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Objectives

Provide a historical perspectiveProvide

Consider the evidenceConsider

Consider the emerging roles in healthcare Consider

Consider the impact of education on patient outcomesConsider



McQuillan et 
al. (1998)

Reviewed case notes

• Quality of medical care

• Timeliness of admission to ICU.

Two ‘expert’ assessors

• Management of oxygen therapy, 
airway, breathing, circulation and 
monitoring.

‘Suboptimal care’

54/100 patients received 
suboptimal care.



Kause et al. (2004)

International, multi centre, prospective, 
observational study

UK, Australia and New Zealand

Over 3 days in October 2000

Studied the incidence of  antecedents

638 Primary events
◦ 308 death

◦ 141 cardiac arrests

◦ 189 unplanned ICU admissions.



Kause et al. (2004)

Threatened airway

Respiratory rate < 5

Respiratory rate > 36

Pulse rate < 40

Pulse rate > 140

Systolic BP < 90mmHg

Glasgow Coma Score (GCS) fall by two points or more

Prolonged seizure activity



Kause et al. (2004, p.280)

“Several patients 
studied had exhibited 
antecedents that were 
recorded continuously 
for periods of up to 24 

hours prior to a primary 
event.”



Go to menti.com and type in code 1476 7329 
and tell me why you think these things 

happened?



Research 
showed…

1. Incorrect use of oxygen therapy

2. Failure to monitor patients

3. Failure to involve experienced senior staff

4. Failure to use a systematic approach

5. Poor communication

6. Lack of teamwork

7. Insufficient use of treatment limitation plans.

Three sub-themes emerged;

1. Failure to measure basic observations of 
vital signs;

2. Lack of recognition of the importance of 
worsening vital signs;

3. Delay in responding to deteriorating vital 
signs.



Acutely ill patients in hospital

Implementing NICE guidance

July 2007

NICE clinical guideline 50



NICE (2007)

Physiological observations should be 
recorded at least every 12 hours:

◦ Senior decision to increase or decrease 
frequency;

◦ Heart rate, respiratory rate, oxygen 
saturation, systolic blood pressure, level of 
consciousness, temperature.

Use of a ‘track and trigger’ system.

Guidelines reviewed in 2020 and decision 
made not to update at this time.



Critical Care 
Outreach, 
rapid 
response 
teams, DART 
teams…and 
many more

Staff caring for patients in acute hospital 
settings should have competencies in 
monitoring, measurement, interpretation 
and prompt response to the acutely ill 
patient appropriate to the level of care they 
are providing. Education and training 
should be provided to ensure staff have 
these competencies, and they should be 
assessed to ensure they can demonstrate 
them.

The response strategy for patients 
identified as being at risk of clinical 
deterioration should be triggered by either 
physiological track and trigger score or 
clinical concern.

Trigger thresholds for track and trigger 
systems should be set locally. The 
threshold should be reviewed regularly to 
optimise sensitivity and specificity.



Rattray et al. (2011, p.723)

“Education and 
professional development 

should focus more on 
developing and maximising

clinical experience and 
expertise rather than 

knowledge acquisition 
alone.”



Staffing levels and 
educating the workforce

A contentious issue…

There is a difference between ‘crude mortality 
rates’ and unexpected deaths.

The evidence shows an increase in degree 
educated nurses decreases patient mortality.

The evidence shows decreases in staffing levels 
negatively impacts on mortality rates of patients.

(Haegdorens, Van Bogaert, De Meester, & Monsiuers, 2019; Aikin, et al., 
2014)
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