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Abstract
Respiratory rate assessment is essential for detecting acute changes
in a patient’s condition. Despite this, research has shown that it is the
most neglected vital sign in clinical practice. This literature review
identified three key reasons for this: inadequate knowledge regarding
respiratory rate assessment; nurses’ perception of patient acuity;
and lack of time. These factors suggest poor understanding of the
importance of respiratory rate as a vital sign.
Although respiratory rate assessment is commonly neglected
in clinical practice, only three studies have explored the reasons
for this. It is not known what is taught at the undergraduate level
regarding respiratory rate assessment. Whilst increased focus
on respiratory rate assessment at the undergraduate level may
improve nurses’ awareness of this vital sign, more research
regarding this clinical problem is needed.
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Introduction
Assessment of vital signs is essential for detecting acute changes in
a patient’s condition. Vital sign assessment allows for the identification
of signs of improvement or if the patient is deteriorating, alternate
or emergency care to be initiated. Assessment of these clinical
parameters plays a fundamental role in early detection of patient
deterioration but only if nurses understand the basis of the signs, and
they are measured, communicated and acted upon [1].
Despite the importance of vital signs monitoring, research
indicates these signs are not consistently assessed, recorded or acted
upon in the acute setting. Numerous studies have highlighted a lack
of vital signs measurement in the hours immediately prior to lifethreatening adverse events or admission to Intensive Care [2-4]. In
a randomized trial of medical emergency teams in 23 Australian
hospitals, more than 75% of patients experiencing an adverse event
had at least one vital sign unrecorded immediately before the event
[5]. Other studies have also shown that when vital signs are abnormal,
clinicians’ responses are often inadequate [6,7].
Respiratory rate (RR) as a key vital sign has numerous clinical
uses. These include to obtain a baseline for comparison or postoperative monitoring, to identify blood transfusion or drug reactions,
and to detect compensation to acid-base abnormalities [8,9]. A
change in respiratory rate is also an early indicator of deterioration.
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Early identification of this change allows prompt intervention and
thus reduces the risk of organ failure and death [10]. Tachypnoea
for example is one of the most significant predictors of in-hospital
cardiac arrest and admission to intensive care [11]. The ability to
identify a deteriorating patient is also essential for avoiding poor
clinical outcomes and to ensure the effective intervention of rapid
response teams [12].
Despite its clinical importance, respiratory rate has consistently
been the least frequently measured vital sign [13-15]. An audit of 211
adult post-operative patients in five Australian hospitals for example
found only 17% of medical records had complete documentation of
vital signs, with respiratory rate the most neglected [16]. Similarly in a
retrospective review of 1000 patients who died in 10 British hospitals,
poor clinical monitoring was responsible for a third of preventable
deaths [17]. This neglect of vital signs is not a new clinical problem
and is yet to be adequately studied [18].
The failure to consistently assess or record respiratory rate is
a concern as an abnormal respiratory rate is a predictor of serious
adverse events and has been associated with a 13 fold increased risk
of mortality [19,20]. Whilst the neglect of respiratory rate is not a new
clinical issue, the reasons for this remain unclear.

Aim
The purpose of this review was to appraise research examining the
clinical neglect of respiratory rate, in order to make recommendations
for research and clinical practice. The review aimed to answer the
question: why is respiratory rate the most neglected clinical vital sign?

Method
Databases were searched to identify studies which focused on
respiratory rate as a neglected vital sign. Databases searched were
CINAHL, MEDLINE, PUBMED and Google Scholar. Search terms
used were: respiratory rate, measurement or assessment, charting or
documenting or recording, neglect or omission. Inclusion criteria were
primary research published in English since 2005. This publication
date was chosen as the neglect of respiratory rate measurement is
not a recent clinical problem and has been acknowledged in seminal
literature. Exclusion criteria were non-empirical publications (e.g.
editorials) and studies not published in English. Reference lists of
studies meeting the inclusion criteria were also reviewed for other
relevant studies. To ensure rigour of the review, identified studies
were appraised using the Critical Appraisal Skills Programme
checklists [21].
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Results
After inclusion and exclusion criteria were applied, three studies
were identified for review (Table 1). Two of these studies were
conducted in the United Kingdom, each in a single hospital. The third
study was conducted in three hospitals in New Zealand. Quantitative
and qualitative research methods were used. Study participants were
registered nurses, student nurses, doctors and health care assistants.
These staff worked in a variety of acute clinical areas including general
medical and surgical wards (Table 1).

Patient acuity
The decision to assess respiratory rate was heavily based on nurses’
perception of patient acuity. In 2006, Hogan [24] used focus groups
of qualified nurses, health care assistants and student nurses in one
British hospital. If the patient was deemed to be in a stable condition,
nurses were less likely to measure the respiratory rate [24]. Ansell et
al. [22] conducted one-off, semi-structured telephone interviews with
10 Registered Nurses working in adult wards in three hospitals in
New Zealand. Half of the participants reported that respiratory rate
assessment tends to be forgotten if the patient “looks comfortable”
[22]. One nurse stated that if a patient was too agitated to have their
respiratory rate accurately assessed, the respiratory rate would simply
be estimated [22].

Inadequate knowledge/skills
Participants in Ansell’s study also reported that the skills of
respiratory rate assessment were not clearly demonstrated during
their undergraduate studies [22]. One nurse stated “I can’t remember
being taught the rationale, you just did it as part of your observations”
[22]. Some participants in Hogan’s study stated that respiratory rate
assessment and oxygen therapy were taught at the same time during
their studies [24]. This resulted in the conclusion that only patients
receiving oxygen therapy needed to have their respiratory rate
assessed [24].
A study by Philip et al. involved 41 medical and nursing staff
on medical and surgical wards at one British hospital [23]. An
anonymous, self-reported questionnaire was used for data collection.
A lack of training or knowledge was one of the key reasons respiratory
rate assessment is neglected. Five respondents reported that staff do
not think that respiratory rate is important. Some nurses had the
perception that respiratory rate measurement was only important in
certain patients [23].

Lack of time
A lack of time due to heavy workloads and concerns about
completing important tasks resulted in some nurses neglecting
respiratory rate assessment. Participants in Philip’s study [23]
reported they were unable to assess respiratory rates for 30 seconds
or more due to time constraints or perceived lack of time. Others
similarly reported that as measuring the respiratory rate takes more
time than measuring other vital signs, priority is often given to
other tasks considered more important [22]. This was particularly

an issue as there is no automated machine for respiratory rate
assessment [22].

Other factors
Other factors contributing to the neglect of respiratory rate
assessment were also reported. These however were not dominant
themes across the reviewed studies and were only reported in single
studies. These other factors were: laziness and not carrying a watch
with a second hand [23], and interruptions during respiratory rate
assessments [22].

Discussion
The recognition of nurses’ failure to consistently assess and record
respiratory rate is not a new issue. Research spanning more than two
decades has highlighted the extent of this clinical problem. The dearth
of studies examining the reasons for this is therefore quite surprising,
particularly given the importance of respiratory rate assessment to
patient outcomes. This review provides insight into why respiratory
rate is often neglected in clinical practice and also questions the
validity of respiratory rate recordings in observation charts.
The neglect of respiratory rate measurement is a concern given
that vital signs assessment is a critical part of patient care. Respiratory
rate assessment has many uses such as: to monitor fluctuations in
a patient’s condition or recognize acute changes, to indicate signs
of deterioration and to recognize the need for treatment escalation
[8]. Respiratory rate increases in hypovolemia and an increased
respiratory rate can be an early marker of acidosis [25]. During
clinical deterioration, compensatory mechanisms normally increase
heart and respiratory rates first without significant changes in the
blood pressure [26]. An abnormal respiratory rate is also common
prior to cardiac arrest [27,28].
It is a key nursing responsibility to recognize and interpret
physiological abnormalities [29,30]. However the ritualization of
vital signs assessments within nursing cultures might contribute
to their ad hoc measurement [31]. If nurses view a task as nothing
more than part of their daily role, the “vital” component of vital signs
might be forgotten. Senior nurses in one of the reviewed studies [23]
reported the need for a culture shift towards nurses understanding
the importance of accurate assessment including the knowledge base
that supports it.
Some of this review’s findings may reflect the delegation of certain
nursing tasks such as vital signs assessment, to less qualified nursing
staff or even non-nursing staff. Some participants in the reviewed
studies for instance were health care assistants. This cultural shift
suggests that vital signs are no longer perceived as being vital but
are seen as ‘just another task’ that needs to be completed during a
shift. Whilst this may be a pragmatic change in long term residential
facilities, it creates a significant risk for patients in the acute setting. It
has therefore been argued that vital signs ‘get no respect’ and should
be renamed cardinal signs [32].
Nurses’ perception of patient acuity is a key factor in compliance

Table 1: Reviewed studies.
Study

Sample

Method

Ansell et al. [22]

Ten Registered Nurses
from wards in three New
Zealand hospitals

Semi-structured
telephone
interviews

Philip et al. [23]

13 nurses, 20 junior
doctors, 3 student
nurses and 5 health care
assistants on medical
and surgical wards at one
British hospital

Anonymous,
self-reported
questionnaire

Hogan [24]

RNs, Health Care
Assistants and student
nurses at one British
hospital
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Focus groups

•
•
•
•
•
•
•
•
•
•
•
•
•
•

Key findings
RR is missed if the patient looks stable or has been hospitalized long term
As RR cannot be measured by a machine, it takes more time to assess than other signs
Nurses are often interrupted when trying to measure RR
Experienced RNs believed they could visually assess a patient’s condition
Not measuring RR in some wards was a culture not questioned by staff
Most respondents believed RR is a very good indicator of patient acuity
Common reasons for not assessing RR for at least 30 seconds were lack of or perceived lack of time,
laziness and lack of training or knowledge
Staff reported patients who had abnormal RRs despite a normal rate being documented
Most respondents felt that RR is not counted for at least 30 seconds when it is assessed
Many staff think that RR is estimated or guessed
Patient assessment was seen as a part of routine, ritualistic practice perpetuated by a task-orientated
culture
Basic education about vital signs was inconsistent and sometimes learnt by observing others
Individual nurse’s clinical judgement determined the frequency of vital signs assessment
There was a lack of clear guidance on who should measure vital signs on ward patients
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with vital sign assessment. A systematic review similarly found that
staff were more likely to be alerted to patient deterioration through
intuitive judgement and used vital signs assessment to confirm this
rather than vice versa [33]. In a study of vital signs assessment in a
British emergency department, there was a significant relationship
between the failure to record vital signs and lower triage categories
[1]. This supports the finding of this review that nurses’ perceptions of
illness acuity influences their decision making about respiratory rate
assessment. If the nurse deems the patient not to be acutely ill, it is
likely the respiratory rate will not be assessed.
Research has explored why some key nursing care is missed or
delayed [34]. The main reasons identified included: too few staff, poor
use of existing staff resources, time required for the intervention, poor
teamwork, ineffective delegation, habit and ritual [34]. Some of these
factors, such as the time it takes to manually assess the respiratory
rate, were found in this review. In a survey of 2917 nurses working in
46 hospitals in the United Kingdom, 86% reported one or more care
activity tasks had be left undone in their last shift due to lack of time
[35].
It has been suggested that staff may lack the knowledge and
skills to safely care for deteriorating patients [36]. Up to 80% of
cardiac arrests on general hospital wards for instance have been
deemed preventable [37]; 40% of these are considered respiratory
in nature [38]. This is possibly because 65% or more of in-hospital
cardiac arrests are preceded by at least one abnormal vital sign [39].
Research also suggests that nurses may lack the knowledge and skills
for performing a comprehensive respiratory assessment [40,41]. The
failure of participants in the reviewed studies to value respiratory
rate as a critical vital sign is consistent with these research findings.
Nurses’ failure to accurately measure, record and report vital signs
therefore has a link to adverse clinical outcomes.
It is unclear why some clinicians perceive RR to be a less important
vital sign. One possible explanation is that RR is not measured by
a machine, unlike other vital signs. In a survey of 614 ward nurses,
most reported relying on oxygen saturation to evaluate respiratory
dysfunction [42] despite research showing that clinicians’ knowledge
of pulse oximetry is often poor [43]. A heavy reliance on technical
equipment also suggests heavy workloads and challenges with time
management. This implies that other nursing tasks were given greater
priority and may reflect a lack of understanding of the importance of
respiratory rate as a vital sign. In a qualitative study of ward nurses’
experiences of caring for critically ill patients, being ‘equipment
focused’ was a key finding [44]. The reliance upon equipment was
often to the detriment of a holistic approach to patient assessment
[44].
The majority of nurses in one of the reviewed studies believed
that respiratory rate recordings are unreliable as it is not measured
accurately due to a perceived lack of time [23]. This belief is supported
by other research. In a study conducted in a North American tertiary
referral hospital, medical students assessed patients’ respiratory rates
within an hour of them being measured and recorded by nursing staff
[9]. In half of the 467 recordings made by nursing staff, the respiratory
rate was 20 breaths per minute which was consistent with only 76%
of the medical students’ recordings. For respiratory rates of 12 or less,
nursing staff were correct only 3% of the time, for rates greater than 23
breaths/minute, nurses were correct only 15% of the time [9].
In a similar prospective, observational study in six tertiary
referral hospitals in the United States, respiratory rates of 18 or 20
breaths/minute accounted for 72% of all recordings, and documented
respiratory rates were higher than directly observed measurements
[45]. Other research has similar findings. In a study conducted in
an 80 bed rural Australian hospital, 484 respiratory rate recordings
were reviewed [46]. In 83% of cases, the recorded respiratory rate was
16 or 18 breaths per minute; some observation charts indicated the
respiratory rate was always 18 [46]. The findings of all these studies
suggest that respiratory rate measurements might be guessed or made
up much of the time.
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Limitations
Despite extensive research indicating that vital signs and
respiratory rate in particular are not consistently measured and
recorded, very few studies have explored the reasons for this. Only
three studies examining the reasons why respiratory rate is neglected
were identified for this review. These studies are limited by their small
sample size or single study sites. Whilst this review has appraised the
evidence available, the evidence is scant and limited in scope.
Participants in the reviewed studies were selected via purposive,
non-probability sampling methods. Whilst these are valid qualitative
research methods, it limits the generalizability of this review’s
findings. Participants in two of the studies included nurses and other
health care professionals. Whilst this could be considered a strength,
the opinions of clinicians who do not actually assess vital signs as part
of their role may represent anecdote only.

Implications for Practice
With adequate education, the influence of some of the key factors
contributing to the neglect of respiratory rate assessment might be
eliminated. Whilst staff in acute clinical settings often have heavy,
competing workloads, if the importance of respiratory rate assessment
was understood, it might be given greater priority in routine care.
Highlighting the importance of respiratory rate in nursing education
programs might help create this change. Clinical staff involved in
acute care delivery also need to be educated on the importance of
respiratory rate assessment. This also needs to be understood by
graduating nurses who represent the future nursing workforce.
The main question is, what is the best way to teach and assess the
importance of respiratory rate assessment to nursing students and
the current nursing workforce? Research is needed to address this
pedagogic issue.
Whilst the three reviewed studies had some similar findings,
more clinical research involving larger samples and nurses from
varying clinical settings is needed. For example, a study comparing
the opinions of nurses from differing clinical disciplines (eg medical
vs surgical, general wards versus high dependency) might further the
current understanding of why respiratory rate is neglected. If one
group of nurses, such as those working in high dependency areas, is
found to have a better understanding of respiratory rate assessment,
the reasons for this might be helpful for the education of all nurses.

Conclusion
Respiratory rate is an important indicator of acute illness. Despite
this, many studies have highlighted that respiratory rate measurement
is frequently neglected in clinical practice. Only three studies have
explored the reasons for this. These reasons primarily relate to a lack of
understanding regarding the importance of respiratory rate as a vital
sign. Addressing this issue at the undergraduate and postgraduate
levels might help address this problem.

References
1. Armstrong B, Walthall H, Clancy M, Mullee M, Simpson H (2008) Recording
of vital signs in a district general hospital emergency department. Emerg Med
J 25: 799-802.
2. Sandroni C, Cavallaro F (2011) Failure of the afferent limb: a persistent
problem in rapid response systems. Resuscitation 82: 797-798.
3. McQuillan P, Pilkington S, Allan A, Taylor B, Short A, et al. (1998) Confidential
inquiry into quality of care before admission to intensive care. BMJ 316: 18531858.
4. National Patient Safety Agency (2007) Safer care for the acutely ill patient:
learning from serious incidents. NPSA, London.
5. Chen J, Hillman K, Bellomo R, Flabouris A, Finfer S, et al. (2009) The impact
of introducing medical emergency team system on the documentation of vital
signs. Resuscitation 80: 35-43.
6. Fagan K, Sabel A, Mehler P, Mackenzie T (2012) Vital sign abnormalities,
rapid response, and adverse outcomes in hospitalized patients. Am J Med
Qual 27: 480-486.
7. Jacques T, Harrison GA, McLaws ML, Kilborn G (2006) Signs of critical

ISSN: 2469-5823

• Page 3 of 4 •

conditions and emergency responses (SOCCER): a model for predicting
adverse events in the inpatient setting. Resuscitation 69: 175-183.
8. Dougherty L, Lister S (2011) The Royal Marsden Manual of Clinical
Procedures (8th edn). Wiley.
9. Mukkamala SG, Gennings C, Wenzel RP (2008) R = 20: bias in the reporting
of respiratory rates. Am J Emerg Med 26: 237-239.
10. Parkes R (2011) Rate of respiration: the forgotten vital sign. Emergency
Nurse 19: 12-17.

28. Subbe C, Davies R, Williams E, Rutherford P, Gemmell L (2003) Effect of
introducing the modified early warning score on clinical outcomes, cardiopulmonary arrests and intensive care utilization in acute medical admissions.
Anaesthesia 58: 797-802.
29. Considine J, Botti M (2004) Who, when and where? Identification of patients
at risk of an in-hospital adverse event: implications for nursing practice. Int J
Nurs Pract 10: 21-31.
30. Zeitz K (2005) Nursing observations during the first 24 hours after a surgical
procedure: what do we do? J Clin Nurs 14: 334-343.

11. Stenhouse C, Coates S, Tivey M, Allsop P, Parker J (2000) Prospective
evaluation of modified early warning scores to aid early detection of patients
at risk of developing critical illness on a general surgical ward. British Journal
of Anaesthesia 84: 659-692.

31. Zeitz K, McCutcheon H (2006) Observations and vital signs: ritual or vital for
the monitoring of postoperative patients? Appl Nurs Res 19: 204-211.

12. Devita MA, Bellomo R, Hillman K, Kellum J, Rotondi A, et al. (2006) Findings
of the first consensus conference on medical emergency teams. Crit Care
Med 34: 2463-2478.

33. Odell M, Victor C, Oliver D (2009) Nurses’ role in detecting deterioration in
ward patients: systematic literature review. J Adv Nurs 65: 1992-2006.

13. Cretikos MA, Bellomo R, Hillman K, Chen J, Finfer S, et al. (2008) Respiratory
rate: the neglected vital sign. Med J Aust 188: 657-659.

32. Moore C, Sanko L (2010) Vital signs get no respect. Kansas Nurse 85: 3-7.

34. Kalisch BJ (2006) Missed nursing care: a qualitative study. J Nurs Care Qual
21: 306-313.

14. Leuvan CH, Mitchell I (2008) Missed opportunities? An observational study of
vital sign measurements. Crit Care Resusc 10: 111-115.

35. Ball J, Murrells T, Raffery A, Morrow E, Griffiths P (2014) Care left undoneduring nursing shifts: associations with workload and perceived quality of
care. BMJ Quality & Safety 23: 116-125.

15. Ludikhuize J, Smorenburg S, de Rooij S, de Jonge E (2012) Identification
of deteriorating patients on general wards: measurement of vital parameters
and potential effectiveness of the Modified Early Warning Score. J Crit Care
27: 424.e7-424.e13.

36. Smith GB, Poplett N (2002) Knowledge of aspects of acute care in trainee
doctors. Postgrad Med J 78: 335-338.

16. McGain F, Cretikos M, Jones D, Van Dyk S, Buist M, et al. (2008)
Documentation of clinical review and vital signs after major surgery. Med J
Aust 189: 380-383.
17. Hogan H, Healey F, Neale G, Thomson R, Vincent C, et al. (2012) Preventable
deaths due to problems in care in English acute hospitals: a retrospective
case record review study. BMJ Qual Saf 21: 737-745.
18. Rose L, Clarke SP (2010) Vital signs. Am J Nurs 110: 11.
19. Goldhill D, McNarry A, Mandersloot G, McGinley (2005) A physiologicallybased early warning score for ward patients; the association between score
and outcome. Anaesthesia 60: 547-553.
20. Cretikos M, Chen J, Hillman K, Bellomo R, Finfer S, et al. (2007) The
objective Medical Emergency team activation criteria: a case-control study.
Resuscitation 73: 62-72.

37. Hodgetts TJ, Kenward G, Vlackonikolis I, Payne S, Castle N, et al. (2002)
Incidence, location and reasons for avoidable in-hospital cardiac arrest in a
district general hospital. Resuscitation 54: 115-123.
38. Schein RM, Hazday N, Pena M, Ruben BH, Sprung CL (1990) Clinical
antecedents to in-hospital cardiopulmonary arrest. Chest 98: 1388-1392.
39. Hillman K, Bristow P, Chey T, Daffurn K, Jacques T, et al. (2001) Antecedents
to hospital deaths. Intern Med J 31: 343-348.
40. Duff B, Gardner G, Barnes M (2007) The impact of surgical ward nurses
practicing respiratory assessment on positive patient outcomes. Aust J Adv
Nurs 24: 52-56.
41. Massey D, Aitken LM, Wendy C (2008) What factors influence suboptimal
ward care in the acutely ill ward patient? Aust Crit Care 21: 127-140.

21. Critical Skills Appraisal Programme. CASP Checklists.

42. Mok W, Wang W, Cooper S, Ang E, Liaw S (2015) Attitudes towards vital
signs assessment in the detection of clinical deterioration: scale development
and survey of ward nurses. Int J Qual Health Care 27: 207-213.

22. Ansell H, Meyer A, Thompson S (2014) Why don’t nurses consistently take
patient respiratory rates? Br J Nurs 23: 414-418.

43. Elliott M, Tate R, Page K (2006) Do clinicians know how to use pulse oximetry?
A literature review and clinical implications. Aust Crit Care 19: 139-144.

23. Philip K, Richardson R, Cohen M (2013) Staff perceptions of respiratory rate
measurement in a general hospital. Br J Nurs 22: 570-574.

44. Cox H, James J, Hunt J (2006) The experiences of trained nurses caring for
critically ill patients within a general ward setting. Intensive Crit Care Nurs
22: 283-293.

24. Hogan J (2006) Why don’t nurses monitor the respiratory rates of patients?
Br J Nurs 15: 489-492.
25. Cooper N, Forrest K, Cramp P (2006) Essential guide to acute care. care (2nd
edn). Blackwell, Oxford.
26. Soong J, Soni N (2013) Circulatory shock. Medicine 41: 64-69.
27. Goldhill DR, McNarry AF (2004) Physiological abnormalities in early warning
scores are related to mortality in adult inpatients. Br J Anaesth 92: 882-884.

Elliott. Int Arch Nurs Health Care 2016, 2:050

45. Semler M, Stover D, Copland A, Hong G, Johnson M, et al. (2013) Flash mob
research: a single-day, multicenter, resident-directed study of respiratory rate.
Chest 143: 1740-1744.
46. Cooper S, Cant R, Sparkes L (2014) Respiratory rate records: the repeated
rate? J Clin Nurs 23: 1236-1238.

ISSN: 2469-5823

• Page 4 of 4 •

