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(ABSTRACT)

The ability to make accurate clinical decisions and implement appropriate nursing
interventions is an essential component of nursing practice. Clinical decision making is the
process nurses use to gather information about patients, evaluate it and make judgments
that result in the provision of nursing care. However, competency in this area requires
integration of knowledge and experience which occurs over time. Beginning nurses are
expected to function in the clinical environment, making accurate clinical decisions. While
they have had theoretical information in their educational process, they have had limited
clinical experience. This presents the beginners with a difficult practice environment.

A naturalistic study was conducted to describe clinical decision making from the
perspective of beginning nurses and to identify factors which were influential in this
process. The study design was emergent, based upon the assumptions that the reality of
the phenomenon is best understood through the lived experiences of the participants. A
purposive sample of nine registered nurses with less than one year’s experience in acute-
care, medical-surgical nursing were interviewed. Four participants completed journals,

recording additional experiences with decision making. These data were analyzed using

Ethnograph 4, identifying common themes among the participants. A comprehensive



summary of the themes was returned to the participants for validation. The results are
presented in a narrative format.

For beginning nurses, decision making is the foundation of their daily work. Itisa
difficult process for them, as they work to apply theory to clinical practice. Common
themes emerged from the data: the role of experience; the importance of the interpersonal
environment; the significance of interacting with physicians and the process of developing
as a nurse.

Implications for education and practice were derived from these themes. In both
these, it is essential to listen to the perspectives of the beginning nurses. It is important to
foster interactions among practitioners from different levels of skill, encouraging
beginners to reflect on their experiences. Beginning nurses need to be supported in
transitions from the educational environment to the work environment, and throughout

their careers, to maximize skill development in the process of clinical decision making.
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CHAPTER 1
INTRODUCTION

The ability to make accurate clinical decisions and implement appropriate nursing
interventions is an essential component of professional nursing practice. Clinical decision
making is defined as the processes which nurses use to gather information about patients,
evaluate it, and make judgments that result in provision of patient care (White, Nativio,
Kobert, & Engberg, 1992). This is a dynamic process, where changes in the health status
of patients require nurses to modify decisions based on additional information.

The nursing care of patients in acute-care settings is becoming increasingly
complex. Nurses are expected to demonstrate accountability and competency in clinical
decision making. Changes in patients' conditions must be recognized quickly and managed
effectively if positive outcomes are to be achieved (del Bueno, 1990, 1994; Thiele,
Holloway, Murphy, Pendarvis, & Stucky, 1991). New nurses are often expected to
assume the same responsibilities as experienced practitioners (del Bueno, 1994).

Competency in clinical decision-making requires integration of knowledge and
experience which develops over time (Carnevali, Mitchell, Woods & Tanner, 1984,
Kassirer & Gorry, 1978). Understanding this process from the perspective of beginning
nurses will add to the body of knowledge of how nurses develop skill in decision making.
It will also enhance nursing education which is designed to teach students clinical
decision-making skills (Tanner, 1987). In order to achieve this purpose, it is important to
understand the nurses’ perspectives on the subject, from their viewpoints (Baxter

Magolda, 1992).



Purpose of the Study

The purpose of this study is to describe clinical decision making from the
perspective of beginning nurses and to identify factors which are influential in their
decision-making processes.

Need and Significance

It is estimated that two thirds of registered nurses work in acute care settings.
Most registered nurses begin their careers as staff nurses, working in general medical-
surgical settings (Chitty, 1993). While not all of these practitioners will become experts,
they have all been beginners.

Many studies have attempted to describe the actual thought processes used by
nurses in deriving a diagnosis or determining appropriate interventions (Benner, 1984;
Benner, Tanner & Chesla, 1992; Corcoran, 1986a, 1986b, 1986¢; Huffstutler, 1993; Itano,
1989, Jacavone & Dostal, 1992; Pardue, 1987, Putzier, Padrick, Westfall, & Tanner,
1985; Sanford, Genrich, & Nowotny, 1992; Tanner, 1987). These studies suggest that
there are differences in the decision-making processes used by novice and expert nurses.
There is the expectation that the decision-making processes of expert nurses can provide a
model for more effective education of the novice nurse (Guyton-Simmons & Ehrmin,
1994).

The experiences of beginning nurses are phenomena in their own right,
qualitatively different from those of the experts. However, only one study identified the
decision-making processes of beginning nurses as a primary research focus (Haffer, 1990).
None of the studies reviewed considered the decision-making process from the
perspectives of beginning nurses and the meaning of these experiences to them.

The work environment has high expectations of beginning nurses. They are

expected to engage in sophisticated clinical decision-making processes with little support



and limited experience. Administrators and educators wonder "why can't new grads think
like nurses?" (del Bueno, 1994). Yet, new graduates do think and reason like nurses, only
they do it like beginning nurses. They experience a challenging transition from their roles
as students to those of practicing nurses (Benner, 1972; Kramer, 1974). Understanding
the experiences of the clinical-reasoning processes of beginning nurses, from their own
perspectives, will create new possibilities for understanding decision making and
improving educational practice. Effective educational practice requires gaining access to
these nurses’ ways of understanding the decision making process, rather than relying
primarily on the educators’ own frames of reference (Baxter Magolda, 1993).
Research Questions

This study is designed to answer the following research questions:

1. What are beginning nurses' perceived experiences of clinical decision-making?

2. What factors do beginning nurses identify as important influences in their

clinical decision-making processes?



CHAPTER 2
REVIEW OF THE LITERATURE

The study of clinical decision-making in nursing has been guided primarily by two
different perspectives. The majority of the studies in this field have utilized a model of
information processing to describe the cognitive processes used by nurses to diagnosis
health problems or determine appropriate interventions. However, there is a growing
body of research which utilizes a phenomenological-descriptive approach (Tanner, 1987).

The purpose of this literature review is to provide a theoretical context for the
study of decision-making by new nurses. It is not intended to confirm or argue existing
findings, but to provide a perspective on current thought about decision-making (Streubert
& Carpenter, 1995).

Information Processing

The information-processing theory of Newell and Simon (1972) provides one
framework for exploring the problem-solving processes used by nurses. This theory -
describes problem solving as the interaction between an information processing system
(the individual problem solver) and the task environment. The human problem solver
views the task environment in a unique way which is determined by past knowledge and
experiences and the characteristics of the task environment. This internal representation
of the task environment is called the problem space. Problem solving can be effective only
if significant information about the task environment is represented in the problem space,
in a manner that can be used by the problem solver (Newell & Simon, 1972).

The problem solver is characterized as a having a limited capacity to process
information. Limits are imposed by: 1) memory constraints of the problem solver and 2)

the characteristics of the task environment and how it is perceived by the problem solver



(Newell & Simon, 1972). Effective problem solving depends on the individual's ability to
adapt these limited capabilities to the demands inherent in the problem. An important
implication of these limitations is that the problem always exists relative to the problem
solver, based on how the information available in the task environment is represented in
the problem space.

Three component systems comprise the memory system: sensory, short-term
(STM) and long-term (LTM). The sensory memory is the component that acquires
information about the external environment through sensory channels. While it has a large
capacity to receive sensory stimuli, it retains it for only a brief period of time. These
stimuli must be attended to and encoded as symbols which are transferred to short-term
memory. The information is lost if this processing does not occur (Anderson, 1985).

Short-term memory is the working memory. At any time, the content of STM
consists of a small set of symbols received from either the sensory memory or the long-
term memory. It has a very limited capacity of seven symbols, plus or minus two (Miller,
1956). However, grouping several similar stimuli into single units will increase this
capacity. This is a process called "chunking." Information in STM decays in a relatively
short period of time unless subjected to active processing or rehearsal.

Long-term memory is the storage unit of the memory system and has the capacity
to store unlimited amounts of information. LTM receives information from and transmits
information to STM (Gilhooly, 1989). LTM is characterized by its associative structure
(Newell & Simon, 1972). LTM stores information as sets of symbols connected by
relations. Through learning, stimuli become recognizable "chunks." Organization of this
information is critical. It must be put into a framework of existing knowledge to guide
retrieval process. Information is more readily accessed if associated with other related

information. Research indicates that experts have highly organized, domain specific



bodies of knowledge that can be readily accessed using techniques and strategies learned
over time (Norman, 1988).

Problem solving is a cognitive process that is goal directed (Mayer, 1989).
Gilhooly (1989) stated that all problems can be described as having a three-part structure;
a starting state, a goal condition, and a set of actions or operations that can be applied to
the starting state in order to meet the goal. Problems are "well defined" when all three
components are completely specified. Completely well-defined problems are found in
games and formal sciences such as chess and math, while problems in most other areas of
life are more or less "ill-defined." In an ill-defined problem, any or all of the components
are not specified and are open to a range of definitions depending on the knowledge and
experience of the problem solver (Gilhooly, 1989).

Gilhooly (1989) identified three steps of problem solving. The first step is
detecting that a problem exists; that is, determining a discrepancy between the current
situation and the goal. In the second step, the problem is formulated more completely. At
this time, the internal representation of the starting conditions and goals is defined and
refined. Solution attempts are applied within this representation. Finally, given the
representation and choices of approach, attempts at problem solving begin.

Challenges to the Information-Processing Model

Some researchers suggest that the problem-solving model provides a limited
explanation of human problem-solving. Mayer (1989) discussed certain challenges in
applying this straightforward, information-processing approach to human problem-solving
where problems are often ill defined. The representation of most problems generally
requires that the solver utilize domain-specific knowledge. Also, the operators, the
actions required to solve the problem, may also be domain specific. Reimann and Chi

(1989) stated that this complexity means that "the study of problem solving in knowledge



rich domains is not dominated by identifying the kinds of strategies that are guiding the
search but rather it centers on the analysis of the kind of knowledge the problem solver
brings to bear on the problem...as well as the kind of procedural knowledge that is
available to the problem solver to use" (p. 163).

Mayer (1989) noted other variations are seen in human problem solving. In the
process of solving problems, individuals often distort the problem to be consistent with
pre-existing schematic knowledge. They focus on inappropriate, non-essential aspects of
the problem that limit the process of problem solving. They may change the problem
representation while attempting to solve the problem. Procedures that have previously
been successful in other situations can be rigidly and inappropriately applied, especially
when the context of the environment is not considered. Finally, the beliefs of the problem
solver guide problem solving. These beliefs include which problems to solve, which
procedures to use, whether the procedures are working and even which goals to attempt
to achieve (Mayer, 1989).

The information-processing model provides a partial view of the problem-solving
process. Research into the development of expertise has provided additional information
about this process.

Expertise in Problem Solving

Dreyfus and Dreyfus (1986) studied the skill acquisition process of airplane pilots,
chess players, and adult learners of a second language in unstructured problem areas.
Solving unstructured problems seems to require a high degree of concrete experience with
real situations. Consequently, an individual can be an expert in one area, while performing
as a novice in an unrelated problem area.

Dreyfus and Dreyfus (1986) observed a common pattern as individuals acquire

skill through instruction and experience. They do not appear to leap suddenly from rule-



guided "knowing that" to experience-based "know-how" (p. 19), but pass through five
distinct stages. At each stage, they develop qualitatively different perceptions of the task
and/or modes of decision making. These stages are novice, advanced beginner,
competent, proficient, and expert.

Stage 1: Novice

Individuals learn to recognize objective facts and features that are relevant to a
skill. Rules for determining actions, based on these facts and features in a "context free"
environment, are acquired. Novices depend on rule-based behavior and judge
performance by how well rules were followed. This requires considerable concentration,
limiting ability to attend to the overall context of situations. The rules allow novices to
accumulate experience, but can limit performance in Stage 2.

Stage 2: Advanced Beginner

In this stage, as a result of practical experience, beginners start to recognize
recurrent situational aspects. While still operating under context-free rule guidelines,
learners work with more sophisticated rules derived from experience.

Stage 3: Competence

After additional experience with similar subjects or situations, beginners start to
identify overwhelming numbers of recognizable, context-based and situational elements.
In order to cope with this, they learn hierarchical procedures of decision-making.
Competent performers choose an organizing plan and examine only the small set of factors
that are most important in light of the present problem. This allows them to simplify and
improve performance. In general, competent performers have goals in mind and see the
situation as sets of relevant facts.

Developing a plan is difficult because there is no objective procedure similar to the

context-free guides of the novice. Competent performers feel responsible for, and



emotionally involved, in the plan. At the end of this stage, there is no evidence that
behavior is characterized by deliberate, systematic goal and decision choices.

Dreyfus and Dreyfus (1986) noted that the thought processes of competent
performers resemble those described by information-processing theory. They proposed
that the two highest levels of skill are characterized by "rapid, fluid, involved kind of
behavior that bears no apparent similarity to the slow, detached reasoning of the problem-
solving process" (p. 27). At these stages, thought processes are characterized by
automaticity and can be broken down into stages only with great difficulty and loss of the
expert characteristics.

Stage 4: Proficiency

Proficient performers are deeply involved in the problems they are engaged in and
experience them from specific perspectives because of recent experiences with similar
events. Certain features of the experiences appear salient, while others recede into the
background. Saliency changes as elements change; context is always a factor. Proficient
performers intuitively understand and organize the tasks at hand, "effortlessly upon seeing
similarities with previous experience" (p. 28). This understanding is followed by analytical
decision making.

Stage 5. Expert

Experts have developed a large compendium of experiences connected with
situations and related actions. When deeply involved with problems, the experts do not
consciously evaluate and compare alternatives, they simply act. The acting is automatic,
unconscious and intuitive.

In this model, problem solvers progress from detached, analytical behavior to
involved skill behavior. The problem solvers no longer consciously decompose the

environment into manageable elements, applying abstract, context-free rules, but utilize
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case-based approaches, pairing new situations with previous experiences (Dreyfus &
Dreyfus, 1986).

Reimann and Chi (1989) discussed human problem solving from the perspective of
expertise. They noted that the central issue in complex problem solving is the knowledge
that the individual brings to the task and how this is used to solve specific problems. They
compared the problem-solving processes of novices and experts to determine the impact
of pre-existing knowledge on this process. The problem-solving processes of novices and
experts are similar in structure but vary considerably in content.

Chi, Feltovich, and Glaser (1981) analyzed the problem representation process of
experts and novices in categorizing physics problems. They found that experts tend to
classify problems according to broad categories related to physics, while novices classified
them on the basis of concrete objects and specific entities mentioned in the problems.
Lesgold, Rubinson, Feltovich, Glaser, Klopfer, and Wang (1988), in a study of the
diagnostic behavior of physicians, found that novice diagnosticians identified information
in a superficial, fragmented manner, while the experts were able to develop a coherent
model, based upon on cues. Lesgold et al. (1988) concluded that the nature of the
representations is determined by the knowledge the solvers have. This allows them to
represent problems in forms that are optimal for solving problems efficiently.

Experts are more successful at problem solving because they are able to access
domain specific knowledge that they are able to process and use. "The expert is an expert
primarily because he has seen it all before" (Norman 1988, p. 280). Through repeated
experiences, the semantic knowledge of the domain is expanded and refined. Through the
interaction of learning and experience, individuals develop domain-specific reasoning

strategies (Reimann & Chi, 1989).
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Clinical Decision Making in Medicine

Much of the research in clinical judgment and diagnostic reasoning is based on the
work done by Elstein, Shulman, and Sprafka (1978) in the area of medical problem-
solving. In an attempt to understand diagnostic reasoning skills of physicians, Elstein et
al. (1978) conducted an in-depth descriptive analysis of the reasoning process of a group
of expert physicians. This study was based on the information-processing theory of
Newell and Simon (1972). Protocol analysis was done on physicians' verbal reports of
their problem-solving processes. Four major processes in medical inquiry were identified:
cue acquisition, hypothesis generation; cue interpretation; and hypothesis evaluation or
judgment

Elstein et al. (1978) found that physicians generate hypotheses early in clinical
encounters, often in the first five minutes, based on limited cues. This early activation of
hypotheses narrows the search field, and provides structure to the problem of diagnosis,
reducing cognitive strain. The number of hypotheses considered at one time was limited
and rarely exceeded five. In the process of cue interpretation, data were evaluated in
terms of their fit to the anticipated findings. Hypothesis evaluation involved refining and
revising possible diagnoses, based upon how well the cues fit with the hypotheses.

These findings were similar to those of Kassirer and Gorry (1978). Their study of
the clinical problem-solving processes of expert physicians combined protocol analysis and
introspection. They found that both general and specific hypotheses are generated at a
time when little information is available and that the hypotheses are progressively refined.
Diagnostic hypotheses were corroborated or discredited using "casebuilding strategies."
Strategies included a focused approach, a systemic exploration and a chronological
technique. They noted that the performance of these experts required a large amount of

highly organized, domain- specific knowledge. "Without such knowledge, a person is
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forced by the limits of his cognitive abilities to pursue a rather plodding and often
inefficient search for a solution to the problem before him" (p. 254).

Neufeld, Norman, Feightner, and Barrows (1981) studied the evolution of clinical
reasoning in medical students. The students were observed during an examination of a
simulated patient. Their thought processes were analyzed from a "stimulated recall" of the
videotaped encounter. They found that the majority of the process variables associated
with clinical reasoning were unrelated to educational level and remained relatively constant
from medical school entry to practice. Both medical students and doctors advanced
diagnostic hypotheses early in the encounters. The number of hypotheses, their time of
generation, the number of questions related to each hypotheses were similar for both
groups. The difference between these groups was in the content and accuracy of the
diagnostic hypotheses that changed significantly with increasing education. Neufeld et al.
(1981) concluded that problem solving was not a single, general skill, but an integration of
several competencies including the application of knowledge and clinical experience
retrievable from memory, the analysis of data against hypotheses, and the interpersonal
skill required to obtain information from the patient.

Stevens (1991) investigated problem-solving behaviors of novice and expert
physicians. He concluded that problem-solving approaches can be categorized as being
search-dominated, pattern-recognition-driven, or involving a highly algorithmic approach.
"Although experts may eventually employ and rely on pattern recognition and illness
scripts as their skills mature, initially all students must go through a process of inquiry and
search and development of judgmental skill under conditions of uncertainty (p. 74).

McGuire (1985), in her critique of medical problem-solving research, suggested
that much of what is called "problem solving" in these studies is primarily "concept

identification." She noted that these studies have typically included limited numbers of
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participants and concluded that findings have been overgeneralized based on both small
sample sizes and simplistic clinical tasks.
Clinical Decision Making in Nursing

Expertise in clinical decision making is an essential component of safe, effective
nursing care. This process involves examining client data and cues, identifying client
problems and choosing appropriate interventions to resolve these problems. Clinical
decision making requires that nurses deal with ill-structured, highly probabilistic problems,
where solutions are poorly defined (Carnevali & Thomas, 1993). Information-processing
models and descriptive, phenomenological approaches have provided frameworks for the
study of clinical decision making.

Information Processing Models of Clinical Decision Making

In an early series of studies designed to identify the processes used by nurses to
plan care, Hammond, Kelly, Schneider, and Vancini (1966, 1967) and Westfall, Tanner,
Putzier, and Padrick (1986) focused on "clinical inference." Clinical inference is defined as
"tentative conclusions based on or extending beyond the cues presented in the situation,"

(Westfall et al., 1986).

Hammond et al. (1966, 1967) examined the cognitive tasks of nursing which
required that nurses “infer” or diagnose the state of the patient and studied how these
tasks were represented as information units. They concluded that the inferential task is
complex but were unable to identify information units that were common to the nurses
they studied. This research emphasized the need for further investigation into the
cognitive tasks upon which nurses plan care.

Certain aspects of the medical model of diagnostic reasoning are similar to the
diagnostic reasoning processes of registered nurses. Regardless of the level of education,

knowledge, or experience, nurses were found to activate hypotheses early in their
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encounters with patients (Huffstutler, 1993; Putzier et al., 1985; Tanner, Padrick,
Westfall, & Putzier, 1987, Westfall et al., 1986). Other studies reported that there was no
difference in the number of hypotheses identified relative to patient care situations, but
experienced nurses activated hypotheses which were more complex and accurate than
those generated by novices (Corcoran, 1986a, 1986b; Holden & Klingner, 1988; Putzier et
al., 1985; Tanner et al., 1987).

Benner and others (Benner, 1984; Guyton-Simmons & Ehrmin, 1994, Itano,

1989; Tanner, 1983, 1987, Theile et al., 1991; Tschikota, 1993) found that nurses collect
large amounts of data when working with patients. Data acquisition was more systematic
and cues were clustered more efficiently to rule-in or rule-out hypotheses as the skill levels
of the nurses increased. Experienced clinicians used heuristics to organize information,
while novice nurses had difficulty discriminating pertinent from irrelevant information.
Novice nurses tended to use inductive-hypothesis testing strategies that were time
consuming, while expenienced nurses used more efficient deductive strategies.

Corcoran (1986a, 1986b) found the process of clinical decision making to be
context dependent The nature of the task, the patient situation, the setting, and the
interpersonal environment influenced the cognitive processes. The total number of
alternative actions generated was a function of task complexity. In complex cases, experts
generated more alternative actions and were more specific in evaluating these actions than
were less accomplished practitioners.

Fonteyn (1991) and Grobe, Drew, & Fonteyn (1991) found that expert nurses
conceptualized information about patients from both context-specific perspectives and
from domain-specific knowledge. They formed relationships among concepts and were
selective about what data they considered. They based the resulting plans of care on

broad treatment goals that provided a structure to the poorly defined health problems of
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the patients. These structures made the problem-solving task easier. Plans of action
tended to be complex, with hierarchical levels of goals and interrelationships between
goals. Pattern matching based on feature recognition was a common strategy. Forward-
reasoning and predictive-reasoning were heuristics used most commonly by experienced
nurses. Also, they considered problems and interventions consecutively, rather than in
distinctive, linear steps. These strategies allowed experienced nurses to handle large
amounts of data in ways to reduce cognitive strain. These heuristics are not generally
available to novice nurses due to lack of previous clinical experience.

Haffer (1990) in her study of novice nurses found that they used a combination of
the decision-making processes described by Elstein et al. (1978) and Dreyfus and Dreyfus
(1984). These novices exhibited extensive uncertainty and used reasoning processes that
tended to be short, simple, and nonpersistent. They consulted with coworkers with great
frequency to confirm hypotheses and plans of action.

Naturalistic Studies of Clinical Decision Making

Benner (1984) studied clinical nursing practice from a phenomenological
perspective, using the Dreyfus model of skill acquisition to describe differences in nursing
behaviors between novices and experts. Throughout her study, she used exemplars to
illustrate changes in performance that became apparent as nurses develop expertise. She
identified specific changes: (a) movement from reliance on abstract principles to the use of
past concrete experience as paradigms, (b) a change in perception of the situation from
one of equally relevant pieces to a complete whole, and (c) passage from detached
observer to involved performer.

Novice nurses had little understanding of the contextual meaning of newly learned
terms and procedures and lacked the experience to identify relevant tasks in actual

situations. Nursing students are novices, but since domain-specific experience is a key to
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skillful performance, nurses in clinical situations where they have limited experience, may
be function at the novice level of performance.

Benner (1984) described newly graduated nurses as advanced beginners. These
nurses began to identify recurrent meaningful patterns in clinical practice, set priorities
based on these, and took action. However, the context of the situation could be
overwhelming as advanced beginners still sifted through all the environmental cues to
extract the relevant ones. Benner, Tanner, and Chesla (1996) added additional dimensions
to their description of advanced beginners. When these nurses had no previous experience
with a particular situation, they used conscious, rational calculations to determine
appropriate actions. They had difficulty seeing the “big picture” and were frustrated by
this inability. They looked forward to when they could practice like more expert nurses.
They had difficulty translating theoretical learning into practical implications for particular
patients, but trusted that clinical situations had some rational order that might be
understood if only they could recall sufficient information

In situations where they lacked experience, these advanced beginners experienced
“stark terror” in the face of critical situations which were encountered unexpectedly or for
the first time and lost capacity to plan or act. The beginners” awareness of their limited
abilities in new situations protected the safety of the patients. They relied heavily on more
experienced practitioners for directives.

Competent nurses were described as those with two to three years of clinical
experience. The behaviors of these nurses were characterized by conscious, deliberative
planning, which helped achieve efficiency and organization. At this stage, they differed
from the advanced beginner by demonstrating enhanced technical skills, increased clinical
abilities, organizational skill, and increased ability to anticipate typical progressions in

patient situations. The change from advanced beginners to competent nurses was
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incremental rather than discontinuous, as practitioners developed experiences on which to
base clinical decisions.

Proficient nurses perceived situations as wholes, not in terms of specific
components. Because of experience, these nurses recognized when situations deviated
from the expected, and anticipated to how to modify plans in response. This level of skill
was found after three to five years of experience. Proficient performers regressed to
analytic, competent levels when novelty or the demand for an analytic, procedural
description was required (Benner, 1984). Expert performers had a wide background of
relevant experiences and focused on salient aspects of situations, without "wasteful
consideration of a large range of unfruitful, alternative diagnoses and solutions" (Benner,
1984, p. 32).

Benner, Tanner, and Chelsa (1992) extended research on clinical nursing practice
using the Dreyfus Model of skill acquisition. From a phenomenological study of 130
nurses, they concluded that "practitioners at different levels of skill literally live in different
clinical worlds, noticing and responding to different directives for action" (p. 14).

Concrete rules and practical structures for completing the tasks for the day guided
the actions of the new graduates. They focused on specific tasks to be completed. They
were overwhelmed by the multiple and competing tasks that had to be accomplished.
They lacked the flexibility and know-how to adapt to changing situations. On the other
hand, expert practitioners had a more holistic perception of the patients' health status.
They were guided by "direct apprehension of the action required by the situation at hand"
(p. 14).

Benner et al. (1992) noted a developing sense of "agency." For new graduates,
agency was defined by doing the work and getting the tasks done according to structured

guidelines, norms and others' expectations. For the experts, agency and responsibility for
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patients' well-being was based upon a sophisticated understanding of the actual clinical
needs that changed and evolved over time.

In a later work, Benner et al. (1996) discussed the “social embeddedness of
knowledge.” She found that, with experience, practitioners developed sets of patterns,
which guided practice. However, it was the relationships and interactions among
practitioners, from novices to experts, which allowed these nurses to develop competence
and expertise. Beginning nurses relied on interactions with other practitioners to call their
attention to important aspects of patient care that they did not recognize and to help them
interpret their findings. This social interaction determined, to a large extent, what the
beginner learned. Benner et al. (1996) stressed the importance of this interaction among
the nurses.

Nurses learn technical and interpersonal skills by watching others who demonstrate

the embodied skillfulness. The style and habits of a social group shape what

knowledge is valued and determine what perceptual skills are developed and
taught. The style and habits of a social group also determine the extent of teaching
and learning from one another. Collaborative and cooperative teamwork allows
the pooling of expertise and creates a climate of support and possibility that can

combat the threat of helplessness (p. 194).

Jenks (1993), in her naturalistic study of experienced nurses, found that clinical
decision making was a holistic phenomenon that was not broken down into sequential
steps. In addition, nurses reported that their interpersonal relationships with patients,
fellow staff, and physicians, facilitated the decision-making process. These relationships
provided the nurses with an intuitive base on which to form hypotheses and collect

relevant data.



























































































































































































































