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ABSTRACT
Emergency nurses assess patients using objective and 
subjective data. When the charge nurse takes report from a 
paramedic, another form of assessment occurs. By eliciting 
apt data and using trauma-scoring criteria, a decision to 
enact a "trauma code” occurs. Considering the cost and staff 
utilization, it is important for the charge nurse to make sound 
decisions when activating a trauma code. The objective of 
this study is to explore the validity of nurses' use of intuition 
in patients to predict the severity of their injuries, and 
whether it impacts their choice to institute a trauma code.
The study design was a descriptive, quantitative, cross- 
sectional record review and cohort analysis. The setting was 
a rural Trauma Level III emergency department (ED) located 
80 miles from the nearest Level I trauma center. Phase I was 
a convenience cluster sample of all charge nurses in an ED. 
Phase II was a collection of all trauma records from June 
2010 to May 2012.
The inclusion criterion for Phase I subjects was that 
all participants were currently working as ED charge 
nurses. Analysis for Phase I data consisted of evaluating 
demographic information provided in questions 1 through 6 
in a questionnaire. For Phase II data, a power analysis using 
Cohen’s dwas performed to determine the sample size to 
be evaluated. On the basis of the 2012 trauma data, a total 
of 419 records needed to be assessed (confidence interval, 
0.164; P <  .286). Two groups were created: (1) gut instinct 
only, and (2) all other criteria. Injury severity scores were 
categorized by ascending severity: (1) 0 to 4, (2) 5 to 9, (3)

10 to 16, (4) 17 to 24, and (5) greater than 25. The data 
analysis consisted of a 2-tailed f test for probability and a 
linear regression analysis using Pearson's r for correlation.
In Phase I, 6 of the 8 charge nurses responded. Results 
showed an average of greater than 10 years of experience as 
an ED registered nurse, certification was equally yes and no, 
and highest level of education was at the BSN level. Phase
11 consisted of a review of 393 eligible medical files during 
the specified period. Because of the lack of sufficient data,
33 records were excluded. A total of 360 files remained with 
109 in the "gut instinct” and 251 in the “other” category. A 
t test was performed using a 2-tailed test with an a value of 
.05. Results were a f-score of 0.02, and the null hypothesis 
was rejected. To evaluate the linear relationship between 
the sets of data, a Pearson's r correlation coefficient was 
calculated to determine the relationship between the 2 
variables. Results indicated a strong positive correlation (r = 
0.992; P <  .001).
Intuition is a well-known phenomenon within the nursing 
community, but it is an abstract concept that is difficult 
to substantiate. To enhance the development of properly 
utilizing intuition in practice, I suggest pairing experienced 
with novice nurses in their patient assignments. This would 
enable the less proficient nurse to observe and ask questions 
about the rationale surrounding decisions the expert nurse 
has made regarding patient assessment and care.
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The term “triage” means to sort or prioritize. Emer
gency department (ED) nurses assess and reassess 
patients on a continual basis using objective and sub
jective data. All patients who present to the ED via 
private vehicle are triaged for the level of acuity upon

Author Affiliation: Health Sciences, Seattle Pacific University, Seattle, 
Washington.

The author declares no conflict of interest.

Correspondence: Lora L. Cork, RN, MSN, FNP-BC, CEN, Skagit Valley 
Emergency Department, 1415 E. Kincaid, Mount Vernon, WA 98273 
(lcork@skagitvalleyhospital.org).

DOI: 10.1097/JTN .0000000000000072

arrival. When the charge nurse takes a telephone report 
from prehospital staff, another form of triage occurs. By 
eliciting pertinent information and utilizing established 
preset trauma scoring criteria, a decision to enact a “full 
or standby trauma code” occurs for every ED patient. A 
full trauma code is implemented when the prospective 
patient meets specific predetermined national criteria that 
are based on mechanism of injuiy, level of conscious
ness, and abnormal vital signs, and is based on statistical 
information used to predict the probability of survival. 
The specific institution governs the standby trauma cri
terion where the patient is to be transported1. With the
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additional cost and staff utilization, it is important for the 
charge nurse to make sound decisions when considering 
activation of a trauma code. The objective of this arti
cle is to explore the validity of nurses’ subjective use of 
intuition or “gut instinct” in trauma patients to predict the 
severity of their injuries, and whether it influences their 
decision to appropriately institute a trauma code.

L I T E R A T U R E  R E V IE W  

N u rs in g  In tu it io n

To examine thinking strategies that influence triage nurs
es’ acuity decisions, researchers studied nurses in a small 
ED in rural Sweden. Results implied that skills, such as ex
perience, knowledge, and intuition, and personal capaci
ties, such as courage, uncertainty, confidence, and ration
ality, enabled the nurses to make correct clinical decisions 
regarding care of patients presenting to the ED.2 In their 
study they adhered to Benner’s3 concept of expert prac
tice. Her theory suggested 5 levels of nursing expertise: 
novice, advanced beginner, competent, proficient, and, 
finally, expert. These stages illustrate the movement from 
a new graduate (novice) to expert. Novice and advance 
beginners rely primarily on rules and regulations with lit
tle critical thinking and no use of intuition in patient care 
or nursing decisions. Competent nurses generally have 
2 to 3 years of experience and their actions are based 
on abstract, analytic long-term goals. Proficiency can be 
attained when nurses apply knowledge from previous 
experiences to current situations. Intuition and critical 
thinking is used, but as a conscious effort made by the 
nurse. At the expert level, the nurse no longer relies on 
preset mles to guide their actions. Critical thinking and 
use of intuition are subconsciously interspersed in clinical 
decisions surrounding patient care.4 Benner explains that 
expert nurses have 3 major responsibilities:

negotiating and managing physicians’ responses to 
the patient situation;

keeping track of what is going on with the patients of 
less experienced nurses and augmenting the less 
experienced nurses’ clinical assessments; and

being responsive to, and advocating for the patient 
and family concerns in ways that more closely 
match the actual concerns and needs.4<26‘27)

The Benner concept of expert nursing suggests that it 
occurs over time and is influenced by experience, educa
tion, intuition, and analytical processes, but with evident 
strengths and weaknesses. Other researchers described 
the first 4 stages of Benner’s expert practice as easily 
identified by measurable factors such as nurses’ ability to 
verbalize the basis of their decisions based on usage of 
hospital protocols, collaboration with colleagues, and the

use of reference materials. The fifth (expert) stage is a 
subconscious phenomenon where the nurse intuitively 
knows what to do effortlessly, but unable to explain 
why.5 One study described several weaknesses of Ben
ner’s expert nurse theory: (1) difficulty in assessing some
thing that is immeasurable, (2) the inability to corroborate 
between practitioners, and (3) the lack of quantitative 
studies to substantiate her theory. They concluded that 
performing evidence-based quantitative research may 
be effective in convincing more senior health care team 
members, such as physicians and managers, of the effi
cacy of the use of intuition in nursing practice.6

E m e rg e n c y  D e p a r tm e n t  N u rs e s

Intuition or “gut instinct” is the nurse having a feeling that 
something was not right and adjusting their care accord
ingly, but they may not be able to explain, with hard data, 
why they felt that way, even though they were usually 
correct in their clinical decisions, is a typical phenom
enon among experienced nurses. When examining think
ing strategies employed by ED nurses when performing 
triage assessments, researchers presented a typical pa
tient scenario for discussion. The nurses would verbalize 
their thoughts surrounding the situation, hypothesize a 
potential diagnosis, examine relevant medical history, as
sess the patient’s current status, make assumptions about 
the patient’s abilities, and then make predictions about 
what interventions should be carried out. Experienced ED 
nurses typically use critical thinking intertwined with in
tuition when making precise triage acuity decisions, and 
continued education with opportunities for new experi
ences could enhance the accuracy of their future triage 
decisions.7

T ra u m a  C o d e

According to tire online web resource, customary hospital 
policies/procedures dictate that when a trauma code is 
enacted in a Level III trauma facility, several members of 
a trauma team are required to arrive to the ED within 5 
minutes to be available to care for the incoming patient. 
A typical trauma team consists of an ED physician, trauma 
surgeon, 2 trauma care nurses, stat nurse (a critical care 
nurse with additional training in trauma patient care), ra
diology and laboratory technicians, IV therapy, nursing 
supervisor, and social services.8 In a traditional trauma 
code, the patient will incur a charge for enhanced ED 
services ranging from approximately $2000 to $3500 for 
a standby or a full trauma, respectively, in addition to the 
regular charges for care in the ED.

In ju ry  S e v e r ity  S c o re

The attending physician or trauma surgeon, according 
to the severity of injuries sustained, assigns diagnoses in 
the form of an International Statistical Classification of
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Diseases and Related Health Problems (ICD-9), which is 
then used to compute the injury severity score (ISS). Ac
cording to a trauma scoring online Web site, body regions 
are separated into head and neck, face, chest, abdomen, 
extremity, and external. The most severe injury in each 
region is scored from 0 (no injury) to 6 (unsurvivable) and 
then squared and added together for a final ISS, ranging 
from 0 to a maximum of 75. One score of 6 in any body 
region is automatically scored as a 75.9 The ISS system has 
been in use internationally for more than 20 years and 
correlates linearly with morbidity, mortality, and length of 
stay in the hospital. The rationale for this system is to en
able the Centers of Disease Control to track and monitor 
ISSs in their trauma registry bank, which in turn, helps to 
allocate federal funding to areas of the highest need.

M E T H O D S

Study Design and Setting
The study design was a descriptive, quantitative, cross- 
sectional approach. The setting for this study included 
a 135-bed, trauma Level III state-designated hospital lo
cated approximately 80 miles north of the nearest Level I 
trauma center. The county’s population is primarily made 
up of regions of suburban with pockets of urban along 
a major state highway. According to the 2011 US Cen
sus Bureau, this county consists of approximately 1725 
square miles containing 68 persons per square mile, for 
a total population of roughly 118,000 people.10 This hos
pital receives approximately 200 standby traumas yearly. 
Transport times from the scene to this facility can exceed 
an hour in duration, in some situations. Because of the 
nature of this rural location, patients are usually trans
ported to this hospital for stabilization before being trans
ferred to a higher-level trauma center.

Sample
The sample for this study was obtained in 2 phases. In 
Phase I of the study, the sample size of nurses consisted 
of a purposeful cluster sample of 8 charge nurses current
ly employed by a rural ED. All participants are Advanced 
Cardiac Life Support and Trauma Nurse Core Curriculum 
certified. Some charge nurses are also Certified Emergen
cy Nurses, which indicates a higher level of knowledge 
that is obtained through comprehensive continuing edu
cation and testing every 4 years. The day and night shift 
staff was equally recruited for participation, and involve
ment in this study was voluntary and anonymous.

The Phase II sample consisted of a retrospective chart 
review of all deidentified trauma records and prehospi
tal reports (see Appendix 1 for the report form), dating 
from June 2010 through May 2012. The selected 8 charge 
nurses completed the prehospital records. The raw data 
were provided by the hospital’s trauma coordinator in the

form of an anonymous Excel (version 2010) spreadsheet 
that was organized per month.

Study Procedures
In Phase I, research procedures consisted of the princi
pal investigator (PI) collecting demographic data on the 
charge nurses who record prehospital report infonnation 
on incoming trauma patients. Data collected in Phase I pro
vided a baseline understanding of the individuals who are 
responsible for activating a trauma code. To avoid any po
tential dual-role bias, the PI, with the help of the hospital’s 
clinical educator, recruited individual study participants 
via employee interdepartmental mail. Phase I research ma
terials consisted of 2 items: (1) a recruitment cover letter 
and informed consent and (2) the Charge Nurse Question
naire (see Appendix 2 for the questionnaire). The PI and 
the hospital’s clinical educator addressed any questions/ 
concerns that the participants had, and after the consent 
was signed, the questionnaire was completed and both 
documents were placed in separate envelopes and re
turned to the PI via employee interdepartmental mail. 
Expected time that the participants spent in this study 
was approximately 5 minutes in one session to answer 
6 general demographic and educational-level questions. 
Results from the questionnaire were anonymous, and 
individual nurses could not be distinguished from one 
another.

Phase II involved a retrospective review of all trauma 
medical records dating from June 2010 through May 2012. 
Phase II materials included hospital records containing 
the completed Pre-hospital Report Form/Trauma Team 
Activation Tool and their matching assigned ISSs. All data 
were collected by the hospital’s trauma coordinator, dei
dentified, organized monthly, and assembled in an Excel 
spreadsheet. Research procedures consisted of selecting 
records containing the “gut instinct” trauma activation cri
teria along with their corresponding ISS, and were then 
recorded in another Excel spreadsheet. To facilitate the 
analysis of the data, ISSs were further broken down into 
5 categories of ascending severity of injury, and then test
ed for statistical correlation to the remaining trauma data 
containing all other activation criteria. No interventions or 
experimental procedures were utilized for this descriptive 
study.

Protection of Human Subjects
The hospital and university institutional review boards 
approved this study. No potential risks beyond those en
countered in everyday life were encountered for Phase 
I participants. The PI in this study is a peer ED nurse, 
therefore, to protect confidentiality and avoid poten
tial dual-relationship coercion, the hospital’s clinical 
educator, rather than the PI or the ED director, adminis
tered the recruitment cover letter, informed consent, and
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the questionnaire to each prospective participant. Results 
were then returned to the PI in separate sealed envelopes 
via the hospital’s interdepartmental mail system. The sur
vey was voluntary and anonymous. In addition, the PI 
had obtained unit-level permission from the ED director, 
trauma coordinator, and the clinical educator in support 
of this study.

Medical records in the hospital’s electronic database 
system contain account numbers and are subject to Health 
Insurance Portability and Accountability laws. The PI in 
this study has completed Health Insurance Portability and 
Accountability training and certification and pledged to 
uphold confidentiality standards. In addition, the National 
Institutes of Health training course “Protecting Human Re
search Participants” was completed by the PI. Raw data 
were deidentified by the hospital’s trauma coordinator 
before collection for research purposes. Any data neces
sitating closer review were thoroughly deidentified by the 
trauma coordinator before inspection of the records. No 
identifying infomiation was collected or retained as part 
of this study. All raw and electronic records were stored 
on a flash drive that was kept in a locked cabinet in the 
trauma coordinator’s office during the data collection pe
riod and was then moved to the graduate nursing office 
at the university for the required 3 years of storage. In ad
dition, study data were not shared with any staff member 
or management not directly involved in the study.

D ata  A nalysis
The inclusion criterion for Phase I subjects was that all 
participants were currently working as a charge nurse in 
the ED, and all charge nurses were included. Analysis for 
Phase I data consisted of evaluating demographic and 
educational information provided in questions 1 through 
5 in the Charge Nurse Questionnaire. Question 6 is quali
tative, in nature, and was discussed as a summarization in 
the text of this document. The purpose of this data was 
to provide a baseline understanding of the subjects who 
performed the documentation that provided the data that 
were selected for Phase II. The Hawthorne effect was 
greatly reduced, if not eliminated, by undertaking a retro
spective stance on medical record data collection; there
fore, the independent variable Phase I information did 
not affect the dependent variable Phase II data.

For Phase II data, a power analysis using Cohen’s d 
was performed to determine the sample size to be evalu
ated. On the basis of the 2012 year-end standby trauma 
data with a total of 182 records and a P  value of .225, in 
order to be 95% confident that the sample was within 4 
percentage points of the true percentage, a total of 419 
records needed to be evaluated (confidence interval, 
0.164; P <  .286). Phase II data were compiled in an Ex
cel (2011) spreadsheet. Two columns were created: (1) 
gut instinct criteria only, and (2) all other criteria. Injury

severity scores were broken down into 5 categories of 
ascending severity: (1) 0 to 4, (2) 5 to 9, (3) 10 to 16, (4) 
17 to 24, and (5) greater than 25. For ease of interpreta
tion, the data were displayed as frequencies in rows of 
the table. The data analysis consisted of constructing a 
boxplot to identify outliers in the third quartile needing 
further review, identifying and investigating records with 
missing data, performing a 2-tailed t test for probability 
of rejecting the null hypothesis, and a parametric linear 
regression analysis using Pearson’s r for correlation. All 
results were described by utilizing tables and summariza
tion in the text of this document.

R E S U L T S

P a rtic ip a n ts  (P h ase  I)
In Phase I, 6 of the 8 charge nurses responded to the 
questionnaire providing a 75% response rate. The non- 
participating nurses were not questioned about their 
decision to participate, as the survey was voluntary and 
anonymous. Results showed an average of greater than 
10 years of experience as a registered nurse and as an 
ED registered nurse, specialized certification was equiva
lently yes and no, and the highest level of education was 
BSN, with half of the respondents being at the ADN level 
(Table 1). The self-assessed level of confidence was be
tween “sometimes” and “often,” with the lower assess
ment being with the nurses with the lesser number of 
years of experience.

M a in  R esu lts  (P h ase  II)
Phase II consisted of a retrospective review of 393 eligi
ble medical files during the specified period. Confound
ing was addressed and controlled by reviewing all eligi
ble data, placing a record in the “gut instinct” category if 
that was the only criteria indicated in the document, and 
excluding all records without sufficient documentation. 
Thirty-three records were excluded, with 30 that did not 
meet any standby trauma criteria, and 3 lacking sufficient 
documentation. A total of 360 medical files were included 
in this phase, with 109 in the “gut instinct” and 251 in 
the “other” category. A third quartile boxplot analysis was 
performed on both sets of data and showed 9 “gut” and 
5 “other” records as potential outliers. These documents 
were closely examined and determined that all were le
gitimate eligible records for inclusion. In addition, 3 of 
the “gut” records were extreme outliers and are discussed 
in detail. To facilitate analysis and illustration of the data 
collected, records were subdivided into a frequency table 
organized by the ascending ISS (Table 2).

O th e r A nalys is  (P h ase  I I)
The data collected in Phase II of this research are ratio- 
level, as it has a natural score ranging from 0 to 75, so
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TABLE 1 Phase I: RN Demographic Data

RN A B C D E F
RN experience, yrs > 1 6 > 1 6 11-15 > 1 6 > 1 6 6-10

ED experience, yrs 6-10 > 1 6 6-10 6-10 > 1 6 0-5

Certification No Yes No Yes Yes No

Shift Nights Days Days Nights Days Days

Education ADN ADN ADN BSN BSN BSN

Expertise Often Often Sometimes Often Often Sometimes

Abbreviations: ADN, Associate Degree in Nursing; BSN, Bachelor o f Science in Nursing; ED, emergency department; RN, registered nurse.

parametric testing is the preferred method of evaluation. 
A t test to determine the probability that the 2 categories 
of data coming from the same population likely have the 
same mean was performed using a 2-tailed test with an 
a value of .05. Results were a t score of 0.021 showing a 
2.1/1000 chance of committing a type 1 error, so the null 
hypothesis was rejected, and it is assumed that there is a 
relationship between both sets of data. Results are sum
marized in Table 3-

To evaluate the linear relationship between the “gut 
instinct” data and the “other” data, the Pearson’s r correla
tion coefficient was calculated to determine the magni
tude and direction of the relationship between the 2 vari
ables. Results indicated a very strong positive correlation 
between the sets of data (r = 0.992; P ^  .001). Nursing 
intuition seems to be just as valid as objective data in pre
dicting severity of injury in trauma patients.

DISCUSSION 

Key Results
In Phase I of this study, it was found that all nurses had 
at least 10 years of general nursing experience and all but 
one subject had greater than 6 to 10 years of ED nurs
ing experience. The level of education and certification 
status did not seem to be related to years of experience

or the self-rated level of expertise. When examining the 
individual nurse’s self-rated level of competence, the level 
each nurse chose appropriately reflected their number of 
years as practicing nurses as was predicted when previ
ously discussing Benner’s4 5 levels of expertise: novice, 
advanced beginner, competent, proficient, and expert. 
Four of the 6 respondents answered “often” in question 
6, which matched Benner’s “proficient” level in her theo
ry. All of these nurses indicated that they had more than 
16 years of nursing experience. The remaining 2 nurses 
chose “sometimes,” which corresponded with Benner’s 
“competent” level, and they had a range of 6 to 15 years 
of nursing experience. Both of these levels imply that 
this group of nurses does utilize nursing intuition in their 
decisions regarding patient care and when instituting a 
standby trauma code.

Phase II data consisted of a total of 360 complete and 
accurate records out of the 393 available records. On the 
basis of the frequency chart in Table 3, the percentage of 
“gut instinct” compared with “all others” is as follows: (1) 
ISS 0 to 4, 29%, (2) ISS 5 to 9, 27%, (3) ISS 10 to 16, 39%, 
(4) ISS 17 to 24, 36%, and (5) ISS more than 25, 100%. 
The first 4 categories maintained a consistent pattern, but 
the records in the fifth category seemed to be extreme 
outliers, and were closely reviewed. Results of the in
spection indicated that all 3 of these cases were seriously

TA B LE S  Phase II: Medical Record Data

ISS Gut Instinct All Other Subtotal
0-4 60 148 208

5-9 26 71 97

10-16 15 23 38

17-24 5 9 14

> 2 5 3 0 3

Grand total 109 251 360

Abbreviation: ISS, injury severity score.

TABLE 3 Phase II: Medical Record Data 
Statistical Results3

ISS Range Mean SD 95% Cl
Gut instinct, 

n =  109
0-34 5.99 6.52 ±  1.24 4.75-7.23

All other, 
n =  251

0-22 4.61 4.53 ±  0.56 4.05-5.17

Abbreviations: Cl, confidence interval; ISS, injury severity score; SD, 
standard deviation. 

aP = .02.
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injured individuals without any objective data. The charge 
nurses involved in these cases properly utilized their sub
jective intuition skills, instituted a higher level of emergen
cy care, which ensured prompt and appropriate care to 
reduce morbidity and mortality for the patients involved.

Case 1 consisted of an 80-year-old man who fell off 
his motorized wheelchair in a grocery store parking lot. 
He complained of a sore right shoulder, no other injuries 
except minor abrasions, and had stable vital signs. The 
charge nurse decided to call a standby trauma on the ba
sis of his/her intuition that an 80-year-old who uses a mo
torized wheelchair probably has other medical problems 
that may contribute to the morbidity of his injuries. The 
nurse was correct—the gentleman sustained rib fractures, 
liver laceration, lung laceration, pneumothorax, lumbar 
fractures, and an ulna fracture. His final ISS was 26 and he 
survived his injuries after receiving the appropriate level 
of care in the ED.

Case 2 was a 57-year-old woman who slipped off 
her horse and was then subsequently stepped on by the 
horse. The patient was wearing a helmet and protective 
gear, complained of chest pain, had normal vital signs, 
and no loss of consciousness. The charge nurse decided 
to call a standby trauma on the basis of his/her knowl
edge of how tall and heavy horses are and the potential 
for a serious crush injury. This nurse was also correct in 
his/her intuition as the patient incurred a grade IV liver 
laceration and a hemopneumothorax. She was airlifted to 
the nearest Level I trauma center with an ISS of 34, and 
survived her injuries.

Case 3 was a 16-year-old adolescent boy who was 
skateboarding and ran into a parked car. He was not 
wearing a helmet, did not lose consciousness, but seemed 
mildly concussed at the scene. Minor scrapes and abra
sions were the chief complaint with stable vital signs and 
a normal Glasgow coma scale score. The nurse decided to 
call a standby trauma on the basis of his/her knowledge 
of adolescent risk-taking behavior, lack of use of a helmet, 
potential of high speeds involved, and tendency of male 
teens to downplay their symptoms. Again, the nurse was 
correct in his/her rationale—the patient suffered a skull 
fracture with epidural and subdural head bleeds, and a 
liver laceration. His initial ISS was 26, but after he was 
airlifted to the nearest Level I trauma center, it was recal
culated as an ISS of 35. Unfortunately, this young man 
died later of multiple organ dysfunction syndrome, acute 
respiratory distress syndrome, and liver and renal failure.

Lim itations
Some limitations to consider are the study sample was 
small, and consisted of only 6 individual nurses from one 
ED in a single hospital, the use of a short questionnaire, and 
the subjective nature of nurses using intuition. Although, 
indeed, it may be utilized frequently, nurses may not ver

balize the basis of their actions and decisions because of 
the fear of reprisal from colleagues and senior health care 
team members. The Cohen’s d power analysis for sample 
size suggested 419 records to be evaluated on the basis 
of the “gut instinct” percentage of 22.5%. The available 
number of eligible records analyzed was 393, which were 
26 less than the desired goal. These factors may affect the 
generalizability of this study to other geographic regions 
and to other disciplines of nursing practice.

Im plications for Nursing Practice
Intuition is a well-known phenomena within the nursing 
community, but it is a very abstract concept that is dif
ficult to substantiate, and impossible to measure between 
individuals. On the basis of Benner’s4 theory surrounding 
nursing practice, experience and education play a major 
role in developing intuition and using it appropriately. 
To enhance the development of properly utilizing gut in
stinct in practice, I suggest pairing experienced with nov
ice nurses in their patient assignments. This would enable 
the less proficient nurse to observe and have the oppor
tunity to ask questions about the rationale surrounding 
decisions the expert nurse has made regarding patient 
assessment and care. This can be accomplished by care
fully making staffing assignments where the novice and 
expert nurses are working in close proximity. This would 
not incur the institution any additional cost in wages and 
would benefit the hospital, nurse, patient, and public by 
increasing their staffs knowledge base, thus improving 
patient mortality and morbidity, and the general consum
er’s impression of the hospital.

C O N C L U S IO N
In summary, the available literature surrounding the con
cept of nursing intuition has been examined primarily by 
qualitative studies. Intuition may be considered an assess
ment tool that experienced “expert” nurses subconsciously 
use, although it can be very difficult to substantiate its ef
fectiveness. The purpose of this quantitative study was to 
explore the relationship between ED charge nurses’ use of 
intuition, as a subjective triage criterion, in enacting a trau
ma code in the ED, and by comparing its efficacy to the 
patient’s final ISS it was discovered that intuition is a valu
able tool to be utilized. By validating its effectiveness, ac
ceptance of the use of intuition in general nursing practice 
may be attained to enhance patient care and outcomes.
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APPENDIX 1: PRE-HOSPITAL REPORT FORM

SKAGIT REGIONAL HEALTH
SKA SIT VALLEY HOSPITAL 
SKAGIT REGIONAL CLINICS 
CASCADE SKAGIT HEALTH ALLIANCE

PRE-HOSPITAL REPORT FORM 
Trauma Taam Activation Tool

□  Walk In Age
□  M D F

Patient Name PMD

Mechanism of Injury □  FaH (height: ) DMVA DMCA DBicyde QPenetrating DGSW DOther
Protective Devices: □Helmet DlapbeH Dlap 8 shoulder belt OAittoags □  Unknown DNcne dOther
Date /  Time: ETA: FULL TRAUMA TEAM ACTIVATION □  Time:
Medic Report: Physiologic Factors Adult (age 15 * > ) Child (age 1-14) Infant (age 0-1)

Systolic Blood Pressure 
Confirmed by 2 consecutive less than 90 mmhg less than 80 mmhg less than 70 mmhg

Pulse Rate <50 or >120 <60 or >120 <80 or >140

Respiratory Rale <10 or >30 <10 or >30 <20 or >30

□  GCS less than 8 (reported as unconscious, flaccid, Posturing) OR

D Paralysis or spinal cord injury OR

□  GSW to head. neck, chest, abdomen, or groin OR

□  Unable to intubate pre-hospital with suspected need tor surgical airway OR

□  Anticipate arrival tX more than 2 seriously injured patients OR

D Transferred patients) from other hospital receiving blood to maintain vital signs OR

□  Amputation above Ankle or Wrist OR

□  Surgical Abdomen (rigid abdomen) OR

STANDBY TRAUMA TEAM ACTIVATION □  Tme:
□  GCS between 9-13

□  Drowning

□  Electrocution

□  Two or more long bones fractures, time sensitive extremity injury
B/P: PULSE: RESP: (Example: deglovtng, open fracture(s), or captery relilt > 2 seconds)

B/P: PULSE: RESP: □  Combination ot  bums greater than 20% or involving the face or airway

□  Flail Chest □  FaH more than 12 feet or 2 x the chids height
Temp: Cap refill □  Penetrating injury to head, neck, abdomen, or groin

Pulse ox: RA 02  Ipm □  Vehicle vs. Pedestrian or bicydist greater than 20 MPH
Airway:□  02  LPM OCannula □  NRB OETtube □  Rollover MVC,

□  IV(s) size: site: □  Steering wheel damage or significant passenger compartment intrusion
□  Blood drawn □  Blood sugar □  MVC - death same csr occupant
□  Monitor Rhythm: □  Extrication time greater than 20 minutes
□  Backboard & C-collar □  MCC or bicyde greater than 20 MPH or separation of bike and rider

Medications given □  Ejection from a vehicle

□  "Gut feeling" of Charge RN or MD or Paramedic

Consider standby Trauma Team Activation fo r  any of the following
□  Extremes of age, less than 2 years or greater than 55 years

□  Medical illness or co-morbidity factors (COPD, Anticoaguiated. Rend Failure, CHF)

□  Second /  Third trimester of pregnancy

□  Hosbie environment (extremes of heat or coW)

Signature: RN MD Date: Time:

S3322
05/17/2012
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APPENDIX 2: CHARGE NURSE QUESTIONNAIRE

All answers are confidential—your name or any other identifying information will not be disclosed.

1. RN years of experience:
a. 0 to 5
b. 6 to 10
c. 11 to 15
d. >16

2. ED RN years of experience:
a. 0 to 5
b. 6 to 10
c. 11 to 15
d. >16

3. Certification, CEN, CCRN, etc.:
a. Yes
b. No

4. Shift worked:
a. Days
b. Nights

5. Highest level of education attained:
a. Associates, ADN
b. Bachelors, BSN
c. Masters or higher, MSN, DNP

6. Which statement best describes your confidence in using “gut instinct” as a criterion when activating a trauma code?
a. Never, I rely on rules to guide my actions.
b. Very little, but I am able to see recurring meaning in the situations I am involved in.
c. Sometimes, I see actions as part of a longer-term plan and I am efficient and organized.
d. Often, I perceive things as a whole and alter the plan of care when things change.
e. Always, I have an intuitive grasp of situations and rely on pre-set rules only when things change 

unexpectedly.
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