal, however, that ward nurses displayed varying 

levels of team involvement, competence and confidence. This may be related to their 

level of experience. As highlighted in the literature review, more experienced ward 

nurses were more likely to help in an emergency call, whereas junior, less experienced 

nurses required more support (Salamonson et al. 2006). The participants 

acknowledged the importance of involving ward nurses in the medical emergency call, 

and actively encouraged them to remain present and to assist as necessary. One 

participant also acknowledged the important role that ward nurses have in knowing 

the patient; they spend the most time with the patient and have, in most cases, built a 

rapport with them, and possess a well-rounded knowledge of the antecedents to their 

deterioration.  

Intensive care nurses demonstrated nursing leadership within the team, which was 

visible in the findings in the form of characteristics such as assertiveness, competence 

and confidence. They were found to direct care by delegating tasks, coordinating care, 

and keeping everyone on track. The Intensive Care nurses would also act as a resource 

for ward nurses, providing education, support and reassurance. This was reflected in a 

symbiotic relationship between the ward nurses and Intensive Care nurse. While team 

composition was variable and roles were not formally allocated, team members 

appeared to fall into their roles, and team dynamics centred on doctor-to-doctor and 

nurse-to-nurse communication. A mutual understanding of roles fostered a positive 

relationship between the Intensive Care doctor and Intensive Care nurse, each relying 

on the other’s knowledge and skillset.  

Intensive care nurses have a key role in ensuring effective team performance through 

the transfer of critical information. This research suggests that each team member 

needs to feel respected to have the confidence to recognise and identify important 
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clinical information and to act on this by communicating it to the team leader in a 

timely way. Effective communication and a clear understanding of team member roles 

gives rise to a shared awareness and a shared decision-making process that protects 

the patient from harm and ensures their safety. 

The next section of the chapter explores the final key concept, ‘patient safety’. 

Elements of the previously discussed concepts will be drawn together to make a case 

for patient safety’s theoretical importance. The idea of patient-centred care will be 

explored to integrate and explain the findings under the key codes of ‘knowing the 

patient’ and ‘involving the patient’. 

Patient safety 

The ultimate goal of medical emergency teams is to provide interventional care to 

prevent adverse events such as cardiac or respiratory arrests. They are called to 

respond to early signs of deterioration, and provide potentially lifesaving care and 

treatment by ensuring the patient’s needs are met through rapid assessment, 

treatment, and evaluation. All members within the team assume a role that is defined 

by certain responsibilities. Each member requires a clear understanding of their role, 

and clear leadership is a key determinant of effective team functioning. As described in 

this chapter, Intensive Care nurses know their role and work within a clear framework 

of decision-making that directs assessment, interpretation of clinical data, treatment, 

and evaluation of responses in an attempt to figure out what is happening to the 

patient. They act with confidence to assert and prioritise the needs of the patient to 

protect them from harm and promote their safety. 

Patients who experience a medical emergency call generally have complex care 

requirements and are suffering from physiological and psychological stress. As such, 

they are in a highly vulnerable state and susceptible to further deterioration (Arashin 

2010). The findings in this study highlighted that participants sought to comprehend 

patients’ needs by gaining an understanding of the physiological conditions that are 

causing the deterioration. Patients subject to a medical emergency call are often not 

able to engage in any meaningful conversation due to their clinical state; it can thus be 
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difficult to build a rapport with them. The Intensive Care nurse relies on the ward 

nurse’s knowledge of the patient to determine their individual needs. To avert further 

deterioration, addressing the physiological needs of the patient is the priority at the 

beginning of a medical emergency call. The Intensive Care nurse would position the 

medical emergency trolley in close proximity to the patient to apply cardiac 

monitoring. This created an opportunity to form an initial connection with the patient, 

introduce themselves, and obtain some background information. They also took a 

moment to explain what was happening and provide reassurance. In this way, 

participants acknowledged the importance of keeping the patient at the centre of the 

scenario, maintaining a holistic view of them, rather than just seeing a person with 

deranged physiology. This is an integral component in the delivery of patient-centred 

care. 

Maintaining a holistic view of the patient is considered an important element of 

patient-centred care (Scholl et al. 2014). Interview findings suggested that participants 

perceived maintaining a holistic view of the patient an important component of a good 

medical emergency call, and that this necessitates maintaining open communication 

with the patient. One participant used the word ‘dehumanise’ when speaking of a MET 

call, implying that there may be a tendency to compartmentalise the patient by 

focusing only on the deranged physiology and ignoring the other elements of the 

person. Efforts to ‘humanise’ care were reflected in those moments where the nurse 

would stay close to the patient, providing comfort through therapeutic connections 

such as touching and reassuring them, and explaining what was happening. 

Implementation of comfort measures and administration of analgesics to minimise 

distress and suffering were frequently observed during a medical emergency call. The 

findings also highlighted matters to do with appropriate treatment decisions for end-

of-life care. This is consistent with the literature, where end-of-life decisions were part 

of a medical emergency call 24% of the time (Silva et al. 2016). Participants 

acknowledged the importance of making these decisions with family, enabling 

engagement of the appropriate next of kin, and to align with the patient’s wishes. In 

this way, a nurse demonstrates moral agency or advocacy by working on behalf of the 

patient and representing their best interests.  
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Advocacy is an important element of patient-centred nursing (Jakimowicz, Perry & 

Lewis 2018), which the participants highlighted. As an advocate, the intensive nurse is 

required to show clinical leadership to direct patient-centred care and ensure that the 

patient’s wishes, rights and dignity are respected and maintained during a crisis. 

Experienced Intensive Care nurses are well situated to advocate for patients in this 

scenario. With their advanced knowledge of physiology and recognition of patterns of 

illness, they are better placed to understand the illness trajectory and are therefore 

able to raise concerns about family involvement in end-of-life decision-making. 

Because of this, patient advocacy also needs to engage the family by providing clear, 

factual information to ensure that they understand the situation and are able to make 

informed decisions (Arashin 2010).  

The delivery of patient-centred care is fundamental to patient safety. Organisations 

that are unable to support models of patient-centred care run the risk of delivering 

poor quality care, unsafe practices, dehumanising experiences, and lack of compassion 

(Francis 2013). The concept of patient-centred nursing is discussed below in the 

context of a medical emergency call and the nurse–patient relationship that is 

embedded within it. This discussion will be supported by elaboration on the research 

findings and current literature on the topic. 

Patient-centred nursing 

The principles that underpin the delivery of patient-centred care include the presence 

of a therapeutic clinician–patient relationship. This is characterised by a collaborative 

partnership that involves trust, connection and mutual caring, positive rapport, and 

guidance. Patients need to be seen as unique individuals while acknowledging their 

needs, preferences, values, beliefs, and expectations. In addition, the patient must be 

understood from a holistic perspective, and their illness needs to be explored within 

their biological, psychological and social contexts (Scholl et al. 2014). 

As alluded to above, the physiological state of the patient during an episode of 

deterioration can impede the development of a therapeutic nurse–patient 

relationship. The delivery of patient-centred nursing and the nature of the nurse–

patient relationship is very dependent on the context in which nursing care is delivered 
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(McCormack 2004). While conducting a literature search on the topic of patient-

centred care and medical emergencies, I was unable to find any literature on the topic 

to support my theorising in this area. As such, I was drawn to the literature on 

supporting patient-centred care in the context of Intensive Care. The compromised 

physiological state of a high dependency patient—one who requires careful 

physiological monitoring, but less invasive support than an Intensive Care patient 

(Moore & Woodrow 2009)—can be closely related to the deteriorating state of a 

patient subject to a medical emergency call. Because of the physiological instability, it 

may be difficult to facilitate the patient’s active engagement in the management of 

their illness (Michie, Miles & Weinman 2003). This was certainly reflected in the 

findings of this study, where cognitive decline, patient distress and instability 

hampered effective communications. Given the lack of research on patient-centred 

care in medical emergency calls, it is difficult to know what constitutes patient-centred 

care in this context; it may be useful, then, to apply some principles of patient-centred 

care in the context of a critical care environment. According to Jakimowicz, Perry & 

Lewis (2018) patient identity and compassionate presence are defining attributes of 

delivering patient-centred care in Intensive Care. 

Patients who experience a medical emergency call are vulnerable because of their 

physiological state. This puts the patient's personal identity at risk and contributes to 

dehumanising care where the patient is viewed by the physiological objectivity of their 

disease (O’Connell 2008). As previously stated, patients experiencing a medical 

emergency call may be unable to participate in their health care due to physical and 

cognitive barriers impeding effective communication. It is important for nurses to 

understand the patient in the context of their normal lives and their illness by 

acknowledging the patient’s individual traits (Scholl et al. 2014). My findings revealed 

that Intensive Care nurses only spend a limited amount of the time on a medical 

emergency call with the patient, and during this time they are primarily focused on 

knowing the patient from a physiological perspective by utilising their technical skills. 

This can impede efforts to create meaningful nurse–patient therapeutic relationships. 

It is suggested, however, that technical competence and know-how are prerequisites 

to a positive nurse–patient relationship (Söderström 2003; Buckley 2011). Patients and 
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relatives value highly skilled and knowledgeable nurses (Harbaugh, Tomlinson & 

Kirschbaum 2004). Participants in this study acknowledged the importance of 

maintaining a sense of humanity amid the chaos: “sometimes people just get so caught 

up in the numbers and forget there is somebody actually there” (Interview 1). Intensive 

care nurses rely on the ward nurses to help them understand the individual needs of 

the patient. Ward nurses have spent the most time with the patient, over the entire 

trajectory of their illness. They are in a better position to know the patient’s feelings, 

beliefs, expectations, and significant social relationships. As such, they need to be 

utilised to communicate the patient’s wishes and advocate for them, whereas the 

experienced Intensive Care nurses have a better understanding of patient 

deterioration and the illness trajectory and are in a position to support ward nurses if 

the patient’s condition declines. This validates the need for the MET nurse to work 

closely with the ward nurse. 

Meeting the patient’s physiological needs to prevent further deterioration can take 

precedence over compassionate, holistic care. A journal entry (14/9/2018) excerpted 

in the findings chapter highlights an occasion when the patient and their daughter 

were not acknowledged as the team members left the scene. While the patient 

received effective medical treatment with a positive outcome, there was no attempt 

to involve the daughter and patient in the episode of care. This raised some concerns 

for me, and illustrates the balancing act that nurses perform in meeting physiological 

needs versus providing psychological care. The idea of ‘life in balance’ reveals a tension 

between Intensive Care nurses’ clinical skills and knowledge versus compassionate, 

patient-centred care (Jakimowicz, Perry & Lewis 2018). Providing the ‘softer skills’ 

required to deliver compassionate care while managing an acutely unwell patient in 

the confines of a small, overcrowded space can make the delivery of patient-centred 

care challenging. Participants tried to undertake the compassionate aspects of care 

with therapeutic touch, staying close to the patient, and providing explanations and 

constant reassurance: “‘Need to keep you safe,’ says the nurse holding the patient’s 

hand” (Observation 2). The compassionate presence of the nurse is a significant 

component of patient-centred care (Scholl et al. 2014). Their close physical presence 
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enables emotional support and reassurance at a time when the patient is frightened 

and vulnerable.  

Providing safe and effective care to ensure a safe and comfortable environment for the 

patient subject to a medical emergency call is a fundamental role of the Intensive Care 

nurse. This is facilitated by delivering patient-centred care that maintains a holistic 

view of the patient and demonstrates advocacy. Compassionate caring practices need 

to be responsive to the uniqueness of patient needs, and must attend to both 

physiological and psychological requirements. This can present some challenges in the 

context of a medical emergency call, where the concept of patient-centred care is not 

fully understood.  

Summary 

This research has addressed the question of how the Intensive Care nurse works within 

a medical emergency team to develop an enhanced understanding of the implications 

for team functioning and patient safety. The qualitative methodological approach of 

constructivist grounded theory facilitated the co-construction of rich data that 

captured the actions and experiences of the ICU nurse within the MET. The findings 

present a detailed picture of the ICU nurse’s role, their responsibilities within the 

team, and the way they are enacted during the MET response. Data analysis, 

underpinned by the methodological processes of constructivist grounded theory, led 

to the formation of a conceptual framework that identified four key concepts: ‘routine 

framework for decision-making’, ‘figuring it out’, ‘leadership’ and ‘patient safety’. 

Together, these concepts form the substantive theory that ‘keeping patients safe’ is a 

fundamental role of the Intensive Care nurse within the medical emergency team. The 

key findings contained within these concepts will be presented in the next and final 

chapter. 

By undertaking two phases of data collection, participant observation followed by in-

depth interviews, this study has provided valuable insights into and a deeper 

understanding of the role of the Intensive Care nurse on the medical emergency team. 

It has also extended our current knowledge regarding the technical and non-technical 
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aspects of the role by articulating a framework to inform clinical decision-making. 

Intensive care nurses play a key role within the team by acting in a nursing leadership 

role, supporting ward nurses, facilitating communication with the medical team 

members, and protecting the patient from harm.
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CHAPTER SIX – CONCLUSIONS AND 

RECOMMENDATIONS 

 

This study aimed to describe and explain the role of the Intensive Care nurse within 

the medical emergency team of a large tertiary hospital to develop an in-depth 

understanding of the role, their responsibilities within the team and the way it is all 

enacted. The primary research questions sought to explain how nurses work within the 

medical emergency team with especial regard to team functioning and patient safety. 

The answers to these questions have emerged from and are grounded in the data to 

produce the substantive constructivist grounded theory that ‘keeping patients safe’ is 

a fundamental role of the Intensive Care nurse within the medical emergency team. 

This final chapter presents the key findings from the study pertaining to the research 

questions and propose recommendations to address the key findings. The strength of 

the research will be evaluated against the criteria outlined by Charmaz (2014), and its 

limitations outlined. Opportunities for further research will also be put forward.  

Summary of key findings 

The following section reports the key findings from each of the study’s data collection 

phases: observations and interviews.  

Observation findings 

Data were coded to capture details of the context and setting in which the 

observations took place. This provided a description of a typical medical emergency 

call and the regular activities that informed the structure of a MET call: ‘entering the 

scene’, ‘the treatment phase’, and ‘leaving the scene’. 

Coded data from the observation findings were categorised into three domains: ‘team 

dynamics and the MET nurse’, ‘being close to the patient’ and ‘routine framework for 

decision-making’. Within ‘team dynamics and the MET nurse’, the findings 

demonstrated that ‘being close to the patient’ reflected a fundamental role of the 
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Intensive Care nurse in the maintenance and promotion of patient safety. Being 

physically close to the patient, facilitated by the positioning of the MET trolley, 

provided an opportunity to act as the patient’s guardian, protecting them from harm. 

Within the ‘routine framework for decision-making’, the Intensive Care nurse was 

observed to work in an organised, systematic way, assuming a clear responsibility for 

monitoring and assessments. Certain tasks were observed to be undertaken more 

frequently, as demonstrated by the list of codes in Chapter Four.  

Findings from the observations generated a broad understanding of the role of the 

Intensive Care nurse during medical emergency calls and captured the context in 

which the team operates. Early categories emerged which were explored during the 

interview phase. These findings are summarised below.  

Interview findings 

Data from the interviews were coded into categories which in turn led to the 

formation of four key concepts: ‘routine framework for decision-making’, ‘figuring it 

out’, ‘leadership’ and ‘patient safety’.  

The category ‘routine framework for decision-making’ was elevated to a concept 

during analysis of the interviews, and demonstrates that Intensive Care nurses rely on 

a decision-making framework that is derived from knowledge of emergency 

management protocols. This enables them to work in an organised, routine, and 

systematic way. The assessments performed use primarily technical skills, and rely on 

highly tuned visual assessment coupled with a ‘hands-on approach’.  

The concept of ‘figuring it out’ was generated by elevating the categories ‘figuring it 

out’, ‘critical thinking’, and ‘prioritising care’. Intensive care nurses utilise various 

processes to make sense of what is happening at a MET call. Knowledge gained from 

accessing routine frameworks for decision-making assists the nurse to interpret 

information about the patient. The nurses also drew on a range of critical thinking 

skills to inform their decision-making, which include being able to anticipate care, to 

problem solve, and to question care. This enables the Intensive Care nurse to work in 
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an organised, systematic manner, often ‘under pressure’ in a busy, dynamic 

environment, to deliver care in a timely way. 

Intensive care nurses were found to take on a nursing leadership role within the 

medical emergency team which was identified through the characteristics of 

assertiveness, competence, and confidence. They were found to direct care by 

delegating tasks, coordinating care, and keeping everyone on track. Participants had a 

clear understanding of what their role entailed, which was not always reflected in 

other team member roles. Intensive care nurses maintain a close working relationship 

with ward nurses during a MET call. There is a mutual reliance on each other’s skillsets 

as they work collaboratively to promote and deliver a safe and high standard of care. 

The Intensive Care nurses act as a resource for ward nurses, providing support, 

education, and reassurance.  

Ensuring patient safety was found to be a fundamental role of the Intensive Care nurse 

during a medical emergency call. This was done by maintaining a close physical 

presence with the patient. Knowing the patient and involving them in their care were 

considered essential elements of an effective MET call, and highlighted the importance 

of providing explanations and reassurance, and acting as an advocate for the patient. 

‘Keeping patients safe’ emerged as the core concept in this study, and is the essential 

component that integrates the other key concepts to influence the way that an 

Intensive Care nurse works within the MET. Together, these concepts form the 

substantive theory that keeping patients safe is a fundamental role of the Intensive 

Care nurse within the medical emergency team.   
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Evaluation of the study 

Evaluation provided an opportunity to reflect on the research process and consider its 

strengths and weaknesses against the criteria put forward by Charmaz (2014): 

credibility, originality, resonance, and usefulness.  

Credibility 

The study was designed using a constructivist grounded theory approach that 

acknowledged the emic perspective of the researcher and recognised the reciprocal 

relationship between researcher and participants. This emic perspective facilitated an 

innate understanding of the research setting that was integrated into data analysis. As 

an insider, the researcher’s perspective provided an additional construct to the 

research process. The researcher’s knowledge of the research setting ensured that it 

was adequately described and contextualised an accurate and authentic account of 

the research phenomenon. The notion of researcher bias was acknowledged and 

addressed in this study by making my position clear and explicit through the process of 

reflexivity. As such, journaling and memo writing captured the research process, 

enabling an honest and transparent account of the research journey.  

The research design involving two phases of data collection enabled data sufficiency 

and provided an accurate representation of the context in which Intensive Care nurses 

worked within medical emergency teams. Follow-up interviews validated the 

observation findings and added rigor to the research process by ensuring that 

theoretical sampling occurred. Field notes taken during the observations, together 

with the careful listening, reading and rereading of recordings and transcripts, was 

important for getting close to the data and strengthening the accuracy and credibility 

of the findings.  

The methodological coding processes of CGT were diligently followed, creating a 

plethora of codes that accurately represented the experience of Intensive Care nurses. 

These codes can be found in the findings chapter, and the process of coding and 

subsequent organisation of codes into categories was clearly articulated and 

documented in Chapter Three. Systematic comparisons have been made between 
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each of the categories to generate concepts that underpin the substantive theory. The 

emergent theory has been clearly articulated, and is derived from an integration of the 

key concepts and their inter-relationships. The theory represents links between data 

and analysis, and is supported by arguments put forward in Chapter Five. The 

acknowledgement and integration of prior works strengthens the analysis and the 

credibility of the findings. The exemplars from the data also add credibility to the 

analysis by providing evidence to support the interpretation of the findings.  

Originality 

Findings from the study provide new insights into the role and responsibilities of the 

Intensive Care nurse on the medical emergency team. This is particularly to do with 

the language participants used. The emergent substantive theory is grounded in the 

data and provides a theoretical interpretation of the findings that has not previously 

been articulated. Other qualitative works have used a single method of data collection 

to describe the role of the Intensive Care nurse on a medical emergency call. The 

analysis of both observations and interviews results in new conceptual renderings of 

that data and the subsequent emergence of a new substantive theory. As such, this 

work supports and extends research in the area and provides a deeper and richer 

understanding of role requirements and the Intensive Care nurse’s impact on team 

functioning and patient safety.  

Resonance 

The developed categories and concepts are illustrated in Figure 3 (page 79), which 

provides a clear representation of the findings and shows the relationship between 

categories and concepts. The emergent substantive theory makes sense of the 

participants’ experiences, and provides a deeper insight into their ways of working. 

This was facilitated during the interview process, in which participants were 

encouraged to provide an honest account of their experiences during medical 

emergency calls. The iterative nature of data collection using a combination of 

observation and interviews enabled the researcher to refine the categories, make 

sense of the data, and gain a deeper insight into the nature of their role. Initial 

questions raised during the observations were shared with participants during the 



164 

interviews to seek clarification of specific actions. This process of theoretical sampling 

facilitated the refinement of certain categories and helped to make sense of the 

observations. 

Being known to the participants promoted a comfortable rapport during the 

interviews, improving their engagement with the process. My understanding of the 

research phenomena created a shared understanding of the context and facilitated the 

reciprocal sharing of stories and experiences. This promotes trust between researcher 

and participants, and facilitates participants’ honest reflection on their experiences. As 

such, participants were able to share their experiences and reflect on what it means to 

be a MET nurse. Many taken-for-granted aspects of their work were raised into 

consciousness, achieving reflexivity in the research process. My personal reflections 

were captured in a journal, and some have been included in the thesis to promote 

transparency and provide an honest account of the research journey and its 

challenges. As an experienced practitioner the methods of data collection, observation 

and interview, provided a unique opportunity to expand and challenge my own 

insights as I reflected on my prior experiences attending MET calls. My understandings 

are embedded in the discussion, as a co-construction of the shared reality of a MET 

call.  

Usefulness 

The findings clearly articulate the role requirements, responsibilities and credentials 

required by an Intensive Care nurse to effectively function as part of the medical 

emergency team. These findings can be utilised by Intensive Care nurses, 

organisations, and professional bodies to inform curricula and establish a capability 

framework to develop professional standards for medical emergency team nurses. This 

would ultimately enhance the functioning of the medical emergency team by ensuring 

the competence of Intensive Care nurses, improving team dynamics and minimising 

the risk of harm to the patient.  

This study is one of only a few to have utilised a qualitative approach to capturing the 

experiences of the Intensive Care nurse on a medical emergency call. The richness of 
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the data gathered in this study strengthen what is known about the phenomenon, and 

adds rigor to a complex area of nursing practice.  

The analysis has also generated subjects for further research, particularly on patient-

centred care during a medical emergency call. In addition, more research is required to 

capture the experiences of medical staff on medical emergency calls and how their 

roles influence team functioning and patient safety. Participants in this study were 

highly experienced Intensive Care nurses, and their educational requirements may 

differ from those of less experienced ICU nurses attending MET calls. As such, it would 

be beneficial to use a similar research design to capture the experiences of ICU nurses 

with less than two years’ experience in the role attending MET calls. Findings could 

validate the need to have more experienced nurses participate in MET calls. 

Recommendations  

To address the findings generated by this study, recommendations are put forward for 

education for critical care nurses, and for health care organisations that have Intensive 

Care nurses as part of their medical emergency or rapid response teams.  

Education 

1. Medical emergency team nurses should be experts in their specialist area, and 

it is recommended that they have a consolidated period of time working in a 

specialist critical care area 

2. The nurses should demonstrate proficiency with advanced resuscitation skills 

and have a strong theoretical understanding of the physiology of patient 

deterioration 

3. Technical competence should be required in skills related to cardiac 

monitoring, airway management, and advanced assessment skills 

4. Intensive care nurses should demonstrate the ability to act in a nursing 

leadership role and to provide support to ward-based nurses and other team 

members 
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5. Nurses should be required to complete non-technical skills training to promote 

effective team communication  

6. The above requirements should be set out in a capability framework to inform 

practice standards and provide a nationally consistent approach to education 

and training; this could assist in the development of a specialised post-graduate 

certificate in medical emergency team nursing 

7. The professional body for critical care nurses should be engaged in 

representing the emerging subspecialty of medical emergency team nursing, 

and should develop the practice standards to support the subspecialty’s 

practice.  
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Organisations 

1. It is important that organisations seek to understand the local culture around 

the RRS to ensure that all clinicians utilise systems around patient deterioration 

appropriately 

2. A fully staffed team should be implemented that has, as its core function, 

responding to medical emergencies in order to reduce team variability and role 

confusion, and to promote confidence and a shared understanding of all team 

roles 

3. MET training needs to be multidisciplinary and to include in-situ simulation 

training; this ensures that training will be delivered in clinical wards, and 

includes the teams that would be expected to participate in MET responses—

this will improve the medical emergency team nurse’s knowledge of the ward 

environment and enhance ward nurses’ confidence if they are valued as an 

essential member of the team. 

 

Limitations 

The subjectivity of qualitative research relies on the researcher who conducts it to 

interpret and represent the experiences of the participants. This may be perceived as a 

limitation of the study. A constructivist grounded theory approach acknowledges the 

researcher’s role as part of the research process who, as such, brings their knowledge, 

values and experiences into the interpretation and analysis of the data. By engaging in 

the reflexive process of journaling and memoing, the subjectivity of the interpretations 

is made more transparent. This process was also important to acknowledging the 

power dynamics that may influence the participants’ responses during the interviews. 

Strategies to minimise this are described in Chapter Three.  

The number of hours of observations may be perceived as small, but the data captured 

were sufficient to serve the purpose of generating a broad understanding of the role of 

the Intensive Care nurse during medical emergency calls, and to capture the context of 
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a typical call. The application of processes for theoretical sampling and data saturation 

ensured the development of robust analytic categories and a rich description of 

participant views and actions.  

Participants were drawn from one Australian Intensive Care Unit where all Intensive 

Care nurses were highly experienced (at least five years working in Intensive Care). The 

findings may not be generalisable to other medical emergency teams where the 

Intensive Care nurses’ experience is significantly less. As stated above, medical 

emergency team composition varies, and for this reason it may be difficult to apply 

these findings to all sites.  

 

Conclusion 

Medical emergency team nurses are proficient and experienced nurses who utilise 

highly tuned assessment skills and have a strong theoretical knowledge of the 

physiology of patient deterioration. They engage in critical thinking to anticipate, 

problem solve and respond to patient deterioration, and apply a range of technical and 

non-technical skills related to nursing leadership, education, and support. They have a 

good understanding of their role, and work hard to establish a positive connection 

with ward nurses and other team members. Despite the complexity and inherent 

challenges of the setting, MET nurses acknowledge the need to maintain patient safety 

and advocate for the needs of the patient.  

In combining observations and interviews with CGT, this study achieved rigor and 

breadth, capturing additional perspectives. Observations allowed the researcher to see 

what ICU nurses do on a medical emergency call and to capture the context in which 

they work. Subsequent interviews enabled a deeper exploration of the research 

phenomena and an enhanced understanding of the role of the ICU nurse on a medical 

emergency call. This is one of only a few studies that has sought to understand the 

experience of the medical emergency team nurse, and its findings make a significant 

contribution to our understanding of the role. 



169 

References 

Australian College Critical Care Nurses 2015, ACCCN practice standards for specialist 

critical care nurses, Surrey Hills, Melbourne, VIC. 

Australian Commission of Safety & Quality in Health Care 2010, National consensus 

statement: essential elements for recognising and responding to acute 

physiological deterioration, ACSQHC, Sydney, NSW. 

Australian Commission of Safety & Quality in Health Care 2017, National consensus 

statement: essential elements for recognising and responding to acute 

physiological deterioration, ACSQHC, Sydney, NSW. 

Australian Resuscitation Council 2006, 'Aims and objectives of the Australian 

Resuscitation Council; and guideline decision making, process, principles and 

format', Emergency Medicine Australasia, vol. 18, no. 4, pp. 322-4. 

Ahn, JH, Jung, YK, Lee, J-R, Oh, YN, Oh, DK, Huh, JW, Lim, C-M, Koh, Y & Hong, S-B 2020, 

'Predictive powers of the Modified Early Warning Score and the National Early 

Warning Score in general ward patients who activated the medical emergency 

team', PLoS One, May, pp. 1 - 12 

Aitken, LM 2003, 'Critical care nurses' use of decision‐making strategies', Journal of 

Clinical Nursing, vol. 12, no. 4, pp. 476-83. 

Aitken, LM, Chaboyer, W, Vaux, A, Crouch, S, Burmeister, E, Daly, M & Joyce, C 2015, 

'Effect of a 2-tier response system on patient outcome and staff satisfaction', 

Australian Critical Care, vol. 28, pp. 107-14 

Andersen, LW, Kim, WY, Chase, M, Mortensen, SJ, Moskowitz, A, Novack, V, Cocchi, 

MN & Donnino, MW 2016, 'The prevalence and significance of abnormal vital 

signs prior to in-hospital cardiac arrest', Resuscitation, vol. 98, pp. 112-7. 

Andrews, T & Waterman, H 2005, 'Packaging: a grounded theory of how to report 

physiological deterioration effectively', Journal of Advanced Nursing, 52, pp. 

473-81. 

Australian and New Zealand Intensive Care Society 2016, Joint position statement on 

rapid response systems in Australia and New Zealand and the roles of Intensive 

Care, CICM, Melbourne, VIC 

Arashin, KA 2010, 'Using the Synergy Model to guide the practice of rapid response 

teams', Dimensions of Critical Care Nursing, vol. 29, no. 3, pp. 120-4. 



170 

Astroth, K, M Woith, W, Stapleton, SJ, Degitz, RJ & Jenkins, SH 2013, 'Qualitative 

exploration of nurses' decisions to activate rapid response teams', Journal of 

Clinical Nursing, vol. 22, no. 19-20, pp. 2876-82. 

Atkinson, S 2013, Nursing observation and assessment of patients in the acute medical 

unit, University of Salford, UK. 

Australian College of Nurse Practitioners 2019, Position statement scope of practice, 

ACNP, Melbourne, VIC. 

Australian Government National Health and Medical Research Council 2018, National 

statement on ethical conduct in human research, National Health and Medical 

Research Council, Canberra, ACT. 

Australian Intensive Care Unit Liaison Forum, Green, A, Jones, D, McIntyre, T, Taylor, C, 

Chaboyer, W & Bailey, M 2015, 'Characteristics and outcomes of patients 

reviewed by intensive care unit liaison nurses in Australia: a prospective 

multicentre study', Critical Care and Resuscitation: Journal of the Australasian 

Academy of Critical Care Medicine, vol. 17, no. 4, pp. 244-52. 

Australian Resuscitation Council, Gale, M, Grantham, H, Morley, P and Parr, M (eds) 

2016, Advanced life support level 2, 3rd edn, Australian Resuscitation Council, 

Melbourne, VIC.  

Banning, M 2008, 'A review of clinical decision making: models and current research', 

Journal of Clinical Nursing, vol. 17, no. 2, pp. 187-95. 

Barwise, A, Thongprayoon, C, Gajic, O, Jensen, J, Herasevich, V & Pickering, BW 2016, 

'Delayed rapid response team activation is associated with increased hospital 

mortality, morbidity, and length of stay in a tertiary care institution', Critical 

Care Medicine, vol. 44, no. 1, pp. 54-63. 

Baylis, D 2013, 'The importance of clinical protocols and training', Practice Nurse, vol. 

43, no. 12, pp. 31-2. 

Beebe, P, Bawel-Brinkley, K & O’Leary-Kelley, C 2012, 'Observed and self-perceived 

teamwork in a rapid response team', Journal for Nurses in Professional 

Development, vol. 28, no. 4, pp. 191-7. 

Benner, P & Tanner, C 1987, ‘Clinical judgement: how expert nurses use intuition’, 

American Journal of Nursing, January, pp. 23-31. 

Benner, P 1984, From novice to expert: excellence and power in clinical nursing 

practice, Addison - Wesley, Menlo Park, CA. 



171 

Bingham, G, Fossum, M, Barratt, M & Bucknall, T 2015, 'Clinical review criteria and 

medical emergency teams: evaluating a two-tier rapid response system', 

Critical Care and Resuscitation, vol. 17, no. 3, pp. 167 – 172. 

Bingham, G, Fossum, M, Hughes, L, Digby, R & Bucknall, T 2020, 'The pre‐Medical 

Emergency Team response: nurses' decision‐making escalating deterioration to 

treating teams using urgent review criteria', Journal of Advanced Nursing, vol. 

76, no. 8, pp. 2171-81. 

Birks, M & Mills, J 2015, Grounded theory: a practical guide, Sage, London, UK. 

Boniatti, MM, Azzolini, N, Viana, MV, Ribeiro, BS, Coelho, RS, Castilho, RK, Guimarães, 

MR, Zorzi, L, Schulz, LF & Rodrigues Filho, EM 2014, 'Delayed Medical 

Emergency Team calls and associated outcomes', Critical Care Medicine, vol. 42, 

no. 1, pp. 26-30. 

Braun, V & Clarke, C 2021, ‘To saturate or not to saturate? Questioning data saturation 

as a useful concept for thematic analysis and sample-size rationales’, 

Qualitative Research in Sport, Exercise and Health, vol.13, no.2, pp.201-216 

Breckenridge, J, Jones, D, Elliott, I & Nicol, M 2012, 'Choosing a methodological path: 

reflections on the constructivist turn', Grounded Theory Review, vol. 11, no. 1, 

pp. 64-71. 

Buckley, P & Andrews, T 2011, 'Intensive care nurses' knowledge of critical care family 

needs, Intensive and Critical Care Nursing, vol.27, no. 5, pp. 263-72 

Calzavacca, P, Licari, E, Tee, A, Egi, M, Downey, A, Quach, J, Haase-Fielitz, A, Haase, M 

& Bellomo, R 2010, 'The impact of Rapid Response System on delayed 

emergency team activation patient characteristics and outcomes—a follow-up 

study', Resuscitation, vol. 81, no. 1, pp. 31-5. 

Carter, N, Bryant-Lukosius, D, DiCenso, A, Blythe, J & Neville, AJ 2014 ‘The use of 

triangulation in Qualitative Research’, Oncology Nursing Forum, vol.41, no.5, 

pp. 545-547. 

Casey, D 2004, 'Challenges of collecting data in the clinical setting', NT Research, vol. 9, 

no. 2, pp. 131-41. 

Chalwin, R & Flabouris, A 2013, 'Utility and assessment of non‐technical skills for rapid 

response systems and medical emergency teams', Internal Medicine Journal, 

vol. 43, no. 9, pp. 962-9. 

Chalwin, R, Jones, D, Psirides, A & Radford, S 2018, Managing deteriorating patients, 

https://rrthandbook.org. 



172 

Chan, PS, Jain, R, Nallmothu, BK, Berg, RA & Sasson, C 2010, 'Rapid response teams: a 

systematic review and meta-analysis', Archives of Internal Medicine, vol. 170, 

no. 1, pp. 18-26. 

Chan, PS, Khalid, A, Longmore, LS, Berg, RA, Kosiborod, M & Spertus, JA 2008, 

'Hospital-wide code rates and mortality before and after implementation of a 

rapid response team', Journal of the American Medical Association, vol. 300, 

no. 21, pp. 2506-13. 

Charmaz, K 2014, Constructing grounded theory, 2nd edn, SAGE, London. 

Chen, J, Bellomo, R, Flabouris, A, Hillman, K, Assareh, H & Ou, L 2015, 'Delayed 

emergency team calls and associated hospital mortality: a multicenter study', 

Critical Care Medicine, vol. 43, no. 10, pp. 2059-65. 

Chen, J, Ou, L, Hillman, KM, Flabouris, A, Bellomo, R, Hollis, SJ & Assareh, H 2014, 

'Cardiopulmonary arrest and mortality trends, and their association with rapid 

response system expansion', Medical Journal of Australia, vol. 201, no. 3, pp. 

167-70. 

Chua, W, Mackey, S, Ng, E & Liaw, S 2013, 'Front line nurses' experiences with 

deteriorating ward patients: a qualitative Study', International Nursing Review, 

vol. 60, no. 4, pp. 501-9. 

Chua, WL, Legido-Quigley, H, Jones, D, Hassan, NB, Tee, A & Liaw, SY 2020, 'A call for 

better doctor–nurse collaboration: a qualitative study of the experiences of 

junior doctors and nurses in escalating care for deteriorating ward patients', 

Australian Critical Care, vol. 33, no. 1, pp. 54-61. 

Chun Tie, Y, Birks, M & Francis, K 2019, 'Grounded theory research: a design 

framework for novice researchers', SAGE Open Medicine, vol. 7, pp. 1-8. 

Churpek, MM, Edelson, DP, Lee, JY, Carey, K & Snyder, A 2017, 'Association between 

survival and time of day for rapid response team calls in a national registry', 

Critical Care Medicine, vol. 45, no. 10, p. 1677 - 1682. 

Considine, J, Hutchinson, AF, Rawson, H, Hutchinson, AM, Bucknall, T & Dunning, T 

2018, 'Comparison of policies for recognising and responding to clinical 

deterioration across five Victorian health services’, Australian Health Review, 

vol. 42, no. 4, pp. 412-9 

Cretikos, MA, Bellomo, R, Hillman, K, Chen, J, Finfer, S & Flabouris, A 2008, 'Respiratory 

rate: the neglected vital sign', Medical Journal of Australia, vol. 188, no. 11, pp. 

657-9. 

Currey, J, Massey, D, Allen, J & Jones, D 2018, 'What nurses involved in Medical 

Emergency Teams consider the most vital areas of knowledge and skill when 



173 

delivering care to the deteriorating ward patient. A nurse-oriented curriculum 

development project', Nurse Education Today, vol. 67, pp. 77-82. 

Davies, O, DeVita, MA, Ayinla, R & Perez, X 2014, 'Barriers to activation of the rapid 

response system', Resuscitation, vol. 85, no. 11, pp. 1557-61. 

Denzin, NK & Lincoln, YS 2013, The landscape of qualitative research, 4th edn, SAGE, 

London. 

Denzin, NK & Lincoln, YS 2018, The SAGE handbook of qualitative research, 5th edn, 

SAGE, USA. 

DeVita, M, Schaefer, J, Lutz, J, Wang, H & Dongilli, T 2005, 'Improving medical 

emergency team (MET) performance using a novel curriculum and a 

computerized human patient simulator', BMJ Quality & Safety, vol. 14, no. 5, 

pp. 326-31. 

DeVita, MA, Bellomo, R, Hillman, K, Kellum, J, Rotondi, A, Teres, D, Auerbach, A, Chen, 

W-J, Duncan, K & Kenward, G 2006, 'Findings of the first consensus conference 

on medical emergency teams', Critical Care Medicine, vol. 34, no. 9, pp. 2463-

78. 

Dijksterhuis, A & Nordgren, LF 2006, 'A theory of unconscious thought', Perspectives on 

Psychological Science, vol. 1, no. 2, pp. 95-109. 

Dixon-Woods, M & Pronovist, PJ 2016, 'Patient safety and the problem of many hands', 

BMJ Quality and Safety, vol. 25, no. 7, pp.485-8. 

Donaldson, N, Shapiro, S, Scott, M, Foley, M & Spetz, J 2009, 'Leading successful rapid 

response teams: a multisite implementation evaluation', JONA: The Journal of 

Nursing Administration, vol. 39, no. 4, pp. 176-81. 

Douglas, C, Osbourne, S, Windsor, C, Fox, R, Booker, C, Johns, L & Gardiner, G 2016, 

‘Nursing and Medical perceptions of a hospital Rapid Response system: new 

process but old game’, Journal of Nursing Care Quality, 31, pp.1-10 

Ede, J, Petrinic, T, Westgate, V, Darbyshire, J, Endacott, R & Watkinson, PJ 2021, 

'Human factors in escalating acute ward care: a qualitative evidence analysis', 

BMJ Open Quality, pp.1 - 11. 

Eliott, S, Chaboyer, W, Ernest, D, Doric, A & Endacott, R 2012, 'A national survey of 

Australian intensive care unit (ICU) liaison nurse (LN) services', Australian 

Critical Care, vol. 25, no. 4, pp. 253-62. 

Endacott, R & Chaboyer, W 2006, 'The nursing role in ICU outreach: an international 

exploratory study', Nursing in Critical Care, vol. 11, no. 2, pp. 94-102. 



174 

Floyd, A & Arthur, L 2012, 'Researching from within: external and internal ethical 

engagement', International Journal of Research & Method in Education, vol. 35, 

no. 2, pp. 171-80. 

Foronda, C, MacWilliams, B & McArthur, E 2016, 'Interprofessional communication in 

healthcare: an integrative review', Nurse Education in Practice, vol. 19, pp. 36-

40. 

Forum, AILN 2012, 'Uptake and caseload of intensive care unit liaison nurse services in 

Australia', Critical Care and Resuscitation, vol. 14, no.3, pp. 221 - 226. 

Francis, R 2013, Report of the Mid Staffordshire FHS Foundation Trust Public Enquiry: 

executive summary, London. 

Furlong, M 2014, 'Clear at a distance, jumbled up close: observation, immersion and 

reflection in the process that is creative research', in P Liamputtong (ed.), 

Research methods in health, 2nd edn, University Press Oxford, Melbourne, VIC, 

pp. 144-158. 

Gelo, O, Braakmann, D & Benetka, G 2008, 'Quantitative and qualitative research: 

beyond the debate', Integrative Psychological and Behavioural Science, vol. 42, 

no. 3, pp. 266-90. 

Gillon, S, Radford, S, Chalwin, R, DeVita, M, Endacott, R & Jones, D 2012, 'Crisis 

resource management, simulation training and the medical emergency team', 

Critical Care and Resuscitation, vol. 14, no. 3, pp. 227 - 235. 

Glaser, B & Strauss, A 1967, The discovery of grounded theory: strategies for qualitative 

research, Aldine Transaction, New Brunswick. 

Glaser, B 1978, Theoretical sensitivity: advances in the methodology of grounded 

theory, Sociology Press, CA. 

Glaser, BG 1992, Basics of grounded theory analysis, Sociology Press, CA. 

Grbich, C 2018, Course notes for foundations of qualitative methodologies, data 

collection and analysis, University of Melbourne, Melbourne. 

Guba, EG & Lincoln, Y 1998, 'Competing paradigms in qualitative research', in N Denzin 

& Y Lincoln (eds), The landscape of qualitative research, SAGE, Thousand Oaks, 

pp. 195-222. 

Guinane, JL, Bucknall, TK, Currey, J & Jones, DA 2013, 'Missed medical emergency team 

activations: tracking decisions and outcomes in practice', Critical Care and 

Resuscitation, vol. 15, no. 4, pp. 266 - 272. 

Hall, H, Griffiths, D & KcKenna, L 2013, 'From Darwin to constructivism: the evolution 

of grounded theory', Nurse Researcher, vol. 20, no. 3, pp. 17-21. 



175 

Halliday, M & Matthiessen, C 2004, An introduction to functional grammar, 3rd edn, 

Hoddler Arnold, London. 

Hands, C, Reid, E, Meredith, P, Smith, GB, Prytherch, DR, Schmidt, PE & Featherstone, 

PI 2013, 'Patterns in the recording of vital signs and early warning scores: 

compliance with a clinical escalation protocol', BMJ Quality & Safety, vol. 22, 

no. 9, pp. 719-26. 

Harbaugh, BL, Tomlinson, PS & Kirschbaum, M 2004, 'Parents perceptions of nurses' 

caregiving behaviours in the pediatric intensive care unit', Issues in 

Comprehensive Pediatric Nursing, vol. 27, no. 3, pp. 163-78. 

Helmreich, R & Foushee, H 2010, 'Why CRM? Empirical and theoretical bases of human 

factors training', in B Kanki, R Helreich & J Anja (eds), Crew resource 

management, 2nd edn, Academic Press, London, pp. 3-59. 

Hillman, K, Bristow, P, Chey, T, Daffurn, K, Jacques, T, Norman, S, Bishop, G & 

Simmons, G 2001, 'Antecedents to hospital deaths', Internal Medicine Journal, 

vol. 31, no. 6, pp. 343-8. 

Hillman, K, Chen, J, Cretikos, M, Bellomo, R, Brown, D, Doig, G, Finfer, S, Flabouris, A & 

Merit Study Investigators, 2005, 'Introduction of the medical emergency team 

(MET) system: a cluster-randomised controlled trial', Lancet, vol. 365, no. 9477, 

pp. 2091-7. 

Hoare, KJ, Buetow, S, Mills, J & Francis, K 2013, 'Using an emic and etic ethnographic 

technique in a grounded theory study of information use by practice nurses in 

New Zealand', Journal of Research in Nursing, vol. 18, no. 8, pp. 720-31. 

Horsburgh, D 2003, 'Evaluation of qualitative research', Journal of Clinical Nursing, vol. 

12, pp. 307-12. 

Howell, MD, Ngo, L, Folcarelli, P, Yang, J, Mottley, L, Marcantonio, ER, Sands, KE, 

Moorman, D & Aronson, MD 2012, 'Sustained effectiveness of a primary- team-

based rapid response system', Critical Care Medicine, vol. 40, no. 9, pp. 2562-

2568. 

Hughes, D 2010, 'Participant observation in health research ', in M Saks & J Allsop 

(eds), Researching health: qualitative, quantitative & mixed methods, 2nd edn, 

SAGE, London, pp. 93-111. 

Jakimowicz, S, Perry, L & Lewis, J 2018, 'Insights on compassion and patient‐centred 

nursing in intensive care: a constructivist grounded theory', Journal of Clinical 

Nursing, vol. 27, no. 7-8, pp. 1599-611. 



176 

Jeddian, A, Lindenmeyer, A, Marshall, T, Howard, AF, Sayadi, L, Rashidian, MD & Jafari, 

DD 2017, 'Implementation of a critical care outreach service: a qualitative 

study', International Nursing Review, vol. 64, pp. 353-62 

Jenkins, SH, Astroth, KS & Woith, WM 2015, 'Non-critical-care nurses’ perceptions of 

facilitators and barriers to rapid response team activation', Journal for Nurses in 

Professional Development, vol. 31, no. 5, pp. 264-70. 

Johansen, ML & O'Brien, JL 2016, 'Decision making in nursing practice: a concept 

analysis', in Nursing Forum, vol. 51, pp. 40-8. 

Johnston, M, Arora, S, King, D, Stroman, L & Darzi, A 2014, 'Escalation of care and 

failure to rescue: a multicenter, multiprofessional qualitative study', Surgery, 

vol. 155, pp. 989-94. 

Jones, D 2014, 'The epidemiology of adult rapid response team patients in Australia', 

Anaesthesia and Intensive Care, vol. 42, no. 2, pp. 213-9. 

Jones, D, Baldwin, I, McIntyre, T, Story, D, Mercer, I, Miglic, A, Goldsmith, D & Bellomo, 

R 2006, 'Nurses’ attitudes to a medical emergency team service in a teaching 

hospital', Quality and Safety in Health Care, vol. 15, no. 6, pp. 427-32. 

Jones, D, Baldwin, I, McIntyre, T, Story, D, Mercer, I, Miglic, A, Goldsmith, D & Bellomo, 

R 2006, 'Nurses’ attitudes to a medical emergency team service in a teaching 

hospital', BMJ Quality & Safety, vol. 15, no. 6, pp. 427-32. 

Jones, D, Bellomo, R & DeVita, M 2009, 'Effectiveness of the Medical Emergency Team: 

the importance of dose', Critical Care, vol. 13, no. 5, pp. 1-5. 

Jones, D, Mitchell, I, Hillman, K & Story, D 2013, 'Defining clinical deterioration', 

Resuscitation, vol. 84, no. 8, pp. 1029-34. 

Jones, D, Moran, J, Winters, B & Welch, J 2013, 'The rapid response system and end-of-

life care.', Current Opinion in Critical Care, vol. 19, pp. 616-23. 

Jones, DA, DeVita, MA & Bellomo, R 2011, 'Rapid-response teams', New England 

Journal of Medicine, vol. 365, no. 2, pp. 139-46. 

Jones, DA, Dunbar, NJ & Bellomo, R 2012, 'Clinical deterioration in hospital inpatients: 

the need for another paradigm shift', The Medical Journal of Australia, vol. 196, 

no. 2, pp. 97-100. 

Jung, B, Daurat, A, De Jong, A, Chanques, G, Mahul, M, Monnin, M, Molinari, N & 

Jaber, S 2016, 'Rapid response team and hospital mortality in hospitalized 

patients', Intensive Care Medicine, vol. 42, no. 4, pp. 494-504. 

Kawulich, BB 2005, ‘Participation Observation as a Data Collection Method’, Forum: 

Qualitative Social Research, vol.6, no.2, art.43 



177 

Kitto, S, Marshall, SD, McMillan, SE, Shearer, B, Buist, M, Grant, R, Finnigan, M & 

Wilson, S 2015, 'Rapid response systems and collective (in) competence: an 

exploratory analysis of intraprofessional and interprofessional activation 

factors', Journal of Interprofessional Care, vol. 29, no. 4, pp. 340-6. 

Kohn, L, Corrigan, J & Molla, S 2000, To err is human. Building a safer system, Institute 

of Medicine, Washington DC. 

Kollef, MH, Heard, K, Chen, Y, Lu, C, Martin, N & Bailey, T 2017, 'Mortality and length of 

stay trends following implementation of a rapid response system and real-time 

automated clinical deterioration alerts', American Journal of Medical Quality, 

vol. 32, no. 1, pp. 12-8. 

Krishnan, P 2018, 'A philosophical analysis of clinical decision making in nursing', 

Journal of Nursing Education, vol. 57, no. 2, pp. 73-8. 

Laurens, NH & Dwyer, TA 2010, 'The effect of medical emergency teams on patient 

outcome: a review of the literature', International Journal of Nursing practice, 

vol. 16, no. 6, pp. 533-44. 

Lauridsen, EI & Higginbottom, G 2014, 'The roots and development of constructivist 

grounded theory', Nurse Researcher, vol. 21, no. 5, pp. 8 -13. 

Lazzara, EH, Benishek, LE, Sonesh, SC, Patzer, B, Robinson, P, Wallace, R & Salas, E 

2014, 'The 6 “Ws” of rapid response systems: best practices for improving 

development, implementation, and evaluation', Critical Care Nursing Quarterly, 

vol. 37, no. 2, pp. 207-18. 

Leach, LS, Mayo, A & O'Rourke, M 2010, 'How RNs rescue patients: a qualitative study 

of RNs' perceived involvement in rapid response teams', Quality and Safety in 

Health Care, pp. 1-4. 

LeBlanc, JM, Kane-Gill, SL, Pohlman, AS & Herr, DL 2012, 'Multiprofessional survey of 

protocol use in the intensive care unit', Journal of Critical Care, vol. 27, no. 6, 

pp. 738.e10 – 738.e17. 

Lee, A, Bishop, G, Hillman, K & Daffurn, K 1995, 'The medical emergency team', 

Anaesthesia and Intensive Care, vol. 23, no. 2, pp. 183-6. 

Liamputtong, P 2014, Research methods in health, Oxford University Press, Melbourne, 

VIC. 

Litvak, E & Pronovost, PJ 2010, 'Rethinking rapid response teams', Journal of the 

American Medical Association, vol. 304, no. 12, pp. 1375-6. 

Lofland, J, Snow, DA, Anderson, A & Lofland, L 2006, Analysing social settings: guide to 

qualitative observation and analysis, Fourth edn, Wadsworth, CA. 



178 

 

Lyons, PG, Edelson, DP & Churpek, MM 2018, 'Rapid response systems', Resuscitation, 

vol. 128, pp. 191-7. 

Lyons, PG, Edelson, DP, Carey, KA, Twu, NM, Chan, PS, Peberdy, MA, Praestgaard, A, 

Churpek, MM 2019, 'Characteristics of rapid response calls in the United States: 

an analysis of the first 402,023 adult cases from the Get With the Guidelines 

Resuscitation-Medical Emergency Team Registry', Critical Care Medicine, vol. 

47, no. 10, pp. 1283-9. 

Mackintosh, N & Sandall, J 2010, 'Overcoming gendered and professional hierarchies in 

order to facilitate escalation of care in emergency situations: the role of 

standardised communication protocols', Social Science & Medicine, vol. 71, no. 

9, pp. 1683-6. 

Mackintosh, N, Humphrey, C & Sandall, J 2014, 'The habitus of ‘rescue’ and its 

significance for implementation of rapid response systems in acute health care', 

Social Science & Medicine, vol. 120, pp. 233-42. 

MacMillan, KM 2012, 'The challenge of achieving interprofessional collaboration: 

Should we blame Nightingale?', Journal of Interprofessional Care, vol. 26, no. 5, 

pp. 410-5. 

Maharaj, R, Raffaele, I & Wendon, J 2015, 'Rapid response systems: a systematic 

review and meta-analysis', Critical Care, vol. 19:254, open access, p. 1-15. 

Manias, E & Street, A 2000, 'Legitimation of nurses’ knowledge through policies and 

protocols in clinical practice', Journal of Advanced Nursing, vol. 32, no. 6, pp. 

1467-75. 

Markley, J & Winbery, S 2008, 'Communicating with physicians: how agencies can be 

heard', Home Health Care Management & Practice, vol. 20, no. 2, pp. 161-8. 

Massey, D, Chaboyer, W & Aitken, L 2014, 'Nurses’ perceptions of accessing a Medical 

Emergency Team: a qualitative study', Australian Critical Care, vol. 27, no. 3, pp. 

133-8. 

Massey, D, Chaboyer, W & Anderson, V 2017, 'What factors influence ward nurses’ 

recognition of and response to patient deterioration? An integrative review of 

the literature', Nursing Open, vol. 4, no. 1, pp. 6-23. 

Maz, J 2013, 'Employing a grounded theory approach: Core characteristics', British 

Journal of Cardiac Nursing, vol. 8, no. 9, pp. 453-8. 

McCormack, B 2004, 'Person‐centredness in gerontological nursing: an overview of the 

literature', Journal of Clinical Nursing, vol. 13, pp. 31-8. 



179 

McDonnell, A, Tod, A, Bray, K, Bainbridge, D, Adsetts, D & Walters, S 2013, 'A before 

and after study assessing the impact of a new model for recognising and 

responding to early signs of deterioration in an acute hospital', Journal of 

Advanced Nursing, vol. 69, pp. 41-52. 

McGrath, RB 1987, 'In-house cardiopulmonary resuscitation—after a quarter of a 

century', Annals of Emergency Medicine, vol. 16, no. 12, pp. 1365-8. 

McIntyre, T, Taylor, C, Bailey, M & Jones, D 2019, 'Differences in the characteristics, 

treatment, and outcomes of patient groups reviewed by intensive care liaison 

nurses in Australia: a multicentre prospective study', Australian Critical Care, 

vol. 32, no. 5, pp. 403-9. 

McIntyre, T, Taylor, C, Reade, M, Jones, DA & Baldwin, I 2013, 'Characteristics and 

outcomes of patients subject to intensive care nurse consultant review in a 

teaching hospital', Critical Care and Resuscitation, vol. 15, no. 2, pp. 134-141. 

Michie S, Miles, J & Weinman, J 2003, 'Patient-centeredness in chronic illness: what is 

it and does it matter?', Patient Education and Counselling, vol. 51, pp. 197-206. 

Miller, BF & Keane, CB 1987, Encyclopedia and dictionary of medicine, nursing and 

allied health, 4th edn, Saunders, Sydney, NSW. 

Mills, J, Bonner, A & Francis, K 2006, 'The development of constructivist grounded 

theory', International Journal of Qualitative Methods, vol. 5, no. 1, pp. 25-35. 

Moore, T & Woodrow, P 2009, High dependency nursing care observation, intervention 

and support for level 2 patients, 2nd edn, London, Routledge 

Mulhall, A 2003, 'In the field: notes on observation in qualitative research', Journal of 

Advanced Nursing, vol. 41, no. 3, pp. 306-13. 

Mullins, C & Psirides, A 2016, 'Activities of a Medical Emergency Team: a prospective 

observational study of 795 calls', Anaesthesia and Intensive Care, vol. 44, no. 1, 

pp. 34-43. 

NSW Government 2019, Assistants in nursing working in the acute care environment: 

health service implementation package, revised edn, NSW Ministry of Health, 

Sydney. 

Nursing and Midwifery Board of Australia 2016, Registered nurses standards for 

practice, Nursing and Midwifery Board of Australia, Melbourne, VIC. 

O’Connell, E 2008, 'Therapeutic relationships in critical care nursing: a reflection on 

practice', Nursing in Critical Care, vol. 13, no. 3, pp. 138-43. 



180 

O'Connor, A, Carpenter, B & Coughlan, B 2018, 'An exploration of key issues in the 

debate between classic and constructivist grounded theory', Grounded Theory 

Review, vol. 7, no. 1, pp. 90-103. 

Odell, M, Rechner, I, Kapila, A, Even, T, Oliver, D, Davies, C, Milsom, L, Forster, A & 

Rudman, K 2007, 'The effect of a critical care outreach service and an early 

warning scoring system on respiratory rate recording on the general wards', 

Resuscitation, vol. 74, no. 3, pp. 470-5. 

Pantazopoulos, I, Tsoni, A, Kouskouni, E, Papadimitriou, L, Johnson, EO & Xanthos, T 

2012, 'Factors influencing nurses’ decisions to activate medical emergency 

teams', Journal of Clinical Nursing, vol. 21, no. 17‐18, pp. 2668-78. 

Parker, CG 2014, 'Decision-making models used by medical-surgical nurses to activate 

rapid response teams', Medsurg Nursing, vol. 23, no. 3, p. 159-164. 

Pearson, H 2013, 'Science and intuition: do both have a place in clinical decision 

making?', British Journal of Nursing, vol. 22, no. 4, pp. 212-5. 

Pellatt, G 2003, 'Ethnography and reflexivity: emotions and feelings in fieldwork', Nurse 

Researcher, vol. 10, no. 3, p. 28-37. 

Petersen, JA, Rasmussen, LS & Rydahl-Hansen, S 2017, 'Barriers and facilitating factors 

related to use of early warning score among acute care nurses: a qualitative 

study', BMC Emergency Medicine, vol. 17, no. 1, pp. 1-9. 

Priestley, G, Watson, W, Rashidian, A, Mozley, C, Russell, D, Wilson, J, Cope, J, Hart, D, 

Kay, D & Cowley, K 2004, 'Introducing critical care outreach: a ward-

randomised trial of phased introduction in a general hospital', Intensive Care 

Medicine, vol. 30, no. 7, pp. 1398-404. 

Ratcliffe, S (ed.) 2016, Oxford Essential Quotations, 4th edn, Oxford University Press, 

Oxford. 

Redfern, OC, Griffiths, P, Maruotti, A 2019, ‘The association between nurse staffing 

levels and the timeliness of vital signs monitoring: a retrospective observational 

study’, British Medical Journal Open access, pp. 1-8. 

Robinson, SG 2013, 'The relevancy of ethnography to nursing research', Nursing 

Science Quarterly, vol. 26, no. 1, pp. 14-9. 

S Astroth, K, M Woith, W, Stapleton, SJ, Degitz, RJ & Jenkins, SH 2013, 'Qualitative 

exploration of nurses' decisions to activate rapid response teams', Journal of 

Clinical Nursing, vol. 22, no. 19-20, pp. 2876-82. 



181 

Salamonson, Y, Van Heere, B, Everett, B & Davidson, P 2006, 'Voices from the floor: 

nurses’ perceptions of the medical emergency team', Intensive and Critical Care 

Nursing, vol. 22, no. 3, pp. 138-43. 

Santiano, N, Young, L, Baramy, L-S, Cabrera, R, May, E, Wegener, R, Butt, D & Parr, M 

2011, 'The impact of the medical emergency team on the resuscitation practice 

of critical care nurses', BMJ Quality & Safety, vol. 20, no. 2, pp. 115-20. 

Schmid, A, Hoffman, L, Happ, MB, Wolf, GA & DeVita, M 2007, 'Failure to rescue: a 

literature review', Journal of Nursing Administration, vol. 37, no. 4, pp. 188-98. 

Scholl, I, Jordis, M, Harter, M & Dirmaier, J 2014, 'An integrative model of patient-

centredness—a systematic review and concept analysis', PLoS One, open 

access, vol. 9, no. 9. 

Serry, T & Liamputtong, P 2014, ' The in-depth interviewing method in health', in P 

Liamputtong (ed.), Research methods in health, 2nd edn, Oxford University 

Press, Melbourne, VIC, pp. 39-53. 

Shearer, B, Marshall, S, Buist, MD, Finnigan, M, Kitto, S, Hore, T, Sturgess, T, Wilson, S 

& Ramsay, W 2012, 'What stops hospital clinical staff from following protocols? 

An analysis of the incidence and factors behind the failure of bedside clinical 

staff to activate the rapid response system in a multi-campus Australian 

metropolitan healthcare service', British Medical Journal of Quality & Safety, 

vol.21, pp.569-575. 

Sikes, P & Potts, A 2008, Researching education from the inside: investigations from 

within, Routledge, NY. 

Silva, R, Saraiva, M, Cardoso, T & Aragão, IC 2016, 'Medical Emergency Team: how do 

we play when we stay? Characterization of MET actions at the scene', 

Scandinavian Journal of Trauma, Resuscitation and Emergency Medicine, vol. 

24, no. 1, pp. 1-6. 

Skeat, J 2014, 'Using grounded theory in health research', in P Liamputtong (ed.), 

Research methods in health, 2nd edn, Oxford University Press, Melbourne, VIC, 

pp. 99-114. 

Smith, RL, Hayashi, VN, Im Lee, Y, Navarro-Mariazeta, L & Felner, K 2014, 'The medical 

emergency team call: a sentinel event that triggers goals of care discussion', 

Critical Care Medicine, vol. 42, no. 2, pp. 322-7. 

Smyth, A & Holian, R 2008, 'Credibility issues in research from within organisations', in 

P Sikes & A Potts (ed.), Researching education from the inside, Routledge, NY, 

pp. 33-47. 



182 

Söderström, IM, Benzein, E & Saveman, BI 2003, 'Nurses’ experiences of interactions 

with family members in intensive care units', Scandinavian Journal of Caring 

Sciences, vol. 17, no. 2, pp. 185-92. 

Standing, M 2008, 'Clinical judgement and decision‐making in nursing–nine modes of 

practice in a revised cognitive continuum', Journal of Advanced Nursing, vol. 62, 

no. 1, pp. 124-34. 

Stewart, J 2008, 'To call or not to call: a judgement of risk by pre‐registration house 

officers', Medical Education, vol. 42, no. 9, pp. 938-44. 

Strauss, A & Corbin, J 1998, Basics of qualitative research. Techniques and procedures 

for developing grounded theory, 2nd edn, SAGE, London. 

Subbe, CP & Welch, JR 2013, 'Failure to rescue: using rapid response systems to 

improve care of the deteriorating patient in hospital', Clinical Risk, vol. 19, no. 

1, pp. 6-11. 

Tee, A, Calzavacca, P, Licari, E, Goldsmith, D & Bellomo, R 2008, 'Bench-to-bedside 

review: the MET syndrome–the challenges of researching and adopting medical 

emergency teams', Critical Care, vol. 12, no. 1, pp. 1-6. 

The Australian and New Zealand Intensive Care Society Centre for Outcomes and 

Evaluation for MET dose Investigators 2012, 'Rapid Response Team 

composition, resourcing and calling criteria in Australia', Resuscitation, vol. 83, 

no. 5, pp. 563-7. 

Tiffen, J, Corbridge, SJ & Slimmer, L 2014, 'Enhancing clinical decision making: 

development of a contiguous definition and conceptual framework', Journal of 

Professional Nursing, vol. 30, no. 5, pp. 399-405. 

Topple, M, Ryan, B, Baldwin, I, McKay, R, Blythe, D, Rogan, J, Radford, S & Jones, D 

2016, 'Tasks completed by nursing members of a teaching hospital Medical 

Emergency Team', Intensive and Critical Care Nursing, vol. 32, pp. 12-9. 

Tracy, SJ 2010, 'Qualitative quality: eight “big-tent” criteria for excellent qualitative 

research', Qualitative Inquiry, vol. 16, no. 10, pp. 837-51. 

Wahyuni, D 2012, 'The research design maze: understanding paradigms, cases, 

methods and methodologies', Journal of Applied Management Accounting 

Research, vol. 10, no. 1, pp. 69-80. 

Williams, DJ, Newman, A, Jones, C & Woodard, B 2011, 'Nurses' perceptions of how 

rapid response teams affect the nurse, team, and system', Journal of Nursing 

Care Quality, vol. 26, no. 3, pp. 265-72. 



183 

Willis, J & Anderson, K 2014, 'Ethnography in health research', in P Liamputtong (ed.), 

Research methods in health, 2nd edn, Oxford University Press, Melbourne, VIC. 

Wilson, RM, Harrison, BT, Gibberd, RW & Hamilton, JD 1999, 'An analysis of the causes 

of adverse events from the Quality in Australian Health Care Study', Medical 

Journal of Australia, vol. 170, no. 9, pp. 411-5. 

Winters, BD, Weaver, SJ, Pfoh, ER, Yang, T, Pham, JC & Dy, SM 2013, 'Rapid-response 

systems as a patient safety strategy: a systematic review', Annals of Internal 

Medicine, vol. 158, no. 5 (Part 2), pp. 417-25. 

Wynn, JD, Engelke, MK & Swanson, M 2009, 'The front line of patient safety: staff 

nurses and rapid response team calls', Quality Management in Healthcare, vol. 

18, no. 1, pp. 40-7. 

 





185 

Appendices  

Appendix One: Ethics approval letter 

 



186 

 

 

 

 

  



187 
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Appendix Three: Information sheet for rapid response team 
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Appendix Four: Ward signage 
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Appendix Five: Interview guide 

How many years have you worked in Intensive Care? 

How many years have you been attending MET calls? 

Could you describe your role during a MET call? 

Tell me what happened during your last MET call? Start from the beginning from 

leaving the ICU? 

Describe your experience of walking into a room full of people? What did it feel 

like? 

Could you describe when a MET call went well and why it went well? 

Could you describe a time when the MET call did not go so well and why? 

What influenced this? How did you deal with this? 

How is the leadership of the team determined? 

If no role is allocated how do you know what to do? 

Describe how you make an assessment of the patient and when you may do this? 

Could you describe the relationship that you have with the ward nurse, the ICU 

doctor and the patient? 

Is there anything else you think I should know or understand about the MET and 

your role as an Intensive Care nurse? 
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Appendix Six: Mind map 
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Appendix Seven: ADDS chart 

 




