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Abstract

Aim: To analyse the qualitative evidence on the role of critical care nurses in rapid
response teams.

Design: Qualitative systematic review.

Methods: This qualitative systematic review employed Bettany-Saltikov and
McSherry’s guidelines and is reported according to the Enhancing Transparency in
Reporting the Synthesis of Qualitative Research checklist. Two pairs of blinded re-
searchers screened the articles. The data were synthesised using a thematic analysis
approach.

Data Sources: A systematic literature search was conducted using the CINAHL,
Embase and MEDLINE databases.

Results: Seven studies were included, and three main roles were identified: (1) balanc-
ing between confidence and fear in clinical encounters, (2) facilitating collaboration
and (3) managing challenging power dynamics in decision-making.

Conclusion: Critical care nurses possess extensive knowledge and skills in providing
critical care to patients experiencing deterioration on general wards. They play a vital
role in facilitating collaboration between team members and ward staff. Furthermore,
within the rapid response team, critical care nurses assume leadership responsibilities
by overseeing the comprehensive coordination of patient care and actively engaging
in the decision-making process concerning patient care.

Implications for the Profession: Highlighting the central role of critical care nurses
in rapid response teams as well such a team’s benefits in healthcare organisations
can promote applications for funding to support further quality assurance of rapid
response teams and thus enhance patient safety.

Impact: Health care organisations can assure the quality of rapid response team by
providing economical resources and training. The education providers should facili-
tate and standardise curriculum for critical care nursing students to achieve necessary
knowledge and skills as members in rapid response teams.
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1 | INTRODUCTION

Undetected clinical deterioration is a major cause of high mortal-
ity events in hospitalised patients, and optimising the management
of inpatient complications and reducing the incidence of adverse
events are critical goals for healthcare providers worldwide (Burke
et al., 2022; Mora et al., 2016). Hospitalised patients often display
physiological and clinical abnormalities within 24 h prior to the oc-
currence or cardiopulmonary arrest or unexpected death (Munroe
et al., 2021; Walston et al., 2016). Although such adverse events
are often preventable when the right care is delivered in a timely
manner, healthcare providers sometimes fail to rescue patients from
avoidable deaths (Connell et al., 2021; Considine et al., 2021).

To identify patients at risk of developing physiological instability
outside of critical care units, multidisciplinary groups, such as rapid
response teams (RRTs), are designed to support wards with extra
clinical resources, thereby providing additional professional support
at the patient bedside (Christopher-Dwyer et al., 2022). Typically,
RRTs consist of a critical care nurse (CCN) or advanced clinical prac-
tice nurse (ACPN), a physician and a respiratory therapist (Alshehri
et al., 2015; Williams et al., 2011). These teams respond to various
critical conditions in ward-based patients, addressing issues such as
respiratory distress, chest pain and acute mental changes (Kwong
etal., 2021). They also exercise critical care skills, including assessing
the potential need for intubation, administering complex pharmaco-
logical therapies and ensuring the appropriate transfer of patients
to the proper level of care (Tracy et al., 2023; Won & Kang, 2022).
Recent years have seen an increase in RRT activations that involve
situations at the interface of critical care resuscitation and pallia-
tive care provision, and previous research indicates that palliative
care accounts for approximately 30% of RRT interventions (Kim
et al., 2020).

RRTs were first launched in Australia during the early 1990s
(Chan et al., 2010). Today, these teams are established worldwide
under various models, including medical emergency teams, critical
care response teams and critical care outreach teams (Bingham
et al., 2020; Currey et al., 2018). The underlying principle of
RRTs is centred on the belief that early recognition of warning
signs and timely intervention can prevent patient deterioration
and mortality (Bellew et al., 2017). The RRT model encompasses
three key components: (1) The afferent limb, responsible for sys-
tematic patient monitoring and deterioration detection based on
predefined criteria; (2) the efferent limb, comprising the response
team with expertise in managing medical emergencies; and (3)
the administrative limb, focused on data collection, reporting,
feedback provision and system improvement (Olsen et al., 2019).
Further implementation of RRT systems requires a continuous as-
sessment of the quality they provide. Essential to the quality and

What does this paper contribute to the wider
global community?

e This qualitative systematic review highlight the central
role of critical care nurses in rapid response teams. Such
a team’s benefits in healthcare organisations can pro-
mote applications for funding to support further qual-
ity assurance of rapid response teams and thus enhance
patient safety.

e Undetected clinical deterioration is a major cause of
high mortality events in hospitalised patients. Rapid
response teams represent a novel career pathway in
critical care and may contribute to retaining critical care
nurses in a field currently experiencing a nurse short-
age. Synthesised information regarding the role of criti-
cal care nurses in rapid response teams may contribute
to the development of education programmes, and the
preparation of a standardised curriculum for future

rapid response team nurses.

effectiveness of RRTs is the CCN, who plays a vital role in address-
ing medical emergencies and administering prompt critical care to
patients experiencing decompensation (Massey et al., 2014; Tracy
et al., 2023).

2 | LITERATURE REVIEW

Previous systematic reviews have investigated the impact of RRTs
on patient outcomes. One systematic review and meta-analysis
found inconclusive evidence regarding the effectiveness of RRTs
in reducing hospital mortality rates (Chan et al., 2010), while two
other systematic reviews revealed no correlation between team
composition and patient outcomes (Daniele et al., 2011; Moreira
et al., 2018). However, the reviews by Daniele et al. (2011) and
Moreira et al. (2018) identified the significance of team members'
experience, dedication and proactiveness as important factors for
RRTs' performance and patient outcomes. A systematic review by
Leppanen et al. (2019) found limited evidence supporting the effec-
tiveness of simulation team training in improving the performance
of RRT nurses and the team's impact on patient outcomes. Previous
reviews have also investigated ward nurses' experience in collabora-
tion with RRTs. A literature review found that ward nurses gener-
ally feel supported by RRTs but that their own level of experience
influences their promptness in calling for help (Alshehri et al., 2015).
Another literature review identified eight barriers impacting RRT
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activation (Tilley & Spencer, 2020), for example, lack of consistent
RRT education among nurses, the hospital's established hierarchy
and uncertainty about when to call the RRT if the clinical deteriora-
tion is subtle or gradual rather than abrupt.

In summary, while there is considerable knowledge about health-
care providers' experience and barriers in collaborating with RRTs,
there is still a significant gap in understanding CCNs specific role
within these teams. Given their central position as primary respond-
ers with specialised skills (Azimirad et al., 2022), CCNs are crucial for
ensuring timely interventions during medical emergencies within
RRTs. A focused review on CCNs' contributions to RRTs could unveil
strategies to streamline processes and optimise resource allocation,
enhancing responses to urgent patient situations and understand per-
spectives of frontline caregivers to maximise RRT effectiveness and
the quality they provide. A systematic review can bridge this knowl-
edge gap by consolidating insights from various studies, providing a
comprehensive understanding of CCNs' nuanced role within RRTs.

21 | Aim

The aim of this qualitative systematic review was to analyse the
qualitative evidence on CCNs' role in RRTs.

3 | METHODS
3.1 | Design

A systematic qualitative review was chosen as the best de-
sign to bring together primary research regarding CCNs' role in
RRTs. This systematic review employed Bettany-Saltikov and
McSherry (2016) guidelines and is reported according to the
Enhancing Transparency in Reporting the Synthesis of Qualitative
Research checklist (Tong et al., 2012). The review protocol was not
registered or published.

TABLE 1 Inclusion and exclusion

- Criteria
criteria.

Type of participants

Phenomenon of interest

Period

Language
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3.2 | Search methods

To identify qualitative studies, a systematic database search was
conducted in CINAHL, Embase and MEDLINE from 1 March
through 30 April 2022. The same search strategy was employed
again on 22 March 2023. To enhance the review's trustworthiness
(Aveyard et al., 2021; Green & Thorogood, 2018), the first author
collaborated with an experienced librarian to develop a systematic
literature search using a ‘population, exposure and outcome’ for-
mat in CINAHL, later adapting the search strategy to Embase and
MEDLINE. The literature search strategy included combinations
of keywords and medical subject headings and was peer reviewed
by both a librarian and the last author to reduce bias (Aromataris &
Pearson, 2014), see Files S1 and S2. Additionally, a manual search
was conducted in the reference lists of the included articles.

3.3 | Inclusion and exclusion criteria

Table 1 shows the eligibility criteria. The qualitative studies included
in this review were required to provide information regarding the

role of CCNs within RRTs from the perspective of CCNs themselves.

3.4 | Search outcome

All four authors participated in screening articles to limit research
bias and enhance the credibility and dependability of the findings
(Harris et al., 2014). The process of screening articles was per-
formed using Rayyan, a web-based tool that facilitates the blinding
of the study selection process (Ouzzani et al., 2016). The abstracts
and titles were independently screened by two pairs of authors,
and then the same pair of authors assessed the full-text reports
against the eligibility criteria (Table 1). Conflicts were resolved be-
tween the pairs of authors, and there was no need to consult a
third author.

Inclusion Exclusion

Wards nurses.
Other health
professionals

Critical care nurses, intensive care
nurses, advanced practice nurses,
nurses or nurse specialists in rapid
response teams that participate

Studies with several professions in rapid response
that present results from nurses team
separately will be included

Critical care nurses' role when
participating in rapid response
teams caring for critically ill adult
patients at hospital wards

Paediatric,
psychiatric, other
health personnel
perspectives of
rapid response

team nurses' role
From 2000 to updated search After up dated search

English, Norwegian, Swedish or Danish  All other languages
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We retrieved 1609 reports after the removal of duplicates and
excluded 1577 reports based on the title and abstract, leaving 32 re-
ports that were assessed for eligibility by reviewing the full text. No
reports were found through manual searches. Seven studies were
included in the review. The reasons for exclusion of full-text reports
are shown in Figure 1.

3.5 | Quality appraisal

The methodological quality of the included articles was assessed in-
dependently by the first and last authors using the Critical Appraisal
Skills Program (CASP, 2022). The assessments made by each author
were discussed, and consensus was reached (see File S3). No articles

were excluded based on the quality assessment.

3.6 | Data abstraction

The first and last authors developed a standardised data extraction
form in Microsoft Word that included the following data: authors,
year and location; aim; design and methods; participants and setting;
and findings regarding CCNs' role in RRTs. The first author extracted
the data, and the last author checked for accuracy against the re-
ports. Only text that reported CCNs' role in RRTs from CCN team

members' perspective was extracted for thematic analysis (Braun &
Clarke, 2022).

3.7 | Synthesis

The data set from the included reports was analysed using a induc-
tive thematic analysis approach (Braun & Clarke, 2022), which fol-
lows a six-step process: (1) data set familiarisation, (2) data coding,
(3) initial theme generation, (4) theme development and review, (5)
theme refining, defining and naming and (6) writing up. Table 2 pre-
sents the steps of the synthesis. See Table 3 for examples of the

thematic analysis.

4 | RESULTS

4.1 | Study characteristics

The included studies were published in the years 2009-2023 and
conducted in the United States (n=3), Denmark (n=1), Canada
(n=1), the United Kingdom (n=1) and Australia (n=1). The sample
size ranged from 12 to 30 RRT CCNs for a total of 138 RRT CCNs
in the seven studies (see Table 4). The study designs applied were
grounded theory (n=4) (Kwong et al.,, 2021; Leach et al., 2010;

[ Identification of studies via databases and registers ]
‘o
c Records identified from:
o CINAHL: (n = 878) Records removed before
® Embase: (n = 1024) screening:
Eg MEDLINE: (n =570) —> Duplicate records removed
T (n =863)
§ Total N = 2,472
!
‘o
Records screened Records excluded**
—>
(n =1609) (n=1577)
Reports sought for retrieval Reports not retrieved
> (n=32) (n=5)
T
[
: I
3]
2]
Reports assessed for eligibility Reports excluded: (N = 20)
(n=27) Letters (n = 4)
Review (n = 1)
Case study (n=1)
Conference abstract (n = 2)
Wrong population (n = 12)
—J

Studies included in review
(n=7)

FIGURE 1 PRISMA flow diagram.
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TABLE 2 The thematic analysis process.

1. Data set
familiarisation
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The data material was read and reread several times to ensure a deep knowledge and understanding of the data set.
Researcher triangulation enhanced credibility, as the first author had extensive experience as a critical care nurse in the

emergency department, and the three coauthors were experienced nurse researchers, all with clinical experience in

critical and palliative care.

2. Data coding

The first author began the process of data coding.

Meanings were generated from each article, and excerpts with similar meanings were clustered together to an amount

of 40 codes.
3. Initial theme
generation themes.
4. Theme
development and and diversity in the data set.
review

5. Theme refining,
defining and

naming names of the final themes.

6. Writing up

The whole data set was examined again to search for better pattern development. The process generated 14 initial

The initial themes were re-evaluated and processed several times by the first and last author to bring out the richness

Themes were refined, defined and named in collaboration with all the authors. This step included finalising the order
of presenting the themes and connecting compelling examples of data to each theme. All the authors agreed on the

In collaboration among all the authors, the overall themes were summarised, which provided a final opportunity to

ensure that the themes contributed to answering the research question.

TABLE 3 Examples of the thematic analysis.

Data Codes

‘| think they get a much more rapid treatment
than waiting on a physician to maybe come
from their office. The rapid response team
has standing orders that they can initiate,
so sometimes you can have several things
done before the physician even gets there.
You can have blood work. You can have
a chest X-ray. You can have blood gases.
That's certainly beneficial, and they can
transfer [the patient] to the ICU...then that's
a much more earlier intervention for the
patient’.

and skills

Collaboration with
ward nurses

The RRT RN augmented, reinforced, and
supported the bedside nurse. The RRT
RNs' clinical expertise supplemented and
supported the bedside RN to respond to a
changing clinical situation and a patient at
risk

Leach & Mayo, 2013; Weatherburn & Greenwood, 2023), ethno-
graphic study (n=1) (Pattison et al., 2018) and multiple-case study
(n=1) (Stolldorf, 2016); one study did not report the study design
(Bunkenborg et al., 2022). All the studies employed a qualitative
method with semistructured focus group interviews, semistructured
individual interviews (in person and by telephone) or in-depth inter-
views (Table 4).

4.2 | Quality appraisal

Two studies demonstrated strong methodological rigour, with a
score of 10 ‘Yes’ answers out of 10 (Bunkenborg et al., 2022; Leach
& Mayo, 2013). However, three studies lacked a proper recruitment
statement, resulting in three ‘Can't tell’ ratings (Kwong et al., 2021,
Pattison et al., 2018; Stolldorf, 2016). The study by Leach et al. (2010)

Critical care, knowledge

Initial themes Main themes

Responding to RRT calls and Providing professional support

preventing adverse events

Rapid response events provide Facilitating collaboration

arich learning environment
and enhance collective
wisdom

did not address the researcher-participant relationship, resulting in
one ‘No’ (see File S3).

The data synthesis revealed three themes: (1) balancing between
confidence and fear in clinical encounters, (2) facilitating collab-
oration and (3) managing challenging power dynamics in decision-
making (Table 5).

4.3 | Balancing between confidence and fear in
clinical encounters

The main role of CCNs in RRTs was to provide professional sup-
port to deteriorating ward-based patients (Bunkenborg et al., 2022;
Kwong et al., 2021; Leach et al., 2010; Leach & Mayo, 2013; Pattison
et al,, 2018; Stolldorf, 2016; Weatherburn & Greenwood, 2023).
CCNs were expected to quickly respond to RRT calls and address
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TABLE 5 Findings categorised into main themes and subthemes.

Main themes Balancing between confidence and fear
in clinical encounters
Subthemes Responding to rapid response team calls

and preventing adverse events

Performing rounds consulting for high-
risk patients

Facilitating collaboration

Interprofessional collaboration

Rapid response events provide a rich
learning environment and enhance

Manage challenging power
dynamics in decision making

Leading the initial- and final part of
the rapid response events

Making decisions to determine the
right level of care

collective wisdom

Provide end-of-life care

urgent situations throughout the hospital (Leach et al., 2010).
Initially, they expressed fear and apprehension when receiving
phone calls from ward nurses: “I thought it was nerve-wracking. |
dreaded going around with that phone, and not knowing what they
were calling about, | didn't know if it would be something | could
handle, and yes, to that extent it took me out of my comfort zone”
(Bunkenborg et al., 2022). Throughout the experience of assuming
the role of RRT nurses, CCNs transitioned from feeling insecure to
gaining confidence and a sense of achievement upon discovering
that they could help ward-based patients (Bunkenborg et al., 2022).
Another challenging aspect of responding to RRT calls was time man-
agement when CCNs were responsible for a patient or other tasks in
the intensive care unit (ICU) during an RRT assignment (Bunkenborg
et al., 2022).

During rapid response events, CCNs approached medical crises
in a consistent and systematic manner, rapidly assessed patients'
needs, developed a plan of action and initiated appropriate action
to prevent escalation as well as helping to stabilise the patient's
condition and document the patient's measurements and treat-
ments (Leach & Mayo, 2013; Weatherburn & Greenwood, 2023).
‘I think they get a much more rapid treatment than waiting on a
physician to maybe come from their office. The RRT has standing
orders that they can initiate, so sometimes you can have several
things done before the physician even gets there’ (Stolldorf, 2016).
Being aware of the urgency and time pressure and initiating rapid
action were important to ensuring that patients received neces-
sary care without delay (Leach & Mayo, 2013; Weatherburn &
Greenwood, 2023). CCNs were actively involved in performing
critical care tasks, such as assessing the potential need for intu-
bation, changing the oxygen delivery method and initiating intra-
venous access and fluids as well as performing blood gas analysis,
monitoring the patient and administering complex pharmacolog-
ical treatment (Kwong et al., 2021; Leach et al., 2010; Pattison
et al.,, 2018; Stolldorf, 2016). Throughout these interventions,
CCNs also strove to maintain the patients' psychological well-
being (Weatherburn & Greenwood, 2023).

CCNs also took a proactive role by performing regular rounds on
the wards to pre-emptively identify high-risk patients, and they took
the initiative to conduct rounds on each shift, which were used for
consultation between CCNs and ward nurses (Leach & Mayo, 2013):
‘I make rounds with them [bedside nurses]—they're comfortable and
able to come to me and discuss [concerns about patients] without

Communicate plans for patient-
centered goals

feeling intimidated’ (Leach & Mayo, 2013). CCNs also aimed to
support ward nurses and physicians in feeling confident with care
plans and feeling in control of the clinical situation (Bunkenborg
et al,, 2022).

The provision of end-of-life care (EOLC) was also part of CCNs'
role in giving professional support. The CCNs felt that they pos-
sessed the experience and skills to provide EOLC and felt confident
in knowing when to proceed from critical care treatment to EOLC
(Bunkenborg et al., 2022; Kwong et al., 2021; Pattison et al., 2018).
Although CCNs often managed situations that proceeded to EOLC,
however, they were uncertain as to whether this was part of their
mandate in the RRT (Bunkenborg et al., 2022; Kwong et al., 2021,
Pattison et al., 2018).

4.4 | Facilitating collaboration

CCNs played a role in facilitating collaboration within RRTs, work-
ing closely with other RRT members, ward nurses and physicians
(Bunkenborgetal.,2022; Kwongetal.,2021; Leach etal., 2010; Leach
& Mayo, 2013; Pattison et al., 2018; Stolldorf, 2016; Weatherburn &
Greenwood, 2023). The CCNs acknowledged the importance of con-
tributing to the cultivation of a positive, respectful relationship with
RRT members (Weatherburn & Greenwood, 2023). When respond-
ing to emergencies, CCNs described approaching ward nurses with
an open mind and respecting and valuing their judgement in patient
situations (Bunkenborg et al., 2022). CCNs and ward nurses com-
plemented one another in their collaboration to provide critical care
and to understand patients' wishes (Leach et al., 2010; Weatherburn
& Greenwood, 2023). This collaborative approach benefited patient
care and gave CCNs a sense of fulfilment (Bunkenborg et al., 2022).

Teaching and coaching were integral parts of the CCNs' role
in the RRT. CCNs used emergencies as opportunities for learning
(Leach et al., 2010; Pattison et al., 2018). A CCN compared rapid

response events to a ‘live lab”:

It's not a simulation, it's the real thing, and even if
[RRT members] are not talking and doing a didactic
teaching, the [RRT user] nurses are watching them
and they're watching how they do an assessment,
and they watch the communication. They hear the
communication with the physician, so it is a very rich
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learning environment for the next event, next patient
(Stolldorf, 2016).

4.5 | Providing leadership by challenging power
dynamics in decision-making

CCNs played a crucial role in providing leadership during rapid re-
sponse events, sharing responsibility with physicians and taking
charge of the events' initial and final phases (Kwong et al., 2021;
Leach & Mayo, 2013; Pattison et al., 2018; Stolldorf, 2016). When
faced with a physician's discomfort in a given situation, CCNs fre-
quently assumed a leadership role, providing suggestions and
guidance for patient care (Kwong et al., 2021): ‘The CCOT nurse
continued to lead, in a gently assertive way, reassuring the patient
throughout’ (Pattison et al., 2018). However, according to the nurses,
this shift in leadership made some physicians feel threatened, lead-
ing to reluctance in calling for RRTs for deteriorating patients (Leach
& Mayo, 2013).

Another element of CCNs' role was engagement in decision-
making in relation to patient treatment, rescue efforts and determin-
ing the right level of care (Bunkenborg et al., 2022; Leach et al., 2010;
Leach & Mayo, 2013; Weatherburn & Greenwood, 2023). Although
CCNs felt empowered to influence and make decisions, they some-
times encountered differing perceptions from physicians, who
expected them to provide care without questioning treatment in-
tentions (Pattison et al., 2018). Challenging power dynamics had
a strong emotional impact on CCNs (Pattison et al., 2018). During
rapid response events leading to EOLC, CCNs often found that phy-
sicians had not initiated discussions about EOLC or discussed the
patient and family's wishes in advance, prompting CCNs to raise the
topic early in such events (Bunkenborg et al., 2022). A CCN stated,
‘Some teams already have a plan in place and openly discuss that
with you, but quite often we come up against hurdles where we have
to instigate the discussion, which is often brushed under the carpet’
(Pattison et al., 2018). Challenging power dynamics and initiating
discussions regarding EOLC treatment significantly affected CCNs
emotionally (Pattison et al., 2018).

Clearly communicating patient-centred goals constituted an in-
tegral part of CCNs' role in RRTs. They provided information on crit-
ical iliness prognosis, accurately explained the implications of critical
care interventions and effectively communicated realistic, patient-
centred care plans (Bunkenborg et al., 2022; Kwong et al., 2021,
Weatherburn & Greenwood, 2023). The CCNs emphasised the im-
portance of clearly conveying to family members the nature of treat-
ments, particularly the discomfort and invasiveness associated with
certain procedures (Kwong et al., 2021), so as to help families make
informed decisions (Pattison et al., 2018). Said one CCN:

I've often said this to residents, is, ‘You know, you
can't just say, we're going to help them. Do you want
us to help your family member?’ Because everyone
is going to say yes, we do. But if you say, you know,
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we're going to put them on life support, they may
never come off life support. They will not be able to
talk to you or eat. When you start saying those words,
then suddenly [the] family, oh wait a minute, no they
wouldn't want this. No, no, no. (Kwong et al., 2021).

5 | DISCUSSION

This qualitative systematic review synthesised evidence regarding
the role of CCNs in RRTs. Three novel themes emerged: (1) balanc-
ing between confidence and fear in clinical encounters, (2) facilitat-
ing collaboration and (3) managing challenging power dynamics in
decision-making.

Our review suggests that CCNs in RRTs play an important role
by providing professional support to deteriorating ward-based pa-
tients when responding to RRT calls as well as in preventing adverse
events. Won and Kang (2022) developed a comprehensive model
of the RRT nurse's role that includes screening patients with acute
clinical conditions, providing professional support for emergen-
cies, offering consultation and managing high-risk patients. Currey
et al. (2018) emphasise skills in responding to clinical deterioration as
the most vital competence in caring for decompensated ward-based
patients. Although the present review's findings indicate that CCNs
possess excellent critical care knowledge and skills, the results also
highlight their feelings of insecurity and stress when transitioning
into the role of RRT nurses. CCNs expressed fear and apprehension
when receiving phone calls from ward nurses, as they were uncer-
tain about the nature of the calls and whether they would be able to
manage the situation. The presence and support of an ICU physician
and the assurance of receiving assistance emerged as vital elements
in shaping CCNs' positive perceptions of their role in RRTs (Currey
et al, 2018).

Our findings also suggest that responding to RRT assignments
could pose conflicts in which CCNs had to leave patients and other
responsibilities in the ICU to manage emergencies on the wards. An
integrative review by Fildes et al. (2022) found that CCNs often had
to provide patient care in the ICU while simultaneously responding
to RRT calls throughout the hospital. Although the CCN's presence
on the wards was important to prevent adverse events, the CCN's
absence from the ICU could result in its understaffing. Such a dual
role may challenge CCNs' capacity to provide professional support
to ward nurses and could lead to adverse incidents in the ICU. The
dual role as ICU and RRT nurse suggests a need to carefully examine
future staffing models for both ICUs and RRTs, a consideration that
seems crucial to ensure effective support and prevent negative out-
comes in both settings.

The CCNs emphasised the importance of taking ward nurses'
concerns seriously, and they bore in mind that their world in the
ICU looked different to that of general wards. Astroth et al. (2013)
explored ward nurses' decision-making process when activating
RRTs and found that RRT nurses validated the concerns of ward
nurses regarding patients' conditions and offered their expertise.
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Most of the RRT nurses were perceived as supportive and em-
pathetic in the meeting with ward nurses, and they occasion-
ally used humour to defuse tense situations and minimise ward
nurses' feelings of stress (Astroth et al., 2013). In contrast, Astroth
et al. (2013) report that some ward nurses expressed reluctance
to activate RRTs. When RRT members asked questions to obtain
information about the patient, the ward nurses perceived their
communication style as abrupt and disconcerting. Further, some
RRT members informed the ward nurses that the ICU was at ca-
pacity, with no available beds for patient transfers. Consequently,
the ward nurses hesitated to divert CCNs from critically ill patients
in ICUs. Additionally, unrealistic expectations, demands and com-
plaints from RRT nurses deterred ward nurses from calling RRTs
again (Astroth et al., 2013; Olsen et al., 2019). This communication
process should be underpinned by the assurance that the RRT will
respond with professionalism and mutual respect as highlighted
by Moriarty et al. (2014). Providing up-front RRT mentorship to
ward nurses appears to be crucial for establishing a foundation of
guidance and acceptance.

Our findings suggest that CCNs in RRTs also play the role of fa-
cilitating collaboration with ward nurses and physicians during rapid
response events by assisting in assessment, intervention, stabilisa-
tion and, if needed, transferring patients to a higher level of care. In
contrast, a study by Benin et al. (2012) reports that the implementa-
tion of an RRT system increased conflicts between staff nurses and
physicians. The physicians perceived the activation of RRTs as inap-
propriate, deeming themselves to be better suited to care for the
patient. Staff nurses, however, viewed the activation of RRTs as an
opportunity to have another set of experienced eyes and hands ex-
amine the patient, but tension emerged from physicians' perceptions
that a call to the RRT implied a failure on the physician's part. Astroth
et al. (2013) found that, fearing reprimands, ward nurses would not
call for the RRT if a physician was close by. However, ward nurses
experienced situations in which they could not contact physicians
or felt that the situation was too critical to wait for the physician to
respond.

Another important finding of this review concerns CCNs' role
as teachers and coaches during RRT events. When emergencies oc-
curred on the wards, the CCNs perceived the situation as a learn-
ing opportunity for both ward nurses and ward physicians. Seeing
evidence of learning, as when ward nurses had already stabilised
the patient by the time of the RRT's arrival, gave CCNs great pro-
fessional satisfaction. Previous studies support CCNs' significant
role of teaching and coaching ward staff during clinical cases (Benin
et al., 2012; Topple et al., 2016; Williams et al., 2011). Ward nurses
and ward physician profited from continual exposure to emergen-
cies, allowing them to maintain up-to-date skills, and ward nurses
used rapid response events to enhance knowledge and improve
nursing skills (Benin et al., 2012; Topple et al., 2016; Williams
et al., 2011). However, Benin et al. (2012) reveal that, in the fast-
paced assessment and treatment environment of RRTs, experienced
physicians often assumed leadership, leaving interns feeling ex-
cluded and deprived of learning opportunities. The majority of ward

nurses in Jackson et al. (2016) study disagreed with the notion that
using RRTs would impair the skills necessary to manage critically ill
patients. However, ward nurses were uncertain as to whether the
RRT members would teach and guide them to handle urgent situa-
tions in the future.

The findings of this review suggest that CCNs provided lead-
ership during rapid response events, sharing responsibility with
physicians but also challenging power dynamics within the team.
Team leadership influences RRTs' effectiveness on patient out-
comes (Olsen et al.,, 2019), and CCNs are expected to demon-
strate effective leadership skills and analytical ability to improve
patient outcomes (Egerod et al., 2021; Jenkins & Lindsesy, 2010).
An RRT leader who was an ‘information gatherer and willing to
have a dialogue’ enhanced the functioning of the RRT, whereas a
lack of clear leadership could result in chaos (Olsen et al., 2019).
Leadership skills—such as role modelling, advocacy and being ap-
proachable, collaborative and supportive—could be essential for
CCNs in RRTs (Currey et al., 2018). Colman et al. (2019) report that
simulation-based team training improved team members ability to
provide leadership by practicing non-technical skills, such as lead-
ership identification, role clarity and communication. Our review
also found that CCNs provided leadership if the physician seemed
uncomfortable with the situation at hand. Some physicians, how-
ever, perceived CCNs' leadership role as threatening, resulting in
their avoiding calling for RRTs. Education and simulation-based
team training represent one measure to enhance leadership com-
petence, reduce hierarchical culture and eliminate barriers to acti-
vating RRTs (Colman et al., 2019).

CCNs' role in RRTs included their engagement in decision-
making in relation to patient treatment, rescue efforts and determin-
ing the right level of care. A study by Nibbelink and Brewer (2018)
found that experience in clinical practice influenced perceptions of
decision-making regarding patient treatment and the right level of
care, leading to increased self-confidence and enhancing nurses'
ability to ask questions, consider options for patient care, imple-
ment interventions and trust their competence. Nevertheless, not
knowing the patient and medical history in advance of an RRT call
was sometimes perceived as a barrier in relation to decision-making
(Olsen et al., 2019). Situations in which the RRT served to escalate
patient care to the most experienced physicians caused physician
learners to miss opportunities to gain experience in decision-making
processes, which is a central part of learning to be an independent
doctor (Benin et al., 2012).

Whenever a rapid response event proceeded to EOLC treatment,
an important role of the RRT nurse was to support the patient and
family through palliative care (Bouley, 2011). However, RRT nurses
faced various challenges regarding early discussions and treat-
ment. Kim et al. (2020) found that recommendations from the RRT
did not always match patients' and families' wishes. Furthermore,
the patient's capacity to make informed decisions about EOLC was
sometimes compromised due to a general reluctance to disclose the
disease due to fear of the potential significant impact, which could
burden the patient.
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5.1 | Strengths and limitations

A strength of this review was the comprehensive search for pub-
lished articles in close collaboration with an experienced librarian.
Further, the study selection and data extraction were indepen-
dently screened by two pairs of authors. The three databases used
(CINAHL, Embase and MEDLINE) are widely recommended for in-
ternational nursing research. Another strength is that we made a
concerted effort to mitigate criticisms of qualitative reviews by pro-
viding rich, detailed descriptions of the phenomena under investiga-
tion. Additionally, we employed a rigorous data analysis to enhance
the credibility and trustworthiness of our findings.

The inclusion criteria were limited to studies published in the
Norwegian, Swedish, Danish and English languages, potentially omit-
ting important reports and introducing reporting bias. The included
studies were conducted in Western countries, so factors such as
socioeconomic conditions, politics and culture may have influenced
the data collection and interpretation in the included studies. This
review was limited to the role of CCNs within RRTs from the per-
spective of CCNs themselves. However, other healthcare providers
and patients may have other views regarding the role of CCNs within
RRTs. We choose not to include grey literature as it often lacks the
rigorous peer review process; however, it can be considered a limita-
tion as this kind of publications may contain insights and information
not captured in peer-reviewed publications. Another limitation may
be that the protocol was not registered in PROSPERO. However, the
inclusion and exclusion criteria were defined before the database

search, and the study selection process were performed.

6 | CONCLUSION

RRT systems aim to meet and address complex health issues, requir-
ing quality assurance for successful development and implementa-
tion. CCNs play a key role in RRTs, navigating between confidence
and apprehension in clinical encounters and managing decision-
making dynamics. Despite their expertise, CCNs face challenges and
uncertainties, particularly in responding to RRTs calls.

Support from hospital management is essential for efficient RRT
operation, including adequate staffing, role clarification and inter-
disciplinary collaboration. Regular simulations sessions enhance
critical care skills and teamwork. However, further research may
explore the need for additional education among RRT members to
improve intervention quality and mitigate negative stressors. CCNs
with a master's degree are educated to initiate practice change, lead
quality improvement projects, and can thus be leveraged in the work
of developing and implementing RRT systems.

7 | RELEVANCE TO CLINICAL PRACTICE

Insights into the involvement of CCNs within RRTs could facilitate
development of educational programs and the establishment of
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standardised training curricula for future RRT nurses. Additionally,
RRTs offer a career progression pathway in critical care, potentially
contributing to the retention of CCNs amidst the ongoing nursing
shortage. By emphasising the significance of CCNs in RRTs and their
positive impact on healthcare organisations, there is potential to
gather funding support for further quality assurance initiatives and

ultimately enhance patient safety.
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