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HUMAN JUDGEMENT

• Information processing builds internal 
representations of external events

• A decision component that generates 
responses

• Negative events elicit causal reasoning, 
thought and search for a coherent 
explanation.

• Positive events can invoke complacency.

Herbert Simon, (d. 2001) Nobel Prize Winner in Economics, 1978
Most cited person in Cognitive Psychology in 2016 



WHAT IS CLINICAL DECISION MAKING?

A cognitive process that enables a clinician to assign 
meaning & classify cues in clinical situations by integrating 
observations and critical thinking (Bucknall, 1996).

Choosing between alternatives (Dowie, 1993).



CLINICAL DECISION MAKING

Clinical judgement-greatest attribute
Cognitive activity-integrating complex 

information from many sources
 Information-imperfect or incomplete & 

often uncertain
Deciding on the effectiveness of 

alternative clinical strategies
Complex interaction between multiple 

stakeholders



Too much information
Too little time to review it

Interruptions & distractions
People needing quick & accurate answers

No time to wait….

BUT CHOOSING BETWEEN ALTERNATIVES CAN BE 
A PROBLEM…



THE PROBLEM IN HEALTHCARE…..

 Clinicians have excessive information to deal 
with and increasing work pressures

Governments have high expectations of 
health services and increasing budget 
constraints

 Patients and families expect high quality care 
and a safe experience

 Patients die from preventable errors



Medicine brings together facts and value 

judgements (Downie & MacNaughton, 2000)

Scientific evidence on treatment not always right for 

the patient (Connelly et al 2000)

Evidence is a matter of degrees, not cut and dried 
(Svets, 2000)

CLINICAL DECISION MAKING - NOT SO SIMPLE



NURSES’ THINKING IS 50% OF THEIR WORKLOAD

Sources of Information

• Verbal communication 41%

• Observation 21%

• Prior knowledge 20%

• Written material 17% 
(Lammond et al. 1996)

Continuous processing using:
• cues 
• pattern-matching 
• heuristics  
• evaluation (Bucknall, 1996)



INTUITION VS ANALYTICAL THINKING

Hammond, K. (1996). Human Judgment and Social Policy. 



1 decision every 30 seconds
Most frequent types of 
decisions were: 
 Assessment & evaluation 

decisions 51.4%
 Communication decisions 

29.5%
 Intervention decisions 

19.3%

CRITICAL CARE NURSES’ DECISION MAKING
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Bucknall (2000) JCN 9: 25-36
Bucknall T.K. and Thomas, S. A. (1997). JAN 25,229-237.



INFLUENCES ON DECISION MAKING

Decision task
Decision maker
Environment/Context

Hogarth, R. M. (1980). Judgement and choice. New York: 
John Wiley and Sons. 



NURSE /DECISION MAKER

• Theoretical knowledge
• Practical knowledge
• Situational knowledge
• Values and beliefs
• Personal characteristics

(Bucknall, 1996)



ENVIRONMENTAL INFLUENCES

• Resources
– Physical-ward layout, equipment
– Staffing-quantity,quality

• Relationships
– Nursing appointment levels & 

experiential hierarchies 
– Multi-disciplinary collaboration 
– Organizational structure & management
– Patients
– Significant others
(Bucknall, 1996)



STRESS AND DECISION MAKING

• When stressed in any 
critical event clinicians 
have increased cognitive 
rigidity and a decline in 
general cognitive ability 
(Holsti, 1978) 



INFORMATION OVERLOAD

“the volume and complexity of what we 
know has exceeded our individual ability 
to deliver its benefits correctly, safely, or 
reliably. Knowledge has both saved us 
and burdened us.“— Atul Gawande



DECISION FATIGUE



AUSTRALIAN PATIENT SAFETY STANDARDS



 Between 3-18% patients have adverse events(AEs) in hospital.
 From 28 hospitals, 14,000 patients, 2353 AEs (16.6%)
 4.9% died; 40 x risk of dying in hospital vs traffic

 15.8% Failure to synthesise, decide and/or act on available information

 Diagnostic (56.8%) & treatment(40.6%) delays contributed to AEs

 78% highly preventable; 26% permanently disabled
Ref: Wilson, RM et al., (1999). MJA. 170: 411-5.

NHS, from 2010, 23% fatal events were caused by failure to act on or 
recognise deterioration Ref: Donaldson et al, 2014,PLOS Med 11(6)

HOSPITALS ARE DANGEROUS PLACES...



Recognising and 
responding to 

clinical 
deterioration

Figure1. Components of the Rapid Response System (RRS) .  The Afferent limb involves detection of patient deterioration and triggering of the response.  The efferent limb is the MET 
or Rapid Response Team (RRT) or Critical Care Outreach (CCO).  Other aspects of the system involve data collection and analysis, as well as a link to administrative and governance 
arms.  Devita, M.A., et al., Findings of the first consensus conference on medical emergency teams. Crit Care Med, 2006. 34(9): p. 2463-78.



Resuscitating sick people is easier than 
resuscitating dead people!



Example 
of an 

escalation 
policy



The problem….

 Suboptimal MET activation limits efficacy. 

 The high prevalence and failed MET 
activation rate has significant individual 
and organisational consequences. 

 Failure to translate knowledge into practice 
remains a major problem.



How serious is the problem?



Example of a 
graphic 

observation chart



What are we 
missing and does it 
matter?



Reportable Clinical review criteria



Is earlier detection 
better for patient 
outcomes?



Are we treating the 
wrong people?



YEN NG, TRACEY BUCKNALL, CHRIS MACMANUS 
CHRIS BAIN, DAVID PILCHER

Predicting the need for medical emergency 
response in patients discharged from ICU

Single 
Database

ICU

Admin
Data

Riskman
MET calls

Pathology

If we predict those at 
risk can we prevent 
adverse events?



Does earlier 
nursing 
intervention 
improve patient 
outcomes?



LISTEN TO ME, I REALLY AM SICK!
Understanding Patient and Family Perspectives in 

Triggering Responses to Medical Emergencies

Professor Tracey Bucknall, Professor Alison Hutchinson, Professor Brendan McCormack, A/Professor Daryl Jones, Dr Michael 
Buist, Dr Nicola Dunbar, Dr Suellen Allen, Jessica Guinane (PhD Candidate), 



FROM RESEARCH TO PRACTICE…

Focus on 
response to 
deterioration

Pre-MET focus

MERIT, 2005;
Critical Care 

Outreach

Liverpool MET, 
1995

Harvard 
Medical 

Practice Study, 
1991

•Preventable adverse 
events(70%) ;
•High mortality rates in 
unexpected cardiac 
arrests(50-80%)
•Preceding 
deterioration(80%)

Recognition that delay leads to 
poor outcome > New GOC

Patient & 
family 
activation

Mandatory escalation policy

Interdisciplinary 
communication 
models

Data Linkage 2015
LOMT & EOLC



WHAT CAN BE DONE TO IMPROVE DECISIONS?

 Use technological aids to maximize benefits and minimize costs to individual and 
organizational productivity. 

 Optimise communication to manage unavoidable interruptions & deliver timely 
information

 Acknowledge differences between professional groups and levels of expertise

 Use latest research evidence when available 

 Use a multi-pronged approach to address multi-dimensional problems



TAKE HOME MESSAGE
Our professional responsibility is to provide evidence informed practice

Everyone wants to receive and deliver the best, most appropriate care

Partnerships are required between patients, families, clinicians, managers 
and researchers if practice transformation is to occur

Create a culture of knowledge creation, dissemination and absorption 
through partnership. 



Email:   tracey.bucknall@deakin.edu.au
Phone: +61392446529
Twitter: #nursedecisions
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