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ABSTRACT

Background and objective: Engaging in clinical reasoning frequently occurs in busy, high pressured, stressful settings with
competing demands. Patient outcomes are affected in part by RNs’ clinical reasoning ability. This study aims to explore the
extent to which the clinical context influences clinical reasoning among urban and rural registered nurses.
Methods: In this exploratory study using a mixed method approach, 11 rural hospital RNs and 7 RNs practicing in urban medical
or surgical units completed a survey and a semi-structured individual qualitative interview. Data were generated over a two month
period in 2015. Descriptive statistics and Mann-Whitney U was used to test for differences among groups. Qualitative data
analysis procedures were used to help identify two major themes.
Results: The perceived lack of time influenced the participants’ ability to engage in clinical reasoning. The findings also suggest
that rule following hampered the participants’ ability to confidently share their clinical reasoning.
Conclusions: To deepen RNs clinical reasoning an examination of the clinical environment’s structure and processes that support
or impede engagement in clinical reasoning is required. Specific strategies that enhance clinical reasoning need to be unit specific
and driven by RNs.
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1. INSTRUCTION

Clinical reasoning involves: professional knowledge (what
nurses know) and action based on that knowledge (what they
do with that knowledge in clinical situations).[1, 2] In her sem-
inal work, Benner[3] suggests that the ability to understand
characteristics of current and potential future situations is im-
portant. As such, a plan of care must be based on conscious,
abstract, and analytical contemplation of the problem and
thus is closely linked to clinical reasoning.[3] Since Benner’s
ground breaking work further research suggests that nurses’

reasoning skills are also contextually influenced.[4] Indeed,
it would appear that context specific knowledge as well as
a broad experience base seem to be necessary for profes-
sional competence.[5] Given that clinical reasoning provides
the foundation for being able to provide appropriate care at
the appropriate time, administrators and professional nurses
ought to be concerned about how clinical reasoning might
be enhanced. Since there is evidence that clinical reasoning
is context sensitive, this study set out to explore how reg-
istered nurses (RNs) ability to engage in clinical reasoning
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was influenced by their clinical practice environment.

1.1 Problem statement
Engaging in clinical reasoning often times occurs in busy,
high pressured, stressful clinical settings with competing
demands. Such an environment may impact RNs’ ability to
engage in clinical reasoning that potentially can affect patient
outcomes.[1, 6] A review of the nursing literature suggests
that nursing practice environments have interrelated, multi-
dimensional organizational factors that impact the practice
environment.[7] Two broad types of practice environments
reported in the literature are the bureaucratic and professional
models. At the point of care, the bureaucratic model is task
centered, emphasizing hierarchical authority and control, and
formal rule enforcement. The professional model empha-
sizes individual qualifications, accountability, empowerment
and collegial team work.[8, 9] This type of model produces
positive practice environments where nurses are respected
and involved in decision-making.[10]

Rooted within the practice environment are unwritten rules
regarding acceptable ways members are expected to perceive,
think and feel.[11] It seems that current nursing practice envi-
ronments tend to reflect the more bureaucratic practice model
where conformity and acceptance of ‘this is way things have
always been done’[7] stifles nurses’ professional responsibil-
ity to engage in reflective, evidence informed clinical reason-
ing. Consequently, transforming these environments needs to
be a priority.[9] However, exploring how the clinical environ-
ment influences RNs’ ability to engage in clinical reasoning
is necessary and relevant.

1.2 Literature review
CINHAL, ProQuest Nursing & Allied Health Source, and
MEDLINE databases were searched for articles between
1985 to the present. Initial search terms included: clinical rea-
soning, decision-making, practice setting, context, and work
setting. Studies that investigate nurses’ clinical reasoning
fall into the following general categories: 1) ethical decision
making;[12, 13] 2) clinical reasoning for specific nursing proce-
dures;[14, 15] 3) decision-making and specific illnesses;[16, 17]

4) decision-making within specific practice settings;[18, 19]

and 5) decision-making in nursing using simulation.[20, 21]

Contextual factors that influence clinical decision making
that have been studied include: education,[5, 22, 23] experi-
ence,[3, 24] level of appointment,[18] age,[25, 26] and occupa-
tional orientation.[27] Thompson and Sutton[28] found that
factors (listed in order of priority) that affected clinical rea-
soning in critical care nurses included knowledge and experi-
ence, role modelling and least important, values. The order
of priority for factors affecting clinical reasoning in Hughes

and Young’s[29] study were clinical experience, clinical set-
ting, beliefs and preferences, short-term memory capacity
and interpersonal conflict. In a more recent study,[4] us-
ing the method ‘participant objectivation’, the researchers
conducted 12 structured non-participant observations of ad-
mission assessments by four nurses. Although a small study,
the researchers concluded that competence which is closely
linked to clinical reasoning, is related to individual and con-
textual factors as opposed to length of experience. Depend-
ing on various environmental factors, patterns of practice
seemed to be situationally rooted resulting in inexperienced
nurses demonstrating deep clinical reasoning skills while
experienced nurses demonstrated more superficial clinical
reasoning skills in some situations. In a quantitative corre-
lational survey study,[27] the researchers found that nurses
who worked on medical units engaged in decision-making
more often and that education and experience were not re-
lated to clinical decision-making. However, in an integrative
literature review of the factors that contribute to professional
nurses and midwives making sound clinical decisions, ten-
Ham, Ricks, vanRooyen and Jordan[30] found that clinical
knowledge and training was the most significant influential
factor on clinical decision making followed by organizational
factors and patient characteristics. Among environmental
factors, time and material resources were factors that could
influence clinical decision making aptitudes.

Based on this review, there appears to be some inconsis-
tencies in the literature pertaining to how context influences
clinical reasoning. In short, the identification of key elements
of professional practice contexts that positively or negatively
impact clinical reasoning in nursing is lacking in the current
literature.

1.3 Theoretical framework
The terms ‘critical thinking’ and ‘clinical reasoning’,
‘decision-making’ and ‘clinical judgment’ are frequently
used interchangeably in the literature. While there are simi-
larities among these concepts, for example they all include
elements of process and outcome, there are some important
differences. To shed light on these differences, a brief com-
parison of critical thinking and clinical reasoning is offered.

Critical thinking is described as a cognitive process that
includes rational analysis of information to facilitate clini-
cal reasoning, judgment and decision making.[31] Critical
thinking suggests there in a goal or objective to thinking pro-
cesses.[32] Clinical reasoning on the other hand, emphasizes
the processes prior to the end point. Clinical reasoning is
made up of cognitive, meta-cognitive (reflective thinking),
and discipline-specific knowledge (including contextual pa-
rameters of the patient and environment). The main purpose

Published by Sciedu Press 71



http://jnep.sciedupress.com Journal of Nursing Education and Practice 2018, Vol. 8, No. 4

is to gather and analyze patient information, evaluate its
significance, and weigh alternative actions.[32] Clinical rea-
soning is dynamic in nature since it encourages the nurse
to consider new information, interventions and alternative
courses of action at multiple points during interactions with
patient and healthcare team members.

Consistent with Simmons’ description,[32] in this study, clin-
ical reasoning was understood as ‘mindful doing’.[33] As
such, RNs use their cognitive and meta-cognitive skills to
engage in clinical reasoning. Clinical reasoning was also
understood to be responsive to significant social, psycholog-
ical, cultural, and contextual influences.[34] It includes the
processes of collecting cues, processing information, com-
ing to an understanding of the patient’s situation, planning
and implementing interventions, evaluating the outcomes of
the interventions, and reflecting on and learning from the
process.[35] As highlighted previously, the purpose of this
study was to explore how the practice context influenced
clinical reasoning skills among urban acute care RNs and
rural hospital RNs. Given the number of elements central to
clinical reasoning, understanding the potential impact of the
practice context is deeply relevant.

2. METHOD
2.1 Design
This study was an exploratory study using a concurrent mixed
methods approach. RNs self-reported their clinical-decision
making ability through the completion of a structured sur-
vey, and completed a 30 minute fully-simulated standardized
clinical scenario followed by a qualitative semi-structured
individual interview.

2.2 Participants
RNs working in urban acute medical or surgical care settings
as well as RNs working in rural hospitals that offer acute
care nursing services were recruited for this study. Recruit-
ment for the study was limited to the healthcare zones in
southern Alberta, Canada. To be included in the study, the
participants had to be RNs who were working 0.5 full time
equivalence (FTE) or greater, and have a minimum of one
year post-graduation work experience in their practice set-
ting. Participants self-identified as either being rural or urban.
That being said, rural was generally considered to be com-
munities of less than 10,000 people that required a minimum
of three quarters of an hour drive to access amenities in cities
with a population of > 100,000 people.

The study sample consisted of 11 rural hospital RNs and 7
urban hospital RNs. Of the seven participants who identified
their work setting as being either medical or surgical units
in urban hospitals, 85% of them worked on general medical

units and 15% worked on general surgical units. All of the
participants who worked in rural hospitals described their
practice setting as offering limited specialized medical and
ancillary services (for example physio therapy and respira-
tory therapy) where nursing care was provided to patients
of all ages and who were experiencing a wide variety of
health concerns. Urban participants described their work en-
vironment as being fast paced. They provided care to adults
experiencing a variety of illnesses with varying degrees of
acuity. Extensive ancillary services were available to them
on days and evenings with fewer services readily available
on night shift.

Seventeen participants were female and one participant was
male. They ranged in age between 20 and older than 40
years of age with 45% of the sample being between 26 and
35 years of age. One participant held a graduate degree, five
had completed a diploma in nursing, and twelve participants
held a university undergraduate degree. Over half of the
participants (67%) had completed their formal nursing edu-
cation program within the last five years. Consequently, the
majority of the participants had five years or less of work
experience.

2.3 Research setting
According to Nosich,[33] reasoning does not occur in a void.
Rather, context provides the background to reasoning. More-
over, while the context shapes which alternative courses of
action are possible, alternative courses of action also shape
the context. Identifying each the purpose for engaging in
reasoning, the main question pertaining to the event, as-
sumptions being made regarding the context, patient, and
colleagues, implications and consequences associated with
actions, professional concepts that guide RN practice, con-
clusions that are a result of the action taken or not taken, and
point of view is essential to engaging in sound reasoning.
This being said, personal experience with engaging in deep
critical reasoning, as well as the context in which this rea-
soning occurs, influences the experience of thinking things
through.

To provide participants with an environment in which they
could engage in clinical reasoning, we created a fully sim-
ulated environment as well as a standard scenario that the
participants worked through. The advantages to creating a
simulated but realistic environment in which the participants
could engage in clinical reasoning included: 1) providing the
researchers with comparable data sets thus enhancing reliabil-
ity and validity of the findings; 2) providing the researchers
with a degree of control over specific elements that were of
particular interest to the research study and; 3) avoiding clin-
ical problems that may raise ethical dilemmas and potentially
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place patients at risk.

With the assistance of expert rural hospital nurses as well as
nurses with expertise in medical/surgical content, a scenario
was developed. The scenario required the use of both high
and low fidelity mannequins. The mannequins were pro-
gramed using typical medical and/or surgical patient health
conditions. For example, one mannequin was programed
to represent a 76-year-old female with dementia and Type
II Diabetes; another mannequin represented a patient with
chest pain; and another mannequin exhibited the signs and
symptoms of a patient with pneumonia. Further, each par-
ticipant interacted with three actors (RNs) at various time
during the scenario. All the actors followed a script associ-
ated with their role which included a night nurse, a physician,
and a Licensed Practical Nurse. The simulation coordina-
tor controlled the computer programs for the high fidelity
mannequins.

2.4 Ethical considerations
Ethics approval was received from the university Human
Subject Research Committee (File #2014-072). An invita-
tion to participate in the study was forwarded to the nursing
staff by unit managers and through the researchers’ profes-
sional networks. Potential participants were provided with
a letter of invitation outlining the research procedures and
researcher contact information. If the potential participant
had further questions, these were answered by the Princi-
ple Investigator prior to booking a time for data collection.
Participation was voluntary. Although all of the participants
were made aware of their right to withdraw from the study at
any time, all of the participants completed the study. Writ-
ten informed consent was obtained after all of the research
activities were explained, and prior to the start of data collec-
tion. Consent was further verified following completion of
the scenario and prior to the interview. All quantitative data
were anonymized. Transcripts were assigned pseudonyms.
Following the guidelines for ethical management of research
documents, all project documents are kept in a locked cabi-
net and password protected computers. Data were generated
over a two month period in the summer of 2015.

2.5 Data collection
2.5.1 Study procedures
Prior to working through the scenario, the participants com-
pleted the Clinical Decision Making in Nursing Scale (CN-
MNS)[36] and Clinical Effectiveness and Evidence Based
Practice Questionnaire (EBPQ).[37] Once the participant had
completed the questionnaire, an orientation to the simulated
nursing unit was provided by the simulation coordinator. The
participant then listened to a ‘taped report’ of the previous

shift (typical handoff procedure on nursing units). After they
had listened to ‘report’ and had completed their workflow
sheet (each participant made a workflow sheet they normally
used at their workplace), they were escorted to the simulation
lab where they worked through the standardized 30 minute
clinical scenario.

To reduce the time commitment for participating in the study
and reduce the number of participants dropping out of the
study, the participants were interviewed immediately after
they had completed the scenario in an adjacent room to the
laboratory.

2.5.2 Survey questionnaires and interview
The CDMNS[36] is a 40-item questionnaire with a 5-point
Likert-type (from never to always) response scale with higher
score values interpreted as having a more positive percep-
tion of decision-making. It examines the respondents’ self-
perception of their decision-making abilities by assessing
four categories of decision-making: search for alternative
courses of action; surveying of objectives and professional
values; evaluation and re-evaluation of courses of action
and; search for information and unbiased assimilation of new
information.

The EBPQ[37] is a 25-item 7-point Likert-type response scale.
This instrument is intended to explore nurses’ day to day use
of evidence-based practice. Cronbach’s alpha for the former
was 0.83 and 0.87 for the latter. Both instruments have been
extensively used in other research studies and support the fo-
cus of this study which is to explore how the practice context
might influence clinical reasoning skills among urban acute
care RNs and rural hospital RNs.

The questions asked during the semi-structured interview
were based on elements of reasoning[33] and are found in Ta-
ble 1. All interviews were digitally recorded and transcribed
verbatim for analysis. The interviews lasted between 60 and
90 minutes.

2.6 Data analysis
Quantitative and qualitative data were collected concurrently
in this exploratory study. Each data set was analyzed in-
dependently of the other data set with analysis occurring
concurrently. Once analysis of each data set was completed,
the authors assessed whether the results of the two data sets
were congruent or divergent.[38] The merged results are pre-
sented in the discussion section.

2.6.1 Quantitative data analysis
Data were analyzed using the Statistical Package for the
Social Sciences (SPSS) v.22. Descriptive statistics were ob-
tained for all survey items. The Mann-Whitney U test was
used to test for differences among rural and medical/surgical
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urban hospital RNs. The significance level (α) was set at
0.05. Cronbach alpha was used to complete the reliability
analysis of the questionnaire (CDMNS: .741; EBPQ: .806).
A G*Power 3.1.9.2 software was used to conduct a sensitiv-
ity analysis to estimate the required sample size and power
of the test. For a linear bivariate regression for two groups
(Urban/Rural) difference between intercepts, setting alpha
= 0.05 and power = 0.80 a minimum sample size of 16 (n1

= 10, n2 = 6) was required. The actual power obtained was
0.8352. For a correlation (Point biserial model), setting alpha
= 0.05, power = 0.80, a minimum sample size of 18 would
require a moderate effect size of 0.52. For a linear bivariate
regression for two groups (Urban/Rural) difference between
slopes, setting alpha = 0.05 and power = 0.80 a minimum
sample size of 18 (n1 = 11, n2 = 7) was needed. The actual
power obtained was 0.8038.

Table 1. Interview questions
 

 

Element of Reasoning Questions 

Questions identifying the 
question-at-issue 

What were some questions you believed you had to be answered the scenario? 
What was the most important question you believed you had to answer in the scenario? 

Questions about the purpose 
What were some tasks you believed you had to do in the scenario? 
What was the main task you believed you had to do in the scenario? 

Questions about assumptions made 

What assumptions about your nursing practice did you bring to the scenario? 
Were you aware of any assumptions you were making regarding nursing while you 
were working through the scenario? 
Did you question any assumptions you made during the scenario? 

Questions about the context 
What was happening in the scenario? Why was this important to you? 
How aware of the context were you? 
How important is the context for you for completing nursing tasks? 

Questions about implications and 
consequences 

What were the possible implications or consequences of your decisions? 
How did these implications or consequences impact your decision about what to do? 

Questions about professional concepts What were some nursing concepts that you used in the scenario? 

Questions about conclusions 
What major conclusion did you come to in order to provide safe, efficient care? 
What information did you use to support these reasons? 
Were your decisions the best decisions possible given the situation? Why? Why not? 

Questions about information 
What information was important or meaningful to you in this scenario? 
What information did you use? 

Questions about alternatives  What alternative courses of action could you have taken? 

 

2.6.2 Qualitative data analysis
A template that included participant verbatim responses ac-
cording to the elements of reasoning and standards of rea-
soning,[33] and the analysis was created. In order to identify
differences if any, among rural and urban RNs, each inter-
view was analyzed line by line by the authors of this article.
Consensus among the researchers was used to ensure consis-
tency of the analyses (i.e. dependability) and credibility.[39]

Credibility was established through the use of a simulated
scenario and interview questions that had been used in a pre-
vious study. Use of a mixed methods approach also helped
to establish credibility since the data generated in this study
represents both qualitative and quantitative findings and so
provide a more complete and contextualized portrait of how
RNs’ ability to engage in clinical reasoning was influenced
by their practice environment.[40] Transferability is estab-
lished through thick, rich descriptions that novice nurses
who work in other practice settings recognize as their own
experience.[39]

3. FINDINGS

Qualitative data analyses for this sample, produced two major
themes: 1) the predominance of rule-following and; 2) a con-
sistent perceived lack of time for task completion. These are
supported by the quantitative data analysis that is provided
at the end of each theme.

3.1 The predominance of rule-following

Both rural and urban participants described rule-following
as the norm in their workplace environment. There were
specific written and “unwritten rules”, and a number of as-
sumptions they had to follow. Unfortunately, some of these
rules seemed to discourage the participants from seeking
help:

I always think that they’re busy doing something
and I don’t want to bother them (Clare, rural, 2
years of experience).
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For Alissa, asking for assistance was perceived as appropriate
only when she was overwhelmed:

I don’t like to put a bunch on the other people
because I know that they have their stuff to do.
If you’re drowning in your pod you can always
ask for help or if they’re just sitting at the desk
talking, you can always ask them to help out
but. . . (Alissa, urban, 3 years of experience).

Along with following the rule of asking for assistance only
under specific conditions, another rule the participants were
expected to follow was ensuring that all relevant information
had been gathered prior to approaching the team for consulta-
tion regarding the best course of action. Operating under this
assumption is reflective of a more bureaucratic environment
rather than a collegial one wherein evidence is identified and
examined as a team:

It depends on the situation, and it depends on the
support that I get. Like if I have a gut instinct
but I don’t have support from my colleagues
then I have to go back to the evidence (Denise,
urban, 3 years of experience).

Consequently, offering creative solutions was deemed appro-
priate only in certain, well-defined situations:

It’s the rigidity of how a shift goes. There’s
no fluctuation between anything unless some-
thing kind of goes wrong. When chaos arises
then your alternatives kick in but it is super rigid
(Betty, urban, 4 years of experience).

If there’s something emergent or really critical,
everything else gets put on hold and we deal
with the critical situation. If the unit clerk is
gone I’ll have somebody else fill out my trans-
fer papers and somebody else will be doing the
ECG and I’ll be phoning the doctor or whatever.
So like if it is a critical situation or an emergent
situation we do divide up like that. But it has
to be a pretty serious situation before we tend
to do that, not just like I have heavy work load.
You cope as long as you can with what you’ve
got (Holly, rural, 4 years of experience).

For David, following rules was so thoroughly entrenched
that breaking or veering away from them had significant con-
sequences. Afraid of making mistakes, he grew suspicious of
his own ability to engage in questioning and effective clinical
decision-making:

I’m also thinking I don’t want to drop any balls,
I don’t want to be the weak link . . . that stresses
me out (David, rural, 5 years of experience).

The quantitative data analysis seems to support the notion
that rural and urban workplace environments for these partic-
ipants is rule-bound. For example, a negative correlation (r =
-.687, p = .002) between the question ‘Looking for new infor-
mation in making a decision is more trouble than it’s worth’
(CDMNS Q#4) and the question ‘I use books or professional
literature to look things up I don’t understand’ (CDMNS
Q#5), seems to suggest that maintaining the status quo and
following rules is important. Similarly, there was a nega-
tive correlation (r = -.618, p = .007) between the question
‘Looking for new information in making a decision is more
trouble than it’s worth’ (CDMNS Q#4) and the question ‘My
clinical practice has changed because of evidence I have’
(EBPQ Q#10). It would appear that both these rural and
urban participants did not engage in activities that would
change their practice or how things were done on their unit
of employment: they simply followed the rules. In short, the
rules created to enhance the quality of nursing care became
the focus rather than the nursing care itself. Hence, sugges-
tions as to how to best improve practice by rule modification
were rarely if ever shared.

3.2 A consistent perceived lack of time for task comple-
tion

A perceived lack of time featured heavily in the participants’
discussions about their ability to engage in clinical reasoning.
For example, some participants suggested that the level of
busyness on the nursing unit, as well the patient’s level of
acuity determined which course of action they would choose
in the provision of nursing care. Because of a perceived lack
of time, previous courses of action believed to be effective
were used rather than considering whether an alternative
course of action might be better. Time, rather than better
courses of action, became the determining factor:

Sometimes you don’t have time to do an alter-
native, like your patient’s sick, this is what you
need to do right now. Once you know how to do
something, what do you have time for kind of
thing that determines what you’re going to do
(Linda, rural, 2 years of experience).

Depending on time, sometimes you don’t have
time to start with the easiest most simple inter-
ventions. You go straight to the more aggressive
interventions (Holly, rural, 4 years of experi-
ence).
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For other participants, the amount of time an intervention
took determined perceptions of time available for task com-
pletion. For example, Marie ranked interventions, listing
those her colleague might do so that she could complete
other tasks needing her attention:

I knew I wanted an ECG and I thought if I can
go get this nitro and give it to the patient, then
the LPN would have time to do the ECG and I
can be making the phone call. I thought it would
free up a little bit more of my time to do what
else I needed to do (Marie, rural, 15 years of
experience).

Other participants described instances where they felt the
organizational culture prevented them from taking time to
consider alternative courses of action. The system got in their
way. For example Holly describes the organizational culture
in her place of employment as one wherein RNs are expected
to work independently to the point where collaboration with
team members was frowned upon. Nurses were expected to
successfully complete tasks on their own. While respecting
nursing autonomy, this can also nurture isolationism. In turn,
this can impact a nurse’s willingness to think collaboratively
and explore alternative, better ways to care for patients:

That’s a resource [referring to colleagues] that’s
untapped. I don’t use help that might be avail-
able because I’m not used to doing that. Like
you’ve got your five patients and I don’t know
what’s going on with your five patients and you
don’t know what’s going on with mine (Holly,
rural, 4 years of experience).

To cope with the pressure of completing tasks in a timely fash-
ion, some participants engage in ‘multitasking’ that might
put patient care and outcomes at risk:

I just try to multitask properly. Like making sure
that I give medications quickly and process stat
orders (Alissa, urban, 3 years of experience).

For some participants, this perceived lack of time for task
completion was stressful. Such stress made them doubt their
ability to engage in sound clinical decision making and clini-
cal reasoning. This creeping self-doubt made them regularly,
second-guess themselves:

When people get very sick very quickly, is there
a way I could have dealt with that situation bet-
ter? Was there something that I missed that
could have told me that he was about to de-
cline that swiftly? What piece of information

did I miss that maybe could have prevented it
getting to that point? Did I respond quickly
enough? What were some preventative things
I could have done? (Gabby, urban, 5 years of
experience).

So while all of the participants, regardless in which practice
environment they worked in, demonstrated a willingness to
improve their nursing practice which is reflective of deep clin-
ical reasoning, some of the participants remained frustrated
and unsure of their reasoning ability because of a perceived
lack of time:

Being stretched in too many different directions
and worrying and being crazy. I don’t want to
miss anything and I might not be able to be in
all of the rooms at the right time (Martha, rural,
>20 years of experience).

Statistically significant correlations between items pertaining
to time and activities supporting deep clinical decision mak-
ing were present in our quantitative analysis (see Table 2).
Although caution is required in interpreting these findings
due to the small sample size, the findings seem to support the
notion that time is a factor in the participants’ perceived abil-
ity to engage in critical reasoning. More precisely, the lack of
time negatively impacts the ability to seek new information
and consider alternatives in the provision of care.

Table 3 presents the correlations between the CDMNS four
sub-categories (search for alternative courses of action; sur-
veying of objectives and professional values; evaluation and
re-evaluation of courses of action and; search for information
and unbiased assimilation of new information) and the total
EBPQ. As can be seen, there were no statistically significant
findings. That being said, it is possible that the negative
correlations capture the lack of time participants experienced
during the simulation. That is, they may not have had enough
time to evaluate their course of action and adjust their care
accordingly. They might also have felt pressured to complete
the tasks during the simulation they felt needed to be com-
pleted and did not have time to search for and incorporate
new information in their plan of care.

4. DISCUSSION
Accurate and sound clinical reasoning in health-care delivery
relies heavily on what nurses know about their patients, their
ability to engage patients in discussion about their needs,
and the nurses’ ability to engage with others.[41, 42] For the
participants in this study, although they paid attention to the
cues gathered from their patients, following rules and the per-
ceived lack of time negatively impacted their willingness to
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(1) seek out new, relevant information; (2) engage in creative
problem solving and; (3) discuss alternative courses of action
with colleagues. Although the perceived lack of time for task
completion might be related to the how the simulated sce-
nario was structured, the perception of lack of time seemed
to inhibit the participants’ ability to satisfactorily complete
day-to-day tasks. Unlike other studies where participants

spent a considerable amount of time communicating their de-
cisions to others,[18, 42] many of the participants in this study
felt unable to collaborate with others despite being aware of
the benefits of such collaboration. This may have lead some
of the participants to question their competency in being able
to work in acute, high-stressed environments with competing
priorities and demands.

Table 2. Statistically significant correlation between CDMNS & EBPQ questionnaire items (time)
 

 

 
If the clinical decision is vital and there is enough time, I 
conduct a thorough search for alternatives (CDMNS Q#1) 

I go out of my way to get as much information as possible to make 
decisions (CDMNS Q#8) 

r = .471, p = .032 

The risks and benefits are the farthest thing from my mind when I 
have to make a decision (CDMNS Q#38) 

r = -.511, p = .021 

Critically appraised against a set criteria any literature you have 
discovered (EBPQ Q#3) 

r = .522, p = .03 

Integrated the evidence you found with your expertise r = .484, p = .03 

Evidence based practice is fundamental to professional practice 
(EBPQ Q#9) 

r = .504, p = .034 

 Note. r is the correlation coefficient; p is the probability value from the statistical test. 

 
Table 3. Correlation between self-perception of decision making and total evidence-based practice

 

 

 r, p value 

Search for alternative courses of action  r = .535, p = .033 

Surveying of objectives & professional values r = .399, p = .126 

Evaluation & re-evaluation of courses of action r = -.214, p = .427 

Search for information and assimilation of new information r = -.106, p = .696 

 Note. r is the correlation coefficient; p is the probability value from the statistical test. 

 

So while standardized nursing practice and habituated rule-
following are important in certain nursing care contexts to
ensure safe patient outcomes are consistently met, rules can-
not be rigidly applied to complex nursing practice situa-
tions.[43] Indeed, an overemphasis on rules and disengaged
reasoning sanctions a context-insensitivity. The neglect of
context wherein decisions are made further impedes the on-
going development of clinical reasoning competencies, and
discourages nurses from developing attitudes of intellectual
curiosity and perseverance.

4.1 Implications
Nurse work environments are complex organisms comprising
of three different dimensions: culture, leadership and eval-
uation.[44] Equally important sub-elements in each of these
environments include: systems of decision-making, staff re-
lationships, organizational systems, power differentials, and
the potential of the organization to be innovative.[45] Like any
organism, nursing work environments are deeply intercon-
nected, and change in one area can deeply impact all areas.
With this caution as the backdrop for the discussion of the

application of the study findings, the following suggestions
are offered as a way to enhance RNs attempts and ability to
engage in deep contextually sensitive clinical reasoning.

Although Hauck, Winsett and Kuric’s[46] work focused on
transformational leadership to achieve organizational change
pertaining to evidence-based practice (EBP), lessons learned
in their study are applicable in addressing the issues the par-
ticipants in this study reported. For example, they suggest
that for change to be successfully implemented, a broad vi-
sion of the structure and processes need to be in place. One
such structure applicable to this current study is to have a
facilitator whose role is to support nurses and reduce the
barriers to implementing change.[47, 48] In this case, facilita-
tors might look at scheduling practices, and ensure there is a
balance between more and less experienced nurses working
the same shift so that less experienced nurses can have the
opportunity to discuss their reasoning with more experienced
colleagues.

Another possibility is professional mentoring. Nurse leaders
could become role models, mentoring other nurses in how
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to engage in clinical reasoning. This may be especially im-
portant for less experienced nurses like those in this study.
Development of clinical reasoning competencies would help
nurses, nurse leaders, and other healthcare professionals un-
derstand the nurses’ role and responsibilities. One way of
developing this type of competency is to deconstruct every-
day events and reconstruct them while using elements of
reasoning.[33]

Other suggestions pertaining to structure include managers
encouraging nurses to spend the time they need with patients
and to encourage nurses to offer suggestions on how to im-
prove work flow thereby, being able to spend time getting to
know their patients.[49] More broadly, managers should be
encouraged to account for variables in their environment they
can change rather than focussing solely on organizational
goals like patient satisfaction or revenue.[49] Focus on rela-
tionship building among nurses and patients can also be of
benefit to health care administrators and hospital managers.

An exploration of how nurses are involved in decision-
making regarding how care is delivered, and tracking of
patient outcomes may address the concern about lack of
time.[50] Further, examining whether nurses are able to work
with superiors, peers, subordinates and other healthcare team
members in a trusting environment based on shared values
might help identify strategies that address the perceived need
to follow rules.

4.2 Limitations
The subjectivity of self-reporting should be recognized al-
though both questionnaires used in this study have been
widely used, and their reliability and credibility have been
established. Although the sample size is small and a large
proportion of participants have five or less years of work
experience limiting the generalizability of the findings, the
findings identify contextual factors that might influence clin-
ical reasoning particularly for RNs relatively new to nursing
practice. Lastly, although recreating a fully simulated envi-
ronment is time consuming and costly, using it as the ‘field’
avoids any concerns with conducting this type of inquiry
in the field where ‘real-life’ patient outcomes hang in the
balance.

5. CONCLUSION
Rule following and perceived lack of time were two themes
that arose in this study. Indeed, the findings of this study sug-
gest that participants’ overemphasis on rules and disengaged
reasoning produced for them a degree of context-insensitivity.
To support the development of context sensitivity clinical rea-
soning ability, nurses need to be involved in organizational
decision making. Consequently, they should be invited to
collaborate in designing and implementing solutions to the
issues on their unit[51] resulting in deeper clinical reasoning
ability and better patient outcomes.
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