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Supervisory statement

Adele Callaghan was a PhD candidate in the School of Rural Health, Monash University, who
passed away in January 2019. This partial thesis reflects Adele’s progress until her candidature
was suspended due to deteriorating health 12 months before her death.

This manuscript is a modified version of Adele’s 2017 mid-candidature report and represents
her work and writing, including the addition of the Nominal Group Technique section (chapter
6). The additions to the mid-candidature report are further illustrations of Adele’s progress,
including the following appendices:

Ethics approval for interviews [redacted];

Annotated interview transcript [redacted];

Interview notes [redacted];

Table of responses (first three interviews) [redacted];
Ethics approval for Nominal Group Technique [redacted];

o vk wnNE

Nominal Group Technique pilot.

Adele’s thesis was organised into three phases where ethics approval was received as
required and data collection for each phase was completed. Her progress was as follows:

Phase 1: Integrative review was completed and published in a peer-reviewed journal;

Phase 2: Interviews with 12 junior doctors and 12 registered nurses were completed,
transcribed and thematically structured;

Phase 3: Nominal Group Technique with key stakeholders was piloted and modified before
being conducted. Scoring and ranking were completed.

None of the content in this manuscript has been altered from work provided by Adele, but
the additional chapter and appendices will mean some references are missing from the final
reference list. The annotated interview transcript [redacted] has deliberately retained mark-
up so that Adele’s approach and thoughts are demonstrated in the comments.

| have provided additional explanatory text on pages 14, 42 and 67 that have been highlighted
in yellow.

Leigh Kinsman, Supervisor, 12/9/2019
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Glossary of Terms

Advanced life support: The practice of attempting to preserve or restore of life by the
maintenance of a person’s airway, breathing and circulation using invasive medical
techniques, equipment and drug therapy (Australian Resuscitation Council, 2010; Koster,

Sayre, & Botha, 2010)

Basic life support: The practice of preserving life by the instituting or maintaining a person’s
airway, breathing, circulation using cardiopulmonary techniques. In some situation it is also
the use of a automated external defibrillator (Australian Resuscitation Council, 2010; Perkins,

2007).

Clinical Incident or adverse event: An event or circumstance that results from either a
hospital process or health care practitioners practice which results in unintended and/or

unnecessary harm to a patient.

Competency-based training: A method of training that highlights what a person can do in the

workplace under supervision(Wass, Van der Vleuten, Shatzer, & Jones, 2001).

Critically Ill Patient: a person who has physiological instability progressing to potential organ

failure (Puthucheary, Whitehead, & Grounds, 2002; Robertson & Al-Haddad, 2013) .

Deteriorating patient: a person who has physiological instability or decline whose status may
be acutely or progressively declining (Carrington & Down, 2010; D. Jones, Mitchell, Hillman,

& Story, 2013).
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Early Warning Signs: physiological changes in vital sign parameters that represent significant
risk to and decline in the patients’ health status. These signs are given specific parameters in
vital signs, levels of consciousness and urine output which health practitioners must report in

order to escalate care (Alam, Hobbelink, Tienhoven, & van de Ven, 2014).

Health Care Environment: The overall surroundings where health care is being delivered. This
can be in an acute, non-acute or community based setting (D. A. Jones, Dunbar, & Bellomo,

2012) .

Escalation of care: a medical response which provides further clinical expertise and medical
management in response to recognised levels of abnormal physiological decline in a patient

(Ludikhuize, Smorenburg, de Rooij, & de Jonge, 2012) .

Final Year Medical Student: medical undergraduate student completing their final year

nationally and internationally

Junior Doctor: in this report any reference to junior doctors are considered graduate medical
students in their first year of practice as a doctor in an acute care hospital. The literature
referenced in this paper has been taken from national and international studies. The junior
doctors from Australian articles are known as interns and in the UK they are known as house

officers.

Medical emergency Team: When patient is recognised to meet specific EWS the health
practitioner escalates care by calling the MET. The MET comprises of senior intensive care

specialist both in nursing and medicine.

Modified Early Warning Signs: specific physiological signs and parameters that are not as
extensive to those in the EWS. They represent potentially significant changes and decline in
the patients’ health status. These are considered more sensitive compared to EWS. These

signs are given specific parameters in vital signs, levels of consciousness and urine output
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which health practitioners must report in order to escalate care to the team doctors managing

the patient (Fullerton, Price, Silvey, Brace, & Perkins, 2012).

Patient safety: hospital systems, practice and protocols which all employees follow to ensure
and avoid any unintended harm to patients in hospital settings (McLoughlin et al., 2006;

Stelfox, Palmisani, Scurlock, Orav, & Bates, 2006).

Protocol: An established set of rules used for the completion of tasks or a set of

tasks(McLoughlin et al., 2006) .

Rapid response system: The system for providing emergency assistance to patients whose
condition is deteriorating. The system includes the clinical team or individual providing
emergency assistance, and may include on-site and off-site personnel (Considine, Jones, &

Bellomo, 2013).

Recognition and response systems: Acute hospital systems that that help healthcare
practitioners promptly and reliably recognise patients who are clinically deteriorating, and

appropriately respond to stabilise the patient (Considine et al., 2013) .

Risk: The chance of something happening that will have a negative impact. It is measured by

consequences and likelihood (McLoughlin et al., 2006; Runciman et al., 2009)

Risk management: The design and implementation of a program to identify and avoid or
minimise risks to patients, employees, volunteers, visitors and a health care environment

(Stelfox et al., 2006).

Training: The development of knowledge and skills applicable to the work place environment.

In this contexts it is health care environment (Mezirow, 1985).

Vital Signs: quantifiable patient blood pressure measurement, respiratory rate, pule rate,

temperature measurement and conscious level (Carrington & Down, 2010) .
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Abstract

This research project aims to investigate the factors that influence junior doctors’ ability to

recognise, respond and manage the deteriorating patient in a regional hospital.

Training health practitioners to recognise and respond to clinical deterioration in acute care
is essential to ensure patients are safe from preventable harm. This requires the health
practitioner to accurately assess and interpret signs and symptoms and promptly escalate
care for these patients. However, contextual skills for the junior doctor are not always made
explicit, even though junior doctors are frequently called to review patients who are

potentially unstable or deteriorating.

Graduating medical students and junior doctors have identified that they are uncomfortable,
lack knowledge and experience anxiety when exposed to a deteriorating, or unstable patient
in an acute ward setting. This research will use a mixed method approach to explore the
factors that influence junior doctors’ ability to recognise, respond and manage the
deteriorating patient in a regional hospital ward. Data will be collected using semi structured
interviews and patient chart reviews. Nominal group technique with clinical experts will

determine competencies in this clinical context.

The competencies developed will inform policy and educational design of simulation
programs for junior doctors to recognise, respond and manage the deteriorating patient in a

regional acute hospital ward.
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1. Background literature

The factors that influence junior doctors’ ability to recognise patient deterioration are not
understood (Rotella, Yu, Ferguson, & Jones, 2014). The introduction of Rapid Response Teams
(RRT) has improved patient mortality rates and survival from cardiac arrest (M. D. Buist et al.,
2002; Calzavacca et al., 2010). The composition of the responding RRT varies between
hospitals. Larger hospitals generally include at least one critical care physician or fellow in
their team which is identified as the Medical Emergency Team (MET) (D. A. Jones, DeVita, &
Bellomo, 2011). Escalation of calling a RRT is triggered by identified criteria based on
derangements in vital signs or if staff are concerned for their patient. However, significant
delays still exist in staff responses to deteriorating patients in the afferent limb of patient
deterioration. The afferent limb refers to patient events that occur prior to the arrival of the
RRT (Figure 1) (M. Buist, 2008; Sandroni & Cavallaro, 2011). Junior doctors and nurses often
do not follow RRT protocols specified by their hospital (Kenward, Castle, Hodgetts, & Shaikh,
2004; Shearer et al., 2012), lack requisite knowledge (Franklin & Mathew, 1994; Kenward et
al., 2004; McQuillan et al., 1998), fail to appreciate clinical urgency or recognise critically ill
patients (McQuillan et al., 1998), lack experience in managing deteriorating patients
(McQuillan et al., 1998; Tallentire, Smith, Wylde, & Cameron, 2011) , lack senior supervision
(McQuillan et al., 1998), and fail to call for assistance (McQuillan et al., 1998; Tallentire, Smith,
Wylde, et al., 2011) or initiate a MET response in a timely manner (Shearer et al., 2012;
Tallentire, Smith, Skinner, & Cameron, 2011; Tallentire, Smith, Wylde, et al., 2011). Whilst
nursing staff are usually the first to initiate MET, it is often the junior doctor who is called to

review patients who become unwell (Rotella et al., 2014). Therefore, junior doctors can
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expect to be the first medical practitioner to attend to patients who are deteriorating. Studies
have identified that junior doctors are often reluctant to escalate care or are unaware of the
seriousness of the patients’ status (Baudouin & Evans, 2002; Folkestad, Brabrand, & Hallas,
2010; Kenward et al., 2004; Mitchell et al., 2010; Rotella et al., 2014; Subbe & Welch, 2013).
This is compounded by the generalist nature of training, lack of emergency experience and
the complexity of making time bound diagnoses (Baudouin & Evans, 2002; Chrimes & Harrison,

2013).

Figure 1. Afferent Limb of patient deterioration and the involvement of junior doctors.
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2. Overarching aim of the project

This thesis aims to investigate the factors that influence junior doctors’ capacity to recognise,

respond and manage the deteriorating patient in an acute regional hospital ward.

This aim will be addressed through investigating the questions and objectives below.

Question: What does the literature attribute to the factors that influence junior doctors’
primary recognition and management of patient deterioration in acute ward settings?
Objective:

To review the literature that identifies the factors that influence junior doctors’ primary
recognition and management of patient deterioration in an acute ward setting in the afferent

limb of deterioration.

Method: Integrative Review

Question: \What are the experiences of junior doctors in the recognition and management of
the deteriorating patient in the regional acute context?

Objective:

To describe the experiences of junior doctors in the recognition and management of the

deteriorating patient in the regional acute context.

Method: Interviews with junior doctors and acute ward nurses

Question: What are the technical and non-technical skills required for junior doctors to
recognise and manage the deteriorating patient in the regional acute hospital setting?
Objective:

Identify the key technical and non-technical skills required to recognise and manage the

deteriorating patient in the regional acute hospital setting.

Method: Nominal Group Technique with key stakeholders in medical education and clinical
supervision

10
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3. Design
A mixed method approach has been implemented to synthesise findings regarding the factors

that influence the capacity of junior doctors to recognise, respond and manage the

deteriorating patient. The study has three data collection stages;

Stage 1. Integrative review methodology was used to allow for the inclusion of broad research
designs, summarising current knowledge from existing research and identify gaps in the
literature regarding the factors that influence junior doctors to recognise, respond and
manage deteriorating patients. An integrative review is a literature review method that
allows for the combination of diverse methodologies (positivist and post positivist research)
to be included in the review (Whittemore & Knafl, 2005). This method enabled the inclusion
of a diverse range of primary research methods to be included and inform the aim of the

literature review.

Stage 2. Interpretive constructionist approach using interviews to explore the experiences of
junior doctors and registered nurses who work with junior doctors when recognising and

managing the deteriorating patient in the afferent limb.

Stage 3. Nominal Group Technique (NGT). The technique aims to explore the technical and
non-technical skills required for junior doctors to recognise, respond and manage
deterioration in the afferent limb. NGT involves small face-to-face group discussions to reach
consensus regarding a topic. The process gathers information by asking participants to
individually respond to questions posed by a facilitator and then inviting them to prioritise
the ideas (Bromley, 2014). NGT uses a five step process: generating ideas; recording ideas;
discussing ideas; voting and ranking; and thematically grouping. The researcher invited clinical

and academic experts, junior doctors and patients to participate in the technique.

The mixed method approach will utilise the convergent parallel design as described by
Creswell and Plano Clark (J. Creswell & Planco Clark, 2011) in order to merge dissimilar but

complimentary data from the same topic area.

11
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3.1 Mixed method research

This section explains and justifies the science and techniques used to gather and analyse data
founded from the research questions. Specifically, the researcher will articulate the research
guestions and describe the three stages of the thesis. The approach will utilise the convergent
parallel design as described by Creswell and Plano Clark (2011, p. 77) in order to gain dissimilar
but complimentary data from the same topic area. The researcher will justify the triangulation
of methods to directly compare and contrast the qualitative and quantitative finding to
provide rigour and validation of the research findings. A mixed methods approach facilitates
greater depth of understanding of the factors which influence final year and junior doctors’
ability to recognise, respond and manage the deteriorating patient (Johnson, Onwueghbuzie,
& Turner, 2007). Three phases of research methods will be used; integrative literature review,

interpretive interviews of junior doctors and registered nurses, and nominal group technique.

The assumption that the epistemology and method are synonymous can cause controversy
amongst many researchers. There is a long standing debate that methodology cannot be
mixed due to problems with epistemology (Johnstone, 2004). However, if methodology refers
to the science of the methods and the philosophical assumption informs and provides
rationale for the methods using a mixed method approach should be easily justified if
scaffolding occurs and that each methodological perspective is clearly linked to the
philosophical underpinnings (M Crotty, 1998). In this study the epistemology will inform both

the methods of data collection and its analysis (Johnson & Onwueghbuzie, 2004).

The theoretical constructionist foundation in mixed methods provides direction and a
framework for each phase of the research process. The data collected will be qualitative of
each research questions (J. Creswell & Planco Clark, 2011, p. 47). The researcher will draw on

12
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interpretation and understanding of the qualitative findings and search for key factors from
the interpreted concepts and quantitative statistical trends in-order to answer the mixed

method research questions.

In mixed methods design models usually follow a sequential model. The sequential models
usually apply to two phase approaches to identify the sequence of methods. The exploratory
sequential method is recognised by using two phase method approach using qualitative
methods to explore the topic before building on the research using the second phase being
qualitative (J. Creswell & Planco Clark, 2011; Crewell, 2003). This mixed method approach will
begin with the interpretive exploration of the experiences of junior doctors and registered
nurses with the deteriorating patient. The researcher works with a constructionist lens to
explore the multiple perspectives of participants and develop a deep understanding from
their socially constructed lens. The finding from this will not only identify new knowledge on
the phenomenon but also inform the second qualitative phase (J. Creswell & Planco Clark,
2011; Crewell, 2003). Essentially the researcher will expand on what the qualitative findings

uncover that can be used to inform the nominal group technique panel.

The overarching aim of this research is to explore the factors that influence junior doctors’
ability to recognise, respond and manage the deteriorating patient in a regional hospital
during the afferent limb of the deteriorating patient experience. Using a mixed methods
approach provides the researcher with a framework to construct the enquiry process and
incorporate rigour in order to improve the validity and reliability of the research. It is in this
process that enables researchers to examine links whilst understanding the research process
has fit for purpose. This sequence of construction identifies structure and clarity of the

research framework in explaining the research design decisions.

13
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Chapter 4: Integrative review

The candidate’s integrative review was published in the peer-reviewed ‘Australian Critical

Care’ and is provided on the following pages.
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ARTICLE INFORMATION

ABSTRACT

Articie bistary: Ofjectives: Junior doctors are frequent by the first doctor to be called by 2 nures to review patients whoss
Received 14 Ociober 2115 clinical status has declimed im hospital warnds, yet little i known about how well prepanesd they are todeal
Recetved in revised form with this situation. This paper aims to identify the Factors that influence junior dociors” early recognition
1usm$zma — and management of patient deterioration in an aoste wand settings.

Accpied 1 September Method: Integrative review methodology was used to allow for the inclusion of broad reseanch designs,
x . summarising current knowledge from existing research and identify gaps i the literature. Quantitative,
IJIJ I. n qualitative and mixed method shadies were mcluded. An electronic database search including PubMed,
Faitient deterioration Medline and Scopus was performed. Researdh articles, exploring junior dodtors” skills specific to critically
Escalation of care ill, or deteriorating patients, technical and non-tedhnical skills and Eilure to resooe were included.
Failurs o recrus Findimgs: Thirty-three articles were included, of which eighteen were quantitative, six gualitative and nine
Junior doctor mixed methods The majority of the studies, sightesn ot of thirty-three, were foom the United Kingdom
Integrative review The evidence showed that the capacity for junior docbors to e fectively deal with patient deterioration was

infiuenced by: sducational models that incorporated non-techmical skills; the integration of high guality
clinical simulation imto education; and the level and type of supervision in the climical envircnment.
Conclusion: The factors that influence junior doctors’ cpacity to recognise, respond and manage patient
deterinration in an aoute ward settings are complex. This review indicates that thens is substamtial room
fiar improvement in junior doctors” capacity to deal with patient deterioration. Evidence sugpests prepa-
ration of junior doctors im the recognition and management of the deterorating patient is infloenced by
effective simulation education and clinical experiential exposune over time. More accessible supervision
fiar jumior doctors in acute wards is recommended to avert ermor and delays in the appropriate escalation
of care in the deteriorating patient.

& NE Avstralian College of Critical Care Murses Ltd. Published by Elsevier Ltd. All rights reserved.

* Corresponding author.
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1. Introduction

Fhysiological detersoration is relatively commaon in the acute
hospital wand setting and, if detersoration progresses, may lead to
unplanned admission to intensive care (ICU) or cardiac arrest.'-©
Nurses are frequently the first health professionals to detect signs
of deterioration and respond by using their dinical judgement or
by following hospital protocols to either prompt a dinical review
«of the patient or to call the rapid response team (RET). Commeonly,

10267 31440 2016 Australian College of Critical Care Murses Lid. Peblished by Elsevier Lid. Al rights ressneed.
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the nurse seeks the support of the on-call junior doctor to provide a
clinical review in the wery early phase of detersoration. At this point
the response and skilks of the junior doctor is influential to prevent
worsening deterioration. 5711

RET were introduced to support more effective team-hbased
management of deterioration,™ ¥ and provide i ment in
maortality rates and survival from cardiac arrest. "> 515 The capacity
to manage deterioration by the RET depends on prompt identifica-
tion and escalation of care for acutely ill patients by ward staff 5”7

In terms of how the response is implemented, many hospi-
tals utilise a tiered rapid response system (RRES). A RRS consists of
an afferent and efferent limb (Fg 1) The afferent limb has four
categories which rely on nurses to identify specified physiolog-
ical changes in their patients.'® The observation chart specifies
the parameters of physsological changes that require specific
responses. The first trigger level requires increased surveillance by
the nurse and to report changes to their senior nurse. The second
trigger level specifies the patient should receive a medical review
by either a senior nurse or junior doctor within thirty minutes. The
third response requires the nurse or junior doctor to call a senior
doctor (registrar level). The fourth and final trigger is the activa-
tion of the RET due to a breech in physiological parameters or if the
ward staff are concerned and believe the patient reguires expedi-
ent and expert medical assistance. The efferent limb is the arrival
of the RRT (1CU andjor medical consultant or registrar and an 10U
murse) who provide expert medical management and appropriate
resources for the deteriorating patient (Fig. 13,719

ward nurses play a critical role in recognising and initiat-
ing response to detersorating patients within the RRS. They are
also the most frequent health professional o activate the RRS at
each category. Many studies have explored the barriers to hospital
nurses recognising and responding to patient deterioration 22
Few have reviewed the factors that influence a junior doctors
ability to recognise and respond o patient deterioration in the
acute hospital setting, once they are called by the nurse. Working
alongsade the nurse, the junior doctor's clinical capacity to man-
age early patient deterioration can be crucial o prevent further
physiological decline 42+ 25 Studses indicate that junior doctors are
sometimes unable to promptly attend the patient for review, fail
to call for help or are not sufficiently trained to deal with patient
deterioration,*75 7530 The focus of this paper is to review the evi-
dence of the factors influencing their capacity to recognise, respond
and manage the deteriorating patient in the acute hospital ward
context.

2 Aim

The aim of this paper is to identify what foctors influence junior
doctors' capacity to recognise, respond and manage patient deteri-
oration in an acute ward settings.

2. Purpase

Following a patsent review request from the ward nurse junior
doctors play a role in the management of patient deterioration in
acuteward settings.”” Therefore this review will explore the factors
(barriers and facilitators) that influence their capacity to recognise,
respomnd and escalate care to detersorating and critically ill patients
in the afferent limb.

22 Design
This integrative review was informed by the framework devel-

oped by whittemore and Knafl.!! The methodological approach
allows concurrent synthesis of experimental. non-experimental,

gualitative and quantitative studses?’ Similar data from all meth-
s are extracted. synthesised and grouped for amalysis into a
thematic matrix. The emplate of synthesised literature is then wsed
to identify patterns. commonalities, inconsistencies and emerg-
ing themes ' Conclusions are extrapolated from each theme and
integrated into a brief account of the main points. " This broad per-
:pacﬁveu:umu:iadmuﬂuucetbemﬂermmjmgnfﬂu aim of this
review.”

23 Search strotegy

The search strategy targeted primary literature. Electronic
databases searched were PubMed, 0VID MEDLINE and Scopus. The
following MesH terms were included: critical illness; emergencies;
medical error; physicians, physician, and junior; clinical compe-
tence; clinical skill; education, medical, graduate. These search
terms were used in Boolean combinations using *AND™ and =0R™.
Four search combinations where employed: (1) critical illness,
physacians, Junior; (2) clinical competence, critically ill, physician,
jumior (3) clinical skills, education, medical, graduate/methods.
clinical competence, physicians, junior; (4] error, junior physician,
climical skills. Referemce lists from retained research publications
were manually searched by title relevance and additional studies
were identified.

24 Screening

241, Inchrsion oriteria:

All research methods, primary research articles and reports
were included. Mo date limit was applied. For the purpose of this
review, studies were incleded where medical staff were classified
as: graduate eniry doctors; intemns; first year internal medicine;
medical graduates; internship programme doctor; Post Graduate
Year one (PGY1); Pre-Registration House Officer (PRHO): and first
year junsor doctors.

Purposive sampling included studies of junior doctors that
focused on the following features:

1. Level of competence or confidence to perform clinical skills in
acute surgical or medical hospital ward settings; AND

2. The barriers and facilitators in the recognition and management
of patient deterioration, critical illness and acute medical emer-
EEnCies in aoute care ward ensvironments.

242 Exclesion oriteria

Fapers or reports that were not research articles {e.g. editorial
or opinion pieces ) were excluded. Studies that were limited to post
graduate doctors in their second year of practice (PGY2) were not
included. The following hospital settings were excluded to ensure
consistency of foous on aoute ward settings:

1. Psychiatric

2. Paediatric

3. Aged care or rehabilitation

4. Dbstetrics

5. Intensive care

6. Emergency department

7. Falliative

E. Day procedure; post anaesthetic care unit.

studies focused on cardiac resuscitation were also excluded:

1. Cardio pulmonary resuscitation skills—basic life support, and/or;
2. Advanced cardiac life support

Adele Callaghan Thesis
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25 Dala monagement

Titles and abstracts were reviewed for relevance to the aims,
inclusion and exclusson criteria by two authors. Full-text articles
where screened against the inclusison oriteria by two authors before
studies were included. Where disagreement ocourmed a third author
adjudicated on the indusion or exclusion of the study. A data con-
struct template was wsed to record text and results that related to
key concepts of interest in this review. The data were categorised
according to quantitative, qualitative or mixed method studses.
Data was extracted and ordered under headings by author, year,
country, study description, design, sample, outcome measures and
main findings. Two co-authors cross-checked included studses and
independently verified the results summarised.

26 Analysis and appratsal

According to Whittemseore and Knafl’' there s no abso-
hate standard for assessing methodological quality. The Critical
appraisal skills Program (CASFF? was used as a framework to
systematically analyse and appraise the chosen quantitative and
qualitative primary research articles. Guidelines developed by
orcathain et al* informed analysis of the mixed method studses.

Thematic analysis was undertaken’ to identify patterns and
relationships in the dataset An integrated summary enabled fur-
ther comparative analysis within and across the studies. Synthesis
of study data evolved from the combined processes and recurrent
themes verified by all authors.?' =

3. Resulis

The electronic search produced 3690 studies. Removal of dupli-
cates produced 2286 potential studies. Fifty-three articles were
included following analysis of title and abstracts. A manual search
of the references of included articles produced a further twelve
potential studies. Socty-five full text articles were read to ensure
relevance and alignment with the inchesion criteria. Thirty-bwo
articles were excluded as they did not meet the inclusion iteria,
leaving thirty-three included articles (Fip. 2). No paper was rejected
based on methodological quality 72

The majority of studies used gquantitative approaches (n= 18],
Six represented qualitative designs and nine used mixed meth-
ods Questionnaires were the most frequent data collection method
(m=15)(Table 1L

Most studies were from the United Kingdom (n= 18] followed
by United States of America (m =7), Australia {n= &), Denmark {n=1)
and Ireland {n= 11

sample sizes varied from a national survey of 11,610 jumior
doctors,™ a qualitative study that inchuded interdisciplinary foous
groups and interviews with three junior doctors™ and mixed
methods: studies incorporating chart audits and interviews with
five doctors™ (Table 1L

Five themes were identified:

1. Preparedness for practice

2 Technical and non-technical skills
3. Health professional knowledge

4 Clinical supervision

5. Learning from experience

31. Preparedness far proactice

Ten studies explored the preparedmness for practice of
Jge ; Eﬂ;as'.:’?fﬂ;nﬂg % Many ;}Tl‘!: ﬁfm&ﬂ
that junior doctors felt they did not have sufficient knowledge
and skills for aspects of this role ! #51°952555 sydies typi-
cally explored preparedness through self-reported questionnaire
and interviews. Two studies compared junior doctors and their
supervisors’ perceptions of preparedness to manage acately umaell
patients. Supervisors rated junior doctors relatively low but junior
doctors rated themselves significantly higher than their supervi-
sors 55 However, both studies identified that junsor doctors were
less prepared for clinical and practical skills when treating acute
illness and decision making, and best prepared for history tak-
ing and communicating with parents and relatives. llling et al™
used data triangulation to explore the preparedness of medical gra-
duates for clinical practice from three different medical schools.
Management and making decisions about acutely unwell patients
‘was an aspect of clinical practice where all respondents (nurses,
supervisors and junior doctors) identified junior doctors as less pre-
pared. However, some studses recognised that junsor doctors were
prepared for aspects of the early recognition and management of
patient deterioration with efficient use of history, examinatson and
communication skills but not for complex sifuations *' 5452

Twia studies were designed as educational programs (incor-
porating the deteriorating patient) to prepare graduate doctors
for tramsition o practice. "5 Berridge et al™ developed a two-
‘week preparation for practice course that included management of
deteriorating patients and shadowing of out-going junior doctors
in the hospital. While the study was conducted in a single hos-
pital with a small participant group, shadowing outgoing junior
doctors was reported as the most highly valued aspect of the pro-
gram by junior doctors for prescribing and initiating treatment
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Table 1

‘Summary of research articles used in inbegrative review of junior dockors’ acute care sidlls for acutely [ patients/deteTiorabing patients.

Authors Year & country Brief desoription Stmdy design Farticipants DubCome measures Quantitative sudies [n=18)
Main fincings
Mared et al = noa Expilored the confidence Cross sectional sereey J0= m=36; Management of candiac Significant differences bebwesn
Australia and experience of patient plus “PYC2 83 m=56 arrirythmias, myocandial year 1 and year 2 confidence
management and skl imfarrition, P ¥ and exp ® In most skills.
cegdema, aomte remal Qilure and Confdence levels increassd at
shock e end of the 2nd year
Rolfe et al ™ a2 Established the Eype of Cross sectional sereey J0= m=T Initial managerment and Perceiwed that they can initiale
Australia conditions [D= should be treatment of pati=nt breatment withomt
mmpetent o manage deteriorations: dneg and but not without supenvision s
akcohaol abess, deterion Son contimesd
endorinologicl,
gastroenterology, geriatric,
neurnicgical
‘Smith and Poplett™ Moz Measured sewen acute care Questionnairne s m=108 Enowiedge of Sinway Significant gaps in knowlsdge:
UK skills and kmowledge oEsbruction, nan-rebre ather and understanding of the
corygen masks, pulse Y. n amd the basic
capillary refill time, howry care required i support life
wrine outpst & management of were evident
IS patient
Wu et al™ Moz Analyssd ardverss patient Questionnairne Er=114 Errors regarding diagnaosis, Significant emors were
LsA oulcomes dus in mistaies evaluation of reabment, reported in misdiagnosis,
oy Jis prescribing, p al skills and clinical
complication and maEnagement of deteriorating
ComEmunkGtion patients
Featherstone et al. ¥ mos Investigated the Acwie Lifs Uncontrolled pre and post JEm=18 ExpeTience, Eam A significant increase in post
e Threatening Evenis, CINTSE COMmpArison Sureey Interdisdplinary n =315 work ability bo recognise and ourse B
Recognibon and pre & 131 post manage iticily onfidence in ability to
Treatment comrse [(ALERT) mjdeteriorating patent recognise and manage 3
and impact on cours critically il deteriorating
participants patient
Dent et.al. ™! 006 Percefved for Oroas-zaction cohort JOsm=216 Skill lewels for communication, S5T.of PCYT feft prepared for
Australia 132 techmical and Survey questionnaire Year2& 3 n =254 theoretical Eheir role. Significant Lack of
non-technical sidils and procedural skills, emergencies, confdence in management of
efiectiveness of prior time critically il deteriorating
exdinc ton managemeni and exposmre to patients was evident
reglsiraTs,
simulaon, SEpervisors
Logan-Collins et al.” 008 Azzessed junior dodors (Cohort obssrvational shedy n=1& Comamunication skills, basic Only SO of J0s introdeced
usA anility b recognise and patient asessment, appiy hemsetves o patients. 135
EETage ommon ward manitoring and medical sl
AIrgical emeTgences management for and BT did not call for help
atrial wihen deterioration worsensd.
Mwillation and sepiic shock Cenerally skills were rated 2
SOEaTis poar
AnbonofT et 2l noa Azzessed Unconirclled Pre and J0= m=15 pre & post-fest & Relevance and value bo dinical Pt test soores for Imowledge
usA acguisition fllowing a jpost-test guestionnaire = 20 evalmation practice simulatices for acguisition inareased.
simulation oericulums for Iypaxia, shode and metabolic Shmula Son SCenarios were
IEETa g, st -operative disturbances, and mnfidence highily relewant to leaming
in the management of acute, nests and high level
e H pust-of I ¢ In periomming skills
EMETEEnCies during the simulaGons was

oot
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Tahile 1 [Continued)

Authors Year & couniry Brief description Simely design Fartidipants Dubcome measures Quantitative studies (n=18)
Main finclings
“Shekhier ot 2l ¥ g Azzesned hehawiours B Dbsenvational & JEm=131 Calling for help, teamwork and Communication and accepling
UsA competence during guestionnaire ommemination, hand hygiens responsibility for an unstabie
dederiorabing paiient compliance, preventing patient withost adeguate hand
simulations medication and systems emors oiT were suboptimal. Comrse
& manage a deteriorating: Improved patient safiety
patient imiriedge and skills
onfidence. Poor hand hygiene
Fermander et al. % a Analyssd effects of 12 high Dhserved perfiormance JO= m=10 Miedical imowledge, diagnosis, Detecied improvements in
usA Rdetity of Total year 1-3 n=39 c ation patient =kills
peTioperative and escalation of care during acToss the successive: post
momplications simulated soenarics of shock, praduate years 1-3 a5 well a5
trauma and pericperative deficiencies in managing shock
complications presentations
Folkmestad et aL** 010 Expllored admission and Cmas sectional JOs m=8E Arute admissions JOs are frequentty the st
Denmark Tollow-up of | with ’| managemend, level of doctor o atiend aomtety i1l
dinical S=terioration on Tor deteriorating patients with minimal s=nior
acute warls patients during the day and supervision. [IFs oot or cll
evenings and frequency of for assistance from senior
calling for senior assistance pivymicians in 5- 10 of cases
\Coldacre et a7 110 Explored perceptions of Mational oross sactsonal JOsm= 11,610 & 3 years Clinical incwiedge, s feed underprepared for
UK Tor practice oy after graduation n= 2427 stress, mafidence inbasic administering wartarin, insulin
wariances over Hme clinicl skills and procedures, and fuids, inserting chest
prescribing acute drains, central lines and
emergencies and iliness Iumbar punchores, dealing
presentations weith confused, Iypertensive of
breathiess patients
‘Cordon et al ¥ 010 Prospective trial to Dbsenvational study-=rore JOs Cobart 1 n= 17 cofort 2 Simulation performance of Clinical pericrmance was
usA evalmate clinicl & Likert sale n=% deteriorating patient soenarics significmtly betber working a
performance in simmlated Folicwing sieep deprived states ovemnight
settings mnder varied sieep and medical emors compared to an extended shilt
conditions managing simulated
detrrinrating patients
Bleakdey and Brennan 1 Retrospective perceptions Comparaison of chort = 2 JEn=145 Skills in time management, The new |0 cohort identified
UK of preparednsss for wia questionnaire airway management, arterial signifimt benefits dos to
practice pumcture, spiometry, stuctured
nas0-gastric tube insertion and learning and patient
e of nebmliser warly
management of emergency
patients
Fermande et al.™ oz Analy==d the impad on Uncontrolled pre and JOs m=30 (4 year review Simulated scenarios - Positive leameer asessment in
usA dinical performance of J0s post-trsts modifled 2007-2010) bath comprehersion and
Tollowing a0 wesk surgical Structared ermergencies and respirabory confdence levels were
skills and patient Assessment & supervisor disiress, and adverse reactions., reported. Fre-test and post-test
management ourse assezmments himical procedural skdlls — scores improved. Simulation
Imstrument kentificaiion and [periommance soores Tor
sz, knaot bying, suturing, Basic dederiorabing patient
Lipamnscopy skill, sirway presentations
management, central venous
catheter and chest fube

linzrtion
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Tabie 1 [Conbinued)

Authors Year & country Brief description Stmcy design Farticipanis DubCome measures Quantitative sudies [n=18)
Main findings
Mormow et al 5! Wz Ferceptions of Cohort & triangulation JOs m=480 Compiex. commmication, Lack of perceived prepareiness
K preparedness of JIFs in estinnnaires io 3 Murssssoctors & practical procedures, time by all cohorts for; dinical
practices from graduating miedical school pharmuacists n =50 Pr judg I recognising and
coharis from 3 medical mulbi-professional working, managing aoste lliness,
schoals B work colieages docmmentation, sxamination handcwer, prescribing.
skills, clinical judgement, practical procedures &
mal develo applicition.
leadership, respiratory care
Identified significant
differences bebwesn
medical schools cohort
perceptions. Freparedness
for: history, sxamination &
bearmaork
Tallemtire et al= oz Exgpiiored the ermors in Dbservational JOs m=38 Shkill based slips, role-based Significant skills based
UK-Scotiand begam-based acute care in sudy-simmiation, detriel mistakes and wiolabons during mistakes and omissioms.
deteriorating simulated and fisld notes simulaton ol s2psis, Fatient asseszment mistakes
patient scenarios mespiratory distress, leading bo misdiagnosis,
jpost-operative hasmorrhage & s, and violations
oma ol hasic safisty protocols with
dederiorating patient
were ohseneed
\Creen and Curmy™ w4 Expilored the sffiect of 3 Controlled pre and J0s mon simulation groep Confidence regarding the Samulaon goup
UK major hasmorrhage post-test guestionnaire n=1% management of 3 MH, demoamtrabed significant
[MH}simulation on junior SEmulabion group e =15 imowledge of and awarenessof — improvement compared o e
doctors knowledge protocod Tor M, ability o non-simuola Bon group in
[prioritise paost-best scones

ot
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Table 1 {Conbinued)

Authors Year & country Erisf description Shady design Farticipantz (Dmirnime MmeIsures Qualitaiive gudies{n=16)
Main findings
Lempp et al= 005 Evaluated the sducational Retrospective semi ER=17 Farticipants’ perceptions of Dealing with common medical and
UK-England and dinical effectiveness of  struchored Inberviews competence wsing the Soottish surgical emergencies,
anew undeTgraduate Medical School competencies and ompetence in aoite care
PR framework patient management skills were
only partially met
Naticmal Fatient Safety T Exgpilored the factors that Ethnographic)Tocus groups Senior doctors m =2, J0s Commummmication, worling Limited ability bo communicate
Agency™ UK Influence management of & Intervicws n=3, nursss m=11 comditions, task, education & urpency with acutrly umwell
critically il patients training. patient, team, patients, high working work load,
coganisational, squipment & task competency |imitations,
TESOmTES exposure and
of ieam strucheres
wiere Factors that Bmilted J0s in
manage the critically (Il patient
eflectively
Kroll et al. = 008 Expilored sxperiences and Qualitative interviews JOsm=38 Experiences of ermors made or Frescribing errors were identiflad
LH-England responses bo srror witnessad what they learmed, and resistance in saek senior
perreived challenges and Fosivtance and Hmely int=rvention
support: offersd from merses. Poor communication,
handowers, pweriocking
best peulEs and seboptimal
recognition of patient deterioration
with unfamiliar patients
Carling~ 110 Ferreptions of Imterviews using thematic DER=T Mt effective teaching: Simulations of acute iliness were
UK-Eng’ prep I recngmiss anatysis received bo equip them tn e mamst efisctive
Fmsess and manage acube L] e Prey o use
ilness plus sfecive and type of iraching methods e SABCTE stractured Jeosssment
teaching el appach was idemtified
Tallentire et al = 1 Explored the faciors that Focus growps with Senior Dodors n=6 Faciors perceived toaffect [0 Six themnes were Identified:
UK-Scotiand affect |Ds behaviour and gromnded theary s m=36 behawinur when caring for challenges with framsference of
when acutely M patients, how they i practice: decision
managing acutely umwell copetl, and how prepared they malking and imceTiainty: acts of
patients were in these situations omissions of care: idenisty and
of nihers: challenges
with medical hierarchy and
sibmational awareness under siress
were evident
ing et al. = W3 Examined s Forus groups and Jsm=60 Rnle peroeption of |05, JO= et less prepared for areas of
UK-Eng preg Tor practice imteTviews msing. [PrEparedness, strengths in practice that are based on
alter four menths and 12 Constrectivist grounded [perionTance in e frst foor experiential lzaming in dinical
months theary maomnths of employment and praciice: ward work, being on call,
recommended changes to management of acute clinical
Endergraduate curriculum sibmations, presaibing, dinicl
prioritistion and bme
management and dealing with
paperaork Js were the frst
dochor i regpend bo aostedy 1l

patients throwghout the year
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Tabie 1 [Conbinued)

Authors Year & counbry Brisfl description Shady design Farticipants Dmirmme measures Mixesd methods (n=9}
Main findings
Hannon= 2000 PFerretved preparedness for - Questionnaine & semi s m=B4 The experiences of being a J0 Lack of preparedness with dealing
Iretand practice structared interviews and perceptions of the sepport with smergencies,
program onfused or agitated patients and
perfiorming dagnostic proosdores.
They did not consider management
shklls [ooping with stress,
prioritizing and managing time]
weere weell Eaught. Ower fifty
present of J0s thought they were
adequately prepared bo manage
patients on their own
Paice et al®! 12 Explored stressiul Cross sectional sereey and J0s m= 1435 Responsibility, serese of Lack of supervisicon b manage
UK Incidents that s Questionnaire with open madegmary, dealingwith death unstable patients in the Nrst few
encouniered ini the first ended questions and terminal weeks of dinical practice was a
year of practice workdoad and hours, stressor due to
imter- perceived Lack of competence.
relationships, Lack of support, Learning from mistakes was
ireatmment failores, dedsion suboptimal
making, and mistakes, ethical
and legal issues
Wil et al = 006 Ferreived Questionnaire including JEm=103 Examinaticn, diagneosis, 0= rated their preparedness
13 selfpreparedness and qmalitative resy [ supervisar amd prescribing and sigmificamtly beiter than their
perceptions of consultant n=212 consultant supervisors in 13 of the
SUPETViSONS ommmunication, bamrsvor, 17 skdlls [ bechnical and
aveareness of limitations, non-technical). Both groups
TESPES In EMeTgency, patient: identified that new doctors are
safiety, lme mamagement least prepared in acute sdlls:
responding efectively tn
emergencies, decision making,
prescribing, treatment and
practical skills
Berridge et Al i) Transition rom student bn Uncontrolled pre and post Jsm=53 Anxiety levels and mofidence Confdence increzssd following the
LH-England O Snilicwing, 3 bwe week 17 ib=m Qmestinnnaire & im bectmical and non-techmical shadowing program and initiating
preparation practice course Focus gromps clinical skills and preparedness breatment for il patients. High
and shadowing outgoing for clinical practice leweks of anxiety were experienced
Jos on commencement of work. J0s
lacked comfidence in Hheir
prepanedness or practice
especially technical and
non-technical dinical skills and
wimrkinad management
Endarntt et al™ T The cues that ward nursss {Case stmdy design wsing Murses n=11; Doctors Wihat triggers participants Adterations in vital signs were the
Australia and dochors e io chart audit A= 14; s n=5 e o deteTioration, significant trigger. s
ommunicabs and assess Chart audit n= 1735 what they look for and if they demonsirated resistance bocall
patient deterioration changed patient management semior assistance. Poor
Folioveing pecognition. Chart documentation was noted prior bo
audit measured: unplanmsd 10U admission:. Lack of
docmmentation of vital sgns Familiarity with patient reviews
and indicators prior to after hours and acceptance of the

escalaison of care

axsecsment of experienced marsing
stafm
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Tabie 1 [Conbinued)

Auihors Year & counbry Eriefl description Shady design Farticipanis Dmirnme measures Mixed methods (n=597}
Main findings
ing &t al& 008 Freparedness of J0s from Forus gromps, onontrofied. [Dsm =60 Cnical and praciscal siiis, Findings: consistent between Bree
UK Bwree different medical [Pre and Post questSonmaine communication skdlls, Eeaching schools and educational
training schools before and and leaming, supervisors, Preparsdness for some
alter their first year of work ithe weork envircnment and asperts of praciics but limited
eam work preparedness for working on il
paperaork, hospital policies,
managing aoutely il patients,
prioritising and workdoad
management
Tallemitire et al = 1 Perceived preg of and J0s =107 Ability o provide immedate s Belt itheir undergradmate
UK-Scotiand JO and their educational open-snded responses ESn=85 medical EMeTRENCy Care, assess  braining preparing them fior work
supervisors {ES} clinical presentations, arder weas gond o average in the
mvestigations, differential bechnical and nom-technical skdlls
diagnosis, management plan,
perionm clinical precedural
skills, and prescrize drgs
5 reported J05 b be less
prepared for managing acutely
el patients, prescribing
and dinicl procedural skills
Carr et al = W04 Described the performance. Cohort sbody sepervisors J0s m=200 Cinical assesament & Wery Tew J0s were identified as
Australia of Js i the workplace amessment of management, procedural skills,  having an overall borderine or les
using the Junior Doctor e (AT SMETFETCY Management, assesEment. Lowest
Azzessment iool [JOATY and gualitative responses adverse event kdentification, W SO0Tes Were isereed
ommmunication, tzam work &
professionalism o an emergency, adwerse event
Identification & management
Rotedla ef al™ 4 Exgpilored the faciors that (uestionnaire incleding JOs m=50 Factors influencing escalation Lack of confidence and Tamiliarity
Ausiralia influence |0s ability in gualitative comment of care: confidence and with the patients and Meir
Fscalate care for acutery i1 competence, logistical factors, ondition. Foor mmmunication
patients Fear of criticism, conflict and and documenation wers more
effiscts onGreer prospecis likeely in inflmence Eheir decsion o

call for s=nior help. Many were
unsure or unciear if they were abie

o rerngmiss cliniclly deteriorating
patients

©J = junior doctor, 455 - educational supervisars, "ECE = Elertrocardiogram, 'OPR - cardiopulrmonary ressscitation.

4 PCY = post graduate year.

b ABCTIE = airway, breathing, ciroalation, dissbility, sxposore.
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Fig. L. Search strategy results.

for acutely ill patients. However, value was also dependent upon
clinical practice opportunities during the shadowing period. In
conirast, an evaluation of an Acute Life-threatening Events, Recog-
nition and Treatment { ALERT ) course from a larger cross-site cohort
study reported significant improvements in participant knowledge,
confidence and interdisciplinary teamwork when caring for dete-
riorating patients.*

32 Technicel and non-technical skifls

Lack of confidence or co Euc!dlml skills was
ﬂuml:l:t4:{:crn.111|:||:|Ihm:rhe."E*"'-'E":]E'If-""'s‘i F5T Non-technical skills

were a comman term referred to communication, prioritisation,
workload management. decision-making, situational awareness,
leadership. and teamwork 2441424451 55,56 5962 B2 55 Thece skills are
nationally recognised elements for training and competencies in
the recognition and management of the deteriorating patient.®
Many studies identified that communication skills bebween junior
doctors and ward murses needed improvement in handoff, request-
ing additional assistance and delegation of tasks. “*4"* some
studies identified effective commumi cation skills but did not clearly
specify communication between nurses and junior doctors 55152
Two studies rated junior doctors' ability to communicate with
mursing staff as high base on self-perceptions and supervisors rat-
ing scores 15 Two studies did not explore interaction between
nurses and junior doctors. ™ Three studses included clinical teams
(nurses, doctors” allied health) perceptions of junior doctors’ com-
munication skills*' 5557 all three studies rated junior doctors as
high for commumscation.

33. Health professional knowledge

Ten studies identified gaps in  requisite  professional
knowledge required to provide basic acute care in patient
deterioration, 414447 51-535 55 Thege ranged from difficulties
with scientific foundational knowledge, translation of knowledge
to practice and lmowledge gained from acute care presentation in
simulation-based learning. Junior doctors ackn that they
knew what to do but did not know how to do it.> One qualitative
study recognised that deteriorating patient simulations prepare
them for practice and improved knowledge by identifying their

knowledge gaps™ Four studies identified improvements in pre-
and post-test knowledge of junior doctors following deteriorating
patient simulations **5°55 Fye stadies used deteriorating
patient simulations to measure the practical performance of
jumior doctors, 2445452 Through a controlled trial, Green and
Curry™® reported that clinical simulation contributed to a signifi-
cant increase in knowledge regarding major haemorrhage (MH)L
Although this study was small and from a single site, the simula-
tion group had not received training for MH whereas significant
numbers had in the control group. Carling's™ qualitative study
reported that junior doctors perceived simulation as effective in
the management of the simulated deteriorating patient While
skills-based mistakes, knowledge gaps and resistance to call for
help were identified during simulation assessment, confidence
and quality of clinical performance improved over time, 1244454852
However, none of the studies evaluated the translation of knowl-
edge gained in simulation setting to the real clinical practice
setting.

34 dinical supervision

seven studies reported a lack of supervision for junior doc-
tors by senior physicians that contributed o misuul:_l.aﬁguut and
delays in treatment of deteriorating patients. ™ #EH0E6LS one
study reported that junior doctors felt they could manage deteri-
orating patients initially but needed supervision as the patient's
detersoration progressed ¥ Paice et al®' reported that lack of
supervision when managing unstable patients was a significant
stressor for junior doctors. A questionnaire of eighty eight junior
doctors identified that they were frequently the first doctor to
manage deteriorating patients, especially after hours. *5 More than
half the cohort did not receive education in managing deteriorat-
ing patients and received minimal supervision.** Studies identified
that junior doctors made medical errors in medical management
and did not follow protocols. 52555355 | ack of supervision, stress,
anxiety and skeep deprivation were found to influence quality of
climical performance and increased error when medical problems
arose with surgical patients *# 51 This highlights the potential risks
associated with after-hours clinical care of deteriorating patients
by junior doctors.
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35 Leamingfrom experience

significant improvement in perceived confidence and experi-
ences in patient deterioration between first and second year junior
doctors were reported.?® A large multicentre study identified an
increase in confidence in the role of junior doctors over time in
clinical skills, prescribing. working in interdisciplinary teams.
However, junior doctors reported that at the end of their first
year they continued to question their confidence when making
decisions after-hours, specifically with managing acutely unwell
patients before senior help amived. A separate large cohort ques-
tionnaire identified perceptions abowt doctors' ability to manage
these situations improves substantially over time.

4. Discussion

The results suggest the factors that influence junior doctors’
abality to recognise, respond and manage deteriorating patients
are diverse. Studies identified that junior doctors lacked knowl-
edge, were inadequately prepared to deal with complex critically
ill patients, lacked senior supervision, and failed to call for timely
assistance.” The introduction of RRT was designed to mitigate
delays in appropriate treatments and provide specialist advice
by ipl:rupriireh' qualified and experienced practitioners. Many
studies in this review conceded that, when managing patient
deterioration in an aoute ward, jumior doctors experienced confi-
dence and competence deficits in technical and non-technical skills,
had limited experience and difficulties applying requisite knowl-
edge with minimal supervision 7% while junior doctors report
they can initiate care, complexity and progression of deterioration
becomes challenging and increases the likelihood of error. #5255
The vast knowledge base of clinical practice makes full preparation
challenging. Interpretation of Aindings from this review should be
temipered by these considerations.

4.1. Educmtional preporation

This review identifies that junior doctors do not feel adequately
prepared for the broader range of techmical and non-technical skills
required to recognised and manage deteriorating patients. Clinical
skills laboratories and experiential practice were recognised as the
main means of acquiring skills. Using part-task training manikins
to teach procedural skills only focuses on the technical aspect of
the skill. Human factors are innately required to perform a proce-
dure on areal-life patsent, including communication and sitwational
awareness."" Better models of undergraduate and post-graduate
educational laboratory, simulations and experiential models would
contribute to improve techmical and non-technical skills for the
management of the deteriorating patient.

Alternative models of simulation to teach clinical skills using
rained simulated patients inclusive of part-task manneguins
or virtual reality are also potentially effective for leamning and
assessment within the medical edwcation continuum 72 Engag-
ing junior doctors in structured bedside clinical skill training
and shadowing expersenced junior doctors has also been shown
to strengthen practical experience and improve confidence” 7=
Howrever, shadowing is reliant on opportunistic patient encounters
and not deliberate practice of less frequent ward patient events.

This review identified a strong relationship between exposure
to skills, experiential exposure and confidence o enable effective
performance in managing the deteriorating patient **“*"% Expos-
ing junsor doctors to high acuity environments like intensive care
and emergency departments improves exposure and confidence
in recognising and managing critical ill patients with accessible
mm‘:.ﬂ:‘ E

4.2 The role of stmulotion

Junior doctors indscated that simulation was an important
companent of knowledge acquisition and skills practice 4’7 per-
formance scores and knowledge improved over time for junior
doctors when exposed to the afferent imb of detersorating patient
simulations 7 -43-45 The findings from this review suggest that
simulations be a core co of the education contimmum
rather than a recommendation only.”*" Inter-professional simula-
tion can incorporate the concepis of commundcation, prioTitisation,
‘workload management, decision-making, situational awareness,
leadership and teamwork to escalate care exponentially. These
skills are important for junior doctors to enable optimal interaction
‘with ward nurses in patient deterioration.

4.3, The diniozl envirorment

studses that focused on interactions bebween nurses and doc-
tors identified that junior doctors’ commumication with nursing
staff required improvement. These finding support nursing studies
which identified challenges with nurse ar-da‘?mu:lr doctor oom-
munication regarding deteriorating patients.”™' =5 ward nurses
provide twenty four hour care to their patient and junior doctors
depend on nurses to communicate patient problems effectively.
Inadequate communication between clinicians could contribute
to inadequate medical review being performed, delayed response,
failure to rescue, suboptimal patient care or late activation of the
RET 2425

Findings from this review highlight significant challenges expe-
rienced by junsor doctors in the transition to the practice and
managing acutely ill patients independently. The gap between
thearetical knowledge. and clinical practice and changes in respon-
sibility and accountability are evident and underlie many of the
factors identified Time and practical support is needed to make
the transition from only being a leamer to being a junior doctor
and learner.®! Thiey encounter new responsibalities, tasks and per-
formance expectations embedded in a hierarchical and protocol
focused system when reviewing a deteriorating patient. The com-
plexity of the dinical environment itself can have an effect on the
performance of junior doctors.™

The perceived lack of adequate supervision for junior doctors
‘was a repeated theme with the potential to affect patient safety,
particularly when patients are rapidly deteriorating. ™ 45515958
The model of supervision requires further darification in order
for junior doctors and their supervisors to have a shared under-
standing of how the concept of supervision translates to patient
management in the clinical environment. ™

Junior doctors reported uncertainties in medical decision-
making compounded by stressful dinical environments and
challenges with navigating medical hierarchy.** Difficulties syn-
thesising rebevant information to respond to patient detersoration
subjected them to omissions in patient management including
misdiagnosis. medication prescribing errors, procedural com-
plications and communication omissions 755595 This
be compounded by the generalist nature of medical training
lack of emergency experience and the complexity of making
time-bound diagnoses, inexperienced clinicians without direct
supervision, #0545 & comelation between the ladk of semior
supervision of junior doctors and clinical error are associated with
adverse patient events ** 57 Lack of supervision and medical ermors
demomnsirate that a more supportive clinical environment is needed
mmnde]unmdmmﬂmgmss of care and to improve patient
oubcomes and prevent error, 044495255

while junior doctors can lack the ability o recognise
patient deterioration or initiate 3 RRT response in a timely
manner, 42699385555 1t i important to acknowledge that ward
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murses working with junior doctors have the capacity and skills to
assist them and initiate the RET to provide the appropriate exper-
tise and resources in a timely manner*'-**

44. Swmengths and limitations of this review

Despite the apparent lack of generalizability of many studies,
consistent themes were identified between studies, suggesting that
the findings from this review are ecologically valid. Many question-
naires did not describe a validation procedure 73444547 oihers
failed to declare inter-rater reliability when assessing the effects
of simulation on junior doctors' performance in simulations #4445
Quualitative studies in this review frequently did not declare data
saturation when using focus groups or interviews 38 However,
transparency of the participant™s voice provided qualitative credi-
bality to the identified codes and themes in most of the studies.

5. Future research

Effectively interacting with other health care professionals
umder pressure is an important aspect of a junior doctor's role
in patient deterioration. Models for simulation and supervision
that include interdisciplinary teamwork and leaming activities that
effectively enhance competence and confidence in the teaching of
technical and mon-technical skills are critical to develop. Alterna-
tive supervision frameworks also require further exploration and
research. Based on the lack of agreement between studies
the specdific skill-set required to manage deterioration, it would
be useful to develop an agreed set of appropriate and targeted
skill descriptors. These recommendatsons have important impli-
cations for curriculum development and training of junior doctors
to improve their capacity to care for deteriorating patients.

6. Conclusion

The factors influencing junior doctors” capacity to recognise,
respond and manage patient detetioration in an acute ward sett-
ings are complex This review indicates that there is substantial
room for improvement in junior doctors” capacity and confidence
for managing patient deterioration. Evidence suggests preparation
of junior doctors in the recogndtion and management of the deters-
orating patient is influenced by effective simulation education and
clinical experiential exposure over time. More accessible supervi-
sion for jumior doctors in aoute hospital wards is recommended o
avert error and delays in the appropriate escalation of care in the
deteriorating patient.

Anthor dedaration

All authors have made a substantial contribution to the concept,
design and drafting of the paper and approved the final version to
be published.

Mot applicable

Appendix A. Supplementary data

supplementary data associated with this article can be found,
in the online version, at http://dyx.doi.org/ 10,101 §'j.aucc. 2016.05
004,

References

1. Hodgetts T, Kenward C, Viachonikolis |, Payne 5, Castie N The identifcation of
risk Feotors Tor cardiac armest and formuilation of activation oriteria o alert 2
medical emergency beam. Resuscitation 200254312531,

2. ScheinR, Haday N, Pena M. Clinkcal antecedents bo in-hospital cardiopulmaon ary

arvesis. Chexd 1990;58: 138800

. Buist M, Bemard 5 Mgyen T, Moore G, Anderson | Assodation befwesn
dinically abnommal cbservations and subsequent in-hospital moriality: a
prospective study. Renrsciiation 200408202 137-41.

4. Hodgetis T, Kemward G, Viackonikols L Incidence, kacation and reasons for
avoidabie in-hospital crdiac armest in 2 district general hospital. Resesiiotion
200511513,

. Mo(uillan F, Pilkington 5, Allan A, Taylor B, Short A, Morgan G, e al. Confl-
dential ingquiry inbo qualiy of care before: admission o intensive care. Br Med )
TEEINETI48]1853-8.

B. Bededl 5, Deite O, Lesman [, Delanom T. Incidence and characteristios of pre-
veniabie |atrogenic cardiac amests. | A Med Azsec 1990 652112815 20,

. Buist M, Jarmolcwski E, Burton P. Recognizing clinkal instability i hospital
patients before cardlac et or ned admizsion o intensive care. & pilot
study in 3 ierfiary-care hospital Med | At 10090171225,

B. Cokdhill [y, White S, Sumner A Physiological values and procedures in the 24h
befiore WO admission from the ward. Amaesifiesio 1ESCSB)C520- 34

18 ﬂ.l.Lﬂ.TiJll'iCn:!TrnﬂLﬂh:m on Safety and (uality in Heﬂth Care [ACSCHIC) Madionod

cil forrec : b clinfion!
Mwwms:.m HEW: ACS0HC; 2010

10. Australiam Commisskon on Safety and Quality imHealth Care (ACSQHIC) Nadiono!

sty and qualily health service stonsherds. September. Sydney, HEW: ACSQHC:

w

2NME

11. Hational Confidential Enquiry inbo Fatient Oetrome and Death. s acube prab-
lem?- 005 [cibed 216 16th Jan] Avallable from: hitp: s ncepod.org. okl
2005ceport ind e hitml,

12. Buist M, Moore G, Eemand 5, Waxmam B, Anderson |, Bauyen T. Effects of a med]-
cal emergency team onreductionof Incidence of and mortality from unexpecisd
cardiac arests inhospiEals preliminary study. Br Med | 20002 3247334138700

13. Lee A, Bishop C, Hillman K, Daffurn K. The medical emergency =am Anasnih
Intensive Core 19523 153-6.

M. jones D, DeVilm M, Bellomo B Rapid-response teams. N Engl | Med
2011 3ES 213045

15. Caleavacra F, Licari E, Tee A&, Egl M, Downey &, Quach |, et al. The impact of Rapid
Response System on delaysd emergency team activation patient characteristics
and outoomes—a Follow-up study. Resusciiefisn 200 08N 11:31-5

16. Bellomo R, Cokdsmith O, Lichino 5, Buckmaster |, Hart ©, Opdam H, ef al. &
prospective befone-and-afier trial of 3 medical emergency beam. Med | Aust
2003 1T79C2E3-T.

T7. Deita M, Bellomo B, Hillman K, Kelum |, Robondi A, Teres D et 3l Findings:
of Ehe Mrst onsensus conference on medical emeTgency teams. Orik Cone Med
200534 D) 3463 -TE.

18. Sandroni C, Cawallano F. Faillure of the afferent limb: 2 persistent probéem inrapid
nesponse systems. Rensritoifon 201 1:857 rT90-B.

19 G ith of Single system wilh four response

oservmtion and respomse charts: 2012 [died 2016 June 1] Avail-

able froam: hitp:) fweowsafetyandiquality. go.auw) wp-comtent] nploads 20 10 01)

R4-April- 3002 pdf.

Ddell M, Victor C, Diiver 0. Nurses” role in detecting deterioration in ward

patients: sysematic lit=ratures review. | Adv ur T000:65] 107: 1092 3005

Didedl M. DitertSon and manage ment of the deteriorating ward paient: an eval-

uation of nursing practice. | Clie Murs 2014;24:173-E2

CioM ). Nurses” experiences of making decisions bo call smergency asistance tn

their patients. | Adv Nars 20003N 1108-14.

Bagshaw 5, Mondor E, Scouien © Monigomery C, Slater-Maclean |, Jones Oy

et al. & survey of morses” beliefs abowt the medical beam systemiin a

Canadian tertiany hespital. Am ) Ori Core 2000 150117453,

Rotella | Yo W, Ferguson |, Jones [L Factors influencing escalabion of care by

junior medicl oMoers. Anarsth sienche Core 2004 4XETTER-0

Mackininsh M, Sandall | Overcoming gendersd and professional hisrarchies in

onder o facilitate escalafion of care in em: situations: the role of stan-

dardisesd communication profoools. Soc 5o Med 2010719 1883-6

26, Shearer B, Marshall 5, Buist M, Annigan M, Kibo 5, Hore T, et 2l ‘What sops
hospital clinical staff from following prodocols? An analysis of Bhe incdence and
Taciors behind Ehe fillure of bedside dinical staff Eo actvate the rapid response
system in 2 mult-campus Awsirallan metropolitan bealthcare service. Br Med )
Q] S D12 FN[T5ED-T5.

XI. Hershey C, Fisher L Why ouficome of cardiopulmonary resusciaiion in general
wards ks poor. Lancet TOEE:1:31-4

28. Wilson R, Runciman W, Clbberd B, Harrison B, Bewty L, Hamilion | The quality
In Australian health cre sindy. Med | fesi 1005 16835458-T1.

BHHH

B R

25



Adele Callaghan Thesis

A Callaghan et of { Austrobion Critical Gere 30 (209 7) 197-209 |

E Eelly C Larwill 5 Hamley L, Sandfiord ML Fallure bo Escalaie: what siops
Junior dodors asking for help when they nesd 7 Asio Pac | Henkh Mansg
20 4:8{1:3845.

30 Tee A, Calravacca F, Licari E, Coldsmilth [, Bzllomo B Bench-in-bedsids review:

Ehe MET syndrome—the of reszarching and adopling medical emer-
gency teame Orit Core 3008127113205,

31, W R, Knafl K The inbeg rewiEws uf .
2005:5% 5):545-53.

Ik Whittemore B Combining evidence in norsing  research. Muwrs  Res
2005:541)1:55-61

33 Critical Ehkills [{*

FF SHTE programme:
nﬂm:"rﬂm“w"m ID:I-I||:HI15'IEEII.I,|:
Avalable from: Availabie fromm: hibp:]]

34 MCathain &, Murphy E, Nicholl | The quality of mixed me thods: studies inhealth
services researchy | Health Sery Res Folicy 3008132028

35 Thomas |, Harden A for the of qualitative research
mmmmmfuhwmﬂumn

35 Murel C, Lyon P, Field M, Eamsley L, Hibbert E Parise A Cindcal skdlls in
early posigraduate medical rainess: patierns of acquisition of confidence and
EXperince among dociors in 3 university Eeaching hospital Med Educ
200034 12 1013-5

IT. Rl [, Pearson 5, Sanson-Fisher B, Ringland C, Bayley &, Hart A, et al. Which
common dinkcal condibions al alble by raad-
uation? A perspective from Australian interns. Med Teach 3002: 24011 16-22.

3% Smith C, Poplett B Kn of aspects of acute care in irzinee doctors. Posi-
rod Med | 2002781203351

. Wu A, Folkman 5 McPhee 5, Lo B. Do house officers leami from itheir

SO [lling | Momrow G, Roffrevell nee Kergon C, Burford B, Baldaul B, Davies C etal
Percephions of UK medical graduates' of practice: a multi-centre
qualitative shudy reflecting the importance ol learning on the job. B CMed Edur
H0013:13:34.

Bl Hannon F. A nationall medical educafion needs” assessment of inberms and
the development of an infen education and iraining programme. Med Educ
DOO0-B4[4 ) IT5- B4

BL Faice E Ruifer H, Wetherell M, Winder B, Mchanus L Siressful incidenis,
stress and coping sirafegies in the pre-regisirafion howse officer year. Med Edur
DO 36 1) 56-65.

BL Wall [0, Eishaw A, Carolan |. From under

B medical [
pre-regisirafion house officer year: how prepared are students? Mad Teack
D006 {5 | 435-9.

B3 Berridge E, Fresth I, Sharpe |, Roberis C Bridging the gap: supporiing the
transition from medicl student io pracising doctor—a iwo-week preparaBon
programme after graduation. Med Teoch 2007 3502-3]:110-27.

BA. Endacolt R, Kidd T, Chateyer W, Edington J. and ¢
of patient deterioration in 2 regk a muli
e H0OT ;24 3] 100-5.

B5. mmnmnhﬁinm}uzuummm

ko begin practice? a comg
mnruqu-tmnluplm

BE. Tallentire ¥, Smith 5, Wiykde CAre il gr Tace the
of Foundation training? Postgrad Med ] 200 1:87] 10315005
B7. Carr 5 Celenza T, Lake R Descripbive analysks of junior docor assessment in the

mmpr Med Teack 2074:36(11)-983-00.

shucdy. Aust Crik

Qi SafHenlth Gore 20031 X 3321-6
40 Featherstone P, Smith &, Linnel 8, E.Eln:ls.l:hgmd'lf |I1'|)I|t€fll:l'l'\-dl:l

5!.. mm:mmltylnk‘mlﬂmﬂmm
L ¥ Tor dinical deterioration. In:
ml:edlln.' D‘ll”mpq)u’ﬂ:l‘d‘l!‘ﬂi{!udrr]’ HEW: ACSOHIC: 2014

Inker-professional course (ALERT™ } on
patients Remscitotion 200565 3-320- 35
4. mmmamam,um;pncntmmum
nities for Australian prevocational hospital doctors: exposure, perceived quality
and desired mathods of laaming. Med |4 st 3006 1842435400,
2 Logan-Collins |, Bames &, Huezo K, Prits T. Managsment of common post-
are July interns ready for prime Hme? | Swryg Educ
20086564530,

4. Antonolf M, Shelstad R Schmite C Chipman | DCunha | A newel critical
siills curriculum for sorgical intems incorparating smulation training improves
readiness for acute inpatient care. | Surg Edur 2000665774854

44 Sheichber | Mewal, Fitepatrick M, Everstt-Thomas B, Sankn |, Bimbach D Crealing:
3 oomman safety denominator: the Interme” course. | Grodl Msd Edur
00T 123260-TL

45 Fermander C, Le= P, Page O, FAmowr E Waik B, Seymour W Implemen-
Eafiom of full patient simulafion training in swrgicl residency. | Swy Educ
20 LET B 3050

45 Folkesiad L, Erabrand M, Hallas P. Supervision of junior doctors and allocation
of work tasks regarding admibsions and further Ereatment of acole admitted
patients. Ugeskr Losger 301 0; T72{22): 16525,

47. Coldacre M, Taylor K, Lambert T. Views of junior doctors about whether Bheir
medical school itherm veell for weork: questionnaine surveys. B Med
Edue 2070:181c1-0

4 Cordon |, Alexander E, Lockley 5, Aynn-Evans E, Wenkatan &, Landrigan C, et al.
Does simukainr-tased dinical coerelate with actual hospital be har-
Ior? The effect of extended work hours on patient care provided by medical
Inkerns. A cod Med 2008510015838,

48 Bleakiey A Erennan N. Does ‘curmionkom: make 3 difference
o readiness o praciice a5 2 junior dochor? Mied Teoch 2011366 r450-67.

Eraining at onset of Intermship, | Sarg Fdue 201258022428

51 Meliorrovw G, H,Burford B, L, Spenccer], Peile E etal Preparedness
Bor practice: the perreptions of medical graduates and clinkzal Eeams. Med Teach
20 2:3427:133-35.

5 Tallzntire ¥V, Smith %, Skinner |, Cameron H. Exploring ermor in tzam-based acute
care scenarics: an observational stedy from the United Kingoom. Aood Med
20N Z:ENETI2-8.

53 Creen B, Curry M. Simuiation iraining improves clinical kmowisdge of

haemeorrhage management in foundation year doctors. Trangos Med
20 4:24(B)-I79- B4,

5S4 Lempp H, Seabrook M, Cochrane M, R2e | The transition from medical student

tn doctor: perceptions of final year shudents and house officers

relabed in sxperted lsarning sotromes bat ) Clin Froct 2006-59(3: 324 9.
S5 Mational Fatient Safsty & gency. Recogmising and responding apr opriately s early
patients. London, UK: NHS: Mational Fatinet

signs of deteriorotion in Aosptil
: 2007.

Safety Agency:

56 Eroll L, Singlebon A, Collier |, Rees jones L Leaming not o bke it seriously: junior
docters' acrounts of srror. M ed Edur 2008;42{ 10 TOE2- 0

S7. Carling |. Are grasuate dactors prepared to manage acutely el
patieni=? ClinTenck 201021025

S Tallentire V, Smith S, Skinner |, Cameron H. the betaviour
of newly qualfisd Soctors in acute care contexts Med Edue 2001457100
0951005,

B I ofa L ! I:I:HEL:‘:I.EI Ji':l' Il.l:tm-':.
n'qﬂu-mta.ﬂm smmlabion-based ‘courss for surgica =

A Colt Surgr 2000: 2093 Suppl r5 108

T P&ﬂ!lllw.'l.lhﬂ' K, Smon K, Agrareal B, Andreatta P. Nontechnical skills: an
Inacourate and unheiphul d2scripbor? SmulHealthe 2011:6{1):2-3.

TL Knesbone B, Mests| [0, Wlemﬂmﬂlﬂlm
procedural sidlls in monkext sxploring the fzsiblity of an
Performance instrument [IPATL Med Edue 200580011 E1105-14

TL Knesbone B, Mestel O, Vincent C, Dacei &

learning procedural skills. M ed Edur 2007 :41{8):B08-14.

71 mzmzmmﬂwmmm:m

dnctor-dsl ivered bedside supsrvision program. Teach Lsasrn Mad
K]IE:’E'[-I.H-IT-II

T4 McEavanagh P, Enchan M, Savage M, MoCuskey D, McKsown P. Evaluation of 2
final year work-shadowing a Libsier Med ) 20012:81{Z)cE3-B.

T5. Brennan M, Corrigan O, Allard ), Archer |, Barnes R, Bleakley A, o£ al. The transi-
tion froom mesdical student bo junior docior: Enday's experiences of Tomomow's
Diociors. SMead Edne 300004405 044058

TE Campbedl [y, Shepherd I, MoCrall B, Kass=ll L, Connolly M, Willams B, o al
Procedural skills practice and Eraining needs of dochors, norses, midwives and
paramesdics in rural Victoria, Adwv Med Edue Proct 3001580158304

T7. Brazil E, Mamamara & OConnor N, Bodiwala G Accident and
medicine—stll 2 wsefisl Exr J Emnerg Mo 3000 5{3)-244-T.

TB HarrisonC, Hillman K, Fulde C, Jamques T. The need for underpraduale sduc Son
In critical care. (Results of 2 guestionnaire bo year & mdﬂm

ofMew South 'Walss and omaCurric
‘Care). Anmesih Intemsive Core 1HECET 10538,

T Ausirallan bbedicl] Council A corediiafion. stondards for primeany medion! edncion
I anal i | of study and ome Australlan
Medicl Coundl Limied: 3012

B Walton M, Woodward H, Van Staalduinen 5, Lemer C, Greaves F, Hoble D, ef al.
The WHO currticolum guide for medicl schools. Qual Sy Heolth
Gwe B0 015 5):542-5

BL Teunissen P, Wesierman M. Junior doctors cought in the dash: the ransifion
Ir:lﬂhl‘ru? mﬂngm H!Eﬂrlml:lﬂlﬂtﬂ-?ﬂ.

B Kilminster 5, Zukas T. Freparedness i not encugh:
understanding transitions a5 u-malry imtensive lsaming perinds. Mad Etur
2007 45{ 10): T00E-15.

B3 Loo L, Puri M, Kim O, Kaveayel A, Baz 5, Hagstad 0. "Fage Me IF You Nead M=
e hidden curriculum of attending-reskdent communication. | Crod Med Edur
0N 4IT40-5

B4 Chrimes M, Harrison | The COAT & Review Appraach: haw oy econfse and manoge
el patients. Smashwords Edition: 2003,

BS. Raudouin 5, Evans T. Improving cutcomes for seversly il medical patients. (g
Mad I0Z: A2 -02 -4,

BE. Singh H, Thomas E, Petersen L Shuddert [ Medical erors imodving trainesss:
a study of cleed malpractice dabmes from 5 insurers. Arch Intem Mad
2007 163 19 2030- 6.

HT. Wikszn R, Harrizon B, Cibberd B, Hamilion | An analysis of the caoses of
averse events from the Quality in Ausiralian Health Care Study. Maf | Aot
T TS 411-5

BE. Schneider I Stratigies for conducting acritical review. In: Schneider 2, Elliott 0,
LaBiondn-Wiod ., Haber |, editors. Marsing research; method, oritionl opgraisal
ond wietineation. Sydney: Moshy; 2003,

= risk and simulation in

26



Adele Callaghan Thesis

Chapter 5: Interpretive interviews

5.1 Philosophical Perspective, Research Methodology and Methods

Research is one way of understanding an event and studying how things work; a process of
systematic inquiry in which data is collected, analysed and interpreted. How data is collected,
analysed, described and interpreted is influenced by the research question and the
paradigmatic view of the researcher (Weaver & Olson, 2006). Qualitative research is an
attempt to “understand, describe, predict or control an educational or psychological
phenomenon or to empower individuals in such contexts”(Mertens, 2005, p. 2) . Not only is
the process of acquiring knowledge deemed research it is also about the constructive learning
process (Rossman & Rallis, 2003). These two perspectives highlight the dual nature of this
research: it is a focus of inquiry that seeks to address the research questions that have been
posed; as well as a process of learning as experienced by myself as a researcher endeavouring
to make meaning of qualitative research. The purpose of this chapter is to describe the
methodology used, and to justify the methodology as the best approach to address the
research question. This chapter presents the methodology, methods and approach to

research design undertaken to address the research questions that underpinned this study.

Once qualitative research was perceived as unreliable, lacked focus and objectivity (Denzin &
Lincoln, 2011). Due to this position qualitative research was considered second rate to
guantitative research. Qualitative research is data is recognised as deep, rich and descriptive
depictions of research participants' interpretations, feelings and understandings in context
provided by a qualitative approach (J. W. Creswell, 2013; Denzin & Lincoln, 2011; M Patton,
2015; Schneider, 2003)

Rigour in qualitative research has been challenged, more often by positivists beliefs (Davies
& Dodd, 2002; Rolfe, 2006). However, many of the quantitative, positivistic requirements for

rigorous research are not applicable to qualitative research (Mertens, 2005).

Rigorous research is research that applies the appropriate research tools to meet the stated
research question and aims of the investigation. The data collection tools produce
information that is appropriate for the level of precision required in the analysis. The level of

rigour is also support by addressing s number of underpinning questions. Do the tools
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maximize the chance of identifying the full range of phenomenon of interest? To what degree
are the collection techniques likely to generate the appropriate level of detail needed for
addressing the research question(s)? To what degree do the tools maximize the chance of
producing data with discernible patterns? Once the data are collected, to what degree are
the analytic techniques likely to ensure the discovery of the full range of relevant and salient
themes and topics? To what degree do the analytic strategies maximize the potential for
finding relationships among themes and topics? What checks are in place to ensure that the
discovery of patterns and models is not superfluous? Finally, what standards of evidence are

required to ensure readers that results are supported by the data?

Whilst there are tensions regarding rigour in qualitative research (Porter, 2007; Rolfe, 2006),
there is agreement about the need for the researcher to make explicit their considered
approach to research design in order for the reader to determine the methodological

credibility of the research. The approach to interviews for this thesis is provided in table 1.

Table 1: Overview of the research framework for interviews

Research design Framework Research design for phase one research
Epistemology Social constructionism
Theoretical perspective Interpretivist
Methodology Qualitative
Research method Semi structured interviews (nurses & junior
doctors)
Research analysis Thematic Analysis

5.2 Method: Interviews
Fundamental to qualitative research is maintaining a balance of voice between the
perspective of research participants and the perspective of the researcher in order to
truthfully represent the thoughts, perceptions and feelings of the research participants

(Denzin & Lincoln, 2011).
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Semi structured interviews using open ended questioning were conducted, audio taped and
transcribed verbatim by the researcher (Teddie & Tashakkori, 2009). Patton (2002) described
open ended interviews as those that “force respondents to fit their knowledge, experiences
and their feelings into categories” (p. 348). Whilst the researcher had no intention of ‘forcing’
the participants, using semi structured interview guide provides guidance for both the
researcher and the participant. Interview process took between 30 to 60 minutes. The semi-
structured interview guide can be reviewed in appendix

The interviews with junior doctors and nurses were guided by the principles of the Active
Interview (Holstein & Gubrium, 1995). This approach to interviewing does not promote
passive respondents. The interview process is not simply a knowledge retrieval process from
the participants. The interview promotes the participant to construct knowledge (Kvale, 1996).
The interviewer acts as the constructive agent who influences the interview outcomes by
stimulating each participants’ experiences with deteriorating patients (Holstein & Gubrium,
1995)(Fontana, 2002 Holstein & Gubrium, 1997).

The semi structured interviews opened with asking junior doctors to describe their
experiences with deteriorating patients (unstable) in the role of a junior doctor. The interview
with registered nurses opened with “describe your experiences with deteriorating patients
(unstable) when working with the junior doctor (interns)”. Probing questions were included
to ask for elaboration, clarification and further detail. Some probing questions were pre-
planning in the interview schedule others arose from the context of the respondent narrative.
As the interviews progressed, alternative questions were included to elaborate on situations
or interpretations to prompt discussion and reflection. The interview design enabled the

participants’ to move beyond a description of experiences and enabled them to construct
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both the content and form of the interview-generated conversations (Holstein & Gubrium,
1995).

When researchers undertake semi-structured interviews, they generally expect the
interviewee to provide an account of their experiences. This can take form of a series of facts,
descriptions of an event or experience or an evaluation of how the experience went or even
deeper self-reflection on what the experience meant to that person. Any component of these
can make up the interview and this makes each interview unique to that person’s experience
(Wiles, Rosenberg, & Kearns, 2005). Therefore, the lens of each junior doctor and each
nurse’s interview construction communicated different layers and interpretation of their
experience with deteriorating patient, junior doctor and acute ward nurses in rural hospital
wards.

The interview provides the researcher with aural and oral construction of the health
professional’s experiences with deteriorating patients. The researcher then turns this into
visual text. The researcher then needs to decide what elements of the interview are
important and how to record and interpret them. The researcher had the advantage of her
own construction of the interview experience with each health professional to refer to when
analysing the data. The convergence of the code and retrieve from of analysis and computer
assisted data analysis systems positions the research in the reliance on code and retrieve
techniques that loose the many layers of the meaning embedded in the interview narrative.
Computer assisted programs that try to capture the polyvocality of the constructed
experience where different people are talking through the same text that allows for different
interpretations of its content and the plurality of the text exist and provide validation and

reliability to the analysis (Coffey, Holbrook, & Atkinson, 1996). However, the reliance on the
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code and retrieve process does not capture the many layers of the meaning in the interview
dialogue.

Ensuring quality in thematic analysis is difficult. The researcher must ensure they are
transparent in the analysis of the view of the subjects experiences (Riessman, 1993).

Validity is the measure of quality and is the process that confirms the reconstruction of the
meaning in the text that is then understood and reinterpreted theoretically by the researcher
The researcher avoided turning the interview into a therapeutic situation by using the semi
structured interview guide. The researcher introduced the interview process with a briefing
in which the interviewer defined the situation for the participant by briefly describing the
purpose of the interview, the use of the tape recorder and asking the participant if they have
any questions before starting the interview (Kvale, 1996). The interviews emphasised
exploration, description and interpretation. The researcher sort to obtain description of the

phenomenon and attempt to clarify and interpret with each participant.

5.2.1 Participants

Ethics approval (appendix 1) was obtained to interview six junior doctors and six registered
nurses from acute care wards from two regional hospitals. A total of twelve interns and twelve

registered nurses from acute care wards participated.

5.2.1.1 Junior doctor definition

Junior doctors in this study are graduate entry doctors; interns; first year internal medicine
doctors; internship programme doctors (AMA, 2007; Ben-David, Snadden, & Hesketh, 2004).

In Australia all graduate entry doctors must complete a certified pre-registration program in
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an accredited hospitals in order to gain registration at the end of the year(AMA, 2007; Ben-

David et al., 2004).

Junior doctors who have completed an acute care ward rotation in their intern year and
registered nurses working with junior doctors on acute regional wards were included in this

study.

The following hospital settings are excluded to ensure consistency of focus on acute ward

settings:

1. Psychiatric

2. Paediatric

3. Aged care or rehabilitation
4. Obstetrics

5. Intensive care

6. Emergency department

Interpretive phase one of study:

Leonard (1994) described the interpretive process as circular and moves back and forth to
follow an authentic and deeper analysis. Depicting the person in a situation enables
presentation of meaning and context. Interpretation seeks to develop explanations and
understanding based on their experience and constructed understanding. The researcher
approaches the phenomenon with a point of view or pre-understanding which orientates us
towards the experience in a particular way. As the researcher, my pre-understanding and

background in teaching final year medical students patient safety and care of the critically ill
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patient will provide me with the ability to ask appropriate questions, enable analysis of

themes and provide insights into the interpretive phase of this study.

Purposive sampling was utilised following ethics approval from two regional hospitals in two
different states of Australia. The number of participants required is relational to the data
collected. Data collection continued until the researcher was assured that data saturation and
redundancy had been achieved. Data saturation and information redundancy is achieved
when no new themes or essences emerge from the participants or the data generation
continues to repeat itself (Streubert & Carpenter, 1999). Mertens (1998) recommends that
the number or size of the sample be governed by repetition of themes and sub-themes
instead of extending themes. She recommends that approximately six participants be chosen

for aninterpretive study.

5.2.2 Data Analysis
Thematic analysis is a qualitative method for identifying, analysing and reporting patterns
(themes) within data. It organises and describes a data set in rich detail. It also interprets
various aspects of the research topic. There are many different ways thematic analysis can be

applied.

“Following the interviews the researcher listen to the tape, check that the interview
could be understood and verify the need for a follow-up interview” (V Braun & V. Clarke,

2006, p. 79).

To ensure accuracy, interviews were transcribed verbatim. The researcher listened to the
tapes while reading the transcripts for accuracy. Participants were asked to review the
transcripts to check the data as recognised to be true by those who had the experience. This
ensured that the researcher didn’t manipulate the material. All transcriptions ware de-
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identified and stored in a password protected computer. Thematic analysis was utilised to
extrapolate the themes from each interview (Welsh, 2002). Thematic analysis is a manual
analysis of transcriptions in order to identify themes that emerge. It is a process of identifying
the themes and re-reading the data. In order to recognise a pattern in the data, where the
merging themes become the categories for analysis (Rice & Ezzy, 1999). To obtain an overall

sense of the data collected the entire text was read through (Tesch, 1990).

Themes derived from the data set were developed using an inductive approach (V Braun & V.

Clarke, 2006).

A short list of codes that match a text segment were developed. The expansion of categories

was then reviewed and re-reviewed.

Content analysis occurs when codes are identified and grouped into categories. Initial codes
and categories were independently verified by the principal investigator using a thematic
analysis strategy. Data was coded and analysed inductively from the bottom up. Using the

raw data line by line analysis.

“Pure induction is never possible, because our standpoints and ontological, epistemological
and theoretical frameworks always shape how we read and interpret data, but we can aim to
ground our analytical observations in the data rather than in prior theory.” (V Braun & V.

Clarke, 2006, p. 97).

A four step process of thematic data analysis will occur: immersion, coding, categorising and
generation of themes (Green et al., 2007).
e Researcher transcribing interviews

e Rereading through transcriptions
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e Data Matrix from semi structure interview was developed.

e Line by line analysis process applied to the transcriptions and inserted into the data

Matrix.

Having well defined study question and aims was important to ensure that the analysis

process remained consistent. The semi- structured questions provided a framework to

consolidate data extracts. The data extracts could then provide a cluster of responses from

each participant’s but also as a group of junior doctors, a group of registered nurses and them

a comparison of responses between professional groups. This comparative analysis (Polit &

Beck, 2010) clusters the similarities and parallels the differences of participant responses as

a group of junior doctors, registered nurses and a combined group of health professionals.

This assisted with the development of overarching themes and subthemes.

Themes and concepts were embedded throughout the participant interview
transcriptions. While the emergent themes were evident the active role of the research
played an important part in identifying patterns, selecting the data extracts that were
aligned with the research question and aim and then reporting them (Taylor & Ussher,
2001). Emerging themes were not t those that ‘resided’ in the data they were socially
constructed in the dialect of the interview, the researchers thought constructions of the
data and then creation of the links to understand and interpret them (Ely, Vinz, Downing,

& Anzul, 1997: 205-6).

The theoretical framework is important to complement method and what the researcher
is exploring in order to acknowledge how decisions have been made. Thematic analysis
utilised a realist method in this research. The researcher acknowledged that each

participant made meaning from their experience and their environment and social
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interaction impinged on their meanings and interpretation of the experience. The social
constructionist theoretic framework brings a number of assumptions about the nature of

the data, what the data represents in terms of reality. The transparency of the theoretical
framework utilised to analysis the data must be made transparent (V Braun & V Clarke,
2006).

Rigorous analysis of interview data is integral to the production of high-quality interpretive
research (Green et al., 2007). This study provides an explicit account of how themes are linked

to data and theory in order to produce valuable evidence.

5.3 Conceptual Framework

Epistemology refers to the nature of knowledge, or "a certain way of understanding what it
means to know" (Crotty, 1998, p. 10). Making explicit the epistemological stance of research
clarifies the focus and perspective of inquiry. The theoretical perspective of Wenger's (1998a)
CoP clearly focuses on a sociocultural view of learning. Lave and Wenger (1991) positioned
legitimate peripheral participation as a social constructivist perspective of learning. The
epistemological stance of social constructivism represents knowledge as socially constructed
by those actively engaging in activities where knowledge exists (Crotty, 1998; Mertens, 2005).
From this standpoint, knowledge construction is an individual process of inventing "concepts,
models and schemes to make sense of experience" (Schwandt, 2000, p. 197). However, rather
than adopting an epistemological stance of social constructivism, this research reflected a

social constructionist perspective of inquiry.

Social Constructionism is the chosen conceptual framework applicable to the study. Social
constructionism differs from positivistic empirical perspectives. Social constructionism

attempts to make sense of the social world. Individuals create and construct knowledge as
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they engage with the world. Social constructionism views knowledge as constructed and
negotiated through interactions (Andrews, 2012; Michael Crotty, 1998b). Positivists position
knowledge as an objective reality; which assumes cause and effect in order to create

knowledge which is value free (Bunniss & Kelly, 2010) .

As Crotty (Michael Crotty, 1998a) explains ... “Constructionism is the view that all knowledge
and therefore all meaningful reality as such, is contingent upon human practices, being
constructed in and out of interaction between human beings and their world, and developed

and transmitted within an essentially social context” (p. 42).

Therefore, individuals can create and construct meanings and interpretations as they engage
with the world (Michael Crotty, 1998a). It is the interaction between human beings, objects,
concepts, context and cultures that constructs and shapes their interpretation of their world,
and is developed and infused within a social context (Michael Crotty, 1998b). Social exchange
and language is viewed as constructive and the linguistic expression and reference can shift
from context to context, it is socially constructed and does not represent one reality (Stead,
2004). Whereas, constructivism focuses on meaning making through individual cognitive
processes; (Young & Collin, 2004) Social constructionism's concepts originate from social
relationships and emphasises discourse (language) which is contextually embedded (Stead,
2004; Young & Collin, 2004). Knowledge is sustained by social processes and knowledge and

social action go together (Young & Collin, 2004).

Social constructionism is closely related to, but distinct from social constructivism. Social
constructionism, like social constructivism, also perceives knowledge as a continual, social
process of testing and modifying existing knowledge when confronted with new experiences.

Ackermann (2001) and Crotty (1998) contend that social constructivism represents learning
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as an individual process, focussing on active meaning-making that occurs in the individual
mind as a result of the individual's interactions within a group (Ackermann, 2001; Crotty,
1998). In contrast, social constructionists’ position learning and interpretation as a process of
collective generation and transmission of meaning created through the social interactions

from a group (Crotty, 1998; Schwandt, 2000).

An important distinction in relation to this research study, is the emphasis social
constructionism places on learning as engagement with a particular culture, and the authentic
characteristic of that culture (Ackermann, 2001). As Crotty (1998) explained "social
constructionism emphasizes the hold that our culture has on us: it shapes the way in which
we see things (even the way we feel things!) and gives us a quite definite view of the world"
(p. 58). Further, social constructionists are interested in issues of power that result from the
interplay between cultures and representations of power, as contestations of legitimacy of
knowing and of knowledge (Burr, 2003). Such concerns are of significant interest to this
research study in terms of exploring the legitimacy of knowing and of knowledge through
processes of social negotiation of participation, learning and identity construction where

culture, academic and workplace knowledge and practices intersect.

Crotty (1998) contends that the concepts of epistemology and ontology are mutually
dependent and difficult to distinguish conceptually when discussing research, as: "to talk
about the construction of meaning [epistemology] is to talk of the construction of a
meaningful reality [ontology]" (Crotty, 1998, p. 10). Therefore, whilst supporting that the
assumptions that underpin all qualitative research are both epistemological and ontological,

for reasons of clarity, Crotty (1998) omits ontology from his four elements of research design.

The social constructionist research agenda:
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The social constructionist research agenda aims at listening to participants every day and
meaningful aspects of their social world. The researcher explicitly orientates themselves to
the interaction and discourse of the participant’s construction of social reality. The researcher
appreciates the naturalist’s aspect of the description of what is going on with the emphasis
of how these events exist in the realities of the participants’ everyday lives. The participant
social world is treated as a subjective perception and focus on the practical activities in which
the participants are continually engaged to construct manage and make sense of their social
world. The most important aspect of constructionism is its emphasis on the constructive
process of knowledge in particular contexts. The constructionist peruses the content of the
“what” of reality and the “how” of the participant’s reality and its representation. P. 25-26

(Silverman, 2014).

The following dot points identify why the social constructionist approach is appropriate for

this research:

e The 2™ stage of the project is using an interpretive approach exploring (using
interviews) the human experiences and interaction in a social context of junior doctors
recognising and responding to patient deterioration.

e Junior doctors’ social context is situated in an interdisciplinary (acute ward setting)
which they construct meaning by interacting with ward staff and patients who are ill.

e Junior doctors’ meaning and knowledge of their experiences is constructed, not only
through the social process of working in an acute ward setting will critically ill patients,
but also through the narrative of their experiences transmitted within an interpretive

interview setting.

Why include registered nurses and apply social constructionism as a conceptual framework?
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e Knowledge translation of the interactions between people (nurses, doctors and
patients) during which shared versions of knowledge are constructed. The production
of shared knowledge is not only of objective observations but of the social processes
and interaction in which the junior doctors and nurses engage in (Burr, 2015; Michael
Crotty, 1998a).

e Constructionism brings objectivity and subjectivity together; by their subjective
construction from their objective position. Thus the objective position and subjective
construction of registered nurses interacting with junior doctors in this context
provides insight from nurses’ perspectives.

e Knowledge is viewed a by-product of relationships not only of individual minds alone

(not only cognitive)(Gergen, 2001)

Junior doctor perceptions of their preparedness for practice in the management of acutely il
patients are suboptimal (Goldacre, Taylor, & Lambert, 2010). Junior doctors called to review
patients due to a change in their clinical status have identified that their confidence and
application of appropriate skills improves over time (Bleakley & Brennan, 2011; Marel et al.,
2000) . This process occurs through situated learning and the construction of professional
knowledge applied in the clinical workplace. These doctors are situated in a community of

practice that is influenced by culture and context (Burr, 2015; Michael Crotty, 1998a).

Situated learning involves learning through activities which are goal directed (e.g. to assess
the patients airway) in authentic environments (in a clinical wards environment) (Stephen,
1994). The intention is to apply health professional knowledge (knowledge learnt in university)
to the workplace (clinical hospital ward and patient). The original source of the learnt

knowledge is transferred to different circumstances that are different to the original source.
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Therefore, the learner connects the circumstances of knowledge acquisition to the
construction of knowledge in the authentic environment through social interaction and

activity (Stephen, 1994).

Junior doctors engage in situated learning when reviewing unwell patients because they
perform tasks and solve problems in an environment which requires various intended uses of
their knowledge (Brown, Collins, & Duguid, 1989) . The deteriorating patients and
management requires domain specific knowledge in complex thinking, social based learning
and cognition by the junior doctor. Finally, the junior doctor is required to apply their

embedded knowledge to the authentic situation (Brown et al., 1989).

Junior doctors can construct different meanings and ways of proceeding when managing
critically ill patients (Michael Crotty, 1998a). Junior doctors are situated in an interdisciplinary
environment that has social and contextual elements that influence workplace-based learning
and professional practice. Knowledge translation of the interactions between junior doctors
and other health professional informs clinical decision making in context (Burr, 2015; Michael

Crotty, 1998a).
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5.4 Interview results

The capacity of the junior doctor to recognise, respond and manage the deteriorating patient
was explored in the semi structured interview with interns from two regional hospitals in two

different Australian states.

Interviews were completed with 12 junior doctors and 12 Registered Nurses from acute wards.
Using a reading frame, Adele completed initial note—taking for all interviews. One transcript
(appendix 2) and notes (appendix 3) are provided as evidence of the candidate’s approach,
along with a sample of tabulated quotes for all interviews, although only a sample of the first

three interviews is provided here (appendix 4).

Objective: Describe the experiences of junior doctors in the recognition and management of

the deteriorating patient in the regional acute context.

Overarching question: What are the experiences of junior doctors in the recognition and

management of the deteriorating patient in the regional acute context?

Interview question

Please describe your experiences with deteriorating patients (unstable) in the role of a junior
doctor: please include patient experiences that have progressed to MET calls, cardiac arrests,

unplanned transfer to ICU and/or patient unexpected deaths.

Probing questions:

a) What type of calls from the nurses do you receive?
b) What clinical skills did you use in these situations?
c¢) Do you call the MET call in these circumstances? Why?

d) How was the situation resolved?

42



Chapter 6: Modified Nominal Group Technique

The nominal group technique is frequently referred to as a consensus method (Delbecq, Van
de Ven et al. 1975, Horton 1980, Sink 1983, Fink, Kosecoff et al. 1984, Jones and Hunter 1995).
The Delphi technique is another consensus method commonly adopted in health research
(Williams and Webb 1994, Kelly, Moher et al. 2016). These methods largely draw from
guantitative estimates through qualitative approaches. Their purpose focus on situations
where individual judgments need to be collated and merged to arrive at decisions which
cannot be designed by one person effectively. These methods advocate for problem solving
and idea generating which routine meetings do not effectively achieve (Delbecq and Van de

Ven 1971, Delbecq, Van de Ven et al. 1975, Fink, Kosecoff et al. 1984).

The aim of the aim of these methods is to determine to what extent ‘experts’ agree on a
particular issue. Decision making in groups or committees are commonly governed by an
individual or parties representing vested interests. They are often inefficient at group
decision making and are time consuming. Group meetings made up of different professions,
having different views and agendas often experience conflict and commonly one group can
dominate over others with more members or power inequities. Discussion can become
repetitive or redundant if not facilitated in a structured sequence and time can be wasted due
to members talking around a subject rather (protracted) than coming to a solution. Often
solutions are reached through dominance rather than a balanced review of the whole group’s

decision (Van de Ven and Delbeco 1971, Horton 1980).

The NGT was originally developed in the 1960’s in aerospace, environment and industrial

areas for group analysis, investigation, evaluation and decision making (Butterfield 1988). The
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initial authors, Van de Ven & Delbecq (1972, 1975) identified that the process could be applied
in other setting such as education, health care and policy (Allen, Dyas et al. 2004, Castiglioni,
Shewchuk et al. 2008, Lossius, Kriiger et al. 2013, Foth, Efstathiou et al. 2016). The technique
has been found to be beneficial in identifying and problem solving research questions,
training and assessment needs, programme evaluation and structuring meeting and
conferences (Butterfield 1988, Touchie, De Champlain et al. 2014, McConnell-Henry, Cooper

et al. 2015).

The NGT has been utilised to develop guidelines in the health care sector, identification of
research priorities and educational interventions (Waddell and Stephens 2000, Potter,

Gordon et al. 2004, Castiglioni, Shewchuk et al. 2008, McMillan, Kelly et al. 2014).

The Nominal Group Technique (NGT) is designed to facilitate collaborative and democratic

decision making (Delbecq and Van de Ven 1971). The classic NGT consists of six steps:

1. Individual generation of ideas.

2. Recording of all participants’ ideas (in a round-robin format).

3. Group discussion of all generated ideas (to organize the list and remove duplications).

4. Preliminary vote to select the most important ideas.

5. Group discussion of the vote outcomes (including additions and further merging of
overlaps).

6. Final voting on the priority of items.
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6.1 NGT process

The role of the group members is to build consensus as to the content and presentation of
what skills junior doctors need to recognise, respond and manage deteriorating patients in
the afferent limb. The aim of this process is to inform education, industry and policy makers
what junior doctors as health care practitioners require in the workplace. There are a number
of approaches to facilitating a NGT. The process is highly structured and requires stringent
adherence to rules. The aim of this technique enables all members to voice their opinions and

views, while enabling a consensus on a shared understanding of ideas.

The nominal group technique is an effective way of gathering and interpreting data about a
detailed and complex practice for junior doctors. It is a structured meeting which aims to
provide a structured procedure for obtaining qualitative information from a targeted group
who are also familiar with the problem area. The purpose is to generate ideas, discuss them
and then rank them in a controlled way by the guidance of the facilitator. The facilitator
controls the information gathering process, rather than leading the discussion enabling all
voices to be heard (Horton 1980, Gibson and Soanes 2000, Castiglioni, Shewchuk et al. 2008).

The nominal group technique adopted in this study was the following:

The process of the NGT is (Delbecq, Van de Ven et al. 1975, Butterfield 1988):

1. Introduce nominal group process to the group

2. Silent generation of ideas by writing them down individually
3. Round robin listing the ideas without discussion or clarity

4. Discussion and clarification of ideas on a white board

5. Rank and order the idea silently

6. Submit the rankings to the facilitator
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7. Total rankings presented to group
8. Conclusion
However, there are many variants on the NGT when it is used in practice. The researcher

followed the NGT methods as ascribed by Delbecq, Van de Ven et al. (1975).

6.2 Advantages and disadvantages of NGT

The main advantage of the NGT over other strategies is the enhanced opportunity for all
participants to contribute ideas and to minimise the domination of the process by more
confident or outspoken individuals (Foth, Efstathiou et al. 2016) . Other advantages (Delbecq
and Van de Ven 1971, Van de Ven and Delbecq 1972, Nelson, Jayanthi et al. 2002, Foth,

Efstathiou et al. 2016) include:

e The generation of a greater number of ideas compared to other group practises.

e The generation of more creative ideas than other group processes.

e The efficiency of interpreting the results (as ideas are generated, voted on/ranked,
and evaluated at the session itself).

e Interfaces multiple disciplines

e Avoids semantics and produces rich data

e Participants can articulate their ideas more clearly due to the silent generation of ideas.

e Participants can gain a sense of accomplishment due to the results being presented at
the conclusion of the session.

e The process is not resource intensive for the facilitators or time consuming for
participants. The comparatively efficient use of time when compared to the Delphi
(NGT can have a single meeting whereas Delphi may require a number of cycles).

e There is less risk of participant attrition compared to the Delphi process.
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Disadvantages include:

e The limited number of topics and issues that can be covered (tend to be single-topic

sessions).

e The limitation of idea generation to the meeting itself (i.e., no opportunity for
participants to think about the issue in depth and generate additional ideas in their
own time). However, this was mitigated by the researcher by sending participant
information sheets prior to the session allowing participants to consider the topic and
guestion to be answered.

e The need for participants to feel comfortable with, and remain within, a very
structured group process.

e The lack of anonymity, which may limit participants’ willingness to express their views.

e The necessity for all members to be capable of, and comfortable with, expressing their
ideas in writing and then communicating them verbally to the group.

e The time commitment required from participants, and the necessity for them to
attend a specific location at a given time, which may limit participant numbers.

e The lack of generalisability of the results to the wider population due to the specific
characteristics of the participants (both in terms of who is nominated to attend, and
who agrees to participate).

e The limited nature of the data with regard to the number of respondents.

The researcher decided to use the NGT because due to its efficient use of time and the ability
to capture all participants in the room in one session. Compared to the more time consuming
process of the Delphi technique that requires a series of questionnaires where participants

need to respond to a broad question initially, then continue to respond to subsequent
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guestionnaires which are built upon the responses to the proceeding questionnaire. This
process ceases when “consensus” has been reached among participants. While the Delphi
process is anonymous and can accommodate a larger groups of participants than the NGT the
Delphi can experience a high attrition rates influencing validity and reliability of the final

results (Delbecq, Van de Ven et al. 1975, Kelly, Moher et al. 2016, McMillan, King et al. 2016).

6.3 Modified NGT Pilot
The candidate completed a pilot of the Nominal Group Techniques (NGT) in May 2015 at the

6™ International Clinical Skills Conference in Prato Italy.

The candidate presented a workshop 1.5 hours using a modified Nominal Group Technique
at the 6th International Clinical Skills Conference; Creativity and Diversity in Clinical Skills
Education and Research; Prato, Tuscany 17th-20th May 2015. Title - What are the skills
required for junior doctors’ when patients deteriorate in a regional hospital ward?
Appendix ... Provides the workshop method, intended audience, outcomes, number of
participants and back ground. Appendix ... Provides the lesson plan which was delivered at
the workshop by the candidate using a modified version of NGT. The exercise was an excellent
process regarding the use of NGT and what worked well and what didn’t. Representation at
the workshop was good, 8 participants; nurse (n-2) and specialist doctors (n-6) (international).
Management of the session was co-ordinated by the candidate, explanation of the process
and how it will work. Another academic assisted with scribing and time keeping to enable the
candidate to focus on discussions with participants. A PhD supervisor participated in the
workshop as well. The planning of the session was limited to 1.5 hours in total, therefore, it
was decided not to include the ranking phase of the technique. No ethics approval was

processed to present the list of skills identified by the international group of health
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practitioners who attended the workshop. Therefore, the results of the skills list cannot be
reported. The method did provide diverse amount of technical skills, communication skills,
knowledge, attitudes and situational awareness skills along with environmental process skills.
This highlighted the plethora of skills nominated by the group. The advantage of conducting
this technique in a conference was having a captured audience who attended due to interest
in the topic and provided the opportunity to clarify skills stated face to face. The pilot also
highlighted the potential risk planning a NGT and inviting very busy “time poor” experts from
a regional hospital was capturing the target audience at a convenient time for all. Lastly, the
candidate found that having practiced the technique in Prato and using the session plan

template would be a good guide for the NGT method when conducted in Australia.

6.4 The validity of NGT

The level of experience and expertise of the participants is believed to improve the validity of
the data generated not the number of participants (Potter, Gordon et al. 2004). While the
researcher cannot conclusively know whether any particular judgement is good at any one
time. The researcher can identify a method of arriving at judgments that will produce good
judgement than other methods. There is no absolute means for judging at the time whether
a decision is valid, and thus whether one particular method for producing consensus is better
than others. Therefore, the way the question is posed is important so that the researcher
does not influence judgments about appropriateness of the answers. It is possible that
judgements derived from general questions may differ from those originating from specific

guestions (Black, Murphy et al. 1999).

Braun and Clarke (2006) and Polit and Beck (2006) state that the validity and reliability of the

NGT findings can be enhanced through the comparison of the findings from similar studies.
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The authenticity of the participant in the group also provides validity to the NGT process. For
example, the researcher needs to describe who the participants are and what makes them

relevant to the topic in question.

6.5 Consensus

It is important to explore issues of consensus when referring to validity and reliability when
using this method. Consensus in NGT method does not mean that all participants agree with
all the ranked items. Consensus refers to the relative ranking and weighting of ranked items
by the participants. There are two types of consensus: strength of cumulative vote score and
number of votes per item. Prior to the study it was decided that the strength of the cumulative
vote score would determine the level of consensus (Sink 1983) . When consensus is achieved,
it can be argued that there is evidence of concurrent validity in that the experts themselves
have both identified and agreed upon the priority issues that need addressing. When
component skills of professional effectiveness are an objective of the research question, then
the use of consultative methods, such as NGT, improve the validity of the study (Caves 1998).
Cave (1998) claims that the skills identified have high face validity; meaning they appear to
be the most relevant to those working in the environment. Consensus supports evidence of
validity in that the experts themselves have both identified and agreed upon, the requisite

skills (Caves 1998).

6.6 Ethics

Ethics approval was granted to conduct the NGT at Monash Rural Health (appendix 5) and
invite academic leads, final year medical students completing their MBBS, registered nurses,
interns and consultant medical officers from Bendigo Health by the Monash University Human
Ethics Committee. Hansen (2006) notes a potential ethical problems with NGT is the fact that
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the researcher cannot guarantee the maintenance of confidentiality and anonymity of the
participants. The importance of confidentiality was emphasised in the consent form in which

participants agreed to protect the privacy of their fellow participants.

6.7 Nominal Group Technique Main Study
The nominal group technique (NGT) was conducted to identify the skills (technical and non-
technical) required for junior doctors (interns) to recognise, respond and manage a
deteriorating patients in an acute regional hospital ward. The group was asked to generate a
set of competencies (skills) that will inform medical education curriculum for junior doctors
to recognise, respond and manage deteriorating patients. The question posed was: What are
the key technical and non-technical skills that junior doctors require to recognise, respond
and manage the deteriorating patient in an acute hospital ward setting? The process was
structured meeting to provide an orderly process for obtaining qualitative information from
atarget group. The group included health professionals who are closely associated with intern
doctors and the deteriorating patient context in an acute regional hospital ward. The group
in this research consisted of registered nurses, intern doctors, final year medical students,
consultant medical officers and academics who teach final year medical students. The
purpose of the NG process was to generate ideas, which are then discussed and ranked by
the group. The group was guided by a facilitator (researcher), who managed the group
process and information flow, acted as a collector of concepts generated as opposed to
leading the discussion. The facilitator worked with three other researchers (PhD supervisors)
acting as note-taker, co-ordinating activities with the white-board and time keeper. The
technique aimed to avoid the known pitfalls of group interviews or focus groups, where some
participants can be silent or overridden in the presence of more articulate and dominant

personalities, particularly when perceived to be in a different position in the hierarchy. This
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method facilitates all members to have an equal opportunity to contribute. The group process
took approximately 2.5 hours in its entirety. The NGT was chosen because it’s an efficient

way to achieve consultation and consensus with professional groups.

6.7.1 Participants and recruitment

A purposive sampling technique was employed for participant selection for the NGT.
Purposive sampling ensured representation of several groups (five in total). This qualitative
recruitment method aspires to reflect the diversity within a given group of health
professionals. Rather than using convenience sampling technique the researcher chose
purposive sampling or sometimes known as purposeful sampling (Barbour 2001, Patton 2015).
Convenience sampling (also known as availability sampling) is a specific type of non-
probability sampling method that relies on data collection from participants who are easily
accessible and available to participate in the study. Whereas, purposive sampling emphasises
the selection of “information rich” cases in which the researcher gains information from those
who have a great deal of experience and knowledge about the issue of inquiry. Therefore, the
information rich cases provides insights and depth of understanding rather than empirical
generalisations (Creswell and Planco Clark 2011, Patton 2015). Secondly the researcher
intended to include a maximal variation sample to include a diverse range of participants who
were expected to have different perspectives on the research question (Creswell and Planco

Clark 2011).

Therefore, participants were selected because they were considered to have knowledge and
experience with junior doctors in the afferent limb of patient deterioration in a regional
hospital setting. The group of health professionals who participated were composed of

people who are expert in the appropriate area and who have credibility with the target
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audience. While clinicians have clinical expertise (interns, nurses and consultants), final year
medical students have expertise from having experienced the impact of the deteriorating
patients with junior doctors. This is why the researcher decided that these participants would

help answer the question (Black, Murphy et al. 1999, Creswell and Planco Clark 2011).

The participants were all from a Regional town of Bendigo Victoria. Invitation to participate
was sent to the respective wards and department of the regional hospital, final year medical
students and university academic leads. A letter of introduction, an invitation to attend the
NGT session and a participant information sheet was enclosed (see appendix). The
participants were asked to contact the researcher via email if they wished to participate.

Participants were recruited on a first-come first-serve basis.

Fourteen participants accepted an invitation to participate in the NGT evening. Previous
researchers using the NGT method have included between six to fourteen participants
(Castiglioni, Shewchuk et al. 2008, McMiillan, Kelly et al. 2014, Touchie, De Champlain et al.

2014, McMiillan, King et al. 2016).

The faculty members and graduating final year medical students from Monash Rural Health-
Bendigo, senior medical consultants’, interns and registered nurses with broad experience in
working with interns when managing the deteriorating patient in the afferent limb at the
regional hospital accepted to participate in the NGT. These participants were not only
interested in the subject of junior doctors and the deteriorating patient but had intimate
knowledge and experience and were considered experts on what they think the skills are that
junior doctors require to recognise, respond and mange deteriorating patients prior to the

arrival of the MET.
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Touchie et. al. (2014) refers to expert participants as “subject matter experts” because of their
knowledge and experience with subject matter. Subject matter experts from a consultant
medical background were recruited from general medicine, intensive care and emergency
medicine. Academic leads (n=2) were also senior medical consultants, coordinate and teach
into the Bachelor of Medicine and Bachelor of Surgery (MBBS) program and have knowledge,
and experience with junior doctors and the deteriorating patient. Consultant medical officers
from Bendigo health (n=2) who work with junior doctors and deteriorating patients in acute
care contexts. Subject matter intern experts (n=2) were those who had experienced a
deteriorating patient in both the afferent and efferent limb of deterioration in the clinical
ward environment. Final year medical student graduates (n=4) were subject matter experts
who had experienced an afferent and efferent deteriorating patient with a junior doctor
during their clinical placements. The subject matter expert nurses were recruited from
general and surgical ward nursing and clinical education (n=4). Each of these experts worked
actively with junior doctors (interns) in the clinical ward setting in both the afferent and
efferent limb of the derationing patient call. Each subject matter expert was provided with a
participant information sheet describing the NGT objective, process and level of commitment

required. The following table describes the group demographics.
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Table 2: Subject matter expert demographics for NGT

Health Gender Age range Clinical experience
professional range
group

Nurses Female (n-4) 30-50 10-30

(Registered Medical ward (n-1) 10

division 1) years’ experience
Surgical ward (n-2) with
approximately 25 years’
experience
Nurse education (n-1)
acute services with 30
years’ experience

Final year Female (n-3) 20-25 Undergraduate clinical

medical Male (n-1) placements only — not

students easily quantifiable

Interns (junior Female (n-2) 22-25 11 months — currently

doctors) practicing as interns

Consultant Male (n-1) 35-40 Emergency department

medical officers doctor with 15 years’
experience

Female (n-1) 35-40 Endocrinologist and

intern co-ordinator at
Bendigo Health 15 years’
experience

Monash Faculty | Male (n-2) n-1: 35-40 n-1 intensivist and

academic n-2: 45-55 academic lead with 12

leads/consultant years’ experience

medical n-2 Nephrologist and

practitioners academic lead with 26
years’ experience.

Participant knowledge and experience with junior doctors and deteriorating patients ranged
from11 months to 27 years. Out of the fourteen participants 10 were female, 4 nurses and 6
doctors. This variation suited the purpose of the research question which was to identify the
technical and non-technical skills required for junior doctors in the afferent limb of patient

deterioration. Both nurses and consultant doctors work with junior doctor who recognise,
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respond and manage patient deterioration. The variation of discipline back ground and
experience also contributed to the credibility of the data results (ref). Firstly, participants from
a nursing who work directly with junior doctors could draw from the recent experiences with
junior doctors in this context. Final year medical students who have just completed a clinical
placement where they worked with junior doctors in this context could provide insight from
their experiences and perspective. Junior doctors themselves who were embedded in the
experience and have current knowledge of how they practice when recognising, responding
and manage deteriorating patients. Consultant medial officers who have prior work
experience as junior doctor and now supervise junior doctors who recognise, respond and
manage deteriorating patients. Lead academics who teach final year medical students
recognition, and management of patient deterioration and also supervise junior doctor in the

clinical context.

6.7.2 The NGT event

Prior to the NGT evening the researcher provided her PhD supervisor with a structured plan
for the evening (see appendix). The plan specified timing of each phase and specific roles for
each supervisor. The researcher was the main facilitator for the evening. One supervisor was
the time keeper, another a scribe for the white board and the other to add skills to the excel
spread sheet and calculate the ranked items. It should be noted that even though consensus
methods are widely used in research, the methods are neither standardized nor are they

consistently described and used (Crisp, Pelletier et al. 1997, Caves 1998).
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1. Introduction and presenting the question:

Participants were informed that the purpose of the session was to identify the technical and
non-technical skills required for junior doctors to recognise, respond and manage
deterioration prior to the arrival of the MET in a regional hospital. The researcher explained
that the results were to be collected as part of her PhD thesis research and results from the
session were intended to inform junior doctor curriculum design for teaching and learning
methodologies in patient deterioration and the role of the junior doctor. The evening took
place in the auditorium at Monash Rural health — Bendigo 26 Mercy Street on the evening of
Tuesday the 22" of November starting at 6pm. Food and refreshments were provided in the
foyer prior to the commencement of the session. Participants were provided with name tags

with first names only.

The group was provided with a power point presentation declaring the purpose of the evening.
The researcher provided an overview of her PhD and the three phases. The presentation
reviewed the researchers finding from her integrative review of the literature regarding the
factors that influence junior doctors’ capacity to recognise, respond and manage
deteriorating patient prior to the MET arrival. The researcher described the second phase
findings of qualitative interviews that explored the experiences of junior doctors along with
nurses working with junior doctors in the recognition, response and management of the
deteriorating patients in the regional acute ward context (appendix). The research reviewed
the NGT process and the participants’ role in the process. A hand-out was provided to the
participants to review each of the phases (appendix). The seating in the auditorium was a

scaled lecture theatre arrangement enabling participants to view the power-point
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presentation and white boards easily without forming into conversational groups; seating is
important to facilitate the NGT process (Bromley 2014). The professional groups did seat
themselves with like professional groups. Prior to commencing the session all participants

completed the consent forms to participate in the NGT (see appendix).

2. Silent generation of skills:

The participants were asked to work independently and in silence for ten minutes and
generate a list representing what they think the skills (technical and non-technical) are that
junior doctors require to recognise, respond and manage patient deterioration. They

recorded their responses on a worksheet provided (see appendix).

3. The round-robin:

Each participant was then asked to present a single response to the group using a “round-
robin” format to ensure everyone had equal opportunity to nominate responses. To promote
open disclosure and increase response volume, the researcher told participants that they
should simply read a single response from their list and not give a rationale for their response
or relate it to other responses. One PhD supervisor recorded each response on the white
boards. Each response was recorded under a designated technical or non-technical skills from
each participant. It was each participant who elicited the response to be technical or a non-
technical skill. Each response was written verbatim on the white boards visible to the group.
Skills were not repeated however, if a group member thought that their skill provided a

different emphasis or variation they included this.

The round-robin nomination process continued until all participants’ members presented
their entire list to the group. The object of this step is to map out the group’s thinking. The

researcher explained to participants to present ideas in brief words or phrases. One ideas was
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taken from each participant serially and that members can pass if they have no further items
to present (Delbecq, Van de Ven et al. 1975). Participants did not provide a skill if it was
already listed on the white-board. The group was asked not to engage in side conversations
or attempted to discuss items prior to completing the list. The benefits of the round robin
enabled all participants to equally present their ideas, assists in the idea being presented not
the personality, provides a written record and enables the group to deal with a larger number
of ideas. It also avoids ideas being lost or forgotten to be presented, encourages hitch hiking

of ideas from other participants and encourages the group to explore the question fully.

4. Discussion and clarification:

Following this each participant was given the opportunity to briefly discuss the nominated
responses for the purpose of clarification, not evaluation, to ensure each response was
understood from a common perspective. During the discussion phase, there was response
elaboration and a small number of responses were altered for clarity. Some of the non-
technical skills were identified by the groups as human factors rather than non-technical skills.
Each recorded skill was discussed to determine clarity, importance and rationale. For each
idea the researcher asked if there were any questions or comments group members wanted
to make about the skills presented. This step provided the opportunity form members to
express their understanding and clarify any issues and identify repetitive skills. It was not
necessarily the creator of the idea who had to explain the idea. This phase enabled each
participant to understand the meaning of each individual idea. This phase assists participants
to make informed decisions when ranking their priorities. The facilitator’s role was to expedite
the group to avoid argument and ensure all participant ideas were discussed. As the primary

facilitator | was required to reaffirm that although the group may not agree with a particular
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idea, the purpose of this phase was only to clarify the ideas. The aim of this phase was for

clarification to ensure that every response is understood from a common perspective.

5. Ranking phase and analysis:

The final phase consisted of a prioritising exercise where each participant anonymously
selected sixteen skills from the generated list that they felt were the most important. The
decision to rank sixteen skills was originally informed by Horton (1980) and Sink (1983) who
recommend voting should reflect one third of the generated list. However, a total of seventy-
four skills were listed requiring 24 skills to be ranked. It was decided that a more manageable
number be used. Many authors recommended different variations of the number of items to
be ranked. These ranged from five to sixteen items ranked (Potter, Gordon et al. 2004, Harvey

and Holmes 2012).

In the system described by Delbecq et al (1975), scoring can occur by rating the importance
of the top ten items from 10 (most important) to one (least important). Other authors have
asked participants to rank the top fourteen items from 1-14 (McMillan, Kelly et al. 2014). It
was decided that the participants would rank sixteen skills; one being the most important and
sixteen the least. This was perceived by the researcher to be a more manageable number of

skills.

The researchers asked the participants to rank the top sixteen skills in terms of relative
importance (1=most important to 16 least important). Participants were provided with post
notes with number 1-16 printed on them and ask to rank the skills noted by sticking it next to
the skill on the white board. This process allowed the participants to walk around the white
boards and consider the skills and their relative ranks. In some cases, respondents were noted

to place their rank on one item and later change it for another. This was performed in silence
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by the participants. There was no discussion during the ranking phase. Some authors argue
that this process should be confidential to ensure ranking is not influenced by others (Potter,
Gordon et al. 2004, Harvey and Holmes 2012). However, participants identified that is was

useful to see what others had ranked compared to their decisions.

The ranks for each of the selected responses were summed across participants to derive at a
group result. The quantitative analysis of data results from the scoring and ranking methods

used to conclude the meeting process and identify group priorities.

Data management — Microsoft office Excel spread sheet was used to record the skills and
scores allocated by each participant for each skill. The sums of scores were calculated from
each skill. Two PhD supervisors transcribed the skills and ranking result while the research

facilitator confirmed the rankings and scores.

Data presentation:

Due to the length of the ranked list and time consuming process of presenting the results it
was concluded that the results (when calculated) would be sent via email to the participants.
Following supper, the list was reviewed and discussed. Some statements were clarified.

Conclusion and wrap-up:

Participants commented on the weighting of non-technical skills that were ranked compared
to technical skills. The facilitator presented an overview of the most important ideas & key

learning outcomes from the NGT process.

All participants were thanked from their time and effort.

All results were calculated and sent through to the participants via email.
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6.7.3 Results

The group of fourteen participants identified a total of seventy-four skills were listed on the
white boards (tables 3 & 4). All skills were categorised by each participant as either technical
or non-technical skills. The fourteen participants ranked a total of fifty-four skills as relatively
more important than others (table 3). Only twenty-one of the skills listed in the round robin
phase did not receive a ranking by the group; nine technical and twelve non-technical skills
(table 4). Twenty-eight technical skills and forty-six non-technical skills were listed in the
round robin (table 3). On review of the final ranking of the fifty-four skills more non-technical
skills were considered important in the skills listed and ranked by participants required for
junior doctors to recognise, respond and manage patient deterioration in an acute ward
setting. A total of thirty-one non-technical skills were ranked out of the fifty-four total skills.
Twenty-three technical skills were ranked out of the total seventy-four skills listed. The
weighting of non-technical skills for the first twenty-five skills ranked clearly identifies that
nineteen were non-technical and only six were technical. Seventeen of the skills listed in the
last twenty-nine skills were ranked from the technical skills category. This is an interesting
finding that more non-technical skills were ranked higher in the first half of the ranking

compared to the second half.

The strength of cumulative vote score did not always correlate with the number of votes per
item. Prior to the study it was decided that the strength of the cumulative vote score would
identify the consensus (Sink 1983). The weighing of importance was not always relative to
the number of votes for example; knowing the patient’s resuscitation status was ranked at as
number six with a sum of ranks of seventy-five however, nine participants ranked the skill. In

comparison to the technical skill of performing a focussed assessment (e.g. chest pain) and
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interventions being ranked as number two by nine participants with a sum of ranks of one
hundred and twenty. Clearly nine participants considered the ability to perform a focussed
assessment and interventions was more important than knowing the patient’s resuscitation

status.

Having the ability to know when they, the junior doctor, are out of their depth was ranked as
number ten. However, the need to consult seniors early was ranked number eighteen and
knowing to escalate care early in the chain of command was ranked number twenty-two.
Interestingly the reference to the junior doctor knowing the policy of the medical emergency
team calling criteria was not articulated only intimated in the skill ranked twenty-two; know

to escalate early in the chain of command.

Only eight skills were ranked by a single participant identifying these skills to be relatively less
important than others, six of which were categorised as technical skills; Ability to review drug
chart, recognising when to use allied health team members, knowing what Intravenous fluids
to order and deliver, perform blood cultures competently; knowing how to access pathology;
ability to interpret a chest x-ray, perform a Head to toe assessment, knowing who to call

(registrar/consultant) after hours and informing next of kin.
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Table 3. The top 16 skills ranked by each of the 14 participants during the NGT event

Table Reference:

Non-Technical
Skill

Number of
Strength- participants

sum of selecting
Total score: Top 16 ranked by each of 14 participants ranks item

12

120 9

111 8

4. Verbal and written communication 94 8

5. ldentification of primary issues early 82 7

6. Knowing patient resuscitation status 75 9

7. Generate a treatment plan 70 7

8. Being able to give clear handovers/referrals 59 7

9. Ward 'smarts' — know where resources / equipment are 54 8

10. Recognising when out of depth 54 6

11. Ability to make decisions with incomplete information 52 6

47 6

47 6

47 4

44 7

16. Creating a plan post-deterioration 41 6
17. Ability to synthesise information for incoming team to integrate

into working team 40 7

18. Willingness to consult seniors early--be proactive 40 3

19. Ability to just make a decision 39 5

20. Ability to delegation of tasks appropriately 39 4

21. Knowing what to ask to elicit relevant information 38 4

22. Know to escalate early in chain of command — registrar or MET 37 4

23. Calling for senior medical/nursing help 34 3

24. Dealing with failure—being resilience 33 5

30 4

30 3

27 6

27 4

29. Knowing appropriate sources of information (where to access) 27 3
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25 2
22 2
21 3
33. Know patient's medical history 21 2
34. Confidence and ability to team lead 18 5
35. Follow up patient following review 18 4
| 36.Interpretation of objective & non-objective patient information | 18 2
37. Knowing when it is safe to leave patient 17 3
38. Being immersed & interactive with staff—develop good rapport
and trust 14 3
14 2
11 3
11 2
11 2
9 2
44. Utilisation of ward personnel appropriately 8 4
45. Skills needed in daylight hours compared to after hours 8 2
6 1
6 1
4 1
4 1
3 2
3 1
3 1
53. Knowing who to call (registrar or consultant) after hours 2 1
54. Informing next of kin 1 1
1904 224

=16x 14
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Table 4. Skills listed but not ranked by the NGT Participants

Skills not ranked from the ‘round robin’ list Rank status

Technical skills

Non-Technical skills

Recognise what hasn't been done Nil
Think independently Nil
Knowledge of drug delivery options Nil
Know services available & accessible Nil
Knowing the difference between skills in daylight hours and after hours Nil
Remembering to handover MET follow up at end of shift Nil
Prioritising patient care (all patients in their care) Nil
Ward orientation--know where things are Nil
Debrief team--system, procedural, psychological issues following patient

incidents Nil
Knowing 'safe' interventions Nil
Interpretation of objective & non-objective information Nil
Explicit direct staff to obtain specific vital signs Nil

Discussion

Following the publication of Tomorrow’s Doctors in the United Kingdom in 1993 (Council. and
Education Committee 1993), this facilitated a framework to guide medical education to
experience a paradigm shift from a didactic reproduction of factual data to a competency

based model of undergraduate and post - graduate medical education. Nationally this
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paradigm shift has been reflected by the Australian Curriculum Framework for Junior Doctors
(Graham, Gleason et al. 2007, Confederation of Post graduate Medical Education Councils
2009). In a competency based post paradigm, programs need to demonstrate that the newly
qualified doctors are competent for all aspects of practice. With the evolution of Rapid
Response Systems following the publication of the “Confidential inquiry into quality of care
before admission to intensive care” (McQuillan, Pilkington et al. 1998), competency based
medical training failed to recognise the desired graduate attributes to guide the development
of a curriculum, assessment and evaluation of junior doctors to recognise , respond and
manage patient deterioration prior to the arrival of expert assistance (rapid response team).
Competency-based education is competence by purpose, not merely opportunistic learning
experiential learning (ref). Competence to advance training requires leaners, who provide
direct patient care, require their assessment and evaluation to focus on that care. However,
the lack of evidence regarding the skills required for junior doctors in the afferent limb of
patient deterioration is limited. The NGT findings describe discrete behaviours (technical and
non-technical skills) that when met allows education curriculum designers to know that the

junior doctor is competent and delivers safe patient care in this context.

The remainder of this chapter provides the candidate’s dot-points for discussion and
completion of this chapter.

Technical and non-technical skills.

e What are they? - beginning

e What does the literature say?

e The discourse between communication as a non-technical skill
e Communication (verbal and written)

e Are they skills or behaviours — human factors

Interdisciplinary training

Implications for Interdisciplinary training — tiered system of training in standard 9
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e Independent practice and assessment then team based
e Insitu simulation and education for ward smarts now the environment etc.
e Frequency of training needs formative to summative along the education continuum

Patient safety
e Theory to practice of patient safety — challenges in teaching this

e Aviation as an example — why do doctors and nurses ignore warning signs and pilots
don’t?

Modality of curriculum and why?

e Based on the number of non-technical skills listed.

Recommandations

Limitations

Conclusion

Appendices 1-5. Interviews, interview notes, and ethics approvals. Redacted.
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Appendix 6 : Nominal Group Technique Pilot

Creativity and Diversity in Clinical Skills Education and Research

Abstract — (Research in clinical skills education using simulation)

What are the skills required for junior doctors’ when patients deteriorate in a regional
hospital ward?

Workshop:

This modified nominal group technique will encourage discussion and attempt to review the
skills required for junior doctors to recognise, respond and manage the deteriorating patient

in the acute ward prior to the arrival of the rapid response team (RRT).

Intended audience:

e Medical educational supervisors of junior doctors
e Educators and academics in medical education.

e Any health care professional

Qutcomes:

1. Data generated will raise awareness and stimulate thoughts and ideas in teaching
junior doctors in the daunting task of managing deteriorating or critically ill patients
in the afferent limb; prior to the arrival of the RRT.

2. Participants will experience a modified nominal group technique approach to

generating ideas on this subject.

Number of participants - 15-20

Resource requirements:

e Computer and projector for PowerPoint presentation
e Tables and chairs

e White board and markers
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Background to this Question:

Training health practitioners to recognise and respond to clinical deterioration in acute care
is essential to ensure patients are safe from preventable harm. This requires the health
practitioner to accurately assess and interpret signs and symptoms and promptly escalate
care for these patients. However, contextual skills for the junior doctor are not always made
explicit, even though junior doctors are frequently called to review patients who are

potentially unstable or deteriorating.

Graduating medical students and junior doctors have identified that they are uncomfortable,
lack knowledge and experience anxiety when exposed to a deteriorating, or unstable patient
in an acute ward setting. This research will use a mixed method approach in order to explore
the factors that influence final year medical students and junior doctors’ ability to recognise,
respond and manage the deteriorating patient in a regional hospital ward. Data will be
collected using semi structured interviews and patient chart reviews. Nominal Group
Technique with clinical experts and consumers will determine competencies in this clinical

context.

The competencies developed will inform the design of a simulation program for final year
medical students and junior doctors to recognise, respond and manage the deteriorating

patient in a regional acute hospital ward.

References:

Australian Commission on Safety and Quality in Health Care (ACSQHC),
(2001) National Safety and Quality service Standards. Sydney, Australia: ACSQHC.
lling, J., Morrow, G., Rothwell nee Kergon, C., Burford, B., Baldauf, B.,
Davies, C. & Morrison, J. (2013). Perceptions of UK medical graduates' preparedness
of practice: A multi-centre qualitative study reflecting the importance of learning on
the job. BMC Medical Education. 13, 34.
Jacques,T., Harrison, G., MclLaws, M., & Kilborn, G. (2006). Signs of critical
conditions and emergency responses (SOCCER): A model for predicting adverse
events in the inpatient setting. Resuscitation. 69, 175-183.
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Lesson Plan- Prato Workshop

Session time: 1.5 Hours

Modified Nominal Group Technique

Leaning Objectives

1. Identify the key technical and non-technical skills that junior doctors require to
recognise, respond and manage the deteriorating patient in an acute hospital ward
setting prior to the arrival of the rapid response team (RRT).

Question

1. What are the key technical and non-technical skills that you believe junior
doctors’ require to recognise, respond and manage the deteriorating patient in
an acute regional hospital setting?

Equipment requirements: Tables in groups
Chairs for 5-6 table for each group
PowerPoint presentation Number of participants’ 15-20
White board

A4 paper for each person — with Monash

Logo &Plain
Activity Teaching tool Timing
Tuning In: 20 min
e Introduction of myself — presenter- | PowerPoint -
moderator presentation

e Then ask Assistant and Simon to
introduce themselves

e Ask participants to introduce
themselves, where they work and
why they wanted to attend the
workshop

e Present overview and back ground

— how the session will run & review
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PowerPoint — stress that thisis a
pilot study to inform the researcher
of what works and what doesn’t
when using the NGT

Ask for a time keeper

NGT Phase 1 A4 Monash 10 min
e Generate skills: present the heading paper
guestion to the group in written
form and read to the group. Direct
the participants’ to write one short
statement per skill and to work
silently and independently- 10
minutes
o Keep PP. presentation slide on NGT
up.
NGT Phase 2. White board 20 min
Assistant writes
e Recording skills: group members each skill on the
take it in turns to provide one skill white board and
at a time per person until all skills Adele co-
are exhausted. There is no need to | ordinates the
repeat skills: however, if a group participants and
member believes that a skill precludes other
provides a different emphasis or participants from
variation they can include this. discussing the
Continue until all members have skill.
exhausted their ideas. No discussion
of the skills proposed at this time.
NGT Phase 3. Assistant to 20 min

Discussing skills: Each recorded skill
is then discussed to determine
clarity, importance and rationale.
For each idea Adele will ask: Are
there any questions or comments
group members would like to make
about this skill? This step provides
the opportunity form members to
express their understanding and
clarify any issues. It is not
necessarily the creator of the idea
who is obliged to explain the idea
any member can voice their
opinion.

change or alter
wording on white
board as discussed
with participants
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NGT Phase 4.

Discussion: Participants are
encouraged to generate ideas
regarding how these skills could be
taught to junior doctors to improve
their ability to recognise, respond
and manage deteriorating patient in
acute wards.

Question participants if there are
any differences in the scope of
practice of newly graduated doctors
in their country.

Adele

15min

Wrap up: overview of the most important

ideas

Ask participants what main
outcomes they gained from today’s
workshop

Adele

5min
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