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Background to the Report

	
	This report has been produced for the Glynafonshire Health Board to deliver an in-depth assessment of practices within the District Nursing Team. Following a critical incident that resulted in serious infections among eight patients, including one fatality, the document outlines both strengths and weaknesses, highlighting areas where current procedures need improvement. The local health board enforces a comprehensive handwashing policy for district nurses, compliant with the Nursing and Midwifery Code of Conduct (NMC) (2018) and the Local Authority Infection Control Policy. This policy specifies protocols for effective handwashing and requires nurses to wash their hands before and after entering a patient’s home, minimising the spread of infection.
All nursing staff receive comprehensive training and assessments on handwashing procedures. District nurses are required to pass written and practical evaluations to demonstrate understanding and competence in applying the policy. However, some inconsistency in adherence has been observed by the health board. This report aims to facilitate information sharing, promote best practices, and reduce infection risks. The evaluation of the outbreak used Dual Decision-making theory to identify strategies to improve clinical decisions in community care.

The Dual Decision-making Theory

	The Dual Decision-making Theory is an established concept within cognitive psychology. First introduced in the 1970s by Tversky and Kahneman (1974). The framework informs us that human cognition is governed by two distinct systems, each with unique functions and operational principles. System 1 enables swift, intuitive responses that require minimal conscious effort, whereas System 2 entails methodical, analytical thinking demanding significant attention and mental resources (De Neys, 2018). Subsequent contributions by Evans (2008) and Stanovich and West (2000) have refined and solidified the theory's importance in psychological research. These systems interact in a dynamic manner, sometimes cooperating and occasionally competing, thereby influencing individual decision-making processes. 	The theory offers critical insights into how reliance on instinctive System 1 may result in irrational judgments, while engagement with System 2 produces logical and reasoned decisions (Sloman, 1996). This dynamic interplay highlights the complexity of cognitive functioning and elucidates common patterns of reasoning observed in everyday situations.

How Theory Relates to the Case Study
	The Dual Decision-making Theory provides an important framework for understanding how district nurses make clinical choices, particularly within dynamic and challenging healthcare settings. System 1 thinking, defined by rapid and intuitive responses, is often employed when immediate action is required. In contrast, System 2 involves deliberate, analytical reasoning and is necessary for handling complex cases or critical decisions (Gawronski, Luke & Creighton, 2013). Nurses frequently operate under stressful conditions, which can profoundly affect their decision-making processes. Evidence suggests that ongoing stress impacts patient care, as healthcare professionals are compelled to make vital decisions under pressure (Harris and Santhosh, 2022; Ozkaynak et al., 2025). Norman et al. (2024) found that errors in clinical judgment commonly originate from System 1 processes, underscoring the need to educate clinicians about cognitive biases and the potential consequences of intuitive decision-making. Recognising these biases enables practitioners to better identify sources of error and implement strategies to reduce them.
	Within high-pressure environments, nurses often depend on System 1 thinking, sometimes resulting in heuristic decisions such as omitting handwashing due to time limitations (Sadule-Rios & Aguilera, 2017; Baloh et al., 2019). Although the factors influencing the tendency to adopt shortcuts are not fully defined, research indicates that mental fatigue diminishes self-control and increases reliance on automatic behaviours (Baumeister, 2012; Whelehan et al., 2020). District nurses contend with lengthy shifts, unfamiliar environments, frequent interruptions, and staffing shortages, factors that contribute to cognitive overload and elevate the risk of errors. Kok (2022) reported that fatigue compromises corticostriatal circuit connectivity, crucial for action selection, motivation, and execution of habitual tasks. 	Under stress, these systems become less effective, prompting greater reliance on automatic responses System 1 rather than reflective, analytical decision-making System 2. Fatigue also impairs prefrontal function, reducing attention, working memory, and the capacity to override habitual actions, thereby encouraging System 1 thinking (Botvinick,2015). The striatum primarily supports routine behaviours; when fatigued, habitual actions dominate while goal-oriented behaviour declines, which may result in skipped procedures such as handwashing. Additionally, fatigue disrupts dopamine signalling in these circuits, lowering motivation, reward sensitivity, and increasing perceived task effort (Greenhouse-Tucknott et al., 2022). These corticostriatal circuits assess whether tasks warrant the effort, and when perceived effort surpasses anticipated rewards, shortcut behaviours are reinforced.
	Cognitive overload, especially when combined with fatigue and staffing shortages, degrades performance and increases dependence on heuristics, leading to errors and omissions (Ozkaynak et al., 2025; Ellithorpe, 2020; Guo et al., 2025). Higher infection rates have been directly linked to delays in handwashing, frequently caused by organisational limitations and time constraints. Decision fatigue, as outlined by Baumeister (2012), further promotes automatic behaviours, particularly during extended shifts or periods of repeated interruptions.
	Research consistently shows that cognitive overload undermines performance, particularly in the absence of self-reflection. While experience can enhance decision-making abilities, it may also foster overconfidence, encourage shortcuts, and increase the likelihood of errors. Elevated community infection rates underscore the risks associated with neglect of best practices, as both decision fatigue and environmental pressures significantly affect adherence to protocols and compromise patient safety (Guo et al., 2025).

Example Literature

	Research by Harris and Santhosh (2022) explores the decision-making processes of medical practitioners working within intensive care settings. Their findings reveal that clinicians frequently shift, or ‘toggle’, between intuitive System 1 and analytical System 2 approaches in response to the demands of the clinical environment. This toggling allows practitioners to adapt their reasoning style to the complexity and urgency of each situation, balancing rapid, experience-driven responses with more considered, evidence-based judgment when necessary. 
	Similarly, a study conducted by Ozkaynak et al. (2025) within a hospital Emergency Department highlights the impact of occupational fatigue on clinical decision-making. The research demonstrates that when clinicians experience fatigue, their choices can deviate from established evidence-based guidelines. As a result, patient needs may not be adequately addressed, underlining the risks associated with cognitive overload and the importance of supporting staff to maintain high standards of care under demanding conditions. 
	A study was conducted for a dissertation that looked at the importance of hand hygiene in reducing patient infections amongst 50 clinical staff in a hospital setting. The results showed that there were significant improvements in compliance from 33.3% to 87.9% following the intervention of using an infographic and training (Baffour, 2021). 

Suggestions for New Procedures
	This report examines the dynamic relationship between job demands, reflective practice, staffing levels, and infection control within healthcare settings. Reflective practice enables nurses to integrate intuition and critical analysis, thereby identifying deficiencies in infection control and implementing targeted enhancements that contribute to patient safety. Routine engagement in reflection sessions fosters professional conduct, sustains clinical standards, and promotes collaborative teamwork, particularly among staff who work autonomously (Cohn & Lynch, 2017; Revans, 2017).
	Unscheduled managerial oversight and supervision are effective in reducing errors and highlighting staffing challenges, which allows management to adjust personnel allocations and budgetary resources in alignment with best practice guidelines. Organizational support is essential for mitigating low staff morale and associated issues such as stress and illness; sufficient staffing provisions afford nurses the necessary time for reflection and rigorous infection control measures. Conversely, elevated workloads can result in burnout and suboptimal outcomes (Waterfield & Barnason, 2022).
	Adequate staffing empowers nurses to maintain infection control protocols, prevent overload, engage in reflective practice, and make informed decisions (Ozkaynak et al., 2025). The integration of reflective practice, appropriate staffing levels, and robust infection control procedures is vital for upholding high standards of patient care.
	Collaboration between management and district nurses is enhanced by regular reminders, such as electronic prompts or signage, to reinforce hand hygiene and disrupt habitual behaviours. Supplementary tools—including patient stickers, equipment tags, and group applications for communication and location-sharing—strengthen teamwork and compliance with evidence-based practices. Scheduled breaks and peer accountability help alleviate decision fatigue and ensure consistent infection control. These strategies, guided by research and industry standards, facilitate improved handwashing adherence and promote patient safety.
	The ethical considerations for introducing new handwashing protocols for district nursing teams include:
Beneficence: Promoting the well-being of vulnerable patients in their own homes.
Non-maleficence: Enhancing procedures to lower infection rates and minimize avoidable harm.
Autonomy: Respecting patient consent and household routines when implementing handwashing improvements, ensuring harmonious nurse-patient interactions.
Justice: Guaranteeing equitable access to safe environments and equipment for all patients.
Professional Integrity and Accountability: Upholding legal obligations and professional standards.
Feasibility and Moral Distress: Ensuring procedures are practical and thoroughly tested for both nurses and patients.
Informed Consent: Clearly explaining all procedures and potential risks to patients before clinical interventions.
Right to Refuse: Affirming the patient's right to decline treatment, and the nurse's right to refuse interventions not deemed in the patient's best interest.
Duty of Candour: Maintaining transparency with patients, colleagues, and management regarding any errors or omissions.

Evaluation and Critique of the Theory

	Dual-decision-making theory (Kahneman, 2011) explains how intuitive and analytical thinking affect behaviour in clinical settings. Kahneman’s model distinguishes between System 1, rapid, experience-based intuition, and System 2, slower, deliberative reasoning, highlighting their respective contributions to clinical diagnostics. While intuitive reasoning may facilitate efficiency, it also increases vulnerability to cognitive biases such as premature anchoring on diagnoses. In contrast, an overemphasis on analytical reasoning can result in delayed urgent interventions, potentially compromising patient outcomes. This dichotomy accentuates the practical tension clinicians encounter when balancing speed and accuracy during decision-making.
	Building upon Kahneman’s conceptualisation, Evans & Stanovich (2013) critique the dual-system model, contending that its binary portrayal oversimplifies cognitive architecture and lacks neurobiological specificity. They assert that cognition consists of multiple interacting processes operating concurrently, suggesting that interventions aimed at enhancing clinical decision-making should address this complexity rather than focusing solely on the dichotomy between intuition and analysis. For healthcare professionals, such as nurses, effective strategies to improve judgement—especially those related to hand hygiene compliance—should engage the broader spectrum of cognitive processes, thereby delivering more sophisticated support in multifaceted, real-world scenarios.
	Botvinick (2015) suggests cognitive control is a process shaped by demand and effort, not a standalone system. According to Botvinick’s model, individuals allocate cognitive resources only when the anticipated benefits justify the associated effort. This perspective is particularly salient for nurses working under time constraints. For example, when faced with increased demands for handwashing, nurses do not simply transition from intuitive to analytical thinking; instead, they evaluate whether the additional effort aligns with potential improvements in infection control and patient safety. Practically, a nurse might forgo handwashing between patient visits during periods of high workload if the immediate benefit appears marginal compared to the time invested, even if this contravenes best practice guidelines. Conversely, awareness of a recent infection outbreak or exposure to vulnerable patients can elevate the perceived benefits of rigorous hand hygiene, prompting greater resource allocation despite time pressures. Empirical evidence indicates that compliance with handwashing protocols improves when nurses perceive tangible, immediate advantages, such as reduced infection rates or direct supervisor feedback, thus demonstrating Botvinick’s adaptive effort allocation in clinical environments.
	The theoretical discourse is further complicated by De Neys (2018), who highlights deficiencies in current models regarding the interaction between System 1 and System 2 processes. He notes that existing frameworks inadequately explain how these systems operate jointly during clinical decision-making, particularly under uncertainty. Augusto (2024) extends this argument, advocating for models that reflect the heterogeneous nature of cognitive processes rather than relying on reductive dichotomies. Similarly, Grayot (2020) critiques the dual-system theory for prioritising explanatory convenience over empirical accuracy, warning against oversimplification of the complex mechanisms underlying judgment and decision-making.
	Despite continued debate and criticism, the dual-system approach remains prevalent across various domains, including healthcare and creative industries. Its widespread use can be attributed to its intuitive accessibility and practical utility in describing decision-making processes, even as its conceptual and empirical limitations are increasingly acknowledged (De Neys, 2021). In summary, while dual-decision-making theory offers a valuable framework for understanding clinical judgement, contemporary critiques and alternative perspectives underscore the necessity for more nuanced, context-sensitive models—particularly in the application of cognitive theory to real-world clinical challenges, such as nurse handwashing compliance.

Conclusion and Final Recommendations
	The dual decision-making theory provides a valuable framework for understanding how District Nurses formulate clinical judgments in challenging environments. This model delineates their reliance on both rapid, intuitive cognition (System 1) and more deliberate, analytical reasoning (System 2). District Nurses frequently manage complex situations, operate under strict time constraints, and address logistical challenges such as travel, which contribute to increased patient caseloads and fatigue. These factors have been linked to a higher incidence of missed hand hygiene opportunities and clinical errors, as reported by Harris & Santhosh (2022). Moreover, insufficient rest, cognitive overload, and stress-related absences further amplify these issues. Targeted interventions designed to strengthen evidence-based and analytical decision-making have demonstrated effectiveness in reducing error rates and improving patient outcomes (Harris & Santhosh, 2022; Ozkaynak et al., 2025).
	District Nurses are recognised by the public as trusted and highly skilled professionals, reinforcing expectations for consistently high standards of competence and professionalism. The necessity to maintain exemplary clinical practices and prevent errors that may compromise patient safety increases the inherent stress associated with daily nursing responsibilities (McKinless, 2020).
	Given the significant responsibility placed on district nursing teams to uphold stringent standards and minimise infection risks—where lapses can affect not only patient health but also the reputation of practitioners, the team, the profession, and the Glynafonshir Health Board—it is crucial to address deficiencies in hand hygiene practices (Baffour, 2021). Drawing on dual process models of decision-making, the following recommendations outline strategies to support clinical staff, particularly nurses, in making informed decisions and suggest measures to enhance compliance with institutional policies (Harris and Santhosh, 2022).

Recommendations for Clinical Teams
Targeted Training
	Regular training reinforces protocol compliance and addresses knowledge gaps and procedural lapses, ensuring nurses follow best practices, especially in hand hygiene (Gawronski, Luke & Creighton, 2013).
Enhanced Staffing Levels
	Adequate staffing allows nurses time for thoughtful decision-making and lowers dependence on quick judgments, supporting consistent quality care (McKinless, 2020).
Visual Prompts
	The use of key or bag fobs, entrance stickers, and app reminders interrupts habitual behaviors and improves protocol compliance. These visual cues help reinforce hand hygiene, supporting best practices and reducing mistakes (Baffour, 2021).   
Teamwork and Communication Apps
	Using group apps improves information sharing, strengthens teamwork, and reduces stress from working alone. This approach combats isolation and supports peer interaction, which can lead to better clinical results (Daher, 2022, October).
Competency Assessment with Supervisory Support
	Regular competency assessments and supervision support consistent protocol adherence and skill retention (Gawronski, Luke & Creighton, 2013)._

Supportive Measures for Staff Well-being
Scheduled Breaks
	Regular breaks can prevent decision fatigue, reduce sickness and staff shortages, and help staff maintain analytical reasoning (Min et al., 2020).
Peer Accountability Systems
	Peer support and accountability help maintain protocol compliance and foster shared responsibility, minimizing overconfidence and promoting reflection to prevent missed procedures (Lockett et al., 2015).
Wellbeing Apps
	Digital wellbeing tools offer early support to stressed nurses, helping prevent absenteeism and lower sickness rates. These apps provide accessible mental health resources, addressing stress within the District Nursing Team (Coelhoso et al., 2019).
Recommendations for Policy Makers
Mandated Competency Assessments
	Require regular competency evaluations with supervisory support to ensure consistent skill development and protocol adherence across clinical teams. This addresses gaps in performance and helps maintain high standards of care (Frank et al., 2018).
Supportive Workplace Culture
	Cultivate cultures that support professional growth, well-being, and reflection. Recognising staff contributions boosts motivation and encourages best practice (Doleman et al., 2025).
Evidence and Research Support
	Harris and Santhosh (2022) and Ozkaynak et al. (2025) show that healthcare staff face rapid decision-making challenges, with occupational stress affecting judgment. Fatigue can lead to deviations from evidence-based practice, highlighting the importance of proper staffing and support. Systematically categorising interventions and linking them to challenges creates an evidence-based framework for improving nursing decisions, staff wellbeing, and infection control compliance, ultimately enhancing patient safety.
Implementation and Continuous Improvement
Integrating Recommendations with Audit Processes
	The Glynafonshire Health Board District Nursing Team should implement these strategies with monthly audits to monitor infection control effectiveness, ensuring continued compliance with best practices (Jamtvedt et al., 2019).
Feedback and Communication
	Monthly feedback should be shared with the Management Board, District Nursing Team, and Patient Bodies. This feedback must show how better cognitive decisions lead to improved patient safety and provide clear progress evidence. Transparent communication keeps stakeholders updated on developments and outcomes (Jamtvedt et al., 2019).
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Appendix A. 
Sticker and Key Fob Design be used for cognitive memory
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