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Abstract

Globally, considerable effort has been made to ensure hospital patients whose clinical
condition deteriorates receive timely and appropriate care. Research suggests that hospitals have
increasing numbers of patients who are more likely to become seriously ill during their admission due
to complex problems. Recently, patient experience has been recognised as a means of assessing
healthcare delivery with healthcare services across the world gathering patient experience or
satisfaction data. Acute deterioration is unique and complex for all involved. However, little is known

about this experience from the patient’s perspective.

The purpose of this study was to generate theory about processes patients engage in when
experiencing acute deterioration and MET encounter. Also, the research aimed to recognise and
explain the factors that mediate patients’ experiences. The findings of this study contribute to a
growing body of knowledge that will improve patient care and practice guidelines for healthcare

professionals.

Underpinned by the theoretical framework of symbolic interactionism, grounded theory was
employed for this study. From it ontological, epistemological, and methodological underpinnings,
constructivist grounded theory was considered the most suitable approach. Using purposive sampling,
in-depth semi-structured interviews were conducted with 27 patients across three Australian
healthcare services. Data were collected over a 12-month period, between May 2018 — May 2019 and

analysed using constant comparative analysis.

The theoretical model ‘Unravelling a complex experience: contextualising patients’ experiences
of acute clinical deterioration and Medical Emergency Team (MET) encounter’ emerged, offering a
possible explanation of patients’ actions and processes. Most patients began their journeys feeling
something was wrong which triggered emotional changes (experiencing changes-before the
encounter). Patient experience was influenced by a combination of physical and psychological changes
and a MET response (perceiving the reality - the encounter). After the MET encounter, some patients
searched for deeper understandings about their illnesses and the events that occurred, whereas others

managed without further reflection (reflecting on the event-after the encounter).

Contextual conditions emerged influencing patients’ experiences with three broad mediating
factors identified. Some participants identified that their acute deterioration and subsequent MET
encounter was unexpected, and they perceived the nature of their illness (before their acute
deterioration) as stable, based on what they had been told by medical staff (expectations and illness

perception). Many participants acknowledged that their experience was dependent on the health care

9|Page



professionals who were caring for them at the time (relationship with the MET). Past experiences of
illness and hospitalisation played an important role in participants’ abilities to conceptualise their
experiences of acute deterioration and MET encounter (past experiences). These factors exerted a

significant influence on participants’ experiences and helps to explain the differences between them.

Unravelling a complex experience: Conceptualising patients’ experiences of acute deterioration
and MET encounter offers a possible explanation of patients’ meanings, actions and processes when
experiencing acute deterioration and MET encounter. The theory leads to recommendations that
healthcare organisations gather data about patients’ experiences of acute deterioration and MET
encounters, as these provide insights and opportunity to identify challenges that can be
addressed.. Findings provide an explanatory framework for similar phenomena and increase
awareness of patients’ experiences to ultimately inform health policy and improve patient care. The
findings highlight the need for healthcare services to instigate strategies that support patients who
have experienced acute deterioration. Further research could evaluate the effectiveness of

implemented strategies.
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Glossary of Terms

Medical Emergency Team (MET): also known as a rapid response team (RRT). A MET
provides appropriate and timely emergency assistance or advice to manage the

deterioration patient.

Members of the MET: are specially trained nurses and medical staff who have the necessary
training, skills, and equipment to deliver urgent on-site treatment and management to the

deteriorating patient.

MET Encounter: The Cambridge Dictionary (2020) refers to ‘encounter’ as meeting someone
unexpectedly. In this thesis, MET encounter is referred to participants’ unexpected meeting

with a MET.
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Chapter One: Setting the Scene

1.1  Introduction

“It wasn’t until a few days later in this room | heard that ‘MET call’ and thought what is that? And |

looked it up [on the internet] and thought “Oh that happened to me!” (Guinane et al., 2018, p. 14).

This dissertation presents a qualitative study that explores patients’ experiences of acute
deterioration and medical emergency team (MET) encounter. A MET encounter describes a hospital
patient’s unexpected encounter with a MET due to experiencing acute deterioration. Grounded
theory methodology (GTM) was utilised to explore the phenomenon and construct a relevant
theory. Patients from a variety of clinical areas who experienced acute deterioration and MET

encounter participated in the study.

Chapter one introduces the reader to the study and the thesis structure. Initially the
impetus for the study and the position of the researcher is discussed. This is followed by an
overview of the purpose and significance of the research. Following this is a summary of relevant
background in order to contextualise the study. Finally, an outline of the thesis structure is

presented to inform the reader to the organisation and scope of the dissertation.

1.2 Definitions

Acute Deterioration: According to the National Safety and Quality Health Service (NSQHS) Standards
(2017), acute deterioration is defined as “physiological, psychological or cognitive changes that many
indicate a worsening of the patient’s health status; this may occur across hours or days” (Australian
Commission on Safety and Quality in Health Care [ACSQHC], 2017, p. 67). Throughout this thesis,
‘acute deterioration’ will be used to describe an experience where there is a change in a hospital

patient’s physiological, cognitive and mental state resulting in a MET encounter.

Patient Experience: Patient experience is a vital component of quality health care. Internationally,
many countries are now gathering patient experience or satisfaction data as it is recognised as a way
of assessing healthcare quality and delivery (Chung et al., 2020; Edwards et al., 2014). It is well
documented that the benefits of improving a patient’s experience include increased satisfaction,
reduced length of stay, improved patient outcomes and reduction of costs (Chung et al., 2020;
Edward et al., 2014; Epstein et al., 2010; Wolf et al., 2012). According to Standard 2 — Partnering
with Consumer Standard of the 2017 NSQHS Standards, effective partnerships, high quality health

care and improved patient safety is linked to positive patient experiences (ACSQHC, 2017).
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Medical Emergency Team (MET) / Rapid Response Team (RRT): MET, also known as RRT, are widely
used throughout hospitals in Australia and New Zealand (White et al., 2015). The MET/RRT systems
were introduced to improve the recognition, response time and management of deteriorating ward
patients by hospital clinicians, aiming to reduce cardiorespiratory arrest and mortality rates (Devita
et al., 2006; Guinane et al., 2018). Current research indicates that MET systems now exist within
two-thirds of all Australian hospitals and effect more than 14,700 patients each year (White et al.,
2015). A key responsibility of health care services is to ensure systems are in place for clinicians to
escalate care and call for emergency assistance for patients with severe clinical deterioration
(Cooper et al, 2016). The requirement for hospitals to implement MET/RRT systems is specified in
Standard 8 — Recognising and Responding to Acute Deterioration developed by ACQSHC (2017). MET
has been described as “bringing critical care expertise to the bedside of clinically deteriorating
patients residing in general hospital wards with the aim of preventing adverse outcomes, specifically
death or cardiorespiratory arrest” (Garrubba & Joseph, 2019, p. 1). Throughout this thesis - ‘MET’
will be used to describe a rapid response system used to escalate care when a patient meets the

following criteria:
e “Agreed vital sign parameters and other indicators of physiological deterioration
e Agreed indicators of deterioration in mental state
e Agreed parameters and other indicators for calling emergency assistance
e Patient pain or distress that is not able to be managed using available treatment

e  Worry or concern in members of the workforce, patients, carers and families about acute

deterioration.” (ACQSHC, 2017, p. 146)

1.3 Impetus for the Study

While practising as a registered nurse and clinical educator within the acute care setting, |
have provided care to many patients, across the life span, who have experienced physiological
deterioration resulting in a MET review. One of those patients was a 43-year-old male who | will
refer to as ‘Tom’. Tom presented to the emergency department with a three-day history of
shortness of breath. He had no flu-like symptoms and, aside from being obese, Tom had no other
relevant past medical history. Tom was bought into the resuscitation bay for assessment until a less
acute bed within the department became available. | cared for Tom and completed his assessment
while waiting for a medical review and transfer out of the resuscitation bay. A short period of time

passed and Tom’s work of breathing increased, he became unsettled and voiced fear as he did not
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understand what was happening to him. During his medical review, Tom’s condition deteriorated
and his condition became unstable. Tom required Bilevel Positive Airway Pressure (BiPAP) and
medication to support his breathing. After initial investigations, Tom was diagnosed with
cardiomyopathy and was treated accordingly. Once Tom’s condition was classified as stable, he was

transferred to the cardiology ward for further management.

That same day, Tom required a MET review due to abnormal vital signs. | was on the
response team and attended Tom’s MET review. Due to the number of health care professionals in
attendance | was not required to take a specific role and instead observed the event. Tom’s work of
breathing had increased, and he was unsettled. | observed an unwell patient and health care
professionals working efficiently as a team to manage Tom’s deteriorating condition. What | did
notice was that members of the MET only spoke to each other and not to Tom. They were also using
terminology that | doubt Tom would have understood. Once Tom’s condition became stable, most
members of the MET exited the room with minimal interaction with him. Before leaving | overheard

a ward nurse speaking with Tom, checking on his wellbeing while a doctor wrote in this chart.

Observing Tom’s MET review was powerful. | reflected on the event and thought about my
usual role and focus when being part of the MET. My usual role within the MET is a leadership
position and my focus is on ensuring the team works efficiently to manage the patient’s
deteriorating condition, but in Tom’s case, | observed a different side. | was concerned by the lack of
therapeutic communication with Tom and wondered what he thought and how he felt. | wondered

if that is how | treat patients when | am part of the MET.

About six weeks later, | was working at triage and a familiar face sat in front of me, it was
Tom. He recognised me and began telling me he did not feel well and was scared it was the same as
last time. He had spent almost three weeks in hospital and was receiving support through cardiac
rehabilitation as an outpatient. Because of his diagnosis and previous presentation, | took Tom into
the resuscitation bay for assessment. As | was assisting Tom to change into a hospital gown, he was
explaining his symptoms and expressed his fear at presenting back to the hospital. | asked if he
remembered the emergency call on the ward, which he did. He recalled feeling unwell, scared and
many people being in his room. This time, Tom’s admission was not critical as it was previously, and
he was admitted for observation only. Not long after this, | left the hospital for a six-month working
holiday interstate before returning to take up a teaching position in higher education. | regularly

think of Tom and wonder how he recovered and if his experience affected him in anyway.

Since caring for Tom, it has opened my eyes to see the deteriorating patient as not just a

condition that requires an efficient team to manage their physiological condition. | began thinking
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and wondering what it is like for a patient to be cared for during a MET encounter and how this
experience may impact their quality of life. Hence, my interest in patients’ experiences of acute

deterioration and MET encounter.

1.4 Background to the study

In today’s society, health services are treating an increasing proportion of patients who are
at risk of becoming seriously ill whilst in hospital due to complex chronic medical conditions (Chung
et al., 2020; Guinane et al., 2018; Schoen et al., 2009). The increasing demand for hospital beds and
shorter hospital stays, along with an ageing population, have resulted in increased patient acuity
which can compromise patient safety (Australian Institute of Health and Welfare [AIHW], 2008;
Chung et al., 2020; Guinane et al., 2018). Itis estimated that adverse events whilst in hospital has
resulted in 23 million disability adjusted life years, increased hospital length of stay, decreasing
quality of life, and increasing morbidity and mortality (Forster et al., 2003; Guinane et al., 2018;
Vincent et al., 2001). An adverse event is defined as “an injury that is caused by medical
management, not the disease process, and has led to a prolonged hospital stay or disability at

discharge.” (Woods et al., 2005, p. 156)

Hospitalised patients with multiple health problems are susceptible to rapid physiological
deterioration (Buykx et al., 2012; Liaw et al., 2016). Considerable efforts have been made to identify
and understand how health systems respond to patient deterioration (Australian Commission on
Safety and Quality in Health Care, 2012; Beaumont et al., 2008; Guinane et al., 2018). To improve
the recognition and management of patient deterioration rapid response teams (RRTs) were
introduced in order to reduce cardiorespiratory arrest and mortality rates (DeVita et al., 2006). RRTs
in Australia are commonly known as medical emergency teams (METs) and by 2005, 65% of
Australian intensive care equipped hospitals had an active MET system in place (Guinane et al.,
2018; Jones et al., 2009). In an Australia study conducted by Jones et al. (2009), the authors
explored the literature to assess if RRT and METs improve patients’ outcomes. Of the 14 studies
included in the review, all reported an improvement in patient outcomes associated with the
introduction of a RRT or MET. Along with the introduction of RRT and METs, observation and
response charts such as ‘Track and Trigger’ and ‘Between the Flags’ observation and response charts
have been introduced to allow recording of patient observations and specifies actions to be taken in
response to acute deterioration (ACQSHC, 2020). Credland et al., (2020) conducted a systematic
review to examine international research relating to the relationship between Early Warning Track
and Trigger Tools and patient outcomes. The review reported improved patient outcomes due to a

decrease in cardiopulmonary arrest, mortality, serious adverse events and intensive care/high
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dependency unit admission following the use of Early Warning Track and Trigger Tools (Credlin et al.,
2020). This was similar findings to Alam et al., (2014) who identified that Early Warning Track and
Trigger Tools significantly decreased intensive care/high dependency admissions as well as a positive

effect on documentation of vital sign parameters.

Patient experiences and satisfaction have become central targets for quality improvement in
the healthcare system (ACQSHC, 2017; Chung et al., 2020; Lah et al., 2017). In a study conducted by
Glickman et al., (2010), health service efficiency and improved clinical outcomes were found to be
associated with better patient experiences. The literature suggests that despite an emphasis on
providing patients with an optimal experience, health care services may fall short (Chung et al.,
2020; Jha et al., 2008; Rozenblum et al., 2013). Although health care professionals recognise the
importance of person-centred care, they acknowledge that the disease is often put before the
person (Guinane et al., 2018; Ekman et al., 2011). Azad et al., (2016) explored the perspectives of
older adults with heart failure and suggest that poor experiences could be dramatically improved by
simple organisational and process changes, rather than complex clinical mechanisms.

Understanding the perspectives of the patient is crucial for the development of these organisational
and process changes, leading to an optimal patient experience (Azad et al., 2016). In a review
conducted by Lah et al., (2017), the researchers explored patients’ experiences of intensive care
compared to their overall hospital experience. The authors found that for both patient and family
members, the experiences of critical illness was the most clinically intense part of their hospital
admission (Lah et al., 2017). The experience of acute clinical deterioration is complex and unique, as
well as being a difficult experience for all of those involved (ACSQHC, 2012; Chung et al., 2020).

However, little is known about this experience from the patient’s perspective.

Admission to hospital is considered a stressful experience for patients (Fiori et al., 2017;
Meister et al., 2016). According to Fiori et al., (2017), stress as well as the environment in which
they are cared for has a significant impact on how patients perceive their hospital experience.
Studies have shown that psychological stress responses have a substantial and clinically relevant
impact on healing and increased hospital admissions (Gouin & Kiecolt-Glaser, 2011). A scoping
literature review on the topic of experiences of acute deterioration and critical illness identified
studies that had explored nurses’ and family members’ experiences (Cioffi, 2000; Douw et al., 2015;
Eggenberger & Nelms, 2007) but not patients. Therefore, patients’ experiences of their own acute
physiological deterioration, and how their experience may influence their everyday existence,

deserves exploration.
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A qualitative study of 33 participants was conducted in 2015 with part of the study
examining the experiences of patients who had a period of clinical deterioration and received a MET
review (Guinane et al., 2018). The participants, all patients, described their experiences relating to
three themes: patient knowledge of their body, communication and clinicians’ trust and
expectations (Guinane et al., 2018). Participants were concerned that they were often unaware of
why certain clinical interventions were taking place but felt too unwell to communicate prior or
during their MET review (Guinane et al., 2018). Some participants stated that the clinical
deteriorated was significant enough to alter their cognition and capacity to communicate (Guinane
et al., 2018). Therefore, the detection of deterioration relied upon the nurse to assess and interpret

patient changes without any guidance from the patient as to how they felt (Guinane et al., 2018).

In health care, the common view is health care professionals are well equipped to address
the needs of the deteriorating patient. But, in the current rhetoric of patient safety and quality
improvement the absence of the patients’ voice in the acute deterioration literature is significant

(Chung et al., 2020; Kenward et al., 2017).

1.5 Purpose and aims of the study

The purpose of this study was to generate theory about the processes patients engage in when

experiencing acute deterioration and MET encounter. The specific aim of the study was:

e To explore and develop an in-depth understanding of patients’ experiences of acute

deterioration and MET encounter.
1.5.1 Research question
The following research question guided the methodological approach to the study:

What processes occur as patients experience acute clinical deterioration and MET

encounter?
1.5.2 Objectives
The objectives of this research were to:

e Generate theory about the processes patients engage in when experiencing acute clinical

deterioration and MET encounter.

e Provide patients with a voice to tell their story of what it is like to experience acute clinical

deterioration and MET encounter.

22| Page



e Inform health care professionals about patients’ experiences.

e Inform health policy to guide consumer reporting of patient deterioration required by

national safety and quality health-care service standard across the world.

e |dentify recommendations to assist healthcare services to develop strategies to support

patients.

1.6  Study Design

A qualitative research methodology, constructivist grounded theory (CGT), was used to explore
patients’ experiences of acute deterioration and MET encounter. Influenced by symbolic
interactionism, CGT methodology is appropriate when there is little known about the area of
research and when the researcher aims to generate a theory with explanatory power (Birks & Mills,
2015). Grounded theory embraces the use of a vast array of data sources to understand how
research participants construct and define their reality through interactions (Charmaz, 2014). Glaser
(2002) states that ‘All is Data’, that is, everything that is learnt in the research setting about the
research topic serves as data. The choice of data collection methods for this study was guided by
the research questions and chosen methodology which are discussed in greater detail in chapters
three and four of this thesis. Participants in this study were hospital patients who had experienced
acute deterioration of their physiological condition leading to a MET encounter. Data were collected
through in-depth semi-structured, one-on-one interviews with 27 patients across a range of clinical

settings.

1.6.1 Data Analysis

Grounded theory (GT) is a rigorous method of conducting research in which conceptual
frameworks or theories are constructed through building inductive theoretical analysis from data
(Charmaz, 2014). Data analysis in GT “involves specific procedures which, when applied
appropriately and with vigilance will result in theory that is rigorous and well-grounded in the data”
(Lawrence & Tar, 2013, p. 32). For this study and keeping with the principles of GT, concurrent data
collection and analyses occurred along with constant comparative analyses and theoretical sampling
to ensure rigour (Charmaz, 2014). In accordance with Charmaz’s (2014) CGT approach, data were
analysed using initial, focused and theoretical coding. Memo writing is a crucial method in grounded
theory and was used throughout the research process to “keep the researcher involved in the
analysis and assist to increase the level of abstraction of their ideas” (Charmaz, 2014, p. 343). Once

theoretical categories reached saturation, the conceptual relationships between the categories were
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explored, and a substantive theory, Unravelling a complex experience: Contextualising patients’

experiences of acute deterioration and Medical Emergency Team (MET) encounter was constructed.

1.7 Significance of the study

This research is significant as the findings will be the first to generate a substantive theory
focusing on patients’ experiences of acute deterioration and MET encounter. Healthcare
professionals will be better placed to provide relevant, contextual and patient-specific care to those
experiencing acute deterioration as well as during and after the MET encounter. Over the last few
decades, there have been international concerns in relation to the recognition and management of
patient deterioration. This has resulted in a considerable body of evidence known as the “failure to
rescue’ literature (Cooper et al., 2016). However, the missing link appeared to be a lack of published
research into the actual meanings of experiences of the deteriorating patient and how these
experiences may impact the person’s everyday existence. This research gives context to the current
‘failure to rescue’ evidence by informing healthcare professionals and organisations about what it is
like to experience acute deterioration from the perspective of the patient, including patients’ needs,
how to meet those need and any long term impacts. The use of the emergent theory from this
research could also be extended to provide a richer understanding of the phenomenon to assist
future research such as, person-centred care throughout all phases of acute deterioration and the

interaction between MET’s and patients.

One method of data collected was implemented in this research to allow participants to
describe their experiences and assess their emotional processing following their MET encounters.
The data collection method was in-depth semi-structured, one-on-one interviews. The interviews
were used to encourage un-anticipated statements and stories to emerge, as well as allowing new
leads to be explored. This method provided a unique insight into the experiences of this group of
patients, the insights were richer, deep and meaningful. This research is significant as it gives
patients who have experienced a unique clinical event a voice; a voice to which health care services
and policy makers must listen. To have a positive impact, health care professionals must have a
better understanding of the complexities associated with acute deterioration and the problems that
patients face during and after their MET encounter. Acute deterioration is unique, extensive and
complex as well as being a difficult experience for those involved (ACSQHC, 2012; Chung et al.,

2020). The patient’s experience is essential in gaining this understanding (Hashem et al., 2016).
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1.8 Thesis Structure

This thesis consists of nine chapters. Chapter One has introduced the reader to the study
and outlined the research aim, research question, objectives and the context of the study. Chapter
Two presents a detailed and integrated background scoping literature review on patients’
experiences of acute deterioration. In Chapter Three, a discussion on the methodological basis and
its philosophical underpinning is provided. In Chapter Five, the study findings are presented. The
beginning of this chapter presents an overview of the findings expressed through a diagrammatic
expression of the findings, which give rise to the theory. Chapter Six presents a manuscript
discussing the constructed theory and the associated model. In Chapter Seven, contextual factors
that influenced patients’ experiences of acute deterioration and MET encounter are presented. An
overall discussion of the findings in the broader context is provided in Chapter Eight, as well as study
implications and recommendations for clinical practice, education and research. Study limitations
are also outlined in this chapter. Finally, in the concluding chapter, the study is summarised, and the

evaluation criteria used to evaluate the contrasted theory are discussed.

The published journal article included in the thesis has been through a blinded review
process prior to publication. Another journal article has been accepted with minor changes and the
remaining manuscript is currently under review. Readers may find some repeated ideas between
the manuscripts, which was necessary to provide adequate explanation and background to the
journal readers. In addition, following journal word limits, articles may appear lengthy and may vary
in citation style. According to Federation University guidelines, published articles are presented in

their submission or publication format.
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1.9 Summary of Chapter One

Chapter One has presented an introduction to the research study. The study background
and study origins were discussed. To set the context for the research, a discussion of relevant
terminology such as patient experience, acute deterioration and medical emergency team was
provided. My professional experience caring for a patient before, during and after a MET review
was described and linked to the impetus for this research. The research questions, aims, objectives
and significance of the research were explained. The next chapter further establishes the research
context by presenting a scoping literature review focusing on patients’ experiences of acute

deterioration and the psychological management.
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Chapter Two: Patients’ experiences of acute deterioration — A Review
of the Literature

2.1 Introduction

The previous chapter provided an overview and discussion of the study’s purpose and
context. Chapter Two provides an in-depth exploration of the context in which the study is
positioned. An initial review of the literature was undertaken to explore current knowledge and

identify gaps in the existing literature.

2.2 Chapter Content

There is much debate about the use of literature in the initial stages of a grounded theory
study (Birks & Mills, 2015). When using grounded theory, Glaser (1992) advocated for delaying the
literature review until after analysis is complete. Glaser (1992) argued that a preliminary literature
review will cause the researcher to impose existing theories or knowledge on the study processes or
outcomes (Birks & Mills, 2015). However, Glaser (1992) encouraged grounded theorists to engage
with the literature from the beginning but outside the topic area. In contrast, Charmaz (2006; 2014)
and many grounded theorists (Clarke, 2005; Bulmer, 1984; Corbin & Strauss, 2008; Dey, 1999;
Dunne, 2011; Laydner, 1998; Thornberg, 2011; Urquhart, 2007) have disputed this stance, and
instead suggest a preliminary literature review can enhance theoretical sensitivity and stimulate
relevant questioning. Urquhart (2007) argues that reviewing the literature when undertaking a
grounded theory study is an effective means of familiarising the researcher to concepts, although it
is imperative that grounded theorists use strategies to avoid imposing preconceived ideas and biases
onto the data. The strategies used throughout the research process, in the current study, are

detailed in the concluding chapter.

PAPER 1:

Chung, C., McKenna, L., Cooper, S.J. (2020). Patients’ experiences of acute deterioration: A scoping

review. International Journal of Nursing Studies, 101. https://doi.org/10.1016/].ijnurstu.2019.103404

The aims of this scoping review was to explore what is known about the experience of acute
deterioration from the perspective of the patient. International, peer-reviewed studies and grey

literature published between the years of 2000-2019 were considered.
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Instinue for Health and Care Excellence (MICE) developed qualiry
SLAnMEards o prioritse areas for qualiny improvement in health and
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understanding and hanesty (KICE, 2018},
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[ACSQHC, 2012) However, limie is known abour this experience
rom the patient's perspective.
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2. Method
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Z1. Search sTaregy
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using all idenified keywords and index erms acnoss all included
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were searched for additional studies.

The following darabases and search engine were searched:
CINAHL, Medline, Health SouTce, joanna Briges Instimure, PsycIMFO,
Embase via Ovid, Cochrane Nibrary, Ovid Emcare, Scopus and
Goagle Scholar. The search for unpublished studies was conducted
in the Tﬂl]l:l'l'l‘:il'.lg cources: for rheses and dessermarions: F']'I}QLIEE[
Disserarions and Theses, Exhos, DART Europe and Trove, For con-
ference papers: Conference Papers Index, Conference Procesdings
Citation Index. For guidelines: Guiseline.gov, MICE, CMA Infabase,
JEl Darabase of Systemaric Reviews and Implementation Repors.
For grey lireramure: OpenGrey Reposiory, Google and websites af
selemed OTEANZaTions WEre sXamined. The keywords and subject
headings wsed 10 search these darabases are listed in Table 1,

22 Smdy sAlemion process

The inclusion criveria for selectng amicles was esablished
[Tabe ). Smdies imvolving 3 subser of relevant study pamicipants
were considered Tor inclusion & results were speciiled for the
popularion of inmeres. We sought studies conducted workdwide
thar were published in English.,
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=
_E Records identified th rough Additional records identified
E database searching through other sources
= [n=249) [n= 5)
S T ¥
Records after duplicates removed
[n=239)

a0

j=

E 1r

b Records screened N Records excluded

(n=102) i [n=31)
1r
- Fulltext articles assessed Full-text articles excluded,
% for eligibility | — » with reasons
= [n=71) [n=48)
L 4
Studies incduded in review
[n= 23)
:
HB. L ldenoficamon and selection o smdies
Table I
Keywords and sobjen headings used during the search.
Search Terms

“paiem® perspeciiee*” OF “padent” superiences™ O “pagenr percaption=™ OR “paienc’ opinioer™ OF "patiem* aminsde* OR “patient view*™ AND "zome
dererioration” OR “dinical dererioracion™ OR *medical emergency t2am*™ OR “rapid respomse ieam = OR “rapid response symem:=,

"monsumer’ perspective” OR “commmmer” experience™ OF "monsumer’ perceprion™ OR “consumer’ opimion’™ OF “ronsumer” amiosde" OR “oonsumesr’ wisw ™
AND "acure deserioracion™ OF “dinkcal deverioraiion™ OR “medical emesgency ieam*™ OF “rapid response r=am~" O “rapid regponse syaem®™.

“per=on® perspeciibre*™ OR “person® experience=" OR “person® peroepion®™ OR “persom® opinion'™ O “person® acivede*™ OR “person® wiew=" AND “iome

deverioradon” OR “clinical deerioracion™ OF “*medical emergency peam™™ OF “rapid resposes geam™ OR “rapid response sygem”™.

Table 2
Incusiom and sdusion crirernia for seleosd anides

Exclusiom crimeria

« Mot peer-reviewed, primary research.

= Mot wrinen In English.
& Lineramure thar did not include empinical daia [leners, sdinsials, news e}

Indusiom criteria

w Peerrewisaed, primary ressanch

= Published in English.
« Foomsing om patiems” {popel aion) sperisces of Jome physiclogical

dererioranon [Comcep) in che hospinal seming | oome )
& Fublished berwesn Jammary 2000 nd Decemier 2078
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Inirially, the RS JUrhor screened teles and abstracts for possi-
ble eligibiliy. To increase reliability, this process was carried our in
collabaration with the reseanch ream (CC, LM & 5.C). All aurhors
independently =meened a random seledion of 25 mves and ab-
SITACT, My VATLANCES WeTe discussed and a CONSEnsus was reached.
Afer reaching consensus, author C.C conginued the ritle- absrracrs
SCTEEMEng Prooess. ORCe e SCreening Process was complete, eligi-
ble reconds were obrained as Tull recrs. B full vexes was onav ailabie
via online acoess, the amsclejs were requested via imer-Ebrary laan
service. The research team assessed the eligibiliy of a random
sedemion of 20 amicles and once Tall agreement occurmed, the
first aurhor continued wirh Mill-oecr assessment. The final Kst of
inCluded amicles was evaliared and veriflied iy the research ream.

23 Darg chaming, irem exmacnon ad symohesis

A dara charting form, adapred from JB1 Methodolegy Tor Scop-
ing Reviews [The [oanna Briggs Institure, 2015), was used 1o record
dara exrracied from included armscles. To AnsWer the scoping re-
view question, the authors considered what particular dara should
be exrracted. Afrer much consideration and comsultation berween
dl aurhors, the lead auhor exracred the lollowing data from
each amicle: sty design and purpase, COUNCTY of orEgin, sampke
methed, main findings and mitarions, A quality score was given
0 gach aricke once e quakiny appraisal prooess wis complere.
To ensure rigour and suthenticity, the rwo other authors reviewed
thie exrramed data before all authors undemaook a final check

Indumive themaric analysis was used across the studies o
wlentily key emerging themes [Braun and Cohen, 20123 The
findings from each of the papers were reviewed and compared
until preliminary themes were identifled [Vaismaradi et al, 2013).
The preliminary themes were discussed amongst all aurhiors as
the dara exrracteon and themaric synthesis evolved; the themaric
synrhesis was then updared and alvered between various drafis of
the review.

24 (utiry appraisal

While rirical appraisal 5 N 3 COMpUlSITY MEasure i Perers
er al. [2015) scoping review framework, Erien er al, (2010) stae
thar the lack of quality assessment makes results of 3 SCOping re-
view moTe challenging to interprer. Grant and Booth [2009) imply
the lack of quality JSsessment limits the uprake of Scoping sty
findings into palicy and practice. Therefore, the primary research
amiches were crirically appraised using the Critical Appraisal Skills
Programme {CASF) criteria Tor evaluating quakitative [(CASE, 2018a)
and quantirative (CASF, 2018h) Tesearch. This iNSITUMENE COMSISTS
of 10 questions W assess quality of qualitative soudies and 12
QUESTIDNS 10T qUANCEITVE STudies. T CAnnor appriise mixed merh-
o5 studies. Therelore, the Mixed Methods Apprasal Tool [MMAT)
developed by Pluye et al (2011) and revised by Hong er al
[2018) was used m evaluare the mixed methods smedy. In addition,
the CASP is NOU ApPropriate o appraise observarsonal studies,
therefore, the REporong of sudies Conduged using Ofsenvmiono
Rourinely-colleaed health daa (RECORD) checklist {Benchimol et al,,
2015}, endorsed by the Equator NenworTk was used o apprase the
quanTicative observarional study (Driadzko e al, 2007 ) included in

3. Resulns
31 Lireranire search
Across the ten darabases, a toeal of 249 absracts were sourced.

Five addirtional records were identified through grey Hreramure.
Follrwing removal of duplicaves, 231 records remained. Titkes were

scTeened 107 redevance, leaving 102 for further Teview. OF these,
71 were considered I:Ii.'l'EL'[!.l mlared o the reseanch q_I'.IE'FIIi.IJI:IS and
Tull rexrs were reviewed A fumher 48 werne remowved ar this Fl'D:iI:II:
following application of inclusion criveria, leaving 23 papers Tor
e fnal review (Fg. 1)

3.2 Amide mjfonmoion

Table 3 Flm'l'i.l:h'ﬁ 4 summary of The inCluded studies. OF the
I3 sudies included N THE Teview, TENSIEEn WeTe qualirarive
[.HIJ.II'HS{IH er al, 20kd; .I’|.||I‘I'i et al, 22, Cmx er al, H9;
Cypress, 2011, 2015; Engstrom et al, 2013; Guinane et al., 2018;
_'|{I|'II15I:I1 er al, 2006; Karsson et al, 2012; Kean et al, 2006; Lol
ex al, 2006; Lol er al, 2008; Mylen er al., 2015; Olsen er al,
2017; Fﬂ'].![l'l.ll'l.l!SDEll:llJ amnd Pariraks, 2003; Rosa er al, 2017;
samuelson, 2011; Tembo et al, 012; Wang er al, 200E), hree
WEeTE ql.l.'ll:l[i.l:.!h"l'l? omidees {DIi.lﬂIl:D Br al, 20017, Sukantarar er al.,
2007; Fereriund e al, 2012) and one used mixed merhodology
{HolTwuis er al., 2D08),

Of the qualitative studies, all used individual interviews
gather information. The methods of the quantitative studies in-
vaved mrsrimmaims conducred ar thrae and =i months leﬁF]CLI
fiSChArge (SUKANTarar et al, 2007) and six m 16 Months afrer
the mauma ocourred with a Mve-year follow-up qUESTIONNAITe
{Zereriund er al, 3012}, The methods used in the mixed methods
Ilﬂ}l were individual inverviews and q_UE'i[i.DI:II:I.E.i.'I'E’S\.

Included smdies originated ITOMm Varsids COUNTTes, with seven
underaken in Sweden, four in Ausmalia and USA, two in MNor-
Way and the UK, and one each in China, GTeece, Italy and The
Merherlands. The majorsty (200 were fTom nursing, with one ach
from medicine, psychiary and psychalogy. All smdies refermed
to, o invalved, patients cared for in 3 critical care umit (CCUY o
intensive care (ICLY), except Guinane er al (2018) and Rosa ex al,
(2077 who studied general ward parsens.

3.3 Merhodologicol quality approisal

All of The armicles were included in the quakity appraisal. Tabe
3 EBENTfes e PropoThon of satisfed CriteTia met (%) for each
amicle included in this review. Seven qualicative studses (Alpers
er al, 20012; Cypress, 2011; Johnson e al, 2006; Karlsson er al,
2012; Osen er al, 2017, Tembo er al., 2012; Wang et al., HR0E)
Tulfilled all CASF criveria. Whereas, 10 smudies [Adamson et al,
200; Cox er al, 2009; Engstrom et al., 2013; Guinane e al., 2018;
Kean er al., 2006 Lol et al, 2008; Lot ex al, 2006; Mylen et al.,
2016; Rosa er al., 2017; Samuetson, 3011) met all bur one Crreria:
odequaely describe the relarionship benween the researchers. The
remaining studies (n-2) did not mest o o the CASP criteria:
odequmely desaibe the reledonship benwesn the researchers and
rigorous darg analysis or ethical issues raken Mmoo consideranion. The
guantirative sudies (Sukamarar er al, 2007; Zemeriund er al,
2012} appraised using the CASP criteria mer all bur one criteria;
om e resules be applisd m rhe local populmion? The Quantiiative
observational smudy [Driadzko er al, 20017) appraised using the
RECORD checklist met all bur cheee criteria; porenoiel source of bigs
idensified the exrenr imestigarors hod access oo the donohase popu-
lerion used [0 ge@e the sudy papulenon and fmding smirce. The
mixed methods study (Hofhuis et al., 2008) met all of the MMAT
Titeria bur ome: 5 the inegronon of gualimnve and guaninanve
dara relevanr 1o eddress the resedrch guesnion.

34 Nammive summary of themes

Conceprs reflecting the experiences of acure deTersoration from
the perspective of the paent were dustersd inmo the folkowing
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Papers expioring perients’ experiences of JCule deteriomrion

Aucher, Year Couniry [De<ign and Parposs Sample Method Findingz Limicagions Proportion of sacsfled
rineria mer (X}
CASH MMAT) RECDRD
Adamson eral.  Ammralia Qualitamee 5 ICU) pariemts (4 male Semi-structured imdrvidual Thres themes: Single cenre scudy. O0% [CASF)
(2004} To examine pamicipans’ amd 2 female). limnerwiews ar & monchs 1. Recollecions
memories of inenshe cane post-haspical discharge. 2. Reactions
and hospialisacion a1 & Concurrent data anabysis unl 3. Comfertjdiscomfor:
mantks pos-discharge and dara sawraton.
o splore the impact of the
criscal iliness experience on
heir Tecovery.
Alpers [2012) Noraay Qualitarve: exploramry and 6 10U paviems (3 men  Open-ended imdividual inerviews  Four themes: Single cenmre scudy. 100 [CASP)
descripuive design and 3 women). 36 momths post hospital 1. T hawe smppom of mexs of kin - Differences in wariabie Le.,
To expiore whar faonrs discharge. 2 T wish 1 go on Bving LOS, Miagmesis, sedarion
conmibuce 10 lsmer sorength Hermenemic agproach 1 daa 3 To be seen mot considered.
in crivically il padencs cared analysis. 4. Sigms of progress
107 In an INiENsheE cane .
Com e al (2000)  USA Cualiatee I3 acuce respirarery Semi-souciuned individual Five slememis of sxperience 25 Only 5% of rameoripes OO [ TASF)
To characerise the effecs of  disiess yndmme mmervisws 3-0 meachs post 10U swrekvors: coded by mors an cne
criscal iliness in the daily SUrvivors from admissian. 1. Pervasive memaories of cricical TEviSWEr.
Ives and famcrioning of medscal and surgical Colaizi's qualiEnive methodology.  care.
SCUIE respiraInry draress 1L 2 Day-10-day Impars of new
SYNAMCME SUrvOrs disabilivy.
3. Cridical lliness defining. sense of
£ A
4. Relaciomeship sorain and change.
5 Aility to cope with disabiliry.
Cypress [2011) sa Qualicive - Phenomenniogy In-depeh, open-ended individual  Fve COMmon chemes: Differences in wariable Le,  100% [CASP)
and lmnerw iews while in bospial and 1. Family a5 a unic age, gender, severity of
Meneas Fongy™s svistentials then 4 days later. 2. Phaysical carejromfon iliness, LOS and
of corpareality, wEmporaliy, Van Maner's wholistic, selertive 3. Pysiclogscal care diagnmsss nor
relationality and sparialiy. and derailed line-by-line 4 suppant comsidersd.
To describe and ondersiand approach. 5 Transformarion Time frame for the
the Mwed Incensive care unic Une specific theme: Imerviews differed
experience of morses, 1. Uncenzingy Eeraeen participancs.
patiess and Gamily
members during oricical
lllness.
Cypress [2015]  USA Qualitarve - Fhenomenpiogy 5 10 patiems. In-defrh, open-ended mdividual  [a) Pasenrst 3 “wake-up call’,  Differsnces in waniabie e, BOW [CASF)
To explore and describe the lmerelews i hospial and then “the longest dags of oy Mife” age, gender, severity of
cancept of mansormanen Somr days laer. and “thaniful m Be alhve"; iliness, LOS and
amomg parsents, e Van Manen's wheliic, selecive diagnosEs not
Tamilies, and merses during and detailed line-by-line comsidersd.
cricscal [liness in the appreach Time frame for the
inpenshre care unic (B, Imerviews differed
Eeraeen participancs.
(Comriered on mew page}
=
Table 3 [Comsrmed).
Auther, Year Counry [Design and Parpass sample Method Andings Limicariens Proportion of sansfied
‘Titeria mer (%)
{CASF MMAT] RECTETH
Diatrks e al.  WSA Quantizrive 7 ICU patiem were  Surwcrured individmal imerviews  Farients reporisd 3 high kel of  Small sample soe, single  91% (RECORD)
(2017) To evaluace the burden of imrined ro parsapare condmoed within 72h past ICU peychological disiress. cenare sudy and lack of
papchological mramma (m=50) discharge using; T0% patienss experienced fearof  culveral diversity limits
percatvad by mechamically ~ 100 poim verhal andlogue scale.  death, 3BT had addiional oher  generalisabilig of
wentilated patienss in the - Imensive care peychological fears, 48% had hallucinarions. #indings. a
IEL and cheir families. assessment mol {IFAT) score  Concerns Incladed imabiliy o Amhors suggest an o
\demify the facmrs el m communicae, emmomentl s ploraiony siudy on an g
exacerbane or mivigae Harors, procederes and mmarure body of =
ramma in onder to begin m mearzing, and being mubared.  knowbedge is 3 =
Inform cur Endersanding of Emonenal suppart of Mmiren. 5
this phencmenan. family)imiend|saffjclergy, and Mgy have Incoduced 3 H
plrysical therapywalking were  recall bias due H
[perreived m be Emportant [PALENIS rECrospeCIwEly El
mitgaring facmrs. ratng their sress lavel &
Chmicians’ acuens har wers: prier 1m U -
perceived m be wery ricn. 5
comarucive including Strucrured imenciea may k]
reassurance, explanasions and  Mmic the pariens’ F
plrysical much. ra— §
Engurom ezl Swedem Qualiatee = mechnically ‘Semisorucrured mmdvidual Two themes smerged with seren  Single cenme srudy. T (CASP) z
(2013} To describe the inpenshve re  venmlited pavients  imerviess S months Jer camegomies: g
unic experience of peaple fromm ICLL cessation of mechanical 1. Bzing deliversd inmo the hands a
undergoing meckanical wesmilarion. of ommers 'f!'
wenolarion Qualitatie coment analysis. - Fesling vulnerabie and £
dependant a
- SITUENSg W be bl 1m E
eommunicae. g
- Feeling sale with the stafl. a
- Being cared for in an unknows 4
envimnment. £
2 Than the unlikely was ralizy. 13
~ ThUI refaives weTe there and H
were taken care of. —
~ Thar memories and perception 2
of mme vared. =
- Apprecianing the diary and 2
niliow - wisiL g
Guinane et al. Ammralia Qualitave: exploratey 33 bospitad patients  Purposive sampling. Three ihemes: Nursing S, medical saf 9% [CASF)
(2018} descripaive design 17 privare and 16 Semi-srcoered Ineerviews. 1. Pasiens knowiedge of their body  or members of the MET
To empiore ihe repomed Public] that required  Oroerred once the patient had . Communicagen neam within the smty

from patients  MET Inervention.
who had a period of dlinical Dorurred ar ome (1)
deterioraon and received 3 privaie and ome
medical Emergency Team public {1 hospisal
[MET) review

signiflcant time 10 pecover from 3. Climiclan's crest and

MET review.
The framewcrk meshod moed

anahyse dara

expertarions.

seming were no
imterdewed

[Comsmmed o me pape)
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Tabie 3 [Comsimed)

Aurher, Year Couniry Design and Parpose Sample Mezhod Fndings Limizations Proportion of saisfled
rineria mer (X}
(AT MMAT) RECDRI
HofMuis o1 2l The Mined Merhods Fhase 1 jqual)- 11 Fhase 1 - semd soructuned Fhase 1 - Support was ceniral 02 Single Cenoe study. 92T [MMAT)
(2008} Nemeriands  To ewaluate the percepuons of  ICU patents mdrvidual focused Incersiews. the thres smeTZing catsgories:  Small sample size limis
paiems reganding marsing  Phase 2 (qeant) - Daia amatyses - 2 level working 1. Prowiding the s=riously ill gemeralizabiliy of
care i the KL 100 IC1 pariess method. paient with informarion and #indings. n
To expiore pariems’ imvined 1o participane Fhase I - sell-reporced nazion 100 parkenes rermrned o
perceptions and experiences  (m =50 questionnaine. 2. Flacing the parkent in 3 cenral  the selfreporied g
of I sy Dai amatyses - Crombach’s pesizion quesHonnaine. -
cosflicient 3. Personal approach by the nurse. Timing of intsrviews: z
Phase 2 - experienced sieeping cocurred In hospial &
disorders, relaved m nolse. Farienr’s perceprion 3
hological probdems post IOU magbe influenced by 8
=y mcluded fear, mabilivy i their current healts E
comcentrate, omplams of sams a
P and naken -
In both phases the arimde of rerospecthvely, nou B
=il (nursing and dooors) W while i 0L R
sgnificanc Lack of gelirium 5
asseszmEnL. 5‘
Johnson et al Amaralia Qualiarve - Dnmlogizal 9 parienrs (6 men and  Lssarucoared in-depah msdidual - Four themes: Single centre scudy. 10O (CASF) =
[ 2005) phencmenniogy 3female] admied  imenviows Sweele- Jmoncs 1. Being thrrws inm the 5
To describe and imerpres the 1o 2 crinical cane snk post hospial discharge. mmevergday world =2
meaning for pavients of {oa. Themaric anakysis by van Manen. 2. Exizing in an unsvergiay word E
beang o long-erm 3. Reclamming the everyday workd
mechanical wesilation i 4. Reframing the oxperience. :
[=all
Karizsen ex al Sweden Cualiae - 12 {3 men and 9 Semib-stuctured individual Five themes after 15t srucreral — Single cenoe study. 0T (CASF) g
(2013} phencmenniogical- female) ICU pariemsss  imerriews post discharge from  anaiysis; Consent conducted by F3
hermenemic K 1. Being dependem on mechanical  mwrong s and P
To Mminacs the Ived D surgreE. pamEnms may have e e
experience of patens who method. 2. Being foreed m smbmit 10 the  obliged m participare. i
were conscous durin, will of oubers Durarion of imerdess - =
mechanical wesilation in an 3. Having to submic w cther question i short -
Inpenshee care unit (10U peopie’s willingness m inuerviews neveal Tich E
mmdersiand nan-versal mEaning. =
communication =1
4 Being our of concral g
5. Having to endure
Three chemes afver 2nd Srucoeral
anaysis;
1. Experiencing & sense of conirol
2. Being viewed a5 2 pamicigant
and ion
. ¥earning for independence.
[Comrat o mew pape)
-
=
Tabile 3 [Comsrmed)
Auhor, Year Coumry Design and Parposs Sample Meshod FAndings Lmiens Proporon of sausfed
rineria met (X}
CASF MMAT) RECTRD
Kean er 2l (3016) UK Longimdinad qualicative decign 17 general medical ot Semisomcruned individual Sawving crivical Miness goes Single climical area (ICU} OO [CASF)
To theerise Inpenshee care surgical KU parienes.  merviews. Eeyend rECOVETY: SUrdving
unics sureForship GfeT 3 Two diSHnG gOups:  merviews conducisd arfour ime  mEans ‘moving on' o ife post
erivical iliness. 1. Acupe crivically il poines: critical llimess and Incorporaes n
patiems; 1. before discharge from Bespical 3 Tedefinizion of =i o o
2 Chrenically 1l 2. Four-six weeks post discharge  imcorperanes any lingering ]
persons experiencing 5. Sk months and Imemshve care unix legacies and =
am evacerbacion 4.12 menths post discharge. Eeing In comrol of one’s lile z
requiring 101 Conspuciviss Grommded Theory.  again. 5
reamment. 3
Lof ex 3l (2006)  Sweden Qualicee 95 males and 3 ‘Semi-soructured individual Farients reported mmmeal Single cenme srudy. O [CASF) H
To describe crieally i1 and females) 11 EErTiews a1 3 montks and 12 enperiences, memory comfusion 8
wentlamor reaied patiests'  patiests pamicipaed  momshs post 0 discharge. andjer disurbances befone an
recollections of both facwal — in the ineerviews Qualliative coment analysis. admimance m the ICU and -
evems and mmreal conducesd at 3 Eesfre sheir respiracer E
a3 and 12 montis. reament. k]
maontks following discharge 8 10U parients Paiems' recollaction of barh E
from 0L parscipased in the factual evems and unreal 5‘
Incerviews ar 12 show lnte wasiadon H
monis (1 person berween 3 and 12 months. Their 5
s} wreal experiences tould sull be A
refared and recalisd afver 12 g
momths. This suggests thar the
suability of keng-IErm memoy ;
afuer 12 momhs shows thar the =
recollection of their experiences g
B Bem both sraumaic and Ei
emanienally charged. o
Lof ex al (200B)  Sweden Cualiatee 2 10 panients Semi-strucrured individual “The memories of emoten Single cenoe study. BT [CASF) E
To describe ICU patissas’ recall  parcipased inahe  Smerviess ar 3 monds and 12 the mapeoney of criccal @ness i
of their emotional reactions,  incerviews momths post ICL discharge. were cxsenshee, detailed and 3
fromfalling criically @l 0 conduceed a3 Qualivative comment analysis. smag, and thar unpleasan -
hospical discharge; this 3r3  monie emauens wens deary siable 2
and 12 montes following 8 ICU parients over ime. =
discharge from ICLL participased in the Ja 12 momehs 25 compared with 3 =1
Inceryisss ar 12 ‘miomihs, the snplezInt ;
monis {1 persom emariens wers bess imems and
died ad less prominess; 10 cane

wias mare greaty assoclaed
with a semse of securiy, and
greaier recall of caring docrors
and mmrses 25 well 35 neax of
in.

(Comsied o mewe pagr)
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Table  [Comsimed ).

Author, fear Couniry Design and Parpase Sample Meshod Andings Limirasons Proporton of sansfied
craeria mes (%]
CASE MMAT) RECDRI
Mylen e al. (2016) Sweden Qualiative - Inerpretie 11 (4 men and 7 Semb-structured individual Three themes: Single cenme scudy. 0% (CASF)
phencmenology women) ICL imerviews. Conducred beoween 1. To feel safe in an sfamilar  Quality of inerdews
To englore the lved patiens. mwo-14 monchs post discharge.  shuarion comid hawe been affeced
experience of comscioes Phesomenalogical approach o 2. To sxperience surains and by imeniewer's n
patiesss in nesmlogical dara analysis - the mirations inexperience. E‘
in=nshve care. Siewick- Colaizzh- Keens method 3. To be confirmed @5 2 buman  Those thar declined 1 -
modified by Moustakas. being. participare could hare =
Had 3 megariee z
experience and theretore &
the soady comM lack i
ocher dimensions. H
Olsen ez al. (2017} Horway Qualiarive - exploratoey 34 10U pasients Semb-strucrured individual Towo themes: Single cenme scudy. 100 (CASF} =
d imerviews conduced post IO 1. Being on an unreal, sange Three 10U mrses b
To ivesTigae how adui dtscharge and three monihs jpumey ConduCIEd Inperviews 7
patiems enperience their after discharge from the 2 Balancing berween who |was  which may influence the ]
ine=nshve care stay, their hospiral. and wha 1 am. dara with differing 3
recovery period, and te Quatinarive comient analysis. niErview styles. [T may ¥
usEfuIness of an informarion als imfimence the 3
[patienr’s respomse 25 the s
mmrse may care for or Ef
Iawe cared for the =
patienc ]
Fapathanassoglon  Greeee Qualiative - Inerprethoe & (3 men and fhe Semb-structured individual Four themes: Single cenme scudy. BIE (CASF) E
& Panirakl. phiescmenaiogical design women) I1CL imerviews wng open-ended 1. Transformaion of percepuion &,
(2003) stemming from patiens. QUESHONS CORGBCIE] OWET 3 WD and of the Mved-body, time and F
hermenemics year period. space g
To exngiore the ived Phiesomenalogical anafysis and % Alomeness &
Experience of indridual ithe henmeneical cycle of 3. Dearh-rebinn g
wilh 2 past hospiralisazion imerpresion. 4 Transformarion of e, §
in an imemsive care unic, 2
with 2 focus on dreams. =
Rosa e al (2017)  haly Qualiaive - & descripehe 12 bospial pariess  In-deqoh ndwidual inerviews  Four themes: Single cenme scudy. D% [CASF) B
phencmenalogical sy with a recen over nine months. 1.A semse of Inss and frustration i mot enguire abow che =
To engiore the sperience of  admiton of acure  COLAECS desCHpOve anaysis 2 Hopelessness panents’ prior =
patiems affected by chonic  exacerbarion of framewor. 3. Uncenaingy abour te fursre knowledge beld about g
ohEruCTe pulmanany COPD who bas been care their prognosis. E
disease foliowing sabilised and 4 The burden they may become
hospitalisation due w an preparing for om their family.
acie exacerbation event. discharge. The patiess appeared siressed
and anmiows 3 3 result of the
anuee event ey had
experienced.
[ e o mew pape)
=
=
Table 3 [Comsiaced).
Author, ear Couniry Design and Parpase Sample Meshod Andings Umirarions Proporion of sasfied
crmeria mes (X}
CASEMMAT] RECDRIF
Samuetsom (2011)  Sweden Qualitarive - descripaive 250 K parienrs. Individeal imerviens wing e Ten caegories emerged, Limitarions in das Q0% (CASF)
[ open-ended quescions, comrasting with each other [five  handling processes due
To describe unpheasane and 3-4 days afuer B0 discharge. from pleasant and e from 10 large amount of data
pleasam memaries of the Cualitative comienn analysis. i) and analysed.
ICLI szag in adulc 2. Piysical desiress and relisf of  Wervisws weTe nof audio
mechanically wenrilaed pivgsical disoress 1aped or tEnsoribed
patients. 3. Emaovional distress and werbatim resulting in n
emoricnal well bemg fragmencation of the ?
4, Percepusal distress and daKa and risk of Joss of -
[perceprual wedl-being meaning. =
% Emironmental disoess and Fossible defecthe =
emamnmental discomfort memories due o the =
& Siress-inducing care and care mtEreiEws wiing place ]
Dervice. shorrly e 10U B
i S
Memories limited 1 ICU b
=y, thersfore other 5
petencially raumaiic 3
SFENIs ocrurring before -
oF afuer Were not E
comsidersd. E]
Sukangrareral WK Quantiactee 518 1Y parients Questionnaires 2 3 them O monte Srong memal corrsarions small sample sze. 2% [CASF) s
(2007) To measare levels of amiey,  imvned post ICLI discharge. berween: - Amiery and Self-repomed ]
depression and pamicipase =51} - The Eurolol ‘thermomeser’ and sion; questicanaires do moc =
[pOISE- CTIUMALC Tress amang thee Sherr Form 36 [SF-35) ~ Intrusion and avoidance; diagnose PTSD, a formal E
suniwors of 3 ericicad (liness questionnaire. - Eode Bmiation dee to physical — peychiamic inerview is a
and 1o relare these - Hiospital Amiery and Depression  problem, social funcicning, requined. =
symproms w0 general health Scale. energyritaling and paim; F
paramesers. - Impact of Events Scale: - Age and 105 im ICLL d
4 3 and 9 months post 1L -
discharge 24% of patients a
lifed 2% 2 ‘case; of anxiery” E
Depression and avoidance wis =
igher on each occasion. Foor of =
the SF-36 domains improved H
with time. Mo significant g
difference in physical sympom =
scores. Smmng cormelation g
berwesn the plrycical and E
peychological parsmeters a
each fme pom.
Tembo et al. Memralia Qualitaive - Fhenomenology 12 1L paxients. In-degeh face-io-Gce incerviews  Overarching theme of ‘belng in - Single cenoe study. 00 (CASF)
(2012 To exgiore the experience o were conducied ar rwo weeks  lmibo’ mnder which thres majr

criscally @ patiests m ICU
and beyond.

afcer WU discharge and ar six o
leven monis laer

Themaric anakysis as per van
Manen’s six dynamic inerplay
arivicies:

themes of
1. Disruption
2. Imprisonmest
3. Being trapped

[Comummed v Rew pape}
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Tabile 3 [Comsimeed ).

Aurhor, ‘fear Counry Design and Parpase Sample Method Andings Limirarions Pmportion of saisfied
rieria met (X}
CASFMMAT] RECDRTD
wWang et al. [2008) China Qualiaive - Phenomenology 11 10U patiems. In-deprh indiidual iInersiews Fie murmally snclusiee themes  Single cenme study. 100% [CASF)
To enderaand patiess’ condmaed pest 10U discharge. eme! - Rerrospectine and relied
Inpenshee care o peTience Ciorgi's four-scep analyric method. 1. Being in an mnooarentional on parscipancs’
while receiving mechanicl emimnment recollection af their
wenulation in memsive care 1 Physical suffering Urwed experience afver
unies. 3 al suffering the event.
4. Self-encouragement Substantal numier of
5 Self-refection parienI chose not 1o
Faient’s experiences while jparticipace and this
receiving mechamical wemtilaton  could hawe inroduced
i che IO wias poignane and bias.
drightening.
Sweden 30 adulr ramma Quesrionmaire dimribueEd 618 Farienrs memaTies wWere srabie Small sample sxe. 02T [CASP)

Fereriund & al

(2012

Quanucive

To diescribe mechanically
wenmlaed 1rEUma patients
ower time regarding their
memaoies, prpcholegical
recovery and healih nelaed
qualiny of Bz (HRJoL)

fram U

were lmviced
m=41)

moaths aeer the ramma and
3gain v 5 years. post.

- Social serdng

- Imenshe Care Unic Memozy
[ICLIM) ool

- Hospical Anmiery amd Depression
[HAD) scale

- Miedical Durcome Shert Form
Health Survey (SF 36).

Sraristical Package for the Social
Service [SPSS) wersion 160 for
Mficrosolt 'Wind raes

Hon-paramerric s and
dESITIPIVE SIISTICS.

Wilomon sign ranks cest

MicNemar's e

Sraristcal significnos defined ax
prwalue < QU5

Oer me.

The fesling of panic or aaieny
afuer the seay in WU increased
significandy afer 4 years.

ITE remembered pain ome yr.
aler the rauma and 46% fve
Jears. thereaiier.

14 of parienrs experienced clear
TyMptoms of amery and
depression one year. afver he
FELma.

The pingsical and smocional role
Huncrioes, had significandy
improved Sve years afier the
Arauma.

Mot all paciens reurned
the quesionmaires ar 5
years.
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Smmmary of the key Isspes emerging from che seven themes.

Key e

Specific aspects

Soues

Sample quotations

Transformacion of peroeprion:

memeries of fEomal seents

Prychodogical oramsio rmacica:
emaicnal discress and
well-being

Physislogical ramsiormarion:
physical discress

Facing dearh.

The sewericy of arure
dewerioraton: from che
perspeaive of te padenc

Relaiomship with heahh care
prafessionals and the
‘dinical environmem

The walue of relasionships

Inaiilicy 1> distinguish realivy

Emeciomal anguish: anger, fear,

loss, fruscranion, hopelessness,

anidance, apprehension,

prweriess, loneliness) odaion,

guilt, ariery and depression

Fain and discomdsmn

Life chremening ex perience

Inner srengrh and the will oo lwe

Sewerity of illness and knowledge

of owm bady

Healthcare professionals: SUpporL,

CEs, SJfEry and &% peOmETons

Parieni-chimician communicaton

and informarion sharing

Umdamiliar e rommenc

Advanced rechnology

Family smpport

Adamson er 2l (2004]; Cox et al (20067,
Orladrks ot al (2017} Engserem e al
(2013 Hofhui et al (2002 johnson et al.
(20067 Kean ex al (2016); Lol ex al (2006);
Cisen £ al (2017} Papathamassogiow =r al
(2003Y Samuelson [2011); Temba er al
(2012 Wang er al. [2008]; Temeriund e al.
(202

Adamson ex 2l (Z004]; Cox et al (20067,
Cypress (3011} Deladrko e al. (2017
Kean et 2l (2005); Lof = 2l (2005)
Papaihamassoglow e al (2003 Rosa e al
(HNTE Samuelson (3011 Sukancarar e al.
(07 Wang e al. [20087; Teweriund ec al.
(2012)

Adamson e 3l (Z004); Cypress (30117
Dziadzks et al (2017} Karsson =o al
(3012 Ll e al. (06 Samuelson (30115
Wang €1 al. (I008)

Oeiarkn o al (2017, Lof e al (2006];
Papahanassopiou ot al (2003} Samuelson
[kl 4

Alpers et al (2013} Cypress {301 1]; Oypress
(3015 Wang e al [2008)

Adamson =1 2l (Z004]; Cuimane & al. (201
Johnsom et al. [3006T, Lod e al. (20067,
Mylen e al (2016} Disen ec al (2017}
Papahanassoplou ot al (2003)

Alpers et al (2012 Engsorom er al (20135
Cuimane e al. [(2018Y; Hofhui e al. (J00E)
Lof e al (2006) Mylen 2o al (2015 Oleen
B al (2017 ¢ Samueison (2001 ¢ Wang er al
(2008 Feneriund et al. (20012)

O iarkn e al. (2017, Engsrom et al
(2013% Guinane e al. [201F); Halmi e al
(0BT johnson e al. (20067, Karlsson er al
(2012 Misak {205 p0ksen et al (2017}
Temefund et al (2002)

Iriadeko e al. (217 L Engemem &1 al (200 5]
Hofhuil et al. (2008]; Mylen &t ol [2015);
Samueleon (20017 Wang en al. [3008)

O iarkn o al (2017]; jshnson =r al (2005}
Kariszon er al (2012 Lol e al (200:);
Samuetzon (2001% ‘Wang er al. (2008)

Adamson e al (Z004); Alpers &t al (20012}
Com er al (3009 Cypress (30117, Deiladekn
et al (7L Mylen et al (2006 Olsen

£t al (M7 Rosa e al (20T7); Wang er al
{200}

Iwas m oeaher wield | was seeing fooes omd |
Was sl g 1 shem. Amd fiere Were STampe
rAmps. | would S TRor Ao & e ol
e - sbsobuely | Adamson e al, 20047

p351)

1 roedd ear ehem coliing aboar M - bar | weer
obave, lie secpemded ® spoce.
[Papachanazwogiou e al., 2003 pE)

Them £ por worse ond worse | monaged (o pes
o ghe local healsh core cemaene alshowph | was
pasping for beeash...[Laf et al, 2006; p15T)

Iwas stbrg o | o wery pescefl - o e
SEME (e O pary of M wer SRk G 5
densy, | om dymg. | wos soying grad-tye
my own wip |Faparhanzseogion eral,
2003; pI7)

I par hetp_ she o e | por proper help when
I v Jor air__J sarviees
[Samuesison, Z0011; pTE)

Whne wes & S pove me srenghd b s o wil
o bve ki my Meecbomd o my cvildren o
promdoildes. [Alpen e al, 2002; pl54)

| dig mor reshse how oroal my comdESIT WOs;
1 have @ hard ome comprsisding AvRE
berm an 0 wenvibmerr flar 20 dayx. [(Olsen
&1 al, 2017; pEI)

Thie clever amd COMperenr
s, wonderfnl . sibey commer habed S

RESy..wEhom sem Pd fome mary
[Samusison, X011; p83)

Thire Was 0 Rerne wiso Rt sy Admd, o 6o
sit an my bed omd vhe sl el | fio mare
retgmes oguin. Novw, | feel i helped me vy
mush ol sven mow | sl kmow wio s
raorse was, | was sy diew, grsh | wish
T RESE WD Wil Shere Sie neer miphe ol
ke some. | g | woshd fowe bod o for
Bemer might. (Hofhul er al., 2008; p 30}

b waw's sl & few doys heer i gvis room |
henrd shoe “MET ool oud hoaghs whae is
rioe T Amd boaked & (om che eermer | od
rioerghe 0 hoe Aoppered o med [Coinane
eral, 3018; p7)

W shey [irs par shae Fespimor o me |
sy | was pamg o die shere ond
them.. {jchnson er al, 2006; p.556)

-~y family memies pree me Comroge (o
persim_ 1 muph e gieem g wish o Sheir
Bantmp. [(Wang et al, 2008; p1ET)

seven themes: (1) rranslormarion of peTCEpLion; memories of Tac-
mal events; (1) psychobogical mransiormarion; emorsonal dismess
and well-being; (3] physisiogical ransformarson: physical distress;
[4) facing death; (5) the severity of acure deTersoration: from
the perspective of the patent; {6) Telatonship with healthcare
professionals and the chinical envinonment; and (7) the valoe of
relarsonships: the sapport of Tamily and friends. Table 4 presents a
summary of the key issues emerging from the seven themes.

341, Trmgommenon of perceprion; memories of fooual evenrs

A key and prominent theme arising from the literamre re-
viewed was percepnul distress. Transformartion of peTceprion de-
scribes the person’s inability 1o distinguish realiy from unreal
@ persences such as delusions, hallucinarions and dreams [Cutler
er al, 2013} Some smdies aimed specifically 1o explore this com-
ponemt of the person's experience (DZiadzko or al, 2017; Lof et al,
2005; Fapathanassoglow and Faviraki, 2003; Samuelson, 2011;
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Tembo et al., 201Z; Zemerund e al., 2012}, whereas, in other soud-
25 il emMeTEed a5 3 meaningiul theme Irom the person’s mverall ex-
perience (Adamson et al, 2004; Cox er al, 20:09; Engsrom e al.,
2013; Johnsan et al., 2006, Kean er al, 2016; Hothass., 2008; Olsen.,
2017; Wang et al., 2008). This coukd be thought of as an influen-
il theme as the Andings desoribed throughout This amscle ane the
result of 3 person’s experience. I memaories are influenced by an
altered sense of reality, they should be understood as inter-
preted through a lens of alered perception {Cutler e al., 20131
Throughour the lieeramre, ir is suggested thar changss in
perceprual undersanding and associared alrered recall are a
consequence of 3 number o Tacoors: eTwironmental, meabokic,
pharmacological and psychological (Cutder et al, 2013; Lot et al,
2006; Samuelsan, 2011). However, whatever the precise cause,
PAMCIPANE CONSISIENtly described e phenimend 35 ‘rermiying’,
Vivel, dsmessing, Cawlul, Dirame’, unreal lantases, over-
whelming' and “insidiows’ {Adamson er al, 2004; Cox er i, 2009
Driadzko er al, 2017; Engstrom en al, 2013 Hoflus er al, 2008
Johnson et al., 200G, Kean ex al, 2006; Lof er al, 2006; Samuelson,
2011; Osen et al, 2007; Wang e al, 2008; Furerland er al, 3012

I hawe memaries af jumbled thoughts.. @ was perymg. | ocouwld
hardly rell wha wis real @ Whar wasn't {Cm et al, 2009, p.
2704)

Ir's o vivid | mean these dreams | hod ther dme were 50 bod
They were really homific and | will never forger I beomise | wasn't
msleep. (Johmson er al, 2006, p. 554)

Although some studies repored Thal Pamicipants Temem-
bered litrle abour their e persence, those who did often found
il Unpeasant, with ONZoing nightmares {Samuelson, 2011; Wang
et al., 2008). Paretpants recalled fearful evems thar continoed Tor
several days:

Those ermible, remible nighomares., oh, When you woke up, it wis
an overwhelming experience, =0 srong and frighoening | wos our
of my mind...J didn'r dare o sleep because of them. [Samueslson.,
2011; p81)

In conerast, three sudses (Paparhanassoglon and Pariraki, H003;
Olsen er al, 2017; Tembo ex al, 2012) described paricipans’
altered perceprions as a ‘peaceful sensavion’, dreams 3s ‘nac all
bad’ and ‘no dreams oT SUpernarral encouneTs

Ko dre@ms, no gomg [o hemven rhars smmge, M've heard people
=gy they kmow when they're unconscous, bur | didn'r...s0 having
had no suparnenral experience. . {Tembo e al, 3H12)

342 Pepchological mansformiion: emofional digress and well-being

Across the sudies, the psychobogical impact of acume deters-
OFAEN Taises concems for patiemis and their recovery. There is
2 growing body of evidence sUggesting thar panents CONCnue o
expersence psychological disress such as depression, guilr, anxiery,
nopelessness, lear, loneliness, isolation, despair, and mLation
a'ter their Critical event and discharge Irom hospital (Cox er al,
200; DEiadzko et al, 2007; Kean er al, 20016 Lo er al, 300&;
Samueison, 3011; Faparhanassoglou and Pariraki, 2003; Rosa et al.,
2017 ; Sukantarar et al., 2007 )

I weorty thar maybe it hoppens qgam like before...J @n noching like
begfore, everything & differenr. (Adamson e al., 2004; p2E1)

Why did this happen o me? Whr will happen ro me? Wil | tive
or die? {Samuelson, 2001; p79)

In addivion, pamicipants commonly described heir acute si-
uarEon a5 terrElying, threatening 1o their existence and shocking,
rhaotic and wirh ongoing feelings of anger [Samuelson, 2011) This

s suppered by Rosa er al (2017) where 3 pamicipant repored
ONZiNg ANZer and TTUSITanion after the Critical event:

I will be angry unnl | die. becmise | died M 2005 | was g healthy,
oI man, @ like mon bur smong. Now, [ comt even ger our
of bed md go; noting noching | hove @ shmrering weokness.
(p-e1115)

However, a sense of emotional wellbeing also emeTges as
pamicipanrs describe a sense of refiel and security abour their sit-
waren {DZiadzke e ., 2017; Hofhuai ex al., 2008; Samueisan, 20113
Sukantarar er al., 3007 ; Zereriund er al, 2002), including an aver-
all sense of relsel when they regained Consciousness or realised
they would survive. & sense of security was also apparent when
pamicipanis repored receding  professional care  [Samuelson,
2011, Tor example, Teelings of calmness, relaxaon and safery
Enowing healthcare professionals were present and were in con-
mol [DEiadzko er al, 2007, Hofe er al, 2008; Samuelson, 20113
Sukantarar er al, 2007; Zererdund et al, 20012)

They did everpthing they could ro help od supporr me. Like they
WETE Camying me through. . chrough el the hard end ernble or-
deals. Like somahmng warm and humm in the midde of choos.
[Zamuelson., 2011; p.BO)

343 physinlogicnl ransfonmarion: physical dismess

Physical distress, including pain and discomior:, was a relatively
CHMMON theme 1 emerge from the Lieramre (Adamson e al,
2004; Cypress, 2011 Driadzko er al, 2007; Karlsson er al, 3002;
Lol et al, 2006; Samuelson, 20011; Wang e al, 2008) In 2 smdy
ol severely ol ICU parienrs’ recall of facmoal evenns and unreal
ex persences, conducted by Lot et al. (2006), participants recalled
a sudden and dramartic deteriotation o their onditson, including
sympioms such a5 difficulty in brearhing. high temperarure and
aCMing Mrougnow thesr body. Simalarly, Samuelson's (2011) found
[Nar parmicipanis who had acurely deerorated and required
mechanical ventilation described nor being able o brearhe, not
geming enough air, being choked due o semetions, vomiting bood
or seeing rheir own biood floating in the bed:

I cowldn'r speak.... iaTibde.. .| wanred ro explam chor I far like | wis
dying and Fidn’r ger ay a@ir, bur I oouldn'r. (Samuoelson, 2011;
pPTE)

In mwo soadies (Adamson er al. 2004; Mylen er al, 20ME)
pamicipanes reporred vivid memories of exmreme pain and discom-
for. They desribed their experience of, and readmion o, pain as
‘meploding’, ‘werrible’, ‘harriflc’, ke a red-hor paker stock in my
body”, “never ending’, Tl never forget it *l just screamed';

There wizs this rermible pain shorup my back @d hir my head end

ir jusr kepr exploding. I'll never forger ir...The pain weas so harrific
[Adamson et al, 2004; p.261)

Fain was also associared with the use of advanced technology
and equEpMEnt Wang et al. (2008) found That although par-
ncipants felt asipunded by the machinery thar helped o save
hesr lives, they abBo relared o 10 severe and unemduratie pain.
For example, Karlsson et al (2012) repored participants’ pain
and discomforn in enduring unpleasant encounrers with diflenent
climical techmigques:

All those mubes and lings, fritarmg made me kind of oEy...ond

tha thing in my chrom, @ was nosg. (Samuelson 2000; pel)

In conmras, some studies repormed paTicipants’ recollecTions
of comfort and being free from pain and amery or feelings of
discomiim bur sn a secure pl'l:ﬂ'E’Ei.ﬂﬂB' EMViTONmEent {ﬁﬂalﬂil:ll'l
er al, J0dd).
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WiIllin The |Serdmre Teviewsd, some parmicipams described
being uncemain as o wherher they would live or die (Alpers
et al, 2013; Cypress, 3011; Karlsson et al, 2002; johnson er al.,
2006; Lol er al, H06; Paparhanassoglou and Parriraki, 2003; Rosa
er al, 2017; Wang er al, 2008}, Fapanthanassoglon and Pariaki
(2000} stared thar during the acure phase of illness, pamicipanrs
Telr that ‘dearh was near'. The fear of dearh was a comman Tlnd.ing,
With Karisson en al. (2012) and Jehnsomn et al, (2006 FeporTg that
for some pamicipants the fear of éeath was associared with the
medical ['E'IIIIIII-Dml used o SWE [heir lves:

5o obviously, | was a lidle worried. . thar i would pock up...Yes,
ir wizs like ' this pocks up...s0 will [ .0r. I sop bremhing.
(Karisson et al, 2012; p.oL

According vo Johnson et al. (2006), many participants who were
reliam on medscal vechnology Tor survival experienced feelings of
d00m, 3 Tear of gearmn, and questioned Teir sunvival:

When chey first pur rhor respiraror on me | thoughs ta | wes
gomg o die there and them... (Johnson et al, 2006; p.556E)

Wang et al. (2008) Tound rhar although participants recognised
thar advanced technology saved their ke, they alsa felr dependent
and rearful:

When [ waoke up I found o mibe in my throa, T hed no chaice B
ray on the machme and the inrovenous fluid o sesain my life. [
wis scared and could nor stop chinkmg: Wiss [ dying soon? [(Wang
er al., 2008; p.I8E)

In conmrast, Papanthanassogion and Paviaki (2003) found dearh
X ETY Was TO0 commanly reporned AaMongst paricipants;

They soid..J would die...] wos nor gfoid T dmew exooly whar
demh wes.. He was with me and | woesnt affeid From thar pamg
on [on nE offoid of dearh. | wish | could rel] ochers - i is really
0 simple. (Faparhanassoglou and Pariaki, 2003; pI7)

When facing dearh, sHME paMmcipants experienced hallucing-
sons and visions thar they described as ‘sinking underground’,
‘saying goodbye' and 'being pur in 3 black box” {Faparhanassoglou
and Patiaki, 2003 johnson e al. (2005) described a pamicipant’s
ENCoumer with a wisiter’ who appearsd a5 a black shadow, The
pamicipant inmerpreted this vision a5 being close o death and
‘E0iNg Over m the orher side.” {jonnson et al., J0E; p.S56E).

345 The severity of anee daerionmion: from the perspecnive of the
parient

This theme highlights that parients may not understand the
seveTily of their aoute detersoration bur typically know that they
are umwell and require trearment (Adamson e al., 2004; Guinane
er al, 2018; Johnson er al., 200G Lol er al, 20G; Mylen er al.,
2001&; Olsen er al., X007, Fapathanassoglouw and Faviraki, S003).
Adamson et al (2004), for example, repomed Thar Parmicipants
were able 1o recall being umwedl im ar the time did not reakise
how clinscally unstable they were. This was similar m the fndings
by Olsen ex al (2007 ) who repomed that participants, on reflection,
did not recall receiving life-saving treatment and did not realise
how urwell they had been. Whereas, Twa studies conduded by
Guinane e al. (2018) and Lot et al. [2008) repomed thar paTici-
panrs had 3 physical sense of something being altogerher wong
with them:

I kmow my body, they don’t know my body and [ felr har and could

Jeel thim the mfecron hed nor gone and I mld them char, { Guinane

et al, 2018; pI62S)

I Jelr with all my body thar somerhing was wromg and cha my life
wis thremened. (Lof et al, 2008; p.112)

346 Relmionship with heelthoare professionals and the dinioa
VIO ETLL

A smrong and prevalent theme within the literamre was the
patienr’s relaticnship with healthcare professionals (Alpers er al,
2002; Cypress, 2011; Driadrko et al, 2077 ; Engsirom er al, 313;
Guinane er al, 2018; Hofhuss er al., 2008; Johnson er al, 3G
Karlsson er al, 201%; Lol er al, 200B; Mylen er al, 2006 Olsen
er al, 2017, Paparhanassoglon and Fariraki, 2003; Samuelson, 2011;
Temba et 4, 2002; wang et al, 2008). This theme encompasses
COMMUMGCAGon, Care, SUppom, ITUSE, safery and eXpecrarions.
Throwghaur the fAndings, panicpants desaibed relationships, cane
and COmMMUANECATIon in Varying degrees. Accounts ranged Trom sim-
ple descriptive encounters © deeper reflecions thar represened
mare personal meanings, which influenced their experiences and
had an impact on their recoveries (Alpers er al, 2013 Cypress,
2011; Holhuis et al., 2008; Mylen et al., 2DIE).

Communication and compassionate care often had  positive
Meaning 1or participants and was associared with safery, trust and
confidence (Engstrom er al, 20013; Karlsson et al, 201Z; Lot et al.,
2008; Mylen er al, 2008 Zamuelson, 2001

Ir was those rimes when they odd me o reathe exsy..J kmew |
hid mouble brearhing...bur chen i gor cabmer when they ralked 1o
me I weould just reioe ond breathe deeply. (Engstrom et al, 2003;
paly

Humane care and positive relatanships with healthcare profes-
sionadls were often viewed by patients as crucial and the Ars seep
in their recovery (Hothois et al, 200E; Lot ex al, 200E; Mylen et al.,
2015; Disen et al, Z017). In CONCRSL, NEEATIVe ExXperiences of Com-
MUMCArion and iNteraTions with stall were found 1o be associared
with emations of anger, isodation, frusration, vulnerabiliny and
fear, and a sense of ill ease and of not being reared 35 3 human
being (Hofhuis et al, 2008; Lot et al, 2008; Samoetson, 2011

...he didn’r roke me seriously; | mean they didn't tell me whio wias
gomg on. They didn’t have much experience with i I guess., they
coild have coped with @ berter than har..rhey jus recoed og-
gressivdly when | cold them | weas seemg chings. The saids “Well
sir_, Jigen up” and in such @ rong of voice... Wias angry because
of ther, @d noe us angry bur sod fo0..J mean Vo wWan oo be
mreaed as an adulr insread of @ child. (Hofhuwi er al, 2008; p.30&)

SOmE PATiCipants Teporied Teelings of TMUSITAEON and Deing
POWETIESS dUe 10 eir decreased abiliny [0 COMMAMECATe |Karlsson
ex al, 2012; Olsen er al., 2007):

...J mean you could see them having coffee mgerher and no oe
cEme. You kniw, ir made me fed helpless, and powerless. Ir's hard
o desoribe. You feel, whar omn I say, pou feel hum g pou could
emsily st m oy Yes and them | choughr oh please ler somemne
come, don'r ler @ person who s 5o dependent wail so long. [Hofhai
et al., 2008; p.308)

In 3 sudy conduced by GUinane er al. (2018), it Wis nepored
Nl CuTing 300re OETEriDTation Parmicipants Ieir moo umwell o
COMIMUICate of they had cognitive disturbances that prevened
them ITom CoOmmunicating with sl Alhough communcation
was affected, pamicipanis repored that during their acure de-
ETioraran, and prior I0 an emeTgency Tesponse, muTsing stal
effecively communicared with them In commast. Wang et al
[2008) identified thar participants expressed CONCEMM A0 NOT DEing
asked 107 THEIr COMGENT WHEN 3 SENes Of Medsurements wers
raken OUring an eMEergency SiTWarion. TREs e them with feelings
ol being passive pamicipants and raken over by others, which was
described as overwhelming.

Trust and confidence. associared with stall competence and
@PEMiEe, N 3 demanding SinLATion Was A TeoCCUming thems
throughout the eramre. Pamicipants fell a sense of seouriny
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knowing thar if they dereriorared they would be eflecrively cared
Tor {Engsimom et al., 2013; Guinane e al, 2018; Mylen et al., 2016
Olsen er al, 2007 ). Pamicipants felr thar simply COMMUECAENG
3 CONMCETH o The CliiCians meant that ey would be managed
effectively and thar they would comply with recommendations
[Guinane et al, 2018}

Several studies described Pamicipants’ experiences with rhe
clinicll emvironment and technobogy [(Engstrom e al, 2003;
Johnson er al, 2006; Faparhanassoglou and Parizaki, 2003;
Zamueison, 2001; Tembo er al, 20012; Wang &1 al., 200E8). Parmic-
pants repomed feelings of diSCOMUON, GisTress and isolation due
0 UNAmiliar emvisonments. In Two ways, they recalled advanced
rechnology used in rrearment. Firstly., the inability o communicane
due w resriction, such 35 being mechanically venrilared, and sec-
ondly, that the technology generated leekings of anger, dependency
and vulnerability (Johnscn et al, 2006; Samuelson, 2011; Tembo
er al, H012; Wang et al, 2008)

When I waoke up I had the mbe down my chroar and hed o de-

pend an the (venrilaror} and all e drips and mibes for my wery
life. It was perrfyng ar firs, becguse you could help thinkmg
‘Whar if somerhing goes wrong with ane of these machines, and
nobody ks After oll, machingry & no infallible, s 7 T oied
=0 hard nor o panic foo mudh, b your whole Ife seems o lie m
halance m the hands of @ bir of machmery. (Johnson et al., 2006,
P.556)

34.7. The value of relagonships: the support of fomiy and friends

Ten audies disoussed the imperance of Tamaly and Iriends
and how thedr iliness afected them (Adamson er al, 2hd; Alpers
e al, 201%; O er al, 2009; Cypress, 2011; DEsadzko et al., 2007;
Mylen er al., 2006; Dlsen et al., 2007; Rosa et al, 2017; wang et al,
2008 Across these, having support from family and friends was
associared wirh feelings of salery, seourity and enCOUTAEEMENT.
However, they recalled being concerned abour cheir loved ones,
their health, hivw they would cope ar home with children, and be-
COMMENE A burden for them. For exampde, in 3 smudy conducted by
Adamson et al (2004), it was Tfound that visiting relatives shiwed
SYmpIoms o anxeery and depressson, which continued afer their
kved ones, had been discharged. During recovery. siudies abso
repored paricipants’ feelings of fear and amdieny o becoming
urmwell again and purting their loved ones through further distress
[Ciox er al, 2009; Lofr et al, 3008

When I 'was m hospingl, my brocher weasn't oble o wark. My mama
sall hos oo poke care of me. She hasn't worked for s manhs, Ie's
o big money thing. | ahsohoely fed like o burden on them. |Cox
et al, 2004, p.ITDE)

4. DNSOUSSInm

This SORINg review was cenducted 1o explore Lierarure repan-
ing the experiences of a0ute derericration, from e perspaive of
the parient. To our knwkedge, this is the firss liieramre review m
assess the extent of evidence arourd This mpic, published berween
the years 2000 and 2018, Wirthin the lrerature reviewed, dilTer-
ences in 100us, design, 4ata collecrion mernods and analysis wene
Wlentined, which indicares a NeTerogeneous Dody of HIeramure,
However, the studies reviewed TEQresens an expansion of knowl-
eilge across several COMGNENTs with the emergence of COMMON
themes evidence of rransferabiliny and dependabiliny {Curler er al,
2013; Shemmon, Hd).

This review CONOMMS fere Nas Deen much WIHITen Jbout the
patient's experience of critical illness while being cared for in
e Cratical Canefinensive Care eVirniment, wiile only one snuy
[Guinane er al, 2018) reported O Seneral Ward parients’ experi-
ences of acute deteriorarion and the associared medical emergency

eam (MET) response. A second soady conduced by Rosa er al
(2017 repored on the patient's experience of acure exacerbartion
of a chronic illness Tollowing hospitalisation. This feview exposes
d gap in current Knowledge abour patienis’ experiences of acume
deterioratsan across difterent climical emvironments ie., general
medical and surgscal wards. Patienrs are in a umigue [asison o
provide insightful informarion 1o healthcare providers of problems
in the care process, which could involve the care emvironment
(Doyle et al, 2013}

The majotity of lirerarure reviewed fooussed on critical care
Mission 35 A CENIFAl element, With some also explaring the
paten’s recovery arcer discharge. Fow studies reported an the en-
tire illness-recovery trajecmary, specifically the patient's experience
ol acure derersoration and inirial Efe-saving management they
received. In the current healthcare cEmate, there is an increasing
propomion of patients wirth complex chronic medical conditsons
being cared for on general wards, iNCTE3Sing Pavient acwity and
compromising their overall safery [AIHW, 2008} Additionally,
pamEnt SXPErEnces and Satisfacion have Decome ceniral [argers
imernaranally for quality improvements in the healthcare system
[ACTSHC, 2077; Soowhan et al, 2017). For example, Glickman et al,
(2010 explored patient satistaction and its relationship with clin-
#cal qualkity and ingatient moTality in aoure myocardial infarcrion.
The aurhors found that Demer patient expeTiences wWeTe associaed
with improved clinical cutcomes and health service efficiency
[Glickman et al, 2010). Despite increasing emphasis, the literaure
sUgEesTs That mary health care organisations 13l shom of provid-
ing parierTs with oprimal experiences [Rozenblum e al. 2003; Jha
er al, 2008). Therelors, this review Nighlights fhar exploring gen-
eral ward patients’ experiences of aouie deerration has meri.

Percepooal, emotional and physical distress was Tound @ be
commaonly repored in the smedies included in this review. This
was similar 1o the findings by Cuzler et al. (2013) who conducted a
CTitical Teview and Synrhesis of quakitative research on parient -
periences of a crivical illness, Specincally in relation o percepoual
distress, the researchers suggest that memories and inreTpretarns
are influenced by an altered sense of realiy and showld therefore
be viewed through a lens of alered perceprion (Cutler et al,
20013, The namre and varying degrees of disress experienced by
pamicipanrs was well documented and emerged 35 a SIESS0T C3-
pable of afecting their psychabogical wellbeing and recovery. In a
personal account, Misak [2005) recalls Two Soms of JwTulness’ that
ooourred during heT own acue deteTiorason. This inCluded severe
pain and dscomform as well a8 harrowing hallucinations and
paranasd delusions thar coourred in real me. In another personal
account, Bowers [2004) recalls the emational dismress Tollowing an
acure marermal deveriorarion avent and the koss of her baby. This
highlights the emoional, as well as physiological impact of acute
dereTioratian with the potential o negatively affect a person's
reCVEry and perceprual wellbeing Over Fecent years, survival
rates of critically umwell patients have improved due o advances
in CTifeCal care medicing (Rawal et al, 2018}, Survivors can aoquire
new physical, mengal and cognitive impairments from 10 trear-
ments that negatively alfect the quality of Iife of survivars, knmwn
a5 ‘post-ineensive care syndrome” (FICS) (Meedham et al, 3012).
The growing body of PICS research has resuled in the develop-
ment o inEnventions (ABCDE bundle, 10U diarses, counselling
OIC) dimed ar PrEeventing of reducing the ooourrence of PICS
(Castro-Avila er al, 2015; Engstrom et al, 3003; Garrouste-Orgeas
e al, 2012; Jensen er al, 20M5; Sosnowski et al, 2018} Corment
HIerature suggests thar tese iNerventions can improve kng-erm
funcrioning capacity and quality of life of ICU suvivors |Rawal
er al, 2018} k is pamicularly concerming that survivors of acue
dereriorarsn indicaie they ane sxperiencing percepmual, emonal
and physical discress that may o unoerected by health care
providers.
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From the lireTarure reviewed, a COmmon theme o CMETEE Was
patsEnIs FeCOgsing their wn acure dererioration. Commondy,
ParsEnrs Are JSIUIE 31 NOGCNE the onser of physical symproms bur
unable to incerprer thesr clinical significance [(Cuinane e al, 2018),
Internaticnally, chere is a large body of evidence associated with
the use of track and wigger systems by healthcare professionals o
predicn acure deterioration. However, Tecent smudies suggest thar
although parient deterioration can often be predscred by close
observarn o vital Signs, they are not always appropriately acred
npon (Cumey er al, 2018 Gill er al, 2016; Quirke e al, 2011;
Srickand et al, 2019). According w Stickland er al. (2010}, in
an efforr m reduce adverse events, Parient and Family Actavared
Escalarion Systems (PRAES) have been introduced to enable pa-
mencs and families o escalare their Concerns {Dl:'.ll'l et al, 100E;
Gerdick er al., 2000; Greenhouse er al, 2006; Odell ex al, 2000;
srrickland et al, 2019} Srrickland et al. {2019) explored patients'
and families percepion of a need for 2 patent andjor family ac-
mvared escalation senvice. The aurthors T'E'W]'['Eﬂ dn m'ml:relming
SUppOrT by consumers for PRAES bur recognised further research
is required on how the service is used and the type of calls
muate

The healthcare professional-patent relationship has been de-
scribked as an essential COMPONENT o parient care amd is based
On trust and respect (Grifih, 2003). A range of issues relating o
healthcare professionals and the clinical environment were iden-
tified through the reviewed studies. Studies in this reveew suggest
thar a |]I!i'E‘I'I1"5 inreTaction with healthcare p]'l'E‘ES&ﬂIII]S can have
1 Signifcant iMpam on their experience amnd recovery [Alpers
ex al, 2012; Cypress, 2011; Hofbuis er al, 2008; Mylen ex al,
2016). Care, relationships and COMMUNECAtion have been raised
a5 impormant aspects of personal meaning foT pamicipants and
their security and safery, for example Hohuis er al (2008), whao
eplored the experiences of criical illness in the Ingensive Care
Unic (KU The guality of the nurse-patient relationship (NPR),
Tor example, has been found o influence 3 patient's EXpeTiences
of and beneths from, reatment and care {Smandas and Bondas,
2017). Research suggests thar the MPR is one o the most impor-
[dn aspecrs Tor successiul [rearments I:Hl:l|il'l et al., 2016; F'CFIHLI.
2004) While relatianships with healthcare professionals and the
chinical eTVIronment was 3 ITEEI'I]I.'I'ETI.. [heme o I!']'I'IE'I'S?T['I:Im the
pamicipans’ averall EXPeTiences in This TEView, no studies specil-
ically explored this COMpPONENt, Suggesting additional research
is required o inform educarion and IT3iNEE 0 SUPPONT parient
cane,

FHEE dearh or dearh .'II:II-E'[:J Wis a common theme m EMENZe
from the lirerarure reviewed. The erm “death anxiety' refers m
the apprehension gemerated by death awareness |Abdel-Khalek,
2005). Fealings of prolonged fear, amiery, hapelessness and rermr
have been well acknowledged in the lieramure reviewed Previous
stdies have shown thar for medically umswell patiens, facing
death has been characterized by feelings of hopelessness, the loss
ol E'Elﬂiﬂg, and the sense of failure I:'.':l.il'“: and Kissame, H2;
Kissane, 2014; Robinson et al, 2015} Ferreira er al (2014} explored
the Telationship of death with the physical recovery of patients in
ICU, Anding dearh was feared by participancs and had an impact
on their recovery. It would appear thar facing dearh is a major
dASpeCT ol acure dereriorarson, Eﬂm d survivor's life in different
ways. In addition, Cutler et al (2013) repemed that facing death
whether it be personal, aomwal, imagined or feared conribures m a
[TanSTorMartion in the mEJ]'I:iI:IE ol life. Therefore, ir 5 essential That
health care professionals consider death anviery when caring for
PatsEnIs EXPEMENCINg acure deteTioration and provide necessary
TNETAPEUTIC SUPPT.

4.1 Srengrhs mnd lminenions

This scopdng review has several srrengths woeth noting. The
recognition and management of acute dereTicratan is a PricTiry
world-wite and this review fofuses on the most recent research,
To increase the probability of the uptake of the sCoping review
findings inte pokicy and practice. the quality of the included std-
25 Were ingdependetly assessed by TWo researchers, All Jurhors car-
ried our smeening of nitles and absTacs, and A TAandom selecrion
of Tull-rext aricles. ATrer reaching agreement, the frst aurhar con-
rinwed the ritle-abstracts screening process. All authors validared
EMEerging and final themes. Some EMELations need o be acknowl-
edged. Mot inCluded were personal Narratives, government doou-
ments, review books, or policy papers thar reported on patientss’
e periences of aoute dewerioratam. Whike the review was broad,
some relevanr sudies may have been omirced. In addition, the
review only included lteramre published in English bemween the
years 2000 and 2018 therefore, relevann hveramne may have been
omirted where published in other languages of ourside the year
range. Despate these limitarsons, the review does provide imporant
URdErstandings of patients' experiences of e SerenoTation.

5. Conclusion

This SCOPINE Teview Provides a comprehensive summary o
primary Tesearch fndings CONCEMING pamEents’ experiences o
ICUE PLETIOTALION. AN iMegrared undersranding of patient necds
dUring acure dETeTioranson may SUppar rEikored and feasibie inmer-
VENTIONS i everyldy MUrsing pracice i improve quality of care.
This review has highlighred the Emited research conducted in
the area of parients’ experiences of acure dereTioTarion, including
the medical eMENZEncy Management they receive. This suggests
addirional research is required o inform educaron, praciece and
policy 10 SUPpONT patient Care.
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2.3 Summary of Chapter Two

This chapter offered a preliminary review of the current literature relevant to the research
context. The scoping review explored the current literature on patients’ experiences of acute
deterioration and identified gaps in knowledge, which the current study aimed to explore. This
paper highlights what is already known on the topic of interest and provides the reader with the
necessary background and understanding. This scoping review has highlighted that patients
experience emotional, physical, and perceptual distress during acute deterioration. In the following
chapter, a discussion about the theoretical underpinnings employed to explore the study aim and

question is provided.
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Chapter Three: Methodology

“We can share the journey, but the adventure is yours” (Charmaz, 2014)

3.1 Introduction

When conducting and reporting research, a major challenge for researchers is striving for
the highest possible quality (Cope, 2014). The credibility of any research is reliant on the truth of the
data or the participants views and how they are interpreted and represented by the researcher (Polit
& Beck, 2012; Ralph, 2013). When conducting research, it is crucial that an in-depth understanding
of the research methodology employed is discussed (Ralph et al., 2015). In this study, the aim was
to generate a substantive theory to understand patients’ experiences of acute deterioration where a
(MET) review occurred. It is anticipated that understanding this interpretation will contribute to the
body of knowledge and inform clinical practice and education. To achieve the study aim,

constructivist grounded theory (CGT) methodology was employed.

The purpose of Chapter Three is to provide a detailed insight into the study methodology.
The chapter begins with a general discussion about the philosophical underpinnings of qualitative
research and progresses through to the philosophy of grounded theory including the fundamental
tenets of data collection, data analysis and theory integration. A detailed insight is provided as well

as an argument for the chosen methodology of CGT.

3.2 Qualitative Research Methods: Philosophical and Theoretical
Underpinnings

Qualitative researchers are philosophers in that “universal sense in which all human
beings...are guided by highly abstract principles” (Bateson, 1972, p. 320). According to Denzin and
Lincoln (1994), “qualitative research is multi-method in focus, involving an interpretive, naturalistic
approach to its subject matter” (p. 2). Creswell (1998) defines qualitative research as “... an inquiry
process of understanding based on distinct methodological traditions of inquiry that explore a social
or human problem. The researcher builds a complex, holistic picture, analyses words, reports
detailed views of informants, and conducts the study in a natural setting” (p. 5). Simply stated, to
comprehend the meaning of the participant’s existence, the qualitative researcher must get as close

as possible to that life.

Qualitative research was first undertaken by sociologists and anthropologists in the early
twentieth century as a structured method of inquiry (Denzin & Lincoln, 2011). Since this time,

contemporary qualitative research has evolved to include a range of disciplines with researchers
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adopting different perspectives to guide their research. According to Savin-Baden and Howell Major
(2013), without philosophical underpinnings, method can become a meaningless process and
therefore is necessary to make better research choices and outcomes. Guba and Lincoln (1994), in
an attempt to classify contemporary social research studies, identified critical theory and
constructivism as the two main paradigms adopted by qualitative researchers. However, Savin-
Baden and Howell Major (2013), disagree suggesting there are several different philosophies that
gualitative researchers work within: critical social theory (power relationships), pragmatism
(observation of natural behaviour in natural context), phenomenology (human experience), post-
modernism/structuralism (text and subtext and their deeper meaning), social constructionism
(interpretation of subject meaning and shared knowledge developed through interaction) and

constructivism (individuals make and socially construct theory own meaning).

3.2.1 Paradigms of Inquiry Within Qualitative Research

Paradigms are defined by Ellen (1984) as “models or frameworks that are derived from a
worldview or belief system about the nature of knowledge and existence” (p. 9). As explained by
Guba (1990a), a paradigm or interpretative framework encompasses the researcher’s ontological,
epistemological and methodological principals. According to Holloway and Wheeler (2010), research
is not confined to data collection, analysis and sampling but based on a set of valued beliefs and
assumptions about the world, the nature of reality and how reality can be known. Qualitative
inquiry relies on these assumptions so the researcher can engage in the participant’s world to gain
an understanding of their interpretation of reality. The researcher’s assumptions about the nature
of social reality (ontological), the nature of the relationship between the knower and what can be
known (epistemological) and the how we know the world or gain knowledge of it (methodological)
are considered important principles which are embedded within the interpretive and constructivist
paradigm of qualitative research (Annells, 1996; Denzin & Lincoln, 2011; Guba & Lincoln, 1994;
2005).

3.2.2 Constructivism Paradigm

According to Guba and Lincoln (1989), constructivism is a research paradigm that rejects the
existence of an objective reality, “asserting instead that realities are social construction of the mind,
and that there exist as many such constructions as there are individuals (although clearly many
constructions will be shared)” (p. 43). Mills et al. (2006) state that to deny the existence of an object
reality places individuals in a relativist ontological position. Relativists claim that concepts such as
reality, truth, rationality, right, good or norms must be understood as relative to the specific

conceptual scheme, paradigm, theoretical framework, society, culture, or form of life (Bernstien,
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1983; Charmaz, 2014; Mills et al., 2006). Simply meaning that relativists believe the world consists

of multiple individual realities that are influenced by the context they occur.

Constructivism, from an epistemological perspective, emphasises the subjective
interrelationship between the researcher and participants, and the co-construction of meaning
(Hayes & Oppenheim, 1997; Pidgeon & Henwood, 1997). Researchers are not objective observers,
they are part of the research journey and their values must be recognised by themselves and by
their readers as an inevitable part of the outcome (Appleton, 1997; Charmaz, 2014; de Laine, 1997;
Guba & Lincoln, 1989; Mills et al., 2006; Stratton, 1997).

In undertaking research, constructivists aim to understand the way meanings are
constructed and to comprehend how this meaning is presented and used through language and
action. Constructivists use a range of methods to seek and explore an individual’s reconstruction of
their realities (Savin-Baden & Howell Major, 2013). Creswell (2003) explains that throughout the
research process, constructivists do not begin with a theory but instead “generate or inductively

develop a theory or pattern of meanings” (p. 9).

3.3  Symbolic Interactionism: Philosophical Underpinning of Grounded Theory

Symbolic interactionism is the major theoretical perspective associated with grounded
theory and views human actions as “constructing self, situation, and society” (Charmaz, 2014, p.
262). Symbolic interactionism builds on the assumptions that a) people strive and act toward what
represents meaning to them, b) meaning arises out of social interaction, c) meanings are modified
through interpretive process (Handberg et al., 2014; Meltzer et al., 1975). Because of this, Symbolic
interactionism is considered a powerful framework to guide research that aims to understand
human health behaviour within a social context (Fiori et al., 2017; Handberg et al., 2014). In keeping
with the constructivist paradigm, symbolic interactionism is the underlying theoretical perspective of
this study. The foundations of symbolic interactionism were formed predominantly by philosopher
George Herbert Mead from the University of Chicago in the early twentieth century. In Mead’s
(1934) view, meanings emerge from experienced interactions, formed from language, and change
when something stimulates review (Charmaz, 2014). Mead’s theory of the development of a social

self has taken a focal place in sociological social philosophy (Mead, 1934).

3.4 The Emergence of Grounded Theory Methodology

The emergence of grounded theory methodology (GTM) was a result of the tension between
qualitative and quantitative research in sociology in the early 1960s. GTM emerged from the

successful collaboration between sociologists Barney Glaser and Anslem Strauss at the University of
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California, San Francisco in the 1960s and early 1970s (Charmaz, 2014). Under the supervision of
philosopher Herbert Blumer, Strauss trained in symbolic interactions pragmatism while Glaser
trained in quantitative sociology (Charmaz, 2014; Glaser & Strauss, 1967). Grounded theory
emerged as a methodology that “combines the depth and richness of qualitative interpretive
traditions with the logic, rigor and systematic analysis inherent in quantitative survey research”
(Walker & Myrick, 2006, p. 548). Glaser and Strauss’ successful collaboration came while studying
death and dying in a variety of hospital settings in the United States (Charmaz, 2014; Glaser &
Strauss, 1965, 1968; Strauss & Glaser, 1970). As a result of this study, Glaser and Strauss developed
systematic methodological strategies that researchers could adopt when studying other topics (Birks
& Mills, 2015). In their 1967 publication, The Discovery of Grounded Theory; Strategies for
Qualitative Research, Glaser and Strauss refocused qualitative inquiry on methods of analysis
(Charmaz, 2014). The individual backgrounds of Glaser and Strauss has influenced the development
of grounded theory. Glaser’s positivist influence is evident through the structure and process of
grounded theory while Strauss’ perspective of symbolic interactionist provides the philosophical
direction to the methodology (Cooney, 2010; Melia, 1996). Since its inception, grounded theory has
evolved significantly and undergone both clarification and change (Charmaz, 2000; Glaser 1978;

1999; Strauss, 1987; Strauss and Corbin, 1990).

Prior to the development of grounded theory, the long tradition of qualitative research in
sociology was losing ground as sophisticated quantitative methods were developed for testing and
reproducing facts (Charmaz, 2014). According to Platt (1996), some sociologists quantified measures
to persuade outside audiences, not because they believed quantification was necessary. Glaser and
Strauss (1967) suggested that all forms of data, qualitative and quantitative was “useful for both
verification and generation of theory” (p. 18). They proclaimed a revolutionary message, that

systematic qualitative analysis has its own logic and could generate theory (Lee, 2006).

Grounded theory is described as a qualitative approach that aims to develop theory that is
grounded in systematically collected and analysed data (Ramalho et al., 2015). Glaser (1992) defines
grounded theory as “a general methodology of analysis linked with data collection that uses a
systematically applied set of methods to generate an inductive theory about a substantive area” (p.
16). While researchers accept the definition, the approach and rigour in data collection, handling

and analysis differs between approaches (Evans, 2013).

Grounded theory methods enable the researcher to unravel complexities of qualitative
analysis and to understand moments of a person’s life (Atkinson et al., 2003). The evolution of GTM

is the result of an person’s ontological and epistemological interpretations applied in the context of
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research (Ralph et al, 2014). From Glaser and Strauss’s (1967) post-positivism to the symbolic
interactionism and pragmatism of Strauss and Corbin (1990) through to the constructivism of
Charmaz (2000) (Ralph et al., 2015), grounded theory is unique as “grounded theorists offer new
ontological and epistemological perspectives at specific moments in time” (Ralph et al., 2015, p. 1),
although differing perspectives have caused disagreements and confusion amongst grounded
theorists relating to different interpretations of grounded theory. Emergent interpretations in
grounded theory reflect the philosophical position of the researcher, emphasising the need for

ontological and epistemological awareness (Ralph, 2013).

Originally, grounded theory was conceptualised with the aim of generating a novel theory by
introducing a methodology powerful enough to endure the research process from the systematic
collection of data, through to the development of a multi-dimensional conceptual theory (Handberg
et al., 2014; Glaser, 1999; Glaser & Strauss, 1965; Harry et al., 2005; Lee, 2006; Ralph, 2013; Strauss,
1987; Strauss & Corbin, 1997). Commonly, grounded theory is recognised and utilised as a purely
qualitative research method, but its original intention was to be a broad research method relevant in
both qualitative and quantitative data systems (Handberg et al., 2014; Glaser, 1999; Glaser &
Strauss, 1965; Miller & Fredericks, 1999). Since its inception, GTM has been marked by differing
opinions and divergences in genres, philosophies, paradigms, methods and approaches (Ralph et al.,

2014).

3.5 Why Grounded Theory Methodology

Grounded theory is a method of social scientific theory construction. Across disciplines and
professions, grounded theory is adopted by researchers more frequently than any other methods for
analysing qualitative data (Bryant & Charmaz, 2007; 2019; Morse, 2009; Yamazaki et al., 2009). As a
methodology, it reflects a discipline or branch of knowledge, and as a method it offers systematic
but flexible analytical steps that assist researchers to focus their data collection and to build middle-
range theories (Charmaz, 2014; Glaser & Strauss, 1967). It is described as an iterative, comparative,
interactive, and abductive method (Charmaz, 2006, 2007, 2008e; Charmaz & Henwood, 2008; Bryant
& Charmaz, 2007). Grounded theory is a powerful method as it encourages the researcher to ask
analytical questions during each step in the iterative process, raising the abstract level of the analysis
(Charmaz, 2011, 2014). By using comparative methods throughout the analytical and writing
process it “sharpens a researcher’s emerging analysis” (Charmaz, 2011, p.361). Because of the

unique nature of grounded theory methods, it is best suited when:

e The research intends to generate a theory with explanatory power (Birks & Mills, 2015;

Charmaz, 2014).
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e Understanding a phenomenon when little is known about the area of study (Birks & Mills,
2015; Corbin & Strauss, 2008; Creswell, 2008).

e The research is aiming to construct theory about a problem of importance which involves
actions and interactions between people (Creswell, 2009; Glaser, 1978; Glaser & Strauss,
1967; Strauss & Corbin, 1998).

e Relationships between concepts are not identified or poorly understood (Bryant & Charmaz,

2007).

Grounded theory is a popular approach to qualitative research as it seeks to explain a
phenomenon. Since its inception it has been widely used throughout many disciplines such as
nursing, education, medicine, public health, management and business (Bryant & Charmaz, 2010).
The key strengths and features of grounded theory research are 1) the constant comparison of data
with emerging categories and, 2) theoretical sampling of different groups to develop the properties
of developing categories or theory (Charmaz, 2014; Corbin & Strauss, 2008; Creswell, 2009). The
goal of grounded theory is to generate a theory that explains how an aspect of the social world
works (Ke & Wenglensky, 2010). Therefore, this methodology was well suited to address the aims of
this research, which was to explain and understand social processes, constructed in the experience

of acute deterioration and MET encounter.

3.6 The Differences Between the Grounded Theory Approaches

Glaser and Strauss (1967) encouraged methodological debate and inspired generations of
gualitative researchers from their book titled ‘The Discovery of Grounded Theory.” In their book
Glaser and Strauss proclaimed a revolutionary message, “that systematic qualitative analysis had its
own logic and could generate theory” (Glaser & Strauss, 1967, p. 48). Charmaz (2014) suggests that
Glaser and Strauss provided a powerful argument that legitimised qualitative research as a credible
and rigorous methodological approach, instead of as a precursor for developing quantitative

instruments.

Since Glaser and Strauss’ original statement in 1967 (Glaser & Strauss) and 1978 (Glaser),
they have taken grounded theory in different directions. Glaser has maintained a positivist approach
that emphasises the objectivity of the researcher (Lee, 2006). According to Charmaz (2014), Glaser
defines grounded theory as a method of discovery, treats categories as emergent from the data,
relies on a direct empiricism, develops a concept-indicator approach, considers concepts to be
variable and emphasises analysing a basic social process. Whereas Strauss (1987) in collaboration
with Juliet M. Corbin (Strauss & Corbin, 1990, 1998) further moved grounded theory toward seeing it

as a method of verification. Strauss and Corbin’s version of grounded theory emphasised an evolved
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systematic approach which is viewed more constructivist or interpretive (Charmaz, 1995; Gibbs,
2002; Lee, 2006; Strauss & Corbin, 1990). Glaser (1992) argues that Strauss and Corbin’s procedural
approach to grounded theory forces data and analysis into preconceived categories, ignores
emergence, and results in ‘full conceptual description’, not grounded theory (Charmaz, 2014).
Glaser insists that Strauss and Corbin’s approach to grounded theory contradicts it’s fundamental

principles (Holton, 2018).

Constructivist grounded theory (CGT)emerged in the 1990s by Professor Kathy Charmaz, a
sociologist who grew dissatisfied with social constructionist approaches to research within her
discipline (Stelmaszewska, 2009). A student of Glaser and Strauss, Charmaz (2000) recognised that
researchers treated their analysis as “accurate renderings of the world they studied rather than as a
construction, they did not take into account their processes of construction of the research and the
structural and situational encroachment upon it” (p. 14). From this discovery, CGT emerged to
acknowledge the subjectivity as well as the researcher’s involvement in the construction and

interpretation of data (Birks & Mills, 2015).

The constructivist approach to grounded theory treats research as a construction but
acknowledges that it occurs under specific conditions (Charmaz, 2014). As discussed by Birks and
Mills (2015), CGT highlights flexibility of methods and resists mechanical application, an approach
encouraged by Glaser and Strauss (1967) in their original statement. CGT accepts that social reality
is multiple and constructed (Birks & Mills, 2015) therefore, the researcher’s “position, privileges,
perspective and interactions must be taken into account as an inherent part of the research reality”
(Charmaz, 2014, p. 13). Clarke (2012, p. 13) supports this by stating that the “research reality arises
within a situation and includes what researchers and participants bring to it and do with it.”
Observing research as constructed instead of discovered, fosters researchers’ reflexivity about their

actions and decision (Charmaz, 2011).

3.7 The Fundamental Tenets of Grounded Theory Methodology

3.7.1 Data Collection in Grounded Theory Methodology

Fundamental and unique to grounded theory research design is the process of concurrent
data collection and analysis. Charmaz (2006, 2014) emphasises the important of gathering rich data
as it reveals participants’ views, feelings, intentions, and actions as well as the context and
structures of their lives. Rich data is detailed, focused and full which will generate strong grounded

theories. Throughout the research process rich data can comes from multiple sources such as
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interviews, observations, field notes, documents and questionnaires (Birks & Mills., 2011; Charmaz,

2006, 2014).

Glaser and Strauss (1967) do not direct the researcher towards a preferred data collection
method. Glaser (2002) states that ‘all is data’, that everything the researcher learns about the
research topic or in the research setting serves as data. Corbin and Strauss (1990) emphasise that a
major source of effectiveness in grounded theory is the process of data collection and analysis as it
captures all potentially relevant aspects as they are perceived. They place high importance on
provisional ‘concepts’ that “earn their way into the theory by repeatedly being present in each
interview, document, observation, in one form or another, or by being significantly absent” (Corbin
& Strauss, 1987, p. 420). Charmaz (2012, 2014) agrees with Glaser’s notion that ‘all is data’ but
identifies interviewing as the most frequent source of data in grounded theory. Charmaz (2014)
highlights that data varies in quality, relevance to the emerging theory and usefulness for the
interpretation. Charmaz (2014) also notes that researchers differ in the ability to distinguish useful

data as well as their attention to detail when recording them. Charmaz (2014, p. 29) outlines:

“People construct data — whether it be research generating first-hand data through
interviews or field notes or gathering documents and information from other sources such
as historical texts, government records, or organisational information complied for private
discussion or public dissemination. Whatever stands as data flows from some purpose to
realise a particular objective. In turn, purposes and objectives arise under particular

historical, social and situational conditions.”

In this research study, the chosen data collection method, to address the aims of the study and to
keep with the unpinning tenets of grounded theory, in-depth individual interviews were conducted

using a semi-structured interview guide.

3.7.1.1 Theoretical Sampling

Theoretical sampling is a unique and essential method of grounded theory, it is responsible
for the development and refinement of a theory that is ‘grounded’ in the data (Breckenridge &
Jones, 2009). As preliminary data is collected, theoretical sampling provides a direction for the next
stage of data collection in a process of concurrent analysis that continues until categories are fully
developed or ‘saturated’ (Birks & Mills, 2011). Glaser and Strauss (1967) originally defined
theoretical sampling as “the process of data collection for generating theory whereby the analyst
jointly collects, codes, and analyses his data and decides what data to collect next and where to find

them in order to develop his theory as it emerges” (p. 45). According to Birks and Mills (2015), this
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definition remains accurate for the contemporary grounded theorist, whereas Charmaz (2006)
suggests “theoretical sampling is interpreted differently by different researchers” (Birks & Mills,

2015, p. 68).

The process of theoretical sampling begins with the identification of key concepts that will
be studied, to give a foundation to the research. Theoretical sampling, coupled with theoretical
sensitivity, will ensure that the raw data is reflected, or grounded, in the final theory produced (Mills
et al., 2014). Once tentative theoretical categories are developed from the data, theoretical
sampling guides the researcher to seek events, people or information to define and illuminate the
properties, relevance and boundaries of the category or set of categories (Bryant & Charmaz, 2019;
Charmaz, 2014). Strauss and Corbin (1998) suggest that theoretical sampling will direct the
researcher to return to a data source a number of times to gather more information or seek
clarification of data that have already been collected. This process continues until all possible
categories are identified and are considered to be saturated (Charmaz, 2014; Lawrence & Tar, 2013;
McCann & Clark, 2003a). Saturation of categories, as defined by Glaser and Strauss (1967), is a
“criterion for judging when to stop sampling the different groups pertinent to a category” (p. 61).
Starks and Trinidad (2007, p. 1375) suggest theoretical saturation is achieved “when the complete
range of constructs that make up the theory are fully represented by the data.” Corbin and Strauss
(2008) suggest that in some instances of research it is necessary to accept what data are available,
but the researcher must make every effort to apply the principles of theoretical sampling and follow
leads generated during analysis. If this occurs, the researcher must acknowledge the limitations and

the impact it may have on the final theory.

3.7.1.2 Theoretical Sensitivity

A key concept of grounded theory is the researcher’s acquisition of theoretical sensitivity
(Hoare et al., 2012). Glaser (1978) described theoretical sensitivity as “an individual’s ability to
render theoretically their discovered substantive grounded theory” (p. 1). Theoretical sensitivity is
the ability to develop insight, understanding and give meaning to the data, and also to detach the
relevant from irrelevant (Strauss & Corbin, 1990, 1998). Charmaz (2006) and Hoare et al., (2012)
suggest that sensitivity is reached by stopping and thinking again, by reflecting on and comparing
multiple vantage points, as well as building on ideas and following leads. It is the responsibility of
the researcher to have theoretical insight related to the data and their relationships between
concepts and personal experiences. Hoare et al., (2012) suggest that to increase theoretical
sensitivity, a researcher can use analytical tools such as personal experience, questions, initial

coding, memos, theoretical sampling, and professional experience.
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3.7.2 Data Analysis in Grounded Theory Methodology

An essential method that differentiates grounded theory from other qualitative research
designs is concurrent data collection or generation and analysis using codes and categories (Birks &
Mills, 2015). In grounded theory, the well-defined process of data analysis begins with basic
description then conceptual ordering before moving onto theorising (Patton, 2002; Walker & Myrick,
2006). Data analysis is accomplished by a coding process that is the “fundamental analytic process
used by the researcher” (Corbin & Strauss, 1990, p. 12), although the way data is analysed in
grounded theory research is dependent on the approach adopted by the researcher. Glaser (1978)
divides the coding process into two procedures: substantive and theoretical coding. Substantive
coding consists of two sub-phases, open and selective coding that aims to develop categories and
their properties. Theoretical coding occurs at a conceptual level, merging substantive codes
together into a theory (Walker & Myrick, 2006), whereas Strauss and Corbin (1990, 1998) divide the
process into three phases: open, axial and selective coding. They insisted on using constant
comparative methods and questions within these phases with each having specific procedures
aimed at achieving distinct purposes. Walker and Myrick (2006) suggest that initially Strauss and
Corbin’s coding process appears simple; however, when moving deeper into the method, the
procedures the researcher must use become increasingly more complex. Both Glaser’s and Strauss’
versions of grounded theory adhere to the same basic research process, but the difference lies in

how the processes and use of language is carried out.

For this research, data were analysed using a CGT approach. The aim of a constructivist
approach is to develop theoretical interpretation of the data while allowing flexibility in data analysis
as the steps are interwoven and not discrete when applied by the researcher (Charmaz, 2014).
Charmaz (2000, 2006, 2014) focusses on three coding procedures of initial, focused, and theoretical
coding. Charmaz (2014) further incorporates four different phases in developing concepts and
theoretical framework including: (1) creating and refining the research and data collection
procedures, (2) raising terms to concepts, (3) asking conceptual questions, and (4) clarification of

concepts through writing and re-writing.

3.7.2.1 Coding and Categorising

Coding in grounded theory is the process of analysing the data which involves the researcher
as an active participant in the process (Walker & Myrick, 2006). Glaser (1978) describes codes as
“the essential relationship between data and theory” and coding as a process that, “gets the analyst
off the empirical level by fracturing the data, then conceptually grouping it into codes that then

become the theory that explains what is happening in the data” (p. 55). While Charmaz (2000, 2006,
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2014) writes, coding is the first step in moving beyond concrete statements to interpret them
analytically, it is an essential link between gathering data and the emergent theory (Charmaz, 2000,
2006, 2014). Simply put, a code sets up a relationship with the data and with the participant while
coding names the sections of data with a label that simultaneously categorises, summarises and
accounts for each piece of data (Charmaz, 2014; Star, 2007). Coding moves the researcher beyond
concrete statements in the data to make analytical sense of stories, statements, and observations.
There are three main phases of coding in CGT methodology: (1) initial coding involves engaging with
and defining the data. It forms the links between collecting data and developing an emergent
theory, (2) focused coding is sequential to initial coding where the most frequent and significant
codes are used to sift through and analyse large amounts of data. Codes demonstrating analytic
strength are raised to tentative categories to be developed, and (3) Advanced level coding in CGT is
theoretical coding (Charmaz, 2014). Theoretical coding follows the codes selected during focused
coding and provides a framework for enhancing the explanatory power of a grounded theory (Birks
& Mills, 2015; Charmaz, 2014). Charmaz (2014) advocates four phases in developing concepts in
CGT methodology: (1) creating and refining the research and data collection procedures, (2) raising
terms to concepts, (3) asking conceptual questions, and (4) clarification of concepts through writing
and re-writing (Charmaz, 2014). However, the above phases are interwoven and not discrete when
applied by the researcher (Charmaz, 2014). Grounded theory researchers interact with the data

many times over to understand participants’ views from their perspective (Birks & Mills, 2015).
Initial Coding

Initial coding, referred to by Glaser (1978) and Strauss and Corbin (1990) as ‘open coding’
and ‘initial coding’ by Charmaz (2014), is the first important step which moves the researcher
towards later decisions about defining core conceptual categories. Birks and Mills (2015) suggest
that initial coding in the first instance is a rigorous approach and encourages the researcher to
examine data in fine detail while concurrently asking questions of the data. Throughout initial
coding, the researcher stays close to the data and attempts to see actions in each segment of the
data instead of applying pre-existing categories (Charmaz, 2014). Glaser (1978, 1992) and Charmaz
(2006; 2014) agree that while conducting initial coding the researcher should not have any
preconceived ideas and keep it open-ended, although Charmaz (2014) also acknowledges that the
researcher holds prior ideas and skills. Glaser (1978) believes that by “running the data open” (p.
56) the analysis “carries with it verification, correction and saturation” (p.60). Although similar to
Glaser (1978), Strauss and Corbin (1990) define ‘open coding’ as the “analytical process through
which concepts are identified and their properties and dimensions are discovered in the data”

(p.101). The difference is the reference to ‘dimensions’, as Strauss and Corbin believe that
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dimensionalising a category’s properties is a core task (Walker & Myrick, 2006). Glaser (1992) has
criticised this approach as he believes they are jumping ahead in the analysis process by
automatically developing the dimensions of a property and argues it is a form of forced coding

(Walker & Myrick, 2006).

Initial coding is a reflexive activity where the researcher constantly questions themselves
about early analytical decisions and the coding process which will assist them to avoid forcing
theoretical codes (Birks & Mills, 2015; Glaser, 1978; Strauss & Corbin, 1990). Saldana (2015) agrees
and states that initial coding provides an opportunity for the researcher to reflect intensively on the
contents and degrees of the data and to begin taking ownership of them. During this process, the
researcher’s ideas, insights, thoughts and feelings about the data and its relationship with the
emergent theory are also documented in the form of memos (Schreiber, 2001). During initial
coding, Glaser and Strauss (1967), Glaser (1978, p.57) and Charmaz (2014) advocate the following

guestions to be asked:

“What is this data a study of?” (Glaser, 1978, p. 57; Glaser & Strauss, 1967)
“What do the data suggest? Pronounce? Leave unsaid?” (Charmaz, 2014, p. 116)

“From whose point of view?” (Charmaz, 2014, p. 116)

R

What theoretical category does this specific datum indicate? (Glaser, 1978)

Initial coding produces codes that are provisional, comparative, and grounded in the data
(Charmaz, 2014). Many grounded theorists begin initial coding by using line-by-line coding. Line-by-
line coding is a “heuristic device which will bring the researcher into the data, interact with it, and
study each fragment of it” (Charmaz, 2014, pg. 121). Line-by-line coding helps to define implicit
meanings and action and give direction to explore, making comparisons between data, and
suggested emergent links between processes in the data to pursue and check (Charmaz, 2014). This
type of coding is also a thorough way for the researcher to refrain from citing their own intentions,
fears, or unresolved personal issues to participants and collected data. Other types of coding
processes used in the initial coding analysis to generate a range of ideas and interpretation on which
theory is constructed are word-by-word, segment by segment and incident by incident coding.

Additionally, initial coding also guides the researcher if there are gaps in the data (Charmaz, 2006).
Focused Coding

In the second level of the coding process, Strauss and Corbin (1990) use a three-phased
method known as axial coding. According to Strauss and Corbin (1990), the purpose of axial coding

is to put the fractured data back together in new ways “by making connections between a category
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and its subcategory” (p. 97). This connection is achieved by the coding paradigm that focuses on the
situations or conditions in which the phenomenon occurs; the interactions or actions of the people
in response to what is happening in the situation; and the results or consequences of the action
taken or inaction (Strauss & Corbin, 1998; Walker & Myrick, 2006). Charmaz (2014) notes that axial
coding assists to clarify and to extend the analytic power of the emerging ideas but casts a
technological overlay on the data and final analysis. Robrecht (1995) suggests that although axial
coding can make grounded theory cumbersome, the process ensures a complete grasp of the
studied phenomenon. In comparison, Dey (1999) suggests Strauss and Corbin’s coding paradigm
makes good heuristic sense because it has an emphasis on context, conditions, and consequences.
Walker and Myrick (2014) agree by stating “Strauss and Corbin are much clearer on how to
reconnect or integrate the categories and subcategories” (p. 553), but they almost impose, force, or
even position the data. Glaser (1978, 1992) does not support the use of axial coding and instead
uses selective coding (walker & Myrick, 2014). According to Glaser (1992) selective coding is the
transformation from ‘running the data’ open to delimiting the coding process around a core
category. In terms of methodological differences, Walker and Myrick (2006) suggest the process of
axial coding is very different to Glaser’s method and therefore direct comparison cannot occur.
Although direct comparison cannot be made, Walker and Myrick (2006) acknowledge that both
coding processes have an element of selectivity, Strauss and Corbin select categories to examine,
using the coding paradigm whereas Glaser selectively codes around a core category (Walker &

Myrick, 2006).

In CGT, the second level of the coding process is focused coding. According to Charmaz
(2000, 2006, 2014), focused coding is a significant step in organising how the researcher treats the
data and manages the emerging analysis. Focused coding uses the most significant and/or frequent
earlier codes to sift through and analyse large amounts of data (Charmaz, 2014). It requires the
researcher to make decisions about which initial codes make the most analytic sense to categories
your data incisively and completely (Charmaz, 2014). Focused codes will “advance the theoretical
direction of the work by synthesising, analysing and conceptualising larger segments of the data”
(Charmaz, 2014, p. 138). Charmaz (2014, p. 141) suggests the following to assist the researcher

decide which codes serve best as focused codes:

“What do you find when you compare your initial codes with data?
In which ways might your initial codes reveal patterns?
Which of these codes best account for the data?

Have you raised these codes to focused codes?

A N e

What do your comparisons between codes indicate?
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6. Do your focused codes reveal gaps in the data?”

This process of initial line-by-line and focused coding enables the researcher to reach
preliminary, tentative categories for rendering the data analytically (Birks & Mills, 2015). The
researcher begins focused coding when similarities in concepts are identified in the initial coding. By
doing this, the initial codes are constantly compared against any existing or incoming data and
identifies relevant categories, which are further compared to data and codes (Charmaz, 2014).
According to Glaser (1978), this comparison allows gaps in the data to be identified, to recognise
where more information is needed. At this stage of the analysis process, concepts are elevated to a
level of abstraction by naming and fitting them into categories through this iterative process (Strauss

& Corbin, 1990).

Grouping the codes results in the development of categories with many containing sub-
categories and together they explain the broader concept. Birks and Mills (2015) advise that a key
task of grounded theory analysis is to link categories and their properties. Also, by using
comparative analysis methods, the emerging categories are compared with each other to identify
gaps in the data (Birks & Mills, 2011). Strauss and Corbin (1998) suggest that this phase of coding
will further lead to development of relational statements which operate at a conceptually high level

by integrating the categories.
Theoretical Coding and Theoretical Saturation

Theoretical coding is a sophisticated level of coding undertaken in the later stages of
grounded theory analysis to move the “analytic story in a theoretical direction” (Charmaz, 2014, p.
150). It follows the codes selected by the researcher during focused coding. Glaser (2005, 2013)
suggests that despite the significance of theoretical coding, it is an aspect of grounded theory
analysis that researchers are most likely to struggle with. Birks and Mills (2015) suggest that how a
researcher uses theoretical coding depends on the coding analysis undertaken during the second
level of the coding process. They also suggest that the researcher’s reliance on theoretical coding
will be greater if there is a delay in the process of identifying relationships between concepts in the
theory to the advanced stages of analysis (Birks & Mills, 2015). Charmaz (2014) suggests that
theoretical coding promotes clarity and precision in the final product. Glaser and Holton (2013)
agree stating the developed theory will be more plausible, relevant and enhanced when integrated
and modelled by an emergent theoretical code. Birks and Mills (2015) suggest that without
theoretical coding, a grounded theory will not demonstrate explanatory power that differentiates it

from other approaches to research.
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Glaser (2013) asserts that theoretical codes must not be preconceived or forced into the
analysis. Grounded theorists must avoid applying an external theory until their own theory has been
developed (Charmaz, 2014; Birks & Mills, 2015; Glaser, 2013; Glaser & Strauss, 1967). Theoretical
codes assist in clarifying what each category is in relation to other categories and develop theoretical

links between categories and eventually links integrate into theory (Glaser, 1978).

Theoretical saturation is necessary for the integration of the final story. As suggested by
Charmaz (2014), theoretical saturation should be the aim of all grounded theory researchers.
Introduced by Glaser and Strauss (1967), theoretical saturation occurs when new data does not
deliver new insight into the categories (Lee, 2006). Strauss and Corbin (1998) define theoretical
saturation as “the point in category development at which no new properties, dimensions, or
relationships emerge during analysis” (p. 143). Strauss and Corbin (1990) also suggest that
theoretical saturation has occurred once the theory is well established and validated. Charmaz
(2014) explains that data collection ceases when categories are saturated, when gathering new data
no longer generates new theoretical insights or reveals new properties of the core theoretical

categories.

3.7.2.2 The Core Category

Strauss and Corbin (1990) define a core category as “the central phenomenon around which
all the other categories are integrated” (p. 116). In early seminal grounded theory publications
(Glaser, 1978; Strauss, 1987; Strauss & Corbin, 1990), a central idea of core category or concept is
that it encapsulates the process apparent in the categories and sub-categories constructed (Birks &
Mills, 2015). According to Glaser (1978), the purpose of grounded theory is “to account for a pattern
of behaviour which is relevant and problematic for those involved” (p. 93). This occurs by generating
a theory around a core category that emerges from the data. In later grounded theory works and
according to Charmaz (2014) and Clarke (2005), the selection of a core category is less important and
instead a broader approach to describing “how categories and their sub-categories integrate
together to form an abstract grounded theory of a substantive area of enquiry” (Charmaz; Clarke, as

cited in Birks & Mills, 2011, p. 110).

Glaser (1978) places high importance of developing a strong, conceptually abstract category
at the heart of grounded theory analysis (Birks & Mills, 2015). However, Strauss and Corbin (1990)
and Charmaz (2014) take a more flexible approach to the need to identify a core category as a
particular phenomenon. A core category “includes that every part of the data (emerging codes,
categories, properties, and dimensions) is constantly compared with all other parts of the data to

explore variations, similarities and differences in the data” (Hallberg, 2006, p. 143). Once a core
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category is chosen, the generation or collection of data to theoretically saturate the core and related
categories and subcategories is guided by theoretical sampling (Malik., 2017). This process allows
the researcher to form their grounded theory, refine and fully integrate each theoretical component,

developing the overall level of conceptual abstraction (Malik., 2017).

3.7.2.3 Constant Comparative Analysis and Theoretical Sampling

Constant comparative methods “combines systematic data collection, coding and analysing
with theoretical sampling with the aim of generating a theory that is integrated, close to the data,
and expressed in a form clear enough for further testing” (Conrad et al., 1993, p. 280). Constant
comparative methods, according to Glaser and Strauss (1967), will establish analytic distinction,
therefore making comparisons at each level of analytic work. The process of constant comparison
involves comparing data with initial codes to find similarities and differences and then with
categories as they emerge. The emerging codes and categories are constantly checked against the
data that are collected, allowing the researcher to interpretively analyse the information (Charmaz,
2006). Glaser and Strauss (1967, p. 105) write that constant comparative methodology incorporates
four stages: “(1) comparing incidents applicable to each category, (2) integrating categories and their
properties, (3) delimiting the theory, and (4) writing the theory.” The researcher, throughout the
four stages, “continually sorts through the data collection, analyses and codes the information, and
reinforces theory generation through the process of theoretical sampling” (Kolb, 2012, p. 83). Glaser
and Strauss (1967) and Kolb (2012) emphasise the benefit of using constant comparisons is the

emergence of a substantive theory from raw data.

Constant comparative methods, combined with theoretical sampling, is an important
strategy used by researchers in the development of grounded theory (Glaser & Strauss, 1967; Kolb,
2012). Theoretical sampling pursues relevant data to develop the emerging theory. Charmaz (2014)
writes the principal aim of theoretical sampling is to elaborate and refine the categories constituting
the researcher’s theory. Charmaz (2014) suggests that a common error made by researchers is
confusing theoretical sampling with gathering data until the same pattern reoccurs resulting in a
description of empirical themes. Instead, theoretical sampling in grounded theory gives the research
analytic depth, precision and aims the researcher at “data-gathering toward explicit development of

theoretical categories resulting from analyses of the studied world” (Charmaz, 2014, p. 199).

3.7.2.4 Diagrams and Memos

Diagrams and memos are essential to the analytical process (Glaser, 1978). Memos are

written records by the researcher of their thoughts, reflection and ideas throughout the research
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(Birks & Mills, 2015). Diagrams are visual devices that portray potential relationships between
concepts (Strauss & Corbin, 1990, 1998). Along with Glaser (1998) and Strauss and Corbin (1990),
Charmaz (2014) places high importance on memo-writing, “it is a crucial method as it prompts
researchers to analyse their data and to develop their codes into categories early in the research
process” (p. 343). Successive memos keep the research involved in the analysis and help to increase
the level of abstraction of their ideas (Charmaz, 2014). Strauss and Corbin (1990) strongly advocate
using diagrams from the beginning of a study concurrently with memo writing. Diagramming
alongside generating or collecting data and analysing encourages the researcher to map and connect
various codes in the first instance (Birks & Mills, 2015). Diagramming will assist the researcher to
find gaps and holes in the developing theory which will further direct theoretical sampling (Charmaz,
2014). Birks and Mills (2015) suggest that when diagramming, the only rule is to keep a record of

what has been created and throw nothing away.

3.7.3 Theoretical Integration

A grounded theory is a result of the interaction between the researcher and their data using
strategies to produce saturated categories, linking concepts and categories (Birks & Mills, 2015),
although there is some disagreement amongst grounded theorists on what a completed theory looks
like. According to Charmaz (2014), this is due to unsettled notions about what theory means.
Charmaz (2014) suggests the most dominant definitions of theory originate from positivism.
Positivist definitions of theory “treat it as a statement of relationships between abstract concepts
that cover a wide range of empirical observations” (Charmaz, 2014, p. 229). The aim of the positivist
theory is to stress explanation and prediction, whereas interpretive theories emphasise
interpretation and give abstract understanding greater priority than explanation (Charmaz &
Thornburg, 2020). The aim of interpretative theories is to understand how individuals construct

meanings and actions (Charmaz, 2014).

The aim of grounded theory is to explain a process or scheme associated with a
phenomenon through a generated theory (Birks & Mills, 2015). As explained by Ke & Wenglensky
(2010, para. 1), the objective of grounded theory is to “develop a theory that emerges from and is
therefore connected to the very reality that the theory is developed to explain.” Grounded theory is
about embracing a constant comparative method, conformity and coherence of codes, concepts and
categories which are crucial indicators for a valid GT (Ke & Wenglensky, 2010). Glaser and Strauss
(1967) introduced grounded theory as a general research program for developing substantial (reflect
a specific phenomenon or situation) or formal (general in nature) theory (Scheufele, 2008).

According to Glaser (1992), the final theory should be open to modification and be broad in nature,
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whereas Strauss and Corbin (1998, 2008) emphasise producing a dense and detailed description to
explain the phenomenon. Charmaz (2014) emphasises that “when you theorise, you reach down to
the fundamental, up to the abstraction, and probe into experience. The content of theorising cuts to

the core of the studied life and poses new questions about it” (p. 245).
3.7.4 Reflexivity and Grounded Theory

Reflexivity as described by Gentles et al., (2014) refers to the “generalised practice in which
researchers strive to make their influence on the research explicit — themselves, and often to their
audience” (p. 1). Birks and Mills (2015) suggest that it is essential for grounded theorists to be
reflective researchers but acknowledges what constitutes reflexivity, the value of reflexive practices
and the contribution that reflexivity can make to data analysis is a topic of debate. Some
researchers argue that reflexive techniques are poor-quality assurance measures and useless based
on the assumption that it is impossible for individuals to attain a complete knowledge of self (Birks &
Mills, 2015; Cutcliffe, 2003; Cutcliffe & McKenna, 2004). Glaser (2001) also does not support
reflexivity suggesting it could lead to ‘reflexivity paralysis’ (p. 47). In contrast, Strauss (1987) suggest
that researchers influence grounded theory methods and this must be recognised during the
research process (Birks & Mills, 2015). Strauss and Corbin (1998) advocate the use of a reflective
journal so researchers can keep a record of their metaphorical journey to learn from their
experiences (Birks & Mills, 2015). Charmaz (2014) states that reflexivity must be involved in the
research design to ensure the researchers’ assumptions about the world and how they influence
actions are acknowledged. In this study, the researcher used the reflexivity techniques of memo-

writing, methodological journal and diagrams. These concepts are discussed further in chapter four.
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3.8 Constructivist Grounded Theory — The Chosen Approach

For this study, the research design was determined by the aim of the research and
consideration was made to the application and feasibility of the chosen method in context of the
phenomenon of interest. The aim of this research was to go beyond simple description and
exploration, and rather to generate a substantive theory to understand patients’ experiences of
acute deterioration and MET encounter. A scoping literature review showed that little is known
about the phenomenon. Therefore, the choice of grounded theory was appropriate as it results in
the generation of new knowledge and a theory with explanatory power (Birks & Mills, 2015).
Grounded theory methods give the researcher focus as well as systematic, yet flexible guidelines for

conducting successful research (Charmaz, 2014).

The philosophical underpinnings of grounded theory research are diverse; from Glaser and
Strauss’s (1967) post-positivism, to the symbolic interactionist roots of Strauss and Corbin (1990),
through to the constructivism of Charmaz (2006, 2012). Birks and Mills (2011) identify the
importance of philosophically considering one’s ontological and epistemological position and its
impact on the approach to research in the context of grounded theory methodology. When
exploring my philosophical position, | recognised that | believe that each person creates their own
reality and that reality cannot exist without context (Denzin & Lincoln, 2011). | also believe that
people construct meaning, or reality based on their interactions with the social environment and
that knowledge is not found, it is constructed (Charmaz 2006, 2012, 2014). Such a position posits
me in a relativism ontology operating within a constructivist paradigm. Constructivist approach is
rather practical and challenges assumptions of abstract theories; the generated theory is the result
of social constructions of participants and the researcher within a context. A constructivist method
enables depth into the phenomenon without isolating the researcher from its context, in order to
gain a deeper level of understanding of the roots of the issue being studied (Charmaz, 2006, 2014).

Therefore, a CGT approach was chosen for this research.

CGT starts from the experience and inquiries about how participants create it, therefore
both researcher and participant interpret the meaning and actions of this experience. In CGT the
researcher assumes that both data and analyses are characterised as social construction. CGT
ensures the rigor of the traditional grounded theory method, whilst fostering and encouraging
empathetic understandings of participants’ actions, meanings and words through openness and
reflexivity (Charmaz, 2014, Ford, 2010). This study aimed to explore multiple realities which
required a flexible but interpretative approach. CGT offered flexible, precise and practical methods

that differ from more prescriptive approaches by Glaser and Strauss (1967) and Strauss and Corbin
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(1990). As suggested by Creswell (2007), Charmaz’s CGT method represents a flexible and

interpretive approach to data generation and analysis, which was appropriate for this research.

3.9 Evaluating the Quality: Trustworthiness of Grounded Theory Study

According to Marrow (2005, p. 250), “qualitative research, ensuing from a variety of
disciplines, paradigms and epistemologies, embraces multiple standards of quality such as validity,
credibility, rigor or trustworthiness.” Lincoln and Guba (2000) argue that qualitative research cannot
be assessed on the positivist notion of validity, instead it should be assessed on an alternative
criterion of trustworthiness (Gasson, 2004). This is justified on the basis that the positivist
worldwide view differs from the interpretive view (Gasson, 2004). Therefore, different criteria or
rigour and quality must “reflect the different assumptions that interpretive researchers hold about
the nature of reality” (Gasson, 2004, p. 89). To assess the trustworthiness of qualitative research,
Miles and Huberman (1994), Lincoln and Guba (2000) and Gasson (2004) suggest the following
criteria: credibility (truth value), confirmability (representativeness of findings),
dependability/auditability (reproducibility of findings) and transferability (generalisability of
findings). To increase credibility and ensure trustworthiness of the research findings, there are other
strategies that researchers can employ such as member checking, peer checking, and triangulation,

detailed transcription, systematic plan and coding (Gunawan, 2015).

In grounded theory, Glaser and Strauss (1967) aimed to address the perceived lack of rigor in
research that generated theory, although it is recognised that the evaluation criteria to assess GT
studies vary. Glaser and Strauss (1967) emphasise assessing the credibility and rigor of the research
in the context of the application of GT (Charmaz, 2014). They suggest that the theory should
demonstrate fit (the field of the intended use), should be understandable (by those who work in the
area), be general (flexible in application) while allowing the user control over its use (Birks & Mill,
2014; Charmaz, 2014; Lomborg & Kirkevold, 2003). Strauss and Corbin (1990) classify data quality,
the research process and empirical grounding of the final theory as being the core components for
assessing grounded theory studies. Additionally, developed theory should be assessed in terms of
“the range of variation and the specificity with which they are analysed in relation to the
phenomena that are their source” (Strauss and Corbin, 2008, p.18). Charmaz’s (2006, 2014) criteria
for assessing CGT studies are “credibility (familiarity within the setting or topic), originality
(categories fresh, new insight), resonance (do the categories portray the fullness of the studied
experience?) and usefulness (does the analysis offer interpretations that people can use in their
everyday world?)” (p. 337-338). According to Charmaz (2014), a strong combination of credibility

and originality increases usefulness and resonance, and the subsequent value of the contribution.
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Table 3.1 provides an overview of the criteria proposed to evaluate grounded theory studies (Birks &

Mills, 2015, p. 144).

Table 3.2: Criteria for Evaluating GT Studies

Glaser & Strauss (1967) Strauss & Corbin (1990) Charmaz (2014)
Fit Data quality Credibility
Understandable Research process Originality
General Empirical grounding Resonance
Control Usefulness
Glaser (1978) Strauss & Corbin (1998)

Fit Data quality

Work Theory quality

Relevant Research process

Modifiable Empirical grounding

Glaser (1992) Corbin & Strauss

Fit Fit

Work Applicability

Relevant Concepts are dense and varied

Modifiable Concepts are contextualised

Parsimony Logical flow of ideas

Scope Depth of findings

Variation within findings
Creativity

Sensitivity

Evidence of memos

13 additional criteria can also

be considered.
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3.10 Summary of Chapter Three

Chapter three has presented a discussed of the philosophical underpinnings of the
methodology chosen for this research. CGT methodology was discussed in detail along with the
foundational tenets for data collection, data analysis and theory integration. Evaluating the
trustworthiness of qualitative research and grounded theory methods was also considered.
Application of the foundational tenets in the context of this research is outlined in the follow

chapter.
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CHAPTER FOUR

Applying Grounded
Theory Methods
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Chapter Four: Applying Grounded Theory Methods to Explore
Patients’ Experiences of Acute Deterioration and Medical Emergency
Team (MET) Encounter

4.1 Introduction

Grounded Theory (GT) is concerned with psychosocial processes of behaviour and aims to
explain how and why individuals behave in certain ways, in similar and different contexts (Charmaz
2006; Corbin & Strauss 2008; Dey 2008). This chapter discusses how grounded theory methods were
used to explore patients’ experiences of acute deterioration where a medical emergency team
(MET) review occurred. Specifically, grounded theory as an emergent methodology was chosen to

answer the research question:

1. What processes occur as patients experience acute clinical deterioration and MET

encounter?

Constructivist grounded theory (CGT) method consists of flexible analytical guidelines that
offer an interpretive portrayal of the studied world (Charmaz, 2014). The aim of constructivist
grounded theory (CGT) methodology is to extend and magnify the researcher’s view of the studied
life, therefore deepening what is learnt and what is known about it (Charmaz, 2014). This chapter
examines how CGT methods was used to explore patients’ experiences of acute deterioration as well
as the researcher’s position in relation to the diverse paradigms of grounded theory and how this

impacts theory development.

4.2  Applying Foundational Tenants of Constructivist Grounded Theory
Method

4.2.1 Planning a Grounded Theory Study

A study to explore patients’ experiences of acute deterioration and MET encounter was
designed. To date, no such studies have been published in the Australian context. The foundation
of this current study was decided after initial discussions with study supervisors, gaps in the

literature and the researcher’s previous clinical and research experience in the area of interest.

During the planning phase of the study, CGT methodology was found to be the most suitable
approach to explore the research problem. As a novice, the researcher immersed herself extensively

in the grounded theory literature, following the constructivist approach proposed by Kathy Charmaz.
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4.2.2 Researcher’s Philosophical Positioning

The philosophical underpinnings of grounded theory research are diverse; from the post-
positivism of Glaser and Strauss (1967), to the symbolic interactionist roots of Strauss and Corbin
(1990), through to the constructivism of Charmaz (2006, 2012). Birks and Mills (2011) identify the
importance of philosophically considering one’s ontological and epistemological position and its
influence on the approach to research in the context of grounded theory methodology (GTM). In
guestioning my philosophical position, | identified that | was driven by the belief that each person
creates their own reality, and that reality cannot exist without context (Denzin & Lincoln, 2011). |
also believes that individuals or groups construct meaning, or reality based on interactions with the
social environment (Charmaz, 2006, 2012, 2014) and that knowledge is not found, it is constructed.
Such a position posits me in a relativism ontology operating within a constructivist paradigm.
Therefore, from the planning phase of this research, Charmaz’s constructivist approach was
followed. Being an experienced clinician, | acknowledged my assumptions regarding the area of

interest and challenged these throughout the research.

4.2.3 Data Collection Methods

Gathering rich data provides researchers with solid material for building a significant analysis
(Charmaz, 2006). Rich data is considered detailed, focused, and reveals participants’ views, feelings,
interactions, and actions as well as the contexts and structures of their lives (Charmaz, 2006, 2014).
The founders, Glaser and Strauss, called the method “grounded” because a theory was generated
from a broad array of data through a rigorous process of constant comparison (Glaser, 1992; Glaser
& Strauss, 1967; Stern, 1980). To understand how research participants, construct and define their
realities in the social context, grounded theories may be developed with diverse kinds of qualitative
and quantitative data (Lee, 2006). Charmaz (2014) asserts that a study’s credibility is determined by

the relevance, substance, scope and depth of the data.

The choice of data collection methods for this study was guided by the underlying
philosophy of grounded theory methodology, and research aim and question. Therefore, the most
appropriate data collection method chosen for this study was one-on-one interviews. This is

discussed in detail in the following section.

70| Page



4.2.3.1 Interviews

Intensive interviews were the chosen method of data collection for this research. In
qualitative research, interviews are the most common method of gathering data (Savin-Baden &
Howell Major, 2013). According to Birks and Mills (2015), in GT research, “the value of interviewing
is evidenced by the extensive number of studies that rely on it as a principal mechanism for the
generation of data” (p. 72). Charmaz (2014) explains that, interviewing in grounded theory is a
conversation between a participant and researcher that explores a participant’s personal
experiences related to a research topic. According to Charmaz (2014, p. 56), the key characteristics

of intensive interviewing include:

e “Selection of research participants who have first-hand experience that fits the research
topic.

e In-depth exploration of participants’ experiences and situations.

e Reliance on open-ended questions.

e Objective of obtaining detailed responses.

e Emphasis on understanding the research participant’s perspective, meanings and
experience.

e Practice of following up on unanticipated areas of inquiry, hints, and implicit views and

accounts.”

Qualitative research draws on investigative, intensive and informational interviewing
strategies (Charmaz, 2014). The aim of informational interviewing is to gather accurate facts and
descriptions of events with clarification about places and those involved (Charmaz, 2014).
Investigative interviewing also aims to gather accurate details but it’s purpose is to uncover hidden
actions and intensions or exposing policies and practices and their implications (Charmaz, 2014).
Whereas intensive interviews create and open an interactional space where a participant’s
experience can be explored and meanings interpreted (Charmaz, 2014). It is a useful method for
interpretive inquiry to “understand the research participant’s language, meanings and actions,
emotions and body language” (Charmaz, 2014, p. 57). The in-depth nature of intensive interviews
foster the participant’s interpretation of their experience at the time the interview takes place
(Charmaz, 2014). By using intensive interviews, the constructivist mode of GT encourages the
researcher to enter the world that is being studied and to learn from the inside (Hallberg, 2009). In
their later work, Strauss and Corbin (1998) acknowledged the co-construction of meaning between
the participant and researcher, which is implicit during the interview process (Kolb, 2012). Mills et

al., (2006) suggest that during the narrative process, the researcher and participant give and take
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from each other creating a site for co-construction of knowledge, leading to results that are both
mutually negotiated and contextual (Collins, 2005; Fontana & Frey, 2000; Hand, 2003; Reinharz,
1992). According to Guba and Lincoln (1989), “it is impossible to separate the inquirer from the
inquired into. Itis precisely their interaction that creates the data that will emerge from the

inquiry.” (p. 88)

This current study was granted ethical approval from the human research ethics committees
of Federation University (Appendix 1a), Monash University (Appendix 1b), Ballarat Health Service
(Appendix 1c), Latrobe Regional Hospital (Appendix 1d) and St John of God Health Group (Appendix
le). Following receipt of ethical approvals, data collection commenced in May 2018. In line with the
study question, and by employing purposive sampling, patients who experienced acute deterioration
and been cared for by a MET were invited to participate. Ethical considerations specific to this study

are discussed later in this chapter.

Data were collected at three hospital sites: Ballarat Health Service (BHS), Latrobe Regional
Hospital (LRH) and Central Gippsland Health Service (CGHS). Patients over 18 years of age who
experienced acute deterioration resulting in a MET review were invited to participate. Patients were
excluded if they were confused and/or unable to provide informed consent, English was not their
first language, assessed as clinically unstable by a hospital clinician, an obstetric patient, had an
active complaint against the hospital, a mental health unit inpatient or under a mental health team.
Once a patient met the inclusion criteria, they were provided with a plain language information
statement (Appendix 2a) and consent form (Appendix 2b). Potential participants were approached
in accordance with hospital ethics requirements. This approach differed between the three hospital
sites. At Ballarat Health Service the researcher was approved to approach potential participants
whereas, at Latrobe Regional Health and Central Gippsland Health Service patients were approach
by a nominated hospital clinician as requested by the ethics committee. After receiving information
about the study, potential participants were followed up regarding their interest in being involved in
the research. At this time, further explanation of the study was provided, details were clarified, and
any questions were answered by the researcher. Individuals who chose to participant in the

research returned consent forms agreeing to partake in a recorded interview.

Once a participant consented to be interviewed, a mutually agreeable time and place was
agreed upon. Altogether 27 interviews were conducted, 24 occurred at the patient’s bedside with
three conducted in the ward’s visitors room to ensure privacy as the participant was in a shared
room. Participants were interviewed one-on-one, using a semi-structured format with some guiding

questions (Appendix 5). Interviews were approximately 30 minutes in duration, were audio
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recorded and later transcribed verbatim. Each interview began by outlining the study purpose,
reiterating the explanatory statement, ensuring the protection of their identity and how the

information gathered would be stored.

For the current study, an interview guide was developed which underwent a peer and
supervisor review process. The interview guide helped the researcher prepare for conducting the
interview, to achieve the research objectives and to have better control of how and when to ask
guestions during the conversation (Charmaz, 2014; Holloway, 2005). Charmaz (2014) recommends
that an interview guide should be a flexible tool that assists researchers become aware of their own
interests, assumptions and use of language. An initial interview guide should be provisional and
modified as concepts begin to emerge (Birks & Mills, 2015; Strauss & Corbin, 1998). Karp (2009)
considers the development of an interview guide a point in the research process where ‘analytic
motifs and ambitions’ of the research can be clarified (p. 40). It provides the researcher with an
opportunity to set out the domains of inquiry (Karp, 2009; Ralph, 2013). Charmaz (2014) argues that
without an interview guide a novice researcher may unintentionally force interview data into
preconceived categories, which undermines a grounded theory study. In the beginning, the
researcher used a guiding question (Appendix 5) to reveal participants’ understandings and

experiences, for example:

I understand you became unwell and needed to be reviewed and cared for by the hospital’s medical

emergency response team. Can you describe for me your experience?

Beginning the interview with an open-ended, non-judgemental question, encouraged unanticipated
statements and stories to emerge from the participant’s experience (Birks and Mills, 2015; Charmaz,
2014). The interview questions became more focused to elicit and elaborate the participant’s
experiences and to link emerging concepts and categories (Charmaz, 2014). As suggested by
Charmaz (2014), the questions within the interview guide were developed by the researcher who
listed topics that could address the research question and objectives. This also allowed the
interviews to be flexible and spontaneous. Charmaz (2014) suggests when starting a new project
without an interview guide and guiding questions, it is fraught with danger. Novice researchers may
ask ‘awkward, poorly times, intrusive questions that you may fill with unexamined preconceptions’
(Charmaz, 2014, p. 63). As guided by Charmaz (2014), the questions were framed to ‘reflect a
symbolic interactionist emphasis on learning about participants views, experienced events, and

actions’ (p. 65).

The interviews were audio-recorded, with permission of the participants. The researcher

listened to each audio-recording several times to identify and understand the meaning of the
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participants’ experiences beyond what they expressed. In seminal works, Glaser (1998) argues that
recording interviews detracts from the focus of early categories and generates a substantial amount
of superficial data. In contrast, Birks and Mills (2015) suggest that recording interviews provides
additional security for valuable data and allows verbatim quotations to be used to defend codes and
illustrate the final theory. Charmaz (2014) argues that recording interviews preserves rich details
such as the participant’s tone and tempo, silences and statements as well as the form and flow of
guestions and responses. As a novice researcher and having had minimal prior experience in
interviewing, the researcher conducted practice interviews with peers before data collection began.
This reflective process allowed the researcher to gain confidence in conducting intensive interviews,
practise interviewing techniques and modify the interview guide. In the beginning, interviewing
appeared to be intensive, but at times, the flow of the conversation was disrupted by the researcher
asking somewhat related questions to fill silences or force discussion. To address this for future
interviews, the researcher engaged in reflective processes and received guidance from study
supervisors. Engaging in reflective processes after each interview, allowed the researcher to better
draw implicit meanings, assumptions, definition of terms, situations and events from the

participants’ experiences.

Interviewing practices within the constructivist paradigm differ from traditional grounded
theory approaches. Constructivist grounded theorists view interviewing as emergent interactions in
which social bonds may develop (Charmaz, 2014). It allows for the mutual co-construction of
knowledge based on the participant’s experiences, silences, interviewer-participant relationship and
the interview content (Charmaz, 2014). Hiller and DiLuzio (2004) view the constructivist approach to
interviewing as a site for exploration, emergent understandings and validation of experiences. CGT
emphasises going into the emergent phenomena and defining their properties (Charmaz, 2014).
Additionally, the researcher is encouraged to move back and forth between the data to form their
analysis as an iterative process, leading to pursue additional events, processes, experiences and
stories (Charmaz, 2014). In this current study, based on the participants’ stories, the researcher was
able to build ‘what’ and ‘how’ questions into the data collection. According to Charmaz (2014),

these questions elicit content and begin to shape a subsequent theoretical analysis.

In the current study, purposive sampling was employed to target patients who were thought
to be appropriate for this study. Purposive sampling enhances the likelihood of uncovering a wide
range of realities (Strauss & Corbin, 1998). As the researcher progressed and important concepts
from the participants’ perspectives began to emerge, theoretical sampling was undertaken (Hall et
al., 2013). When engaging in theoretical sampling, the researcher pursues people, events or

information to illustrate, define and explain properties, boundaries, and relevance of the category or
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set of categories (Bryant & Charmaz, 2019; Charmaz, 2014). In this study, as categories began to
develop, further data were collected to develop the emerging categories and their properties.
Therefore, theoretical sampling allowed categories to fully develop, elaborate their meanings, clarify
relationships between categories, assist in seeking new theoretical renderings and define gaps to
fully explore a range of processes in relation to patients’ experiences. Hence, the emerging

categories guided the dynamic process of data collection and analysis (Hall et al., 2013).

How many interviews a grounded theorist should conduct remains contested. Strauss and
Corbin (1998) suggest that data collection can cease once no new data appears and all concepts of
the theory are well developed. Both Glaser (2001) and Charmaz (2006) emphasise that data

Ill

collection should continue until “conceptualization of comparisons of these incidents which yield
different properties of the pattern, until no new properties of the pattern emerge” (Glaser, 2001, p.
191). Charmaz (2014) clarifies that grounded theorists should aim not to saturate data, instead to
saturate emergent categories and concepts. In this study, concurrent data collection and analysis
occurred until categories had been fully developed and the researcher was confident that categories
were fully saturated. The sample size for this study was considered satisfactory when emerging
categories from the data reached saturation and further data collection did not produce any new
information or concepts (Morse, 2000). In total, 27 interviews with patients were conducted across
three Victorian health services. After the twenty-third interview, the reoccurrence of themes was

noted; however, to further elaborate categories and verify emerging concepts, four additional

interviews were included.

Of the 27 recorded interviews, thirteen were transcribed by the researcher and the
remaining interviews were professionally transcribed. A professional transcription service was
employed once the researcher felt confident in her ability to transcribe interviews and to save time.
The interviews that were professionally transcribed were checked against the original recording to
ensure accuracy and any errors were corrected before initial coding occurred. Some interviews
(four) were subject to member checking, a technique used to confirm that interpretations align with
participants’ meanings and experiences (Wong et al., 2017). Although, according to Birks and Mills
(2015), Charmaz (2014) and Sandelowski (2002) member checking is not necessary, as grounded
theorists believe participants’ understandings about their worlds are not static entities and instead
subject to change and are influenced by the context of the moment. Memos and journal entries
were made after each interview was conducted and were revisited after the researcher listened to
each recording. The researcher made every effort to analysis the interview data before the next
interview. However, this was impossible in some instances due to minimal time between interviews.

Therefore, in some cases, a preliminary analysis was performed before the next interview occurred.
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To adhere to the principles of CGTM, the researcher kept records of conceptual ideas in the form of

memos and an audit trail of decisions made to reach theory development.

4.3 Data Analysis Approach

GT is a rigorous method that enables researchers to construct conceptual frameworks or
theories through inductive theoretical analysis (Corbin & Strauss, 2008). Data analysis commences
with basic description, moves to conceptual ordering and then on to theorising (Patton, 2002;
Walker & Myrick, 2006). GTM requires the researcher to be fully immersed in the data to
understand how and why people behave in certain ways, in similar and different contexts (Charmaz
2006; Corbin & Strauss 2008; Dey 2008). According to Charmaz (2014), constructivist grounded
theorists “aim for abstract understanding of studied life and view theory analyses as located in time,
place, and the situation of inquiry” (p. 342). To become proficient in data analysis, the researcher

was guided by techniques suggested by Kathy Charmaz (2014) and research supervisors.

4.3.1 Engaging with Initial Coding

Coding is not simply part of data analysis; it is the “fundamental analytic process used by the
researcher” (Corbin & Strauss, 1990, p. 12). GT coding is different from other types of coding
because it codes for actions, invokes comparative methods, and discerns meanings through
exploring events and actions (Charmaz & Bryant, 2011). By conducting initial coding, the researcher
began to form links between collecting data and developing an emergent theory to understand and
account for the data (Birks & Mills, 2015). According to Walker and Myrick (2006), “it is what
transports researchers and their data from transcript to theory” (p. 549). The researcher
approached initial codes as provisional, comparative, and grounded in the data, an approached
recommended by Charmaz (2014). During the analytical process, Charmaz (2014) firmly believes in
using gerunds (noun form of the verb) as it assists the researcher to identify actions and processes
within the data, rather than focussing on the individual. Gerunds help to describe what is occurring
in the data, identify the code’s theoretical direction, and distinguish lines of emerging story in the
data (Charmaz & Bryant, 2011). In the current study, the researcher remained close and immersed
herself in the data by reading through interview transcripts and field notes. As suggested by
Charmaz (2014), the researcher attempted to code the data as actions to avoid focusing on
individuals’ tendencies. Throughout initial coding, the researcher remained open to exploring

theoretical possibilities, which helped to define categories.
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4.3.1.1 Performing Line-By-Line Coding

Line-by-line coding helps to define implicit meanings and actions. It prompts the researcher
to study each line of the data and begin to gain a conceptual handle of them (Charmaz, 2014;
Charmaz & Bryant, 2011). In the current study, each interview transcript was analysed using line-by-
line coding. The data were fragmented and coded using verbs and gerunds to define actions and
processes. As stated by Charmaz and Bryant (2011), conducting line-by-line coding using gerunds

helps to capture, form, and connect fragments of data.

During line-by-line coding, the researcher remained open to the data to identify implicit
concerns, as well as explicit statements. This coding process was guided by flexible strategies
suggested by Charmaz (2014, p. 125): “breaking the data into their component parts or properties;
defining the actions on which they rest; looking for tacit assumptions; explicating implicit actions and
meanings; crystalising the significance of the points; comparing data with data; and identifying gaps
in the data.” By using these strategies, it encouraged the researcher to explore theoretical
possibilities and create codes that best fit the data (Hall, 2013). An attempt was made to be critical
towards the data to see actions and to identify significant processes. Charmaz (2014) suggests that
being critical encourages the researcher to ask questions about the data. When critically analysing
the data the researcher was guided by the following questions: “What process (es) is at issue here?
How can | define it? How does this process develop? How does the research participant act while
involved in this process? What does the research participant profess to think and feel while involved
in this process? What might his or her observed behaviour indicate? When, why, and how does the
process change? What are the consequences of the process?” (Charmaz, 2014, p. 127). As the codes
evolved, constant comparative analysis was conducted, and gaps were identified. To address these
gaps, the researcher used theoretical sampling to direct further inquiring to gather information-rich
data, this allowed for data collection and coding to become more focused. Line-by-line coding
enabled separating data into categories and to see processes, which were further analysed through

focused coding.

Glaser (1978, 1992) firmly believes when conducting initial coding the researcher should not
have any preconceived ideas. Dey (1999, 2008) and Charmaz (2014) disagree and instead encourage
researchers to examine how their past influences the way they see the world and the data by
embracing their prior skills and ideas. In the current study, the researcher maintained a reflexive
journal to identify any personal and professional assumptions that potentially could have influenced

the development of codes and findings.
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4.3.2 Category Formulation Through Focused Coding

In CGT methodology, the second major analytical phase is focused coding. During focused
coding the most significant and frequent codes discovered during initial coding are used to examine,
organise, synthesis, and analyse large amounts of data (Charmaz, 2014). Focused codes advance the
theoretical direction of the research and are more conceptual than initial codes (Glaser, 1978). In
the current study, the researcher conducted focused coding by assessing and studying initial codes,
aiming of determine their adequacy and conceptual strength. Initial codes were compared with the
data to distinguish which codes had greater analytical power. This process further directed the
analysis and resulted in the development of promising tentative categories. The categories were
compared with codes and concepts to determine their relevance which also identified further gaps
in the data. To address and fill these gaps theoretical sampling was conducted. Using Charmaz’s
approach to analysis, the researcher was guided by the following questions when conducting initial

and focused coding:
“What do you find when you compare your initial codes with date?
In which ways might your initial codes reveal patterns?
Which of these codes best account for the data?

1

2

3

4. Have you raised these codes to focused codes?

5. What do your comparisons between codes indicate?
6

Do your focused codes reveal gaps in the data?” (Charmaz, 2014, p. 140)

As focused coding proceeded, the researcher began to identify explanatory and conceptual
patterns in the analysis which led to the formation of provision categories. These categories were
multi-dimensional and consisted of a number of sub-categories that together explained the broader
concept. Focused coding moved the analysis into a theoretical direction where relationships
between categories and concepts were created. During this phase, the researcher discovered
incidents, interactions and perspectives that had not previously been considered. During initial and
focused coding, Charmaz (2014) encourages researchers to ask the following question: “what kind of
theoretical categories do these codes indicate?” (p. 144). By reflecting on this question, the
researcher was able to conceptualise material that initially was inadequately theorised, therefore,
gaining theoretical sensitivity about codes and emerging concepts. Finally, three categories were
constructed: Experiencing changes - before the encounter, Perceiving the reality - the encounter and
Reflecting on the event - after the encounter. Tables 4.1 and 4.2 provide an overview of data analysis
steps undertaken, and an audit trail for a category, Reflecting on the event — after the encounter. A

detailed discussion of the categories and how they were constructed is provided in chapter five.

78| Page



79| Page



Table 4.1: Overview of Data Analysis Approach

Initial Coding

Interviews were transcribed into transcripts.

Line-by-line analysis was performed. Transcripts read multiple times to identify actions, processes,

consequences, and causes.

Labels were assigned to each line on transcripts and directed by questions such as: “What is going on?”
“What is being said here”? “What does the participant mean”? “Who is involved?” and “Into what
context?”, “What process do they suggest”? “When, why and how does the process change” (Charmaz,

2006; 2014, p.127).

Data were compared to other data and codes.

Further data collection was directed by emerging concepts and codes (theoretical sampling)
Memo writing continued.

Discussion with research supervisors.

Focused Coding

Identified codes and concepts were raised to an advanced level-focused codes.
Identified focused codes were constantly compared with initial codes, data and with emerging concepts.
Relationships between the concepts were explored.

Concepts were raised to construct sub-categories and the sub-categories were compared with data to seek

relevance, and fitting.

Sub-categories were further raised to a level where the emerging categories could be examined.
Each category was constantly compared with the data, codes, and sub-categories.

A concept map was generated to examine the link between the sub-categories and categories.
Memo writing continued.

Discussion with the research supervisors.

Theoretical Coding

The emerging categories were further refined and examined against data until a core process/category

was identified.

The core category was refined and integrated to a higher level of abstract explanation in a form of

theory, grounded in data. This further provided the linkages between categories and the core process.

Theoretical model was used to explain the relationship between theoretical construct, its

transitional stages, categories, sub-categories, and contextual conditions.

Memo writing continued.
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Discussion with the research supervisors.

Generated theory and the model explaining categories and contextual determinants were discussed with two

study participants.
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Table 4.2: Audit Trail for the Category — “Reflecting on the Event — after the encounter”

Examples of raw data

Coding

Subcategories

Category

“Up until then (MET review) | was cruisy, accepting every day as it came. After that |
lost my confidence and I panic more now when | have trouble breathing...”

“It has made me more aware and [ ask the nurses all the time to check my stats, when
they do and they are ok | feel reassured.”

“It’s opened up my eyes to how serious things are, how serious my breathing is, to the
extent that | have started to see a psychologist here.”

“It made me realise | am sick...and how precious life is.”

Coming to terms with new self-
awareness
Being made aware

Realising the seriousness

Realising life is precious

Experiencing an impact | Reflecting on the

“They tend to disperse...they don’t answer any questions, they are ready to move on”

“I think that after the MET call they tend to disperse and you want to know what
happened but they don’t answer any questions, they are ready to move on...”

Asking questions

Wanting to know what happened

Seeking an
understanding

“When you're in situations like that you don’t know what is going to happen but
you've just got to accept it, can’t do nothing about it.”

“I have been deteriorating lately. | accept that and | accept what happened (the MET
review). It's not often that | accept things like that.”

“I have accepted a lot of things along the way and | know what’s going to happen and
all of that when a MET is called.”

Accepting what happened

Learning to accept

Accepting what has and will happen

Accepting of events

“..there was only one point, they were so busy talking about me they didn’t pay
attention ta me...I was throwing up [vomiting] and all | wanted was a tissue.”

“..mustn’t lose sight of the fact that the patient is actually a real person that doesn’t
have their knowledge and their expertise.”

“..recognise that even though the patient can’t articulate, that they are still in there
and listening...”

Wanting to be seen

Losing sight of the person in the bed

Wanting to be seen

Wanting to be seen

event — after the
MET encounter

"

“They (MET) are here to help you and make you comfortable, so just go with the flow.
“...go with the flow, be guided by them, they are the professionals...”
“Just take the advice, let them do their job...”

“Don’t hang about at home for toe long. I mucked around a bit about whether | should
have come in or not and I should have. Definitely come in quicker.”

“Do not hesitate...if you're feeling a bit strange, ring your bell, tell your nurse. I should
have the first time...”

“Try to keep yourself positive as much as possible. Remember that your body may be
sick but your brain is not.”

Advising to go with the flow
Being guided by professionals
Taking advice

Advising not to hang about
Being indecisive

Advising not to hesitate

Advising to keep positive

Advising others
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4.3.3 Theoretical Coding

Theoretical coding follows the codes selected during focused coding and is considered a
sophisticated level of coding (Charmaz, 2006, 2014). In the current study, theoretical coding was
used in the later stages of analysis to move the ‘analytic story in a theoretical direction’ (Charmaz,
2014, p. 150). Glaser and Holton (2007) suggest that, although theoretical coding is not necessary
for theoretical development, by conducting this phase of analysis it will promote clarity and
precision in the final product. According to Birks and Mills (2015), without theoretical coding, a
grounded theory will struggle to demonstrate the explanatory power. The researcher used
theoretical coding after the substantive coding process to examine the relationships between and
among the categories. Ralph et al. (2014) suggest that theoretical coding must be undertaken once
categories are formed as it would be “forceful and presumptive to conceptualise relationships

before they are formed in the data” (p. 121).

A concept map (Appendix 8) was developed to identify relationships between each category
and generated code. During this stage of analysis, the researcher confirmed saturation of the
theoretical categories as established properties accounted for patterns within the data and no new
concepts were revealed (Glaser, 1978; Holton, 2007; Wiener, 2007). To determine if the categories

were fully saturated the following questions were considered:
“Which comparisons do you make between data within and between categories?
What sense do you make of these comparisons?
Where do they lead you?

1
2
3
4. How do you comparisons illuminate your theoretical categories?
5. In what other directions, if any, do they take you?

6

What new conceptual relationships, if any, might you see?” (Charmaz, 2014, p. 214)

4.3.4 Performing Constant Comparative Analysis

Constant comparative analysis is an essential method to data analysis and theory integration
(Charmaz, 2014). It involves comparing incident with incident, incidents with codes, codes with
codes, and categories with categories. In the current study, the substantive theory developed was
dependent on the constant comparative method and the researcher’s handling of the data. The
constant comparison throughout data analysis influenced theoretical sampling and the ongoing
generation of data. Itis this iterative analytical method of constant comparison that resulted in

high-level conceptually abstract categories, rich with meaning (Basnyat, 2018).
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4.3.5 Memo-Writing, Methodological Journal and Diagrams

Memo-writing is a critical method in GT as it encourages the researcher to analyse data and
code early in the research process (Birks & Mills, 2015). Itis an essential intermediate step between
data collection and theory integration. Charmaz (2014) describes memo-writing as a method that
captures the researcher’s thoughts, comparisons, connections and directions to pursue. It creates
an interactive space where the researcher can question the data, codes, ideas and feelings. Memos
have been described as “intellectual capital in the bank” (Clarke, 2005, p. 85). In the current study,
memo writing occurred throughout the research process and notes were written describing the
researcher’s thoughts, feelings, concerns, reflections, participants’ actions and any issues identified
(Appendix 6 for examples). As suggested by Clarke (2005), a central memo bank was created,
memos were handwritten and cross-filed as ideas were refined. Memo-writing helped the
researcher to acknowledge her own assumptions, relate categories, and engage with constant
comparative analysis which transformed data into theory (Seibold, 2020). Additionally, by memo-
writing the researcher was able to improve subsequent data gathering and engage in critical

reflexivity.

A methodological journal is a log where methodological dilemmas, directions and decisions
are stored. Additionally, a methodological journal can prompt ideas for memos. As recommended
by Charmaz (2014), the researcher kept a journal to engage in reflexivity and to avoid importing
prior experiences and assumptions into the data (Appendix 7 for examples). The researcher noted
that keeping a journal allowed her to take a new look at a familiar environment, to reflect on the
interviews soon after they occurred, to develop ideas during data collection, to review previous data

and make comparisons with recent interviews and create useful memos that informed the analysis.

Diagrams are a visual representation that can assist in the process of data analysis (Birks &
Mills, 2015). In the current study, concept maps (Appendix 8) were developed to provide a visual
representation of categories and their relationships. This assisted the researcher to visualise and
understand the relative scope, power and direction of the categories, as well as the strength and

weakness of the relationships (Hall, 2013).

4.3.6 Constructing the Theory

GT goes beyond describing a phenomenon, the final product is an integrated and
comprehensive GT that explains a process or scheme (Birks & Mills, 2015). Strauss and Corbin
(1998) define theorising as “the act of constructing from data an explanatory scheme that
systematically integrates various concepts through statement of relationship” (p. 25). However,

Charmaz (2014) asserts that theorising is more than explaining the interpretive work, it is about
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gaining “an understanding of how participants construct meanings and actions in specific situations”
(p. 239). Despite the differences in perspectives, grounded theorists go beyond simply describing a
phenomenon, instead they develop a set of plausible relationships between concepts and categories

that clarify what is happening (Birks & Mills, 2015; Hall et al., 2013)

In this study, the theoretical model ‘Unravelling a complex experience: contextualising
patients’ experiences of acute clinical deterioration and Medical Emergency Team (MET) encounter
(Appendix 8) emerged, offering a possible explanation of patients’ actions and processes. This
model, which explains the relationships between categories, sub-categories and contextual factors
influencing them, is presented in the theory chapter. This theory offers interpretation and
understanding of patients’ experiences instead of prediction and explanation, therefore, meeting
the proposed criteria by Charmaz (2014). Interpretive theories assume multiple realities, provide
meanings to those realities and are fully compatible with Mead’s view of symbolic interactionism
(Charmaz, 2006; Malik, 2016). When the theory was constructed, two participants were contacted
to discuss the theory. They confirmed the developed theory was a true interpretation and

representation of participants’ meaning in a specific context.

In constructing theory that is well grounded in data, Charmaz (2014) outlined four
theoretical constructs to consider, namely: theoretical plausibility, theoretical direction, theoretical
centrality and theoretical adequacy. According to Charmaz (2014), when developing a GT from
interview, theoretical plausibility is more important that accuracy which many qualitative
researchers desire. In this study, theoretical plausibility of ideas occurred in the early stages of the
research by gathering in-depth and broad natured data. Theoretical direction occurred as the study
progressed and codes began to emerge. Coding processes and memoing directed the researcher
towards future data collection by focusing on questions and events to explore. Theoretical centrality
was pursued once theoretical direction developed. Emerging categories, as a result of focused
coding, guided the researcher to gather more data to develop the properties within the categories
(theoretical sampling). Theoretical adequacy occurred in the later interviews by asking specific
guestion and gathering data to saturate emerging categories. Additionally, the researcher was
immersed in concurrent data collection and analysis procedure that ensured theoretical direction,

centrality and adequacy was achieved.

Trustworthiness of the study findings was established by collecting multiple perspectives of
the phenomenon in the form of one-on-one and face-to-face interviews. This ensured the
developed categories represented the meanings and interpretation of participants’ experiences,

actions, emotions and body language which enhances the study credibility. Credibility was also
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confirmed by discussing the study findings with research supervisors, member checking and when
reporting the findings, using participants own words. The criteria of transferability and
dependability was achieved by maintaining an audit trail that demonstrated the constructed codes,
categories and resultant theory, as well as memoing. Chapter Nine discusses in full detail how rigour

was established using evaluation criteria proposed by Charmaz (2006, 2014).

4.4 Ethical Considerations

The World Health Organisation [WHO] (2018) states, “it is important to adhere to ethical
principles in order to protect the dignity, rights and welfare of research participants.” The National
Health and Medical Research Council (NHMRC) developed a comprehensive set of guidelines known
as The National Statement on Ethical Conduct in Human Research to ensure high quality research is
conducted. In Australia, human research is governed by law that establishes rights for participants
and imposes general and specific responsibilities on researchers and institutions (NHMRC, 2018). In
studies involving human participants, researchers’ primary ethical focus is a duty of care towards
research participants and to ensure the integrity of the research process. In this study, an ethics
application was submitted to three hospital ethics committees and the University’s ethics committee

for human research. Following some minor amendments, approval was granted.

The values and principles of ethical conduct in human research outlined by the NHMRC
(2018) guided this research. According to the NHMRC, the values help to shape the relationship
between researcher and participant to one of trust, mutual responsibility and ethical equality
(NHMRC, 2018). These values are research merit and integrity, justice, beneficence, and respect. To
ensure research merit and integrity, the research and method chosen was appropriate for the type
of participant as they were able to comprehend the requirements of this study and provide informed
consent. Justice was addressed by ensuring participants had read and understood the explanatory
statement before agreeing to participate in the research. Beneficence was ensured by allowing
participants an independent choice on when the interviews would occur and providing emotional
support during and after the interviews were conducted. Respect was ensured by gaining ethical
approval before the study commenced, explaining the research and likely outcomes, obtaining
informed consent from participants and respecting an individual’s decision not to participate in the

study.

4.4.1 Obtaining Informed Consent

Informed consent is a voluntary agreement and a pre-requisite for any individual to

participate in research without any threat or fear. The principles of informed consent are to protect
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the dignity and rights of the participant and minimise the risk of harm (Gibson et al., 2012). The
NHMRC guideline (2018) states that “a person’s decision to participate in research is to be voluntary
and based on sufficient information and adequate understanding of both the proposed research and
the implication of participation in it” (p. 19). Adequate information of the study’s purpose, methods,
demands, risks and potential benefits must be presented in a suitable way to each participant with
the aim of ensuring a mutual understanding between the researcher and participant (NHMRC,
2018). Gibson et al. (2012) state continued consent cannot be assumed and must be regularly
revisited. It must be made clear to participants that they have a right to withdraw from the study at

any time and not just at the initial signing of paperwork (Shahnazarian et al., 2008).

4.4.1.1 Disclosure of study information

To ensure important aspects of the informed consent process were met, an explanatory
statement and consent form were distributed to potential participants (Appendix 3a-4b). Before the
consent form was completed, the researcher ensured that potential participants had read the
explanatory statement, had sufficient understanding of the study’s purpose and any concerns, if
raised, were addressed. If the participant had not read the explanatory statement and did not
demonstrate a sufficient understanding of the study’s purpose, the researcher shared essential
aspects of the study and gave the potential participant adequate time to consider participation.
During this process, and prior to interviews being conducted, participants were assured that
participation in the study was voluntary and they could withdraw at any stage. Interviews were

conducted only once written consent was obtained.

It was identified that minor inconvenience may be experienced by participants as a result of
the interview process. Participants were assured that if they experienced any discomfort during the
interview they could stop at any time. Qualitative interviews have limitations that sometimes they
could provoke anger or distress which requires time from both ends to work through, instead of a
sudden termination of interview (Kvale & Brinkmann, 2009), however this did not occur. The
researcher provided the contact details for counselling services on the explanatory statement for
participants should the need arise. The researcher was honest and made clear to participants the

time required to be engaged in interview and observation.

4.4.1.2 Voluntary Consent

As stated in the National Statement on Ethical Conduct in Human Research, no person
should be subjected to coercion or pressure in deciding whether to participate (NHMRC, 2018).

Coercion involves “a threat to violate someone else’s rights in order to obtain compliance in
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situations where that person has no reasonable alternative but to comply” (Largent & Lynch, 2017,
p. 2). Inthe current study, participants were not forced to participate in the research nor offered
any financial benefits. Potential participants were approached in accordance with hospital ethics
requirements. This approach differed between the three hospital sites. At Ballarat Health Service
the researcher was approved to approach potential participants whereas, at Latrobe Regional Health
and Central Gippsland Health Service patients were approach by a nominated hospital clinician as
requested by the ethics committee. No matter the approach, care was taken to ensure potential
participants not only met the inclusion criteria but were assessed as clinically stable by hospital
clinicians (ICU liaison nurse or clinical educator, Nurse Unit Manager or Associate Unit Manager &
bed side nurse). Participants were free to make decisions based on their willingness to participate
upon receiving the study information. Voluntary consent was obtained once all the essential
information was provided, the participant demonstrated sufficient understanding of the study’s
purpose and any questions or concerns were addressed. Interviews were conducted once written

consent was obtained.

4.4.2 Right to Anonymity and Confidentiality

Anonymity and confidentiality are crucial to ensure that participants feel safe in revealing
personal information. Inresearch, a priority is to protect the privacy of those who voluntarily agree
to participant in research (Gibson et al., 2012). Confidentiality refers to “separating or modifying any
personal, identifying information provided by participants from the data” (Coffelt, 2017, p. 227),
whereas anonymity refers to collecting data without obtaining any identifiable or personal
information from the participant. Coffelt (2017) explains that if identifiable information is provided,
on a consent form for example, the information needs to be separated from the data. Researchers
have an ethical responsibility to ensure research participants are not identifiable and the
information they provide is not traced back to them in any forms of dissemination (Coffelt, 2017;
Crowe et al., 2008). During the design of a study, the process of data collection and analysis, several
aspects of confidentiality and anonymity are warranted. A violation of confidentiality occurs when a
research participant’s identity is deliberately or accidently revealed to a person who is unauthorised

to access the data.

In this study, participants learnt about anonymity or confidentiality via the explanatory
statement, informed consent document and discussion with the researcher. The data was not
collected anonymously or kept confidential as verbatim quotes are used in the thesis. Instead, all
information obtained from the participants was not identifiable throughout each stage of the

research process. Interviews were transcribed and pseudonyms were assigned to each transcript.
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During the analysis process, transcripts with pseudonyms were provided to study supervisors. Study

results are also reported using pseudonyms.

4.4.3 Right to Protection from Discomfort and Harm

The protection of participants in any research is absolute, with all research involving humans
undergoing strict peer review processes conducted by ethics committees (NHMRC, 2018). For
example, being interviewed on a sensitive topic and at length can be upsetting and intrusive (Gibson
et al., 2012). Applying the ethical principle of beneficence, the welfare of participants in this study
was a priority and the aim was to minimise the risk of harm or discomfort. Potential participants
were identified by a nominated hospital clinician using the inclusion criteria (Appendix 2). Before
the potential participant was approached, the researcher discussed the patient with the Nurse Unit
Manager (NUM) or Associate Nurse Unit Manager (ANUM) and the patient’s bedside nurse to ensure
the patient was clinically stable. If any clinician consulted felt the patient was not appropriate, they
were not approached. For patients deemed appropriate, they were approached in accordance with
hospital ethics and provided with the explanatory statement and consent form. For those patients
who participated in the study, a follow-up phone call was conducted one week after the interview to
provide any support if required. At no time during the data collection process, or follow-up phone
call, did a participant express discomfort or harm by participating in this research. At no time during
the interview process did a participant disclose unprofessional conduct by their treating MET. If a
participant revealed a breach of professional conduct, the researcher would ensure confidential

reporting to an appropriate hospital authority occurred.

4.4.4 Storage of Data

The Australian Code for the Responsible Conduct of Research provides broad principles for a
foundation of high-quality research, credibility and community trust in research (NHMRC, 2018).
Specifically, the principles outline the responsibilities of researchers to ensure data and datasets are
properly managed. In this study and in accordance with university’s policy, all electronic data
(interview recordings and transcripts) are stored on a password protected computer and USB. All
hard copy data (consent forms, transcripts) are secured in a locked filing cabinet in a locked office on
university premises for a minimum of five years from the completion of the project. After this time,
all information concerning the research will be stored permanently in a Federation University central
repository or distribution system, as per ethical approval. Participants were informed they had a
right to access the results of the study. Therefore, participants were directed to the researcher’s
contact details in the explanatory statement if they wanted to request the results, also if they had

any concerns in relation to the study.
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4.5 Summary of Chapter Four

It is fundamental to the credibility of a study that the most appropriate research approach is
selected. This chapter has provided a discussion on the evolution of grounded theory methodology
and the chosen approach, constructivist grounded theory. The characteristics of the research
methods and how they were applied to this study is provided, demonstrating an understanding of
methodological principles. Having established the use of constructivist grounded theory to address

the aim of the research, the following chapter will explore the study findings.
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Chapter Five: The Research Findings — Understanding the
phenomenon

5.1 Introduction

In the previous chapter, a detailed discussion of the methods applied throughout the
research process to answer the research question was presented. This chapter presents a
description of participant demographic information and the key research findings that emerged as a
result of extensive data analysis. During the data collection process, participants shared rich and
detailed data, based on their experiences of acute deterioration and being cared for during a
medical emergency team (MET) review. The three main categories explained in this chapter are
embedded within the core category and represent the actions, meanings and processes undertaken
by participants in relation to their experience. As Charmaz (2014) emphasises, “the potential
strength of grounded theory lies in its analytic power to theorize how meanings, actions and social
structures are constructed” (p. 285). It was evident from the data that experiencing acute
deterioration and MET review was multifaceted and influenced by contextual factors that
participants perceived to be of significance. Although some of the responses varied and were

attributed to contextual conditions, the core process is common to all participants.

In this study, the central question for individuals who participated in this study was how do
individuals construct their experiences of acute deterioration? Although their responses varied, this
problem was a shared central concern for all participants. The basic social process that patients
utilised to deal with the central problem is conceptualised as (Hall et al., 2013): Unravelling a
complex experience: contextualising patients’ experiences of acute deterioration and medical
emergency team (MET) encounter. This core category is common to all participants and offers an
abstract interpretive understanding of the research phenomenon constructed from the data and
encapsulates the resulting theory (Hall et al., 2013). The three categories discussed in this chapter:
(1) Experiencing changes — before the encounter, (2) Perceiving the reality — the encounter, and (3)
Reflecting on the events — after the encounter represent the major activities participants engaged in
response to the central problem and are embedded within the core category. The contextual factors
that influenced these responses included: (i) expectations and illness perception; (ii) relationship with
the MET; and (iii) past experiences. In order to orientate the reader to the study in its entirety, Table

5.1 provides a visual overview of the research findings.
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Table 5.1: Overview of the Research Findings

CENTRAL QUESTION

How do individuals construct their experiences of acute deterioration?

CORE CATEGORY

Unravelling a complex experience

: Contextualising patients’ experiences of acute deterioration and medical

emergency team (MET) encounter.

CATEGORIES

Experiencing changes — before the

encounter

Perceiving the reality - the

encounter

Reflecting on the event — after

the encounter

SUB-CATEGORIES

Feeling something is wrong

Experiencing emotions

Something lost
Building a relationship
Developing of personas

Being in good hands

Facing death

Experiencing an impact
Seeking understanding
Accepting of events
Wanting to be seen

Advising others

Contextual Conditions

1. Expectations and illness perception
2. Relationship with the MET

3. Past experiences
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5.2  Description of Participants’ Demographics

In total, 27 patients participated in the study. Demographics revealed that a large portion
(n=17) were women. With regards to age profile, most participants (n=21) were aged over 50 years.
Regarding country of birth, 23 participants were born in Australia, with four (4) originating from

China and England.

Data showed that the most common reason for a MET review was decreased blood pressure
(n=15), following by increased respiratory rate (n=4), decreased Glasgow Coma Scale (n=3) and
decreased heart rate (n=3). Increased temperature (n=1), low oxygen saturations (n=1), facial and
throat swelling (n=1) and concern by the bedside nurse (n=1) were other reasons a MET review was
activated. Classified as day 0, six (6) MET reviews occurred on the day participants presented to
hospital. Whereas, over half of the MET reviews occurred between days one and five (n=15) of the
participant’s admission. Only three (n=3) MET reviews happened 11+ days into the participant’s
admission. Commonly, a MET review occurred on the medical ward (n=11), followed by the surgical
ward (n=6) and emergency department (n=6). Only two (n=2) MET reviews occurred in theatre
recovery with one (n=1) in critical care and one (n=1) on a rehabilitation ward. Table 5.2 provides an

overview of participant demographic data.
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Table 5.2: Demographic Data

Number of participants N =27
Gender

Male 10
Female 17
Age (years)

30-39 3
40-49 3
50+ 21
Country of birth

Australia 23
China 2
England 2
Reason(s) for MET review

Decreased Glasgow Coma Scale (GCS) 3
Decreased blood pressure (BP) 15
Increased respiratory rate (RR) 4
Decreased heart rate (HR) 3
Increased temperature (Temp) 1
Low oxygen saturations (Sa02) 1
Facial and throat swelling 1
Bedside nurse was concerned 1
Day of admission the experience occurred

0 6
1-5 15
11-19 2
20+ 1
Location at time of MET

Medical ward 11
Surgical ward 6
Emergency department 6
Critical care unit 1
Theatre recovery 2
Rehabilitation ward 1
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5.3  Presentation of Findings

Although there is no prescribed way to present GT study findings, the findings should be
presented in the form of categories supplemented by excerpts from the data (Birks & Mills, 2015).
Charmaz (2014) suggests that findings can be presented as story or narratives that include categories
told by the researcher with a focus on understanding social processes. It is imperative that the
researcher's analysis tells a story about people, social processes, and situations (Hallberg, 2009). In
this study, there was a clear interdependent relationship between the developed categories with the
potential for factors emerging from one category to influence another category. A sequential format
was chosen to present the study findings to clarify the interdependent nature of this relationship
and to facilitate discussion of the categories. In this chapter, extant literature is not drawn upon to
ensure participant voices are heard and to appreciate their contributions to the research. Instead of
extant literature, the discussion is supported by participant quotations extracted from the data.
Charmaz (2006, 2014) suggests that presenting the findings in this way provides value to research
participants’ narratives as well as supporting the credibility of the research. Throughout this chapter

participant quotations are identified by pseudonyms.

5.4  Category One: Experiencing Changes — Before the MET Encounter

This category explores a broad range of material that focuses on the process participants
experienced, beginning with their own acute deterioration. The category, Experiencing changes —
before the encounter, is further conceptualised through two sub-categories: Feeling something is
wrong and Experiencing emotions. In the beginning, most participants recognised the onset of their
own acute deterioration: Feeling something is wrong. For many, this insight and understanding
triggered a response such as fear and anxiety: Experiencing emotions. For all participants, a
combination of physical and psychological changes resulted in a MET review: Perceiving the reality.
It is important to point out that not all sub-categories were pertinent to each participant.
Participants varied both in terms of how many of the sub-categories were relevant to their particular
situation and the importance placed on each of them. Data analysis uncovered that experiencing
acute deterioration is unique, extensive and complex. For many, experiencing acute deterioration
and a medical emergency team (MET) encounter was the most clinically intense part of their

hospitalisation.
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5.4.1 Feeling Something is Wrong: Recognising Acute Deterioration

From the perspectives of the participants, many recognised their own symptoms of acute
deterioration and these were found to be a central trigger that escalated their care. The term
‘feeling’ is defined by the Macquarie Dictionary (2019) as ‘experiencing a sensation.” In this study,
various terms were used by participants to qualify ‘feeling something is wrong.” Commonly,
participants used terms such as ‘not feeling well’, ‘feeling terrible’, ‘sick’, ‘flat’, ‘wasn’t in a good
place’ and ‘feeling worse.” Most participants, to some degree during their acute deterioration, were
involved in the process of feeling something was wrong. This process involved interpreting physical

signals and assessing their severity.

5.4.1.1 Interpreting Symptoms and Evaluating Their Severity

Many participants, during their acute deterioration, were involved in the process of
interpreting their own symptoms that warned them of a potential danger. Many participants
described feeling ‘pain’, ‘nausea’, ‘aches’, ‘breathless’, ‘hot’, ‘cold’, ‘clammy’, and ‘dizzy’. For
example, Angela experienced three MET reviews in the space of 24 hours. Prior to her first MET
encounter, she experienced unusual physical sensations, notably intense pain, nausea and shortness
of breath. Angela interpreted these atypical physical symptoms as a warning that something was

wrong which caused her to worry and seek help from her bed side nurse . Angela explained:

I’d been on antiemetics and pain relief, | think I’d just been asleep. | woke up and the
antiemetics had worn off and the pain relief had worn off, and | was just like shocked. Not

with it, crying, in a lot of pain and not being able to breathe properly.

Amber’s experience of acute deterioration was similar to Angela’s encounter. Amber was about to
be discharged from hospital before being told she would need to stay due to “funny blood test”
results. Soon after, Amber began experiencing atypical symptoms which caused her to seek help
from her bedside nurse. Amber’s MET encounter resulted directly from her interpretation of
physical symptoms. She said, “I started to get quite a bit of pain in my side, feeling very unwell...I can

remember screaming in pain and then hearing MET review.”

Participants experiencing acute exacerbation of a chronic condition did not experience a
sudden warning as such, instead their deteriorating symptoms became the catalyst for knowing
something was seriously wrong. For example, George had experienced symptoms associated with
heart disease for 20 years; it was only when his blood pressure dropped his symptoms became

worse. The worsening of his symptoms, and the added symptom of breathlessness, caused George
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to recognise his own acute deterioration. As he explained, “I was very aware when my blood
pressure dropped that | wasn’t in a good place, wasn’t scary but | knew | wasn’t in a good position.”
For Alex, it was not the exacerbation of her symptoms that played a role in recognising her own
acute deterioration, but the fact her symptoms had not improved from a particular treatment. Only
when this occurred, Alex considered it necessary to address her deteriorating condition by
presenting to hospital. Alex explained, “I just, | woke up and | couldn’t breathe...I knew once | got
here I’d be helped because they couldn’t do anymore for me at home.” For Alex, the decision to
present to hospital involved the realisation that her current treatment was not alleviating her
symptoms and the likelihood her condition would further deteriorate. Several participant discussed
being at a crossroads when interpreting and evaluating their own physical symptoms, now knowing
if their discomfort was worth seeking help from their bedside nurse or calling an ambulance. For
example, Henry found it difficult, while as an inpatient, to interpret his deteriorating condition and

call for help:

Henry: The nurse said, “You’re not looking real crash hot”. After around about half one |
couldn’t get back to sleep and realised that my breathing was getting much shallower and

very crackly
Interviewer: Did you press your hospital call bell to inform your nurse?
Henry: No, | waited for the nurse to come back and check on me which was about 3.30.

Henry was aware of the nurse’s initial observations of his condition and therefore expected her to

return if she felt he needed further assistance.

For those who had experienced acute deterioration before or an acute exacerbation of their
chronic condition, symptom analysis was simpler because they had prior experiences and knew
when to initiate a call for help. For example, having lived with respiratory illness for many years and
having experienced a MET encounter during a past hospital admission, Joan knew that if she did not
take her medication at a certain time of day it would affect her breathing and cause an acute
exacerbation of her chronic condition. She explained, “I was getting a bit jittery, because | knew |
wasn't going to be getting any medication, proper medication...thought well this is the result of what
that has caused.” Interpreting physical symptoms and evaluating their severity differed for each
participant. Because they lived with their ilinesses and are familiar with the associated symptom,
participants diagnosed with chronic conditions become rather proficient with symptom analysis
compared to others. A number of participants acknowledged that they did not understand the

severity of their acute deterioration but typically knew that they were unwell and required
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treatment. Kelly, for example, recalled being unwell but at the time did not realise how clinically

unstable she was. Kelly explained:

| felt a bit flat. | was a little dizzy but thought that was because of the morphine...I didn’t
think anything of it. It was just when they did my obs [vital signs observations], they realised

that my blood pressure was really, really low.

This was a similar path for George as, on reflection, he did not realise how unwell he was at the, “/

started to realise only after | started to improve how unwell | was, | didn’t realise at the time.”

5.4.2 Experiencing Emotions

This sub-category relates to the thoughts, feelings and perceptions participants had
regarding their acute deterioration. For some, this array of emotions went beyond those
experienced in everyday life, making it difficult for them to understand. It was through these
emotions that participants construed various aspects of their experience. Participants then reacted
to various stimuli in their environment depending on their response. Therefore, depending on the
emotional response a participant had, it influenced their experience within other categories.
Consequently, participants’ experiences of acute deterioration differed. It must be noted here that
individuals’ personalities, as well as previous experiences of acute deterioration, also influenced how
they interpreted stimuli through any psychological frame. Thus, personal experiences were not just
compromised of thoughts, feelings and perceptions individuals had regarding the nature of their
acute deterioration, but also of the various characteristic and past experiences they may have had.
The following responses were delineated by participants when feeling something was wrong, fear

and anxiety.

5.4.2.1 Experiencing Fear and Anxiety

Experiencing fear and anxiety in response to the physical symptoms of acute deterioration
was commonly discussed by participants in this study. In this study, the term, ‘fear’ is defined as “an
emotional response to perceived imminent threat or danger.” (American Psychiatric Association
[APA], 2013, p. 821). Whereas ‘anxiety’ is defined as “the apprehensive anticipation of future
danger or misfortune accompanied by a feeling of worry, distress, and/or somatic symptoms of
tension. The focus of anticipated danger may be internal or external” (APA, 2013, p. 818).
Participants experienced fear and anxiety in varying degrees and this was dependent on how they
interpreted the severity of their physical signs, and in some cases their external environment. For
example, Terry presented to the Emergency Department (ED) because he was having difficulty

breathing and feeling generally unwell. He not only feared the symptoms he was experiencing, but
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he also felt anxious because of where he was placed within the ED: “I was feeling so terrible, |
couldn’t breathe and | had pain everywhere. | was scared and feeling anxious, until they put me in
another bay before taking me to ICU.” When Terry was initially admitted into ED he was placed in a
resuscitation bay which caused him further anxiety. Although this was his first time beingin a
resuscitation bay, on previous presentations Terry had witnessed “seriously ill patients taken in
there.” Therefore, he associated the seriousness of his condition by his location in the ED and it was
only when he was moved from this location and his physical symptoms improved that his anxiety

subsided.

A number of participants identified that fear and anxiety had a substantial impact on their
experience of acute deterioration. Alex, said “...When you can’t breathe it’s the most frightening
thing...I was panicking so much.” Sam also discussed the impact fear and anxiety had on him “/’ve
never experienced this feeling ever before. It was horrific. It was so scary.” He qualified this by
explaining that this feeling would remain with him, “It’s just something...I knew the way | felt, that |
was finished...The feeling’s going to be with me forever...I've experienced nothing like it before. It

was scary and horrifying.”

One participant, Tim, associated fear and anxiety with losing control during his acute
deterioration. Tim experienced an anaphylactic reaction which caused sudden swelling to his face
and tongue as well as difficulty breathing: “I was no longer in control of what was happening to me.”
Tim further qualified this by explaining, “My face was swollen so | couldn’t open my eyes properly...|
had trouble breathing...It’s actually a very bad experience because you feel like you are not yourself

anymore...it was quite frightening because | lost control.”

Fear and anxiety was also found to have developed when a participant’s acute deterioration
was unexpected. For example, Kelly’s condition became unstable due to low blood pressure, she
initially was not concerned as she associated the dizziness she was experiencing to the analgesia she
had received prior. Before staff escalated Kelly’s care to a MET review, she overheard a doctor
discussing her potential transfer to ICU, which intensified her experience of fear and anxiety. Kelly
stated: “Emotionally, | was a little worried but especially when they said they were going to take me
to ICU. Obviously | knew it was a bit more severe than what | thought it was.” As Kelly was
expecting to undergo a simple procedure without any complications, she also had feelings of
uncertainty: “/ was a bit scared and uncertain about what was going to happen. Quite shocked

because | was coming in for a simple procedure.”

In contrast, two participants interviewed were explicit in their descriptions of not

experiencing fear or anxiety as a result of their acute deterioration. George explained that his
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physical symptoms did not scare him as he was not afraid of death, saying: “l wasn’t scared when my
blood pressure dropped, death doesn’t worry me. So, it didn’t scare me.” George further explained
that his previous experience as an inpatient in the hospital was also a factor: “Just the fact that | was
in the right place and | just think that the hospital has been good to me. | think they have done

everything right and | just accepted that | was in the right place.”

Mary also did not experience fear or anxiety during her acute deterioration. Her physical symptoms
consisted of right-sided weakness, a headache and some vision loss. Mary’s daughter took her to
the ED where she was assessed for a possible stroke. Mary was aware of the potential cause of her

symptoms but was not concerned, she said: “Didn’t worry me...nup, | was too crook to be scared.”

5.5 Category Two: Perceiving the Reality — The Encounter

The term ‘perceiving the reality’ refers to a person’s experience, including emotions,
thoughts, and sensations, which move through a lens of their conditioning, therefore creating their
perception of the world. In a constructivist grounded theory study, ‘reality’ is seen as dynamic, and
that individuals construct local meaning about reality to understand and act on it within their
immediate context (Charmaz, 2014; Fiori et al., 2017). Therefore, there is always a possibility of
multiple and even competing perspectives of the phenomenon in a highly complex social world (Fiori
et al., 2017). In this study, each participant shared their own reality within the highly complex world
of acute deterioration and a MET encounter. Therefore, this category reflects the participants’
perceptions of reality within the context of a MET review. The category Perceiving the Reality — the
encounter is further conceptualised through five sub-categories: something lost, building a
relationship,; developing of personas; being in good hands; and facing death. Participants who had a
previous experience of being cared for during a MET review had been exposed to this ‘reality’
before. This familiarity had an effect on how they interpreted their experience. In the following
presentation, each sub-category of ‘Perceiving the reality — the encounter’ will be discussed with an
emphasis on how the experiences represented by these sub-categories were different for different

participants.

5.5.1 Something Lost

Participants recollections varied from no memories to vivid recall of events. Some
participants had no recall of their MET encounter: “/ don’t know what happened, | really can’t
remember a lot of what went on.” (Tara); “Il can remember screaming in pain and then | don’t
remember anything else.” (Amber); “I don’t have any recollection from the time everyone came in.”

(George); “I can’t really remember anything.” (Paula); “I don’t really remember much.” [Jill]; and “I
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don’t remember much about the code”. (Wendy). One participant noted: “/ can’t remember...just
hearing them talking and maybe asking me if | knew what happened but | can’t fully remember.”
(Heather). Although some participants had limited or no recall of their MET encounter, what they
did recall was of significance to them. For example, Heather first stated that she could not
remember what happened but when allowed time to reflect she recalled: “feeling not good and
dizzy, dry in the mouth” before waking to maybe “6 or 7” healthcare professionals looking over her.
She remembers “the lady from across the room came to help me, she was lovely, she’s been sick
herself. | think maybe she called them (MET).” This was similar for Paula who first identified that she
could not remember her MET review. When given an opportunity to reflect on the events she
recalled “I couldn’t keep my eyes open. They (MET) were just making sure | was conscious and just
going through their processes...they were getting the paddles organised” and “I felt nauseous and

cold.”

Others had some recall but were concerned by the loss of time they experienced. For
example, Beth was “worried” by the limited recall she had of the events leading up and during her
MET encounter, Beth explained: “It feels like you have lost time in your life...it’s like you are in a

vortex and you have lost something.” She qualified this by explaining:

You have lost time that you will never get back, you want reassurance that everything is
okay...once everyone disperses you think about it afterwards and wonder, what
happened?...You tend to query yourself, like what happened? But no one is there to answer,

it’s just part of it. So, | don’t know, whether ward staff can answer that, | don’t know.

The most significant aspect of Beth’s experience of a MET encounter was the loss of time. Beth
summarised this by explaining: “I think the biggest thing is the loss of time and you can’t get that

back. Because that’s never going to reveal itself is it? So, you just put it down to that’s part of life.”

Some participants, such as Tim and Rose, acknowledged the importance of control in
managing their acute deterioration and MET encounter. For example, during Tim’s MET encounter,
losing control had a significant meaning for him. He recognised that he was no longer in control of
his emotions and what was happening to him, which he described as frightening and overwhelming,
“It was quite a frightening experience because you lose control. You are no longer in control of what
is happening physically and emotionally. Although there was a number of people there at the time to
help, it’s overwhelming.” For Rose, losing control was associated with her physical and emotional
wellbeing at the time of the MET encounter and the outcome of her acute deterioration. Rose said:
“You know it was very wearing. It’s a threatening situation...you are not in control.” Rose qualified

this by explaining that she did not have any control over the outcome of her acute deterioration, this
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control was now with the MET, but she knew she was in good hands: “You are not in control and
don’t know if you will come out the other side... | felt quite safe in their hands...I told myself ‘lay back

and relax, there’s nothing you can do about it.”

5.5.2 Building a Relationship

From the perspectives of the study participants, the relationship they had with members of
the MET was found to be a central influence on their experience. The term ‘relationship’ is defined
as a connection or emotional connection between people (Macquarie Dictionary, 2019). The
healthcare professional — patient relationship has been described as an essential component to
patient care and is based on trust and respect (Griffith, 2013). Numerous terms were used in this
study to qualify the type of relationship participants had with members of the MET. For example,
participants used terms such as ‘trusting’, ‘safe’, ‘good’ and ‘respectful’ when they valued a
particular connection they had with members of their MET. Relationships have been described
different in this study and participants suggested that their levels of coping, comfort and satisfaction
was reliant on the relationship formed with members of the MET who were responsible for their
care. On reflection, the relationships participants formed with their MET ranged from simple
descriptive encounters to deeper reflections that represented more personal meanings, which
influenced their experiences. Although participants recognised that failure to develop a relationship
with MET members rarely occurred, some situations were discussed where participants were
conflicted by the type of relationship they wanted with their MET. For example, Amber identified
that her experience with the MET was “alright” but she discussed wanting more from the team, such
as therapeutic touch: “to be a bit tactile...just a hand on the shoulder.” The factors that were vital to
participants’ relationships with the MET included: the demeanour of the MET; and the focus of the

MET. Both are discussed in detail below.

5.5.2.1 The Demeanour of the MET

As defined in the Cambridge Dictionary (2020), ‘demeanour’ refers to a way of looking and
behaving or the outward behaviour or bearing. In this study, ‘demeanour’ refers to the ways the
MET approached and behaved towards the participants. From the perspectives of the participants,
the demeanour in which they were approached was found to be a central influence on their
experience. When participants were satisfied or had a positive experience, they discussed a
particular approach or demeanour by members of the MET. This demeanour was described as
‘professional’, ‘efficient’, ‘calming’, ‘reassuring’, ‘considerate’, ‘compassionate’, ‘kind’, ‘respectful’,
‘supportive’, ‘helpful’, and ‘thorough’ which made participants feel safe and confident. However,

when participants had a negative experience they described a different demeanour or approach

104 |Page



which made them feel excluded or distanced from members of the MET which caused uncertainty

and fear.

A number of participants identified members of the MET who they had valued during their
review. Sarah’s bedside nurse initiated her MET review as Sarah was experiencing a warm, clammy
feeling, swelling to her tongue and high blood pressure. During a highly stressful situation she said:
“The experience was made a whole lot easier because of the nurse...she was there to make sure
people weren’t going too far...she was marvellous absolutely marvellous”. Sarah qualified this by

explaining the nurse went beyond what she expected her do:

The nurse was being very forceful in what she was saying about my blood pressure being so
high, she was making sure because she felt the doctor wasn’t taking that into consideration.
| know she reiterated that several times...| was grateful that she was doing that. | knew she

was on my side. | don’t know what | would have done without her. | really don’t.

In the first instance, Alex also described the demeanour in which the MET approached her as

marvellous: “they were absolutely marvellous...I couldn’t complain about them whatsoever”.

Being ‘marvellous’ offered a possible explanation of a range of behaviours by the MET, but
participants often struggled to interpret and describe its meaning. When referring to ‘marvellous’,
Alex talked about the MET members being kind, considerate and compassionate which she valued: “/
just thought how marvellous they were. | know | am dying so, they were kind, consideration and
compassionate. Couldn’t have asked for anything nicer at the time.” Rose explained marvellous as

the MET not ‘messing around’ and ‘having her best interests in mind’, she explained:

| thought they were marvellous, | wasn’t up to doing anything much and they just took over,
and | felt quite safe in their hands...they don’t mess around, they’ve got your welfare at the

back of their minds. You know, what’s not to like about that?

Joan referred to marvellous as “a beautifully structured team”. She qualified this by explaining, “Just
how the team came in, all of them you know there were so many, but each one was verifying for the

others and somebody else and things were being done, it was marvellous to see.”

The first meeting between patients and members of the MET was found to have an impact
on participants’ experiences. Throughout the findings, participants described their first meetings
with members of the MET in varying degrees. One participant, David, described his first experience
as a hospital inpatient that resulted in a MET review: “This is my first time in hospital so when | see a
lot of doctors around me...about six or seven people...l just think, what is going on with me, | don’t

know what has gone wrong”. The presence of the MET caused David to worry about his health and
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this concern continued throughout his hospital stay. In his first meeting with the MET, James also
discussed the number of health care professionals present: “I was feeling pretty hot and the next

thing | look around and there’s people all over me...maybe eight people...they just attacked me.”

Both David and James discussed feeling overwhelmed by the number of healthcare
professionals who presented as part of the MET. James believed that the feeling of being
overwhelmed was due to being ‘attacked’ by the MET. A number of participants interviewed also
described feeling ‘attacked’, ‘surrounded’ or ‘invaded’ by the MET. Amber recalls being in radiology
for an ultrasound when her condition suddenly deteriorated and a MET review was initiated, she
recalls screaming in pain before hearing ‘MET call’, and then became unconscious. Amber’s first
memory was being back on the ward where her first meeting with the MET occurred, she explained:
“I came to and | was surrounded by about 15 people, wondering what was going on...” One
participant interviewed described the MET’s initial approach involved no introductions or
explanation before treatment began (Henry). Henry linked the manner of the MET to him feeling

invaded, he explained:

No one really talked to me...In normal circumstances, you would have to say physically you
feel invaded. But | was feeling so ill that | left myself completely open to the mechanics and

said, ‘well whatever is going to be is going to be.’

In contrast, some participants described feeling overwhelmed by the MET’s approach, but their
demeanour was reassuring. Tim explained: “Although there was a number of people there at the
time and | felt a bit overwhelmed, | also felt reassured.” He qualified this by explaining: “They
conducted themselves in a very professional, calm manner. Especially one nurse, she gave thorough
explanations as to what was going on and why this was happening to my body.” Alex also discussed
feeling frightened by the MET’s initial approach, but their demeanour was reassuring: “When you
can’t breathe it’s the most frightening thing and they just calmed me down...they reassured me and

told me what was going to happen...”

Many participants interviewed acknowledged the importance of the MET initial approach to
the development of a connection. Margaret described how she tried to engage members of the
MET in conversation by asking “how are you?” and pointing out “gees there’s a lot of you” in an
attempt to develop a connection with the team. She had little success and instead listened to their
conversation. Margaret had some medical knowledge and from what she overheard she thought:
“this doesn’t sound good”. Instead of the MET “barging in” which caused her to feel overwhelmed,
Margaret suggested in the first instance a “spokesperson” from the MET should have built a

connection with her, explaining:
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Well, if they had of come in and had one spokesperson say um ‘Hi Margaret...apparently you
have come up from radiology and a couple of stats the nurse have done while you were
there, were either too high or too low and because of that it has automatically kicked us into
care. We are known as the Medical Emergency Team, we are here to double check in a hurry
everything is okay...this is your whole big protection and we are going to get everything

done here and make it extra supportive.’ So, if they had said that | would have gone, ‘go for it
guys, go on and | thought thank god for that.” But when they sort of all came in and they

were caught up in their stuff...

Ultimately, the demeanour of the MET caused Margaret to experience fear and uncertainty, which

she believed could have been avoided.

A number of patients questioned the seriousness of their condition by the number of
healthcare professionals present. Julie explained: “something was going on, | knew something was
badly wrong with me for so many people to be in the room.” Alex compared her MET encounter
with previous experiences of being cared for in hospital: “usually when | come there’s a couple of
people but this time | reckon there was eight or ten people.” Initially, Anna did not realise she was in
danger. It was not until many health professionals presented as part of the MET that she realised

the seriousness of her condition, Anna explained:

I didn’t know | was in any danger for a start. All of a sudden, one nurse was there putting
my bed down, so | thought something was not right. Next thing they had doctors and nurses

from everywhere and | started to put it together.

Tim also interpreted the seriousness of his condition and thought he was in trouble based on the
number of healthcare professionals present during his MET encounter, he explained: “It’s still a bit
scary. The number of doctors | had means I’m in trouble, if | have one or two, okay that’ll be fine.

But maybe it was like five or six nurses and doctors.”

During his MET encounter, Daniel, not only associated the seriousness of his conditions to
the number of healthcare professionals present, but also described the MET’s approach as being like
“flies.” He explained: “I didn’t know what was going on. This one coming in. It was just like flies
coming in and another one and another one. Full up. | thought it was something going haywire.”
This was a similar interpretation to Mary, who also described her MET’s approach as being like
“flies.” She said: “All these doctors come zooming in like flies...there would have been at least six |

reckon.”

Some participants associated the approach of the MET to what they had seen on television.
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Margaret explained:

They are taking blood, they are putting stuff in and they are taking temperatures, they are
taking pulses, they’re taking everything | have. To the point where part of me was looking
around for the TV cameras, | was just about ready to crack up laughing, because | thought |

watched this on you know, Diagnosis Murder.
Similarly, June compared the MET approach to something out of a movie:

...one of the nurses just hit the buzzer and everyone came in here. It was like out of the
movies...Doctors over there reading my history, nurses doing all sorts of things. | even had a

girl taking blood or something out of me.

When participants did not have positive MET encounter experiences, commonly it was due
to the demeanour of the MET. Jessie identified one nurse (her bedside nurse) who she had not
wanted to be involved in her care during her MET encounter, and described him as uncaring and
grumpy. Jessie thought he had abandoned any attempt to reassure her when she experienced acute
deterioration in the lead up to her MET encounter. Jessie summarised her thoughts towards this
nurse: “..he didn’t have compassion, kindness or manners.” Participants were inclined to assess
demeanour in the early stage of their relationship with the MET and this had an impact on their
experience. Although Amber’s experience of the MET was not entirely positive due to the team’s
demeanour, she did appreciate that they saved her life. She explained: “They are more interested in

trying to save your life than explain what they were doing...| am grateful | am still here.”

Although some participants would make the judgement that the MET lacked the ability to
reassure them due to their initial approach or demeanour, they did not allow that judgement to
influence their experience. One participant described the MET’s “clinical” approach and how he

tolerated the MET’s lack of reassurance, because of their expertise:

I was feeling so terrible, | couldn’t breathe and | had pain everywhere. | was scared...they
didn’t reassure me...they were talking and chatting and doing everything all around me, like
putting in needles...they didn’t speak directly to me, it was very clinical...| told them |

thought that was the end, | said ‘you must have worked well to get me back.” (Terry)

5.5.2.2 Engaging with the MET

Participants perceived they were central to the MET’s concern when they were focused on

as individuals. Participants measured the healthcare professionals’ level of interest in and focus on
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them by their use of communication, touch, supportive manner, and reassurance. For example, Tim

believed his MET cared for him because of their supportive approach. He said:

If you’ve got somebody that’s also giving that emotional support then it aids in recovery and
the whole experience. Maybe | was quite fortunate to get a really good team...they
were really quick. They were efficient. They were thorough and they were emotionally

supportive.

Communication often had a positive meaning for participants and was associated with safety, trust
and confidence. During his MET encounter, Tim felt safe with the team because of how they
interacted with him. His speech was impaired and the MET’s approach to communication was

simple and direct, he explained:

It was very simple. They didn’t overcomplicate the experience and they didn’t obviously
because my speech was impaired. They didn’t overload me trying to get too much
information. So, it was very short and simple and direct. And they got the information that

they needed in a very, very short time with understanding my capacity to be able to answer.

For Paula, a positive experience of communication had a significant meaning. Paula described it as:
“very good during a stressful time...the way they spoke to me, making sure | was alright over and
over again”. The trust and confidence Paula had for the MET was built from communication: “they
kept me well informed of what was going on with everything. Every question | asked was answered.
They explained to me anything | wasn’t sure of... they explained to me, they didn’t want to take any
chances with me, so | was to go to CCU.” Not only did Paula have a positive experience during her

MET encounter but also after her condition was stabilised. She explained:

They stayed with me for half an hour or so afterwards to make sure | was okay. They talked
to me, reassured me and all that. They also had a few jokes that made me feel better. |

couldn’t have asked them to do anymore, really.

In contrast, negative experiences of communication with the MET were found to be
associated with emotions such as frustration, vulnerability and fear, and a sense of ill ease at not
being treated as a human being. Some participants reported feelings of frustration and being
powerless due to their decreased ability to communicate. For example, Sarah was frustrated that
she could not articulate how she was feeling to the MET due to swelling of her tongue: “/ was trying
to make myself understood and feeling frustrated because normally | can speak properly.” In
response to Sarah’s inability to communicate effectively, members of the MET began “poking” at

her: “one of them in particular, was really over the top prodding and poking at me...shooting, firing
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questions at me and | was pretty slow in my thinking and couldn’t articulate...it was pretty
annoying.” In this situation the MET attempted to conduct their medical assessment by touching
Sarah roughly and they stopped any attempts to communicate with her. Their lack of impersonal

touch and communication failed to recognise and acknowledge Sarah a person, causing her to panic.

A number of participants talked about not being able to understand what was being said to
them by members of the MET. A participant talked about feeling secure by the physical presence of
the MET but scared at not being able to understand what was being said: “/ think there were talking
a lot together themselves because | couldn’t understand half of what they explained to me...I’d just
sit there and say nothing” (Sam). Sam also indicated that medical and nursing staff did not clarify his
understanding which caused him concern: “..sort of worried, I’'ve got this feeling because this is my
second MET call in three years and | don’t understand what happened.” Henry also indicated that he
did not completely understand what the MET was saying to him: “/ had no idea and they probably
wouldn’t explain it to me anyway, after all | am only the patient.” Sarah, Sam and Henry were all left
with feelings of being passive participants and taken over by others, which they all described as

overwhelming and frightening. Henry summarised: “/ feel like I’'m dying and no one has told me.”

Commonly, participants characterised their MET as good and bad. All participants noted
that competency and personality of MET members influenced their perception of a good or bad MET
encounter. Participants used a variety of descriptors were used to characterise a ‘good” MET:
‘knowledgeable’, ‘good’, ‘were there is a hurry’, ‘efficient’, ‘provided comfort and reassuring’, and
‘took the time to explain.” The characteristics of a ‘bad’ MET included: ‘detached’, ‘rushed’, ‘delayed
in arriving’, ‘disorganised’, and ‘did not explain.’ Interestingly, many participants placed importance
on therapeutic communication rather than clinical competence. Joan described the MET as being:
“a beautifully structured team” that “even if you think you are on your last breath, you think thank
God you are in really good hands.” But for Joan this was not enough, she recalled the MET being:

“caught up in their stuff” which caused her to be scared and overwhelmed.

As discussed by participants, the qualities of a ‘good’ MET related to providing good care in a
hurry, providing comfort, support and reassurance, being an advocate for the patient, keeping the
participant informed, showing compassion and being empathetic, and being efficient. For Kelly, the
MET demonstrated many of these qualities and it made her feel secure. Kelly described a ‘good’
MET as efficient, keeping her informed, working as a team, and demonstrating clear and concise

communication between them. Kelly explained:

They were really good, they were explaining to me what they were going to do...the entire

team was communicating with me and then they would communicate with each other,
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everyone knew what was happening...| was quite shocked because | was coming in for a

small procedure but | felt secure because of how quickly they came to help me.

This was a common theme amongst participants when experiencing a ‘good’ MET. Participants felt
they were better able to cope with their iliness and influx of emotions associated with a MET

encounter because of the support they received from MET members.

The characteristics of a ‘bad’ MET or negative experience, as explained by participants,
related to being disorganised, not attending the participant in a timely manner, losing sight of the
person in the bed, not being attuned to the patient’s needs, poor communication, not being
informed and causing the participant pain. Angela described her negative experience with the MET

as bizarre, qualifying this by explaining that the MET was disorganised and did not pay her attention:

It was really bizarre because more and more people kept rocking up and | was having to
repeat the same thing, | was in so much pain and they kept asking me the same questions
over and over...l kind of felt like they talked down to me and they were disorganised...They
were so busy talking about me they didn’t pay attention to me, like when | was throwing up, |

just wanted a tissue to wipe my mouth...You’re definitely a number.

Sarah and Tara both experienced acute deterioration and MET encounter due to a
medication error, administered by a healthcare professional. Both Sarah and Tara had negative
experiences with their respective METs, relating to pain. Tara said, “It was hurting my arm. | kept
saying, ‘Please don’t do it anymore’, but they kept on doing it...| suppose they had to but | didn’t

want them to touch me.” Sarah also explained:

You can’t do that. You’re hurting me, you’re hurting me. You have to take it out! | want
you to take it out! He took it out and comes at me with another one and he says, ‘1 have to

put another on in’. | said, ‘Do not come near me’.

For some participants, a negative experience had a lasting effect. It caused a spectrum of feelings
such as worry, helplessness, hopelessness and vulnerability. For example, as a hospital inpatient,
Julie recognised her own acute deterioration and assessed the symptoms she was experiencing as
“something was badly wrong.” She called for help but noted it took “so long for them (MET) to get
here” which for Julie was “the frightening part.” Julie perceived this delay in receiving assistance
from the MET negatively which had an impact on the remained of her hospital stay. Daniel had a
similar experience to Julie when he was waiting for the MET to arrive, he said, “/ was waiting and
waiting and waiting and no one had come.” A negative experience with the MET also caused

participants to worry about their health and be concerned about further episodes of acute
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deterioration and interaction with a MET. Tara expressed worry and concern that influenced the

remainder of her hospital admission. She explained:

I was frightened it would happen again and it made me question everything...I'd keep
apologising, saying to the nurses, ‘Look it’s not you. It’s just that I’'ve had that bad

experience’. | had to keep finding out what they were giving me, why and how much.

5.5.3 Developing of Personas

The term ‘persona’ refers to a mask or shield which a person places between themselves
and the people around them to conceal their true nature (Perlman, 2018). Ricci (1997) refersto a
patient persona as “the social self the patient appears to be to others as opposed to the individual’s
real or true self” (p. 131). Ricci (1997) explored the patient’s hospital experience and identifies three
patient personas: consumer, recipient and non-patient. In this study consumer and recipient
persona is used to explain the different personas or masks participants assumed while being cared
for during a MET encounter. From discussions with participants, the difference between the two
personas involved being assigned the role by the MET (recipient) or choosing their role (consumer).
Commonly, participants moved between personas which was influenced by contextual conditions
(e.g., expectations and illness perception, a previous experience of acute deterioration and MET

encounter and previous hospital admissions).

5.5.3.1 Recipient Persona

Most commonly, the recipient persona was adopted by participants during their MET
encounter. The term ‘recipient’ is used to describe a passive individual waiting to receive treatment,
rarely being involved in the decision making process (Henderson, 2003). It also suggests a power
imbalance between the patient and healthcare professional providing care (Costa et al., 2019). As
discussed by participants, the characteristics of the recipient persona included the following terms:
“do not interfere” (Henry and James), “passive” (Rose, June, Sam and Julie), “loss of control” (Rose
and Tim), “did not ask questions” (Daniel, James and Sam), “compliant” (Sarah, Anna and Alex), “did
not complain” (Angela) and “dependent” (lill and Sarah). Participants acknowledged it was
important that patients did not interfere with the MET and decisions made about their treatment.
Henry, for example was asked what advice he would give to patients who may be cared for by a
MET. He said: “sit back and enjoy the show, let the professionals do what they know best how to do,
without interference. You are just the body in the bed.” This was a persona also recommended by
James: “they’ve got a job to do. You can’t interfere. You can’t tell them what to do or how to do it or

when to do it, they all know what they’ve got to do.” Along with advising patients not to interfere
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with the MET, many participants suggested this persona to ensure the MET review ran smoothly:
“Relax and know what they’re doing is to help you. Not to hurt or harm you in anyway. It’s just to

make it as smooth as possible.” (June).

When participants discussed the persona, they adopted during their MET encounter, there
was some commonality. Participants who typically describe themselves as passive or laid back were
more inclined to embrace the characteristics of the recipient persona. For example, when not in
hospital, George described himself as accepting, passive and optimistic. During his adult life, George
had endured many hospital admissions and procedures to save his life, during which he maintained

this passive, compliant and optimistic style via adoption of the recipient persona, he explained:

When you’ve been in my situation, some 28 years ago | had open heart surgery for a triple
bypass...it was a big deal in those days and | knew there was a chance | wouldn’t come out of
it,  understood and accepted it...I have a strong commitment to live which | believe is like

positive thinking.

Interestingly, individuals who experienced acute deterioration and MET encounter for the
first time were less likely to adopt a recipient persona than those with an acute exacerbation of
chronic conditions and had experienced a MET encounter before. Alex, for example, had been
hospitalised many times and was familiar with the hospital setting, medical procedures and MET
reviews. Therefore, during her MET encounter she tended to adopt many of the characteristics of
the recipient persona: “/ just listened to them and did what they told me to do, they know what they
are doing.” Likewise, Anna had experienced a MET encounter before which led her to adopt several
characteristics of the recipient persona, even though these characteristics were different to her
usual persona. Anna said: “I don’t usually do as I’'m told but when things like this happen, | followed

their lead.”

During their experience, participants recognised there were certain times during their MET
encounter that forced them to adopt characteristic of