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Abstract 

Over recent years, the care of deteriorating patients has improved with technological 

advances. The global ageing population means patients are often presenting with 

more complex co-morbidities and therefore are deteriorating from an increasingly 

complicated baseline. Nurses comprise the largest sector of the health care work force 

and often have frequent patient contact therefore are most likely to be in a position to 

detect deterioration and act on it. Much is known about many aspects of clinical 

deterioration, especially regarding detection and management, however little is known 

about how nurses experience the clinical deterioration of their patients. This study 

reveals and explores the stories of ten Registered Nurses working in Acute Assessment 

Units caring for clinically deteriorating patients. 

This research uses the perspectives of hermeneutic phenomenology, drawing on the 

works of Heidegger and van Manen to explore the meaning of nurses’ caring for 

clinically deteriorating patients. The 10 participants recruited were Registered Nurses 

working in Acute Assessment Units across the Auckland region and who self-identified 

as having cared for a deteriorating patient. Semi-structured interviews were conducted 

with participants and transcribed verbatim by the researcher. Coherent stories were 

recrafted from the transcripts and returned to the participants for verification. 

Common notions were identified through hermeneutic interpretation. 

The findings of this research uncovered three main themes; Being connected, Being 

there as nurse, and Being with. The nurses’ stories revealed that their experiences of 

caring for deteriorating patients were deeply human and at times strongly linked to 

their own identities. The findings show that the way nurses experience patient 

deterioration cannot be separated from who they are as people, and the complex 

parts of themselves that they bring to their role in their connectedness and sharing of 

situations with patients.  

The results of this research provide an insight into the realities faced by nurses in their 

everyday experiences of caring for deteriorating patients and highlights the complexity 

of the emotional work and caring that takes place in their work. Recommendations 

have been made to support nurses in their care of deteriorating patients through 
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increased education and practice changes to encourage reflection and 

acknowledgement of the emotionality faced in their nursing care.  
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Chapter 1   - Introduction 

“My first thoughts when I realise a patient is deteriorating are always 
‘oh shit’. I think it’s because I’m aware of my responsibilities and what 
might happen if I fail to act, but it’s also concerns for the patient. I 
always think of the worst-case scenario and do everything in my 
power to try and stop it. It’s not a situation I ever want a patient to 
get into if I can prevent it.” (Ben) 

This study explores the meaning of nurses’ experiences caring for clinically 

deteriorating patients in Acute Assessment Units from two District Health Boards 

(DHBs) in New Zealand. The stories of ten Registered Nurses are interpreted using 

hermeneutic phenomenology to explore what it means to care for these patients. 

Extracts from participants’ stories are presented at the beginning of each chapter as a 

way of illustrating the content. 

This chapter provides a background for this study and will outline my own interest in 

this topic. A brief outline of the methodology and how it influenced the formation of 

the research question will be presented. The purpose and focus of this study will be 

outlined and key terms defined. A summary of the entire thesis will conclude this 

chapter. 

1.1 What is the purpose of this study? 

This study is concerned with understanding the experiences of nurses caring for 

clinically deteriorating patients in Acute Assessment Units. Caring for clinically 

deteriorating patients is a complex phenomenon, with many contributing factors and 

influences. It is a phenomenon that most nurses will face in their career, bringing with 

it a range of emotional responses. This multifaceted issue requires knowledge and 

skills to recognise deterioration, communicate concerns, and react in a way that 

ensures the patient receives appropriate care. Further to this, with an aging population 

(Howdon & Rice, 2018) and progressively high acuity workload (Needleman, 2013; 

Winters & Neville, 2012), it is likely that nurses will be increasingly caring for 

deteriorating patients. 

In New Zealand, patient deterioration is a health issue of key importance to be 

addressed and is one of the safety improvement foci for the Health Quality and Safety 
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Commission of New Zealand (HQSC). An investigation by Moore and Poynton (2015) 

identified that clinical deterioration was not detected or responded to consistently in 

New Zealand DHBs, and that preventable harm or inappropriate care was occurring. An 

investment case was put forward to address these issues which led to a patient safety 

improvement programme being developed by the HQSC. This five year national 

programme has three main workstreams; recognition and response systems, patient, 

family or whānau escalation and shared goals of care (Health Quality Safety New 

Zealand, 2018). Additionally to this programme, a current focus in healthcare is 

improving patient experience, described as the cornerstone of optimal health care 

delivery (Kreimer, 2018). Enhancing patient experience has benefits such as improved 

partnership with health care consumers and improved health outcomes (Health 

Quality Safety New Zealand, 2018).This leaves me questioning whether similar 

improvements could be made by exploring the nursing experience of patient 

deterioration, and if having an understanding of these experiences may help to ensure 

that these HQSC workstreams are being implemented and utilised in a way which 

works for nurses. This is particularly so as nurses are the largest workforce in the 

health care sector (New Zealand Nurses Organisation, 2018) therefore understanding 

and improving nurses’ experience will benefit health care in general. 

Caring for deteriorating patients is complex in any setting, and perhaps more so in 

acute care areas such as the Acute Assessment Unit (AAU) where there is pressure to 

not only give high quality treatment and care to patients with acute presentations but 

to simultaneously facilitate patient flow and bed availability. Although this is an 

important consideration in most inpatient areas, the AAUs were implemented 

specifically to expedite patient flow and there is often a higher ratio of acute patients 

due to patients who are more stable being moved to the wards or discharged. A 

literature search showed that there was a paucity of research about the experience of 

nursing in these units, which further reinforces the possibility that it may be different 

to other areas. Therefore, nurses must consider what can be learnt from exploring 

these experiences and how this may contribute to improving outcomes and 

management of patients who are clinically deteriorating. 

In my own experience, caring for a deteriorating patient is a highly emotional situation, 

but the emotions are not often voiced, expressed or discussed. As nurses, we spend 
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significant time learning how to prevent, detect and manage patient deterioration but 

there is little space created for nurses to openly discuss their experiences, emotions 

and feelings, or even acknowledge that an event may have been distressing. 

Registered nurses working in the public health system in New Zealand do not usually 

have formal ‘clinical supervision’ sessions where practice issues can be discussed, as 

other disciplines do. 

For nurses working in AAUs, caring for deteriorating patients alongside the pressures 

of the fast paced and acute nature of the ward is often a daily occurrence. The 

phenomenon is so frequent that it is taken for granted, expected and often 

normalised. This leads me to investigate what meaning lies hidden within these 

everyday experiences. 

1.2 My background 

I was born in New Zealand, the eldest of four children. Although I have felt like I have 

been in the role of care giver almost all of my life, the decision to be a nurse was a 

surprising one, coming seemingly out of nowhere. In retrospect, it now seems like a 

natural progression of things that I was drawn to throughout my childhood and youth. 

I loved books and stories about people, often with a medical basis. When I think back 

on my nursing career so far, it is the interaction with people, the human experience 

and finding joy and meaning in everyday situations that I remember. It is the patient 

stories, and the nursing stories that have stuck with me. I have learnt more from these 

stories than any courses or books, and these are undoubtedly what have shaped me 

the most as a nurse. Hermeneutic phenomenology has enabled my love of stories and 

words to merge with my love of nursing and people. I was drawn to phenomenology, 

much like I was drawn to nursing, finding myself unintentionally immersed in each and 

feeling like I belonged. 

I have been a Registered Nurse since 2000. I have worked in the Assessment & 

Diagnostic Unit at Waitakere hospital since 2011, and I hold two roles in the 

department. I work part time as the Clinical Nurse Educator, and part time as a senior 

Registered Nurse. I have had years of experience working clinically caring for patients, 

as well as having operational and managerial experience. I have an understanding of 

nursing in an acute area from both sides, knowing what it is like to work in this fast-



13 

paced environment, as well as knowledge of how things work in a management sense 

and the underlying reasoning for operational decisions. My work as a nurse educator 

means that I am often in a position to help nurses caring for their deteriorating 

patients or offer guidance and support. I draw on stories from my own past experience 

and use these in my teaching. 

1.3 Why this topic? 

I recently experienced a situation which sparked my thinking and guided me towards 

this research. I was working with a new graduate nurse, assisting her in the care of a 

gentleman who was coming to the end of his life. During our busy shift, a decision was 

made by the medical team and the family to stop active treatment, and to make the 

patient comfortable. Our new graduate nurse came rushing out of the patient’s room 

not long after this decision was made, panicking and looking for help. Her patient was 

distressed, and she was asking, ‘what should I do?’ When I walked back into the room 

it was clear to me that this patient was in the final minutes of his life. I had seen 

patients like this many times before, I knew the signs and was familiar with the 

particular look he had. I remember looking at the new graduate nurse and observing 

how unnerved she was and realised that although we were seeing the same scene, we 

were not seeing the same thing at all. I was seeing something quite familiar to me and 

remembering dying patients I have cared for before. Over my years as a nurse, I have 

experienced the phenomenon of caring for a deteriorating patient many times. I have 

cared for patients who suddenly deteriorate, and for patients who slowly decline over 

days or weeks. I have been the terrified new graduate nurse watching my patient die. I 

have also been the family member watching, waiting and saying goodbye. I bring all of 

these experiences to my practice as a nurse and as an educator, and each time I 

experience it, it adds to the layers of knowledge. In contrast, our new graduate nurse 

was seeing a situation that was completely new to her and feeling out of her depth. 

As I stood in the room, I was also struck by the realisation that the patient and his 

family were also experiencing this same moment but in a way that was different from 

me, with their own experiential influences, beliefs, feelings and past events playing 

into their interpretation and experience. This was the moment when I became aware 

that I was fascinated by this concept. 
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The insight from this encounter encouraged my interest in studying this phenomenon 

and made me aware that I can only know what the experience is like for me with my 

own pre-understandings. It made me stop and wonder what the experience is like for 

others. Therefore, this study asks: ‘What is the meaning of nurses’ caring for clinically 

deteriorating patients?’ 

1.4 My approach 

As the research purpose was concerned with studying and describing lived experience 

a phenomenological approach was best suited. I have used a hermeneutic 

phenomenological approach, drawing on the work of Heidegger and Max van Manen 

to interpret the nurses’ stories and uncover what is hidden within their everyday 

experiences of caring for deteriorating patients. 

Phenomenology focuses on individuals’ experiences and the meanings that may be 

attributed to these experiences, with hermeneutic phenomenology having a greater 

focus on interpretation of text. McWilliam (2010) suggests phenomenology allows 

researchers to gain understanding which can add to what is known about a 

phenomenon and be used to inform practice. van Manen (1984) says, “In drawing up 

personal descriptions of lived experiences, the phenomenologist knows that one’s own 

experiences are also the possible experience of others” p.51. This rang true for me as I 

knew the nurses possibly experienced patient deterioration the way I did, but I was 

fascinated to explore deeper and understand others’ experiences too. 

Ten Registered Nurses agreed to be the research participants, and were interviewed by 

me, to explore their experiences of caring for clinically deteriorating patients in Acute 

Assessment Units. These interviews were transcribed verbatim, with coherent stories 

drawn from the transcripts and then interpreted phenomenologically. An emergent 

design was used, as data collection and interpretation were refined as the study 

progressed and my understanding of phenomenology grew. 

1.5  The terminology used in this thesis 

Nurse - The term ‘nurse’ in this thesis will refer to Registered Nurses. Nurses in New 

Zealand are able to practise in a range of clinical environments, depending on their 

education and scope of practice experience. Although not relevant to this study it 
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needs to be noted that in the context of New Zealand nursing, a nurse does not deliver 

babies. New Zealand nurses are expected to uphold standards of behaviour within 

their professional practice, as outlined by the Nursing Council of New Zealand (2012). 

Nurses apply annually to renew their practising certificate, and are assessed regularly 

to ensure they have adequate hours of practice and education. This also includes 

maintaining proof of competence, which helps to ensure protection for the public that 

nurses are caring for. 

Caring for - In relation to this study, ’nurse caring for’ refers to the Registered Nurse 

who is actively involved in the patient’s clinical care. Usually, this would be the nurse 

who is allocated to care for this particular patient, however in some circumstances 

other nurses are also involved in the care of deteriorating patients. In some units, a 

support nurse or senior nurse does not take a patient load but helps with clinical tasks 

and facilitating patient flow through the unit, usually helping the nurse with the most 

acute workload first. In many cases, participants discussed situations where they were 

helping their colleagues with deteriorating patients and although the patient wasn’t 

considered ‘theirs’, they were actively involved in the care. Therefore, it is reasonable 

to expect that the nurse who is ‘caring for’ the deteriorating patient, may not 

necessarily be the allocated nurse. 

Clinical deterioration - For the purpose of this study, I have chosen to focus on 

patients who are worsening physiologically, rather than deterioration in other aspects 

such as mental health. The term ‘clinical deterioration’ is used widely internationally, 

as well as in New Zealand. During the research interviews, nurses were asked about 

caring for deteriorating patients, and were reminded that this did not necessarily mean 

a resuscitation scenario, or a dying patient, as some thought, but a patient who was in 

a state of change, moving from one clinical state to a worse clinical condition (Jones, 

Mitchell, Hillman, & Story, 2013). The literature on patient deterioration will be 

critiqued in more detail in chapter two. 

Acute Assessment Unit - Acute Assessment units (AAU) are a relatively new 

occurrence having been implemented in New Zealand and throughout many other 

countries (Reid et al., 2016) to try to take some of the pressure off the emergency 

departments (Ardagh, 2015). In my experience, it is a unique place to work, with 
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unique pressures. AAU nurses are expected to give high quality care to multiple acute 

patients, as well as being ready to move patients to the ward and accept new 

admissions at any time. The acuity of the patients in an AAU means that caring for a 

deteriorating patient is an everyday experience, and is complicated by the pressures 

associated with the purpose of the unit. 

For the purpose of this research, an umbrella term of ‘Acute Assessment Unit’ will be 

used to cover the different units that nurses were recruited from for this study. Acute 

Assessment units go by many different names around the world such as: ‘Admissions 

and Planning Unit’, ‘Assessment and Diagnostic Unit’, ‘Clinical Decision-making Unit’, 

‘Medical Assessment Unit’ and ‘Acute Admissions Unit’. Using an umbrella term will 

aid understanding but will also help with confidentiality as naming the unit where the 

participant works, would potentially reveal which hospital they work at. 

Both of the Acute Assessment areas where the participants were recruited from accept 

patients from 14-15 years of age and upwards. The units work similarly, admitting 

patients via General Practitioner referral, specialist referral or Emergency Department 

(ED) referral. The patients are assessed by nurses, and then admitting Doctors who 

decide if the patient needs to be admitted for further assessment, diagnostics or 

treatment, or whether they can be discharged. The aim of these units is to help 

facilitate ‘Shorter Stays in Emergency Departments’, a six hour target introduced by 

the Ministry of Health in 2009 to address overcrowding in Emergency Departments 

with the intention of improving patient outcomes (Ardagh, 2017). This six hour target 

means patients are moved from the Emergency Department within this timeframe, if 

stable enough, and wait in the AAU until a ward bed is available, usually staying in AAU 

less than 24-48 hours. At times, when bed availability allows, patients are moved 

directly from the ED to a specialised ward, bypassing AAU. 

If admission to a ward is not required, the patient has a short stay in the AAU before 

being discharged. This means that the turnover of patients in the AAU is often rapid, 

depending on bed availability in the hospital, and patients are most often in their acute 

phase of illness, thus are more susceptible to deterioration (Beaumont, Luettel, & 

Thomson, 2008). 
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Observations - Patient observations, also known as vital signs, include measures such 

as: blood pressure, respiration rate, heart rate, temperature, level of consciousness. 

Nurses in AAU generally assess and record patients’ observations at a minimum of four 

hourly intervals, often more frequently in their acute presentation phase before they 

have been assessed by a doctor. 

Early Warning Score - An Early Warning Score (EWS) system was introduced in many 

hospitals worldwide, as a supportive tool for nurses and physicians (Spångfors, Molt, 

Samuelson, & Bunkenborg, 2019). Early Warning Scores provide a systematic and 

objective measure to define parameters and set the frequency of vital sign recordings. 

Each observation measure has a score assigned and depending on the result a specific 

response may be triggered (Alam et al., 2014). Both of the DHBs where nurses were 

recruited from use an Early Warning Score. 

Patient at risk team - Many hospitals globally have specialised teams of clinicians who 

respond to calls for assistance with patients who are deteriorating, which are known 

by different names depending on which hospital they are employed in (Pirret, Takerei, 

& Kazula, 2015). Both of the District health boards that participants were recruited 

from have such teams, which are nurse led. Their involvement extends to assessment, 

advice, hands on support, support with escalation of concerns and at times modifying 

the Early Warning Score (EWS). These nurses often have a background of critical care 

experience and work closely with the medical teams to manage deterioration of 

patients throughout the hospital (Milliken, Goodwin-Esola, & Seeley, 2018). Within 

Waitematā District Health Board, this team is called the Critical Care Outreach team, 

and within Auckland District Health Board the team is known as the Patient at Risk 

team. For the purpose of this research, the term ‘patient at risk team’ will be used to 

refer to either team, for ease of reference or to maintain confidentiality. 

Codes - When a patient deteriorates to an extent where they need resuscitation or 

advanced supportive measures to maintain their vital signs, clinicians are able to call a 

specialised team of rapid responders to assist (DeVita, Hillman, & Bellomo, 2017). 

These are often referred to as resuscitation calls, Medical Emergency Team (MET) calls, 

Rapid Response team calls or Codes, depending on which hospital or District Health 

Board they occur in. The nurses participating in this research used these terms 
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interchangeably, but most frequently they referred to them as codes, therefore this is 

the term which will be used in this thesis. 

Task / Tasking - As nurses, we are taught as undergraduates that nursing is not about 

achieving tasks, it is about providing holistic care to people. The contemporary reality 

is that for most Registered Nurses, their everyday work is reduced to tasks/ jobs that 

need to be done, interspersed with increasingly infrequent episodes of care and holism 

(Kessler, Heron, & Dopson, 2015). The controversial word ‘task’ is used frequently by 

nurses. If a nurse has a lower workload or is sent to another ward to assist with acuity, 

they are literally asked ‘can you please task?’, meaning they will go around helping 

their colleagues achieve nursing tasks such as administering medications, or toileting a 

patient. Despite the attempt to move nursing away from tasks and towards holistic 

care, the term ‘task’ was used by every participant in this study during their interviews. 

1.6 Significance of this study 

The phenomenon of patient deterioration is a current focus of healthcare across the 

world, and the aim of this research is to bring to light the experiences nurses have with 

this occurrence. Little research has been conducted about nurses’ experiences of 

caring for deteriorating patients, and in particular relating to the AAU setting.  

Patient deterioration is a current and important issue in New Zealand, as 

demonstrated by the HQSC patient deterioration programme, which aims to improve 

the management of deterioration in New Zealand hospitals, as discussed earlier in the 

chapter. Improving the management of patient deterioration is imperative to 

enhancing health outcomes and reducing patient mortality. Exploring how nurses 

experience the care of deteriorating patients is important to deepen understanding of 

the phenomenon. It is anticipated that understanding nurses’ experiences will bring to 

light potential issues that may arise in the care of deteriorating patients and assist in 

developing education and strategies which may help to support nurses in these 

situations. 

1.7 Structure of my thesis 

Chapter one: Introduction to the study. In this chapter I provided the reasoning for 

my interest in the topic and my own background. I outlined the relevance of this 
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research to the New Zealand context, as well as the aims of the research. I also 

provided an outline of key terminology used in this thesis. 

Chapter two: Literature review. Literature is reviewed regarding nurses’ experiences 

of caring for deteriorating patients. Firstly, patient deterioration will be explored, 

including what is known about prevention, detection and management of 

deterioration. Secondly, literature relating to Acute Assessment Units will be 

considered. The literature encompassing nurses’ experiences will be examined and 

discussed. Gaps in the literature will also be identified. 

Chapter three: Methodology and Methods. This chapter describes the methodology 

and use of hermeneutic phenomenology, guided by van Manen and Heidegger, to 

explore participants’ stories. The chapter will then also describe the methods used to 

generate this study, and how the research was conducted. 

Chapter four: Being Connected. This chapter is the first of the findings chapters 

describing nurses’ experiences of connecting with others and how this influences their 

care of deteriorating patients. This includes sub themes regarding building 

relationships, recognising subtle signs of deterioration, and feeling disconnected. Also 

discussed are the sub themes of the connection shifting to the family, nurses feeling 

like they have shared part of themselves with their patient and subsequently carry the 

patient in their heart. 

Chapter five: Being there as nurse. This chapter, the second findings chapter, 

explores participant’s stories about what it is like to be there in the moment as a 

nurse, clearly outlining how nursing in an AAU is different. Sub themes regarding 

wearing a mask, being a witness and being part of a team are also explored. 

Chapter six: Being with. This final findings chapter explores what it is like being there 

in the moment with the patient as they deteriorate, presenting interpretations from 

the data leading to the sub themes of recognising deterioration, nursing intuition, 

asking for help, normalising deterioration and feeling stuck. 

Chapter seven: Discussion of findings. This chapter summarises the key findings in 

the thesis, critiques these findings relating these to the philosophical underpinnings, 
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and the notions which spanned across the research, which were Being more than 

nurse, Caring with courage and Knowing as a nurse. This discussion chapter also 

summarises the strengths and limitations of the research, as well as the implications 

for nurses caring for deteriorating patients, and answers the research question, ‘What 

is the meaning of nurses’ caring for clinically deteriorating patients?’ 

1.8 Conclusion 

This chapter has introduced the study, along with relevant issues and has outlined how 

I came to this research and why I am interested in exploring it further. Caring for 

clinically deteriorating patients is complex. Nurses working in AAUs must juggle their 

acute workload with the demand for inpatient beds, therefore when a patient is 

deteriorating the nurse is often pulled in several directions with their different 

responsibilities. The experiences of nurses working in AAUs has not yet been explored 

and this research aims to breach that gap. 
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Chapter 2  - Literature Review 

2.1 Introduction 

This chapter will include literature relevant to the phenomenon of nurses caring for 

clinically deteriorating patients. Firstly, the search terms and search process will be 

outlined, followed by aspects of patient deterioration, such as detection and 

management, including the recent developments of patient deterioration 

management in New Zealand. The literature regarding Acute Assessment Units will be 

examined, as well as nurses’ experiences of caring for deteriorating patients. Current 

gaps in the literature will be identified and discussed. 

2.2 The search 

The main databases that were used to conduct the search were Scopus and CINAHL 

complete. Other databases that were used included ClinicalKey and ScienceDirect. 

Reference lists of articles that were particularly important to the study were also 

useful to source additional publications. The initial search terms included variations of; 

‘patient deterioration’, ‘clinical deterioration’, ‘nurse experience’, ‘New Zealand’, 

‘Acute assessment unit’, and ‘caring for deteriorating patients’. Alternative terms were 

also included such as ‘unwell patient’, ‘sick patient’, as well as possible alternative 

names for acute assessment units for example ‘acute admission unit’, ‘clinical 

decisions unit’ and ‘medical admission unit’. The literature was searched from the year 

2000 to present time to ensure relevance of articles. Articles were excluded which 

were concerning children or were in languages other than English. 

The search found many articles pertaining to aspects of patient deterioration, including 

detection, response and management, the majority of which were quantitative 

studies. The search was narrowed to only include publications regarding patients in 

hospital and acute clinical deterioration rather than deterioration of other aspects of 

health such as mental health or decline in overall function.  

In respect to the population surveyed, some qualitative studies were found regarding 

specific aspects of clinical deterioration, such as patient’s perceptions of deterioration 

(Guinane, Hutchinson, & Bucknall, 2018; Strickland, Pirret, & Takerei, 2019), nurse 

perceptions of barriers to using rapid response services (Padilla, Urden, & Stacy, 2018) 
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and clinician’s perceptions of factors leading to patient deterioration (Padilla et al., 

2018). Despite many publications about clinical deterioration, there were only few 

articles found regarding nurses’ experiences of caring for deteriorating patients. The 

majority of the studies found were focused on student nurses (Fowler, 2015), enrolled 

nurses (Chua, Mackey, Ng, & Liaw, 2013) or new graduate nurses (Della Ratta, 2016). 

Articles were found internationally about the effectiveness of acute assessment units 

and the impact on patient care and flow (Knarr & MacArthur, 2012; van der Linden, 

Lucas, van der Linden, & Lindeboom, 2013) as well as New Zealand (Ardagh, 2017) 

however, no articles were found that to date have focused on the nurse experience in 

these settings. 

2.3 Patient deterioration – international developments 

Over the years, developments have been made leading to improved management of 

clinical deterioration (Pain et al., 2017). The patients who deteriorate in hospital 

currently are often presenting with more comorbidities than in the past. The medical 

profession is now able to keep people alive for longer with research and technological 

advances. In turn, the patients who deteriorate and now often deteriorating with a 

more complex baseline as they age and develop more age-related illness according to 

the World Health Organisation (2018). 

2.4 Patient deterioration – New Zealand developments 

In 2014, an investment case (Moore & Poynton, 2015) was presented with the aim to 

reduce harm caused by clinical deterioration in New Zealand hospitals. This case led to 

the development of the Patient Deterioration programme, run by the Health Quality 

and Safety Commission New Zealand (2018). This five year national programme aims 

to diminish harm to all adult inpatients from failure to detect or respond to acute 

physical deterioration. The Patient Deterioration programme has three main 

workstreams; National Early Warning Score, Kōrero Mai, and Shared goals of care, 

each contributing to the improvement of the care of deteriorating patients in New 

Zealand Hospitals. 

2.5 Clinical deterioration 

Clinical deterioration is experienced frequently by nurses and other clinicians working 

in acute care areas. It is a complex phenomenon requiring knowledge and skills to 
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detect abnormal signs in a patient which may indicate deterioration and respond to 

these in a timely and appropriate way. Many human elements determine the patient 

outcome in clinical deterioration events, and if the deterioration is not detected or 

managed appropriately, it may lead to cardiac arrest and or death. Jones, Mitchell, 

Hillman and Story (2013) characterise a deteriorating patient as one who is moving 

from one clinical status to a worse clinical status, increasing their risk of further 

dysfunction or death. Other terms are frequently used in healthcare to describe 

patient deterioration, such as ‘unwell’, or ‘sick’, as well as colloquial terms like ‘going 

downhill’ or ‘crashing’. 

Nurses are more likely than other healthcare staff to be with the patient when they 

deteriorate, meaning nurses have a professional responsibility to detect deterioration 

and act promptly (Orique & Phillips, 2018). For this reason, much of the literature 

regarding patient deterioration is focused on nurses. 

Why and when patients deteriorate 

Clinical deterioration can occur at any point during a patient’s hospitalisation, but it is 

most likely during their acute phase or soon after presenting to the hospital (Cullinane, 

Findlay, Hargraves, & Lucas, 2005). Patients are more likely to deteriorate due to pre-

existing medical conditions, medication changes, age, post-surgery or acute infectious 

illnesses (Johnstone, Rattray, & Myers, 2007), and can also occur or be exacerbated 

due to human error (Beaver, 2017). As the population is aging across the world, the 

patients presenting to hospitals are often more acute, and frequently have multiple co-

morbidities or medications which make deterioration more likely and at times more 

severe (Jones, 2018; van Galen et al., 2017). 

It is difficult to pinpoint how frequently patients deteriorate during their hospital 

admission as the factors are complex and varied. A study of 13 hospitals in New 

Zealand found that 12.9% of patients suffered an adverse event related to their 

hospital stay (Davis et al., 2003). Worldwide studies indicate that adverse events occur 

in approximately 10% of admissions according to Jones and Subbe (2018). The reasons 

for these adverse events are varied but often attributed to staff failure to recognise 

deterioration or respond appropriately. 
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A common issue discussed when a patient deteriorates is whether it is appropriate for 

the patient’s life to be prolonged, because of existing diagnoses, co-morbidities and 

concerns for their quality of life. Psirides (2018) suggests it can be hard to distinguish 

between a dying person with an irreversible process and a sick person with a reversible 

process who needs aggressive treatment. Many clinicians raise concerns that patients 

may be treated or admitted to intensive care units when this may prolong their lives in 

unwanted ways and lead to poorer quality of life (Huynh et al., 2013; Jones et al., 

2012). The Patient Deterioration Programme (Health Quality Safety New Zealand, 

2016) aims to address this with their shared goals of care workstream, which focuses 

on ensuring the care given is warranted and wanted, and that these decisions are 

made before a patient deteriorates, in partnership with the patient and their family. 

2.6 Recognising clinical deterioration 

A patient’s clinical deterioration is often reflected by a change in the regular 

observations charted by nurses such as heart rate, blood pressure, respiratory rate or 

level of consciousness (Lavoie, Pepin, & Alderson, 2016). It is a nurse’s role to record, 

interpret and relay the observations to the medical team if any of the vital signs are 

outside of the normal range (Andrews & Waterman, 2005). Nurses play a critical role in 

detecting clinical deterioration by providing surveillance and monitoring observations 

(Dalton, Harrison, Malin, & Leavey, 2018; Purling & King, 2012). Furthermore, effective 

observation and assessment is one of the first steps in identifying and managing a 

deteriorating patient (Odell, Victor, & Oliver, 2009). 

Over 80% of patients show measurable signs of clinical deterioration in the hours 

before cardiac arrest or life threatening deterioration (Jones et al., 2013; Matthew, 

2010). These preceding signs may be changes in physiological parameters such as 

blood pressure, pulse and respiration rate (Alam et al., 2014). Early identification of 

deterioration is vital to reduce mortality (Beaumont et al., 2008). Many hospitals 

throughout the world use track and trigger systems, like an Early Warning Score (EWS), 

designed to identify patient deterioration and provide a standardised pathway to 

escalate concerns. EWS will be discussed in more detail later in the chapter. 

Adverse event reports have frequently shown that patients or whānau (families) are 

often able to identify unusual clinical signs or markers of deterioration before clinicians 
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because the patient is so well known to them (Health Quality Safety New Zealand, 

2019). Minick and Harvey (2003) suggest that family members often perceive subtle 

signs of deterioration such as a change in level of consciousness before clinicians have 

noticed. It can sometimes be difficult for these concerns to be relayed to clinicians and 

for the worries to be actioned, especially when they are not seen as typical red flags to 

clinicians. In many services, patient or family concern has been added to the EWS, 

which triggers a high score, prompting escalation in an attempt to address this. 

Furthermore, family-led escalation processes called ‘Kōrero Mai’, translated to ‘talk to 

me’, have been introduced to hospitals throughout New Zealand as part of the Patient 

Deterioration Programme (Health Quality Safety New Zealand, 2016), enabling families 

to call for help if they are concerned about their family member’s condition, and feel 

they are not getting adequate help or interest from the care team. The introduction of 

the Kōrero Mai programmes has also increased awareness in staff of the clinical 

significance of family concern. Similar programmes have been introduced throughout 

the world and have been found to be used infrequently, but when they have been 

used it has been clinically relevant (Gill, Leslie, & Marshall, 2016). 

Nurses rely not only on objective signs of deterioration and empirical knowledge, but 

also on their past experiences as well as a sense of nursing intuition (Fasolino & Verdin, 

2015; Robert, Tilley, & Petersen, 2014). Nursing intuition is a contested issue with 

some literature suggesting that intuition has no place in an objective situation as the 

decision making is based on someone’s emotions rather than scientific evidence 

(Hams, 2000). However, other literature supports the concept of intuition (Odell et al., 

2009), saying that when a nurse experiences a ‘gut feeling’, it is often strongly linked to 

subtle cues that they are picking up on yet unable to name (Cioffi, Conway, Everist, 

Scott, & Senior, 2010; Melin-Johansson, Palmqvist, & Ronnberg, 2017). Interestingly, 

several studies cite nurses who said although the patient’s vital signs were normal, 

they had a ‘feeling’ about a patient who later did deteriorate (Hassani, Abdi, Jalali, & 

Salari, 2016). In clinical settings where there is a high patient turnover, nurses often 

have contact with the patients more frequently and this often leads to heightened 

awareness of potential deterioration (Orique, Despins, Wakefield, Erdelez, & 

Vogelsmeier, 2019). A systematic review by Gao et al. (2007) indicated that seven out 

of 25 early warning systems included ‘concern’ as a prompt for involving the response 
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team, but that nurses found it difficult to articulate their concern to medical staff. 

However, a study by Douw, Huisman-de Waal, van Zanten, van der Hoeven, and 

Schoonhoven (2016) indicated that adding a ‘nurse worry’ score, combined with an 

early warning score improved the prediction of patient deterioration. 

It is not enough to just record the vital signs; staff must understand the significance of 

variations in the measurements. Failure to identify deterioration is a significant factor 

in the care of hospitalised patients. To be able to respond to patient deterioration, 

nurses must be able to identify cues of deterioration despite the distracting 

background noise of workload and environment (Orique et al., 2019). Nurse workload 

as well as time constraints are a known barrier to nurses identifying patient 

deterioration (Mok, Wang, Cooper, Ang, & Liaw, 2015). Further to this, situational 

awareness is said it be a major factor in nurses identifying deteriorating patients 

(McKenna et al., 2014). Situational awareness and identification of deteriorating 

patients is said to improve with increased nursing experience (Hill, 2010; Purling & 

King, 2012). 

2.6.1 Early Warning Score 

The Early Warning Score (EWS) is a simple tool which is easy to use at the patient’s 

bedside, and may help to recognise and prompt treatment for patients who are either 

deteriorating or have the potential to (Alam et al., 2014). Vital signs are measured, and 

a weighted score is applied to each measured value. These scores correspond to an 

algorithm, where higher scores are related to sicker patients and predict poorer 

outcomes. The score triggers a clinician’s response proportional to the level of 

deterioration (G. B. Smith, Prytherch, Meredith, & Schmidt, 2015; Spångfors et al., 

2019). Early warning scores ensure all patients in an organisation are receiving the 

same vital sign assessments and standardises the clinical decisions. Recognition and 

response systems “provide objective criteria for escalating care, a clinical safety net for 

detecting acute deterioration, and agreed processes for escalating care to 

appropriately skilled responding clinicians.”(Health Quality Safety New Zealand, 2017, 

p. 5). The use of recognition and response systems, such as EWS, can help to prevent 

harm from inpatient deterioration (Drower, McKeany, Jogia, & Jull, 2013). 
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Some of the key benefits to adopting these early warning systems are that they 

provide objective, evidence-based decision making which is supportive to junior staff, 

however, early warning systems have been criticised for the notion that nurses will 

rely on the scores instead of using critical thinking or assessment skills (Burns et al., 

2018; Grant & Crimmons, 2018). Burns et al. (2018) found that nurses felt that the use 

of the EWS system increased communication as well as proactive reactions to clinical 

deterioration. Some of the factors of why nurses don’t escalate concerns for patients 

who are scoring on the EWS system are culture, confidence and past experience 

(Wood, Chaboyer, & Carr, 2019). Interestingly, several studies have found that nurses 

use EWS to quantify or prove a patient’s deterioration after they have already 

detected it (Donohue & Endacott, 2010). 

2.6.2 New Zealand Early Warning Score 

In 2011, as part of a Ministry of Health directive, all of the 20 District Health Boards in 

New Zealand implemented systems which identified deterioration (Psirides, Hill, & 

Hurford, 2013). Although all of the DHBs had some kind of early warning system in 

place, when investigating serious or sentinel events it was found that despite the 

patient triggering a response on the early warning system, the suggested escalation 

was not followed. This lead to the recommendation from the HQSC to further 

standardise the EWS in New Zealand and bring all DHBS in line with each other by 

using the same system, as part of the Patient Deterioration programme . The National 

Early Warning Score, known as NZEWS was introduced into all New Zealand hospitals, 

with the final DHB implementing the change in early 2019. This means that as junior 

medical staff rotate throughout different hospitals across the county, the process for 

detecting and managing a deteriorating patient should be essentially the same. Early 

warning systems have also been adopted for use in paediatrics, and are currently in 

the process of being implemented for use in maternity throughout New Zealand 

hospitals. 

Failure to recognise 

Despite the detection of deterioration being standardised and being made easier, it is 

widely evident in the literature that patient deterioration is still going unrecognised or 

unreported, leading to adverse events and poor outcomes for patients. A number of 
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studies and systematic reviews were found which addressed the reasons why nurses 

failed to recognise patient deterioration. 

A descriptive case study by Foley and Dowling (2019) indicated that nurses may choose 

not to escalate an elevated EWS, if they are able to justify the abnormal vital signs by 

using their own judgement about a patient. However, the study did reveal that nurses 

would escalate concerns about their patients if they thought they were at risk, 

regardless of what the EWS was. This study also raised the issue of the difficulties 

nurses face in getting medical staff to alter the EWS parameters, meaning patients 

with chronic conditions, such as lung disease, will always score highly on the EWS 

despite having lower oxygen requirements than other patients. A mixed methods 

inquiry by Lydon, O'Connor, Byrne, Gleeson, and Offiah (2016) found similar results in 

the barriers to escalating higher EWS scores, with staff reporting difficulties in getting 

parameters altered, or staff relying on their own judgement instead of escalating 

higher scores. Al-Moteri, Plummer, Cooper, and Symmons (2019) suggest that delays 

in recognising and responding to clinical deterioration are associated with human 

factors, like ward culture. When the EWS is elevated, part of the algorithm is to 

increase the frequency of observations to be able to monitor a patient’s condition. 

Although this can be a protective factor and determine the path of deterioration, it can 

also become a barrier to escalation as it increases the nurse’s workload and increases 

interruptions (Odell et al., 2009). 

2.7 Response and management of clinical deterioration 

There are several important aspects of responding and management of clinical patient 

deterioration which include communication, and response protocols such as rapid 

response teams.  

Communication  

Effective communication skills are a hugely important aspect of caring for a 

deteriorating patient, allowing nurses to relay their concerns appropriately and 

encourage team work (Brier et al., 2015; Liaw, Scherpbier, Klainin-Yobas, & Rethans, 

2011; Martland, Chamberlain, Hutton, & Smigielski, 2016; Mok, Wang, & Liaw, 2015). 

Poor nurse to physician communication is commonly cited as a contributing factor in 

adverse events in patients (De Meester, Verspuy, Monsieurs, & Van Bogaert, 2013). 
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Nurses often use more casual language (Andrews & Waterman, 2005) which does not 

always communicate the urgency or severity of the patient’s deterioration, which is 

where a communication tool such as ISBAR may be helpful. ISBAR is also known as 

SBAR and stands for Introduction, Situation, Background, Assessment, and 

Recommendation. This tool is used to refine hand over communication or to ensure 

appropriate relaying of information during escalation conversations, and has been 

shown to improve communication between health care staff (De Meester et al., 2013; 

Müller et al., 2018). Foley and Dowling (2019) showed in their study that nurses knew 

about ISBAR and its importance however, using the communication tool was not 

second nature and thus in times of stress they often forgot to use it. 

Adaptions to technological tools specifically designed to improve communication have 

been shown to be useful in health care settings. The systems nurses use to contact 

doctors makes a difference to how deterioration is managed. Waitematā District 

Health Board has recently introduced technology which enables nurses to more easily 

page doctors with concerns about their patients (Pearce, 2018). This technology also 

has the ISBAR headings as part of the paging template to prompt nurses or other 

clinicians to utilise this communication tool, as well as standardise communication. 

Rapid Response Teams 

Rapid Response Teams are made up of non-ward based clinical teams and are either 

nurse or physician led. They aim to provide a preventative process where health 

professionals can access increased support and management before a patient 

becomes critically ill (Pain et al., 2017). Jones, Gillon, and Ramsdale (2018) say “An RRT 

call may be initiated when the requirements of a patient exceed the capability of the 

staff currently caring for them” p.40. Hospitals in New Zealand have variations of these 

teams which go by different names, such as Resus team, Medical Emergency team 

(MET) or Patient at Risk (PAR) team, which were adopted following the increased 

implementation of Rapid Response systems in Australia and the United Kingdom 

(Psirides et al., 2013). The development of the national Patient Deterioration 

Programme has addressed these variations by standardising the EWS and providing 

guidance on appropriate escalation protocols (Health Quality Safety New Zealand, 

2017). 
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Different hospitals and DHBs have different response teams in place as part of their 

rapid response system. These may be Patient at Risk teams, or Critical Care outreach 

teams, which are usually staffed by nurses with intensive care backgrounds. These 

teams attend ward patients who have triggered a high EWS, providing assessment, 

support and have contact with ICU physicians, facilitating review or referral if 

necessary. Hospitals also usually have a MET team or Resuscitation team who are 

called to episodes of severe deterioration or cardiac / respiratory arrest to provide an 

ICU level of support at the patient’s bedside. 

There is conflicting evidence to support the use of rapid response teams (Al-Qahtani et 

al., 2013) however they are generally associated with decreased mortality and lower 

intensive care admissions (Shah, Cardenas Jr, Sharma, & Kuo, 2011). A New Zealand 

study indicated that the introduction of a PAR team reduced cardiac arrests, intensive 

care admissions as well as length of hospital stay, but did not reduce the number of 

MET calls (Pirret et al., 2015). Despite patients meeting the criteria in the early warning 

system, the rapid response systems are often not activated (DeVita et al., 2017) which 

can lead to an increased risk of adverse events (Massey, Chaboyer, & Aitken, 2014). A 

study by Shearer et al. (2012) indicated that the majority of staff recognised that a 

patient met the escalation criteria, despite the rapid response system not being 

activated, and that this was most likely due to hierarchical issues rather than a lack of 

knowledge. Hierarchy is still seen as a barrier, with staff feeling hesitant to escalate to 

seniors, fearing reprimand if they are seen to have called without good reason 

(Andrews & Waterman, 2005; Kitto et al., 2015). However, once a rapid response is 

activated it is intended to eliminate hierarchical issues (Jones, DeVita, & Bellomo, 

2011). Another barrier noted by Shearer et al. (2012) was staff feeling that they 

already had the necessary skills and knowledge with the existing team present, or in 

other cases it was because escalation had occurred previously and the responsibility or 

plan for the patient was now unclear. This can be a barrier to escalation, as well as 

helpful, as a supportive team is a significant factor in facilitating effective responses to 

patient deterioration (Cioffi, 2000; Cox, James, & Hunt, 2006; Massey et al., 2014). 

2.8 Nurse Experience of deterioration 

Very few articles about nurses’ experience of patient deterioration were found. The 

majority of those located were focused on student or new graduate nurses in general 
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wards. Several articles were found concerning aspects of nursing deteriorating 

patients, such as a cross sectional explorative study relating to the nurses’ perceptions 

of clinical deterioration cues (Orique et al., 2019) and a generic qualitative study 

concerning factors affecting assessment and response to acute deterioration (Dalton 

et al., 2018). Three articles in particular concerning the nurse experience of caring for a 

deteriorating patient stood out during my literature search. The study by Della Ratta 

(2016) used an interpretive phenomenological design with a sample of new graduate 

nurses from a variety of wards, research by Cox et al. (2006) used an exploratory 

descriptive design and experienced nurses from one ward, and a study by Chua et al. 

(2013) also used an exploratory description design, but focused on enrolled nurses. 

Although these studies were conducted years apart with different samples, it was 

interesting to see the similarities in the emerging themes, and that the landscape of 

caring for a deteriorating patient was largely unchanged during this time. All studies 

cited a lack of previous exploration of the nurse experience of patient deterioration in 

their literature review, and both used a similar sample size. Della Ratta (2016) gave 

detailed information about the demographics of the participants, and clearly outlined 

her inclusion criteria. She also included her interview questions within the article 

which added to a rich understanding of the results. Her analysis using the method of 

Diekelmann (1992) gave an overall impression of rigorously analysed data, which was 

clearly related back to the methodology. Della Ratta (2016) also clearly outlined the 

different ways that trustworthiness was ensured throughout the study. It was clear 

throughout the article that Della Ratta kept true to the phenomenological 

methodology and identified that the use of this hermeneutic perspective contributed 

to a greater understanding of novice nurses. The results of both studies were 

presented as themes, supported by use of verbatim quotes from the transcripts. The 

study by Cox et al. (2006) resulted in themes such as clinical environment, professional 

relationships and patient assessment, and the research by Chua et al. (2013) presented 

similar themes: recognising deterioration and taking responsibility. The study by Della 

Ratta (2016) however, presented themes that were phenomenological in nature, 

Dwelling with uncertainty, Building me up and A new lifeline: salient being. Although 

these studies had many similarities, the strength of the data reported in the Della 

Ratta (2016) study was evident and appeared to uncover the experience of caring for 
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deteriorating patients in a robust and relatable way, compared with the exploratory 

descriptive studies by Cox et al. (2006) and Chua et al. (2013). 

2.9 Acute Assessment nursing 

As introduced in chapter one, for the purpose of this research, the units where the 

participants were recruited from were collectively known as Acute Assessment Units 

(AAU) for ease of reference and to protect privacy. It was difficult to find literature 

pertaining to AAUs due to varying labels or definition criteria being used throughout 

the world. Literature was found which refers to Medical Assessment Units (Rushton et 

al., 2017) or Acute Medical Units (Byrne & Silke, 2011). The majority of the research 

found regarding AAUs were quantitative studies which looked at the effectiveness of 

implementing the units to reduce length of stays in the Emergency Departments (ED) 

in line with health targets. 

As more AAUs have been implemented internationally since the late 1990s and early 

2000s (Reid et al., 2016), they have continued to gain popularity as the patient 

population and needs continue to change. Acute Assessment units were designed with 

the purpose of receiving inpatients from ED, or the community for a designated 

amount of time, often 24-72 hours before being discharged home or transferred to 

wards for further care (Bokhorst & van der Vaart, 2018; van Galen et al., 2017). This is 

said to also improve the flow of patients throughout the hospital and avoid extended 

stays in the ED (Buckley, Castillo, Killeen, Guss, & Chan, 2010; van der Linden et al., 

2013). Decreased patient safety and increased mortality is associated with ED 

overcrowding caused by lack of bed capacity within the hospital (Ardagh, 2015). 

Longer stays in ED are linked with poorer patient outcomes, as well as reduced privacy 

and dignity for patients (Hawkins, 2014). 

Improving the patient flow in hospitals appears to lead to greater access to care, lower 

costs and wait times, as well as improved patient outcome (Knarr & MacArthur, 2012). 

Several studies have also shown a decrease in mortality rates in EDs after the 

implementation of an AAU (Ardagh, 2017; Rooney, O'Riordan, Silke, Moloney, & 

Bennett, 2008). However, the literature did raise some staffing concerns about the 

increased workload and stress in AAUs because of the acute nature of the patient 

population (Scott, Vaughan, & Bell, 2009). Clinical deterioration can occur at any point 
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but patients are most susceptible to deterioration immediately following admission to 

hospital, post-surgical procedure or while recovering from a critical illness (Adam & 

Odell, 2005). Increased complexity of nursing care and dynamic work environments 

are factors which are associated with errors, missed nursing care which can lead to 

failure to rescue (Bower, Jackson, & Manning, 2015). Unfamiliarity with a patient is 

linked to decreased awareness of subtle cues of deterioration and can be a barrier to 

detecting deterioration, which is potentially an issue for nurses working in acute areas 

(Gazarian, Henneman, & Chandler, 2010). 

To date, no qualitative articles were found regarding nurses’ experiences or 

perceptions of working in an AAU, as outlined in chapter one. Synonyms for Acute 

Assessment units were also searched, as well as changing the search criteria to include 

other clinicians and health care workers. 

2.10 Gap in the literature 

It is clear from the review of the literature that there is a lack of research about how 

nurses experience patient deterioration, and how these experiences affect the 

detection and response to deterioration. There is also a lack of qualitative literature 

regarding nursing in Acute Assessment areas, in particular a lack of phenomenological 

research. The experiences and perceptions of nurses and clinicians working in these 

units does not yet appear to have been explored which raises questions about what 

could be learnt from further investigating Acute Assessment areas in a qualitative or 

phenomenological way. 

2.11 Conclusion 

The literature has shown that caring for clinically deteriorating patients is a complex 

experience for nurses and presents unique challenges in the Acute Assessment Unit 

context. Much is known about many aspects of patient deterioration such as detection 

and responding to deterioration, however the literature lacks an acknowledgement of 

the connection of nurses’ emotional experiences of patient deterioration and how the 

nurses’ experiences influence the way they manage a clinically deteriorating patient. 

The chapter which follows, chapter three, will outline the methodology used to guide 

this research and describe how the study was conducted. 



34 

Chapter 3  – Methodology and Method 

3.1 Introduction 

Phenomenology was chosen as the methodology for this study and influenced how the 

research was conducted. The development of this research study was guided by the 

writings and philosophical underpinnings of Heidegger and van Manen with an aim to 

shed light on the meaning of the experiences of nurses caring for clinically 

deteriorating patients. I chose phenomenology as I had an awareness that my own 

experience was merely my interpretation based on my past, my experiences and my 

‘self’. I thought of my nursing colleagues and wondered if we experienced things 

differently to each other despite working in the same setting. Our experiences caring 

for patients were rarely talked about, they just ‘were’. I was intrigued by uncovering 

what was hidden in other nurses’ experiences. An overview of hermeneutic 

phenomenology will be presented in this chapter, followed by a description of how this 

methodology was used to guide the research methods. The methods used to conduct 

this study will be outlined. 

3.2 Hermeneutic phenomenology 

Phenomenology guides a philosophic method for questioning, rather than a method 

for answering questions or finding specific results. van Manen (1990) expands this 

further by saying that in this questioning there is the possibility for insights and 

understandings which give us ideas about the meaning of the phenomenon. 

“Phenomenology aims at gaining a deeper understanding of the nature or meaning of 

our everyday experiences. Phenomenology asks, “What is this or that kind of 

experience like?”” (van Manen, 1990, p. 9). Smythe, Ironside, Sims, Swenson, and 

Spence (2008) suggest that the purpose of Heideggerian phenomenology is not to 

provide answers, but to invite readers to listen to and provoke their own thinking. 

Heidegger’s philosophy is considered hermeneutic or interpretive (De Chesnay, 2014). 

The hermeneutic approach is interpretive rather than descriptive, providing a way to 

interpret the participants stories, their words and language, and is used to uncover 

meaning behind the text (van Manen, 2014). Phenomenology enables researchers to 

uncover what is hidden in every day experiences. Inwood (1999) suggests things are 

hidden not because we have forgotten them or they are undiscovered, but because we 
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are too accustomed or close to notice them. Interpretive phenomenology is about 

bringing something that is ordinarily covered over into the light (Heidegger, 2010). 

Phenomenology delves into the human aspects of a situation, searching for what it 

means to an individual to experience something, and what the implications of that 

experience may be for the person (Wilson, 2015). 

3.2.1 Philosophical underpinnings 

Phenomenology has philosophical origins as far back as ancient Greece and has 

evolved through the years with many philosophers such as Husserl [1859–1938] and 

Heidegger [1889–1976], questioning and contributing to what is believed about lived 

experience. Phenomenology is based on the idea that human knowledge is not 

founded upon a solid truth or reality, but rather upon the meaning and beliefs that 

humans assign to phenomena or experiences. This relates to Heidegger’s notion of 

Dasein, or ‘being-there’ (Harman, 2007). Heidegger believed that our understanding 

and experience is always influenced by our existing knowledge and pre-understandings 

and the way we are in the world (Neubauer, Witkop, & Varpio, 2019). 

3.2.2 Heideggerian notions 

There are many notions which Heidegger has contributed to philosophy. For the 

purpose of this study’s context, the concepts of Dasein and Being will be briefly 

outlined. 

Dasein 

The concept of Dasein loosely translates to ‘being-there’. “For Heidegger, Dasein is 

where Being reveals itself, - a ‘clearing’, he likes to say, as in the midst of a dense, dark 

forest, where Being is lit up and becomes unconcealed.” (Crotty, 1996, p. 78). 

Heidegger believed that humans are the only beings who are concerned with or aware 

about their existence, and said Dasein is therefore, human existence (Heidegger, 

2010). We all individually have our own Dasein because we all exist in the world in our 

distinct and separate ways. Dasein is “thoroughly immersed and embedded in a world 

of things and relationships” (J. A. Smith, Flowers, & Larkin, 2009, p. 29). 
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Being 

The most generalised concept of Heidegger’s’ hermeneutic phenomenology is Being. 

To uncover meaning in the experience of a phenomenon is to ask for the ‘being’ of an 

object or individual. To question the Being of anything is to enquire into the very 

nature or meaning of that phenomenon (van Manen, 2014). 

The idea that experiences are always interpreted in relation to something, and to us, 

ourselves, is what Heidegger calls ‘Being-in-the-world’. Being-in-the-world refers to the 

way humans exist or are involved in the world (van Manen, 1990). In this research 

study the nurses demonstrated a particular way of Being and Being-in-the-world which 

was evident in their stories. 

3.3 Methods 

The remainder of this chapter describes the ethics and research methods that were 

informed by hermeneutic phenomenology and used to gather and interpret the data 

from nurses’ stories to find meaning about caring for clinically deteriorating patients. 

3.3.1 Ethics 

Approval was sought from Auckland University of Technology Ethics Committee 

(AUTEC) and was granted on the 12th March 2018, with the number 18/52 (Appendix 

A). The process of applying for ethical approval helped me consider how to protect my 

participants and their patient’s privacy throughout the research. Locality approval was 

granted by Waitematā District Health Board (Appendix B) in March 2018 after 

discussion with the Director of Nursing. As the research progressed and recruitment 

was expanded, locality approval was also granted by Auckland District Health Board 

Research Centre (Appendix C). For both DHBs, the Charge Nurse Managers were 

contacted, and the research was discussed with them, in each unit, giving their own 

approval for their staff members to be approached. In time it became clear that the 

recruitment of participants was difficult. An amendment application to AUTEC was 

submitted and approved on this date (Appendix D), which enabled the researcher to 

expand the recruitment criteria. 
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3.3.2 Informed Consent 

The participants were free to choose to participate in the research. In most cases, the 

participants were the ones to make first contact, unless they were referred by a 

colleague or a friend, in which case, consent was sought to make contact. Upon initial 

contact, the participants were sent a copy of the Participant information sheet 

(Appendix E), which outlined the purpose of the study as well as the risks and benefits 

of participating. Carr (1994) states that informed consent is one of the most important 

ways that researchers keep participants safe and ensure their human rights are 

maintained. The researcher needs to be certain that participants agree to partake with 

a clear understanding of potential risks or benefits, how the data will be collected, 

stored and their privacy protected (Doody & Noonan, 2016; Munhall, 2012; "Privacy 

Act," 1993). At the beginning of each interview informed consent was discussed with 

the participants and a consent form was signed (Appendix F). 

3.3.3 Privacy 

A number of steps were taken to ensure privacy for participants, as well the 

information they shared. Pseudonyms were offered to each participant after the 

interview. Some participants wanted to choose their own pseudonym, and others 

were happy to have one chosen for them. Two of the participants preferred to use 

their own name. 

Generalised labels; ‘Acute Assessment Unit’ and ‘Patient at Risk team’ were assigned 

to the different units and response teams at the two district health boards for ease of 

reference and to ensure that the answers are not identifiable to one particular unit. 

Any information that could potentially identify a patient or specific nurse was 

reworded or altered to ensure confidentiality. 

Transcripts, consent forms and demographic forms were stored in supervisor office 

once analysis was completed to protect the participant’s privacy.  

3.3.4 Treaty of Waitangi 

The Treaty of Waitangi principles of protection, partnership and participation offer a 

starting point for identifying Māori ethical issues in terms of rights, roles and 

responsibilities of researchers. It was important that these principles were honoured 
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regardless of whether there were any participants of Māori descent. I contacted the 

managers of both of the units to see if there were any potential participants who 

identify as being of Māori descent, but both managers informed me that at that time 

there were not. I felt that it was important that if there were any Māori nurses, that 

they would have an opportunity to participate without being disadvantaged in any 

way. A Māori research review was completed by He Kamaka Waiora who works with 

Auckland and Waitematā District Health boards, who subsequently approved this 

research (Appendix G). Although there were unlikely to be any Māori participants, He 

Kamaka Waiora asked that a question be added to the indicative questions regarding 

nurses’ experiences caring for deteriorating patients from another culture, saying that 

showing diversity of experiences may still benefit Māori. 

It was important to me to be respectful of the Māori ethics framework, (Hudson, 

Milne, Reynolds, Russell, & Smith, 2010), which includes “four tikanga based principles 

(whakapapa (relationships), tika (research design), manaakitanga (cultural and social 

responsibility) and mana (justice and equity)”, knowing that if the research was 

respectful of these tikanga (protocols) for Māori, then it would be ethically respectful 

for all participants. 

I attended a patient deterioration conference run by the Health Quality Safety 

Commission of New Zealand in 2018 where the Māori perspective of patient 

deterioration was explored. I found this very useful in increasing my understanding. 

The take home message was that as health professionals, we need to be providing 

excellent care to Māori patients who deteriorate, carefully considering the principles 

of the Treaty of Waitangi. This should set the standard of care for every New 

Zealander. The same principle was applied to my own research. 

3.3.5 Sampling and recruitment 

A total sample of all registered nurses who were currently working in an Acute 

Assessment Unit within the two Auckland district health boards were invited to 

participate in this research. The nurses were eligible for inclusion in the study if they 

had worked in their unit for at least 6 months and identified as having cared for a 

deteriorating patient in this time. I aimed to recruit nurses from a range of ages and 

ethnic backgrounds, and with varied nursing experience, however this was determined 
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by which nurses were interested in participating. The exclusion criterion was any 

nurses who I had seniority over in my position as Clinical Nurse Educator, including 

current colleagues. 

Initially, I had hoped to be able to recruit participants from the DHB that I am 

employed in, but it became clear that this limited the research and recruitment 

opportunities. Recruitment was slow, but I also became aware that by broadening the 

recruitment to include other DHBs in the Auckland area, I was likely to get a wider 

range of experiences, ethnicities and either find commonalities or differences. With 

AUTEC approval (Appendix D), the inclusion criteria were to be extended during the 

recruitment phase to include nurses working in all the DHBs in the Auckland area, as 

well as former colleagues.  

Initially, purposive sampling was used, where the researcher consciously selects 

certain participants, elements, events or incidents to include in the study (Marshall & 

Rossman, 2011; Richards & Morse, 2013) and is commonly used in phenomenological 

research (Smith, Flowers & Larkin, 2009). This was chosen as the most appropriate 

sampling strategy for this study because participants with experiences of the 

phenomenon of interest were needed in order to answer the research question, 

however this proved too slow for time frames. The ethics application was amended 

(Appendix D) to include snowball recruiting, which enabled participants to approach 

and invite their colleagues to participate in the research as well (S. Kelly, 2010). 

Altering the sampling strategy had an immediate positive effect on recruitment.  

Five nurses consented to being contacted who were invited to participate in the 

research but chose not to take part. Three of these nurses did not reply to the 

invitation, one was interested but was unavailable due to moving overseas, and the 

last did not provide a reason. 

To recruit the participants, advertisement posters (Appendix H) were placed in staff 

areas of the Acute Assessment Units. A message was also posted on one of the AAU’s 

Facebook group inviting participants using the same advertisement poster. The 

advertisement was emailed to staff members by the unit manager, inviting their 

participation. Participants and colleagues discussed the research with their contacts in 

these areas, and invited them to either contact me or be contacted directly by me. 
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I had initially aimed to recruit 10-15 nurses as participants, however as the research 

progressed, I found that I was reaching data saturation (De Chesnay, 2014). Many of 

the participants were answering the questions with similar stories and clear themes 

were beginning to emerge. I decided that the tenth participant would be the final 

interview. 

3.3.6 The participants 

The participants were registered nurses employed by either Waitematā or Auckland 

District Health Boards. One nurse was trained overseas, and all other participants were 

trained in New Zealand. There were two male participants and eight females. Their 

cultural backgrounds included Pākehā, Indian and Other. The participant ages ranged 

from 20 to 55, with the majority of participants falling in the 26 to 30 years age 

category. Most of the nurses had some postgraduate education, and the range of 

experience of working in the Acute Assessment Unit ranged from six months to 10 

years. There were no nurses who worked longer than 10 years in this unit, due in part 

to the fact that the unit had not been open longer than this. The following tables 

outline the participants’ demographic information. 

Table 1. Participants’ nursing experience 

Pseudonym Nursing 
experience 

Where first 
qualified? 

AAU 
experience 

Highest 
qualification 

Level of 
Practice 

Jessie 1-5 years NZ 3-5 years Postgrad cert 2 

Ben 5-10 years NZ 1-2 years Masters HS Senior 

Tricia 20+ years Overseas 5-10 years Postgrad dip 3 

Taylor 1-5 years NZ 1-2 years Postgrad cert 2 

Annie 1-5 years NZ 1-2 years Postgrad cert 2 

Sally 1-5 years NZ 1-2 years Postgrad cert 2 

Lily 5-10 years NZ 0.5 – 1 year Postgrad dip 3 

John 1-5 years NZ 1-2 years Postgrad cert 2 

Nina 1-5 years NZ 3-5 years Bachelor HS 3 

Rose 1-5 years NZ 3-5 years Postgrad dip 3 
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3.3.7 Data gathering 

Pre-understandings 

The data collection began with a pre-understandings interview with my supervisors, in 

keeping with the phenomenological methodology (Wright-St Clair, 2015). Pre-

suppositions interviews are a useful tool to explore one’s own prejudices for how they 

enable and limit understanding (Spence, 2017). This enabled my own thoughts and 

understandings about caring for deteriorating patients to be explored and helped me 

become aware of any biases. Lincoln and Guba (1985) suggest identifying one’s own 

perspectives and assumptions improves the trustworthiness of the data. This interview 

was also very useful in helping me understand how asking particular questions elicited 

a ‘story’ or rich description. 

This interview enabled me to view the ideas I already had around caring for 

deteriorating patients and reflect for the first time on how my previous personal and 

professional experiences shaped and influenced the way I came to this topic. It made 

me realise that I came to this research well before it began. The love of stories and 

caring and wanting to understand the essence of experience was in me before I came 

to nursing. It made me realise that I could not put aside my own experiences of patient 

deterioration and hear others’ stories without thinking of my own. 

Husserl proposed that researchers must practice the concept of bracketing, putting 

aside one’s own ideas and experiences in order to understand the phenomenon in 

question to avoid distortion (Bourgeault et al., 2010), however I agree with Heidegger 

who argued that this was not possible (Blattner, 2006). For me it is impossible to set 

aside my past and my experiences. In hearing other’s stories, I am reminded of our 

differences and similarities, and cannot help but call on my own knowledge and 

experience. This reflection also enabled me to stay open to what might be uncovered 

in revealing experiences that differed to my own. 

Working in an AAU, I often observe nurses caring for deteriorating patients and see 

reactions ranging from indifference to panic, which makes me wonder what this 

experience is like for other nurses, and how these experiences influence and shape 

their practice. In my own experience, caring for a patient who deteriorates can be an 

emotional experience which lingers with me. I carry these previous experiences with 
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me and call on them when I am faced with the same situation again. I remember how I 

felt, or how the room smelt, or the sounds I could hear. I remember the look on the 

patient’s face. When I see the same signs in a different patient, something is triggered 

in me – a reminder that I have seen this before and know what to do. Thinking about 

my own experiences raised questions for me about the lived experience of other 

nurses – what does care mean to them and how does caring for a deteriorating patient 

affect them? 

Interviews 

Individual in-depth semi structured interviews were chosen as the best fit for the 

methodology as phenomenology is concerned with lived experience. Interviews allow 

the researcher to “capture the deep meaning of experience in the participants’ own 

words” (Marshall & Rossman, 2011, p. 93). This is also supported by van Manen (1990) 

who says deeply exploring participants’ experiences through their stories is possible in 

these one on one conversations. 

Participants were invited to take part in a one on one interview, with a mutually 

convenient location agreed upon. In some cases, this was a meeting room at North 

Shore or Waitakere hospital, and in others this involved meeting at a café to conduct 

the interview over a hot drink. Each participant received a supermarket voucher and 

handwritten card as Koha (a gift) for their time. The participant interviews were 

conducted between May and December of 2018. 

The interviews began with discussing the study and seeking consent. Once the 

participants had signed the consent form (Appendix F), the audio recorder was started. 

Indicative questions (Appendix I) were used to guide the interviews and questions 

were asked in a similar order each time. Open ended questions were used to evoke 

stories about particular moments and events when caring for a deteriorating patient 

(Kelly, 2010). At times, probing questions were used to draw out an anecdote, and at 

other times the interview flowed like a conversation and the questions were answered 

naturally during the course of the discussion. At the end of the first interview a new 

question emerged about what the term ‘caring’ meant to the participant. This question 

was added to the list of indicative questions for each subsequent interview because of 

the richness and depth of the answers gained, as well as an insight to how each 
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participant viewed themselves as a nurse. Each participant completed a demographic 

form (Appendix J) after the interview, the results of which are summarised earlier in 

the chapter. 

Interviews were conducted over an hour, with some extra time for filling in forms and 

discussion. Each interview was audio-recorded, and then transcribed verbatim in the 

days following the interview. I decided to transcribe the interviews myself to stay 

immersed in the data and found it very valuable to listen to the interviews again a few 

days after the interview, hearing something new with each listen. “Listening and re-

listening, to the stories while typing up the transcripts is a way of dwelling with the 

interview data and of beginning to fully engage in it. It assists a deep familiarity with 

the text.” (Wright-St Clair, 2015, p. 60). Listening closely to the interviews again and 

again helped me to understand my own interviewing style and helped me to refine my 

questions and questioning technique. 

3.3.8 Data analysis 

Analysis began with the pre-suppositions interview, as previously described, because 

this was where I first started to consider the meaning behind my own caring and my 

own experiences. I started to be open to possibilities and started to question what was 

underlying my own thoughts and feelings, and what was being revealed to me about 

my own everyday practice. 

In phenomenology, there is no prescribed ‘right way’ to do analysis (Smythe, 2011; 

Wright-St Clair, 2015). van Manen (2014) agrees that the phenomenological method 

cannot be constrained to rules, or a set of steps or procedures. “To choose to do 

hermeneutic interpretive phenomenology one needs to understand and demonstrate 

skills of interpretation” (Smythe, 2011, p. 45). Smythe also suggests that 

phenomenological researchers need to approach analysis slowly, returning to it over 

and over again, knowing that there is still much meaning which remains hidden and 

unsaid. 

The analysis of the findings continued concurrently as the interviews ensued. I 

transcribed the interviews myself and found that as I listened to the stories repeatedly, 

meaning was starting to be revealed. “Hermeneutic analysis requires that the 

researcher dwell within the data, awaiting glimpses of the phenomenon.”(Crowther, 
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Ironside, Spence, & Smythe, 2017, p. 827). This is exactly what was occurring for me as 

I listened, typed, and re-listened. Often, I would need to pause to take note of a 

particular phrase or feeling as it jumped out at me, and this continued as I crafted 

stories from the transcripts. 

3.3.9 Recrafted stories 

Shaping stories from the verbatim data was one of the initial steps of analysis (Zambas, 

2016). Coherent stories were drawn from the transcripts and then returned to each 

participant to offer them the chance to express whether their words were captured as 

they had intended. The transcripts were read and re-read, with superfluous details 

removed. Sentences were kept that appeared to hold meaning and then ordered in 

such a way that the story flowed. When I read these stories back, I wanted to make 

sure that the nurse’s experience was captured in the story. Hence, each participant’s 

stories were returned to them. In all instances, participants agreed that the essence of 

their meaning was represented in the stories, in one case saying ‘I can hear my own 

voice, as if I am speaking it’. Others told me it was cathartic to talk these situations 

through. Many participants said this was the first time they had told anyone these 

stories, or the first time they had realised how much of an impact they had had on 

their nursing career. Caelli (2001) suggests recrafting the transcripts into stories or 

narratives enables central ideas to shine through. Crowther et al. (2017) agree that in 

hermeneutic phenomenology, data are used to highlight the different meanings within 

phenomena, and to provoke thinking and understanding in the reader. Crafting the 

data into stories allows meanings to be brought to the surface of the data, it is a way 

“that ‘shows’ what the researcher is noticing and interpreting while working with the 

data.” (Crowther et al., 2017, p. 832). 

As stories or anecdotes emerge from the transcriptions, the analysis moved forward, 

uncovering meaning in what was hidden in the experiences of caring for a 

deteriorating patient. The ideas of van Manen (1990, 2014) were drawn upon here to 

guide the interpretation and thematic analysis of these stories. “Grasping and 

formulating a thematic understanding is not a rule-bound process but a free act of 

“seeing” meaning.” (van Manen, 1990, p. 79). van Manen goes on to describe 

phenomenological themes as the structures of experience, and therefore in unearthing 

the themes we are discovering the structures which make up that experience. In the 
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process of writing, thinking, listening and reading, themes are uncovered, and meaning 

is ‘seen’. This process is not linear, the text is returned to repeatedly, with new 

thoughts and insights occurring with each reading and re-writing, in-line with 

Heidegger’s concept of the hermeneutic circle (Gadamer, 2013). Being deeply 

immersed in the findings, stories and anecdotes, allows for interpretation of the 

meaning to unfold. 

The participants shared stories about their caring for deteriorating patients in AAU, 

each one painting a picture of chaotic shifts where they felt pulled in many different 

situations. As the analysis moved along, at times I found that the stories were merging 

into one, in a way, with the stories painting an overall picture of the reality of working 

in an AAU. I decided to draw a picture (Appendix K) to help to illustrate the busy and 

chaotic workplace. I showed the drawing to several people who have never worked as 

a health professional, and each person instantly seemed to grasp a sense of what a 

typical shift is like in AAU. The drawing assisted my analysis as it enabled me to more 

clearly see how each story stood on its own, while at the same time contributed to a 

greater whole. When I look back on the drawing, I feel that each nurse is represented 

in some way, each sharing their own experience, yet being part of a collective group. 

3.3.10 Reflective journal 

A reflective journal was kept from the very beginning of this research. Events were 

reflected upon, such as participant interviews, and at other times the journal was used 

to capture thoughts that came in the middle of the night, or in the midst of hanging 

out washing. It has been a place where I recorded my thoughts, explored ideas, and 

can now, in retrospect, see how this research has evolved from the beginning. This is in 

keeping with the notion of the hermeneutic circle – a constant process of reading, 

thinking, discussing, reflecting and writing to allow meaning to be revealed (J. A. Smith 

et al., 2009). A reflective journal is shown to encourage learning and interpretation, 

and add validity to results by acting as an audit trail (Vicary, Young, & Hicks, 2017). 

3.4 Trustworthiness 

Qualitative research is said to be credible “when it presents such faithful descriptions 

or interpretations of a human experience that the people having that experience 

would immediately recognise it from those descriptions or interpretations as their 
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own.” (Sandelowski, 1986, p. 30). Conversations with participants after they have 

confirmed their re-crafted stories, as well as conversations with colleagues has 

revealed that the nurses recognise themselves in these stories and anecdotes. The 

human experience in the writing, is evident to other nurses. 

A main consideration towards trustworthiness in research is choosing an appropriate 

methodology to address what is being studied, Phenomenology was a clear choice for 

me because it enabled me to uncover meaning which is hidden in the phenomenon of 

nurses caring for clinically deteriorating patients, with the intention of providing 

valuable insight to further understand this experience (Howell, 2013; van Manen, 

1990). 

I was guided by the four criteria for evaluating trustworthiness in phenomenological 

research suggested by Annells (1999). The four criteria are as follows: an 

understandable and appreciable product, an understandable process of inquiry, a 

useful product and an appropriate inquiry approach. 

It is evident that there is a literature gap regarding the experience of nursing in an 

AAU, which this research will contribute to bridging. The findings of the study will be 

presented in such a way that they are readily understandable by nurses or other 

readers in the form of journal articles, conference presentations or education delivery. 

In this way, the first criterion will be addressed. 

To address the second criterion; having an understandable process, it is important that 

the phenomenological methodology is referred back to and drawn on in the research 

process, and that the methods, data collection and analysis used is congruent with 

phenomenology (Munhall, 2012; Richards & Morse, 2013). These processes have been 

outlined in this chapter. Another way this was addressed was by keeping a reflective 

journal, noting important or thought-provoking conversations, ideas, notes from 

supervision sessions, themes, revelations as they occurred to show my thinking as it 

unfolded. This is to ensure the process of decision making is clear to the reader. “If you 

cannot readily understand the process, or the decisions made, then not enough 

information has been presented for you to evaluate the worth of the project” (Annells, 

1999, p. 11). 
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The third criterion from Annells (1999) is ‘a useful product’. The information gained 

from this research will be used to inform nursing practice and the development of 

strategies to support nurses as they care for these patients, increase awareness of the 

possibility of unspoken thinking and experiences of caring for clinically deteriorating 

patients. 

Annells (1999) fourth criterion is ‘An appropriate inquiry approach’. I believe there is 

meaning in the nurse experience of caring and this exploration may provide valuable 

insights making phenomenology an appropriate approach for this research. van Manen 

(1990) says phenomenology is not used to create a theory which lets us explain reality, 

but rather offers “plausible insights that bring us in more direct contact with the 

world” p.9. The intention of this research has not been to provide definitive answers, 

but to offer and provoke thinking, questioning and conversations. 

3.5 Challenges faced 

The challenges that I have come across in conducting this research all relate to 

recruitment. Recruitment was slower than I had anticipated, with only three 

participants in the first six months agreeing to take part in the research. I had a 

conversation with each participant about why they thought recruitment was slow. I 

wanted to know if the advertisement was off-putting or if the topic was not interesting 

or relevant to nurses. Each participant told me that they thought it was due to the 

heavy winter workload that nurses were experiencing, as well as a general feeling of 

unrest and angst amongst the nursing community in relation to the pay negotiations 

that were taking place. This unrest was evident as nurses across New Zealand took to 

social media to vent their frustrations about the safety of their workloads and deciding 

to reject five separate pay offers (Nursing Review, 2018). DHB nurses went on strike 

for the first time in over thirty years in July 2018 (Fraser, 2018), which was right in the 

middle of an incredibly busy winter season with many emergency departments seeing 

record numbers of presentations (Lawrence, 2018). 

I had also hoped to recruit nurses from Counties Manukau District Health Board as 

they also have an AAU but found that there were several barriers to recruiting 

participants. I gained approval from the research centre to go ahead with recruitment, 

however the Acute Assessment Unit was undergoing restructure, and I was unable to 
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gain access to staff. This is a potential limitation as this would have expanded the 

recruitment possibilities and may have attracted participants from different ethnicities 

or with different experiences. 

3.6 Conclusion 

This chapter has outlined the use of hermeneutic phenomenology in this study and the 

appropriateness of choosing this methodology. The notions of Heidegger and van 

Manen have been summarised, together with an outline of how hermeneutic 

phenomenology has guided the research process. The research methods for ethical 

considerations, recruitment, data gathering, and analysis have been summarised and 

described. The following three chapters: Being connected, Being there as nurse and 

Being with will introduce the findings from this research and discuss the notions that 

emerged from the participants stories. 
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Chapter 4  – Being Connected 

“Caring is a feeling that I don’t think you can ever really explain as a 
nurse. I think every nurse has the ability to care, and it is where and 
who you use it with that is quite rare and only comes out once in a 
while. With time, you gain connection and you share part of yourself 
with them. You give a little bit of yourself to them, and they give a 
little of themselves back.” (Taylor) 

4.1 Introduction 

This chapter offers findings describing nurses’ experiences of connecting with others. 

Throughout the findings chapters, the participants will be referred to as nurses, to 

ground the stories in their nursing roles. Connecting, in the context of this study, 

means bridging the gap between the nurse and patient and relating to each other on a 

human level. It is about the nurse seeing the person behind the label of ‘patient’ and 

thereby attempting to establish a bond which supports the nurse being able to 

ascertain the patient’s needs. The nurses spoke of wondering about what it must be 

like to be that patient, experiencing this reality. They also spoke of feeling a sense of 

responsibility as part of their role. It seems that this connection often led the nurse 

back to themselves, their identities as nurses and as people, nudging them to think 

‘this could be me’.  

In some cases, the nurses actively tried to build a relationship with the patient, and in 

others they revealed that they could not form a rapport because of the demanding 

workload in the Acute Assessment Unit (AAU). Sometimes it was because the patient 

presented in a different way which sparked interest, sometimes it was because the 

patient reminded the nurse of a patient they have cared for before, or their own family 

member. In other cases the connection seemed to occur because the nurse felt 

responsible for the patient or had a sense of guilt as they deteriorated. In situations 

where the nurse felt a connection, the nurses said they really cared and felt as if they 

had shared part of themselves with the patient.  

The act of connecting recurred in the nurses stories and seemed to enable the nurses 

to more easily identify signs of deterioration. In many cases the nurses revealed that 

having a connection with a patient meant that they felt they would carry the memory 

of that patient forever. These stories recount moments when the nurses were 
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connected in some way with a deteriorating patient. Consistent with the 

phenomenological methodology, each story is followed by my interpretation of the 

text. 

4.2 Seeing the person 

Several nurses shared that finding out who the patient really is, and seeing the person 

behind the label of ‘patient’ is how they ensured they were meeting the patient’s 

needs and making them feel cared for. When the patient felt well cared for, the nurses 

felt that they had done their job well. It seemed to go beyond that though to social 

reciprocity and human expectations, with the nurses demonstrating, ‘I see you as a 

person and I want you to see me as a person sharing this experience together’. This led 

nurses to moments in their care of the patient where they were brought to the 

realisation ‘this could be me’. When they saw the patient as a person, the nurses 

started to recognise that one day it could be their turn. 

In the Acute Assessment Unit the nurses work with an awareness that the patients 

may be required to move to the ward or be discharged at any time. Some said that 

they actively worked on building a nurse/patient relationship in a short space of time 

so they could identify the patient’s needs and then go about meeting them. The nurses 

revealed a realisation that they could not always presume what the patient’s needs 

were, because each patient was uniquely different and expected different things from 

them. There was a sense that in AAU the nurses were in the dark as to what the 

patient was like and who the patient was, in terms of physical condition as well as 

personality. The nurse also needed to be on guard or wary because these intangible 

qualities meant that the patient was both unknown and unpredictable, and at times 

seemed to hold back from building a rapport as a type of self-protection because they 

knew the patient would not be in AAU for long. 

Rose, a nurse with five years’ experience, said that to be able to connect with the 

patient, she tried to see the person behind the label of ‘patient’, and respect that first 

and foremost, they were a person. 

“It’s about respect. Respect for the patient and recognising that they 
aren’t just a patient, they are a person, and they may be more than 
what you see in front of you. There are so many stories and ups and 
downs in people’s lives. It’s about treating them like you would want 
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to be treated. If there is no respect then whatever you do after that is 
meaningless. I could go in and give medications, but anyone off the 
street could do that, a robot could do that. What changes you is the 
way you treat the other person, respectfully, for who they are and not 
judging them.” (Rose) 

Rose recognised that although the people in her care were identified as ‘patients’, 

before they come to be in her care, they were firstly ‘people’. It was easy for nurses to 

get caught up in their workload and see their patient care as intervening tasks that 

need to be completed, but sometimes they were unexpectedly reminded there was an 

actual person that they were caring for, rather than a ‘to-do list’. Rose shared a story 

about an older gentleman who she had been caring for and how she was reminded of 

the person behind the label of patient. 

“Yesterday I had a 100 year old who lives by himself, totally 
independently. He was so lovely. I got chatting to him and until then 
he was just a patient who had come in with a fall. He was so friendly 
and talking about his life, and I was like ‘oh my gosh, you’ve been to 
all these amazing places and you were somebody really important, 
and I wouldn’t have known that!’.” (Rose) 

 Rose said, ‘until then he was just a patient’. By starting to see him as a person, she was 

able to form a bond with him and relate to him on a human level. Rose’s words 

suggested that this doesn’t happen with every patient, but when it does it shifts her 

perspective and reminds her, this could be her or her family members. It starts to 

make the person behind the patient a reality. 

Tricia outlined her connecting in a similar way to Rose about seeing the patient as a 

person, and said that connection starts with rapport. She said that when you build 

rapport you start to hear from the family what that patient was like before they came 

into your care and that it helps the nurse to see them as a person, rather than just a 

patient. Tricia revealed that she made sure to introduce herself to every patient at the 

beginning of each shift, helping to build an attachment. 

“One of the things I try and do every shift is to start with rapport. You 
have to make time to fit the interpersonal stuff into your day, no 
matter how busy it is. I always go into the room and introduce myself 
to all my patients so they know who I am, and so that I can put a face 
to the name and it’s not just ‘the appendix’ in bed one.” (Tricia)  
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Tricia said that building rapport helped her patients to develop a sense of trust in her. 

Tricia believes ‘if you don’t start with that then they don’t have much faith in you’. It is 

important to her that her patients have faith in her and trust her. Her words suggest 

that this is a strong part of her nursing identity – ‘I am here to help you, you can trust 

me.’ Tricia considered what it must be like to be that patient, and how it would be to 

arrive in a strange place in the dark. As she works predominantly night shifts this is a 

common occurrence. 

‘These patients are going into a dark room, they don’t know where 
the toilet is, they might have been given the call bell, but they don’t 
know what’s happening, they don’t know what’s going on. If you 
follow that person in and they know who you are, well that’s how you 
build rapport with your patients’. (Tricia) 

Tricia knew that part of her role was to help the patients through their journey and 

wanted them to have a good experience. She had a sense of responsibility for their 

overall well-being. She established a connection early in the relationship, considered 

what the experience was like for the patient and then tried to improve it. 

Tricia pointed out that when caring for someone who is sick or deteriorating, the 

patient’s priority is often different to the nurse’s, and that having a rapport is helpful 

because it supports the nurse to best know how to show care to their patient. It seems 

that Tricia saw beyond the list of tasks that need to be done and thought about what 

may be important to the patient in that moment, what would make them actually feel 

better as a person. “You try and put yourself in their place and think about what it must 

be like to be that patient and what you would want if you were the patient”. She 

doesn’t just consider how the patient is feeling, but thinks of what she can do to 

improve their situation and what will make them feel cared for. When she has built a 

rapport, she feels like she knows how to best care for the patient. 

Tricia also shared a story about caring for a patient who was the same age as her. She 

was shocked at how much he had deteriorated and said ‘he was my age for goodness 

sakes’. This suggests that in realising the patient was the same age as her, Tricia was 

reminded that she too could be the one in the bed who was so sick, this could be her. 

It was also a reminder, a motivator, that if she was well and healthy at this age, then 

he could be too. 
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“I remember a man I looked after recently who had come in with 
bilateral pneumonia. He was really sick. When I came onto shift he 
was pyrexical and tachycardic, and he had been started on IV 
antibiotics and oxygen. He was just laying slumped down in the bed, 
covered in a stack of blankets and when I walked in and saw him I 
was like ‘are you serious?’. The shift previous had done everything 
from a task point of view, but from a nursing point of view they 
hadn’t done anything. They hadn’t sat him up properly, or done any 
cooling cares, or got him a fan. They hadn’t even started him doing 
deep breathing or coughing exercises. He was my age for goodness 
sake, I think if he had been left in that position he would have ended 
up in critical care. So, I went in with all guns blazing, got him sat 
upright, got the pillows behind him, got the blankets off him, got a 
fan in there, got him coughing and expectorating, got everything 
sorted and he improved. It was wicked. By the time morning rolled 
round his observations were back to normal and to see that 
improvement in him was just amazing. I know that it wasn’t just the 
antibiotics that had kicked in, it was also that my nursing care had 
kicked in. He had been very sick and heading towards Critical Care, 
but I’d pushed with him all night, and that was really good for me as 
a nurse and as a person.” (Tricia) 

Caring on a level that deeply connected with her personally, motivated her to do more 

for this patient. She says ‘I pushed with him all night’ and by the time morning came, 

he had improved. Tricia had formed a bond with the patient which reminded her that 

it could easily be her in that bed. She seemed to lend or share her energy with the 

patient and gain satisfaction from this encounter, which comes back to her nursing 

identity and the feeling she has of ‘I am here, you can trust me’. 

Tricia seemed to able to develop trusting relationships with her patients easily. She 

told me that when she goes to the shops close to where she works, she often walks 

past a group of people who live on the street, several of whom she has cared for 

frequently in hospital. “When I go walking in town some of them recognise me and call 

out ‘that’s my nurse!’ How many people can say that? They wave to me and I wave 

back”. Tricia seemed to feel pride that her patients recognised her in the street, as if 

she had left an impression. When a patient feels well cared for, Tricia feels she has a 

done a good job as a nurse. Even in the street, she is recognised as ‘the nurse’, which 

reiterates the fact her nursing identity is important to her, and is linked to the human 

interactions and connections she makes with her patients. 
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Nina, a nurse with five years’ experience, also likes to create a rapport with her 

patients, but prefers to ask her patients what they need from her. 

“You don’t necessarily have to know what they are going through, but 
just to be able to be like ‘oh hey, I hear you man. I’m here for you. Tell 
me what you need’. Or be like ‘I can see what you need, but what do 
you really want? What can I do for you? Let’s be a team.’” (Nina)  

Nina uses the bond that is created to work in partnership with her patient, so they are 

working towards the same goal. She said she could see what they needed, meaning 

she could see what tasks she needed to do but she asked the patient ‘what do you 

really want?’ Nina had an awareness that what was needed and what the patient may 

have wanted were not necessarily the same thing. She demonstrated that she knew 

that even if she did everything right from a nurse’s perspective, it might not be what 

made the patient feel cared for. It suggests that although she may have felt she was 

doing a good job as a nurse, it lacks meaning and value if the patient doesn’t feel cared 

for, listened to or acknowledged for who they are. To make them feel well cared for 

she looked beyond what she thought they needed as a patient and worked on 

providing what they needed to have a human connection and feel seen as a person. 

John has worked in an AAU for three years and also works on creating a connection 

with his patients to help them feel well cared for. He had considered how coming to 

hospital can be frightening for patients, especially when they were in the acute phase 

of their illness, without a clear diagnosis or plan of care. He had an awareness that 

they may deteriorate, and he knew this was not a pleasant occurrence. 

“Patients often deteriorate more quickly in AAU just from the nature 
of the patient being early on in their hospital journey, things are still 
often quite uncertain. They might not have a proper diagnosis yet, 
they might not have the proper treatment initiated yet. You can make 
it a good experience for them because coming to hospital often isn’t a 
good experience. Caring is about making people comfortable. It 
means using my sense of humour. That’s just my personality. I like to 
make all of my patients smile or laugh each shift, that’s part of who I 
am as a person.” (John) 

This suggests he has wondered how it is for the patient, he has put himself in their 

shoes and considered what he would want in the same situation. “The nurses are the 

ones that will often see the patients first, so you’re the first contact point in hospital”. 
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John identified strongly as an AAU nurse, and saw part of his role as ensuring patients 

were put at ease during their admission. He assumed it may not be a nice experience, 

and he gained satisfaction from making patients feel cared for. For John, his job 

satisfaction did not seem to come from achieving his task list or workload, instead it 

seemed that if John had made a patient smile or laugh, made them feel cared for, then 

he had done a good job as a nurse. 

When the nurse had connected with the patient in some way and had wondered about 

them as a person or what their life may be like outside of the hospital, it seemed that 

they were thus more open to identifying subtle signs of deterioration. 

4.3 Recognising subtle signs of deterioration  

Nurses are taught to recognise deterioration by detecting key clinical indicators such as 

increased pain or vital sign deviations, but there are often more subtle signs present in 

patients that a connection enables the nurse to notice. 

Ben, a senior nurse, shared a story of a time he walked past a young woman crying in 

the corridor. His professional responsibility and ability to empathise with people drew 

him to ask her what was wrong and if he could help, even though he was not caring for 

patients on the floor that day. She responded by saying “Poppa doesn’t look right”. 

Ben was instantly alarmed. He had not a been made aware of a patient who was 

deteriorating on the ward but he said “I’ve always believed that relatives know the 

patients better than we do, so I went to see Poppa with her.” Ben had picked up on a 

sign of deterioration which is often overlooked. He understood by seeing through the 

family lens, the significance of a family member recognising an important change in 

the patient’s condition. Ben seemed to be immediately transported to thinking about 

his own family, and he knew that if he was in this woman’s position, he would know 

better than any medical professional what was normal for his own family member. 

Before he even got to the room, he knew that this man was deteriorating from his 

baseline, he knew this was significant. The ability to empathise and connect with this 

young woman, enabled him to pick up on something clinically important, that perhaps 

had not even been picked up on by nurse who was actively caring for the patient. 

“When I walked into the room I could see he was leaning over the 
table, he was a shade of blue and working really hard with his 
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breathing. When I got closer I could see he had intercostal indrawing 
and purple nail beds. I approached him with a smile, which is just my 
way, because if I start showing on my face ‘oh shit’, then it has an 
impact on how the patient might respond to that situation. So, I 
approached him with a smile and I said, ‘Good morning sir, how are 
you feeling?’. It took him about five breaths to actually get out a 
sentence which was another sign that he wasn’t well. I put my fingers 
on his wrist and I checked his pulse, and immediately I could feel that 
he was tachycardic. His nail beds were purple, he was diaphoretic, 
and his pulse felt very thready, and in my head I’m adding up all the 
numbers, and I didn’t need an Early Warning Score, I didn’t need 
anything empirical to tell me I was dealing with a very, very sick 
man.” (Ben) 

Through his words, I interpret that Ben used his personality as a tool to relate with the 

patient, and to put him and his granddaughter at ease. At the same time Ben was 

running through several quiet and observational assessments on the patient, all in the 

space of a few minutes since meeting the granddaughter crying in the hallway. This 

suggests that Ben is able to form a rapport quickly with a person, and doesn’t need to 

spend time with them for long for this to happen. He put this down to being just his 

personality which allows him to relate to people and put them at ease. He didn’t just 

connect with the granddaughter, but came in to the room and instantly started trying 

to put the patient at ease too, at the same time as recognising the significance of this 

patient’s deterioration. 

Sally shared a story about a patient she was caring for who deteriorated throughout 

her shift, and how as she spent more time with him, she detected that he was 

deteriorating. She saw him at the beginning of the shift, and described him as ‘fine’. 

“He came back from x-ray and was fine at this point. I gave his meds, 
he had breakfast, he would get up and go to the toilet and I would 
unplug his monitor, and then plug it back in when he came back. He 
was fine. He was probably my easiest patient that day.” (Sally) 

As the shift progressed, he started to show signs of deterioration. His observations 

were still within normal limits so Sally had difficulty escalating her concerns, but there 

were signs that he was clinically going downhill, and these signs niggled at Sally, 

becoming a quiet worry, building as her shift progressed. 

“He was lying down and coughing really oddly and I said ‘that’s not 
going to help you, you have to sit up and cough’, and he was like, ‘I 
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feel really tired, I can’t sit up’, and this is a man who was 
independent, he had been walking around and was fully with it.” 
(Sally) 

Sally pointed out, this man had been completely independent at the beginning of her 

shift, but was now too tired to sit up. Sally was concerned. She went about her shift 

and not long after this, while she was seeing other patients in another room, her 

colleague came and told her that the same man had wet the bed. Sally was alarmed, 

and told her senior colleagues that this was not right. Her concerns were dismissed 

because his observations were fine. Sally was not convinced, and her worry grew. 

“I was like, ‘an independent man will not pee himself’. He would have 
been so embarrassed, but he didn’t have the energy to be 
embarrassed, he didn’t even have the energy to move. The fact that I 
had to get people to help me move an independent patient kind of 
freaked me out.” (Sally) 

These symptoms in a patient are not unusual for nurses to come across, these are 

every day occurrences and easily dismissed, but what Sally had picked up on because 

of the relationship she had formed with the patient throughout her shift, was that 

these were abnormal signs for this patient and that something had changed. She had 

noted seemingly subtle signs that her patient had deteriorated from his baseline, 

which were significant, and proved to be correct as her patient continued to 

deteriorate despite Sally escalating her concerns time and time again to various 

medical and nursing colleagues. This suggests nurses may miss subtle cues of 

deterioration in the AAU if they have not had time to get to know the patient’s 

baseline, or when they haven’t had a chance to interact with the patient and form a 

connection. Without having time with the patients, they may not notice little signs that 

point to impending deterioration until they are reflected in more obvious or clinical 

signs. 

Rose suggested that patients who are deteriorating often look unwell but it is more 

than this, it is about how they are behaving and how this relates to what condition 

they presented with. 

“It’s other things as well, like their vital signs, but it’s how they look 
and what they are doing at the time, and what they came in with. 
Sometimes they tell you that there’s something happening, and they 
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look fine but you do an assessment to find out what they mean. A 
deteriorating patient to me is someone who doesn’t look or feel the 
way they were feeling when you first saw them. They often look 
sweaty, scared, short of breath, not settled, uneasy. Sometimes it’s 
that they generally aren’t as perky as they were, or they aren’t 
communicating with you. They are lethargic, slow to respond, or can’t 
be bothered to respond.” (Rose) 

Rose said when the patient looks ‘scared’ or ‘uneasy’ that is something she notices as a 

sign of deterioration. Often the patient will feel something unusual in themselves that 

they can’t express. Sometimes, as Rose pointed out, the patient may tell the nurse that 

something is happening. Rose has enough experience to recognise that these are 

sometimes subtle pointers that something is going on for the patient. When Rose 

picked up on these signs it was alarming to her, just as much as a low blood pressure 

would be. Rose used her connection with the patient to provide context for the signs 

she was seeing. When she saw these signs, or heard her patient say ‘I don’t feel right’, 

she heard a call for help and was summoned to act as a nurse. 

A connection with a patient can enable nurses to discern subtle signs of deterioration, 

but often times when the nurse is feeling overwhelmed by their workload, it can lead 

to a feeling of disconnection instead. 

4.4 Feeling disconnected 

The nurses described times when they felt distracted by their workload, which made 

them feel disconnected from their patients. This seemed to lead the nurses to reduce 

the patient to a ‘task’, instead of being able to see them as a whole person. 

Sally often felt she was unable to connect with patients in the way that she would like 

because of the nature of the AAU. She shared a story about having a new patient 

arrive in her cubicles and how a colleague had seen her new patient before Sally had 

been able to get there. 

“If you have a sick patient, you don’t get to reduce your patient load, 
they just keep coming. I was getting new patients, and one of them 
was a young man. We have ENs 1who assist, so they come in and do a 
set of observations, do a set of bloods, but you have to assess the 
patient.. When I got to see him, I was so shocked that nobody had 
done anything about him, but I guess I was that someone who was 
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expected to do something. The EN had done the bloods and done a 
set of observations, and he was scoring a seven. With someone 
scoring that highly off the bat, you’d be like ‘whoa’. She must have 
come and told me, but I don’t remember, that’s the thing. She 
probably came to me and told me to go and see that patient and I 
would have been like ‘yep, yep, it’s on my list, I’ll get to it’. When I 
saw him, he wasn’t well at all. He was a 23 year old coming in with an 
exacerbation of asthma, and I felt so bad when I finally got to him. He 
should have been seen first, but no one had flagged the doctors 
because I hadn’t been able to see him.” (Sally) 

Sally had been so caught up with a sick patient, that she couldn’t get to see the new 

patient who needed her just as much. Sally was disengaged from the new patient, 

distracted and busy with another unwell patient. She was shocked at the new patient’s 

condition when she finally got a chance to go and see him and assess him for herself. 

In a similar vein, Lily told a story about caring for a patient who was extremely unwell 

who she hadn’t been able to form a bond with. 

“You don’t really know the patients that you are caring for in AAU, 
they are there for such a short time. There was a patient who had an 
exacerbation of COPD2, and he was so sick. Once we got him 
nebulised3 and gave him steroids, he started being able to talk and I 
was like, ‘oh my gosh, you’ve got an accent!’ I’d been caring for him 
but I had no idea, because I didn’t know him or what he was like 
before.” (Lily) 

Lily was ‘tasking’, doing the things that needed to be done but it wasn’t until she learnt 

something about him that was not visually obvious that she really noticed him as a 

person. She had not felt connected with him on a personal level at all, all she knew was 

that he was unwell and needed help. Something seemed to shift when she was 

reminded he was a person and not just a patient. It suggests that the nurses don’t 

need the connection to provide care, but perhaps when the connection is there, they 

feel care. 

Sometimes the nurses felt a connection with the patient and wanted to show care for 

them, but their workload prevented it. Annie told a story about a man with Down 

 
2 Chronic Obstructive Pulmonary Disease 
3 When a medication is converted from a liquid to a fine mist, enabling a patient to inhale it more easily 
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Syndrome who was deteriorating throughout her shift. She was able to do the tasks 

that needed to be done, like giving him antibiotics, but he kept calling for his caregiver. 

“It was hard when he was calling out for his care giver. I couldn’t 
really understand what he was saying, and he just seemed really 
distressed and sad, and I felt so bad that I couldn’t just sit with him. I 
would have loved to sit with him and let him know it’s all ok and that 
we were looking after him, but I couldn’t. I physically couldn’t. For his 
sake I had to find his team, and I couldn’t neglect my other patients. 
There were antibiotics due and other cares that I couldn’t delay. I felt 
like even though he was so distressed he couldn’t be my priority, 
though I wanted him to be. That definitely stuck with me.” (Annie) 

She felt like she knew what would make him feel cared for, but was pulled away by the 

rest of her workload. Annie’s words suggest that she felt like she had let her patient 

down, even though it was beyond her control. She performed the physical cares he 

needed, but she felt like she was blocked from being able to really show him care. She 

couldn’t uphold her part of the relationship or perform her role as nurse. There was an 

affinity with this patient that she couldn’t utilise. In one sense he was well cared for 

because his deterioration was managed, but Annie was left feeling she hadn’t been 

able to make him feel cared for at all. 

Jessie shared about how she works on not being attached or being too connected to 

the patient, in order to cope with what she experiences. 

“Sometimes I feel like I’ve become numb to the feeling of caring for a 
deteriorating patient and I kind of actively work on not being too 
attached. The first few years of nursing mentally took a lot out of me. 
I’d go home feeling anxious about what was happening after I left, 
and I’d have panic attacks thinking about what I was going to walk 
into the next day.” (Jessie) 

In the past, Jessie had been consumed by the emotions of caring for a deteriorating 

patient. She spoke of patients who she had cared for who had died, who she had 

stayed behind after her shift to give a little bit more care to, and shared how this took 

a lot out of her. She said that she tried to distance herself emotionally now as a 

protective measure. This hints at a lack of bond with the patient impacting the care 

that is given, and could be a potential barrier to identifying deterioration. Jessie shared 

other stories which suggest that although she may try to keep an emotional distance 
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from her patients to protect herself, her nursing identity means she can’t help but 

show care. 

“I think caring is about compassion. It means showing patients love. 
Showing them tenderness and doing the little things that make them 
feel safe and looked after. Making them feel safe, so that they’re not 
scared or alone and trying to make them feel as if someone wants 
them to be okay, because sometimes the family is not there to do 
that.” (Jessie) 

Jessie wanted to keep her distance emotionally, to protect herself, but her instinct was 

to show compassion to her patients, and make them feel safe and cared for. 

In all the stories there was a feeling that the nurses wanted to be able to bond with 

their patients, recognising that this made their patients feel well cared for and in turn 

makes the nurse feel that they have done a good job. There was frustration when the 

nurses were prevented from doing this because of their workload or the nature of AAU 

because they felt unable to show that they really cared. At times the pressure of the 

workload meant that if an unexpected deterioration occurred, the nurses had a feeling 

of being unable to respond in the way they felt they should. 

4.5 Losing my head 

When a patient suddenly deteriorated and the nurse found themselves in an 

emergency situation or ‘code’, there was often a described period of being frozen, 

unable to think clearly or act appropriately. The connection with the patient in this 

instance was about the nurse / patient relationship, a sense of responsibility and a 

heightened need for action. Interestingly, the same nurses also said that if it was not 

their patient they could jump into the situation quickly and know what do, their 

professional role as a nurse kicked in. 

Annie revealed an experience where she administered an antibiotic to a patient in the 

clinic area, who had an unexpected reaction to it and deteriorated. She had followed 

all the usual procedures, explained the chance of a reaction and what this might look 

like, and then administered the medication carefully. She was shocked when not long 

after the antibiotic was given, one of her colleagues was yelling for her to come 

quickly. 
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“The patient was saying she was dizzy and said ‘I can’t see.’ I was like, 
‘what the heck?’ We got her onto a bed, which was miraculous 
because she was a dead weight, she couldn’t carry herself. I was like a 
stunned possum. The ABCs4 literally went out of my head completely 
and all I could think was ‘this isn’t happening. What is going on?’ I 
think I was more focused on what I had done to cause the patient 
harm, and it fully paralysed me in a sense. I felt like I wasn’t 
responding as professionally as I should do. I feel like I was so close to 
the patient in that interaction, but I also think I was just stuck on 
‘what did I do wrong?’” (Annie) 

In this situation, Annie felt responsible for her patient and the patient’s deterioration. 

She even said ‘I was so close to the patient in that interaction’ as if she was unable to 

take a step back and see the situation objectively. Annie was fixated on feeling like she 

caused harm to her patient and was unable to respond in the way she would have 

expected or liked of herself. She knew how she was supposed to react, but she felt 

paralysed by her sense of guilt. 

Nina described similar feelings to Annie when she faced a clinical deterioration in her 

own patient, but in contrast felt she could be more objective if she was stepping in to 

help with a colleague’s patients. 

“When I go into an emergency situation when it’s not my patient, 
people are frantically doing tasks and I’m like ‘hold up a minute, what 
is going on and who is leading this?’ It’s definitely easier to step back 
and be objective in that situation. If it’s my patient, it’s definitely 
helpful for me to be doing something, but you’re always emotionally 
involved and thinking ‘oh shit, what’s happening, what have I done?’ 
It’s really hard. I think nurses always blame themselves.” (Nina) 

Nina disclosed that she worried that she had done something or missed something 

which led to her patient’s deterioration. She found it helpful to be occupied in this 

situation, to be hands on with a task to distract her mind, suggesting that this 

prevented her from feeling paralysed as Annie described earlier. 

Importantly, Taylor described a feeling of guilt akin to Annie and Nina, when a patient 

she was caring for suddenly deteriorated, yet she too said that if it was someone else’s 

patient it was easier to know what to do and to be objective. 

4 Airway, Breathing, Circulation 
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“If one of my patients is seriously sick and I’m the one that has to 
push that red button, I end up shutting down and stepping back a bit. 
If it’s someone else’s patient, it’s easier to come in, get my hands dirty 
and know what to do. When it’s my patient, it’s like a cloud comes 
over me and I’m thinking ‘What have I done? What’s happening?’ I 
think I feel responsible straight away and there’s a flush of guilt, even 
if I know I didn’t do anything wrong. It takes a good 30 seconds to a 
minute, to realise everyone is just getting it sorted, and then I can get 
back into it.” (Taylor) 

It is interesting that Taylor, similarly to other nurses, felt overwhelmed by a sense of 

guilt, even when she knew she hasn’t done anything wrong. This suggests that nurses 

take their responsibilities very seriously, feeling that if the patient is unwell, there is a 

possibility that they have not done their job adequately, and they have let their patient 

down. It also hints at the nurse doubting themselves, wondering if they have made a 

mistake and what the consequences may be firstly for themselves, but more 

importantly for the patient who they are caring for. 

Ben described a similar experience of panic when a patient is unexpectedly 

deteriorated. It seemed that despite the fact he is a senior nurse he too found it 

difficult to order his thoughts when he was faced with a patient who was deteriorating, 

suggesting an overwhelming sense of responsibility to make sure the patient gets what 

they need in a timely way. 

“In these situations, I’m thinking ‘What could this be? What could this 
result in?’ and ‘What am I going to do?’ When I’m panicking I like to 
make myself a mental list of the next few steps I absolutely need to 
do. It just helps me order my thoughts. That does change from 
situation to situation though. If it’s a cardiac arrest then I go into auto 
pilot, I know what to do before I even think about it. I go straight back 
to basics. Hit the emergency bell, airway, breathing, circulation, 
reassure the patient. There’s been times when I’m caring for a 
deteriorating patient, when I’ve lost my head. I get scatter-brained 
and what I verbalise comes out fragmented. It’s all over the place. I 
call it a verbal seizure. It’s like I can’t make sense. I know everything 
that needs to be done but it all blurs into one sentence, without 
structure.” (Ben) 

There is an impression from Ben’s inability to verbalise himself that if he did not get 

himself and the situation under control then the patient was at risk. There was so 

much at stake that he needed to find the right words. He knew that if he did not do his 

job well, the patient who was already in danger faced an increased risk of further 
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deterioration or even death. It suggests that Ben was not only flustered trying to 

ensure he was communicating appropriately to save the patient, but also that in this 

moment he was being looked to as a senior nurse by his colleagues, as if he should 

know what to do. He felt that everyone was relying on him, the patient most of all, and 

he needed to act quickly. It is interesting however, that Ben said that if it is a cardiac 

arrest he goes into ‘auto pilot’ mode. I wonder if this is because this scenario is 

practiced frequently, with annual updates for all nurses. Although it is clear that Ben 

would still be contemplating all the different variables of what has gone wrong and 

what needs to be done, the very basics, maintaining the patient’s airway, breathing 

and circulation is automatic – he does not need to think to do it. 

Further to the feeling of having difficulty ordering their thoughts, the nurse’s stories 

highlight that when a patient is deteriorating there is often another priority that the 

nurses need to shift their focus to: the patient’s family or loved ones at the bedside. 

4.6 Shifting the connection 

When the patient is advanced in their deterioration, perhaps close to death, the nurse 

often seems to stop relating to them and instead, shift their emotional connection to 

the family. When a nurse is caring for a patient, they sometimes experience a feeling 

of ‘this could be me’. If a patient becomes very unwell, it seems harder for the nurse to 

put themselves in those shoes, but can more easily relate to any family members who 

are present. It is easier to imagine what it must be like to be that family member, to be 

reminded of their own family, and the nurses start to shift their emotional care to the 

patient’s relatives, without seemingly being consciously aware of it. 

Nina told a story about a woman who was admitted with advanced gastrointestinal 

bleeding. She continued to deteriorate and died during Nina’s shift. Nina said “I hadn’t 

even really had time to bond with her but for some reason she has just stuck with me”. 

It seems that she was busy doing tasks, taking observations, cleaning up blood, 

administering treatments, but her words suggest that she was actually disengaged 

from the patient. There is a sense that Nina has taken a step back from the patient 

themselves. The patient had deteriorated too far, almost as if she was not there to 

form a rapport with. Instead, Nina looks to the family. She wonders what it is like to be 
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them, she imagines ‘what if this was my family member?’ This is where she feels able 

to show care now. 

“Both ends were going, just pouring out blood. She just kept bleeding 
and bleeding. It was the most horrific thing I’ve ever seen in my life. 
The worst part was that her father and brother went out to move 
their car, and she died within a few minutes of them being off the 
ward. I think she waited for them to leave. The hardest part was 
having to call them and say ‘I’m really sorry, but you need to come 
back right now’. And then having them come back to that.” (Nina) 

Nina appreciated that this was an appalling scene for the father to come back to. She 

described the experience as horrific and was concerned that the woman’s father had 

to come back to the ward and witness this, knowing that if it was horrifying for her, it 

would be even more horrifying for the family members. Even after the woman died, 

Nina was still trying to find a way to make it better in some way for the family. She 

said, “A few of us stayed back after our shift and cleaned her up and made her look 

pretty for her family”, as if she knew the image of the patient bleeding so profusely 

would be imprinted in her memory, and she didn’t want the father to remember her 

this way. She wanted to give the family members a different image to remember. Nina 

said this patient has stuck with her although she also said she never really bonded with 

the patient, suggesting it was the family that she was able to show and feel care for. 

Taylor too, shared a story about a patient who deteriorated and died during her shift. 

She had not known the patient or the family long, but it is clear from her re-telling of 

the story, that the patient was not who Taylor had a rapport with, as in Nina’s story. I 

get the sense that Taylor started her shift by bonding with the patient, but as they got 

sicker and became unconscious, it was harder for her to relate. Instead, she could 

imagine what it might be like to be a family member watching someone you love die 

despite never experiencing this herself. Instinctively, her bond shifts to the family who 

were surrounding the patient, and making the experience better for them. 

“I’ve never dealt with any deaths in my own family. I’m very lucky, but 
I remember thinking I would want to be told, instead of guessing that 
my family member was dying. I remember kneeling down so that I 
was at the same level as the family and speaking to them about what 
was happening, what was changing. They were crying, and I started 
crying too. It was witnessing the family that was the hardest. I didn’t 
know the patient very well so it wasn’t that, it was seeing loved ones 
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lose a loved one. When I got to my car after that shift, I called my 
Mum and just cried. It wasn’t a distressed cry, it was just those 
emotions of seeing my first patient die, and the sadness of seeing 
loved ones lose their loved one.” (Taylor) 

Taylor’s narrative hinted at how she was reminded of her own family during this 

patient encounter, and how she was prompted to think about how she would feel. It 

was her first patient death, and the first time being very aware that when a patient is 

dying, the family need to be nursed too. I am struck by her bravery in this situation 

when she felt out of her depth, offering herself as support, crying with the family, 

kneeling down and being present with them. Her story illustrates the essence of 

nursing, how we can be profoundly connected with strangers through a shared 

experience, and show care. 

Rose shared an account of caring for a man who was deteriorating and at the end of 

his life, and how she came to realise his family needed to be cared for just as much as 

the him. 

“On this day, he suddenly deteriorated more and more. We were 
quite shocked, and the family were too. It was the reaction of the 
family and the helplessness that I was feeling, that I couldn’t fix this 
for them. During the day we moved from active cares, to comfort 
cares. It was a big decision for the family to make, and watching this 
process was a bit hard for me. You put yourself in that situation and 
you think, ‘my gosh, how would I make that decision?’ Watching that 
process unfold in front of me with the family was really hard to 
watch. It made me think of my own family and I know that if I had to 
go through that situation it would just be heart breaking. It’s 
important to have a bit of rapport with the family. We are often so 
focused on the patient and making sure they are okay, it can be easy 
to forget the family. I try to keep talking to them while I am doing 
cares, like talking about what is happening, that the doctors are 
aware of what is going on, and what they should expect next. I think 
it was one of the first times I realised it wasn’t just about me giving 
medications or following the plans, it’s also about family and whānau 
cares as well.”(Rose) 

It is clear that Rose had thought about what this situation was like for this family, and 

she said that it made her think of her own family, like Taylor’s story. In the moment 

with this patient and their family members, she was reminded of her own family, and 

seemed to almost invite their presence into the room with her to be guided at how 

best to ‘be’ with these people as they navigated this journey. Rose said it was hard to 
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watch and she knew it must be heart-breaking for the family. This tells me she has 

taken on board some of these emotions and feelings, as if it really was one of her 

family members in the room. Rose disclosed that it was one of the first times she 

became really aware that her nursing care was not just about tasks, instead it was 

about caring for the patient and the family, being guided in her care by their needs. 

Jessie too, commented that when she is caring for a deteriorating patient, a lot of the 

time the care is more for the family. She shows concern that the family members 

aren’t prepared for some of the unpleasant things they may witness while a patient is 

deteriorating. 

“We don’t really have visiting hours in AAU so often the family is 
there. The families end up seeing things like seizures or codes. No one 
is really prepared for seeing their family member go through that, 
and it’s scary for them. It’s about caring for the patient and their 
family at the same time.” (Jessie) 

Not all of the nurses seem to feel this care towards the family members in these 

situations. Lily shares her thoughts about a time when a patient was deteriorating and 

they were surrounding by a large family. 

“We had a code the other day… and all of a sudden there were 12 
people in the room. We were trying to work around them and I was 
like ‘someone needs to talk to them, there needs to be no one in here 
right now’. The patient was really unwell. When you’ve got a patient 
that’s deteriorating, as much as you want to have cultural 
consideration, the focus is on the deterioration.” (Lily) 

Lily seems to view the family’s presence as a distraction and doesn’t seem to have the 

need or desire to connect with the family to show care. Lily’s stories suggest that she 

shows her care for patients and families in a different way. She often spoke of ‘jumping 

in to codes’ to assist and helping other nurses with their unwell patients. It seems that 

Lily shows care by being practical, doing what needs to be done and by advocating for 

patients to get good care. When Lily expressed frustration at the family being present, 

it hints at her showing care to the patient by being concerned that they are 

deteriorating and that the family being ‘in the way’ is a barrier to them receiving 

appropriate care. 
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The nurse’s stories, with the exception of Lily’s, suggest that the nurse is always 

looking for a connection in their patient interactions. When the patient cannot 

respond or the family’s needs are greater, the nurse instinctively turns their attention 

and care to the other people surrounding the patient. 

4.7 Giving part of myself 

When patients are deteriorating, the nurses often gave the impression that they felt 

that they could not fix the situation for the patient as they would have liked to, yet 

they still had something to offer. They could share the experience, acknowledge what 

the patient was going through and could be a witness to something significant in their 

life. For some of the nurses there was a sense of reciprocity in their relationship with 

their patients, even though the nurse was not always consciously aware that in their 

giving something to the patient they were in turn receiving something back. Even in 

the most acute situations there was a perception of give and receive; I look after you 

well and in return you survive. This gave the nurse satisfaction and helped validate that 

they were a good nurse. In the situations where patients did not survive, the nurse still 

seemed to gain satisfaction in providing good care, or making it a better experience for 

the patient and their family, often sharing thoughts such as ‘at least they were 

comfortable’. 

For many of the nurses, there was a feeling of responsibility and an understanding that 

part of their role is to give time and energy to their patients. This was often how the 

nurse showed that they cared. In some instances, the nurse seemed to feel a 

vulnerability, that they couldn’t improve a patient’s situation and outcome, instead 

they could give only themselves, and their time. 

Tricia suggested that nursing is ‘giving part of yourself’ to the patient or the situation. 

Tricia does not seem to be being altruistic in saying this, she appears to simply believe 

this is what nursing is. She is the nurse, therefore she gives part of herself in each 

nursing interaction, it is a taken for granted part of her role. 

“It’s giving of yourself. That’s why nursing is so exhaustive. It doesn’t 
matter if you are just sitting with that patient and doing nothing 
while they are dying, it’s giving of yourself.” (Tricia) 
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Tricia said, ‘just sitting’, which hints at other tasks and patients waiting in the 

background for attention, but for Tricia and her patient it was more than that. It may 

look to an outsider like she was ‘just sitting’, but in that quiet stillness she was offering 

to her patient her presence and her comfort. It makes me imagine the chaos in the 

unit with all the things that need to be done and the list of tasks building, and yet in 

the middle of that, she was sitting quietly giving her presence to a deteriorating 

patient she cannot save. There seemed a sense of, ‘I can’t fix this, but I can give you 

myself’. 

“I remember a patient once who I sat with most of the night. She was 
elderly and confused and was in a six bedded room. She was in bed A 
and there was a lady in bed C who heard me talk to this patient all 
night, and she sent me a bouquet of flowers and a card to say thank 
you, and to thank me for the nursing care I’d given to the elderly 
woman. To me it’s just doing my job but when you sit back and think 
of it, you give so much of yourself without realising it. If you analyse 
it, then you realise why you go home so exhausted in the morning and 
look forward to your days off. It’s second nature, caring, and until you 
really analyse it, you don’t realise you are doing it. Caring is about 
breaking down those barriers that come between you as a person and 
you as a professional. You can’t always stay professional as you give 
yourself personally to this job.” (Tricia) 

Tricia pointed out that as a nurse you can’t always stay professional, keeping an 

emotional distance from your patient because sometimes barriers are broken down 

without realising it. She said it is second nature, and this is reflected in the way she 

talked about her patient interactions. For Tricia, caring in this way comes naturally, and 

in return she felt like she had performed her role well. In the account Tricia shared, 

another patient witnessed how she cared for her older patient who was confused, and 

showed her appreciation and acknowledged this. I get the sense that although this 

patient bought her flowers, for Tricia, the validation came from someone recognising 

her effort and care, rather than the gift itself. 

Taylor said she knows when she has really cared for someone because she feels like 

they have shared something together. She remembered a patient she cared for who 

she felt she had a strong relationship with. 

“I was getting handover, and I recognised the names of one of the 
patients that I was about to take over. It was an elderly lady who had 
been in a few weeks earlier with a chest infection. I went in to see her, 
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and she looked at me and smiled. I asked her if she remembered me 
and she said, ‘Yeah, I do’. We chatted away throughout the shift, and 
I had remembered things she had told me last time, about her son. 
We ended up gaining quite a strong, therapeutic relationship. We 
were joking and laughing together. You don’t get that very often. I 
think there are certain patients that you end up really caring for, and I 
knew she was one of them.” (Taylor) 

Taylor cared for this patient all day, and said she was fine. She was walking around, 

talking and laughing with Taylor. She got a bed in the unit next door and Taylor helped 

move her. Not long afterwards, Taylor overheard the charge nurse talking about a 

patient who had suddenly deteriorated. Taylor recognised with alarm that it was her 

patient that they were talking about. 

“I dropped everything and ran over there. I felt so responsible. I kept 
wondering what was going on because she had been fine with me all 
day. I think the connection I had with this lady, made me care more. It 
made me care in a different way than I would for other patients. It 
made me worry. I worried about her as a person but also I kept 
thinking ‘what have I done?’” (Taylor) 

Taylor talked about how she felt she really cared for this patient and recognised that 

the connection she had with her was different to normal, it was special. She said the 

patient had shown no signs of being unwell while she was caring for her, but she 

‘dropped everything’ to go and find out what had happened. It suggests that if she had 

not had this bond with the patient, she would have more easily been able to 

rationalise the unexpected deterioration. Instead, Taylor felt responsible, as if it was 

her fault. She spoke of feeling vulnerable because she cared for this patient. 

“There’s a difference between really caring for a patient and carrying 
out cares. I can tell which patients I have really cared for, the ones I 
got emotionally invested in. I think that’s okay. You’re allowed to be 
vulnerable and feel emotions. Caring is a feeling that I don’t think you 
can ever really explain as a nurse. I think every nurse has the ability to 
care, and it’s where and who you use it with that is quite rare and 
only comes out once in a while. With time, you gain connection and 
you share part of yourself with them. You don’t connect with 
everyone, but when you do, you’ve shared time and humour, and it’s 
a two way street. You give a little bit of yourself to them, and they 
give a little of themselves back.” (Taylor) 
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Taylor felt that she shared something special with this patient, saying she gave a little 

bit of herself, and the patient gave a little bit back. This story fosters the idea that in 

the nurse/patient relationship there is always subtle reciprocity. 

John also talked about a time when a patient deteriorated during his shift and died, 

and how helpless he felt that he couldn’t make things better for his patient. 

“We couldn’t get on top of her pain and it really affected me because 
I felt so sad for her. We were giving regular pain relief, but her pain 
was never really under control. I remember feeling so helpless, it was 
pretty upsetting. They decided to make her palliative, and there was a 
family meeting with some of the doctors right at the end of my shift. I 
stayed about an hour late to help the family. I talked to them, 
explained things and helped them understand” (John) 

In John’s telling of this story, he considered what it was like to be this patient and how 

much he wanted to take away her pain for her. He shared that it was upsetting to him, 

to watch this patient suffer and know that although he had done everything he could, 

it was not enough to alleviate her pain. He also recognised that the family members 

who were witnessing her suffering, needed something from him too. John stayed 

behind after his shift, giving his own unpaid time to the patient’s family, almost as an 

apology, ‘I’m sorry I couldn’t save her. I’m sorry I couldn’t take away her pain.’ In this 

situation, John felt that his responsibility extended beyond the patient care, he needed 

to show care to the family members too. He not only imagined what it was like to be 

the patient and tried to do everything he could to improve her experience, but he also 

thought about what it must be like to be the family, witnessing that, and he tried to 

improve their experience too. He gave part of himself to the patient that day, when he 

had nothing else to offer. 

Similarly, Jessie told a story about a patient who was deteriorating throughout her 

shift. She had formed an attachment with the patient and his family, which led to her 

giving ‘extra’ care to them. 

“I felt like I had a good rapport with them. Towards the end of my 
shift he got moved to a different area of the unit, so I was no longer 
his nurse, but the family kept finding me and asking ‘are we checking 
for this, or that?’ and ‘what is happening?’. I already had a different 
patient load and I didn’t really know what was happening for him 
which was hard.” (Jessie) 
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Even though he was moved to a different area in the unit, the family felt a bond with 

Jessie and they trusted her. They kept finding her and drawing her back into the 

situation, asking for her help. I hear that the rapport and the bond grew because of 

their sense of trust in Jessie. She felt responsible because they trusted her and needed 

her. The patient continued to deteriorate and died right before the end of her shift. 

“His family didn’t want anyone else to help care for him after he died, 
or transfer him to the mortuary, so I stayed. I went home at least two 
hours late that day.” (Jessie) 

Jessie gave her own time out of her shift, to give to this patient’s family. Instead of 

going home to her own family after her shift, she stayed late, unpaid, and helped 

them. There is a sense that Jessie felt they needed her, and she was motivated by this 

need and trust in a vulnerable moment. Jessie knew she couldn’t bring their loved one 

back, or make it better, so she did the only thing she felt she could do was giving 

herself and her time in this situation. 

The nurses expressed that when they cared for a patient in a way that felt noticeably 

different to everyday caring, they shared part of themselves and in turn, left the 

patient encounter feeling that they were now carrying the patient in their heart. 

4.8  Carrying them in my heart 

Many of the nurses talked about patients who they remember after having formed a 

bond with in some way, saying that they carry these patients in their hearts. They 

shared moments with these patients that shaped their practice and that have become 

part of who they are as nurses. They use these memories to guide them in their 

patient encounters, thinking ‘this reminds me of that’ and often when the nurse is 

caring for a deteriorating patient, they are often calling on the memories of the 

patients who have come before them who they are carrying in their heart. 

Jessie recounted a situation with a man who died during her care. The family had a 

difficult relationship, and Jessie built a rapport with them. 

“I often think of him and his family and how he held on for so long. I 
think about how they finally came together as a whole family, 
forgiving each other, right before he died. I think about him when I go 
near the room where he was, even years later. I’m reminded of him 
when I see another family dealing with a similar situation and they 
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are so angry, and think ‘oh, they just didn’t realise this was going to 
be the end’.” (Jessie) 

Jessie revealed that even years later she still thinks of this man when she goes near the 

room where he died. The memory of this patient lingers. Jessie shared that she is often 

brought back to that memory by witnessing a patient’s family dealing with a death. She 

remembers how it was with him and how his family hadn’t realised he was so close to 

the end. She uses these memories as reminders of how these people may need to be 

cared for, and how they may need to be guided through this situation. When she 

experiences a patient’s deterioration, in some way she is also re-experiencing this 

man’s deterioration. 

Ben described a similar feeling after he was involved in a deteriorating patients’ care, 

saying he carried the patient with him that day. 

“Sometimes I’m not sure how to deal with all my own emotions 
during these events. It made my day more challenging because that 
took two unscheduled hours, and I’m not saying that’s a bad thing 
because that’s my job, that’s what I’m here for but it meant I went to 
commitments later that day without a break, and feeling depleted. I 
felt like I was in a constant flap. I carried it with me that day. I kept 
wondering how he was and if I had done the right thing.” (Ben) 

For Ben, even though this is an everyday part of his job, sometimes the emotions were 

close to the surface, and his mind drifted back to the patient throughout the day, not 

only at work, as the connection was always present. He questioned whether he gave 

good care or made the right decisions, and wondered how the patient was faring. Even 

as his day moved on to other engagements, he still felt the presence of the patient 

with him. Ben felt depleted, he missed his break because he was helping this patient, 

which suggests he needed time to rest and process what had happened, so he could go 

about his day. There was no time for this, instead, thoughts of the patient lingered. 

Similarly, John talked about a patient whom he cared for at the end of her life and said, 

“I generally have a terrible memory but I have never forgotten that lady so I think it 

affected me in some way.” John was aware that this was somehow different to other 

patient interactions, which suggests there was something that he learnt, or something 

noteworthy which he now carries with him. “I still remember past patients and bring 

those memories with me to my interactions with new patients.” He has a perception 
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that he collects these remembrances and they build his knowledge and experience, 

and contribute to who he is as a nurse. These memories prompt him in the care of his 

new patients and remind him of how the situation may unfold, guiding his actions. 

Because of these past experiences, John had an awareness of how he could best care 

for his patients. 

Nina spoke about a patient who deteriorated and died during her shift. It was quite a 

memorable situation, a traumatic death, and Nina felt she crossed a boundary in her 

caring. 

“It’s different to caring for somebody outside of work, because you 
don’t have that emotional attachment for the most part. Occasionally 
you cross a boundary which you shouldn’t have crossed, and that’s 
how people become those patients that you carry with you forever. 
Like my GI5 bleed lady, she’s in my heart. There was just something 
about her, she’s in my heart forever now. I know the other nurses who 
were working with me still remember her too, we talk about her 
sometimes.” (Nina) 

As in John’s case, Nina had an awareness that this was different from other patient 

interactions. She realised that by being involved and being a witness to this patient’s 

deterioration, some part of that will stay with her, and become part of who she is as a 

nurse. She knew that if she cares for a patient presenting the same way in the future, 

she will look back and remember this woman. Nina has a clear sense that she now 

carries this patient in her heart. 

“Whenever I think about leaving nursing, I think about her and that’s 
what keeps me here. It was such a privilege to be able to care for 
her.” (Nina) 

The memory of this woman, and the care that was given to her and her family, is linked 

to Nina’s nursing identity now. When she thinks about leaving nursing, she remembers 

in her heart why nursing is so important to her. 

4.9 Conclusion 

Throughout the nurses’ stories is a thread of being connected, which at its essence, is 

how the nurses make sense of caring for the deteriorating patient, well beyond clinical 
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task engagement. When patients feel cared for, the nurses feel that they are doing 

their jobs well, and their identity as nurses is validated as well as their sense of self. In 

this chapter, nurses’ stories were explored relating to seeing the person behind the 

label of patient, being more open to subtle signs of deterioration, shifting the 

connection to family members and also about carrying patients in their hearts. At 

times the nurses work on not being connected as a self-protective measure to stop 

themselves caring too much. These bonds or links with the patients are often long 

lasting and the memory or learning that comes from these episodes of deterioration, 

often stay with the nurse long after the patient has left their care. The nurses have a 

way of knowing that connecting with patients and their families often brings meaning 

to their work. 
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Chapter 5  - Being there as nurse 

“When I realise a patient is sick, my first thought it that they need 
help and I’m the one to give it. If I don’t get my act together then this 
patient is either going to deteriorate or they will die, and I don’t want 
that on my conscience. I want to give the best care I can.” Tricia 

5.1 Introduction 

This chapter present findings describing the nurses’ experiences of being present with 

the patient in moments of deterioration. When the nurses are caring for a 

deteriorating patient, they know that there are certain things that are expected of 

them as a nurse, both professionally and personally. There is a responsibility to 

respond appropriately, which is clearly outlined in the competencies for expected 

practice by Nursing Council of New Zealand (2012). Additionally, a sense of 

accountability to be an advocate and ensure that the patient is getting the care that 

they need, as well as a duty to act professionally, even in the face of distressing events. 

When faced with a patient who is deteriorating, the nurse is already prepared with a 

clear feeling that they are the one who will help. 

The nurses described moments when they were responding professionally to a 

deteriorating patient, yet simultaneously experiencing the situation in their own 

personal way too. At times the nurse has their own sense of distress, and a feeling that 

this must be hidden from the patient and their family, to protect them, as well as to be 

seen as a professional. The nurses shared that although they tried to hide their 

emotions from their patients, talking about difficult situations with their colleagues 

was beneficial, but was rarely done in a formal way.  

In these circumstances, caring for deteriorating patients, the nurse is aware that they 

cannot do this alone. There is a feeling of being part of a team and drawing strength 

from their colleagues, bonding or forming a relationship. The nurses suggested that 

sometimes because of staffing levels or unit acuity it is difficult to find support. The 

nurses who were interviewed shared similar stories about caring for deteriorating 

patients, but all agreed that caring for patients in the Acute Assessment Unit (AAU) 

was different to other areas where they had worked previously.  
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5.2 Nursing is different here 

The nurses said that working in the AAU is different to nursing in other areas. There 

are unique pressures and concerns that are not found to the same extent in other 

areas of the hospital because of the nature of the department. This is additionally 

complicated by the fact that patients admitted to the AAU are usually in the acute 

phase of their hospital journey, often unwell or unstable. Further to this, when the 

nurse is caring for a deteriorating patient, it is not uncommon for there to be more 

than one patient that they are concerned about at the same time. If the baseline 

workload is different to the wards, it stands to reason that when a patient 

deteriorates, this experience is different too. 

In telling their stories, the nurses painted a picture of busy shifts where they were 

pulled in multiple directions by their different responsibilities. They described a flurry 

of movement and at times an overwhelming feeling of pressure to not only provide 

good care to their patients, but also to be a ‘good AAU nurse’, by ensuring patient flow 

through the unit was maintained. There was a sense that the nurses had a lack of 

control of how their shifts progressed, often working reactively, rather than being able 

to plan the care they gave. The nurses compared AAU to other wards where they have 

worked and said that in the wards, they may have had time at the beginning of the 

shift to plan their patient’s care, or a higher ratio of stable patients. Interestingly, many 

of the nurses said that although they found working in AAU stressful and challenging, it 

was also enjoyable. 

Jessie told a story about a shift in the Acute Assessment Unit that she found 

particularly challenging, yet at the same time she describes it as if it is an everyday 

occurrence. 

“I remember one shift I had a turnover of 18 different patients. I had 
maybe half an hour for each patient, to do their full work up and 
bloods and as soon as I was finished it was like ‘right, next patient’. 
We had ambulances waiting, and patients in the corridors. Each time 
there was patient movement to the ward, the patient was barely out 
of the bed space before another one was there taking their place. 
That can be frustrating. We get to see so many different kinds of 
patients and different presentations, you never know what’s coming 
in next. We never keep the patients for long either. As soon as we 
stabilise them, they get moved to the ward or discharged. Everyday 
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there is something different, so we don’t really see the same thing 
over and over. It’s interesting and fun but sometimes pretty 
challenging. Often I leave my shift feeling like I’ve forgotten 
something. It feels incomplete, which is hard for me because I’ve 
always liked having a shift plan and being able to tick things off. 
That’s what we were taught as a student, you know? When I have a 
deteriorating patient that shift plan just goes right out the window. It 
makes me feel a bit helpless.” (Jessie) 

Jessie described that there were many patients in the department that day. She spoke 

of patients in corridors and ambulances waiting, and the beds barely being vacated 

before they were filled by another patient. This suggests that Jessie felt under pressure 

to move people quickly because she could see the backlog building. She knew it was 

part of her role to facilitate flow, yet it was also part of her role to provide good care to 

each patient who was assigned to her. She seemed to be torn between her 

responsibilities as a nurse to the patient, and her responsibility as an AAU nurse. She 

said it was if she was having to say ‘right, next patient’ as soon as she had ticked off 

the necessary tasks for that patient, Jessie was only able to do the bare minimum. It 

makes me wonder if she was able to show care in these brief interactions when it 

seemed to be more about achieving tasks on a checklist? Jessie went on to say that she 

liked to plan out her care, as she was taught as a student, and liked to tick things off 

her list – but this situation, was different for her. She usually experienced a sense of 

satisfaction from achieving things for her patients, but when there were so many 

patients that it was only possible to do the bare minimum for each one, the 

satisfaction did not seem to be there. Jessie explained that when she had a 

deteriorating patient, her plan went ‘right out the window’, as she was unable to 

provide planned care in this situation, instead she needed to work reactively. This 

means that when she went home at the end of a shift, she felt incomplete – without 

her shift planner she was unsure if she had accomplished what she needed to do for 

each patient in her care. 

Ben appeared to experience working in AAU in a similar way to Jessie, and shared his 

thoughts about changing priorities and the difficulties of managing all the nursing tasks 

when a patient deteriorates in AAU. 

“Patients in AAU when they deteriorate, they deteriorate more 
rapidly. When it’s a patient in a general medical ward they already 
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have a fixed plan and we usually know what is going on with them 
and what might have led to that. We don’t have that in AAU. They 
might deteriorate before a doctor has seen them. We also have new 
patients constantly coming in, so the patient load is not always 
stable. The patients are moving through the department all the time 
and we have multiple balls in the air that we are juggling, and it can 
be hard to manage that when someone suddenly deteriorates. You 
have to keep reprioritising. A priority can change in AAU for one 
patient in a very short space of time and you might have six patients 
at once whose needs are all changing, so you’re constantly 
reorganising and reshuffling priorities.” (Ben) 

Ben, like Jessie, had difficulty juggling everything that needed to be done for all of the 

patients as well as managing a sudden deterioration. He seemed to view it differently 

to Jessie though, and said that it is about reprioritising. He shows an awareness that a 

nurse’s priority for one particular patient can change quickly, and it might be that the 

priority is constantly changing for all of the patients that the nurse is caring for. Ben 

said that he was reorganising and reshuffling priorities all the time. As a senior nurse 

he has grown to be flexible, recognising that a shift plan is not something you can 

organise at the start of your shift in this setting and expect to be able to follow it. For 

Ben, as the patient situation evolved, so did his plan of care. 

Ben also said that the patient may deteriorate before they have been seen by a doctor. 

He clearly felt an extra sense of responsibility for the patients before they were seen 

by a doctor. Once the doctor has seen the patient, there is an idea of a diagnosis, and 

an idea of the plan of care, but it is more than that; there is now a shared responsibility 

for that patient. Now the nurse knows that they are not the only one who has 

performed an assessment, they are no longer carrying the burden of responsibility 

alone and having to wonder things like ‘Did I assess this patient appropriately? Did I 

take the right blood samples?’ There was a reassurance that someone else was now 

watching out for this patient too. 

Sally is relatively new to working in AAU and explained how this compared to her ward 

experience. Similarly to Ben and Jessie, she described how her nursing priorities shift 

and changed as the patients moved through the department. 

“Before I came to AAU, I worked for around a year and a half on a 
general medical / general surgical ward. It’s different in AAU. There 
are different priorities and it shows that nursing is not really straight 
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forward. On the ward it’s a lot about maintaining a person’s dignity 
and kind of trying to keep a routine for them, like keep their life going 
and encourage forward planning, whereas in AAU it’s a lot of what is 
happening right now. We don’t focus a lot on what is going to 
happen, it is very task orientated. It’s about getting the bloods done, 
getting them up to x-ray, getting them here, getting them there. On 
the ward you look at the person more as a whole I think. The turnover 
in AAU is so fast. I had one shift where I easily had 30 people come 
through my cubicles. It was a really bad day. I got into this mode of 
‘do this, do that’. I don’t think I remembered half of their names, it 
was horrible. I was referring to them by room numbers and ‘that one’. 
You can’t keep up. It’s different in the ward because you have people 
stay for weeks. They stay so long that you get to know them and their 
families. You know how to approach them, whereas in AAU you have 
to be on your feet, on your guard a bit more because you’re not quite 
sure about the person. They can present one way one minute, and 
then change so quickly.” (Sally) 

Sally suggested that the overall priority in AAU is different to working on the ward. In 

AAU, she said, the focus is on right now and what is happening for the patient in the 

immediate future. This is compared to the ward where the focus is more on seeing the 

patient as a whole, and making sure they maintain their independence, and plan for 

the future. In AAU, it is not about what is going to happen, it is about getting through 

the tasks that need to be done for this patient. Nurses in AAU are often having to put 

aside what they have always been told is an important part of nursing – caring 

holistically and planning towards successful discharge, to work in a reactive way – 

responding only to what is needed right now. I get the sense from Sally that she could 

not relax into really caring for her patients, and that she kept her patients at an 

emotional distance, as she knew they may move at any time and a new patient would 

appear in their place with their own needs. AAU seems to be an ‘in between place’, 

where just enough care is given, not because the nurses don’t want to care, but 

because that is all that can be managed in this environment. 

Like Sally, John had recent experience working on a medical ward and agrees that AAU 

is very different. 

“I find I’m able to be a lot more independent. With our standing 
orders6 we can provide more immediate care for people than 
previously when I worked on the wards. It’s definitely a lot quicker 

 
6 A prewritten medication order and specific instructions to administer the medication in clearly defined 
circumstances. 
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paced, you certainly have to have pretty good time management. It’s 
often very sort of task focused at times when there are those really 
busy periods. It’s quite difficult to be super forward thinking. You have 
to focus on getting the important things done, prioritising and then 
moving on. You don’t get that time at the beginning of the shift to sit 
down and plan out what you are going to do for the day because the 
patient might be gone in two hours, either home or off to the ward.” 
(John) 

John has reiterated that there was a quicker pace in AAU than elsewhere, and that 

time management was important. He says that the focus was on prioritising, getting 

tasks done and then moving on to the next thing that needed to be done. Interestingly 

he felt that in AAU he was able to be more independent. He said he could provide 

immediate care using standing orders. I perceive an awareness in John that he has 

grown during his time in AAU. He can now use his knowledge and assessment skills and 

provide a better experience for the patient by responding to their immediate needs 

without having to wait for a doctor’s assessment. This tends to suggest that there was 

satisfaction for John in being able to make the patient feel better more quickly, and 

this was linked to his identity of being a good nurse. 

Taylor described working in AAU in a similar way to John, confirming that nurses in the 

AAU work autonomously and need to think critically about their patients and what 

they are presenting with. 

“Nurses in the acute area are quite autonomous and because we are 
the first interaction with the patients we often do a lot. There’s a lot 
of independence and critical thinking. There is a high turnover and 
time management is definitely one of the key characteristics of being 
a nurse in the acute setting. We have most of our patients coming 
from GP referral, and the rest are referrals from ED. There’s a good 
connection between the nurses and the doctors because you’re 
working with them so closely, you work as colleagues. I think 
sometimes that is missing in other areas.” (Taylor) 

Taylor pointed out that in AAU the nurses and doctors worked closely together, which 

in her experience was different to working in other areas. Taylor described it as a good 

connection, suggesting she felt well supported by having the doctors present and 

available in the AAU so that the patients got the treatment they needed. This was 

particularly important to Taylor because of the high turnover of patients, and the need 

to shift her priorities to accommodate her workload. 
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Likewise, Rose explained how the focus on patient flow means she needed to shift her 

priorities frequently which made her nursing work more difficult when she was caring 

for a deteriorating patient. 

“The focus on patient flow makes things really difficult in AAU when 
you are caring for a deteriorating patient. I don’t think it’s something 
we can help or change really. You tend to focus all your energies into 
the deteriorating patient, but you’ve got other patients coming in and 
going out, and there is pressure from the coordinator and duty 
manager to move patients or bring in more patients, and then 
suddenly you might have another patient who is deteriorating too. 
You have to divide your attention to make sure they are both safe as 
well as moving patients in and out of the department in a timely 
way.” (Rose) 

Rose said she concentrated her energy on the patient who was deteriorating, but she 

was distracted constantly by new patients arriving, or pressure from management to 

move other patients out of the department. She felt that she was pulled away from 

what was most important, to focus on things that she knew were also worthy, but in 

this moment were of less priority to her. While she was grappling with this, Rose said 

she may suddenly have had another deteriorating patient to care for at the same time. 

Rose was torn between responsibilities. What sort of nurse would she be if she did not 

help her patients? But what would her seniors think if she did not help to maintain 

adequate patient flow? Rose’s solution, she said, was to divide her attention and give a 

little bit to each priority, suggesting that in giving a little bit to everything that was 

taking her attention, she was ‘doing enough’, but perhaps was not performing as well 

as she would prefer. 

Nina shared a story about having to prioritise her care for two deteriorating patients in 

AAU and ended up feeling like she had not done a good job for any of her patients that 

day. 

“I’ve had lots of patients die, and I don’t remember all of them. Two I 
remember in particular because they died at the same time! I didn’t 
know what to do, it was the worst shift. I was quite busy going 
between the palliative patients, as well as trying to care for the rest 
of my patient load. I decided to go for a break because I felt like I 
might collapse. I had just started my bowl of cereal, when I heard the 
emergency bell go. Everyone was like ‘who’s patient is that?’, and I 
looked up at the panel and I was like ‘Oh shit! That’s mine!’ I had to 
run back to the room, but he had already died. It was so sad. The 
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family were there, and I told them to take their time with him and 
that I would be back. I thought I would just check on my other dying 
patient before I went back to finish my break and I went into his room 
and he was dead. I was just like ‘oh my god!’ I went out and kind of 
cry-laughed because that’s just my luck. They were both expected 
deaths, but it was still hard. I had to get our Charge Nurse, and I said 
to her ‘I can’t do this, they’ve died together!’ She was really good. She 
stayed with me and rubbed my back while I had to ring the second 
man’s wife. I felt really bad after that shift, I felt like I hadn’t given 
them enough, but what can you do right? That’s AAU.” (Nina) 

There is the sense from Nina’s story that she had to constantly prioritise her care 

during this shift and felt like no matter how much she gave to each of her patients, it 

wasn’t enough. Because of the workload in AAU she was unable to give the care she 

wanted to give and physically incapable of being there with both patients and they 

died simultaneously. Nina said, ‘That’s AAU’, as if this sort of situation was expected 

and unsurprising. It hints at her colleagues also being under pressure with a heavy 

workload so the care of the unwell patients could not be divided further. It suggests 

that Nina was not the only nurse dealing with deteriorating patients during that shift, 

and Nina seemed philosophical about it, saying ‘that’s just how it is here’. 

Annie, like many of the other nurses interviewed, had a clear sense of what it was like 

to work in AAU and the position of AAU in the rest of the hospital. Annie’s words also 

suggest that she believes ‘that’s just how it is here’. 

“Compared to the ward, AAU is just so different. Even when I 
handover to the ward, I see it. When they have roster gaps they say 
‘no, we’re not staffed, we can’t take that patient’, whereas 
downstairs we are getting patients in corridors, overflowing the clinic 
area and we can’t say no. We have to take them, and they just keep 
coming. We just have to deal with it. We don’t have any protection in 
that sense. I feel like my practice is at risk in these sorts of situations 
and I can’t do anything about it.” (Annie) 

Annie said that in AAU there was no ability to decline to take a patient, they just kept 

arriving. The nurses did not have a choice to say, ‘we are too busy’ or ‘we are short 

staffed’, it was just something they knew they had to deal with. It suggests a feeling of 

helplessness amongst the nurses, and Annie even pointed out that she felt like her 

practice was at risk. Essentially, Annie was saying the workload and focus on patient 

flow meant she felt unsafe, but also felt that she had no power to be able to change it. 
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The nurses talked about being pulled in different directions, having to shift their 

priorities constantly, knowing that each patient, and management, needed something 

different from them suggesting that at times they were having to hide how they were 

feeling in order to meet the needs of that moment in time. 

5.3 Putting on a mask 

When the nurses were sharing moments with their patients, they seemed to be 

putting on their professional masks to be able to cope with their own feelings of 

distress. They told stories of situations where they had to pretend to be fine, when 

they wanted to go home or take time to process what they have experienced. At times 

the nurses felt they had put on a professional front when they experienced frustration 

or were overwhelmed and talked about how they had to just keep going. 

Annie spoke about caring for a patient who deteriorated suddenly, and how she felt 

she had to hide her emotions from the patient and her colleagues. 

“I was so shaky afterward, but I just had to get on with the job. I 
found that really hard actually, like I’ve just witnessed someone close 
to dying and now I have to go back to work and act like nothing 
happened and see the next ten patients who need to be seen. I 
actually just wanted to go home.” (Annie) 

Annie felt that she had had a significant patient encounter, witnessing someone close 

to dying and then had to pretend nothing had happened. She said she needed to go 

and see the next ten patients that needed care and felt that she needed to pretend for 

them. If she followed how she was feeling, she would have gone straight home to 

process what she had seen, but she was stuck. She had to wear her professional mask 

and hide her feelings from her patients, because they needed something from her. She 

put aside her own needs, because her professional identity required that. It was her 

job to make the patients feel safe and cared for, and she could not do that if she 

showed on her face that she had just witnessed a patient close to death. She could not 

let the patients feel like they too may be close to death. This was not the only time 

when Annie felt that she had to put aside her own needs because of her 

responsibilities to her workload in AAU. 

“Overall, it’s great, and I do love the style of nursing but it’s just that I 
feel unsafe a lot of the time in my practice. As I’ve progressed in the 
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department I have become more senior, which is bizarre because I’m 
in my second year of nursing. It’s so overwhelming with the pressures 
of getting patients to the ward, new admissions arriving and 
sometimes I feel like I am almost having to guess or take chances. It’s 
like, I can’t see this patient because I’m so busy with that one, but 
here comes a new one, and I need to go on a break because I haven’t 
had a break for more than six hours.” (Annie) 

She said she felt like she needed a break, but she could not take one, because she was 

still needed on the ward. Annie was putting aside what she needed to give something 

to her patients, not because she necessarily wanted to be altruistic, but because that is 

what it meant to be a nurse in AAU. 

Annie had worked in AAU for close to two years, and said she often felt unsafe in her 

practice. She needed to wear a facade of competence when she felt out of her depth. 

She spoke of being seen as more senior, even though she herself felt like a junior, 

suggesting that perhaps she was seen as more senior because she was so good at 

covering how she was feeling. Even when Annie felt out of her depth and like she was 

having to guess or take chances, she was able to hide this and behave ‘like a nurse 

should’. 

Annie also talked about the experience of watching her Grandpa die, and how it had 

taught her how to be a nurse around the family of a patient who is dying, and also 

gave her an awareness of the mask she wore in this situation. 

“The experience of watching my Grandpa die from pneumonia 
definitely influences my practice, especially when I am caring for a 
deteriorating patient. I think the biggest thing it taught me was to 
acknowledge the family, and to acknowledge their role if they are 
present. Acknowledge that they love this person, and to show 
attentiveness and not appear too busy. It’s one of the hardest things, 
to seem attentive when you can’t really be.” (Annie) 

Annie has experienced being the family member watching the nurse hurry around 

completing tasks. She was keenly aware of how it felt to be sitting there and watching 

as if her family member was a task on a list. Annie said that she tried to seem 

attentive, even when she could not be. As she went into the patient’s bedspace, she 

readied her mask, making sure the patient and family felt as if they had her time and 
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attention, even when Annie knew her mind may have been on other patients that had 

more pressing needs at the time. 

In a similar vein, Tricia spoke about the feeling of being with one patient while thinking 

about the needs of other patients. She told a story about caring for a deteriorating 

patient in one room, with a patient being held down by the police in the next room. 

She spoke about the difficulty of switching between the emotions in each room, 

concealing her own feelings and hiding what was happening elsewhere in the 

department. 

“Sometimes it’s just a tough shift. Not just from a physical task 
orientated perspective, but from an emotional perspective. Some 
nights you just get hammered with patients, and some of those 
patients are verbally or physically aggressive even though they’re not 
very sick, and that can take its toll on you. Sometimes it’s hard to 
emotionally switch between being really angry because you’ve just 
come out of a room where the patient is being verbally aggressive, 
and they’ve got the police or security basically sat on top of them, to 
a room where the patient is deteriorating and not complaining. You 
have to switch all your emotions within a 12-hour period, changing 
every few minutes. It’s hard sometimes, especially if you’re tired and 
you’ve got stuff going on in your own life. It does get to you.” (Tricia) 

Tricia felt protective of the sicker patients, as if she felt that they had more of a right to 

being there, as well as more of a right to good care, than a patient who was being 

verbally aggressive. She said she had to switch her emotions every few minutes, 

depending on which patient she was with. With the deteriorating patient who was not 

complaining, Tricia took care to hide how the aggressive patient in the other room 

made her feel, instead focusing on what this patient needed from her. 

The nurses spoke of having to shift or hide their emotions from their patients, in order 

to remain professional and complete their work because it was their role as a nurse. 

The same can also be said when nurses were witnessing their patients suffer, there 

was a feeling that they could not always show their emotions, or fix the situation, 

instead, they were a bystander. 

5.4 Being a witness 

The nurses, in their everyday work in AAU, observe scenes of human suffering, loss and 

pain. It is not just the patient experiencing this moment, the nurse is also there 
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alongside the patient, having their own experience of the same moment. Sometimes 

there is a sense of disbelief at what they have just witnessed, a feeling like life should 

stop and pay its respects to this moment, to this occurrence. At times, there is also an 

awareness of privilege, feeling a sense of honour to be allowed to observe this special 

moment. The nurses talked about the lack of space created for them to deal with these 

situations, and how they were often expected to get back to work straight away. For 

some nurses, the interviews were the first time they had opened up and admitted or 

realised that what they had seen had affected them. 

The nurses were being a witness, not just to awful things, but to love and tender 

moments. In these moments, nurses gained some further understanding of what it 

means to be a daughter, a father, a sister. The nurses viewed moments of generosity 

of spirit, for instance when a patient has died, yet the family take the time to say thank 

you for what the nurse has done. 

Ben shared a story about a woman who was dying, and the special moment he was 

able to share with the patient and her family. 

“I can still remember the doctor having the conversation with her 
family about all the things we could try and do. I was right next to 
her, holding her hand. She turned to me and said ‘I just want to go to 
sleep, I don’t want any heroics’. I knew I needed to stand up for her in 
that moment. She had accepted that she was deteriorating, and she 
had accepted that enough was enough. She just wanted it over. I 
stepped out of the room and told the doctor and the family, ‘She’s 
just told me that’s enough, she doesn’t want any more heroics’. Her 
sister was there as her next of kin, and she just said, ‘Okay then, well 
that’s it’. I think the family had already resigned themselves to what 
was going to happen, but no one wanted to be the one to say it. She 
passed away shortly after this conversation. The reason I think she 
stays with me is that by having this conversation we turned the page 
from thinking about how to keep fighting, to thinking about how we 
could make this good for her. She ended up passing away with her 
daughter holding one hand, her granddaughter holding the other, 
and her sister stroking her forehead. That image stays with me.” 
(Ben) 

Ben was actively involved in this situation, he was there alongside the patient, and 

helped her through a difficult time. He was her voice when she needed it and an 

onlooker during a significant moment for this woman and her family, witnessing a 

special and tender moment. Not only was he present when the woman divulged that 
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she had had enough, but he was also observed the family accepting her decision. 

Finally, he was also a witness when she died, surrounded by her family. 

For the nurses, there were profound moments of being reminded of the fragility of 

human life and a sense of wonder at what was unfolding in front of them. Ben spoke of 

the image of his patient being surrounded by love staying with him. Jessie too, shared 

how she felt when she was caring for a man who deteriorated and died. 

“I was trying to explain things to her [the daughter] as best I could, 
and a few minutes later the emergency bell went, and he passed 
away. It was so strange, seeing him alive and then a few minutes 
later, dead… and life just kept going, you know?” (Jessie) 

Jessie had a sense of disbelief that one minute this patient was alive and she was part 

of trying to help maintain his life, and the next minute, he ceased to be. She said, ‘life 

just kept going’, as if she was suddenly aware that outsider’s lives and thoughts were 

not revolving around this patient, as the family and hers were. An awareness of a 

patient being there, and then suddenly not being there, is a harsh reminder of 

mortality for a nurse, often leaving them thinking, ‘This will be me one day. This will be 

my loved ones one day’. There is a profound return to one’s own self-awareness of 

mortality – and the everyday-ness of death, the fact it happened so easily, so naturally, 

is sometimes shocking for nurses to experience. The circle of people who are shocked 

and upset by this death is relatively small but can include families and nurses alike. For 

others, it can be that life just goes on, and it doesn’t seem right. In the midst of the 

busy AAU, this juxtaposition is hard to understand and process, especially as the 

nurses must carry on caring for their next high priority patient. 

Rose also discussed a time when she witnessed a patient’s deterioration and needed 

to hide the shock that she felt. Rose’s patient was admitted due to suffering a 

miscarriage and during Rose’s shift, her patient’s condition worsened. 

“She was okay, like her blood pressure was good and everything, but 
she just didn’t look right. She was young, and really pale, sweaty and 
her eyes were funny, like she wasn’t quite there. You were talking to 
her but she wasn’t really there. It made me quite worried. I went and 
got some fluids and talked to the doctor. When I came back, she was 
suddenly looking kind of blueish and I knew she needed help right 
away. We rushed her to Resus. Everything was done right in front of 
us. The gynae doctors came and they had to manually remove what 
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was left of the foetus. She was going into shock. I was fine during the 
situation but afterwards I was really shaking and I had to tell myself 
to calm down.” (Rose) 

The language Rose used here is important. She said, “Everything was done right in 

front of us”. This speaks of a sense of disbelief that she was present for this moment, 

that she was even ‘allowed’ to be there for it. This was a monumental but very private 

moment for the patient, and Rose was alongside her, watching the occurrence unfold 

in front of her. This patient’s story, now becomes part of Rose’s story. She is changed 

because of being there and sharing this experience with the patient. Rose said “I was 

fine during the situation but afterwards I was really shaking and had to tell myself to 

calm down.” There is a lag to starting to process what she had seen. Rose needed to 

remain professional and not let on to the patient that she was shaken by what she had 

observed, until she had some personal space to start to process the situation. 

Tricia, like Rose, witnessed a horrific scene which left her shaken. It was the little 

details that Tricia remembered about this situation, what she saw was etched in her 

mind. She shared a story about helping with a young woman’s resuscitation. 

“I can still picture her. She was a tiny little thing, just sat there 
rubbing her knee. She had presented with pain in her knee, but she 
was known to oncology. The department was full that night, and she 
had sat out the front waiting for a bed for about 45 minutes. They 
were getting her into a bed, when I happened to hear my colleague 
call for a code because she was so hypotensive. I went in to help, and 
in between getting her into her bed and into a gown, she crashed, 
and she died. She was just so young. I can still picture her, sat out the 
front, rubbing her knee, and then as soon as she got on the bed, 
bang. How weird was that? The team was amazing. The anaesthetist 
came and took control and there were so many people in the room 
because she was so young. Everyone played their part. It was so calm 
and quiet. No one was shouting. It was all controlled. It was like 
something really surreal was happening. She was just so unbelievably 
sick. When we took blood samples off her tunnelled line7, her blood 
was black. It was the quietest, most controlled crash I’ve ever 
experienced.” (Tricia). 

Tricia had a profound memory of her visual observations, the patient rubbing her knee, 

her ‘black’ blood. She also remembered what the feeling in the room was like. Tricia 

 
7 A tunnelled central line is a thin tube that is placed in a vein for long term use. 
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described the feeling in the room as being calm, quiet, controlled, as if it was an 

everyday occurrence, though the situation she talked about was out of the ordinary. It 

suggests that everyone in the room was sharing the same feeling of disbelief, a 

reverence at such a young life ebbing away before them. Tricia remembers little 

details: she was so young, so tiny, so sick. She was sitting in the waiting room, just 

rubbing her knee but looking well, right before she died. Tricia revealed that although 

the situation was calm, it was upsetting. 

“It was horrendous but kind of good at the same time, in terms of 
how the team worked together and how hard we tried for her. But it 
was bizarre. The whole scenario was bizarre. It was amazing to be 
part of it but I felt upset afterwards. It stayed with me for quite a 
while.” (Tricia) 

Tricia talked of experiencing the bizarreness of what happened, suggesting that AAU 

nurses are not used to young patients dying in this manner. It was a shock, but even 

while the scene was unfolding in front of her, Tricia acknowledged that the team work 

was amazing, everyone was working together to try and save this young woman. There 

seemed to be a sense that no one had to face it alone, and everyone was hoping for 

the same outcome. For Tricia, as nurse, it was a comfort to be part of the team and 

experience this resuscitation alongside her colleagues. Although she witnessed 

something horrific, it was made easier by feeling part of the team, and feeling the 

support they offered by sharing this experience. Formal debriefing is not always 

offered to nurses, however, at times the nurses shared how they felt when they had 

been given space to talk about their experience with other staff members. 

5.5 Talking about it 

The nurses shared stories about times when they had cared for a deteriorating patient 

and it had affected them emotionally. Several nurses admitted during the interviews 

that they had not ever shared their feelings about a particular patient story with 

anyone, and others spoke of times when they had been able to open up and share 

their thoughts at feelings. 

Annie shared a story about a patient who unexpectedly deteriorated and Annie had 

felt shocked and guilty as if it had been her fault. 
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“I debriefed with one of the other nurses involved afterwards who 
had been quite hands on during the code. I was telling them, ‘I feel 
like the worst person ever’ and telling them how paralysed I felt in 
that situation. They were saying, ‘oh it’s fine, it’s your first code, it will 
be okay next time’. I just hadn’t known what to do. Reflecting on it, I 
was really glad to have experienced it, not for the patient, but for me 
in that environment around supportive people, who picked up the 
pieces when I felt like I dropped the ball. When I went home, I called 
my brother. He’s a nurse too. I called him and talked to him about 
what happened. It was good to have that debrief. I actually talked 
about it and debriefed with a few different people. I think I was just 
so shocked about what had happened and what I was exposed to. I 
like talking about it actually, I’m not an internaliser.” (Annie) 

Annie’s anecdote highlighted that in many cases, the nurses wanted to have an 

opportunity to talk about what they had seen and experienced. Annie said she doesn’t 

usually keep her feelings inside, demonstrating that she felt a need to discuss things to 

help her process their meaning. She said that she talked about the situation with 

several different people but was not offered a formal debriefing session. Through her 

reflection with colleagues and her brother, she found that she was able to appreciate 

the experience she gained in this situation. 

Similarly, Nina talked about a patient who died unexpectedly during her shift, and how 

upset she felt afterwards. Like Annie, there was no formal debriefing but she did 

discuss her thoughts and feelings with several colleagues. 

“I didn’t have any formal debriefing, but I have talked to a lot of 
people about this situation and everyone has said the same thing, 
charge nurses, doctors, ICU doctors, everyone. They have all said that 
there was nothing else I could have done. Even if he had stayed in ED, 
it wouldn’t have changed what happened. It’s nice to have that 
reassurance but I still feel like shit about it.” (Nina) 

Talking about this patient’s death helped Nina to feel reassured that it was not her 

fault that the patient died, and helped her to logically process what had actually 

happened, understanding that because of his comorbidities and how unwell he was, 

the outcome was likely to be unchanged no matter what action she had taken. Despite 

this, Nina says she still felt awful about the situation. It makes me wonder if a formal 

debriefing would have been able to deal more specifically with how she was feeling, 

and may have helped support her as she processed her emotions around what she saw 

and experienced. 
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Sally too, talked about a traumatic situation with a deteriorating patient, which left the 

unit nurses feeling shocked. Unlike Annie and Nina, in this situation the nurses were 

offered formal debriefing. Sally talked about how much it helped her process it. 

“A few days ago, we had a young patient who passed away. There 
are often people dying, but when it’s somebody so young and 
somebody who is usually well, it’s really traumatic. It’s shocking. It 
wasn’t my patient, but I was able to appreciate the way the debrief 
was run. Everyone had a chance to voice their take on the situation, 
and then they took the time to really talk to the nurses who were 
directly involved. The charge nurse really validated the shock of it and 
their feelings. He’s been around for more than 30 years, but he was 
saying ‘oh my god, I’ve never seen something like this’. That validates 
that we are not over-reacting, that this is crazy and tense. That goes 
a long way towards processing it. I don’t think you become immune 
to it. There are some nurses who have been around for years who say 
‘nope, you never get used to it’.” (Sally) 

Sally had a different experience to Annie because there was a formal debrief held in 

the unit, which was run by one of the charge nurses. She talked about how it validated 

the nurse’s feelings of shock and helped them understand that it was okay to feel 

upset, and that even nurses with many years of experience were shocked and upset 

too. Sally said that ‘it goes a long way towards processing it’, reiterating the 

reassurance it gave to the nurses who were involved in caring for the patient who 

passed away. 

The stories the nurses shared about being able to talk about the traumatic experience 

they had encountered, highlighted the importance of nurses knowing that they are not 

alone in their thoughts and feelings, that their colleagues are likely feeling it too. When 

a team debriefing was held, it seemed to be of the most benefit to the nurses, because 

they felt supported and listened to, and like they were part of the team. 

5.6 Being part of something 

The nurses shared about times when they felt that they were part of a team or 

partnership, and gained a sense of belonging and a sense of identity that came from 

this. At times it was related to being a nurse in AAU, at other times there was a strong 

feeling of working in partnership with the doctors. In some cases, the feeling of 

belonging came from experiencing a situation together with a patient or their family. 
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Tricia remembered a situation that where she felt profoundly moved by the 

experience of being involved with the whānau as a patient was taken home to die. 

Although she was an outsider in this situation, she felt like she shared the experience 

with the patient’s family and the ambulance drivers. She was profoundly moved by 

being involved in this situation with them. 

“The family was lovely. There were road works happening on the way 
to her house so instead of a 20 minute journey, it took an hour. She 
Cheyne-Stoked8 all the way. I was thinking ‘Please don’t die. What do 
I do if she dies in the ambulance? What do I do then?’ I’m not from 
New Zealand so I didn’t know what would happen if she died on the 
way. The daughter was okay, she knew what to do. The daughter just 
talked to me all the way home, just a normal conversation. I’ve come 
all the way from the other side of the world, and this is just so 
different. We got her home and got her into the bedroom and the 
family had invited lots more of their whānau to come, so they were 
arriving too. We were about to transfer her from the trolley to the 
bed, when the woman’s little white dog jumped up on the bed. The 
dog put his two front paws across the woman and put his head down 
between its paws, as if he was praying. Everyone went really quiet, 
and I couldn’t speak. The ambulance men were choked up too, and I 
don’t think any of us spoke until we got back on the motorway 
heading back to the hospital. It was quite a traumatic experience, in a 
way. As a nurse, this is not a regular event, thank goodness, but even 
so to experience that and to be part of that woman’s journey was 
amazing. It was something that will stay with me.” (Tricia) 

For Tricia, this feeling of belonging and sharing in the experience was enhanced by a 

realisation of how different this was to anything she had experienced before. Tricia 

was humbled to experience something unique, and something that was personal to 

the family, yet they welcomed her being there. She felt nervous that the patient may 

die on the journey home but she was reassured by the daughter being there and 

knowing what to do. It suggests that in this situation, Tricia was taken out of her 

comfort zone of her identity as being a hospital nurse and instead was experiencing a 

feeling of being unsure and uncomfortable, while at the same time feeling a sense of 

privilege that she was able to experience this with the patient and her family, knowing 

that nurses do not usually get to do this. Tricia felt that she was part of something 

special and unique. 

 
8 Irregular breathing which is often present at the end of life 
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Unlike Tricia who felt like she was part of something by sharing an experience with a 

patient and their family, Taylor talked about a sense of belonging and being part of the 

AAU team. 

“It’s always helpful knowing that you are well supported, even if you 
are not getting actual help. I like to communicate with my colleagues, 
the charge nurse and the doctors, updating them on what I’ve done, 
what I’m doing and what is happening. Sometimes I feel like there is 
so much responsibility, I need to verbalise what I’m feeling or doing. 
It’s a sense of reassurance. I think in the acute setting, nurses’ kind of 
thrive off caring for deteriorating patients. I’m quite happy to do it as 
long as I know that people are aware of what’s going on. I’d hate to 
be busy as anything and people not acknowledge it or ask, ‘are you 
alright?’ or ‘do you need a hand?’. When the unit is really busy, 
everyone is in that head down mode, and it almost turns into a 
delirium. We are just in life preservation mode. You’re only able to do 
what absolutely needs to be done. There’s this euphoric feel and we 
laugh, ‘ha-ha, another day in winter’. If I’m working with colleagues 
that I get along with then I know that even if my shift is going to be 
shit, it’s still going to be a fun day because I will be able to cry with 
them, yell with them, ask questions and know we will all support each 
other.  It’s great having all the doctors in the unit. I think it’s a 
confidence thing, being able to ask them questions about what to 
assess for or say ‘hey, I’m really worried about this patient, can you 
see them next?’ It’s something I pride myself on, knowing the doctors 
and talking to them. It’s a good way to learn and it’s nice to be able 
to walk into work and say hi and know that you can trust them and 
that they trust you.” (Taylor) 

Taylor spoke of a sense of closeness and alliance with her colleagues, and a feeling that 

the support and friendship she got from these relationships was pivotal in helping her 

cope with the workload in AAU. She described a sense of euphoria when the unit was 

so busy and laughing with her colleagues as a way of dealing with the feeling of being 

overwhelmed. She also spoke of the importance of having a close, trusting 

relationships with the doctors and how helpful it was to be able to get help for 

patients who needed it. 

Rose, in accord with Taylor’s experience, described that having a good relationship 

with the medical team and being able to work as partners was so important when 

caring for a deteriorating patient. 

“I had a patient come in with symptoms of a urinary tract infection 
and a background of intravenous drug use. She started to deteriorate 
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during my shift. She was febrile, and her blood pressure was 
dropping, her heart rate was going up. They thought she might be 
septic but with her history of drug use they were also considering 
endocarditis and things like that. We started the treatment really 
fast. The registrar gave us verbal orders, so we could get things ready 
by the time he had charted it, like antibiotics and fluid. I was able to 
anticipate things that would need to be done and also make 
recommendations, like ‘let’s put in an IDC9 so we can keep an eye on 
her urine output’. It was great having those good conversations with 
the registrar because everything that needed to be done, we were 
able to prepare quickly and get them started, rather than waiting for 
him to write up the plan. It was like an evolving plan, and it felt like 
more of a partnership with the doctor. It was great teamwork, not 
just from me and the doctor, but other people who were helping too, 
like colleagues saying, ‘I can see you’re busy, can I help you with 
anything?” 

For many of the nurses, a feeling of being part of the team and not feeling alone with 

the overwhelming workload in AAU was very important and helped them cope with 

the demands of the unit. When patients were deteriorating, it was helpful to the 

nurses to find support and be able to ask for help, as well as feeling like there was 

mutual trust with the doctors as they worked together to care for deteriorating 

patients. 

5.7 Finding strength in numbers 

Several nurses spoke about their concerns regarding the staffing levels in AAU and how 

there often was not enough staff members for the nurses to feel they could give safe 

and adequate care. The ratio of nurses to patients was deemed to be safe by 

management, however the nurses felt that the ratios were skewed by acuity and this 

was not accounted for. When patients deteriorate in AAU, there was no capacity for 

nurses to hand some of their workload to a colleague, because their colleagues were 

caring for patients who were similarly unwell. Overwhelmingly, the nurses agreed that 

having a higher ratio of nurses to patients would improve the care that was given to 

deteriorating patients. 

Sally explained the staffing ratios and how unsafe she felt when the unit was short 

staffed. 

 
9 Indwelling catheter 
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“Sometimes staffing is just at the line where safe is deemed, like just 
safe. You’re not necessarily comfortable, you’re still run off your feet 
and you’re still freaking out, but it’s safe because the numbers are 
there. They look at the overall ratio and say that technically every 
nurse is getting four patients. No, I’m getting six. One nurse is getting 
two because she’s in monitored. It’s not the same. I’m still having to 
do all this work, but the staffing roster percentages come out to ‘it’s 
safe’. So that’s not helpful, and you can’t convince management 
otherwise.” (Sally) 

Sally expressed frustration that the nurse to patient ratio was technically safe 

according to management, but in practice reality, it did not feel safe at all. She 

described being run off her feet, feeling unsafe and not being able to get help because 

according to the rules the staffing levels were considered safe. Annie agreed with Sally 

and shared how she often felt unsafe at work because of the staffing levels. 

“The staffing issue hasn’t changed since I started, in fact I think it’s 
even getting worse at the moment. That is a constant pressure that I 
wish I didn’t have to face at work I can’t remember the last time I 
turned up to a shift and we were actually staffed appropriately. There 
are always sick calls that aren’t covered. It’s meant to be a one to five 
ratio, but it’s often one to seven or eight, and it’s just so unsafe.” 
(Annie) 

Annie agreed with Sally that the staffing ratios were not safe, and described it as a 

constant pressure, with nurses having to take a higher ratio of patients because of sick 

calls not being covered, or because of staffing issues in the unit. Overwhelmingly 

throughout the interviews, the nurses agreed that they often felt unsafe in their 

practice because of the staffing levels, and frequently felt that they were unable to 

give the care that patients needed because of it. 

5.8 Conclusion 

This chapter has outlined the findings from the research describing the nurses’ 

experiences of being present with the patient in moments of deterioration. The stories 

have highlighted how the nurses are present with their patients in a professional and 

personal capacity, and how being a nurse in an Acute Assessment Unit is different to 

working on other wards. The nurses shared their experiences of witnessing significant 

moments in their patient’s lives, and also how being part of a team and talking about 

what they had thought and felt was helpful to them. The subsequent chapter follows 
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on from these ideas, exploring what it was like for the nurses to be present with a 

patient as they deteriorated. 
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Chapter 6  - Being with 

“When you have got something happening right in front of you with a 
deteriorating patient, other things kind of fade to the background and 
in the middle of doing something you might remember, ‘oh, I need to 
do this for my other patient, can someone help me?’” (Rose) 

6.1 Introduction 

Being present with a patient as they deteriorate can be a profound experience for a 

nurse as they navigate their thoughts and feelings around the situation, often leading 

the nurses to question their own nursing skills and knowledge. The nurse and the 

patient are often already engaged in a nurse/patient relationship, relating to each 

other in their own roles as the clinical deterioration occurs. When the nurse realises 

the patient is deteriorating, there is a shift in that nurses’ thinking. The clinical change 

in the patient seems to ignite a reciprocal change in the nurse, as they move from 

being with the person in a caring role to a being with them in a responder role, now 

concentrating on managing or correcting the patient’s deterioration. For some nurses 

this leads them back to protocols and procedures to guide their response and 

management, while other nurses are fearful and worry that they have missed 

something which they may have caused or worsened. The nurse seems to pay closer 

attention when it is apparent that the patient is deteriorating, enabling the nurse to 

tune in to more subtle signs or symptoms and take note of things they may not have 

detected before. Most often, the nurse feels a sense of professional responsibility to 

help the patient but sometimes finds that asking for help from their colleagues or the 

doctors is not easy. 

For most of the nurses the signs of clinical deterioration were clearly identifiable. At 

other times there were no objective signs but despite this the nurses said they ‘just 

knew’ that something was not right with their patient. The nurses frequently seemed 

to be guided by feelings of intuition about their patient’s clinical condition, at times 

even being able to rationalise signs of deterioration, saying their patient was ‘fine’. The 

stories suggested that recognising clinical deterioration was complex, and the nurses 

relied on their own feelings, judgement and knowledge to interpret signs of 

deterioration. Several nurses also spoke of a sense of being stuck between the 
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deteriorating patient and other responsibilities such as the rest of their workload, or 

cultural considerations. 

The stories that follow delve into such moments with deteriorating patients, where the 

nurse is recognising the deterioration, asking for help, feeling stuck or rationalising the 

symptoms, while having a sense of the importance of being present in the moment 

alongside the patient. 

6.2 Recognising the change 

In sharing their stories, the nurses indicated that in the Acute Assessment Unit, they 

are ‘always’ preparing themselves to care for a deteriorating patient. They don’t know 

who will come through the door and be assigned to them to care for, but the nurses 

anticipate the fast turnover and that their priorities are likely to change throughout 

their shift. The nurses have learnt from their training, work education and experience 

how to recognise a deteriorating patient, and what clinical signs point to a patient 

being unwell. 

By being present with a patient, the nurse is able to utilise their senses, assessment 

skills and underlying knowledge, enabling them to recognise when a patient’s 

condition changes and what this could mean in the patient’s clinical context. Being 

engaged with the patient enables the nurse to see the full picture and may explain why 

sometimes the nurse is more concerned than their colleagues who are more removed 

from the situation, as Lily described in the story that follows. She shared her thoughts 

about helping a junior colleague manage their patient who was deteriorating. 

“The senior nurse had previously told her not to call a code because 
the rhythm was okay. I’m not cardiac trained, and neither was the 
nurse that I was helping, but we could both see that this patient was 
not okay. I pushed the emergency bell and went out to call a code. 
While I was walking out, the bell got turned off, so I turned around 
and went back in… At that time, they were still trying to get a set of 
obs10 and the saturations were like 86%, 87%, and I was like ‘that’s a 
true reading. That is exactly what we are seeing.’ And I put the 
emergency bell back on.” (Lily) 

 
10 Observations or vital signs 
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Lily was firm in her knowledge that the patient’s clinical observations were matching 

their physical presentation, and although she was not the most senior nurse in the 

room, her past experience and knowledge spoke to her and she was clear in her 

thinking that this patient needed more help than the nurses alone could give him. The 

senior nurse appeared less worried about the patient, because she was focused on the 

cardiac rhythm, however Lily was fully present, seeing the whole patient and 

recognised that despite the cardiac rhythm, this patient was still deteriorating. Lily 

spoke with authority, suggesting a sense of knowing in herself that she trusted 

implicitly. In this situation she decided to override a senior colleague’s decision not to 

call for help, because to Lily it was obvious that this patient was very unwell and her 

trust in her own knowledge and experience is not swayed by other’s opinions. She was 

able to justify her concerns by saying that the patient’s observations backed up the 

patient’s clinical presentation. This trust in her own knowledge was further illustrated 

in a different story she told. 

“It was a patient with an exacerbation of COPD11, who was using all 
of his accessory muscles to breathe, and the Registrar was just 
standing there. So, I pushed the button, right in front of her and she 
was like ‘what are you doing?’, and I was like ‘his respirations are 
nearly 50! He needs a plan!’” (Lily) 

Again, Lily felt that the patient was clearly deteriorating. She pointed out the clinical 

signs that made this obvious and seemed to feel that the situation had gone too far 

and was concerned about the patient getting adequate help. There was a Registrar 

attending the patient but Lily said she ‘was just standing there’. It is clear that Lily was 

frustrated in this situation. She felt that things were not moving fast enough, and the 

patient needed help immediately. If the Registrar was engaged with the patient, 

assessing and formulating a plan, or even recognising the deterioration, it was not 

obvious to Lily. Lily knew this patient needed immediate help. She seemed to be 

drawing on past experience, letting her nursing judgement be guided by these 

experiences. 

In a similar vein, John told a story about using his nursing judgement to determine 

from the clinical signs before him that his patient was deteriorating. John returned 

11 Chronic Obstructive Pulmonary Disease 
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from his break to discover four new patients had been allocated to him to care for. 

John had no handover for these patients, but he knew that they were now his 

responsibility. 

“I was working yesterday, and I got back from my lunch break to find 
four new patients in my rooms. I knew they were my patients because 
we are allocated specific spaces at the beginning of our shift. It’s not 
unusual to find that many new patients. I think I had a turnover of 
about 15 patients in my shift. I quickly walked through the rooms to 
do a brief visual assessment. One of the new patients didn’t look well 
at all. She was pale, sweaty and covered in vomit. I quickly checked 
her blood pressure and obs, and her GCS12 was sitting around 13 or 14 
but fluctuating. She was very drowsy, and her blood pressure was 
low. I knew straight away she was seriously unwell”. (John) 

John was aware that there were four new patients that he needed to care for, and 

with this awareness came a perception of a growing list of tasks that would now need 

to be done. He was unsure where to start, but knew that because they had just arrived 

in the hospital, the new patients were likely to be acutely unwell. He was already 

expecting that they may be deteriorating, and so when he introduced himself to each 

patient he performed a quick assessment of all four, and was not surprised to discover 

that one of them was clearly unwell. John says, ‘I knew straight away’. There was no 

uncertainty, John knew in that moment that this patient was now his priority, and the 

list of tasks would need to wait. It seemed that John had noticed that this patient was 

unwell from the moment he was in the room with her by observing distinct clinical 

signs that the patient was deteriorating, showing knowledge and understanding that 

these signs meant she needed help. Although he identified the patient’s deterioration 

by being in the bed space with the patient, his further assessments backed this up 

objectively. 

Annie had a similar experience to John where she was quickly able to detect a patient’s 

deterioration by being present with the patient. She shared a story where she had just 

taken over the care of an older woman who had been admitted for bilateral lower lobe 

pneumonia. 

“When I came onto my shift, I found her naked in the bathroom. The 
nurse who was giving the handover didn’t realise she was in there, so 

 
12 Glasgow Coma Scale 
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when we did the bedside handover we were like ‘oh my gosh!’, 
neither of us were expecting that. I knew straight away that she 
wasn’t well, and I could tell that she was delirious. I got her back to 
bed and started monitoring her. Her breathing was deteriorating. Her 
respiration rate was increasing but her saturations were decreasing, 
and she was using accessory muscles. She was a standard picture of 
pneumonia, not doing too well.” 

Like John, Annie also said, ‘I knew straight away that she wasn’t well’. On the one 

hand, Annie said the patient was a standard picture of pneumonia, but on the other 

hand she recognised that something was different this time – the patient was not 

doing well. There was something unusual about this patient’s presentation that Annie 

had detected as she stood in the bathroom with her. Annie quickly listed all the clinical 

signs that revealed that her patient was more unwell than expected, like that she was 

delirious and using accessory muscles to breathe. Like Lily and John, Annie too, 

seemed to call on her knowledge and past experiences which helped her to notice the 

clinical signs of deterioration, and identify that they were significant in this patient’s 

context of pneumonia. A nurse caring for a patient with pneumonia expects some 

abnormal vital signs in an acute presentation, but these clinical signs in this patient 

indicated to Annie that this was more than the usual signs of pneumonia. This patient 

was deteriorating. 

Although these stories shared moments of recognising deterioration from clear clinical 

signs, the nurses also shared stories of times when there were no such signs, instead 

they described an intuitive feeling while being with the patient which informed them 

something was not right. 

6.3 Knowing something is not right 

While the nurses are trained to detect signs of deterioration and respond accordingly, 

at times the nurses were caring for patients who were not showing clinical signs of 

deterioration, and instead the nurses identified a feeling that ‘something’ was not 

right. The nurses revealed that it was often hard to articulate what it was about the 

patient that they were worried about, but they ‘just knew’. Several nurses suggested 

that their past experiences were what builds their sense of intuition and knowing, 

although some nurses seemed to be more attuned to this way of thinking than others. 
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The stories that follow describe moments when the nurses were guided by their 

instinct in the recognition and care of deteriorating patients. 

Many of the nurses frequently used the word ‘something’, to convey a quality that 

they had picked up on, which made them suspect their patient was deteriorating, 

saying “something is not right”. The Collins English dictionary defines ‘something’ as a 

thing that is specified or unknown (Something, 2019). The language the nurses use 

suggest this quality – they don’t have the words to articulate this feeling, it cannot be 

specified or expressed further than this. 

Ben shared a story about a time he was helping a junior nurse with a deteriorating 

patient, and he started to wonder if the patient was more unwell than was first 

thought. As he stood in the room with the patient, Ben realised ‘something is not 

right’. 

“The junior nurse asked me why I looked like I was starting to panic. I 
guess I was actually. I think it was subtle signs that I was picking up 
that made me think ‘hang on, something’s not right here’. What I was 
seeing in the patient did not match up with the vital signs. On paper 
she looked fine, but in person there was just something not right. It 
was hard to articulate to the doctors and to that junior nurse. It was 
hard to put into words, but it was a combination of the physiological 
changes, the assessment and asking the patient how she was feeling. 
I think I was drawing on subconscious past experience too, things that 
I’d seen in the past that perhaps the junior nurse hadn’t.” (Ben) 

He said ‘on paper she looked fine, but in person there was just something not right’. If 

someone had described this patient to Ben, he would not have identified that she was 

deteriorating, however, in being with the patient, Ben saw or felt something that 

worried him. He had a feeling that something wasn’t right, and he was reminded of 

situations he had been in before. This subtlety was too difficult to articulate to 

someone else because his colleagues were not drawing on the same memories and 

knowledge. Ben tried to explain what he was sensing to the junior nurse, but he did 

not have the words, or perhaps did not want to say ‘it’s a feeling I have’, since he 

didn’t have any proof to back it up because ‘on paper she looked fine.’ Ben was right 

though, this patient was much more unwell that she seemed on the surface. 

“I remember feeling terrified. The junior nurse thought I looked 
panicked but that was nothing compared to how I was feeling on the 
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inside. I just kept thinking ‘shit, shit, shit, shit’. I kept worrying that we 
had missed something. I realised that this patient was far more 
unwell than we had initially thought, and I knew we needed help… I 
knew there was no room to wriggle, they needed to see her now. We 
got her reviewed urgently, and half an hour after I first set eyes on 
her she was in theatre with a ruptured appendix.” (Ben) 

Ben seemed to carry past patients with him in his nursing practice, calling on these 

memories and trusting the intuition that comes with that experience. Even though Ben 

may not have more authority than a doctor, he may have more experience in seeing 

this particular presentation, so trusting his instinct was vital. The nurse may feel that 

the patient needs help, but in describing the patient to a colleague or other clinician, it 

seems they are not always able to convey their concern clearly, especially if objective 

or empirical signs do not paint the same picture that the nurse obtains by being with 

the patient in the moment. 

Jessie also discussed how she often had a feeling about a patient and agreed with Ben 

that it can be hard to articulate to others. Jessie named her feeling as a ‘gut instinct’, a 

sense that something was not right. She said that at times she became aware that she 

was being drawn to a particular patient and she was not sure why, and it was only later 

that she realised there was a reason. 

“I don’t think it’s always a conscious thing and I don’t know if I always 
recognise it as a sign, but I feel that gut instinct quite often when a 
patient is unwell. I think I’ve always had this instinct, but I trust it 
now. I know to listen. When a nurse tells me in handover ‘I think 
something’s going on here’, then I take notice. Often, I find myself 
drawn to a particular patient. I keep finding myself back in their 
room, or it seems to be hard to leave them, and then it becomes clear 
that there was a reason. I had sensed something. It can be a really 
helpful thing; I feel like it helps me be prepared and think ahead to 
what might need to be done. I’ve learnt to recognise when patients 
are really sick. Sometimes I think it’s a gut instinct. I had a patient 
who presented with a PR13 bleed and even though he seemed to have 
stopped bleeding, I just felt like something was wrong. I could smell 
something. No one else could see it or smell it, and I just couldn’t 
explain what it was. It just felt inevitable, like something was coming. 
I kept telling people ‘don’t stand him up, don’t stand him up!’, and 
then they did stand him up and he suddenly had a massive bleed.” 
(Jessie) 

 
13 Per Rectum 



105 

Jessie has learnt to trust her instincts and now takes notice when she ‘senses 

something’. If she found herself drawn to a particular patient, she knew that there was 

something she needed to pay attention to. A memory nudged at her in this moment, 

even if she could not remember the exact situation, there was something familiar that 

triggered her alarm. When Jessie said she knows to trust it now, I expect that there 

have been situations in the past where she has brushed this feeling aside, only to 

realise later that it was trying to tell her something important about her patient. For 

Jessie, this sense of something not being right meant she was at times in tune with her 

patient in a different way to others around her. In the situation Jessie described there 

was a particular smell in the room which disquieted her, yet no one else could smell it. 

Jessie shared her concern with her colleagues saying ‘don’t stand him up’, however the 

patient was helped to stand and subsequently had a further bleed. Jessie trusted her 

sense of smell, and her quiet worry, suspecting something may happen. This was how 

Jessie’s trust in her own gut instinct continued to grow, and encouraged colleagues to 

start to trust Jessie’s insight, and perhaps their own insights too. 

Tricia described a similar feeling she experienced with a patient, noticing that 

something was not right, but not being able to ascertain exactly what she was picking 

up on in that moment.  

“Sometimes you see a patient that just looks sick. You don’t know 
why, they just look abnormal in some way. You do their observations 
and think ‘yeah ,there’s something going on here’, and you don’t 
exactly know what. You go back five minutes later, and your sense of 
urgency is even more urgent, but again, you don’t know why’. 
Sometimes their observations are normal, or unchanged, but you still 
pick up on something you’re not happy with. I think nursing instinct is 
something that partially comes from your own personal experience of 
people or relatives that you have nurses over the years. When it’s 
really busy and you’re admitting a patient, it’s sometimes not what 
they say, it’s what you read in between the lines. You use your 
interpersonal skills of how they say things and how they look.” (Tricia) 

Tricia has shared that although her patient had normal vital signs, she detected that 

the patient was not actually as well as they seem. She sensed that there was 

something else going on, that had not yet been brought to light. Tricia described an 

urgency that she felt at times which drew her back to her patient, a niggling uneasiness 

that all was not well, yet she could not articulate what it was that made her think that. 
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As other nurses have said, Tricia agreed that this intuition came from her past nursing 

experience, and she trusted that it was telling her something important about her 

patient.  

Sally, described having similar ‘something is not right’ feelings as the other nurses, 

however she doesn’t believe that it’s ‘intuition’. 

“People call it intuition, but it’s not. You’re in a situation so many 
times that you can draw parallels without even thinking about it. 
You’re drawing on past experience. You’re thinking things like, the 
last patient that died was this pale, this clammy. The last time I had 
this, oh, this looks like that. You’re able to kind of draw lines and pick 
up on ideas and thoughts and the more you panic, the more stressed 
you feel about it and then I start thinking ‘oh yeah, maybe something 
is going on’, and I start to try and listen to myself. You might not be 
able to pinpoint it. You might not be able to put your finger on it, but 
it’s something. It might not be reflected in the vitals, it might not be 
reflected in their history even. They might be young, it might be 
counter-intuitive but you know there’s something that’s not right.” 
(Sally) 

Sally said that it’s not intuition that nurses are feeling when they are worried about a 

patient, it is more that they are remembering past experiences and comparing the 

patients to what they have seen before. Interestingly, the way she described this 

feeling, was the same way other nurses described their feelings of intuition. Sally 

agreed that the feeling was not able to be clearly conveyed to others, but it was 

‘something’. She said she sometimes started to panic or started to feel more stressed, 

and there didn’t seem to be a clear reason. In these cases she listened to what her 

‘feelings’ were telling her. It suggests that Sally experienced nursing intuition just as 

her colleagues did, but perhaps didn’t recognise it or acknowledge it in the same way. 

The nurses shared stories about how they were guided by intuitive feelings and 

knowledge as they cared for deteriorating patients, often revealing that it was difficult 

to articulate their concerns when it was not backed by objective clinical signs. When it 

had been hard for the nurses to express exactly what it is that they were worried 

about, it had also made it difficult for them to ask for help, despite current literature 

and knowledge in health care which supports clinician concerns as being a predictor of 

deterioration. 
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6.4 Asking for help  

The nurses discussed situations where a patient was deteriorating and they needed to 

ask for help, but that there were barriers they faced in calling for help. They also 

disclosed stories about times where they felt they should be able to manage the 

deterioration on their own, some putting this down to a culture that has developed 

the unit, where patient deterioration is managed without asking for help. The nurses 

spoke of an internal struggle to manage on their own, which contradicts what they are 

taught and also interferes with their nursing identity. There seems to be a sense from 

the nurses that they were sometimes made to feel that if they were good nurses, they 

should be able to cope. 

Taylor revealed a story about how she struggled on her own to care for an older 

gentleman who was deteriorating, which suggested she felt that she should have been 

able to cope. 

“I tried to contact the patient at risk nurses, but they were very busy. 
They didn’t decline him, but they put him on their list to see when 
time allowed. It probably got to around four hours of me trying to 
manage this patient and I just put my hands up and said, ‘I can’t do 
this anymore’. I knew I couldn’t keep giving him one to one care, it 
was becoming unsafe for him and I knew he needed more. I hadn’t 
seen my other patients for hours. I got the charge nurse to call a code, 
and he ended up being taken to ICU14 where he was ventilated. My 
charge nurse knew that I was doing this one to one care for this 
patient, and I did feel supported because I was working so closely 
with the doctor. It wasn’t until I was talking about it afterwards that I 
realised I should have called the code earlier. I think my inexperience, 
and being swayed not to call the code, jeopardised that patient and 
also my practice. I had been confident in my care and I wasn’t out of 
my scope, but in hindsight, the lack of improvement and the fact he 
had been scoring so highly on the EWS15 for so long, I should have just 
called it. I think in the unit, or other acute settings, we tend to feel 
that we have the doctors there and all the resources, so we try and fix 
them ourselves. Sometimes I think if we had called a code an hour 
earlier, maybe he wouldn’t have been so acutely ill. Sometimes the 
patient deteriorates almost too far, like we only call if they are 
actually needing resuscitation. It’s like an attitude that has kind of 
developed. I’ve spoken to my colleagues about it recently and we’ve 
come to an agreement that we just need to call codes earlier, and not 
to be afraid, it’s not embarrassing. As nurses we like to fix it and be 

 
14 Intensive Care Unit 
15 Early Warning Score 



108 

hands on, we have the skills and resources, but it’s actually safer and 
more effective if the patient gets those further assessments more 
quickly.” (Taylor) 

It is interesting that Taylor says ‘it’s not embarrassing’ to ask for help. This suggests 

that there was an unspoken feeling of embarrassment for nurses if they needed to ask 

for help, as though it undermined their competency as nurses. It seems that at times, 

the nurses have learnt from their colleagues that they should be able to manage an 

unwell patient if they are a ‘good’ nurse. It suggests the nurses feel that they don’t 

want to ask for help from their support systems because it may make them look like 

they don’t know what they are doing, or they feel that they may be a nuisance if they 

need assistance. Nurses also appear to not want to call for help and then have their 

decision questioned by the support teams who arrive, or are hesitant to ask for help 

because someone more senior may come in and pick up on things that should have 

been done but were not, or mistakes that had been made. Taylor felt that she could 

not manage this alone, but that she should have been able to. In the moment with the 

patient, Taylor was overwhelmed by her responsibility. The patient was looking to her 

and trusting her to give good care, but Taylor seemed to be hesitating, trying to 

manage on her own when she knew she felt out of her depth and that the patient 

needed assistance that she was not able or authorised to give. In the moment with the 

patient, she felt that she was managing, but it was afterwards that she realised the 

extent of the risk her patient was at, and was able to reflect on how she thought she 

should have managed the situation. 

Sally agreed with Taylor, and seems to attribute this feeling to a culture that has 

developed in AAU because of the doctors being more available than they are in the 

wards. 

“Downstairs they are so used to ED doctors and registrars being right 
there, they don’t escalate concerns about their patients as they 
should. I think there’s a right time to escalate and a wrong time. If a 
patient has had everything done for them and they are not quite 
meeting code criteria, then don’t escalate, if there’s a doctor right 
there and they are being reviewed, and things are happening for 
them, and a code is not going to add anything to that, then don’t 
code them. If you’re thin on the ground though, and there’s no 
doctors around, or the doctor is quite junior, and they need support, 
it’s not fair to expect them to work at a higher level than they are 
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supposed to, then we should ring a code. It’s the culture, I think. 
Downstairs they are cowboys. They think they can handle anything, 
and yes, they can handle it, but is that in the patient’s best interests? 
Is it in your best interests? It’s not fair on our patients, or our other 
colleagues. It’s showing that you do know you’re in above your head, 
and I think that’s more intelligent, it’s showing better clinical 
judgement than handling it by yourself.” (Sally) 

Sally suggested that nurses are less likely to call for help while working in the AAU 

because of the doctors being present on the unit, and that a general understanding 

that has developed amongst staff, that they should escalate concerns to the doctors 

who are already there, rather than ringing the wider supports such as the patient at 

risk team. Taylor hinted that the nurses were hesitant to ask for help because it may 

call their competency to question, but Sally said the opposite, indicating that nurses 

were showing more competence, and ‘better clinical judgement’ by calling for help 

when they were out of their depth. 

When caring for a deteriorating patient, the nurses were not only having to think 

about whether asking for help was justified, as Sally stated, they also needed to 

consider when to call for help, and why, as well as who they should ask. Jessie talked 

about how helpful it was when it was made easy for the nurse to ask for help. 

“Something that really helps in AAU is having a clear plan, especially 
if it’s clearly the most up to date plan. Sometimes there’s pages and 
pages of notes, and when someone’s deteriorating, you have to sift 
through them all and see which plan is the most recent one to follow. 
I love it when it’s a forward thinking plan, when the Doctor has 
written what to do if a) b) or c) happens and who to escalate to. That 
is so helpful. I’ve noticed that patients that have this kind of plan in 
place improve so much quicker than ones we have to chase the teams 
for. It’s also great when there’s a supportive charge nurse or leader 
and there’s a good rapport with the medical team. Then you can have 
good conversations back and forth and work together.” (Jessie) 

Jessie pointed out that when there was a clearly documented plan, it was easy to know 

who and when to ask for help, and that the patients improved much more quickly. 

There was a feeling that in these cases the whole team was working towards the same 

goal, and there was mutual respect and appreciation for the different skills each team 

member brought. It also suggested that by having a clear plan documented for a 

patient, it gave permission for the nurse to ask for help, without having to consider 
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whether his or her practice was being called to question. Jessie suggested that these 

kind of plans facilitate good team work, and in her experience are more beneficial in 

helping a deteriorating patient improve. It indicates that having clinical guidelines in 

place, as well as a plan of who to escalate concerns to, helps the nurse feel that they 

are giving the best care to their patient. 

Unlike the other nurses who seemed to question when to call for help, Nina had a 

situation where she felt like she couldn’t ask for help at all. She described a shift where 

she was caring for a man who had recently arrived on the ward and had not yet been 

assessed by a doctor. Nina helped him to the toilet and then settled him into his bed, 

and took his observations. She noted that his observations were abnormal, but put this 

down to the fact that he had just mobilised. 

“I took his observations, and his EWS was high, but I had to take into 
account that he’d just walked to the toilet. I told him I’d be back in 
half an hour to recheck his observations. I left to go and see my other 
patients, when the daughter came out and said to me, ‘he’s not 
breathing very well’, and I was like, ‘What?!’, and ran back to the 
room. They were thinking he may have had TB16, so I had to stop and 
get my mask on, and I was putting on and just watching him and 
calling out, ‘Sir, are you okay?’, and then I literally saw him stop 
breathing. I put the bed down, started compressions and hit the 
emergency bell. Everyone came in, and it was a VT17/VF18 arrest, but 
we ended up stabilising him. He was okay for a while, and the doctors 
decided to do a CT scan on him because we didn’t know what was 
going on. He died before he got his scan. It was horrific. It was so bad. 
To this day I’m still wondering, ‘what if I had alerted people earlier?’. 
I’ve talked to so many people about it and everyone has said the 
same thing. Even if I had got someone earlier, it was horrendously 
busy, and they wouldn’t have been able to come. They wouldn’t have 
seen him in time. I feel like even though I’ve had four and a half years-
experience I should have been able to see this coming. I just 
remember when we were having the code, straight away I had that 
guilt about whether I missed something, It was the most horrible 
feeling I’ve ever had. If I could do it differently, I would go and get a 
doctor straight away, but really, he wasn’t much different to other 
patients we had at the time.” (Nina) 
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It is not uncommon for patient’s vital signs to be elevated after mobilisation, therefore 

Nina was initially able to justify why this patient’s observations were abnormal when 

she first assessed him. It was easy to brush aside her concerns and make a note to 

herself to come back and repeat them soon afterwards. She did not get a chance to 

repeat them because he suddenly deteriorated and collapsed. Nina said ‘to this day I’m 

still wondering’. Nina carries the weight of this guilt even now, wondering if things 

would have been different if she had escalated her concerns at the time. Interestingly, 

Nina pointed out ‘he wasn’t much different to other patients we had at the time’. In 

retrospect, his deteriorating state was still able to be normalised, because the only 

difference between this sick man and other sick patients in the unit that day, was that 

he collapsed and subsequently died. Nina was not alone in her assessment of this 

situation as she pointed out, ‘I’ve talked to so many people about it and everyone has 

said the same thing’. Until he collapsed, there were no clinical signs alarming enough 

to warrant immediate medical attention. Nina spoke of her frustration that the unit 

was so busy that even if she had escalated her concerns, the patient was unlikely to 

have been seen by a Doctor immediately, due to the acuity in the unit that day. Nina’s 

story demonstrated how the nurses often felt that because of the acuity and workload, 

the care a patient gets was sometimes down to luck. When a patient has first arrived in 

the AAU and they are not yet known to any nurse, it was difficult for the nurse to know 

whether they need help, or whether their clinical presentation was warranted or able 

to be normalised. 

6.5 Normalising the deterioration 

At times it seemed easy for the nurses to rationalise any concerns about deterioration, 

saying the patient was ‘fine’, and at other times the nurse could be swayed by their 

colleagues’ opinions, even when they had a niggling feeling that something was not 

right. What seemed normal to a nurse in that moment with the patient, might not 

have seemed normal or ‘fine’ to that patient and their family. When the nurse did not 

know the patient or had not had time to get to know them, it seemed to be easier for 

clinical concerns to be attributed to other causes, rather than deterioration. 

Taylor described a situation with an older man who was unwell when he arrived and 

continued to deteriorate. Her initial assessment suggested that he was unwell, but she 

was able to brush her concerns aside because his wife was a nurse and said he was 
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okay. The wife’s opinion reassured Taylor and helped her think this patient was 

presenting in a normal way for him, but it was only as she spent more time with the 

patient that she realised her first impression was warranted. 

“He seemed fine, but as my assessment went on, I started to wonder. 
His wife said he wasn’t confused but she was doing a lot of the talking 
for him which I think swayed me. She had told me that she was a 
nurse, so I put a lot of trust in what she was saying. When she left 
about an hour later, the doctor and I realised that he was delirious. 
He was a very sick man.” (Taylor) 

Taylor felt worried as she recognised that there was something not right about this 

patient, yet she doubted herself because she trusted the wife’s judgement, especially 

because she knew she was a nurse. It was easy for Taylor to believe that this was 

normal for this man because she didn’t know him, and easy to justify other symptoms. 

As the situation developed, Taylor became increasingly aware that he was 

deteriorating and sought help. 

Rose shared her thoughts about how her nursing experience in AAU has developed 

and how these experiences increased her knowledge and understanding of patients 

who were deteriorating, and how she has learnt which patients may present with 

abnormal vital signs that are actually ‘normal’. 

“As a new nurse in AAU, the Early Warning Score was really helpful. 
There’s a pathway, and it keeps you and your patients safe. As a new 
nurse learning about diseases and how people can deteriorate and 
what the signs and symptoms are that you are looking for was so 
helpful. It prompts you to immediately go and get somebody to help. 
As you develop, you can of course start to think critically about what 
is happening. Like if you have a patient coming in with CHF19 and low 
blood pressure, you start to understand that it’s probably not a bad 
thing. You have to think critically but in the beginning the EWS was a 
great tool and pathway to helping me understand. Working with so 
many patients in AAU and seeing the variety, you get to know when a 
patient is deteriorating. When I first started, I was a very new nurse in 
terms of experience but seeing those deteriorating patients, taking 
care of them and knowing what to do, you start seeing those 
patterns. That’s really helpful.” (Rose) 
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Rose talked about how when she first started in AAU as a new graduate, she relied on 

the Early Warning Score to help her know when her patients were deteriorating. By 

getting to know which observations trigger a score, she started to understand which 

vital signs would mean the patient was improving and which would mean they were 

worsening. It helped her understand what was happening for patients and therefore, 

Rose felt that it had also given her the experience to know when she could safely 

normalise abnormal observations. 

It’s not always evident for nurses to know when they can rationalise abnormal vital 

signs, as it seems to be for Rose. Sally expressed concern that the Early Warning Score 

was not always working to detect deterioration, as it was meant to. 

“It’s good in a way because it makes you pay attention a bit more, 
and we should be able to recognise people that are deteriorating 
more quickly, I think that’s the idea behind it. It’s not quite working, 
because people are becoming very blasé, ‘oh they are probably 
scoring a one for everything’ is kind of what is said. I don’t know, it’s 
really weird, it’s supposed to be an extra safety measure but it’s 
becoming something that’s almost not taken seriously in some 
situations. The person could be a six very easily and they are like ‘oh 
they are fine, it’s not that bad’, and the clinical judgement is 
important I believe, but so is not cutting corners.” (Sally) 

Sally suggested that patients score easily on the Early Warning Score, and this makes 

people complacent. Nurses care for patients who are triggering a high early warning 

score every shift, so it becomes less alarming and more common. Sally feels that 

sometimes people cut corners and don’t follow the escalation protocols because they 

no longer see someone with a high score as being unusual. The patients don’t seem 

unwell, because having unwell patients in AAU is normal. 

On the other hand, Lily, as a more senior nurse, said she gets frustrated by people 

being so caught up in the early warning score. 

“It drives me nuts when people get so stuck on the EWS. Some of the 
new grads get flustered over a saturation of 95%. I’m like, ‘they have 
smoked for 25 years, 95% is bloody good for them, chill out.’ Or a 
young female patient having a blood pressure of 105, and they are 
freaking out. I guess you have to have experience to understand 
that.” (Lily) 



114 

Lily pointed out that without experience it was hard to differentiate between patients 

who were scoring highly because they were deteriorating and patients for whom these 

signs were normal. It was a fine line, and Lily has enough experience to feel like she 

knows when she needs to worry, and when it was normal, but other nurses may not 

have learnt this yet. Lily told a different story about when she came onto her shift to 

care for a patient who she had been told in handover was unwell. 

“I came on to shift one day and my patient was scoring between an 
eight and a nine on the EWS. The end-of-the-bed-o-gram looked 
worse than an eight or a nine, so I did the obs again. The patient was 
grey and clammy, you know, just not the right colour. I pushed the 
emergency bell pretty much straight on handover and got the patient 
assessed straight away. The handover had been clear that the patient 
was sick, … but the patient just looked like they weren’t getting 
enough oxygen requirements and they needed a plan that the nurses 
could follow.” (Lily) 

Lily called on her experience as she assessed her patient. She realised he looked worse 

than his observations were saying, and she was concerned that he had been unwell for 

the previous shift too. She knew that something needed to change for this patient, it 

was not okay to say, ‘this patient is just sick’, to make it normal as perhaps had 

happened for the previous shift. Lily seemed to be attuned to the patient’s 

deterioration and felt a sense of responsibility, because she had felt she could not 

ignore or make normal the fact that this patient was so unwell. 

Lily seemed to recall past experiences that guided her decision making when she was 

with the deteriorating patient, suggesting she knew what may happen next if she 

didn’t act, as if she had seen this so many times before, she could appreciate how 

unwell the patient actually was. Interestingly, Nina seemed to feel the opposite way, 

saying that seeing the same patient presentations frequently, made it easy for the 

nurse to normalise what they were seeing. 

“I was caring for an elderly lady who had come in with COPD. Her 
heart rate was up, and she was short of breath. You know, your usual 
COPD presentation. I did all the things that I usually do, inform the 
team leader, follow the EWS algorithm, and gave the Patient at Risk 
nurses a ring. I asked them if there was anything else that I should do 
for this lady, and they said nah, just give her some high flow oxygen, 
which I had already put in place. So, the patient was just waiting to 
be seen by the doctors. I think it becomes like a pattern. You know 
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what to do. It becomes like a factory. See this one, fix them, next 
patient. Try to make the patient feel better, and then move on to the 
next one.”(Nina) 

Nina explained, ‘it becomes a pattern’. This suggested that Nina had seen the same 

presentations over and over, and perhaps something that alarmed her in the past, was 

just normal now. There may be a point where nurses see so many sick patients, that 

sick becomes the new normal. Ben agreed with Nina and said that as nurses we 

constantly compare our patients to ones we have seen previously and because most of 

the patients are sick, it is easy for it to become normal. 

“I think back to deteriorating patients I’ve cared for before. I think as 
nurses we become immune to what we consider normal and what 
others consider normal. We compare our patients to ones we saw five 
minutes ago and think, well they aren’t that unwell. I think in the 
acute care setting actually every patient is unwell, and we can forget 
that.” (Ben) 

Ben seemed to feel that working in an AAU and seeing unwell patients repeatedly, may 

make the nurse immune to what is abnormal. It suggests that patient deterioration 

may be camouflaged and harder to detect because so many of the patients present the 

same way. This hints at the possibility that patient deterioration may be going 

undetected in acute care areas, not because of the nursing skill or knowledge, but 

because it has become so normal for the nurses. Taylor agrees with Ben in this sense, 

also suggesting that instead of focusing on what was normal for a particular patient, it 

was easy to compare them to the rest of the patients as a benchmark for their 

wellness. 

“Often as nurses we say a patient is fine, and it’s true, they are fine. 
Well, we consider them fine. They are not baseline fine, but they are 
fine. At that moment, they are okay, they are stable. Sometimes the 
charge nurse asks if you have any patients you are concerned about 
and you have a whole room full of scoring patients but you’re like 
‘nah, they are fine’, because they are. They have the potential to 
deteriorate, but you probably compare them to the rest of your load 
and they are fine.” (Taylor) 

Taylor’s story indicated that because there were so many patients who were 

deteriorating or who had the potential to deteriorate in AAU, the patients were at 

more risk from the nurses normalising their unwellness by comparing it to other 
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patients instead of comparing the patient’s current condition to their own baseline 

state. 

It was difficult for nurses who see deteriorating patients as part of their everyday work 

to distinguish when the abnormal was extra abnormal and it was easy for nurses to 

forget that compared to the patient’s normal, they were unwell. Unless nurses in the 

AAU have patients who return frequently to the department, there is no way of 

knowing what was normal for this particular patient. There was a danger of 

normalising deterioration so much that concerns were ignored or downplayed. 

At times, the nurses’ experience allowed them to think critically about the patient’s 

presentation and signs of deterioration, often enabling them to correctly justify 

abnormal vital signs because of understanding the patient’s usual baseline state. At 

other times, seeing the same presentations frequently and being accustomed to caring 

for deteriorating patients, seemed to make nurses less likely to feel concerned about 

patients who were unwell. For some of the nurses, they seemed to be caught between 

knowing when abnormal signs can be normalised and when they must not. 

6.6 Being stuck 

Some of the nurses revealed a feeling of being stuck between different responsibilities 

when they were ‘being with’ deteriorating patients. In the moment with the patient, 

they described feeling torn between what they wanted to do and what they had to do. 

Annie shared a story about when she was caring for a patient whom she knew was 

dying. The patient’s son wanted information, and Annie was trying to get a doctor to 

come and talk to him. 

“It looked like she was going to die, she was so unwell and not 
responding to the Airvo20 very well. She was sitting around 88% with 
no other underlying lung conditions. She was febrile. It was really bad. 
We were continuing with antibiotics and treatment, and the son 
came in and was wanting to know what was happening. I told the 
Registrar and asked him to come and talk to the son. He was just like 
‘I’ll talk to him when I can’. I was telling him, ‘she’s so unwell, he 
needs to know what is going on’. There wasn’t even a resus plan in 
place. I think the Registrar was overwhelmed. I ended up calling the 
consultant and saying ‘this is not okay, she needs to be reviewed’. The 
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son was in the hallway asking ‘what is going on with my Mum?’. I 
tried the Registrar again and he was like, ‘I will talk to him when I 
can’. I couldn’t believe it. I couldn’t advocate for my patient. We were 
meant to be a team and I wasn’t able to advocate, I couldn’t do my 
role.” (Annie) 

Annie felt that she was prevented from performing her role, which was advocating for 

the patient and her family because the doctor was not supporting her. Annie clearly 

felt alone in this situation, and out of her depth with the patient’s son asking her 

questions she was not equipped to answer. The son looked to her for answers as she 

was the one who was present. She knew the answer – his mother was dying, but she 

didn’t feel she had the authority to tell him, or didn’t feel prepared to answer the 

inevitable questions that would come from this conversation. She looked to the senior 

doctor for help, but did not find it. She felt trapped and as though she couldn’t be a 

nurse in the way she would have liked to in this situation. 

Annie was left feeling helpless that she was trying to work with the doctor and 

advocate for the patient, but she was unable to perform her role in the way she would 

have liked. Similarly, John and Jessie shared stories where they were also trying to 

advocate for their patient in a different way, but were left feeling helpless too. They 

shared their frustration of AAU being an in-between place, where patients are often 

waiting to be assessed by the Intensive Care unit (ICU) or taken to the ward. The 

patient stayed in AAU to be stabilised and assessed, but often weren’t accepted to ICU 

because of comorbidities, however, they were too sick to move to a ward. This was 

further complicated by the reality that the sick patient cannot stay in AAU indefinitely 

because of the need to focus on patient flow through the hospital. Jessie remembered 

one of the first times she cared for a deteriorating patient in AAU. 

“My patient’s condition fluctuated throughout the shift. He was de-
saturating and his blood pressure was all over the place. He was 
EWs21 scoring a five, then a three, then an eight, then a ten. He was 
having blood transfusions, albumin, and everything. He was going 
through these peaks and waves, getting a little better and then 
crashing. He was so unsettled, like there was something happening 
inside that he couldn’t explain. We all thought he needed to go to 
ICU22, but he had so many comorbidities that he was declined. I felt so 
frustrated and overwhelmed, and almost like there was no support 
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because I knew that he needed one on one ICU level of care, but he 
wasn’t going to get it.” (Jessie) 

Jessie said she felt like there was no support, but what this suggests was a feeling of 

helplessness. She wanted the patient to get help and to improve, but because of his 

medical conditions it was unlikely that he would improve to the point of having a good 

quality of life. The ICU referral process often happens as conversations and 

assessments between doctors which are not documented in full. It can be hard for the 

nurses to understand the reasons for the declined referral, especially when they are 

the one at the bedside with the patient and family. Jessie felt like the patient had been 

let down, and she felt stuck between what she knew was possible, and what was 

appropriate. Jessie felt helpless, but she had no control over changing the outcome. 

John shared a similar view to Jessie about feeling that patients were stuck in AAU, not 

being well enough to move to the ward, but not being unwell enough to be accepted 

to the Intensive Care Unit. 

“If you have empty beds in your allocated space, the patients keep 
coming, no matter what else you are dealing with and you just have 
to prioritise according to what you think is the most important thing 
to do for the patient at that time. Also, we often have patients that 
are really unwell, waiting to be assessed by ICU or taken to the ward. 
They stay with us to be stabilised and assessed. Sometimes the 
patient won’t be accepted to any different area, so you are stuck with 
a really sick patient. They can’t go to the ward because they are too 
sick, but they aren’t appropriate for ICU for whatever reason, but 
really, they can’t stay in AAU either because we need the bed. That 
can be really difficult and makes the workload quite challenging.” 
(John) 

John’s story suggests that he feels the same feeling of helplessness as Jessie, wanting 

to help the patient improve from their deterioration but feeling like there was nothing 

he could do. His story also alludes to a sense of being stuck between the deteriorating 

patient who was not going anywhere but needed an increased level of care, and 

managing the rest of his workload, including other deteriorating patients. 

Ben seemed to feel stuck when he was caring for a deteriorating patient, but in a 

different way to the other nurses, perhaps because of his role in the department as a 

senior nurse. His nursing responsibilities often overlap when there was a deteriorating 
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patient. He felt he wanted to help junior colleagues learn but then he also recognised 

when he needed to step in and rescue a deteriorating patient. His experience was one 

of being torn between his responsibilities to his junior colleague’s needs, and his 

responsibility to the patient and their needs. 

Ben illustrated this with a story about a time he was asked to help a new graduate 

nurse ‘just hang a bag of blood’. When he arrived, the situation was not as simple as 

had been suggested. 

“We had a patient who had GI 23bleed, with a haemoglobin that was 
still falling, and who had already had three units of red blood cells. So, 
immediately I realised that these stories aren’t matching up and 
there’s two things going on here. One, we have a patient who is 
significantly unwell, and two, we have a staff member who hasn’t 
picked up on that or what that means. So while I normally like to give 
people an opportunity to learn, I knew I was going to have to step up 
and show some leadership here because if we carried on at this pace, 
the patient was not going to make it.” (Ben) 

In this situation, Ben felt stuck between his responsibility to the junior staff member 

and his responsibility to give the patient the help they needed. This often happened 

because he was torn between two roles – his professional role as a senior nurse but 

also his nurse identity which was always there in the background – he could not 

separate these roles when it came to an unwell patient. The nurse identity took over. 

Ben told an additional story where he was stuck in a different way, but which he 

described as being a common occurrence in AAU. The nature of the Acute Assessment 

Unit means that patients do not always belong to a particular speciality or team or 

doctors because they are early on in their hospital journey. Sometimes there can be a 

period of ambiguity before the teams are allocated, where it is not easy to tell which 

team of doctors is responsible for the patient’s care. 

“I think of a situation recently where a senior nurse in the department 
had noticed that a patient’s ECG had changed. They asked me to get 
a doctor while they worked with the patient. I took all the core details 
that I needed and I walked into the room where the doctors were and 
asked if I could get someone to come with me. I explained the 
situation, and there were a few blank looks. I could tell that some of 
the doctors were close to the end of their night shift and about to 
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hand over. I understood that they were worried about starting 
something they didn’t have time to finish, but the patient needed 
help. It happens so often. You walk in and say, ‘I need someone now’, 
and everyone has a reason why they can’t come. Sometimes it’s like 
the doctors think their speciality is more important than others. It’s so 
frustrating when there’s no ownership about what’s going on. When 
you hear ‘I’m not the this, I’m not the that’, I always want to say ‘I 
don’t care! You are a doctor and the patient needs a doctor NOW’. I 
repeated my concerns about this patient, and then someone spoke 
up, ‘I will come’. This particular doctor hadn’t even started their shift. 
I don’t know what it was that had made it obvious that they needed 
to come now, but they did come and see the patient. It was brilliant! 
20 minutes later the patient was in the Cath lab getting three stents.” 
(Ben). 

Ben shared the frustration he often faced in his work, trying to get an unwell patient 

seen by a doctor when it was not clear who ‘should’ be seeing the patient. When the 

doctor in Ben’s story said she would come and help, Ben clearly felt relieved and 

grateful, he said ‘it was brilliant!’, His words suggest that his reaction was not only 

about the fact that someone answered his call for help, but because it enabled the 

patient to have a good outcome. In this situation, Ben was caught between his nursing 

responsibility to seek help for a deteriorating patient, and the difficulty of finding a 

doctor who was willing to take accountability for attending to the patient. 

Rose too, told a story about a time that she felt stuck when she was caring for a 

patient who was deteriorating. Unlike with Ben’s story, in this situation Rose felt stuck 

between her nursing responsibilities and being sensitive to her patient’s cultural 

needs. 

“One of the things I really struggled with when I began nursing was 
caring for Māori and Pacific patients. They usually have such a close-
knit family and anything that happens to the patient affects them 
quite a bit. Sometimes they react in a negative way, and I remember 
a patient who was like that. No matter what I said or did, it wasn’t 
good enough. There were so many people in the family that I had to 
answer to. They were obviously all very protective and worried for 
their family member, but it just didn’t come out in a good way. It’s 
different to my own culture. Usually in my culture we have one person 
who speaks up and talks with the medical staff, and then relates it to 
everyone else. It was a bit hard in the beginning to tell this person, 
then the next person, and then the first person isn’t there, so you 
have to tell somebody else. It’s hard to know who we actually tell 
what to. I have had to learn to speak up and ask if we can have one 
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spokesperson. It sometimes works, and it sometimes doesn’t, and you 
have to remember that their reaction is not a reaction towards you, 
but their protectiveness of their family member. It can be a bit of a 
barrier to giving care because it takes up a lot of time.“ (Rose) 

Rose was caught between trying to care for the patient and do what was needed to 

help them in their time of deterioration, as well as ensuring that they were taken care 

of culturally. Rose was stuck in a different way too, she was reminded of her own 

culture and had to step aside from what she had grown up believing to be normal and 

react the way this patient and their family needed. She felt that fulfilling the cultural 

needs in this situation was taking her away from the care she needed to give to the 

patient, in order to ensure their safety. Rose felt the family’s frustration was directed 

at her, but she knew that despite this, it was not about her. This situation highlighted 

to Rose the cultural differences she brings to her job because of her own background. 

She was prompted by this realisation to reflect on her own family and how things 

would be done, she was able to have empathy with this patient’s family and be 

reminded of what it means to love someone. 

Nina had a similar experience when she was caring for a patient from a different 

culture who was very unwell. As with Rose, Nina felt caught between attending to the 

physiological signs she was concerned about with her patient and the cultural 

considerations she knew she needed to be mindful of. She felt conflicted as a nurse, 

knowing she had a duty to provide safe and appropriate care, but that this also 

extended to a duty to provide culturally appropriate care. Nina was stuck, not knowing 

which one to prioritise. She knew which one was more important to her as a nurse in 

this moment, but she also realised that this was not necessarily the same for the 

patient. 

“I was caring for a Māori patient who had come in with diabetic 
acidosis. I knew I needed to be so careful and respectful and I knew I 
needed to follow what her and her whānau 24 were wanting; 
culturally, spiritually, physically, emotionally, just all the four corners 
of the house. Sometimes it can be really tricky to be able to do that 
because are you so concerned about them culturally, that you forget 
what actually needs to be done? How do you incorporate it all 
together? I found that although those things were really important to 
the patient and her whānau, I also had to bear in mind what was 
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important to me, which was to make sure she was comfortable, safe 
and getting the care that she needed to improve or at least be stable. 
The whānau were quite spiritual and wanted to get a Kaumatua 
25involved, and they were reminding me to make sure her head 
wasn’t touched, and that we had the correct colour pillows and things 
like that. It was hard to remember everything, but I made sure I was 
respectful. I appreciate that everyone has their own needs, and 
everyone is an individual, but I asked the whānau if I could fix the 
physical aspects first and then call the Kaumatua and get everything 
else sorted. They were really good about it.” (Nina) 

Being with the patient in this situation meant that Nina felt torn between different 

nursing responsibilities. She felt that she needed to address the physiological concerns 

for this patient, but at the same time felt a pull to fulfil the patient’s cultural needs. 

‘Being with’ the patient meant Nina was caught in the nexus of meeting the physical 

needs of her patient as her nursing identity required but also relating to her patient on 

a human level, seeing the person behind the label of patient, and realising the person 

had needs that were separate, but parallel to the physical requirements.  

6.7 Conclusion 

As the nurses responded to the clinical change in the patient, it seemed to bring a 

change in the nurses’ thoughts and actions too, as they moved from a caring role to a 

responder role. The nurses shared stories about having a sense of responsibility to help 

patients, but not always being able to fulfil their role due to the barriers they faced, 

such as asking for help but not receiving it. In most cases, the signs of clinical 

deterioration were easily distinguished, but in other situations there did not seem to 

be clear signs, and yet the nurses had an intuitive feeling that something was not right. 

The nurses revealed that the nature of working in AAU with multiple deteriorating 

patients and patients who are in their acute phase of illness means patient 

deterioration can tend to be normalised. 

Being with the patient in moments of deterioration was a meaningful experience for 

most of the nurses, often bringing an awareness that caring for these patients was 

contributing to their nursing knowledge and enabling them to better care for future 

patients. ‘Being with’ was revealed in the nurses stories as times when the nurse was 

25 A Māori elder 



123 

not only alongside the patient in their state of deterioration, working to manage the 

deterioration, but provoked to think critically about their own nursing response. 
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Chapter 7  - Discussion 

“Caring is about compassion. It means showing patients love. 
Showing them tenderness and doing the little things that make them 
feel safe and looked after. Making them feel safe, so that they are not 
scared or alone and trying to make them feel as if someone wants 
them to be okay.” (Jessie) 

7.1 Introduction 

The primary question of this research study aimed to explore ‘the meaning of nurses’ 

caring for clinically deteriorating patients’. Ten nurses working in Acute Assessment 

Units (AAU) across the Auckland region were the study participants, who shared their 

experiences caring for clinically deteriorating patients. Three main themes emerged 

during the research, which were: Being connected, Being there as nurse, and Being 

with. These themes were explored in the findings chapters and a summary of each will 

be provided in this chapter. Several common notions became evident which ran 

through each of these themes and spanned all of the nurses’ experiences, which were 

Being more than nurse, Caring with courage, and Knowing as a nurse, and will be 

examined in more depth in this chapter. These overarching notions add to what is 

already known about caring for deteriorating patients, as well as provide a deeper 

understanding of the experience, especially as it pertains to nursing in an AAU 

environment. This chapter discusses and critiques the core findings and provides a 

critical contrast with the local and international literature. The strengths and 

limitations will be outlined, as well as the implications for nursing practice. 

Recommendations for practice, education and further research will also be discussed. 

7.2 Summary of findings 

The three main themes that emerged from the findings were grouped as Being 

connected, Being there as nurse and Being with. The nurses shared stories which 

indicated that these were the essence of what caring for clinically deteriorating 

patients was like for them. 

Being connected suggested that a connectedness between the nurse and the patient 

mattered to both the nurse and the patient. It also revealed that connectedness 

affects the way nurses detect and respond to patient deterioration, as well as the way 
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nurses relate to the patient and the sense of responsibility they felt for their patients. 

The nurses also revealed that although feeling a connection with a patient had a 

positive impact on patient deterioration, the workload and operational expectations of 

AAU was frequently a barrier to connectedness. 

Being there as nurse concerned the way the nurses responded to deterioration 

professionally, within their identity as a nurse. The nurses indicated that being a nurse 

in AAU was different to other places they have worked, and those differences meant 

that caring for a deteriorating patient here was different too. Being there as a nurse 

also seemed to mean that the nurses were thrown into situations because of their role 

as nurse where they were suddenly a witness to scenes of suffering, moments fraught 

with tension and emotion, but also moments of tenderness and love. 

Being with described moments where nurses felt more attuned to what was 

happening for a patient, than they did in general episodes of care. This awareness with 

a deteriorating patient changed the situation from something that was happening to 

the patient, to something that the nurse and the patient were now experiencing 

together. The nurses described knowing a patient was deteriorating by recognising 

specific clues such as a change in vital signs, but many of the nurses also described 

knowing in an embodied way that ‘something’ was not right, even with an absence of 

typical signs of deterioration. The nurses’ stories revealed that being with a patient in 

moments of deterioration was more than just performing cares as a nurse, it was a 

deeper and more involved experience, relating to the patient on a human level. 

7.3 Interpreting across the findings 

The findings suggest that at the heart of the nurse caring for deteriorating patients was 

a person, who brought with them all their knowledge, past experiences, culture, 

beliefs and emotionality. Interpreting across these findings found that this 

phenomenon could be further grouped into the following notions; Being more than 

nurse, Caring with courage and Knowing as a nurse. 

7.3.1 Being more than nurse 

Across all the findings it emerged that the nurses responded in a professional capacity 

to patient deterioration yet they could not help but bring their humanness with them 
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to each interaction. The nurses talked about themselves as ‘nurses’, yet their stories 

revealed how much of themselves outside of their nursing identity they brought to 

their work. Their stories showed that they were often unaware of how integral their 

personality, culture, beliefs and past experiences were in shaping the way that they 

were as nurses. The dimension of ‘humanness’ in the provision of nursing care seemed 

to need to be hidden and was often taken for granted. In telling stories about times 

when they cared for deteriorating patients the nurses frequently referred to things 

outside of nursing, such as their own family members or cultural beliefs. What came to 

light through interpreting the findings was, that although they identified strongly as 

nurses, the ‘nurse’ was only a part of what they brought to each patient encounter. 

The label of nurse is how the nurses knew to relate with the patients, and the mask 

they used to keep themselves separate from the patient and maintain professional 

boundaries. 

Part of the nurse identity seems to be related to the idea that there are clearly defined 

professional and societal expectations and boundaries of what a nurse is and what a 

patient is. What seemed to surprise the nurses was the fact the lines were easily 

blurred when caring for a deteriorating patient. As the nurses formed connections with 

patients, they were reminded that they could themselves be a patient at any time. 

Similarly, at times the nurses were reminded of a family member and started to realise 

that although they felt separate and protected by their nurse identity, they were not 

far removed from the patient at all. Tricia spoke of her shock at caring for a 

deteriorating patient when she realised they were the same age, “he was my age for 

goodness sakes”. When she realised they were the same age, she could see herself in 

the patient, which seemed to prompt her to care more. “By the time morning rolled 

round his observations were back to normal and to see that improvement in him was 

just amazing… I’d pushed with him all night.” 

Seeing past the labels of ‘patient’ and ‘nurse’ allows the nurses to see the ways in 

which they are the same as the patient, and how they are both people, both capable of 

being well or unwell. The idea of a common humanity in the care context has been 

articulated recently in the literature. “Indeed the caring relationship creates the 

opportunity for the nurse to recognise her common humanity and dignity in the mirror 

of the patient.” (Manookian, Cheraghi, & Nikbakht-Nasrabadi, 2017, p. 113). 
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As nurses who care for patients who are deteriorating, their professional side is 

expected and visible to others, but their humanness remains largely hidden and taken 

for granted. The nurses seemed surprised when telling their stories at times, as if they 

hadn’t realised their own human response to a patient’s deterioration, as if this 

situation happened to the patient therefore it should not have affected them too. 

To an outsider, and even the nurses themselves, it may seem that ‘responding as a 

nurse’ is what is occurring, but in the retelling of their experiences and the language 

they used, revealed that the phenomenon of ‘being a nurse’ was disguising the 

humanness in their actions. When they responded to deterioration it seemed that 

their humanness was disguised behind the identity of nurse. This is a notion which 

Heidegger called semblance, where the appearance of something “does not mean that 

something shows itself; rather, it means that something which does not show itself 

announces itself through something that does show itself” (Heidegger, 2010, p. 29). To 

the nurses and others around them, they see a nurse, going about their job. This 

becomes the focus, when what is hidden is the phenomenon of being intrinsically 

human. What we see instead is ‘Nurse’. This was evident in Annie’s care of a patient 

who suddenly deteriorated. “I’ve just witnessed someone close to dying and now I have 

to go back to work and act like nothing happened.” Everything that makes up the nurse 

as a person, is actually what they bring to their work and what shapes their practice.  

The language relating to nurses’ work is often concerned with ratios, numbers, or 

tasks, almost as if nurses are only here to perform tasks, but the stories illustrated that 

nursing is more than that. Rose said showing respect and treating a patient as a person 

was the heart of connecting with a patient. “I could go in and give medications, but 

anyone off the street could do that, a robot could do that. What changes you is the way 

you treat the other person, respectfully, for who they are and not judging them.” The 

human connection, and the parts of themselves that they bring to their work as nurses 

are what makes their work meaningful. In a similar way, Manookian et al. (2017) 

suggest that nurses and patients relate in a human to human way, with the potential 

to both affect and be affected. Jessie describes caring as “Showing patients love. 

Showing them tenderness and doing the little things that make them feel safe and 

looked after”, which infers that Jessie had thought about what would make her feel 

cared for as a patient, and brought this human perspective to her caring. Feeling cared 
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for and comforted as a patient has been reported as an integral part of the healing 

process (R. Kelly, Wright-St Clair, & Holroyd, 2018), and Jessie seemed to know this 

intuitively. 

The stories of the nurses’, male nurses’ in particular, showed parts of their 

personalities which became part of the way they were as nurses. For instance, John 

said he used humour as part of his caring, “Caring is about making people comfortable. 

It means using my sense of humour. That’s just my personality. I like to make all of my 

patients smile or laugh each shift, that’s part of who I am as a person.” The use of 

humour is said to improve patient experience, increase trust and encourage the 

patient to participate in their care, as long as it is sensitive and appropriate (Mota 

Sousa et al., 2019). Ben too, used his personality to put patients at ease “I approached 

him with a smile, which is just my way, because if I start showing on my face ‘oh shit’, 

then it has an impact on how the patient might respond to that situation.” The nurses 

used more than their knowledge and skills to provide care for patients, they used their 

personalities and humanness to connect and make patients feel seen and cared for. In 

a similar way, Lindemann (2014) discusses the concept of ‘personhood’, the practice of 

expressing one’s personality as an act or performance which becomes so customary 

we no longer notice we are doing it. How we see others in their identities has some 

kind of effect on our own, like in the nurse-patient relationship. The nurse and the 

patient both bring their own personal capacities and social agency to professionally 

perform as is expected for the situation. 

Through the analysis of the nurses’ stories it became clear that what could not be 

separated from the nurse was the way they are in the world. Heidegger believed that 

seeing our existence in relation to others is a unique characteristic of being human, 

and this gives us an insight into human existence (Blattner, 2006). The nurses in this 

study talked about seeing themselves as separate to the patients, but at times were 

caught unaware, by realising how similar they are and how the line between being a 

nurse and being a patient can be blurred. Their culture, beliefs, past experiences and 

personality affected the way they experienced and responded to patient deterioration. 

In being a ‘nurse’, they are actually being much more than what this label suggests. 
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7.3.2 Caring with courage 

Courage was a common notion evident in the nurses stories, although the nurses 

never explicitly spoke of themselves as being courageous. Courage is defined in the 

Collins English Dictionary (Courage, 2019) as “a quality shown by someone who 

chooses to do something risky or hard, despite being afraid”. The nurses seemed to be 

unaware of how much of themselves they brought to their nursing care and what their 

humanness meant when going about their work they frequently showed courage in 

their caring. Aristotle’s notions of what makes a good man, or in this case, nurse, are 

based on human virtues, one of which is courage (Rachels & Rachels, 2015). Courage, 

in Aristotle’s notion, is situated between cowardice and foolhardiness. Too little 

courage shows cowardice, but too much is fool hardy. The nurses in this research 

shared stories which seem to be situated in this same notion of courage, where they 

are showing bravery to care for their patients, but not so much that they are in 

personal danger. One could argue that nurses have a moral and professional obligation 

to show courage for their patients, however their stories demonstrate courage which 

seems to go beyond a sense of duty, to a more human connection of what is the right 

thing to do as a person, for this person.  

At times the nurses recounted situations that they described as ‘horrific’, ‘horrendous’, 

‘surreal’, ‘bizarre’ or ‘terrifying’. They spoke of viewing suffering, not only by the 

patients but also by the family members who were witnessing someone they loved go 

through these horrific and horrendous things. Jessie said “The families end up seeing 

things like seizures or codes. No one is really prepared for seeing their family member 

go through that, and it’s scary for them. It’s about caring for the patient and their 

family at the same time.” Despite these feelings, the stories revealed that nurses faced 

these situations with courage. Courage in caring moments, was often shown in subtle 

ways. The nurses were being present with patients and their families, witnessing 

alongside them and doing whatever they could to alleviate distress and make it easier. 

This interpretation is consistent with research which identifying that nurses need 

courage to help patients face suffering, and to be able to bear witness to this suffering 

(Thorup, Rundqvist, Roberts, & Delmar, 2012). 

Annie shared how she felt after seeing a patient close to dying. “I was so shaky 

afterward, but I just had to get on with the job… I’ve just witnessed someone close to 
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dying and now I have to go back to work and act like nothing happened and see the 

next ten patients who need to be seen. I actually just wanted to go home.” Annie’s 

instinct was to go home to a safe place and process what she has experienced, instead 

she had to be resolute within herself to work the rest of her shift and act like nothing 

happened. She was suppressing her emotions to continue her caring role, which is 

reflected in current literature. Badolamenti, Sili, Caruso, and FidaFida (2017) suggest 

that at times nurses need to suppress their emotions to follow rules and regulations, 

while ensuring patients feel cared for. This sentiment is shared by Van Zyl and 

Noonan’s (2018) contention that nurses often witness suffering and have to appear 

professional by censoring their feelings and emotions. The study by Della Ratta (2016) 

also touches on this aspect of caring for deteriorating patients with the nurses 

expressing shock at their own emotional reaction to seeing patients deteriorate, 

needing to put their feelings on hold to be seen as professional in their nursing 

practice.  

Courage in nursing practice  

The nurses stories about the daily reality of working in AAU suggested that they 

frequently felt that their practice – meaning their ability to do their jobs within their 

scope, or adhere to policies as a protective measure, was compromised due to staffing 

and workload. In some ways they felt there were set up to fail. Annie revealed that on 

a daily basis she felt like her practice was at risk. “We are getting patients in corridors, 

overflowing the clinic area and we can’t say no. We have to take them, and they just 

keep coming. We just have to deal with it. We don’t have any protection in that sense. I 

feel like my practice is at risk in these sorts of situations and I can’t do anything about 

it.” Her words reveal her frustration and feelings of unease, but also speak of a quiet 

courage to turn up to work and care for patients in spite of knowing she will likely feel 

overwhelmed during her shift. 

Taylor shared a story about caring for a very unwell patient. She had escalated her 

concerns but had been encouraged to keep going with the care, as it was busy with 

several other unwell patients in the unit. “It probably got to around four hours of me 

trying to manage this patient and I just put my hands up and said, ‘I can’t do this 

anymore’. I knew I couldn’t keep giving him one to one care, it was becoming unsafe 

for him and I knew he needed more. I hadn’t seen my other patients for hours” Taylor’s 
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story shows courage in two ways. Firstly, she showed strength in continuing to put all 

of her energy into caring for this patient. She revealed later that she wished she had 

pushed for more help for this patient earlier, but in the moment she was showing 

bravery by facing a situation which made her uncomfortable. This is supported by 

literature which indicates a sign of courage in nursing in remaining in situations where 

the nurse does not feel comfortable (Edmonson, 2010; Gallagher, 2011). Taylor also 

showed bravery in the moment where she admitted defeat and had to get help for the 

patient. Cummings and Bennett (2012) indicate that being brave and speaking up 

when things are not right is a courageous attribute in nurses. Lindh, Barbosa da Silva, 

Berg, and Severinsson (2010) agree that speaking up is a sign of courage but warn that 

it can put nurses at risk professionally. 

Tricia remembered a situation where she was helping to take a patient home to die. 

She was travelling in the ambulance with the patient and her daughter, and spoke of 

uncertainty and fear as they drove along. “There were road works happening on the 

way to her house so instead of a 20 minute journey, it took an hour. She Cheyne-Stoked 

all the way. I was thinking ‘Please don’t die. What do I do if she dies in the ambulance? 

What do I do then?” Even though this was an experience Tricia had never had before, 

she nursed with courage, facing her own fears and concerns to be there as a nurse for 

this patient and her daughter. 

Being in between 

The nurses revealed that a large part of their role when caring for a deteriorating 

patient was needing to facilitate moments between the patient and something else. At 

times this was the space between a patient and doctor, the space between patient and 

‘help’ or the feeling that they were standing between the patient and the help they 

needed. The nurses felt that if they didn’t get help for the patient when they needed it, 

they had let them down. This seemed to occur even when the decision was taken out 

of their hands, when a nurse had asked for help, but had been blocked from receiving 

it because of the workload. The stories indicated that it was not always easy to 

navigate the spaces in between, but the nurses showed courage in having difficult 

conversations, risking being disliked at work, risking being wrong because they wanted 

to help the patient get what they needed. 
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Annie shared about a time when she felt stuck in between a patient’s son and the 

registrar. “I ended up calling the consultant and saying ‘this is not okay, she needs to be 

reviewed’. The son was in the hallway asking ‘what is going on with my Mum?’. I tried 

the Registrar again and he was like, ‘I will talk to him when I can’. I couldn’t believe it. I 

couldn’t advocate for my patient. We were meant to be a team and I wasn’t able to 

advocate, I couldn’t do my role.” Here Annie felt that she was being held back from 

doing her job and advocating for her patient. The son wanted information about his 

mother who was dying, and Annie was unable to give it to him. She needed help from 

the registrar to explain what was happening, but every time she tried to get help, she 

felt hindered. For Annie, there was a sense of being there, facilitating that space with 

the son, but feeling out of her depth. Her story revealed courage in having to keep 

returning to the son, facing his reactions, as well as the courage to keep asking for help 

when she had been turned down. In the end she was so concerned the patient would 

die that she escalated her concerns to the team consultant, which took bravery in itself 

to ignore hierarchical norms. In this situation Annie was experiencing moral courage 

(Brown, 2015), speaking up because ethically she felt she must. Annie sensed time 

slipping away from her patient, knowing the son needed answers as soon as possible. 

Literature suggests that finding the courage to challenge colleagues to be able to care 

for a patient (Thorup et al., 2012) sometimes can be difficult because of organisational 

cultures, no matter how much courage a nurse possesses (Gallagher, 2011). 

At times it seemed the patient or family member was looking to the nurse, relying on 

them to take action. When the nurse experienced an inability to fulfil the need, it led 

to a lack of satisfaction and a feeling that the nurse was not doing their job well, even 

though it was out of their hands. Throughout the stories of caring for deteriorating 

patients was an underlying thread of courage in facing emotionally taxing situations, 

having difficult conversations, and the courage to show up and do it all again in the 

next shift. 

7.3.3 Knowing as a nurse 

Through the nurses’ stories, a sense of nursing knowledge emerged. Every nurse 

carried knowledge with them from different sources, and collectively they seemed to 

have an awareness of this knowledge growing and changing with each experience. The 
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nurses often talked about how their knowledge evolved as they developed 

professionally as nurses. 

Nursing knowledge and experience 

The nurses spoke of knowledge gained through their undergraduate education and 

then the knowledge that continues to grow with each patient encounter and practice 

setting, as time goes on. Knowing from ‘nursing knowledge’ – the knowing we get from 

nursing training and understanding how to apply this information to practice. Schub 

and Karakashian (2018) suggest critical thinking is part of the nursing process and to be 

a critical thinker requires nurses to use knowledge and previous experience to guide 

their problem solving and to analyse situations. Della Ratta (2016) described findings 

which also talked about graduate nurses having a sense of developing a tool box after 

repeated encounters of patient deterioration added to what they knew and helped 

them know what to expect. 

Evidence suggests that as knowledge and skills increase, the ability to detect 

deterioration increases (Orique et al., 2019). The memory or learning that comes from 

these episodes of deterioration often stay with the nurse long after the patient has left 

their care and become part of the nurses’ tool box. This thinking aligns with a finding in 

this study when John revealed that this was certainly true for him, “I still remember 

past patients and bring those memories with me to my interactions with new patients.” 

Rose too, had an awareness of her knowledge and ability to think critically when 

managing deteriorating patients growing and developing over time. “Working with so 

many patients in AAU and seeing the variety, you get to know when a patient is 

deteriorating. When I first started, I was a very new nurse in terms of experience but 

seeing those deteriorating patients, taking care of them and knowing what to do, you 

start seeing those patterns.” For the nurses in AAU, caring for deteriorating patients is 

always calling on past experiences and underlying knowledge to guide them in their 

care and decision making. This concept of pattern recognition and evolving knowledge 

in the detection and management of deteriorating patients was also evident in 

literature from Butler (2018), whose study suggested that specific education around 

patient deterioration was beneficial to nurses, but that the knowledge was acquired in 

more ways than formal education alone. 
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Holding nursing intuition 

The stories from the nurses revealed that they were very knowledgeable about what a 

deteriorating patient might look like, and the signs that showed they were in a state of 

deterioration. What also came to light was that most of the nurses did not just rely on 

empirical evidence to know a patient was unwell, they also assigned importance to 

feelings of intuition that arose. For example, Jessie explained how she often 

experienced ‘knowing’. “I find myself drawn to a particular patient. I keep finding 

myself back in their room, or it seems to be hard to leave them, and then it becomes 

clear there was a reason. I had sensed something.” Intuition is defined as feeling “that 

something is true even when you have no evidence or proof of it” (Intuition, 2019). The 

concept of intuition in nursing has been debated and explored over the years (Melin-

Johansson et al., 2017) but is widely evidenced in literature as being valid and 

important (Carper, 1978; Robert et al., 2014). Intuition is often based on experience 

and knowledge, rather than just a ‘gut feeling’ (Melin-Johansson et al., 2017), and is 

one of the factors nurses consider when recognising deterioration and seeking help 

(Odell et al., 2009). 

Intuition is frequently used in clinical decision making although it is often seen as less 

scientific than other decision making methods (Pearson, 2013). Intuition is described 

as comprehending without logic, “knowing without knowing how” (Pearson, 2013, p. 

213). In Ben’s experience, his experience in the moment seemed to defy logic. “It was 

subtle signs that I was picking up that made me think ‘hang on, something’s not right 

here’. What I was seeing in the patient did not match up with the vital signs. On paper 

she looked fine, but in person there was just something not right.” Ben described 

knowing something wasn’t right with his patient, even though her vital signs were 

normal. His story went on to reveal that he was correct to trust his feelings, as the 

patient deteriorated significantly shortly afterwards, ‘We got her reviewed urgently, 

and half an hour after I first set eyes on her she was in theatre with a ruptured 

appendix.’  

Harrison, Kinsella, and DeLuca (2019) suggest through examining the work of 

philosopher Merleau-Ponty, that knowing can occur from an awareness of one’s own 

body and how it relates to the world, which can lead nurses to be more attuned to 

changes in their patients, as Ben seemed to be. In this situation, Ben was able to 
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understand that something was not right, through his own physical awareness. He 

trusted his own understanding, and utilised this knowing to take action for his patient. 

Normalising deterioration 

For the nurses working in AAU, caring for deteriorating patients was an everyday 

experience and had become normal. The nurses were quick to describe what a 

deteriorating patient looked like, the signs they might present with and what this 

might mean for the patient. For some of the nurses, deterioration had become so 

normal it made me wonder what then made the nurses cross over from thinking it was 

normal, to being concerned. For Taylor, it was partly about comparing the patient to 

other patients to determine who was the most unwell, ‘they have the potential to 

deteriorate, but you probably compare them to the rest of your load and they are fine.’ 

Similarly, Grant and Crimmons (2018) argue that patients with comorbidities or 

complex medical histories are unlikely to have vital signs which fit the blanket idea of 

normal, which is one of the concerns of relying on Early Warning Scores. Lily 

questioned the value of the Early Warning Score, saying nurses need to have 

experience to understand abnormal observations. ‘It drives me nuts when people get 

so stuck on the EWS. Some of the new grads get flustered over a saturation of 95%. I’m 

like, ‘they have smoked for 25 years, 95% is bloody good for them, chill out.’. This is an 

example of how a vital sign, which perhaps is abnormal in the text book sense was able 

to be safely normalised, if there was underlying knowledge and experience to enable 

the nurse to think critically about the patient and their medical history. 

Taylor shared an experience she had in the unit with a patient who was being managed 

by the AAU team of doctors, who didn’t feel that the situation needed to be escalated 

to the code team, ‘Sometimes I think if we had called a code an hour earlier, maybe he 

wouldn’t have been so acutely ill. Sometimes the patient deteriorates almost gets too 

far, like we only call if they are actually needing resuscitation. It’s like an attitude that 

has kind of developed’. One of the dangers faced in AAU was that there were so many 

patients who were acute or deteriorating and the medical teams or local support were 

already available in the unit, which at times prevented nurses from escalating higher 

(Kitto et al., 2015). In some ways, having the medical teams so accessible was 

protective but in other situations it seemed to actually prevent the patient from 

getting the help they need. The nurses revealed that sometimes they would not feel a 
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need to escalate their concerns further than the doctors who were present in the unit, 

even if the EWS pathway indicated they should, because they were able to get the 

patient seen quickly. The nurses felt supported by the doctors because their concerns 

were already being actioned, and treatment was commencing, however this led to the 

urgency for call for a code being toned down. Professional hierarchy is a known barrier 

to accessing rapid response teams, with medical staff not wanted to inappropriately 

escalate concerns, or cross hierarchical obstacles (Chua et al., 2019; Chua et al., 2017). 

Another well-known barrier to following escalation protocols is local cultural rules, 

such as managing the deterioration within the unit. These cultural rules are usually 

informal and not well understood (Shearer et al., 2012), which was reflected in the 

nurses stories within this study. 

Knowing from reflection 

The nurses shared stories about how they were personally affected by caring for 

deteriorating patients, and how these experiences lingered with them often long after 

they occurred. Tricia shared a harrowing story about a young woman dying and said ‘I 

went in to help, and in between getting her into her bed and into a gown, she crashed, 

and she died. She was just so young. I can still picture her’. Tricia could still see this 

young girl in her mind, and the memory of that experience was something she now 

carries with her. Other nurses told similar stories, about situations that they found 

hard to deal with. Sally revealed that there was a death in the unit which shook the 

staff, and said, ‘it’s really traumatic. It’s shocking’. In this case, Sally shared that 

although it was unusual, a debriefing session was held in the unit to encourage staff to 

talk about what happened. Sally revealed how valuable the staff found this. ‘That 

validates that we are not over-reacting, that this is crazy and tense. That goes a long 

way towards processing it.’ The nurses stories showed that they often had strong 

emotional reactions to things they had witnessed. A recent study of physicians’ 

experiences of caring for patients during critical events revealed that the encounters 

were fraught with personal emotional responses, which in many cases had long lasting 

effects on job satisfaction and burnout (Antinienė & Kaklauskaitė, 2018). The 

emotional effects of caring for such unwell patients is not limited to the patients or the 

nurses, but extends to the whole team involved. 
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The nurses in my study revealed that formal debriefing was rare and there didn’t seem 

to be protocols around conducting these sessions for staff even though they felt they 

would have found it useful. The lack of formal debriefing was mirrored in the literature 

from Theophilos, Magyar, and Babl (2009). Debriefing is found to improve 

performance and self-awareness in clinicians (Tannenbaum & Cerasoli, 2013) as well as 

promote reflective thinking (Decker et al., 2013). Debriefing can be useful to support 

the development recommendations for practice, however a barrier to conducting 

debriefing is a lack of trained facilitators (Decker et al., 2013; Rose & Cheng, 2018). 

Further to this, reflection has been found to help nurses develop self-awareness and 

improve clinical skills by gaining new perspectives on situations (Tashiro, Shimpuku, 

Naruse, Maftuhah, & Matsutani, 2013). The nurses in my study discussed how helpful 

debriefing would have been in situations that were hard to process, and their stories 

suggested debriefing would have helped them feel less alone and responsible for what 

had happened. The research interviews served as an informal debriefing session for 

some of the nurses, with several nurses revealing that this had been the first time they 

had talked about what had happened with anyone. 

The stories illustrated that ‘knowing as a nurse’ was complex and strongly influenced 

by nurses’ past experiences and could not be constrained to formal knowledge learnt 

in a classroom. 

7.4 Strengths and limitations 

There were a number of clear strengths in this study, including the gaining of an in-

depth emic perspective, enabling rich data, the crafting of experiential stories and 

bridging an important gap in the literature. The stories and meaning of these 

experiences of the participants were gathered from nurses working in AAUs across 

Auckland who encountered the phenomenon almost every working day. These 

participant stories resonated with many other nurses I talked to when discussing my 

study who agreed that these were similar to their experiences too, adding to the rigour 

of my analysis. 

The sample size of 10 Registered Nurses is both a strength and a limitation. It is a 

strength in that data saturation was occurring during the interviews, with many nurses 

telling stories that were similar in nature, pointing to a collective experience. 
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The small sample size also constituted a limitation, potentially limiting a broader 

distribution of demographics such as Maori or Pacific. Only one participant was trained 

overseas, which made me question if the experiences of nurses who were not trained 

in New Zealand was different. There were two male participants and eight female, 

therefore gender distribution could be a potential limitation. Although, this is fairly 

representative of the actual male / female nurse ratio in most practice settings, there 

were not any clear findings that suggested the experience was inherently different for 

different genders. Culturally, no participants self-identified as Māori or Pacific, which 

would have offered a valuable point of view which could be used in a meaningful way 

to improve the experience of Māori patients who deteriorate in AAUs.  

My recruitment was limited to Waitematā and Auckland District Health Boards, 

whereas I had hoped to recruit additional participants from Counties Manukau District 

Health Board, who also have an Acute Assessment Unit. This was a potential limitation 

of this study as Counties Manukau has a diverse cultural and socio-economic patient 

population which could indicate a wider cultural range of nurses working there. 

7.5 Implications for practice 

This study’s findings have implications for nurses working in Acute Assessment Areas, 

as well as other acute areas such as Emergency Departments and the wider nursing 

population in general, bringing to light the emotionality required by nurses in the care 

of deteriorating patients.  

The research findings may be used to develop guidelines for practice for use in AAUs, 

regarding clinical supervision, debriefing or reflection pathways. This may be valuable 

for nurses working in DHBs for their own development and learning, as well as 

providing support for emotionally difficult experiences. The nursing workforce is large, 

and this is a potential barrier to offering clinical supervision to all staff, however if this 

was offered to managers and senior nurses, with a particular focus on improving the 

management of staff who are experiencing traumatic situations, this could have a 

positive flow on effect to staff. 

Encouraging nurses to add reflection and discussion about difficult situations into their 

shift handover time could be a simple but valuable implementation. In some AAUs the 

nurses gather as a group with a clinical manager at the beginning of a shift awaiting 
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assignment of their workload which could be a good opportunity to encourage 

discussion about recent difficult situations. 

This research also highlights the need for nurses to feel able to ask for help and 

escalate concerns higher without fear of repercussions. Staff must be encouraged to 

call for help if they have any doubts or concerns. This has partially been addressed by 

the implementation of the New Zealand Early Warning System, however a campaign to 

promote this culture would be useful at an organisational level, and help to normalise 

asking for help. 

7.6 Implications for education 

My study has revealed that although much is known about detecting and managing 

patient deterioration, there are several barriers for nurses in the care of these 

patients, which could potentially be addressed by adjusting the education that nurses 

receive, at undergraduate, postgraduate and organisational levels. 

Nurses working in AAUs or similar areas are more exposed to patient deterioration 

than in other clinical areas, for this reason education at the organisational level should 

focus on advanced assessment skills, recognising deterioration as well as response and 

management of the deteriorating patient. A development of a service specific study 

day would be beneficial to all nurses working in an AAU, and could be tailored to suit 

all level of nurses from junior to senior. 

This study has highlighted that often the nurses had a ‘feeling’ about a patient, and 

could not articulate what was worrying them, but were often proven right as their 

patient deteriorated. Nurses need to be taught and encouraged to trust their knowing 

and instincts and get help earlier if they feel something may not be right with their 

patient. The feelings of intuition seem to occur most often for nurses when they could 

relate it back to past experiences, therefore this education would be particularly useful 

at the postgraduate level as well as being offered at an organisational level. 

Further to nursing intuition, it is important that the validity of patient or whānau 

concern is also addressed educationally. Most DHB nurses will be aware of the Kōrero 

Mai programme, but an understanding around the significance of patient and whānau 

concern, and how this is a red flag in patient deterioration would be beneficial. This 
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could be supported with case studies to clearly demonstrate how patients can present 

with signs and symptoms that appear normal to healthcare professionals, but to a 

patient’s family member are obvious unusual signs for that patient. Including this in 

organisational education such as simulation, scenarios and in-services would be most 

beneficial. 

Improving the use of language to describe patient deterioration, and to convey 

urgency when escalating concerns is an important aspect of the care of deteriorating 

patient. The use of the ISBAR tool provides a well-known structure to communicate 

concerns (De Meester et al., 2013; Müller et al., 2018). This is already used in one of 

the DHBs where participants were recruited from, but having this standardised across 

healthcare in general would be a positive introduction to daily practice through 

education at the organisational level. 

Nurses need emphasis in their undergraduate education regarding the subtle cues that 

may be present in patients, and how clinical observations are just one facet of 

detecting deterioration. Clues that a patient may be deteriorating are often present for 

hours before acute deterioration or arrest occurs (Jones et al., 2013). Increased 

emphasis on early recognition would be valuable at an organisational level too, which 

could be provided in the form of practice simulation sessions. There is evidence to 

suggest that simulation of patient deterioration gives nurses a safe space to practice 

and improve skills (Bliss & Aitken, 2018; Orique & Phillips, 2018). 

7.7 Recommendations for further research 

There is a need for continued research regarding nurses’ experiences as practice 

settings and patient populations vary greatly in healthcare and it is evident that nurses 

experiences are largely missing in literature. There is much to be gained by uncovering 

nurses experiences and unique perspectives, and this research has further highlighted 

this by the reminder that so much of nursing is invisible and covered over by 

performing tasks. 

It seems that doctors and other health care professions experiences are missing from 

the literature also. Exploring these experiences would add depth and richness to what 

is known about caring for deteriorating patients in general. 
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Given that New Zealand is culturally diverse, it would be valuable to explore patient 

deterioration from the unique lens that different cultures such as Indian, Chinese, 

Filipino, may bring for nurses, patients and their families. The stories of the nurses in 

this study hinted at this experience being different depending on the nurse or patient’s 

cultural background. Exploring these experiences could shed light on important 

aspects of patient deterioration which are currently being overlooked. 

7.8 Conclusion 

The meaning of nurses caring for clinically deteriorating patients is a reflection of what 

it means to be human, while at the same time being a nurse. So much of what is 

known about patient deterioration relates to numbers, statistics, vital signs, and 

technical words. When the nurses were asked ‘What does a deteriorating patient look 

like?’ their answers consistently showed a clear awareness of the empirical signs and 

management of deterioration, but delving deeper into their experiences revealed the 

human connection hidden behind this technical language. Much like the label of 

‘nurse’ hides the humanness of nursing work, the label of ‘patient’ hides the true 

human cost of clinical deterioration. 

The findings of this study revealed three main themes; Being connected, Being there as 

nurse, and Being with. These findings indicated that connectedness affected how 

clinical deterioration was detected and managed and that the nurses’ professional 

identity meant they were often present for significant moments in patients’ lives which 

then had meaning for them as nurses. The findings also suggested that when nurses 

were attuned with patients during episodes of deterioration, despite the professional 

identity, they could not help but relate to the patient on a human level. 

Across these findings, the overarching notions of Being more than nurse, Caring with 

courage, and Knowing as nurse were evident, and showed that at its essence, although 

caring for clinically deteriorating patients is a complex and demanding experience for 

nurses, it is inherently a human to human experience. As the nurses care for 

deteriorating patients they are often brought into a realisation that they are face to 

face with human mortality. This lived reality seems to facilitate a transcendence across 

the boundaries of the nurse / patient relationship, creating an intersection where the 

nurse and patient meet at a human level. In caring for a deteriorating patient, the 
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nurse’s humanity is called upon. The nurse’s humanity is now mirrored in the humanity 

of the patient in front of them. Nurses’ caring for clinically deteriorating patients 

means, in the moment, the labels and role boundaries start to fall away; it is now more 

than patient and nurse, it is human to human.  
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Appendix E - Participant Information Sheet 

20 May 2019 page 1 of 4 This version was edited in July 2016 

Participant Information Sheet 

Date Information Sheet Produced: 18th June 2018 

Project Title: The meaning of nurses caring for clinically deteriorating patients 

An Invitation: My name is Kate Hinvest. I am a Registered Nurse and Clinical Nurse Educator 
working in the Assessment & Diagnostic Unit (ADU) at Waitakere hospital. I would like to invite 
you to take part in a study about nurses’ experiences of caring for clinically deteriorating patients 
in the Acute Assessment Unit (otherwise known as ADU, SSI, CDU, APU or MAU). Completing this 
research will allow me to fulfil the requirements of a Master of Health Science at Auckland 
University of Technology. 

What is the purpose of this research? 

The purpose of this research is to explore nurses’ stories about their experiences in caring for 
clinically deteriorating patients in the Acute Assessment Unit. Information gained from this study 
will be used to develop strategies to support nurses and improve patient care.  
There are very few studies published so far regarding nursing in an Acute Assessment Unit, and 
this study aims to offer a unique look at caring for deteriorating patients.  

How was I identified and why am I being invited to participate in this research? 

You responded to an advertisement about this study, indicating that you are interested in taking 
part in this research and you fit the criteria needed to participate. As a nurse working in Acute 
Assessment Unit your stories about caring for deteriorating patients are valuable and important. 
Ideally, a wide range of ethnicities and levels of nursing experience will allow for a range of 
different perspectives and ideas to be explored.  

What are the inclusion and exclusion criteria? 
Registered nurses who currently work in an Acute Assessment Unit (or equivalent unit) will be 
considered. You must have worked in the unit for more than 6 months, to ensure adequate 
experience of nursing deteriorating patients. 
Nurses who I have worked with previously including current or former colleagues will be excluded. 
This will include any nurses whose portfolio I have assessed as part of my nurse educator role.  I 
will request that no portfolios from ADU WDHB be assigned to me for assessment to ensure that 
ADU staff are not disadvantaged by taking part in this research. 

How do I agree to participate in this research? 

Your participation in this research is voluntary (it is your choice) and whether or not you choose to 
participate will neither advantage nor disadvantage you. You are able to withdraw from the study 
at any time. If you choose to withdraw from the study, then you will be offered the choice between 
having any data that is identifiable as belonging to you removed or allowing it to continue to be 
used. However, once the findings have been produced, removal of your data may not be possible. 

You will be asked to sign a consent form if you choose to participate in this research, which you will 
be given a copy of to keep. You will have two weeks after receiving this information sheet to let me 
know if you would like to take part. 



159 

 

  

 

What will happen in this research? 

You will be asked to complete a demographic profile form about you and your Acute Assessment 
practice experience. You will be interviewed by me, where we will discuss your experiences of caring 
for deteriorating patients. The interview will take place in a private meeting room at North Shore 
hospital, outside of your usual work hours. The interview is expected to take 1-1.5 hours, including 
time for discussion and to sign the consent form. The interview will be audio recorded and then 
typed into a document. Stories will be extracted from the transcripts and will be returned to you to 
confirm your words were captured as you intended.  

An example of a question you may be asked is: “Tell me about a time when you cared for a 
deteriorating patient” 

 

What are the discomforts and risks? 

It is not anticipated that there are any risks involved in taking part in this research. Some participants 
may find it uncomfortable to discuss their experiences of caring for deteriorating patients if the 
situation was upsetting or traumatic. 

 

How will these discomforts and risks be alleviated? 

The interview will be a private discussion and you will be able to stop the discussion at any time 
should it become uncomfortable for you. 

AUT Health Counselling and Wellbeing is able to offer three free sessions of confidential counselling 
support for adult participants in an AUT research project. These sessions are only available for issues 
that have arisen directly as a result of participation in the research and are not for other general 
counselling needs. To access these services, you will need to: 

• drop into our centres at WB219 or AS104 or phone 921 9992 City Campus or 921 9998 
North Shore campus to make an appointment. Appointments for South Campus can be 
made by calling 921 9992 

• let the receptionist know that you are a research participant, and provide the title of my 
research and my name and contact details as given in this Information Sheet 

You can find out more information about AUT counsellors and counselling on 
http://www.aut.ac.nz/being-a-student/current-postgraduates/your-health-and-
wellbeing/counselling. 

 

What are the benefits? 

Your participation will potentially benefit Acute Assessment Unit nursing staff as a whole. 
Exploring these nurse experiences will highlight the reality of nursing in an Acute Assessment Unit 
and will be used to help develop strategies to support nurses and improve the care of 
deteriorating patients. 
I will benefit, as the researcher, by using the research and findings to write a thesis, which will 
contribute to completing the requirements for a Masters’ degree qualification. 
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How will my privacy be protected? 

All reasonable steps will be taken to ensure your privacy and confidentiality. You will be invited to 
use an assigned pseudonym (false name), unless you prefer to use your own name. Every effort will 
be made to keep the information confidential, however due to the nature of the experiences being 
discussed, and the reality of working in a small unit, some details may limit this. 

What are the costs of participating in this research? 

There are no direct costs to you for participating. Participation will take up to two hours of your 
time.  

What opportunity do I have to consider this invitation? 

You will have two weeks from time of first contact to consider this invitation and respond. 

Will I receive feedback on the results of this research? 

Yes. You will receive a summary of the research findings.  

What do I do if I have concerns about this research? 

Any concerns regarding the nature of this project should be notified in the 
first instance to the Project Supervisor: 

Professor Eleanor Holroyd 

Eleanor.holroyd@aut.ac.nz 

   09 921 9999 ext. 5298 

If you require Māori cultural support talk to your whānau in the first instance. Alternatively, you 
may contact the administrator for He Kamaka Waiora (Māori Health Team) by telephoning 09 486 
8324 ext 2324. 
If you have any questions or complaints about the study you may contact the Auckland and 
Waitematā District Health Boards Maori Research Committee or Maori Research Advisor by 
phoning 09 4868920 ext 3204. 

Concerns regarding the conduct of the research should be notified to the Executive Secretary of 
AUTEC, Kate O’Connor, ethics@aut.ac.nz , 921 9999 ext. 6038. 

Whom do I contact for further information about this research? 

Please keep this Information Sheet and a copy of the Consent Form for your future reference. 
You are also able to contact the research team as follows: 

Researcher Contact Details: 
Kate Hinvest 

Kate.hinvest@waitematadhb.govt.nz 

027 632 2470 
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Project Supervisor Contact Details: 

Professor Eleanor Holroyd 

Eleanor.holroyd@aut.ac.nz 

         09 921 9999 ext. 5298 

 

Approved by the Auckland University of Technology Ethics Committee on 12.3.18, AUTEC 
Reference number 18/52 WDHB Reference number: RM13998 ADHB Reference number : A+8128  
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Appendix F - Consent Form 

 

  

Consent Form 
 

Project title: The meaning of nurses’ caring for clinically deteriorating patients  

Project Supervisors: Professor Eleanor Holroyd, Dr. Valerie Wright-St Clair 

Researcher: Kate Hinvest 

 

¡ I have read and understood the information provided about this research project in the Information 
Sheet dated 4th March 2018 

¡ I have had an opportunity to ask questions and to have them answered. 

¡ I understand that notes will be taken during the interviews and that they will also be audio-taped and 
transcribed. 

¡ I understand that taking part in this study is voluntary (my choice) and that I may withdraw from the 
study at any time without being disadvantaged in any way. 

¡ I understand that although I will be allocated a pseudonym (false name), due to the nature of the study 
some of my answers may unintentionally identify me.  

¡ I understand that if I withdraw from the study then I will be offered the choice between having any data 
that is identifiable as belonging to me removed or allowing it to continue to be used. However, once 
the findings have been produced, removal of my data may not be possible. 

¡ I agree to take part in this research. 

¡ I wish to receive a summary of the research findings (please tick one): Yes¡ No¡ 

 

 

 

Participant’s signature: .....................................................………………………………………………………… 

 

Participant’s name: .....................................................………………………………………………………… 

Participant’s Contact Details (if appropriate): 

……………………………………………………………………………………….. 

……………………………………………………………………………………….. 

……………………………………………………………………………………….. 

……………………………………………………………………………………….. 

Date:  

Approved by the Auckland University of Technology Ethics Committee on 12.3.18 AUTEC Reference number 

18/52 

Note: The Participant should retain a copy of this form. 
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Appendix G - Māori Research Review Approval 

20/06/2018 

Kate Hinvest 
Clinical Nurse Educator   
Assessment & Diagnostic Unit  
Waitakere Hospital 

Re: Nurses’ experiences caring for clinically deteriorating patients.  

Thank you for providing the following documents the: 

• RRC application

• Study protocol 

• PIS/CF 

• HDEC application 

The study is a regional investigation of nurses’ experiences caring for clinically deteriorating patients. There 
will be up to 10 – 15 participants recruited from within the Auckland region.  It is estimated that the number 
of Māori participating in the study may be approximately 2.    

Māori responsiveness: 

The study has not been designed to purposively identify and discuss nurses’ experiences of caring for clinically 
deteriorating patients from diverse cultures.  Any aspects of care that relate to cultural responsiveness may 
not be captured.  It is recommended that the researchers consider including a question in the interview 
schedule that relates to nurses’ experiences of working with patients of different ethnicities.  

It is possible for research to benefit the Maori population even when the research includes all ethnicities.  
Research can be designed based on a methodology that generates data to provide insights into diverse 
experiences. 

On behalf of the Waitematā and Auckland District Health Boards Māori Research Committee, the study has 
been approved. 

He Kamaka Waiora 

Waitematā and Auckland DHB 

Level 2, 15 Shea Terrace, 

Auckland 0740,  

New Zealand  

Private Bag: 93-503 
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  .    

 

 
Heoi ano 
 
 

Kim Southey 
Kaupapa Māori Analyst 
Waitematā and Auckland DHB 
Level 2, 15 Shea Terrace, Auckland 0740, 
New Zealand 
Private Bag: 93-503 
p: +64 021 828 651 
email kim.southey@waitematadhb.govt.nz 
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Appendix H - Advertisement 

DO YOU WORK IN ADU? 

ARE YOU A REGISTERED NURSE? 

HAVE YOU CARED FOR A DETERIORATING 
PATIENT? 

You m ay  be e l ig ib le  t o  t ak e par t  in  r esear ch  about  car ing  

f o r  cl in ica l ly  det e r ior a t ing pa t ient s in  ADU by  shar ing y our  

st o r ies and ex per iences. I  w ould  lov e  t o  hear  f r om  a w ide  

r ange o f  e t hn ici t ies o r  lev e ls o f  ex per ience – ev er y  nur se 

has a  v a luab le  st or y  t o  t e l l . 

Please contact Kate Hinvest for more informa on 

kate.hinvest@waitematadhb.govt.nz 

Approved by the Auckland University of Technology Ethics Commi ee on 12.3.18 AUTEC Reference number 18/52 
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Appendix I - Indicative Questions 

 

  

 

 
Indicative Questions 
 
Project title: The meaning of nurses’ caring for clinically deteriorating patients. 

 

Project Supervisors: Professor Eleanor Holroyd, Dr. Valerie Wright-St Clair 
 

Researcher: Kate Hinvest 

 

Specifically, the study will aim to answer the research question: What are nurses’ 

experiences of caring for clinically deteriorating patients in the Acute Assessment Unit? 

  
Indicative questions for the interview are: 
 

1. Tell me about being a nurse in the Acute Assessment Unit 

2. Tell me about the first time when you cared for a patient who deteriorated 

a) What happened? 

3. What did you do? How did you feel? 

4. Tell me about the last time you cared for a patient who deteriorated 

5. Tell me about a time that caring for deteriorating patients affected you in some way? 

a) What about personally? Or professionally? 

6. What has helped you? 

7. What was not helpful? 

8. What does the term ‘deteriorating patient’ mean to you? 

9. What does caring for a deteriorating patient mean to you? 

10. What does caring mean? 
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Appendix J – Participant Demographic Information 

Demographic Information 

Project title: The meaning of nurses’ caring for clinically deteriorating patients. 

Project Supervisors: Eleanor Holroyd, Valerie Wright-St Clair 

Researcher: Kate Hinvest 

Please answer the questions below 

Are you?   
Male  □    Female  □    Other □   Prefer not to answer □ 

What age range are you in? 
20-25 □   26-30 □   31-35 □  36-40 □  41-45 □  46-50 □  51-55  □  56-60 □  61-65 □

What is your ethnicity? 

NZ European/ Pākehā  □  Māori □  Pasifika  □   Asian  □  Other □ 
MELAA (Middle Eastern, Latin American, African) □ 

How long have you been a Registered Nurse? 
1-5 years □   5-10 years □   10-15 □   15-20 □   20+ □

Where did you first qualify as a Registered Nurse? 
New Zealand □    Internationally Qualified  □ 

How long have you worked in ADU? 
6 months – 1 year □  1-2 years □  3-5 years □  5-10 years □ 

What level of practice are you? 
RN1 □  RN2 □  RN3 □  RN4 □  Senior Nurse □ 

What qualifications do you hold? Please specify: 

…………………………………………………………………………………………………………………….. 
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Appendix K – Drawing for Analysis 
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