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ABSTRACT
JANINE M. CATALANO
"I msT KNEW'': EXPLORATION OF NURSES' EARLY PERCEPTUAL
RECOGNITION OF LIFE THREATENING CLINICAL EVENTS
DECEMBER 2006
Despite the nurse's careful monitoring, anticipation, and planning, patient care
emergencies requiring immediate intervention occur. Nurses, the health care
professionals who spend the most time with patients, often "just know" that a problem
is imminent, before objective evidence is available. This phenomenon is known as early
perceptual recognition (EPR). The purpose of this study was to enhance understanding
of EPR, identifying triggers for EPR, and how the skill of EPR is developed.
Interpretative phenomenology was the philosophical orientation and methodology
guiding this study. A networked sample of 32 nurses residing in the continental United
States of America submitted written narratives describing their EPR experiences.
Fourteen respondents participated in semistructured, in-depth telephone interviews.
Data were analyzed using constant comparative analysis along with the method for
hermeneutic analysis described by Diekelmann, Allen, and Tanner (1989). The

Catalano Model of Early Perceptual Recognition emerged from data analysis. At the
heart of the model is a theme called The Look. The Look triggered the rapid cognitive
responses that characterize EPR. The Look refers both to the physical appearance of the
patient as well as the look on the patient's face. After recognizing The Look, most
iv

nurses experienced The Feeling. The Look and The Feeling occur nearly
simultaneously. This visceral feeling, experienced in a variety of ways, propelled The
Action. Depending on the nurse's assessment of the urgency of the situation, action was

taken. Actions include: (a) Intervention, (b) Investigation, or (c) Impartation of their
concern to colleagues. Respondents also indicated that they believe that their EPR skills
emerged from a combination of experiences, in everyday life as well as professionally,
and that EPR skills can be taught and developed. Early perceptual recognition is a
complex construct composed of a variety of cognitive processes and is an acquired skill.
EPR may also improve clinical outcomes. Implications of this research include the need
to develop teaching strategies that will help nurses and nursing students develop their
EPR skills. Methods to assess the affect of EPR on clinical outcomes must also be
developed.
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CHAPTER 1
INTRODUCTION
Nurses often "just know" that a patient is more ill than is readily apparent based
on available clinical evidence. Many times nurses are able to act on this knowledge and
prevent, or at least be prepared for, a life threatening clinical event. When nurses are
unable to provide rationale for their knowledge or understanding of the situation, it is
often attributed to intuition. Carrying a connotation of mysticism, intuition is thought of
as a supernatural gift that cannot be taught. However, it is more likely that these nurses'
responses are based on knowledge so deeply embedded that conscious thought is not
required to apply this knowledge to a situation and reach a logical conclusion. Analytic
thought processes occur, but outside of the nurses consciousness. Experienced nurses
often "just know" that there is something amiss with a patient. Usually the nurses'
knowledge is no more specific than just knowing that something is wrong. Many times
a vague feeling is the first signal to the nurse that something is wrong (Benner &
Wrubel, 1982). These processes allow nurses to reach critical conclusions in time to act
on them and mitigate harm to the patient. Nurses may be able to better recognize and
interpret subtle, nonspecific, early signals that, if not promptly addressed, may result in
failure to rescue. These processes may also allow nurses to recognize and intervene in
the pre-arrest phase of cardiopulmonary arrest as well as decrease the number and
severity of adverse events.
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Experienced nurses often "just know" that there is something amiss with a
patient. Usually the nurses' knowledge is no more specific than just knowing that
something is wrong. Many times a vague feeling is the first signal to the nurse that
something is wrong (Benner & Wrubel, 1982).
Nurses are often able to predict a patient's deterioration before there is objective
clinical evidence. While the nurse's knowing might be attributed to intuition, Benner
(1984) would term the phenomenon early perceptual recognition. Early perceptual
recognition is different from intuition in that intuition refers to an immediate awareness
that is received as a whole and not acquired through analytic reasoning (Rew, 1988). It
is unlikely that the nurse accurately anticipated the patient's changing condition without
using reasoning or rational thought. More likely, the nurse noticed subtle changes in the
patient's appearance or behavior. This phenomenon of early perceptual recognition led
the nurse to prepare for or intervene to prevent the patient's clinical deterioration.
Problem of Study
While Benner has identified the phenomenon of early perceptual recognition,
this phenomenon has not been extensively studied and has not been specifically studied
in association with potentially life threatening events. Greater knowledge about early
perceptual recognition may help to identify triggers of early perceptual recognition and
to clarify how the skill is acquired and developed by nurses. Application of early
perceptual recognition may reduce the number of untoward clinical events, near misses,
and failures to rescue by allowing healthcare providers to prevent a problem rather than
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respond after an event. The purpose of this study is to explore nurses' experience with
early perceptual recognition.
Rationale for the Study
Nurses spend more time with hospitalized patients than other care providers. As
a result, they are the most knowledgeable about the patients and are first to notice subtle
changes in a patient's condition. Anticipation of and planning for problems or
complications are characteristic of the expert nurse. However, patient care emergencies
surpass even the best of planning. When patient care emergencies occur, it is often the
nurse who recognizes the scope of the problem, independently initiates immediate
intervention, and calls for help from other resources as needed (Benner, 1984).
Recent efforts to improve patient outcomes and reduce adverse events have
focused on the role of medical emergency teams (METs) (Bellomo et al., 2004; Buist et
al., 2002; Hodgetts et al., 2002; Repasky & Pfeil, 2005). In one study, the incidence of
unanticipated cardiac arrests before the implementation of the MET was 3.77 per 1,000
admissions. After implementation of the MET, the incidence of unanticipated cardiac
arrests dropped to 2.05 per 1,000 admissions. The mortality associated with the
unanticipated cardiac arrests likewise decreased from 77% to 55%, respectively (Buist,
2002). Another study found that the number of adverse outcomes dropped from 301 per
1,000 surgical admissions prior to implementation of the MET to 127 per 1,000 surgical
admissions after its implementation (Bellomo et al., 2004). A third study demonstrated
a 16% decline in overall hospital mortality and a 55% decline in the number of
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cardiopulmonary arrests that occurred outside critical care areas (Repasky & Pfeil,
2005).
Typically composed of critical care based clinicians, METs care for unstable
inpatients in non critical care units. A variety of physiologic parameters, e.g., blood
pressure, respiratory rate, or change in mental status, are usually defined as criteria for
activation of the METs. In addition to the physiologic parameters, "nurse concern" is
also a criterion for activation of the MET. In each of these studies the majority of MET
activations were made by nurses. In the two studies that reported reasons for MET
activation, nurse concern was the most frequent reason for MET activation. It is the
nurses who first perceive problems. By acting on these perceptions, however vague,
patient care is improved. An increased understanding of the perceptions that trigger
nurse concern along with an increased understanding of how the nurses learned to be
sensitive to cues will facilitate teaching and development of the skill of early perceptual
recognition in other nurses. Ultimately patient care will be enhanced with fewer
instances of failure to rescue, fewer adverse events and overall better patient outcomes.
Often the independent identification and management of unanticipated life
threatening situations are considered to not be part of the planned, formal role of the
nurse. However, these skills are required in actual nursing practice and research into
these skills is essential in order to fully legitimize this role (Benner, 1984). Studying
these skills as described by expert nurses will contribute to our clinical know ledge and
facilitate development of methods to assist other nurses in developing these
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competencies (Benner & Wrubel, 1982). To date, few studies of this type appear in the
nursing and healthcare literature.
Philosophical Orientation
Interpretative phenomenology guided this study. Also known as hermeneutic
phenomenology, interpretative phenomenology is based on the work of Martin
Heidegger (1962). Hermeneutics is both the process and method for clarifying what is,
i.e., everyday skills and practices; and for explicating that which is taken for granted as
well as the embedded meanings in these practices (Leonard, 1994; Lopez & Willis,
2004).
Philosophically, hermeneutics posits that a person is born into a world
constituted by relationships, language, and practices. The world exists a priori and the
self is constituted by the world. Human existence involves working out options
available within the world. Choices and possibilities are not infinite but are limited by
the world into which one is thrown, i.e., born. The person is a being for whom things
have meaning and value. Thus, in order to understand a person's actions and
expressions, one must interpret these actions and expressions within the person's
context (Heidegger, 1962; Leonard, 1994).
The goal of hermeneutics is to develop understandings of and explanations for
things through the examination of everyday skills and practices by using discourse to
uncover naturally occurring meanings (Benner, 1994; Leonard, 1994). In order to
uncover meanings it is necessary for the investigator to have a preliminary
understanding of the phenomenon being explored and an understanding of the culture
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and language in which it takes place. These understandings are critical because
individuals interpret their world through the lens of their background. Individuals are
never fully free of this background and this background can never be fully explicated.
Because the phenomenon is comprised of a complex interaction between the individual
and the background, this position expects both unique and recurring similarities in
different participants' experience of a situation. Hermeneutics does not look for laws or
other mechanisms to explain these differences and similarities.
Phenomenology does not recognize a separation between the mind and the body.
Thus experiences where consciousness exists are studied and described, rather than
exploring thoughts or emotions in the abstract. Emphasis is also placed on a single type
of human experience, rather than on structures, social processes or cultures.
The design of this study and the methods employed were based on the
philosophical tenets of hermeneutic phenomenology. Data collection involved the
respondents telling their own stories of early perceptual recognition using their own
words. Initially these stories were written. Selected respondents were invited to be
interviewed by the principal investigator about their experiences. The symbols used in
these descriptions, i.e., words, both created and described their experiences (Benner,
1985; Cohen, Kahn, & Steeves, 2000). One aim of the study was to understand the
phenomenon of early perceptual recognition. The relationships between the respondents
and their environments were explored in order to gain a richer understanding of early
perceptual recognition. Thus data collection and interpretation based on the
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participants' personal accounts were consistent with the goals of hermeneutic
phenomenology.
Assumptions
The following assumptions were made for this study.
1. The examples of early perceptual recognition reported by the participants were

assumed to be true.
2. Participants' accounts of early perceptual recognition were filtered through their
perception of reality.
3. The phenomenon of early perceptual recognition exists and can be identified and
described by those who experience it.
4. Early perceptual recognition is a complex construct composed of a variety of
cognitive processes that can be identified.
5. Early perceptual recognition is a skill that can be taught and developed.
Research Questions
The following research questions were explored in this study.
1. What early perceptual recognitions of patient changes lead nurses to expect that

a patient will imminently experience a life threatening event even though there
are not yet any empirical clinical signs or symptoms of the life threatening
event?
2. How do registered nurses develop the skill of early perceptual recognition?
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Orientational Definitions
In this study, definitions were used as follows.

1. Intuition - Intuition was defined as immediate knowledge received as a whole
without the use of a linear thought process (Rew, 1986). This immediate
knowledge may be perceived "outside of traditional channels" (Cosier & Alpin,
1982, p. 275).
2. Early perceptual recognition - Early perceptual recognition is the application of
practical knowledge with which the clinician is familiar so that conscious
reflection is not always required to grasp the salient aspects of the situation
(Benner & Wrubel, 1982). The ability to quickly assess the situation and arrive
at a conclusion as to its importance characterizes early perceptual recognition.
Necessary reflection occurs rapidly and often occurs outside the usual realm of
consciousness.
Limitations
The following limitations of the research method are recognized.

1. Experiences illustrating early perceptual recognition were subjective. Since little
theory and no criteria for defining early perceptual recognition exist, it is the
subjective judgment of the researcher and the participants that was used to
identify cases of early perceptual recognition.
2. Participants may have responded to questions or related stories in terms of their
"ideal" selves rather than their real selves.
3. Transferability is limited due to the relatively small size of the sample.
8

Summary
Nurses often "just know" that a patient is more gravely ill than is readily
apparent. This skill is termed early perceptual recognition. If knowledge gained through
early perceptual recognition is acted upon in a timely fashion, the nurse may be able to
prevent, or prepare for, an adverse clinical event. Ultimately this may improve patient
outcomes. This study, guided by interpretative phenomenology, explored what
observations generate early perceptual recognition and how nurses acquired and
developed the skill of early perceptual recognition.
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CHAPTER2
LITERATURE REVIEW
The purpose of this study was to elucidate the cognitive processes and other
components of early perceptual recognition experienced by nurses that enabled them to
identify that a patient is on the verge of experiencing a life threatening clinical event
before the patient exhibits empirical clinical signs. Although the majority of studies of
nurses' clinical judgment have focused on processes involving linear, analytic thinking,
a body of work has emerged that attempts to identify, explore, and define other ways
nurses arrive at clinical judgments. The majority of these studies focused on a process
they term intuition and its role in nurses' decision making. While it is evident that
practicing nurses may use a method of arriving at clinical judgments and decisions other
than by linear analytic means, more rigorous cognitive processes are employed than
suggested as mystic intuition. It is the conviction of this author after review and analysis
of the literature that these cognitive processes and observations can be identified and are
vital to the practice of nursing.
This review of the literature examined the research on alternatives to linear
analytic decision making by nurses. The concept of early perceptual recognition and its
theoretical underpinnings was reviewed. Next, intuition and studies involving various
types of intuition were explored. Research that has been done on early perceptual
recognition was discussed. Although this research actually examined the phenomenon
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of early perceptual recognition, the term early perceptual recognition was rarely used.
The benefits of early perceptual recognition to patients and their care are discussed.
These potential benefits make it urgent that we attempt to understand early perceptual
recognition so that it can be taught to other nurses and substantiate the need for research
exploring the phenomenon of early perceptual research.
Electronic review of bibliographic databases including CINAHL, PsychINFO,
MEDLINE, Sociological Collection, EBM Reviews - Cocharane Database of
Systematic Reviews, Cochrane Library, and Dissertation Abstracts yielded research
focused on this phenomenon. Hand searches of both reference lists and print materials
from current nursing publications also were utilized. Keywords including early
perceptual recognition, intuition, decision making, and interpretative phenomenology
were searched and combined to provide an exhaustive list of publications to review for
this chapter.
Early Perceptual Recognition
Nursing is a knowledge-intensive profession including theoretical and applied
domains. It includes both theoretical knowledge learned through traditional study and
practical knowledge learned through the practice of skills. The development of skilled,
practical knowledge relies on perceptual awareness of the situation (Benner & Wrubel,
1982). This awareness is in sharp contrast to theoretical knowledge which relies more
on abstract reason. Traditionally, theoretical knowledge is more valued in Western
culture than practical knowledge. In the application of practical knowledge with which
the clinician is familiar, conscious reflection is not always required to grasp the salient
11

aspects of the situation (Benner & Wrubel, 1982). Early perceptual recognition is
characterized by the ability to quickly assess the situation and arrive at a conclusion as
to its importance. Necessary reflection occurs rapidly and often occurs outside the usual
realm of the nurse's consciousness, employing concurrent streams of information
processing.
Benner (1984) first described the phenomenon of early perceptual recognition
(EPR) in her landmark study of nurses' skill development. During the course of this
study, Benner interviewed 109 nurses with varying amounts of experience and
conducted 26 participant observations. She used interpretative phenomenology to
analyze her data and applied the Dreyfus model of skill acquisition to her findings. One
of Benner' s conclusions was that nurses often anticipated the deterioration of a patient
prior to the patient's manifesting objective clinical signs of an imminent decline. In
describing this phenomenon, Benner asserted " ... the nurse is not using blind intuition,
but rather is picking up on subtle changes in the patient's behavior or appearance" (p.
100).

This study provides the basis for the current study. Benner observed that some
nurses were able to perceive subtle changes in patients and correctly interpret these
changes. She called the phenomenon early perceptual recognition (EPR). The current
study seeks to expand on Benner' s work on EPR by identifying what observations lead
nurses to conclude that a patient will experience a life threatening event and how the
nurses developed the skill of EPR
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Intuition
Intuition in nursing is of perennial interest. Over the years, intuition has been
defined in a variety of ways and studied based on these definitions (Agan, 1987; Benner
& Tanner, 1987; McCutcheon & Pincombe, 2001; Rew, 1991; Rew 1990; Rew, 1986;

Schraeder & Fischer, 1987). While attempting to ascertain how holistic nurses perceive
holistic nursing, Agan (1987) identified intuitive knowing as a key theme. After
conducting 85 to 135 minute semistructured, audio taped interviews with one male and
six female nurses, the data were analyzed using the constant comparative method. In
this sample, intuitive knowing included instinctual, subconscious and psychic knowing
and was vital to both the nurse's interpersonal and universaVspiritual connections. Agan
(1987) concluded that intuitive knowing as described above was" ... a dimension of the
state of the art in nursing" (p. 63).
In contrast, a study of how expert nurses use intuition conducted by Benner and
Tanner ( 1987) stated, "Intuition as defined here is understanding without rationale.
Such an understanding is not a mystical or accidental human capacity" (p. 23). This
definition is somewhat different from Benner's (1984) and Benner and Wrubel's (1982)
descriptions of EPR. Benner and Tanner's ( 1987) definition allows that knowledge may
be received as a whole, without reflection, and without rational thought. It does not
acknowledge that the cues and other reasons for arriving at this knowledge may be
recognized through conscious reflection after the event. However, this definition and
the study for which it was used does emphasize that intuition is not mystical or
accidental (Benner & Tanner, 1987).

13

Using a combination of multiple interviews and at least one clinical observation,
Benner and Tanner (1987) studied 21 nurses with at least five years experience in a
single field and considered expert by their peers. They concluded that expert nurses
used skills such as pattern recognition, similarity recognition, sense of salience, and
deliberative rationality, i.e., the ability to consider how one's interpretation would
change if one's perspective changed. Such skills, the authors' concluded, are part of the
art of nursing in that the skills require an aesthetic capacity. They concluded that while
these skills cannot be taught, they can be developed through structured exercises.
A series of studies by Rew (1991, 1990, 1988) and a study by Schraeder and
Fischer (1987) examined the use of intuition and intuitive decision making in a variety
of nursing specialties including critical care (Rew, 1990; Rew, 1988), neonatal intensive
care (Schraeder & Fischer, 1987), pediatric mental health (Rew, 1991), and home health
(Rew, 1988). These studies all used the same definition of intuition: immediate
knowledge received as a whole without the use of a linear thought process (Rew, 1986).
Rew (1988) initially explored the intuitive experiences of nurses by describing
how nurses used intuition in the steps of the nursing process. Using a networked
sample, five male nurses and 51 female nurses were recruited to participate. Twenty
five participants were employed in critical care, 25 participants were employed in home
health, and six were employed in a university student health center. All completed a
demographic information sheet and participated in a structured individual interview
with the principal investigator or one of three trained research assistants. Interviews
lasted between 15 and 40 minutes and were audio taped. Following the interview, the
14

interviewer showed the participant the interview schedule and the notes made by the
interviewer and allowed to clarify or elaborate on any area. After transcription, the
interviews were analyzed using the Ethnograph computer program. The majority of
nurses reported experiencing intuition during the assessment or
implementation/intervention stage of the nursing process. The nurses' reactions to their
intuitive experience fell into three categories: (a) affective; (b) cognitive; or (c)
behavioral. Affective responses included feeling scared, anxious, content or let down.
Trying to verify the intuitive experience by using objective information and planning
how to respond to the intuitive experience characterized cognitive responses. Watching
the patient more closely or talking the experience over with a head nurse or physician
were behavioral responses to the intuitive experience described by the participants. Four
behavioral themes also emerged from the data. The behavioral themes were: (a) gather
more data; (b) validate with another nurse; (c) report the findings and (d) specific
interventions. Rew concluded that intuitive experiences were a valuable part of the
nursing process.
Rew (1991) continued her research of intuitive experiences in critical care
nurses using the same demographic information sheet and structured interview with 21
female and five male nurses. Her purpose was to identify how the nurses described their
intuitive experiences and to determine how critical care nurses experience intuition in
the steps of the nursing process. An additional purpose was to describe feelings and
physical sensations associated with intuitive experiences. Audio tapes of the interviews
were transcribed and analyzed using the Ethnograph computer program. Nurses'
15

descriptions of their intuitive experiences in clinical practice centered on the
descriptions of (a) knowing; (b) gut feelings; and (c) sixth senses. Most of the
participants reported that they experienced intuition in the assessment and
implementation/intervention stages of the nursing process. Twelve nurses reported
experiencing intuition during nursing diagnosis and 11 reported intuitive experiences in
the evaluation phase. Physical sensations associated with intuitive experiences were
primarily reported in the eyes, ears, mouth, skin, muscles, stomach, and heart. Rew
suggested that critical care nurses take measures to legitimize their use of intuitive
experiences in clinical practice. These measures included: (a) calculating the risks and
benefits of trusting their intuitive experience; (b) reporting both objective and intuitive
data; (c) validating their intuitive experiences; and (d) collaborating with nurse
researchers to plan and conduct studies of how nurses use intuition in clinical practice.
Schraeder and Fischer (1987) used qualitative methodology "to describe the
experiences, actions, rationales, and consequences involved when intensive care nurses
act on their feelings and assessments that infants 'do not look like themselves"' (p. 46).
The study was conducted in a 20 bed level 3 nursery. Fifteen staff nurses, the head
nurse and the medical director were interviewed over the course of 12 months.
Interviews were audio taped. Transcripts of the interviews and researcher field notes
were analyzed for themes. A major theme that emerged was the nurses' use of intuitive
knowledge to advance clinical judgments and initiate interventions when the infant's
condition was imminently expected to deteriorate. Four factors influenced intuitive
thinking: (a) the experience and technical proficiency of the nurse; (b) feelings of
16

relatedness to the infant; (c) perception of the infants; and (d) linking of current
perception with past experiences. The authors conclude that, "the art of nursing may
indeed take place on an intuitive level" (p. 50).
Rew ( 1991) explored how psychiatric-mental health nurses defined intuition and
what they perceived as supports and barriers to the use of intuition in clinical practice
with children and adolescents. A random sample of 20 nurses was selected from a list of
nurses with current or previous child or adolescent psychiatric-mental health nursing
experience. Sixteen nurses participated in the study which consisted of collection of
demographic information and a semistructured audio taped interview conducted by the
investigator. Constant comparative analysis was used to analyze the data and identify
common themes. Child and adolescent psychiatric-mental health nurses defined
intuition in ways consistent with previous research; knowledge based on a strong
feeling that is unexpected, immediately available, and serves as a warning. Most
respondents reported that respect and trust from colleagues reinforced their use of
intuition in their clinical nursing care. Conversely a negative response from others and
feelings of being thought of as "unscientific" were the biggest barriers to the use of
intuition in child and adolescent psychiatric-mental health settings. Role boundaries
were identified as a barrier to the use of intuition. The inability to intervene
independently to control situations, e.g., adjust medications, about which they had
intuitive knowledge was identified as a barrier.
These studies revealed a number of commonalities among nurses with different
specialties including (a) using intuition in clinical decision making; (b) experiencing
17

intuition as a sixth sense or feeling; and (c) linking intuition and experience. The
authors suggest that these studies present evidence of the existence of intuition, perhaps
resulting in early perceptual recognition, among nurses regarding clinical matters,
regardless of nursing specialty.
McCutcheon and Pincombe (2001) believe that intuition is a skill that affects
patient care and patient outcomes. However their review of the nursing literature on
intuition "highlighted a lack of consensus on the definition of intuition and the absence
of a cogent theory about its use in practice" (p. 344). Mccutcheon and Pincombe (2001)
concluded that intuition, "has been imbued with an almost mystical quality" (p. 343).
The investigators believe that this causes some nurses to ignore intuition and others to
distrust intuition as unreliable or unworthy of the nursing profession. They note that
intuition remains a part of the oral history of nursing and that it is still reported
anecdotally. Thus McCutcheon and Pincombe sought to determine whether nurses
believed that intuition is valid in nursing practice, how intuition's use was perceived in
nursing practice and how to enhance nursing' s ability to articulate this area of practice.
McCutcheon and Pincombe's (2001) research study was widely publicized in
the Australian state in which it took place. All nurses were invited to participate. Two
hundred sixty two nurses volunteered and all participated in the study. The study was
carried out in several phases involving focus group interviews and a Delphi survey.
Initially 29 nurses were involved in four focus groups. These data were analyzed using
constant comparative analysis. The results were then given to eight participants who
helped to develop a questionnaire containing statements about experience, expertise,
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knowledge, and intuition. Participants indicated their agreement with each statement
using a five point Likert scale. Two hundred twenty five participants received the first
Delphi questionnaire. The second Delphi questionnaire was developed using feedback
from the first Delphi questionnaire and distributed to all participants who completed the
first Delphi questionnaire. Descriptive and inferential statistics were used to analyze the
data from the Delphi survey. A theory of intuition emerged from the data that
knowledge, expertise, and experience are mutually dependant, have reciprocal effects,
and interact to yield an effect greater than the sum of the parts. This resultant synergy is
intuition. Their findings also suggested that some nurses who experience this synergy
may also experience secondary responses in the form of emotional feelings or somatic
responses. Some nurses indicated that a relationship with the client was required before
they could be intuitive about that person but others rejected this notion. Participants
indicated that intuitive experiences were fed back into their existing knowledge,
expertise, and experience to enhance future practice, even if they had not acted on the
intuition. Finally, participants indicated that personality was related to intuitive ability
and that the type of work chosen by nurses was determined by their personality and by
the quantity and quality of their intuitive perceptions.
Leners (1992) conducted an ethnographic study of intuition in nursing culture. A
purposive sample of 40 registered nurses was drawn from a 350 bed regional hospital.
All inpatient nursing specialties and home health were represented. A combination of
observation and unstructured interviews were used to collect data. Intuition was defined
by Leners as " a cultural process of knowing and/or feeling, the coming together of
19

pattern that provides understanding without identified data sources or rationale" (p.
141). Leners identified seven themes that she organized into three domains. The first
domain, ''The Process of Nursing Intuition" (p. 144), included the themes (a) "The
Look: An Elusive Pattern" (p. 145); and (b) "Putting Yourself On the Line" (p. 146).
This domain reflected the nurses' consensus that just looking at a patient yielded a
wealth of information. It also addressed difficulties surrounding communicating or
acting on intuitive knowledge. "Mediators of Nursing Intuition" (p. 146), the second
domain, included the themes (a) "It Just Gets Better and Better" (p. 146); and (b)
"Environmental/Personological Factors" (p. 146). The first theme in this domain
described the positive relationship between experience and intuition. Environmental
mediators of intuition included the severity of the patient's illness, external stimuli, and
organizational philosophy. Personological factors included the quality of the nurseclient relationship, the nurse's psychological and physical status, the nurse's self
perception, and the nurse's professional image. The final domain, "The Significance of
Intuition in Nursing" (p. 150), included the domains (a) "Enhancing the Tuning-in
Process (p. 150); (b) "You Can't Nurse Without It" (p. 150); and (c) "The Hidden
Reward" (p. 150). These themes dealt with constant refinement of intuition, primarily
through role modeling; the importance of intuition to job enjoyment; and the reward of
the patient improving.
This group of studies illustrated the similarities between intuition and EPR. In
both intuition and EPR nurses seem to suddenly "just know" information salient to the

20

clinical situation. This information is incorporated into patient care via the nursing
process. Prior experiences also seemed to play a role in intuition and in EPR.
Intuition and EPR differ in the source of the knowledge. Intuition, in most of the
studies, is considered a gift, part of the art of nursing that occurs separate from and
without the aid of rational thought. As such, intuition is a skill that cannot be taught or
developed. In contrast, EPR is the result of rapid rational thought processes that
incorporate sensory input from a variety of sources including input external to the nurse
as well as internal input from memory. Thus EPR is most consistent with McCutcheon
and Pincombe's (2001) description of intuition as a synergy of experience, expertise,
and knowledge. This study will demonstrate that EPR is not a gift but a skill. This skill
may be present or absent and it may be developed to varying levels. As a skill, EPR
may be rationally examined and understood through conscious reflection. This study
will identify triggers of EPR as well as explore the ways in which nurses develop and
hone their EPR skills.
Role of Early Perceptual Recognition In Clinical Judgment
The concept of early perceptual recognition has been examined using a variety
of terminology to describe the nurses' experiences. As part of a larger study that
identified nurse concern as a predictor of the imminent deterioration of hospitalized
patients, Kenward and Hodgetts (2002) employed a phenomenological design in an
attempt. to identify the factors that contributed to nurse concern. A single, in-depth,
unstructured interview was conducted with a senior nurse specialist working in acute
medicine. Key themes that emerged from data analysis were (a) the need to know the
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patient in order to detect change; (b) the role of experience, i.e., knowing why you are
concerned; (c) nursing credibility; and (d) factors that cause concern. A limitation of
this study is its small sample size. Member checking, i.e., participant review and
validation or clarification of the researcher's interpretations, of the results enhanced the
validity of the findings. Similarly, Minick and Harvey (2003) used interpretative
phenomenology in an effort to describe the skills utilized by medical-surgical nurses
that allowed them to identify patient problems early in the course of the problem. The
authors maintained that, "early recognition is based on subtle, difficult-to-describe
patient changes and initiating appropriate action is ... the skill of early recognition of
patient problems" (p. 292).
Using a purposive sample of 14 registered nurses identified by their nurse
managers to be skilled in early recognition of patient problems, Minick and Harvey
(2003) conducted audio taped, in-depth interviews lasting 45 to 90 minutes in groups of
two to four nurses. After verbatim transcription of the interviews, The Ethnograph II
was used to analyze the data. Three key themes emerged (a) knowing the patient
directly; (b) knowing the patient through the family; and (c) knowing something is not
expected. The authors concluded that nurses learn the skills of early recognition in
professional practice rather than in basic nursing education and that nursing
specialization is important to early recognition of patient problems. Limitations of this
study included lack of demographic data collection to describe the sample more fully
and the homogeneity of the sample (all participants were female and skilled in early
patient problem recognition). Interviews were also conducted in varying group sizes.
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Presence of colleagues during the interview may have influenced participants'
responses. The authors reported that interviewing continued beyond saturation. That this
additional interviewing continued to confirm earlier findings is an important strength of
the study. However, the authors report no conflicting themes or views from a nurse
skilled in early patient problem recognition. This omission suggests that saturation may
not have actually been reached.
Herbig, Blissing, and Ewert (2001) studied the role of tacit knowledge in
nursing. They characterized tacit knowledge as knowledge that is (a) acquired and
strengthened by sensual, concrete experiences; (b) does not require awareness or
attention for learning to occur; and (c) is not consciously perceived as guiding one's
actions. When acting on tacit knowledge the nurse may report that he or she was 'just
guessing' or 'had a feeling.' However, with assistance, deeper reflection will help
reveal the know ledge that directed the 'guess' or spurred the 'feeling.'
In order to assess the role of tacit knowledge in critical nursing situations,
Herbig et al. (2001) created an ecologically valid simulation of a critical nursing
situation in which tacit knowledge was likely to play an important role. After
videotaping the simulated situation, 12 female and 4 male registered nurses with an
average of 14.75 years job tenure were shown the tape of the situation. Afterward, a
semi-structured interview and cued recall based on the video were used to assess the
action-guiding elements of the situation. Participants were also given a test to measure
the explicit nursing knowledge involved in the simulation. Mann-Whitney tests for
independent samples concluded that there was no difference in the explicit knowledge
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between the two groups. A multidimensional scaling model with two dimensions was
used to interpret the data. Using this model, nurses judged to be poor performers
perceived the critical symptom but allowed it to contribute to their feeling of
uncertainty about the patient's problem and continued to monitor the patient. In
contrast, the nurses judged to be good performers assigned a negative feeling to the
symptom and acted on this negative feeling. The authors concluded that successful
nurses use feelings as action related information while unsuccessful nurses seem to
perceive the feelings as irritating and intrusive. Again this study is limited by its small
sample size and its use of simulated patient care. However, its findings are quite
important. It is one of the few studies to date that attempts to empirically study the early
perceptual recognitions embedded in tacit knowledge, the feelings that these
subconscious perceptions engender in nurses, the nurses actions related to these
feelings, and success in patient care.
Using a variety of terminology these studies examine various aspects of EPR.
All suggest that there is at least some element of learning involved in EPR. The nurse
need not be conscious that he or she is learning in order for the learning to occur. The
learning involves knowledge of the patient as well as knowledge of what to expect in a
given situation.· These types of knowledge are typically characterized as knowing how:
practical learning through practice (Kuhn, 1970).
Effect of Early Perceptual Recognition On Patient Care
Three studies, seeking to assess methods of minimizing patient morbidity in
inpatient settings, have identified EPR as an early warning of the patient's imminent
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decline. These studies acknowledge the usefulness of nurses' EPR without identifying it
as such. Bellomo (2004) and his colleagues examined the effectiveness of a medical
emergency team (MET) in reducing postoperative morbidity and mortality. Employing
a prospective, controlled pre/post design, they demonstrated a 57.8% reduction in the
relative risk of a patient experiencing a serious adverse event during the four month
study period. Of particular interest are the criteria for activation of the MET. Any
member of the hospital's clinical staff could activate the MET. Most activation criteria
included specific, objective measurements. These criteria were (a) heart rate; (b)
systolic blood pressure; (c) respiratory rate; (d) pulse oximetry saturation; and (e) urine
output. Criteria for activation the MET without objective measurements were (a) change
in level of consciousness; and (b) nurse worry about the patient.
During the study period, 52 calls were made to activate the MET. Nurses made
the majority of these calls, 81.6%. While more than one reason for activation was
recorded for most of the calls, nurse worry was cited as a reason for more than half of
the calls (Bellomo et al., 2004).
Similarly, Buist and colleagues (2002) reported that nurses placed 84% of the
calls to activate a MET in another hospital. Criteria for activation of the MET in this
study also included physiologic parameters and nurse concern. However reasons for
activation of the MET in this study were not reported. The author does note that a
considerable culture change took place during this study. Rather than relying on a
traditional hierarchical system of reporting concerns about patients, nurses acted on
their concerns immediately by activating the MET. The findings of both of these studies
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demonstrate the accuracy of nurses' EPR as well as its importance in reducing
postoperative morbidity and mortality and unexpected cardiac arrest.
In preparation for establishing a MET, Hodgetts, Kenward, Vlachonikolis,
Payne,~and Castle (2002) sought to identify risk factors for inpatient cardiac arrests and
to formulate activation criteria for the MET. Using a quasiexperimental research design,
they reviewed the records of 118 consecutive adult patients suffering primary cardiac
arrest and 132 non-arrest patients stratified by age and gender. Nurse concern was
identified as a predictor of inpatient cardiac arrest. Of patients suffering cardiac arrest,
nurse concern was recorded within the six hours preceding the event in 97% of the
cases whereas nurse concern was documented in the same time period in only 37% of
the non-arrest cases. The authors note that these findings indicate that nurse concern is
not an objective measure but is an important predictor of inpatient cardiac arrest. They
suggest that the phenomenon of nurse concern be investigated.
The findings of these three large studies corroborate the importance of nurses in
reducing inpatient morbidity and mortality. The importance of the role of the nurse,
particularly as the clinician who spends the most time with the patient and who knows
the patient the best, is substantiated. Nurses' EPR is validated not only by the inclusion
of nurse concern as a criterion for activation of a MET but also by the identification of
nurse concern as a predictor of cardiac attest.
Conclusion
Early perceptual recognition (EPR) differs from intuition in that EPR involves
an awareness of the situation and application of analytic cognitive processes. It is not
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knowledge received as a whole without understanding. Rather, it is a clinical
assessment and judgment method employed by some nurses in some situations. Often
EPR allows the nurse to arrive quickly at conclusions about a patient's condition and
likely clinical course before objective measures of the patient's clinical status are
available. When employed optimally, the nurse capable of EPR may be prepared to
intervene quickly to minimize, or even prevent, morbidity. Research is required in order
to enhance our understanding of what subtle patient changes are noted and how nurses
skilled in EPR apply this information. A better understanding of this phenomenon will
allow development of exercises to enhance other nurses' and nursing students'
development of EPR. Ultimately patient care may be improved through early
recognition of and intervention to avoid imminent patient problems.
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CHAPTER3
PROCEDURES FOR COLLECTION AND TREATMENT OF DATA
This interpretive phenomenological study was conducted in order to identify
commonalities of nurses' descriptions of an early perceptual recognition experience:
when a patient was going to experience a life threatening event before the patient
exhibited clinical signs or symptoms. Nurses' perception of how EPR was developed
was also explored. Interpretative phenomenological studies are done to develop
understandings of and explanations for phenomena by examining routine practices
using dialogue to reveal naturally occurring meanings (Benner, 1994; Leonard 1994).
This chapter discusses methods and procedures that were used in this study. Included
are descriptions of the population that was studied, the sample, the setting,
instrumentation, procedures that were used to protect human subjects, and procedures
for the collection and analysis of data.
Setting
This study was conducted in the participants' community located within the
United States of America. Registered nurses (RNs) from any setting were eligible to
participate.
Population and Sample
The population studied consisted of all registered nurses who self identified as
having experienced the phenomenon of early perceptual recognition, i.e. have realized
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that a person was going to experience a life threatening event before he or she exhibited
clinical signs of the impending life threatening event. A purposive sample was drawn
from nurses practicing or living in the United States. Several methods were employed in
order to recruit participants.
Initially participants were identified by presenting the proposed study at a
meeting of the local chapter of the Emergency Nurses Association (ENA). Following
the presentation of the proposed research by the principal investigator (Pl), data
collection packets were available. Participation was not limited to members of the ENA
or to meeting attendees.
Network sampling was also used to identify potential participants. Early study
participants were asked to identify other nurses who may have experienced the
phenomenon of early perceptual recognition. This sampling technique can be especially
helpful when specific traits of the research population may be difficult to identify (Polit
& Beck, 2004).

Protection of Human Subjects
This study was approved by the Committee for the Protection of Human
Subjects at The University of Texas Health Science Center at Houston and the
Institutional Review Board at Texas Woman's University (Appendix A). The invitation
to participate in the study addressed all potential risks and benefits of participation in
the study, as well as the right to refuse to participate or to withdraw from the study at
any time without penalty (Appendix B). Contact information for the investigator and the
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Committee for the Protection of Human Subjects at The University of Texas Health
Science Center at Houston was also included in the invitation to participate.
Demographic data forms, written essays, and contact information, if submitted,
were linked by a code known only to the PI. Demographic data forms and written
essays were returned separately from the contact information. All contact information
and audio recordings were maintained by the PI in a locked cabinet inside a locked
office until completion of the study. Contact information and audio recordings were
destroyed at the end of the study.
Instruments
Three mechanisms were used for data collection: (a) a demographic data sheet;
(b) an exemplar guide; and (c) a semistructured interview.
Demographic data were gathered on a form developed by this researcher for this
study (Appendix C). Subjects were asked to report their gender, age in years, total
years of employment as a nurse (full or part time), and the number of years they had
been employed as a nurse (full or part time) at the time of the experience being
described. Entry level of nursing education was categorized as licensed vocational
nurse/licensed practical nurse (LVN/LPN), Associate Degree in Nursing (ADN),
Diploma, Baccalaureate Degree in Nursing (BSN) or Master's Degree in Science of
Nursing (MSN). The highest level of nursing education was assessed using the same
categories with the addition of Doctoral Degree of Philosophy in Nursing/Doctoral
Degree of Science in Nursing (PhD/DSN). This form was used to gather information on
the characteristics of the participants in this study.
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The goal of interpretive phenomenology is comprehension of routine
experiences and practices (Leonard, 1991). Since the focus of this study was nurses'
experiences of early perceptual recognition, the majority of data collection was done in
a narrative format, either written or by interview.
An exemplar guide (Appendix D) was provided to participants. This guide
consisted of two cases in which the nurse experienced early perceptual recognition. The
purpose of the exemplar guide was to show participants the type of event being sought.
It was also intended to reassure participants that narratives need not be formal or in
great detail. A contact information sheet was attached to the exemplar guide.
Participants wishing to be considered for the second stage of this research, in-depth
telephone interview about their early perceptual recognition experience, were asked to
complete this contact information sheet and return it in the second self-addressed
stamped envelope in the packet.
Telephone interviews were semistructured (Appendix E). The telephone
interview guide ensured that all participants were asked the same basic questions about
their experiences with EPR and the development of EPR. The interviews were
somewhat variable depending on the participant. Probes were used as needed
throughout the interview to encourage the respondent to elaborate on a topic or to
clarify the respondent's meaning. Additionally, the interview guide was revised based
on the data obtained from previous interviews.
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Data Collection
Data collection was done in two stages. In the first stage, participants were
asked to write a narrative essay describing his or her early perceptual recognition
experience. Examples of narrative essays were provided to participants (Appendix D).
At this time, participants were also asked to complete a demographic information sheet
that did not include any identifying information (Appendix C). Respondents were
instructed to not use the real names of anyone in their narrative and to not disclose the
facility in which the incident occurred. Return of a written essay and a demographic
data sheet in the self-addressed stamped envelope in the packet implied consent to
participation in the initial stage of this study. In exchange for participation, respondents
who returned a contact sheet received a letter on Texas Woman's University (TWU)
letterhead thanking them for their participation in this nursing research study.
The second stage of data collection consisted of in-depth interviews in order to
obtain greater detail about participants' experience. The PI conducted all interviews.
Semistructured interviews were performed via telephone using an interview guide
(Appendix E). All interviews were audio recorded and transcribed.
Treatment of Data
Data analysis for both the essays and interviews was guided by Dieklemann,
Allen, and Tanner's ( 1989) process for analyzing hermeneutic data. The stages are (a)
reading all interview transcripts or texts for overall understanding; (b) writing
interpretive summaries of each interview; (c) analysis of the interviews; ( d) identifying
relational themes i.e., themes that cut across all texts; (e) identify constitutive patterns
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that express the relationships among themes; (t) validation of the analysis by persons
not on the research team but who are familiar with the content and research method; and
(g) drafting the themes along with essays from texts to allow validation of the findings
by the reader (Diekelmann et al., 1989). Member checks were used for validation.
Select participants were asked to review the data and the researcher's conclusions to
ensure that the researcher's conclusions accurately describe the participants' experience.
The constant comparative method of qualitative data analysis described by
Glaser and Strauss (1967) was incorporated into data analysis on this project. As soon
as the essay was received, data analysis began guided by the process for hermeneutic
data analysis described above. As each new essay became available, analysis of the data
contained in that essay began and the results were compared to all previously analyzed
essays and collected data. The same process was repeated when analyzing interview
transcripts. The addition of the constant comparative analysis of the data helped to
compensate for the absence of a research team. All findings were further validated
through member checking.
Demographic information was used solely to describe the characteristics of the
sample. Frequencies and percentages were calculated for nominal demo graphic
variables. Means and standard deviations were calculated for age and years in practice.
There were no attempts to relate or explain study findings in relationship to the
demographic variables.
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CHAPTER4
ANALYSIS OF DATA
The purpose of this interpretive phenomenological study was to explore nurses'
experience with early perceptual (EPR) recognition in an effort to enhance
understanding of this phenomenon. Early perceptual recognition refers to the nurse's
ability to quickly assess a situation and arrive at a conclusion as to its importance. Early
perceptual recognition is accomplished by applying practical knowledge with which the
clinician is familiar so that conscious reflection is not always required to grasp the
salient aspects of the situation (Benner & Wrubel, 1982). Interpretive phenomenological
studies are done in an effort to clarify and understand everyday skills and practices; and
for explicating that which is taken for granted as well as the embedded meanings in
these practices (Leonard, 1994; Lopez & Willis, 2004). Data were gathered through the
use of exemplars and subsequent in-depth interviews that were transcribed and analyzed
using constant comparative analysis. This chapter describes the characteristics of the
respondents and presents study findings organized according to the concepts that
characterize EPR.
Description of the Sample
Through the use of network sampling, 32 registered nurses (RNs) practicing in
the continental United States participated in this study. Participants were recruited
through (1) contact by the investigator; (2) announcements made at meetings of a local
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chapter of the Emergency Nurses Association, (3) e-mail announcements made to
emergency nurses, or (4) following identification by another study participant.
Data were collected in two stages. Initially participants submitted narrative
essays describing their experience with EPR and a brief demographic sheet (Appendix
C). Additionally, participants were asked to submit a separate contact information sheet
(Appendix D) if they were willing to be contacted for the second stage of data
collection: an in-depth telephone interview. A total of 35 narrative essays were
submitted by the 32 participants. Thirty respondents (94%) returned the contact
information sheet. Twenty seven (84%) of the narrative essays were submitted by
females.
The narrative essays were used to identify respondents invited to participate in
in-depth interviews. The authors of narratives that best exemplified EPR were chosen
for interview. Only one contact sheet was not returned, indicating that the respondent
was unwilling to be interviewed. It is unclear if that respondent did not want to be
interviewed or if the contact sheet was lost in the mail.
Based on information shared in the submitted narrative, nineteen participants
were selected to be interviewed. A total of 14 interviews (74%) were completed. The
five other participants selected were not interviewed because of lack of contact
information or unavailability for interview, or lack of a response when re-contacted.
The in-depth interviews were conducted via phone using the semi-structured interview
schedule (Appendix E). Interviews lasted between 20 and 50 minutes and were audio
taped. Of the 14 interviews conducted 13 (93%), were with women.
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The mean age of participant was 40.6 year (SD=9). Nurses were well-seasoned,
practicing an average of 17.3 years (SD=9.2) and working in nursing for approximately
9 .2 years (SD=7.4) at the time of the EPR event. However some nurses experienced the
EPR event fairly early in their careers with the timing of the EPR event ranging from 0,
in the case of a nurse whose first EPR event occurred when he was a military corpsman,
to 31 years.
The majority of participants had entered nursing at the baccalaureate level
(n=l 7; 53.1 % ). At the time of the study approximately half of the nurses had completed
master's degrees (n= 16; 50%). More than three quarters of the respondents were female
(n= 27; 84%). Table 1 summarizes these findings.

Findings
Findings for this study center on the nature of EPR and how nurses develop this
clinical skill. The report of findings will be divided into these two areas.

The Nature of EPR
The first research question asked: What early perceptual recognitions of patient
changes lead nurses to expect that a patient will imminently experience a life
threatening event even though there are not yet any empirical clinical signs or
symptoms of the life threatening event? A process model of the phenomenon of early
perceptual recognition (EPR) emerged as data were analyzed. This model is illustrated
in Figure 1. Nurses experienced EPR at all experience levels - some relatively new to
nursing or health care while other nurses were quite experienced. The level of
engagement that nurses experienced with the care of a particular patient ranged from a
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glance to heavy involvement in caring for the specific patient. The sense that
something bad was going to happen with a particular patient was not necessarily
congruent with specific clinical indicators such as monitor or laboratory findings.
Table 1

Nursing Education of Subjects (N = 32)
Frequency

%

LVN/LPNa

3

9.4

ADNb

6

18.8

Diploma

6

18.8

BSNC

17

53.1

ADN

1

3.1

Diploma

2

6.3

BSNC

12

37.5

MSNd

16

50

PhDe

1

3.1

Variable
Entry Level

Highest Level

aLicensed Vocational Nurse/Licensed Practical Nurse. bAssociate Degree in Nursing.
cBaccalaureate Degree in Nursing. ctMaster's Degree in Science of Nursing, eDoctor of
Philosophy in Nursing.
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At the heart of the model is a theme called The Look. The Look triggered the
rapid cognitive responses that characterize EPR. The Look refers both to the physical
appearance of the patient as well as the look on the patient's face. After recognizing
The Look, most nurses experienced The Feeling. This visceral feeling, experienced in a
variety of ways, propelled The Action. Depending on the nurse's assessment of the
urgency of the situation, action was taken. Actions include: (a) Intervention, (b)
Investigation, or (c) Impartation of their concern to colleagues and offer an Invitation
for their input.

The Look

The Feeling

The Action

Intervene

Investigate

Figure 1. The Catalano Model of Early Perceptual Recognition
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Impart and Invite

The Look
The initiating event for EPR was The Look. Referring to both the patient's
overall appearance where something "didn't look right" and the look in the patient's
eyes, The Look was a show stopper. Regardless of how busy nurses were, all attention
became redirected toward this patient.
While some nurses are heavily engaged in the care of a patient when the look is
experienced, discerning the look does not necessarily take intensive knowledge of the
patient or situation. One veteran nurse with more than 30 years of experience described
an incident that occurred less than a year prior to her interview, when she was
functioning as the house supervisor. On her regular rounds, she visited in the
cardiovascular intensive care unit. While talking with the charge nurse, she noticed a
man across the unit who "didn't look right"; he was not the "pale and pasty" color she
expected in a patient just out of coronary artery bypass surgery. On closer observation,
the participant's suspicions were confirmed when she noted the small amount of
drainage from his chest tube. She instructed the charge nurse to call the surgeon and
inform him that the patient had a cardiac tamponade. Doubting the participant's
assessment, the charge nurse chose to observe the patient. Later that shift, the patient
was taken back to the operating room with a cardiac tamponade. In this situation it is
also notable that the supervisor did not press for further action based on her sense of
impending complications.
Another nurse who had approximately three years of experience spoke of her
concern for a preschooler. She recounted, "I just remember that the more I looked at
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him, the more tired he was looking but the more frantic he was appearing to be, too." A
third nurse also spoke of restlessness as her first indication that something was not right.
The look in the patient's eyes was also a trigger of several nurses' EPR. Nurses
repeatedly described this look as "panic," "terror," and "desperation." These looks
occurred immediately prior to the occurrence of a life threatening clinical event. Nurses
had different ways of describing the patient look. For example, one experienced nurse
caring for an elderly patient recalled, "I saw that look in a patient's eyes when you
know that they are scared, that something is happening to their body." Another nurse,
with only four years experience, noticed a kindergarten aged child while she was
walking through the emergency center. Even though the child was not her patient, the
nurse moved the child to a higher acuity area when she observed" ... that same look of
terror in her eyes ... "
A nurse with a total of 23 years of experience in critical care as both a nurse and
a corpsman described The Look as, "a look that somebody would give you that they are
asking for help, that they are trapped or trying to get out." Another nurse recalled that
she has seen The Look many times in her 20 years of nursing. She described it as:
It is like .. .it is as if...it doesn't matter what color your eyes are. To me, once this
happens they are all kind of gray, and it is just as if the soul has already left the
body, and all that's left is the carcass. I don't know if you have ever been close
to a shark, but it is like there's nothing there.

Experiencing The Look was a memorable event that stuck with nurses and
influenced future clinical decisions. A nurse with 16 years of experience as a nurse
described the first time he saw The Look. At the time of the incident, that occurred 23
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years ago, he was an 18 year old U.S. Navy corpsman being oriented to the intensive
care unit:
Everything made an impression on me, but for some reason that one particular
case, although I don't remember the name, but I certainly remember the face, an
elderly lady that they brought in to the CCU ... I got a sense that this was an
emergency. I remember looking at this lady-because I wasn't directly involved
in it; I was more on the outside watching because I was new. So I guess that's
why it stuck with me because I wasn't directly involved with the care but in the
observation, and I remember seeing this lady and looking at her face, thinking
"She's really sick." It was almost like she was not aware of what was going on
around here. It wasn't that she was combative, because she wasn't, but almost
she had a look of panic on her face. It was a look that has stuck with me because
I think it was shortly after she got admitted and they were doing all the things,
putting the Swan in, getting the drip started, things like that. That's when she
arrested.

He went on to note that The Look, "stuck with me because for the last 23 years or so I
have done adult critical care, and when somebody has that look I know something good
is not going to happen."
Other nurses described The Look more in terms of the overall appearance of the
patient. Most observations centered on the patient's look as well as their activity and
tended to be subtle. In describing a patient for whom he had cared in 1993, when he had
six years of nursing experience, a nurse described The Look as follows:
As the shift progressed she seemed to be a little less alert, a little less active, but
nothing to put you finger on. Urine output was OK. Vitals were OK. All of
biophysical measures were fine and they were stable .. .I think it was mostly the
change in her behavior, although it was real subtle. It was just kind of a detached
behavior that I noticed from her. She was alert and oriented, but there was just
something there that was just not connecting like it had been on the previous
days when I had taken care of her.
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Another nurse recalled her patient, a retired male physician. Eventually it was
determined that he had a dissecting abdominal aneurysm. He presented complaining of
worsening flank pain of several days' duration:
As I was talking to him, I was looking in his face, and I could tell that he was in
a lot more pain than what he was trying to let on, at least that was my
perception. As I talked to him about his symptoms, I knew that the physicians
were working him up for kidney stones. As I was talking to him about his
symptoms, I thought, "No, this is not a typical kidney stone." So I took his vital
signs, which I think were normal, but maybe his blood pressure was up a little.
They didn't really give me a clue to what was going on. I watched him. I went
back to the nurses' station and watched him. I could see that he was moving
slightly in the bed and couldn't find a comfortable position. I just really felt like
there was something acute going on, and I saw that look in a patient's eyes when
you know that they are scared, that something is happening to their body.
Recognizing The Look did not necessarily correlate with other clinical indicators
of patient status. A nurse assumed care of a middle aged man who was in the
emergency center awaiting an inpatient bed. The patient's diagnosis was new onset
congestive heart failure, but, to this nurse, the patient seemed to be more acutely ill. The
nurse had three years' experience when this incident occurred.
It might have been something in his face. I know that doesn't make any sense,
but it might have been something in his face. He looked kind of...in his
mannerisms, in his speech, he didn't look anxious, even kind of. I mean he was
very calm. We were chatting, and they were laughing, and he was holding hands
with his wife, and they were very calm, but there was just something in the lines
of his face that seems anxious to me, and I think that he felt like. I can't think of
a good way to say it. He just looked sort of anxious to me, like maybe something
hadn't been done or maybe .. .It is so weird. I guess this is the whole thing you
are studying, but I think it maybe was something in the lines of his face.
After negotiating with the medical staff, a computerized tomography (CT) scan was
performed. A large pulmonary embolus that required immediate surgical intervention
was discovered.
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While The Look is described as the look of the patient or the look in the patient's
eyes, The Look could also describe the sensitive, discriminating look of the nurse who is
able to identify the subtle clues that a patient's condition may be deteriorating. The
nurse is able to assimilate vast amounts of visual and other sensory stimulation and
rapidly, without conscious thought, discern the most important cues. These cues often
comprise The Look of the patient that triggers the phenomenon of early perceptual
recognition. Most nurses describe The Look of the patient as very subtle but perceptible
changes in color, behavior, activity, or expressions of psychologic or existential
discomfort, e.g., anxiety or fear.
The Feeling
The Feeling "that something is not quite right" is the second phase of EPR and
occurs almost simultaneously with recognition of The Look. When nurses notice a
patient exhibiting The Look, most report their first conscious awareness that some thing
is amiss is a physical sensation. These visceral sensations serve as a warning telling the
nurse to pay careful attention to a patient. While the nurse often is not immediately
aware of the precise nature of the impending event, the usually uncomfortable feeling
enhances his or her awareness of subtle cues in the environment.
Most nurses described The Feeling as similar to a fight or flight response which
was "like a surge of adrenaline, like all of a sudden you have to do something and you
feel kind of fired up." Nurses of both genders reported experiencing an increased heart
rate, racing thoughts accompanied by a narrowed scope of focus, and a sense of
urgency. Several nurses characterized the sense of urgency to act as "a sense of
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impending doom." A female nurse with 20 years of experience described her experience
of The Feeling:
It is kind of like something in my gut, you know, not really like butterflies in
your stomach, but just kind of like a tingling sensation in your stomach, and it
·kind of makes the-I don't really have hairs on the back of knees-but you kind of
feel like your hairs are standing up.

Another female nurse with 33 years of experience described The Feeling as:
It's like a sinking feeling. It's like, 'Oh, shit.' Like no matter what you do or
how right you do it, you are not going to change this outcome ... Just that feeling
you get in your stomach. Your heart starts to beat a little bit fast. It is pure
anxiety. Because you feel like that because you are a nurse in the ER you should
be able to stop this from happening. You should be able to fix this, make it right,
turn it around, something. It just took me forever to figure out I couldn't always
do that.

Nearly all respondents experienced The Feeling in terms of sympathetic
stimulation. However, The Feeling was sometimes experienced more intensely. One
nurse described an incident that occurred in 1991 when The Feeling stimulated her
olfactory and visual senses. She was caring for a woman who had been involved in a
large motor vehicle crash about one hour prior to her arrival at the hospital. Because of
the number of people injured, emergency medical personnel on the scene triaged
survivors to several hospitals. The hospital to which the woman was transported was not
a major trauma center and was quite far from the scene of the collision. When
describing her experience with this patient the nurse reported, "I noticed the strangest
thing, almost like an aura. You could smell it. You could smell that." She continued:
I know it sounds strange, but I can't describe to you what it smells like. It
wasn't like it was salty. It wasn't anything I could identify. It was almost like

44

having a migraine headache and every bit of stimuli comes in so clearly, kind of
overtly it comes in.

The Feeling, triggered by and occurring nearly simultaneously with The Look, is
described by most nurses as feeling like an adrenaline surge. That is, The Feeling causes
them to respond to the The Look as if their own life or safety was in peril. The nurse
becomes hypervigilant but narrowly focused on the patient as he or she continues to
assess the patient and considers possible etiologies of the change as well as possible
sequelae. Most, if not all, of the cognitive processes involved in EPR until this point
occur very rapidly and on a preconscious level.

The Action
Regardless of the manner in which nurses experienced The Feeling, all of the
nurses felt compelled to act. Depending on the nurses' sense of urgency, different
actions are pursued. The Action includes (a) immediate intervention, (b) further
investigation to identify the source of The Feeling, or (c) an invitation to other team
members to consider that the patient may be more ill than he or she appears.

Immediate Intervention. Some experiences of EPR required that the nurse take
immediate action. In these cases, The Look and The Feeling compelled the nurse to take
immediate action, regardless of the patient's apparent clinical condition or colleague's
responses. Mannerisms and instructions are far more directed without the usual etiquette
among team members. One nurse with 15 years experience described his response to a
man who walked into an Emergency Center on a cold winter's day without an overcoat
yet sweating profusely:
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A lot of people sit there and say, "You go into a robot mode." Most of the time it
is "Can I please have this, can I please have this." When I get to something that I
feel is an emergency, especially like with that gentleman, we had a tech for
every nurse. I looked at the tech and I go, "Get the patient out of 5A, give me
the crash cart, get an EKG ready, get in there and get it now." There is no more
'please'. There is no 'thank you', and the techs that worked with me know
something was wrong. I don't know what was wrong, but when W acts like that,
something bad is going to happen. So my demeanor changes.

Sometimes the actions are immediate and don't correspond to physical
presentation. A nurse with 20 years experience described an event that occurred 10
years ago. She was 'checking on' triage when a man complained of a toothache. Despite
the seemingly trivial nature of his complaint, his apparent lack of distress, and his
normal vital signs, the nurse immediately put the man in a treatment room. The triage
nurse argued with her decision. She put the man on a cardiac monitor:
I had him lying down on the stretcher and I was turning to monitor, and that's
when he sat straight up in bed and grabbed me by the front of my scrub top and
he said, "I am going to die," and he just went unresponsive .... Anyway, we
called the code and attempted to resuscitate him, but with no success.

Further Investigation. Most experiences of EPR served as what a nurse with 19
years experience called, "an early warning system for a nurse." When the situation is
significant enough to trigger The Feeling, and immediate action, as described above, is
not warranted - many nurses move to further investigation. In these situations all
respondents paid attention to their feeling. One nurse described his response this way,
"You know, I'm gonna keep my eye on this person here. I'm getting bad vibes. They've
got that look."
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Nearly all respondents reported taking the time to investigate the source of their
concern. Further investigation often took the form of talking to the patient and ensuring
a complete history was taken. One nurse commented, "When somebody starts to spiral
or decompensate, look at them, look at their face and you get a sense. You talk to the
person." Another nurse with 13 years of experience described it as, "I was kind of
digging in and finding out, like 'This has been going on how long and what occurred.'
Just really, really probing. A lot of it has been really getting a thorough history and
probing."
Impartation and Invitation. When a nurse had seen The Look and experienced
The Feeling, but the patient remained clinically stable, the nurse then had to formulate
a plan that allowed for other team members' input while still remaining vigilant about
the patient's condition. Further testing was one strategy. Not all attempts to further
clarify a patient's condition were met with support from other health care team
members - especially if the nurse was not able to describe specific physiologic
parameters or offer a specific rationale for wanting further testing. A nurse who felt
uneasy about her patient awaiting admission for what was thought to be new onset
congestive heart failure, described her attempts to obtain additional diagnostic testing:
So I called the consultation team and I said, "Did you guys scan him for a PE?" I
don't know why I thought this guy had a PE, but for some reason I did, and I
said, "Maybe he has a PE or something like that. I just don't know. I just don't
think this is ....... Did you ask him about that?" They just basically told me where
to go. Like, "You're the nurse and why would you think this guy has a PE
anyway?"
They are like, "We're too busy for you. Go away." So I went to the resident. He
was an intern, kind of a little kid. He was cute. I said, "Can we scan this guy? I
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just think he has a PE." He said, "No. Cardiology says he has CHF." I said, "I
know, but I have been doing this for a long time and I think he has a PE." The
bad thing was I couldn't back it up. I couldn't say to them, "I think he has a PE
because ... I think something is wrong. I think that this man is sicker than
everybody thinks he is." So the resident goes, "Oh. You know what? If you can
get the attending, if you can get so and so to do it, then that's fine." So I went to
the attending because I had a really good working relationship with her. We
were really busy, and I said, "Can I scan this guy." She said, "For what?" I said,
"For PE." She was like, "Well, you know, I guess. I know you have picked up
some weird stuff before, so if you want to scan him, you go scan him."

An experienced nurse caring for the seemingly stable woman who had been in a
motor vehicle collision, invited collaboration with the attending physician by asking for
his assistance. After describing her concerns, she admitted that she had no biophysical
evidence to support her suspicions. After examining the patient himself, the attending
physician agreed that there was no reason to believe that the woman was severely
injured, but he approved her being first in the CT scanner based on the nurse's EPR.
During the CT scan, the patient became unstable as the liver laceration she had
sustained began to bleed more.
Several nurses report no difficulties with colleagues believing or trusting their
EPR. In general these nurses are older; more experienced; and have worked with the
same people for a longer period of time. Thus, they are known to their colleagues.
These nurses had learned to communicate their concerns regardless of the consequences
or their colleagues' reactions. Nurses in academic or teaching setting generally also
report less difficulty in conveying their concerns about a patient even without empiric
evidence to support their suspicions. One nurse who has worked in academic and
nonacademic hospitals commented:
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In the environment at the county hospital, I never felt afraid to say that, because
everybody was in the learning atmosphere. We pretty much worked good as a
team and I have done that on occasion. "I don't know what's wrong, but you
need to come see this patient." And I never got rebuked for it there. In other
environments that I have been in, I would not have been as quick to do that,
although if I had the strong feelings like I had with this patient, I wouldn't care
what they said about me; I would just want somebody to come in and look at
him, and, you know what, if my intuition was wrong, I did what I thought was
right for the patient.
However, an academic setting can also be a hindrance to communication. Some less
experienced physicians reject concerns not based on concrete, readily apparent
evidence. One respondent noted:
I am trying to explain to them that sometimes the experience makes you feel
things that other people can't or haven't developed yet, and they get-I don't
know the correct word-defensive or .... I find young doctors tend not to be as
receptive as the doctors that have been around for a while.
A nurse with a total of 36 years of experience related an incident that occurred
20 years ago in the burn unit of a teaching hospital. The burn unit at that hospital was
relatively new at the time of the incident, but the nurse had more than 10 years of burn
experience and was the head nurse of the unit. A young man with first and second
degree burns over approximately 20% his body, including his face and upper chest, was
admitted. The senior resident and this nurse were caring for the patient. The nurse made
three attempts to have the resident intubate the patient ranging from questioning if the
resident wanted to intubate, to having the intubation equipment and ventilator set up, to
finally telling the resident that any patient with this type of burn required intubation.
The resident staunchly refused to intubate. Later that same evening, swelling occluded
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the patient's airway and the resident was unable to intubate. The patient suffered an
irreversible anoxic brain injury.
Overall, nurses reported the most difficulty communicating their concerns when
the EPR experience involved a relatively stable patient, and the nurse or his or her
colleagues were less experienced. When discussing her communication with colleagues
with varying amounts of experience, a female emergency nurse commented, "The
doctors just trust me when I am saying that there is something that's going to go wrong,
but only from experience of working with the one for years. The other ones just think
I'm crazy." Another nurse reflected on his ability to communicate clinical concerns that
could not be validated empirically:
So you might have an intuitive feeling about something, but you may not act on
it, and I think that is something that with myself has changed. I tend to act on
that more than I used to. I think I am probably, I guess you could, a shy person.
So I don't want to call attention to myself, and so I tend to not try and cause
waves and all of that kind of stuff. I have kind of gotten more assertive in that
area, and now it is like, "You know, I am just going to say. I am going to say I
have this feeling and whatever happens, happens." So I wouldn't necessarily call
it a growth, but that is a change.

A third nurse shared how, with experience, she learned to better communicate her
concerns to physicians:
Some of them you can approach and you can just tell the truth, and others you
kind of have to fudge a little .... You know how they start to give you that look,
like, "Yeah, and ... " So then I will embellish a little. Sometimes I will say, "You
know, I have seen this before and this was not a good outcome, and I think we
need to do X, Y and Z." As long as I give them a plan, I usually have a better
response than if I just say, "I have this problem. What are you going to do about
it?" If I go to them with a plan, then generally they will just go with the plan.
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The importance of communicating The Feeling was illustrated by a female nurse
in her mid twenties with three years' experience. She recounted a cardiopulmonary
arrest in an emergency department that lasted quite some time. Despite the fact that the
male patient appeared to be dead and that many rounds of medications had thus far been
unsuccessful, she was convinced that the patient was not moribund:
We had a guy one time that my attending called him, pronounced him three
times, and I am like, "He's not dead. Stop trying to kill him." Now this
gentleman was purple. He was dead, but then the cardiologist came in and said,
"Well, XXX, what do you think is going on?" I said, "I don't know, but take
him to the cath lab. He's not dead." He was maxed out on dopamine and I have
got him on Levophed, on every drug ever made. Somebody was doing chest
compressions. I am like, "He's not dead. I am telling you, he's not dead." They
took him to the cath lab. I mean, during CPR, they took this man to the cath lab.
What did they have to lose? They took him to the cath lab and basically they
stented him and he came back, and he walked out of the hospital. That was a
tough fight. That was like a crying fight. Later on, I cried because I was
exhausted. I was sweating from doing that code for so long. I just didn't think he
was dead. You know what? Oddly enough, when he did come back to see me, he
remembered my name.
It is at the level of The Action that EPR becomes, and the cognitive processes
comprising EPR may become, conscious. While Immediate Intervention may begin
preconsciously, cognitive processes become conscious as the intervention proceeds and
increasingly complex decisions are required. Further Investigation requires a nurse to
actively switch to a conscious mode of cognitive function as further clues are sought to
confirm or eliminate various possibilities. It is The Action of Impartation and Invitation
that seems to be most troublesome for nurses. These nurses have consciously decided to
share their concerns with colleagues but these concerns remain in the preconscious,
often nonverbal language of EPR. Many nurses express frustration at their inability to
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articulate their concerns or at their lack of authority to compel colleagues to believe and
act on their concerns.
Developing EPR Skills

The second research question sought to understand the manner in which
registered nurses believed they developed the skill of early perceptual recognition. Most
of the respondents reported that EPR was, at least on part, a skill that they had
developed and refined over time and that could, in turn, be taught to other nurses. For
example, a nurse with 36 years of experience recalled playing "Stump the Chief' with
the chief of the surgery service when she was a new graduate. In the game, the chief of
the surgery service was one team and the nursing staff the other team. One team would
give the other a patient care scenario and the opposing team would have to figure out
what was going on with the patient based on information provided in the scenario and
supplemented by the answers to questions. This nurse believed that this helped to
enhance her EPR.
Many respondents noted that experience, specifically seeing similar cases,
greatly enhanced their skill of EPR. One nurse referred back to the patient he had seen
being admitted to an intensive care unit when he was an 18 year old corpsman. He
continues to use the look that he saw on that patient's face as a point of reference. He
also reported that when he orients new nurses, he tells them that story. He also helps
them to be aware of their own patients and to use previous patients as a reference when
assessing new patients.
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Another nurse summed up the essence of many respondents' thoughts when she
theorized:
No, I think my theory is that you have a bunch of life experiences. You don't
always remember the details of the life experiences, but the lessons are in your
brain, and so when you need them, they kind of come to the forefront in the
form of intuition. So I really think it is past behavior of some kind or seeing
something that maybe you weren't involved with but you watched what
happened, what unfolded, and so it is burned into your memory and comes out
when you need it to come out. I mean it is possible that you are born with it, but
I really thing it is a learned behavior of some kind.

Many respondents emphasized the importance of not suppressing EPR advising
less experienced nurses to not ignore their perceptions. One experienced nurse advised,
'Teaching other nurses that it is OK to listen to what they think, what their gut tells
them, ... and to acknowledge it. I think that is the biggest thing." These nurses
emphasized the possible outcome of ignored EPR. One nurse remembered working in a
cardiovascular recovery room early on her career. She experienced EPR about the
patient for whom she was caring and, "I just kind of kept it to myself, and that's the
patient that coded 30 minutes later. I was a new nurse back then, and I guess I didn't
have the confidence to tell people." Another nurse expressed regret over a situation in
which she ignored her sense of "impending doom" and discharged a young woman with
abdominal pain from the emergency center as ordered. The woman died two days later.
A nurse with five years of experience reinforced the value of experience and
good preceptors. Acknowledging that she tries to really be attentive to the patient as
well as all that is occurring around him or her, she emphasized the importance of
working with more experienced nurses who verbalized what they saw and what they
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were thinking. Experiences that these nurses sought out for her or allowed her to
observe helped her to be able to notice early, subtle patient changes.
In contrast, one nurse reported that she believed EPR was familial trait that her
mother, who was not a nurse, shared. She believed that EPR did not involve any sensory
perceptual cues and that it was more like extrasensory perception. A second respondent
believed that EPR was a "spirituality" that is a "gift from God." However when asked if
she thought that EPR could be taught, both of these nurses reported that EPR could be
taught by encouraging other nurses to pay attention to their "gut feelings" or "inner
intuition."
Summary
The model of Early Perceptual Recognition was developed from interviews with
14 nurses who had experience with EPR. EPR is a process that is initiated by
recognition of the Look. The Look is subsequently followed by The Feeling that can
generate The Action. This model explains the way this diverse group of nurses
experienced and acted on subtle changes in patients. At the point in which these nurses
were able to perceive and respond to these changes, the changes were undetectable
using usual, objective biophysical measurements. Nurses employed EPR as "an early
warning system" or a "precursor to an event." They also reported that the phenomenon
of early perceptual recognition was likely a product of their experience, education, and
attentiveness. As such, they thought that the skill of EPR could be enhanced in less
experienced nurses.
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CHAPTERS
SUMMARY OF THE STUDY
Nurses often "just know" that a patient is more gravely ill than is readily
apparent. This skill is termed early perceptual recognition (EPR). If knowledge gained
through early perceptual recognition is acted upon in a timely fashion, the nurse may be
able to prevent, or prepare for, an adverse clinical event. Ultimately this may improve
patient outcomes. The purpose of this study, guided by interpretative phenomenology,
was to explore what observations generated early perceptual recognition and how
nurses acquired and developed the skill of early perceptual recognition. This chapter
presents a summary of the findings, discussion in relation to current literature,
conclusions and implications, and recommendations for further research
Summary
Interpretative or hermeneutic phenomenology provided both the philosophical
orientation and methodology for this study. Using networked sampling, 32 respondents
submitted written narratives describing what they believed to be EPR experiences.
Fourteen respondents completed a semi structured audio taped telephone interview.
Constant comparative analysis of data was performed as the data were collected.
Findings helped guide further data collection. Data collection continued until saturation
occurred, that is no new information was revealed.
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The majority of respondents were female (84% ). Respondents were also well
educated. More than half (53%) of the participants entered nursing with a BSN. At the
time of the study 50% of participants had earned an MSN.
To summarize, the Catalano Model of Early Perceptual Recognition emerged
from the data analysis. The phenomenon of EPR, characterized by one nurse as "an
early warning system for nurses," was begun when the nurse recognized The Look.
Referring to both the look of the patient and the look on the patient's face, The Look
was the trigger for the rapid cognitive processes that characterize EPR. Next most
nurses experienced The Feeling, a visceral sensation, experienced in a variety of ways
that propelled the nurse to act. Depending on the nurse's assessment of the urgency of
the situation, action was taken. The Action included (a) immediate intervention, (b)
investigation to identify the source of The Feeling, or (c) an invitation to other team
members to consider that the patient may be more ill than he or she appears.
Discussion of the Findings
The model of early perceptual recognition emerged in vivo during interviews
and subsequent coding. As respondents described their EPR experiences, a typical
sequence occurred. This sequence included an initial visual cue that initiated rapid
cognitive processes that occurred outside the usual realm of consciousness. Most nurses
then described an almost simultaneous visceral sensation that alerted them that
something unusual was imminent. Within seconds, the nurse took action based on the
perceived seriousness of the situation. If needed, immediate intervention was
implemented. However, if the nurse judged the situation to be more stable, he or she
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might take additional time to investigate why his or her "early warning system" had
been activated and/or to invite colleagues to consider that the patient may be more ill
than previously assessed. The concepts identified in this study are supported by
previous studies of nurses' intuition, decision making, and clinical judgment

The Look and The Feeling
Because The Look and The Feeling occur nearly simultaneously, it is often
difficult for nurses to distinguish whether the visual cue or the visceral feeling occurred
first. Upon reflection, most agree that it was The Look, the look of the patient or the
look on the patient's face, which triggered The Feeling. The importance of being aware
of The Look and The Feeling was first recognized by Benner ( 1984) in her landmark
study of nurses' skill development. Observing that some nurses were able to perceive
subtle changes in patients and correctly interpret these changes, Benner concluded that
nurses often anticipated the deterioration of a patient prior to the patient's manifesting
objective clinical signs of an imminent decline. In describing this phenomenon, Benner
asserted " ... the nurse is not using blind intuition, but rather is picking up on subtle
changes in the patient's behavior or appearance" (p. 100). Leners (1992) also noted that
the patient's look was key to the phenomenon that she called intuition.
When studying intuition in critical care nurses, Rew (1991) asked participants to
describe feelings and physical sensations associated with intuitive experiences. Physical
sensations associated with intuitive experiences were primarily reported in the eyes,
ears, mouth, skin, muscles, stomach, and heart. McCutcheon and Pincombe (2001)
found that nurses who experienced what the researchers defined as intuition may also
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experience secondary responses in the form of emotional feelings or somatic responses.
These findings are consistent with the current study.
The Action

When attempting to discern the role of tacit knowledge, i.e. experience related
knowledge, Herbig, Blissing, and Ewert (2001) compared nurses with similar amounts
of explicit knowledge but differing amounts of tacit knowledge. The participants'
explicit knowledge was tested before they performed standardized laboratory exercise.
The nurses with more tacit knowledge were found to perform better than the others.
Better performing nurses were able to use, "feelings as action-related information while
unsuccessful nurses seen to experience feelings as obtrusive and irritating." (p. 694)
Leners' (1992) ethnographic study recognized the difficulties that may be associated
with acting on or communicating the meaning of The Look and The Feeling to
colleagues.
The importance of nurses acting on The Feeling has been demonstrated in a
number of studies (Bellomo et al., 2004; Buist et al., 2002; Hodgetts et al., 2002;
Minick & Harvey, 2003). Bellomo (2004) and colleagues found that postoperative
patients had a 57.8 % relative risk reduction of suffering an adverse event after the
implementation of a medical emergency team (MET). Nurses, acting on feelings of
concern, activated the MET in more than 81 % of the cases. Similarly, Buist (2002) and
colleagues also noted a reduction in unexpected cardiac arrests after implementation of
a MET. In this case, nurses placed more than 84% of the calls activating the MET.
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In an attempt to identify criteria for activation of a MET, Hodgetts (2002) and
colleagues noted that nurse concern was a strong predictor of imminent cardiac arrest.
In this retrospective study, 97% of patients for whom nurses expressed concern suffered
cardiac arrest within six hours. In contrast, nurse concern was documented in the same
time period in only 37% of the non-arrest cases. Thus nurse concern, The Feeling, was
found to be a strong indicator of the need to activate the MET and was implemented as
a criterion for activating the MET, along with various physiologic criteria.

Developing Early Perceptual Recognition
Participants in the current study exhibited a wide range of experience in nursing
and in the time in their career of the reported early perceptual recognition event.
Additionally, although employment data were not formally collected, a number of
respondents indicated past or present active duty in the United States Military. Several
researchers have commented on the roles of both life experience and nursing experience
in the development of intuition or early perceptual recognition. Benner and Tanner
(1987) concluded that expert nurses used skills such as pattern recognition, similarity
recognition, sense of salience, and deliberative rationality, i.e., the apility to consider
how one's interpretation would change if one's perspective changed. The authors
acknowledge that these skills cannot be taught but can be developed through structured
exercises.
Schraeder and Fischer (1987) examined the role of intuitive thinking on the
clinical judgments of expert neonatal intensive care nurses. They found that four factors
influenced intuitive thinking: (a) the experience and technical proficiency of the nurse;
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(b) feelings of relatedness to the infant; (c) perception of the infants; and (d) linking of
current perception with past experiences.
In their attempt to develop a theory of intuition in nurses, McCutcheon and
Pincombe (2001) concluded that intuition arises from a synergy of knowledge,
expertise, and experience. These components are mutually dependant, have reciprocal
effects, and interact to yield an effect greater than the sum of the parts. Participants in
this study indicated that intuitive experiences were fed back into their existing
knowledge, expertise, and experience to enhance future practice, even if they had not
acted on the intuition.
These findings are consistent with the findings of the current study. Participants
reported that prior experiences positively influenced their skill of early perceptual
recognition. These experiences included experiences occurring in life in general as well
as in their nursing practice. The findings are also consistent with the reports from some
participants that their skill of early perceptual recognition was enhanced by exercises
designed to stimulate critical thinking and by critical reflection on prior experiences.
Conclusions and Implications
This study elucidated the phenomenon of early perceptual recognition: how
nurses "just know" that some unexpected event is going to happen to a patient. The
following conclusions were derived:
1.

Early perceptual recognition is a complex construct composed of a variety of
cognitive processes that is an acquired skill. Unlike intuition, early
perceptual recognition is not an inborn, mystical gift.
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2.

Early perceptual recognition may share some characteristics with intuition
but early perceptual recognition is characterized by rapid cognitions that
may occur on an unconscious level.

3.

Nurses believe that early perceptual recognition skills may be developed
through increased experience and active reflection on experiences.
Implications of this study are:

1.

Teaching methods that help nurses and nursing students enhance early
perceptual recognition skills may be developed.

2.

The potential to improve clinical outcomes exists.

3.

Nurses at all experience levels need to recognize the clinical importance of
their early perceptual recognition experiences and act on these accordingly.
Recommendations for Further Study
The findings of this study support the need for further investigation into the

phenomenon of early perceptual recognition. Recommendations for further study
include:
1.

Continue qualitative data collection in an effort to further refine the elements
of early perceptual recognition.

2.

Develop and test a strategy to teach and enhance nurses' skill of early
perceptual recognition.

3.

Develop a measurement that will help to quantify the benefit of early
perceptual recognition on patient outcomes.
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4.

Conduct research that will assess the benefit of early perceptual recognition
on patient outcomes.
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Janine Catalano, MSN, ARNP-BC
UT-H - MS - Internal Medicine

NOTICE OF APPROVAL TO BEGIN RESEARCH

August 02, 2005

HSC-MS-05-0328 - I Just Knew: Exploration of Nurses' Early Perceptual Recognition
P9OVlSIONS: This approval relates to the research to be conducted under the above
referenced title and/or to any associated materials considered by the Committee for the
Protection of Human Subjects, e.g. study documents, informed consent, etc.
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HEALTH INSURANCE PORTABILITY and ACCOUNTABILITY ACT (HIPAA):
The study must meet all ~lPAA research requirements. For compllance guidelines see details on
the Committee for the Protection of Human Subjects website at:
http://www.uth.tmc.edu/ut_general/research_acad_aff/orsc/cphs/guidelines/hipaa.htm
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documents if required, in a manner that ensures subject confidentiality.
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College of Nursing

DENTON

DAlUS HOUSTON

Houston Center
1130 John Freemon Blvd.
Houston, TX 77030-2897
713-79.4-2100 Fax 713·79.4·2103

Pioneering Nursing's Future:
An Adventure in Excellence

Dear Colleague,
I am a family nurse practitioner, emergency clinical nurse specialist and doctoral
student in nursing science at Texas Woman's University Houston campus. I am inviting
you to participate in a research study. The purpose of this study is to examine
phenomenon of early perceptual recognition of patient changes.
In order to study this phenomerion, I am asking nurses to think about a time
when they 'just knew' that their patient was going to code or crash before the event
occurred. If you can recall a time when an event like this occurred in your practice,
please take a few minutes to write down your memories of the events as well as any
other thoughts you may h ave about the event. Please do not use real names or the
name of the institution at which the event occurred. In this packet you will find
sample essays. This activity should take approximately 30 minutes.
After collecting a number of stories, I will contact some nurses in order to discuss
their stories in greater detail. The phone interview will last approximately 60 minutes. At
this lime you will be asked to talk about your experience in greater detail and share
other, similar, experiences - if they have occurred.
If you wish to participate, please ·contact me via email at RNintuition@yahoo.com
or telephone me at 713-862-0164. I will send you a participant's packet containing a
demographic data form, blank paper for stories, a contact form and 2 self-addressed
stamped envelopes. Returning your essay and your demographic data sheet will be
your consent to participate. Please DO NOT put your name or any other identifying
information or on your essay or on the demographic data sheet. Please return your
essay and demographic data sheet in the self-addressed stamped envelope attached to
the forms. If you wish to be considered for the interview portion of the study, please fill
out the contact information sheet. If you choose to fill out the contact information sheet.
please return it in the self-addressed stamped envelope attached to that form. In order
to protect your confidentiality, please do NOT return your essay and your
demographic Information sheet in the same envelope with your contact
information. If you choose to return the contact information sheet, I will be able to

match your essay and demographic information with your contact information by
matching the code number on the sheets. I will be the only person who will have access
to·the contact information sheet and I will be the only one who will be able to connect
your responses to you individually. Essays and contact information sheets will be stored

Think SUCCESS.Think TWU
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in separate locked cabinets in different locations. I will be the only person with keys to
the cabinets. No names or other identifying information will be reported in the study
findings. After the study is completed, I will destroy all contact information sheets. You

do not have to return the contact sheet to be included in the study.
Risks associated with participation in this study are very small. One risk is
transient anxiety you may feel when recalling a stressful event. The second risk is a
possible loss of confidentiality.
If you have questions about the study or procedures, you may contact me at my
· home address, 100 Roy Street, Houston, TX 77007, by telephone at 713-862-0164 or
by email at RNintuition@yahoo.com

If you have questions about your rights as a participant in this study, you may
contact the Office of Research Committees, UTHSC at Houston UCT 750, P.O. Box
20036, Houston, TX 77225 or 713-500-3985.
Your participation in this study is voluntary. You may decline to participate by not
completing your participant's packet. You may also withdraw from this study at any time
without penalty by contacting me at my home address, 100 Roy Street, Houston, TX
77007, by telephone at 713-862-0164 or by email at RNintuition@yahoo.com
All participants who provide a way for me to contact them will receive a letter on
TWU letterhead acknowledging your active participation in nursing research.
Your participation in this study is greatly appreciated.

((ewH
Janine M. Catalano, MSN, ARNP-BC, CNS
Doctoral Student
Texas Woman's University College of Nursing
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Your responses to the following questions will be used to describe the characteristics
of nurses who participate in this study. Please return this form along with your
description of your experiences in one of the self-addressed stamped envelopes
included in your packet.
Code number:

1. What is your gender?
___ Female ___ Male
2. What is your current age?
_ _ years

3. How many years have you been employed (full or part time) as a nurse?
_ _ years
4. How many years had you been employed (full or part time) as a nurse when
the experience you described occurred?
_ _ years
5. At what level did you begin your nursing practice?
_ _ LVN/LPN _ _ ADN _ _ Diploma _ _ BSN _ _ MSN
6. What is you highest degree in nursing?
_ _ AON _ _ Diploma _ _BSN _ _ MSN _ _ PhD/DSN/ND
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Example 1
"I was working in the ICU when I got this patient straight from the OR. The
guy was young- 43 or 44 years old. He had a CABG. According to the OR nurse,
everything had gone fine; just a routine CABG. Before surgery the guy had been
basically healthy, for someone who needed a CABG. Just some hypertension, no
diabetes, no Ml, a little overweight but active. Anyway everything looked good; he
was ventilating well; his gasses were OK, he was peeing but I just felt like something
wasn't right. I redid my head to toe assessment, checked my lines & drips, checked the
vent - everything seemed fine. But something still seemed off. After I charted, things
still weren't right. I didn't say anything but I did go ahead and draw up code drugs.
Sure enough, not 10 minutes later the guy arrested; just flat-lined for no good reason.
But I was ready for it. He surprised some of the other people in the unit, other nurses
and residents, but I was ready. We were able to get him back pretty quickly. I think he
fully recovered, but I'm not sure."
Example 2
"I was working 11 - 11 in the EC. I was triaging that day and we were
swamped. It was so hot, middle of the summer, full moon, it seemed like everybody
was drinking beer to cool off then getting irritated by someone and shooting them.
Anyway these 2 women came in. One was maybe in her 40s, the other looked like a
spry 80 year old but turned out to be only in her early 60s. She had obviously taken
some care with her dress but was it bizarre! This tiny skinny little lady was wearing
light blue pants and a matching light blue sweater with a red bra on over her sweater,
no shoes and a big straw sun hat. It was 10 o'clock at night. And was she mad! She
was spewing obscenities like you wouldn't believe. First thing she did was use a really
vulgar term to accuse me of trying to steal her boyfriend. The younger woman, who
turned out to be her daughter, said her mom had paranoid schizophrenia for as long as
she could remember but was usually good about taking her medicines. She lived alone
and someone checked on her daily, in person or by phone. Anyway the daughter had
gone out of town overnight. She had talked to her mom the morning before and •
everything was OK. When she returned a couple of hours ago, she called her mom
again and her mom hung up. When the daughter went to her apartment, her mom was
acting like this. The daughter thought her mom must have skipped her meds and
gotten psychotic. Anyway I persuaded the lady to let me check her vitals. They were
OK-no fever, pulse & BP a little up but she was so angry that seemed reasonable. I did
a quick fingerstick because the daughter said she was diabetic-96, so no problems
there. But from the moment they walked in I just thought, ''This lady is going to die."
And I meant die, like that night. We were packed in the back. I kept trying to get the
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charge nurse to let me move her back even though we had physically sicker patients. I
kept pointing out that even though she seemed stable she was cursing like a sailor and
we had quite a few kids in the waiting room as well plus something about her bothered
me. Eventually they moved her back. As I was getting ready to leave about a quarter
to 12, I hear all this commotion. It was the daughter screaming because her mom had
collapsed. Thankfully there were lots of people there at change of shift because this
little old lady was in full arrest. Waiting for psych to see her and in full arrest! They
got her back. I left after she went to the ICU. Turns out later that she was septic from a
UTI. Even though everybody said it was her schizophrenia, I knew something else was
really wrong. I'm glad I got her to the back when I did."
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This information will be used to contact you if you are selected to participate in an indepth interview about your experience. This information will be used to contact you so
that the interview may be scheduled at a convenient time. Letter of thanks for
participation will be mailed to the address indicated below. Please use the second selfaddressed stamped envelope included in your packet to return this form. If you wish to
submit an experience but do not want to complete this information, please return this
blank form. This information will be destroyed at the completion of the study.
Name_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __

Code number: - - -

Mailing Address._ _ _ _ _ _ _ _ _ _ _ _ _ __
Telephone Number_ _ _ _ _ _ _ _ _ _ _ _ __
Alternate Telephone Number_ _ _ _ _ _ _ _ __
Email._ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __
What is the best time of day to contact you?

What days are best for contacting you?

How do you prefer to be contacted? (Please indicate first and second choice.)
_Telephone Number _Alternate Telephone Number _email _US Mail
_Other. Please indicate how_ _ _ _ _ _ _ _ _ _ _ _ __
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At the beginning of the telephone call, the researcher will identify herself and state
the purpose of the call. The researcher will then ask the subject's permission to begin
recording. After the audio recording device is turned on, the researcher will state,
"During this phone call I will be asking you about a patient care situation during
which you experienced early perceptual recognition. The purpose of this interview is
to gather data that may help to better explain the nature of early perceptual
recognition. This interview is part of a research study. Your participation is voluntary
and you may stop the interview and withdraw from the study at any time. There are no
consequences for withdrawing from the study. I expect this interview to last
approximately 45 to 60 minutes. Do you agree to participate in this study?" If the
subject agrees, the researcher will ask, "Do I have your permission to audio tape this
interview?" After subject responds, the researcher will identify the interview using the
subject's code number assigned in the first stage of the study.
The subject will then be asked to think about a code prior to which he or she
experienced early perceptual recognition. Use your memories of that patient and code
to respond to today's questions.
1.
Tell me about the situation.
a. What else was going on in the unit?
b. What, if anything, did you know about this patient?
c. Tell me the first thing you recall that made you aware that there might
be a problem.
d. Describe what happened next. What were you thinking? What did this
mean to you?
2.
How is what you went through with this patient the same as other
situations in which you have been involved?
a. How is it different?
3.
What types of situations generate the feeling of just knowing?
4.
Please describe what it is like to just know something is wrong. How do
you feel physically?
a. Emotionally?
b. Intellectually?
5.
Many nurses describe the atmosphere in which knowing is experienced as
busy. Do you ever just know something is going to happen when it is slow?
6.
When you just know something is going to happen, how do you
communicate this feeling/instinct/knowledge?
a. To other nurses?
b. To physicians?
7.
Have you ever just known that something was going to happen but it did
not?
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8.

How do you think you developed the skill of early perceptual recognition?
a. Is it something you have learned, something you have developed with
experience, or is it something you are born with?
b. What do you think helped you to learn it?
9.
Do you think EPR can be taught to other nurses?
a. If so, how?
Probes will be used as needed throughout the interview to encourage the
respondent to elaborate on a topic or to clarify the respondent's meaning. The probes
most likely to be employed are:
1. And then what happened?
2. Can you tell me more about. .. ?
3. What do you mean when you say... ?
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