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1 | INTRODUCTION

Deterioration is a risk to all in-hospital patients and includes the risk
of suffering a serious adverse event (SAE) such as cardiac arrest,
unplanned admission for intensive care, and unexpected death. The
majority (84%) of patients have abnormal vital signs prior to SAE,
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suggesting that some can be prevented if abnormal vital signs are
detected and acted upon by clinicians (Kause et al., 2004). Early
Warning Score (EWS) systems comprise a tool for scoring vital signs
and an escalation protocol. EWS systems have been implemented in
healthcare systems worldwide to support the detection of abnormal
vital signs and thereby help clinicians prevent patient deterioration
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and SAE (Jones et al., 2011). The intention is to standardize clinical
monitoring and be an aid to clinical assessment and decision-making
(Royal College of Physicians, 2017).

The danger when using EWS systems is over-relying on the sys-
tem instead of using it as an aid or supplement to clinical assessment
(Grant, 2019). Over-reliance on the system has established a culture
where monitoring vital signs are ritualistic and task-oriented, and
compliance with EWS systems is poor (Credland et al., 2018). Even
though EWS systems are well established in many healthcare sys-
tems, continuous optimization and development of these systems
are essential to support patient safety in healthcare systems that are

constantly changing.

1.1 | Background

Registered Nurses (RNs) play an essential role in recognizing and
responding to patient deterioration because a major part of nurs-
ing practice is to observe, measure, document and react to signs
of deterioration. However, recognizing and responding to patient
deterioration is found to be complex, challenging and multifaceted
(Credland et al., 2018). Using an EWS system is part of clinical prac-
tice in many healthcare systems including the Danish healthcare sys-
tem. Since 2012, the British National Early Warning Score (NEWS)
has been adopted to Danish critical care settings and is now used
in all hospitals in the eastern part of Denmark. NEWS is a widely
accepted system and has been found superior to other EWS sys-
tems in predicting SAE (Smith et al., 2013). A score is assigned to
each of the following physiological vital signs; systolic blood pres-
sure, heart rate, temperature, oxygen saturation, respiratory rate,
level of consciousness and oxygen supplementation. The escalation
protocol specifies the time interval for the next risk assessment and
which actions to be taken by the nursing staff. Furthermore, the es-
calation protocol defines when to include the physician or activate
the Medical Emergency Team or the Rapid Response Team (Royal
College of Physicians, 2017).

National Early Warning Score is being referred to as a “one-
size-fits-all’-system because it is used for all adult patients and
does not consider the heterogeneity of patients or the causes of
admission, medical history, chronic diseases, age and sex (Grant
& Crimmons, 2018). In an attempt to meet these challenges,
Individual Early Warning Score (I-EWS) was developed in 2018.
I-EWS is based on the same vital signs and relates to the same es-
calation protocol as NEWS. However, the scores can be adjusted
with a maximum of -4 or + 6 points by nursing staff based on their
clinical assessment (Nielsen et al., 2020). I-EWS has been com-
pared to NEWS in a Danish cluster-randomized, crossover study
(estimated N = 150.000) with all-cause mortality at 30 days as the
primary endpoint (Nielsen et al., 2020). The focus group study pre-
sented in this paper relates to the cluster-randomized study and
contributes with knowledge and insight into RNs' experiences and
perceptions with using both NEWS and I-EWS to identify patient
deterioration.
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Introducing an EWS system is a complicated process, and it re-
quires consideration of a range of factors interacting at different
levels like individual healthcare professionals, organization, eco-
nomic, social and political context (Connolly et al., 2017). When an
EWS system was introduced into the Danish healthcare system, the
primary focus was on standardizing monitoring practices and little
focus was given to the intention to support RNs' clinical assessment
and decision-making (Bunkenborg et al., 2014). Considerations of
how EWS systems can foster support from the end-users, such as
RNs, and ensure that their opinions are integrated are important.
The absence of this may result in the potential benefits for patient
safety and quality of care not being realized (Connolly et al., 2017).
It can be argued that the introduction of an EWS system into the
Danish healthcare system did not consider this complicated pro-
cess. This may be one of the reasons why a culture has been estab-
lished where monitoring vital signs is ritualistic and task-oriented,
and compliance with EWS systems is poor (Credland et al., 2018).
Nevertheless, the importance of identification of patient deterio-
ration will continue to increase in hospital wards as the population
becomes older and sicker with more complex care needs. EWS sys-
tems need to be optimized and developed to support the complex
care needs and patient safety, but there is a lack of knowledge about
RNs' experiences and perceptions of these systems. This knowledge
is important as the effectiveness of such systems is dependent on
its users (Jensen et al., 2019). Therefore, this focus group study was
designed to answer the following research question: how do RNs
experience and perceive using NEWS and I-EWS in their practice to

identify patient deterioration?

2 | AIM

This focus group study aimed to explore and understand RNs' expe-
riences and perceptions of using NEWS and I-EWS in their practice

to identify patient deterioration.

3 | DESIGN

A qualitative exploratory design using focus groups was applied.
Focus groups can facilitate a semi-structured discussion and group
interaction that clarifies individual and shared perspectives about
the topic.

4 | METHODS
4.1 | Sample and participants

Purposive sampling was used to recruit a total of 45 RNs from six
Danish regional and university hospitals in the Capital Region of
Denmark and Region Zealand. The recruitment was based on the five

items and dimensions of information power (Malterud et al., 2016)
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and the following criteria: (a) RNs using NEWS or [-EWS in their
nursing practice, (b) RNs from both medical, surgical and emergency
departments and (c) RNs who were willing to share their experi-
ences and perceptions with using NEWS and I-EWS. The RNs were
recruited through local research staff. An over recruitment of 10%
was done in case of cancellations. Three RNs were prevented from
participating.

4.2 | Data collection

Six focus groups were conducted from February to June 2019 at six
hospitals and took place in undisturbed rooms located at the hospi-
tals. A topic guide was followed starting with a broad question, be-
fore asking the focal questions (Figure 1). Three of the focus groups
were conducted at hospitals using I-EWS, two were conducted at
hospitals using NEWS and the last one was conducted at a hospital
where they had returned to NEWS after using I-EWS. This was due
to the crossover design of the aforementioned cluster-randomized
study (Nielsen et al., 2020). The first author (CL) facilitated the focus
groups, and the second author (DB) and the last author (GB) par-
ticipated as co-moderators taking notes and asking supplementary
questions. The focus groups were audio-recorded and lasted be-

tween 50 and 62 min.

5 | ANALYSIS

Content analysis was used to analyse the focus groups (Graneheim
& Lundman, 2004). The focus groups were transcribed verbatim by
the first author (CL) and organized with QSR NVivo 12° software.
CL and the last author (GB) divided the transcripts into meaning
units, condensed meaning units and codes. The analysis began with
a thorough reading of the transcripts and the identification of codes
using an inductive approach. This was done individually with four of
the six transcripts, and the remaining two transcripts were coded
by CL. Finally, after coding all transcripts, CL and GB discussed
until final coding was agreed upon. Sub-categories and categories

representing the manifest content of the focus groups were formu-
lated independently. CL and GB discussed the categories until con-
sensus was achieved. Furthermore, a theme representing the latent
content of the focus groups was formulated in collaboration. The
second author (DB) commented on the categories and the theme,

which resulted in further abstraction.

6 | ETHICS
6.1 | Ethical considerations

The Helsinki Declaration was followed, and participants were in-
cluded after oral and written informed consent had been obtained
(World Medical Association, 1964). Participant anonymity and guar-
anteed confidentiality of any delivered information were empha-
sized as well as insurance about declining participation would not
have managerial consequences. Information about the study, the
authors and their interests in the topic had been sent out before
study commencement. The study was presented to the Regional
Ethics committee, and according to Danish law, no formal approval
was needed (J. no. H-18053090). The study data management has
been approved by the Danish Data Protection Agency (J. no.: HGH-
2017-116, I-suite no. 06,030).

6.2 | Validity, reliability, and rigour

Lincoln and Guba's criteria for trustworthiness were used to as-
sure rigour (Lincoln & Guba, 1985). Investigator triangulation con-
tributed to credibility, confirmability and validation of the analysis.
The authors have different credentials, some are experienced
researchers within the field others are experienced qualitative re-
searchers, ensuring that all the necessary competencies were pre-
sent. The purposive sampling of participants made it possible to
explore RNs’ individually and shared experiences (Graneheim &
Lundman, 2004). Dependability and transferability were achieved
by including information about the data collection and analysis as

Topic guide

e What are your immediate impressions of Individual Early
Warning Score/National Early Warning Score?

e How do you use Individual Early Warning Score/National
Early Warning Score in your nursing practice?

e What does Individual Early Warning Score/National Early
Warning Score contribute with in your nursing practice?

e How has Individual Early Warning Score/National Early
Warning Score affected the collaboration with physicians?

e How do you involve patients in the use of Individual Early
Warning Score/National Early Warning Score?

FIGURE 1 Examples of questions from
the topic guide
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well as presenting quotations from the participants to illustrate the
theme and categories.

7 | RESULTS
7.1 | Demographics characteristics

A total of 45 RNs participated. Forty participants were female, and
5 participants were male, the median age was 33 years with a range
from 23-63, and the mean nursing experience was 9 years with a
range from 0-31. Demographics characteristics from each of the
focus groups are shown in Table 1.

7.2 | Theme, categories and sub-categories

One theme, four categories and thirteen sub-categories were identi-
fied through the content analysis. The categories and sub-categories
were associated with the theme and with each other (Figure 2).
NEWS and I-EWS will be referred to as the scoring systems, unless
it specifically concerns one of the two systems then NEWS or I-EWS

will be used in the following presentation of the findings.

7.2.1 | Meaningful in identifying patient deterioration
but causing frustration due to lack of flexibility

The theme describes the latent content of the focus groups and dur-
ing the analysis, a dualism appeared. RNs do consider scoring systems
to be meaningful in identifying patient deterioration. The scoring sys-
tems facilitate the right help, and knowing the patients’ vital signs
is an essential part of clinical assessments. However, an underlying
issue also appeared about that the escalation protocol lacks flexibil-
ity. Especially when assessing patients with NEWS, RNs experienced
that patients often needed to be observed more or less intensively
than the escalation protocol dictated. As a result, RNs compensated
by modifying and individualizing the scoring systems. I-EWS did allow
RNs to adjust the score, but they still had conflicting feelings and ex-
perienced that adjusting, modifying and individualizing the score was
a deviation from the escalation protocol. The perception of deviating
from the escalation protocol created frustration and a culture where
RNs feared making mistakes even though they acted based on their
observations and concerns of the patients. This restricted RNs' clini-

cal practice and affected their use of the scoring systems.

7.2.2 | Inter-professional collaboration strengthened
through the use of Early Warning Score systems

There was an agreement among RNs that scoring systems improved
the inter-professional collaboration because their assessments and

observations were an important part of the physicians’ assessment of
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patients. Furthermore, the scoring systems contributed to a shared lan-
guage among RNs and physicians which made communication easier.

.. we have an argument that we can use, which is a
shared language that our physicians use.. or understand
and that we understand.. now the patient has a score
of 8 based on this and this vital sign and two hours ago,
the score was only.. or 6 hours ago the score was only 3

(RN from a surgical department with 31 years of

experience)

Some RNs found it difficult to contact a physician solely based on a
patient's score and dictated by the escalation protocol. These contacts
were perceived as meaningless and a waste of time for both RNs and phy-
sicians. In contrast, when RNs had a concern about a patient and needed
help or a treatment plan, they sometimes experienced that their concern
was weighted less important than a high score by physicians. RNs simply

missed a high score or deviating vital signs to support their concern.

You can call a physician and say | have this patient who
is unstable in this and this way.. What is the score? But
maybe the scoreis only 2 or.. but | see this and that and
then it gets a little.. not neglected, that is a big word..
but because the score lacks to point out that there is
something wrong, then it may not be as dangerous..
then it does not sound as dangerous as if the score was
6.. so the wording of it, is in some way missing..

(RN from a surgical department with 1 year of

experience)

Physicians' use of the scoring systems had become an increasingly
larger part of the daily work than earlier. RNs described how the scor-
ing systems were used as a prioritization tool, so patients with the high-

est scores were seen first by the physicians.

So, you prioritize which patients should be seen first
by the physician and in that way the scoring systems
is clearly a helpful tool.

(RN from an emergency department with 20 years of

experience)

The inter-professional collaboration was an important part of using
the scoring systems according to RNs, and the scoring systems had
strengthened both collaboration and communication. However, RNs

still experienced challenges in inter-professional collaboration.

7.2.3 | Enhanced professional development and
communication among nurses when using Early
Warning Score systems

Registered Nurses described how the scoring systems in general, but

especially the scoring system incorporating RNs' clinical assessment



ﬂl_wl LEY-/\ursingOpen

LANGKJAER ET AL.

Focus Focus Focus Focus
Variable group 1 group 2 group 3 group 4
Number of 9 8 6 7
participants
Age in years
Median 38 44.5 27.5 28
Range 30-55 25-54 24-63 25-46
Gender
Female 6 8 5
Male 3 0 1 0
Experience in years
Mean 10.7 11.6 3.6 6.2
Range 1-29 1-24 0-10 1-16
Departments
Medical 3 1 3 6
Surgical 3 5 3 1
Emergency 3 2 0 0

TABLE 1 Demographics characteristics

Focus Focus (N = 45)

group 5 group 6

7 8

33 30.5

23-59 24-55
7

0 1

12.7 7.3

1-30 1-31

6

1 4

0 1

Theme: Meaningful in identifying patient deterioration but causing frustration due to lack of flexibility

Categories:

Sub-categories:

Inter-professional collaboration strengthened through
use of Early Warning Score systems

Physicians’ assessment of patients

Contacting a physician based on the scoring systems

Physicians’ utilization of the scoring systems

Enhanced professional development and
communication among nurses when using Early
Warning Score systems

Professional discussion and reflection between
experienced and inexperienced nurses

Mutual trust when using Individual Early Warning
Score

Nurses’ concern is being communicated

Detecting patient deterioration by integrating nurses’
clinical gaze with Early Warning Score systems

Nurses’ understanding and application of the clinical
gaze

Development in deterioration and utilization of the
scoring systems

Knowing and involving patients

Modification and fear of making mistakes when using
Early Warning Score systems

Implementation and introduction to the scoring
systems

Modification of the scoring systems

Proper documentation required

Fear of making mistakes

FIGURE 2 Theme, categories, and sub-categories

(I-EWS), supported and nudged professional discussions and reflec-
tions in the nursing group. Discussions of complex patient cases
were highlighted by several RNs as a way to increase the quality of
their clinical assessment of patients and subsequent care needs.

There was a lot more dialogue about these scores..
and nurses are also really reflecting a lot, | think..

their reflections are being articulated now where it

previously would have been inside their heads.. you
had a very good dialogue about what to do and how..
(RN from a medical department with 6 years of

experience)

Registered Nurses agreed that scoring systems could be a helpful
support for inexperienced RNs in identifying patient deterioration.

However, professional discussions between RNs with different levels
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of experience were also important. More experienced RNs expected
inexperienced RNs to ask them for advice if they were in doubt. It was
emphasized that mutual trust was essential, especially when using |-
EWS, where RNs could adjust the patients’ scores. If RNs doubted each

other's competencies, in terms of adjustment, it would create stress.

You need to trust each other as colleagues because if
you are in doubt whether someone is adjusting some
scores they should not adjust and you have to go and
double-check everything, then it will not work.. be-
cause it is stressful to go and check everything.. so it

requires mutual trust among the staff..
(RN from an emergency department with 1 year of
experience)

On the other hand, RNs experienced that adjusting the patients'
score with [-EWS was an easy and safe way to communicate important
knowledge and their concern about patients' condition to their col-
leagues. This was not possible in the same way with NEWS.

| think the adjustments are a good way to commu-
nicate to your colleagues that | am more concerned
about the patients than what the original score
shows.. because often you are not able to do an oral
handover in a busy everyday life.

(RN from a surgical department with 3 years of

experience)

The use of scoring systems contributed to professional devel-
opment and communication. Mutual trust as well as professional
discussions between inexperienced and experienced RNs was an
important part of using both scoring systems, but especially when
using I-EWS.

7.2.4 | Detecting patient deterioration by integrating
nurses' clinical gaze with Early Warning Score systems

When RNs discussed their experiences with identification of pa-
tient deterioration, clinical gaze was mentioned as an essential part
of their clinical assessment of patients. Clinical gaze was defined
as using one's senses, like touching the patient, feeling the pulse,
looking after paleness and listening to the patient's breathing. Some
RNs also described having a gut feeling that something was about
to happen.

Just to touch and feel the patient on the forehead,
feel anirregular pulse.. yes it also has something to do
with the clinical gaze, look at the patient.. is the pa-
tient pale, blue, sweaty.. hear the breathing.. you use
all your senses when you assess the patient..

(RN from a medical department with 5 years of

experience)
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Registered Nurses agreed that clinical gaze was an individual
competence and that it could be used in different ways. The clinical
gaze was also dependent on the ward and the patients, RNs worked
with. The clinical gaze was described as a competence that built on
experiences from past situations and required years of experience and

training.

The clinical gaze needs to be trained.. you do not

have it when you graduate from nursing school.. and

it takes a certain number of years before you get it..
(RN from a medical department with 15 years of

experience)

It became clear during the focus groups that there were various
ways of using scoring systems. On some wards, only RNs did vital sign
measurements, and on other wards, nursing assistants did it as well.
Some wards used rounds where vital signs were measured at spe-
cific hours, even though the escalation protocol dictated otherwise,
whereas other wards followed the escalation protocol punctually.
Specific knowledge of the patient was also important when RNs aimed
to identify patient deterioration. Without this knowledge, it could be
difficult to adjust the score with I-EWS. Involving patients in the scor-
ing systems did not always happen systematically and was a balancing
act. The vital signs could create a concern for patients if they did not
have the right knowledge, but at the same time, patients could also
help validate their vital signs if they knew what was habitual for them.

You do not go in-depth with the vital signs with the
patient.. it is just like that is fine, it is super nice or you
have a low blood pressure, you have to drink some
more water and that is just so.. there is someone, of
course, it also depends on each patient how much
they know.. some has been hospitalized for years, so
they know how things should look.. it is really differ-
ent, | think..

(RN from a medical department with 1 year of

experience)

Registered Nurses stated that neither their clinical assessments,
where the clinical gaze was an essential part nor scoring systems were
sufficient in identifying deteriorating patients alone. It was the inter-
action of these two clinical tools that would support the identification.
Utilization of scoring systems, the clinical gaze and involvement of pa-
tients differed from RN to RN and from ward to ward.

7.2.5 | Modification and fear of making mistakes
when using Early Warning Score systems

There was no doubt that the purpose of introducing scoring sys-
tems was early detection and prevention of patient deterioration as
well as improving patient safety. RNs expressed that it made sense

and was not a waste of resources. The introduction of I-EWS was
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a success at some wards, while others experienced some difficul-
ties adapting a new scoring system and requested clear guidelines of
how to use I-EWS. In the daily work, NEWS could be rigid and was
experienced as systematics only for the sake of systematics. RNs
missed a greater integration of the clinical gaze in NEWS. Some of
the more experienced RNs blamed the way that NEWS was imple-
mented into the Danish healthcare system in 2012.

One of the problems with the way NEWS was imple-
mented was that you did not pay much attention to
the clinical gaze, but focused on systematic only.. then
you sweep the other completely away, which | think is
very problematic because it cannot stand alone, you
need to use the scoring systems as a support to the
clinical gaze and not the other way around.

(RN from a surgical department with 24 years of

experience)

Registered Nurses described how they found it necessary to mod-
ify and individualize the scoring systems when the escalation protocol
and the defined cut-off values did not match what they had observed
assessing patients. With [-EWS, RNs could adjust the score and inte-
grate their clinical assessment, but with NEWS they described how
they felt like deviating from the escalation protocol even though RNs
measured the vital signs more often than required. Furthermore, the
requirements for timely measurement and documentation could be
difficult and frustrating to comply with. RNs understood why docu-
mentation was required but expressed that it could be challenging and
wished that patients and relatives were a greater part of the documen-
tation. One of the reasons why RNs thought that documentation was
important was for their safety and to avoid any legal consequences.
RNs described how the increasing focus on documentation had cre-
ated a culture where RNs feared making mistakes and the subsequent

consequences.

| think we are documenting to cover our backs.. if
complaints should come further down the road, you
have documentation that you have actually done
something and have acted.

(RN from a medical department with 3 years of

experience)

Registered Nurses feared making mistakes and experienced that
some of the scoring systems' requirements lacked meaning. However,
most of the RNs were convinced that they possessed the right compe-

tencies and could identify patient deterioration.

8 | DISCUSSION

Early Warning Score systems were in this study showed to be meaning-
ful to RNs in identifying patient deterioration. This is in line with find-

ings from other studies where RNs have adopted the scoring systems

as useful tools to support patient safety and identify deteriorating pa-
tients (Jensen et al., 2019). However, the findings also illustrated that a
lack of flexibility in the escalation protocol could cause frustration. The
escalation protocol does not differentiate between types of disease
or patients’ physiological response and NEWS has been referred to
as a “one-size-fits-all"-system (Grant & Crimmons, 2018). The findings
demonstrated that merely following protocols were not perceived as
enough to ensure quality patient care. RNs felt responsible for more
than just adhering to a system. This was in line with a study that found
RNs using their professionalism, competences and clinical assessment
along with objective vital sign measurements to build a clinical pic-
ture of the patient (Jensen et al., 2019). RNs experienced that I-EWS,
where their clinical assessment was integrated and the patient's score
could be adjusted, was better than NEWS at supporting and nudging
professional discussions and reflections in the nursing group. One ex-
planation might be that RNs stated that using the clinical gaze was an
essential part of their clinical assessment of patients, and neither their
clinical assessments nor scoring systems were sufficient in identifying
deteriorating patients alone. It was the interaction of these that would
support the identification. RNs' clinical assessments, observations and
concerns are an important part of identifying patient deterioration
as it has been found to optimize care at an early stage of deteriora-
tion (Douw et al., 2016). This study also showed that EWS systems
enhanced professional development and communication among RNs.
Professional discussions between inexperienced and experienced RNs
were an important part of using scoring systems and increased the
quality of RNs' clinical assessments of patients and subsequent care
needs. This is in line with several studies reporting that RNs collabo-
rate with, support and help each other because they feel collectively
responsible for patient care and for supporting their colleagues (Foley
& Dowling, 2019; Jensen et al., 2019). It has also been suggested that
EWS systems impact inter-professional collaboration positively (Foley
& Dowling, 2019). In this study, RNs experienced that the systems
strengthened the inter-professional collaboration and improved the
communication between physicians and RNs because a shared lan-
guage had been used. RNs did still experience some challenges in the
inter-professional collaboration when their concern was not weighted
as important as a high score. Jensen et al., (2019) emphasize that physi-
cians should listen to and respect RNs' clinical assessments of patients,
which support our findings.

A perception or a misunderstanding was created among RNs
because they felt like deviating from the escalation protocol when
not followed punctually. This happened both when they measured
patients’ vital signs more often than required or less than required.
The escalation protocol recommends a minimum frequency of
monitoring patients' vital signs, but the concern about a patient's
clinical condition should always override this if it is considered
necessary to escalate care (Royal College of Physicians, 2017).
According to the intention with EWS systems, it is not a deviation
from the escalation protocol when RNs measure patients’ vital
signs more than required. It can be argued that it reflects good
clinical practice as RNs use their clinical assessments and compe-

tencies to act on patients’ conditions. However, this perception or
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misunderstanding has created a culture where RNs feared mak-
ing mistakes and where their clinical assessment was undermined.
This occurred when the escalation protocol and the defined cut-
off values did not match what RNs had observed assessing pa-
tients. This restricted the RNs’ clinical practice and affected their
use of the scoring systems. Previous studies have pointed out that
compliance with NEWS and other EWS systems is poor (Credland
et al., 2018), but without taking the RNs’ experiences and per-
ceptions into account. Foley & Dowling (2019) found that RNs'
clinical assessment can conflict with the escalation protocol and
result in a task-driven approach to the EWS systems instead of
using them as an aid to clinical assessment and decision-making.
The perception or misunderstanding about EWS systems has not
been highlighted before but gives insight and understanding of
how RNs use EWS systems to identify patient deterioration. This
needs to be integrated into future development and optimization
of EWS systems if the compliance with EWS systems should in-
crease as the effectiveness of such systems is dependent on its
users (Jensen et al., 2019). Furthermore, the identification of pa-
tient deterioration requires ongoing training of RNs (Bunkenborg
et al., 2013) and a behavioural change as well as a cultural shift to
ensure patient safety (Foley & Dowling, 2019). The nursing pro-
fession, but especially the management implementing quality im-
provement systems and controls, needs to be aware that nursing
practice with individual knowledge, experience and skills is being
replaced by EWS systems (Grant, 2019). Using EWS systems as
quality improvement systems are causing less attention on clini-
cal assessments which can result in RNs over-relying on the score
instead of using their professional judgement and knowledge
(McGaughey et al., 2017). Over-reliance on these systems may
impede RNs' ability to recognize patient deterioration because ho-
listic patient assessments are being omitted and this often leads
to poor compliance and delayed identification of patient deterio-
ration (Credland et al., 2018). Furthermore, a quality improvement
system with a high degree of standardization may contribute to
an employee obligation rather than a professional responsibility,
without improving the quality of care. The introduction of EWS
systems may have been an oversimplified solution to the com-
plex problem of preventing and detecting patient deterioration.
Further research is needed to explore how the identification of
patient deterioration which includes holistic patient assessments,
professional reflections and discussions, and not only patients'
vital signs, will affect the nursing practice and patient safety.

8.1 | Limitations

Interviewer bias and the issue of giving the most socially acceptable
response is potential study limitations when using focus groups.
However, interviewer bias was controlled using co-moderators,
who compared to the facilitator were experienced research-
ers. Also, the issue of giving the most socially accepted response

was met with making a safe atmosphere where everybody's
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experiences and perceptions were accepted. Member checking
could potentially have enhanced the credibility of transcripts and
results but would have been a lot of work for the participants and
was not done because it was not considered essential to the valid-

ity of the study.

9 | CONCLUSION

Findings demonstrate that EWS systems are meaningful to RNs in
identifying patient deterioration, but the identification is complex.
RNs' clinical gaze is an essential part of their clinical assessment of
patients, and neither their clinical assessments nor scoring systems
are sufficient in identifying deteriorating patients alone. It is the in-
teraction of these that supports the identification. This is important
to integrate into future development and optimization of EWS sys-
tems. Furthermore, the findings indicate that RNs' clinical assess-
ments and observations must be weighted equally high as an EWS
score because otherwise, it will contribute to a culture where clinical
assessments and observations are neglected which can affect pa-
tient safety.
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