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ABSTRACT
Introduction: Rural acute care nursing requires an extensive breadth and depth of knowledge as well as the ability to quickly
reason through problems in order to make sound clinical decisions. This reasoning often occurs within an environment that has
minimal medical or ancillary support. Registered nurses (RN) new to rural nursing, and employers, have raised concerns about
patient safety while new nurses make the transition into rural practice. In addition, feeling unprepared for the rigors of rural hospital
nursing practice is a central issue influencing RN recruitment and retention. Understanding how rural RNs reason is a key element
for identifying professional development needs and may support recruitment and retention of skilled rural nurses. The purpose of
this study was to explore how rural RNs reason through clinical problems as well as to assess the quality of such reasoning.
Methods: This study used a non-traditional approach for data collection. Fifteen rural acute care nurses with varying years of
experience working in southern Alberta, Canada, were observed while they provided care to patients of varying acuity within a
simulated rural setting. Following the simulation, semi-structured interviews were conducted using a substantive approach to
critical thinking.
Results: Findings revealed that the ability to engage in deep clinical reasoning varied considerably among participants despite being
given the same information under the same circumstances. Furthermore, the number of years of experience did not seem to be
directly linked to the ability to engage in sound clinical reasoning. Novice nurses, however, did rely heavily on others in their
decision making in order to ensure they were making the right decision. Hence, their relationships with other staff members
influenced their ability to engage in clinical reasoning and decision making. In situations where the patient’s condition was
deteriorating quickly, regardless of years of experience, all of the participants depended on their colleagues when making decisions
and reasoning throughout the simulation.
Conclusions: Deep clinical reasoning and decision making is a function of reflection and self-correction that requires a critical selfawareness and is more about how nurses think than what they think. The degree of sophistication in reasoning of experts and novices
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is at times equivalent in that the reasoning of experts and novices can be somewhat limited and focused primarily on human
physicality and less on conceptual knowledge. To become proficient in clinical reasoning, practice is necessary. The study supports
the accumulating evidence that using clinical simulation and reflective interviewing that emphasize how clinical decisions are made
enhances reasoning skills and confidence.
Key words: clinical reasoning, decision making, nursing practice, rural nursing practice, simulation.

Introduction
Rural acute care nursing has been described as a form of
multi-specialist practice requiring registered nurses to have
an extensive breadth and depth of practice knowledge1,2.
Working in an environment with minimal medical or
ancillary support3, rural registered nurses (RNs) may be
required to draw on specialty nursing knowledge and skills
that are sporadically used4,5. Furthermore, contextual
knowledge, that is knowledge of the people and the resources
at hand, must be mobilized by rural nurses to safeguard
patients during hospitalization6.
Hence, rural RNs must be nimble and responsive in their
reasoning and clinical decision-making abilities if they are to
deal with a wide range of practice and work environment
issues that can potentially have an impact on patient
outcomes7,8. Nurses who are new to rural practice
environments and their employers, however, have raised
concerns related to patient safety during their transition to
rural nursing practice3,9. They have also suggested that feeling
unprepared for the rigors of rural hospital nursing practice is
a central issue influencing RN recruitment and retention9,10.
While the nature of rural nursing practice has been studied2,
significantly less is known about how rural RNs reason
through clinical problems. Understanding how rural RNs
reason through a problem to its solution is a key element for
identifying professional development needs, and may support
the recruitment and retention of skilled rural nurses.

Purpose
Rural nursing practice requires RNs to access, use and assess
in a meaningful way multiple types of information from a
variety of sources at a moment’s notice. Deciding on which
possible course of action is often made without medical,
collegial or ancillary support. Furthermore, they must reflect
in the moment whether or not they are choosing the right
course of action given the situation at hand. The purpose of
this study was to explore how rural RNs reason through the
complex clinical problems they encounter.

Literature review
Theoretical underpinnings of clinical reasoning: In
her seminal work with novice to expert practitioners, Benner
found that novice practitioners made decisions using contextfree rules; that is, they make decisions using linear processes
while disregarding the tacit dimensions of the problem11.
Extending this work, Dyess and Sherman found that novice
and advanced beginner RNs (nurses with less than 2 years of
work experience) take longer to work through complex
critical situations and need more time to reach sound clinical
decisions12. These nurse researchers proposed that the main
difference between novice and expert practitioners relates to
their use of intuitive judgement. O’Neill et al13 concluded
that novice RNs differed in their reasoning from experienced
nurses in that they were less able to home in on salient cues
and make clinical decisions quickly. In a qualitative study of
12 RNs working in critical access hospitals in the USA,
Seright14 examined the cues used by novice rural RNs to
make clinical decisions and the sources of feedback that
influenced cue processing and subsequent decision making.
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The findings suggest that when novice RNs encountered
unfamiliar patient situations but sensed a need to take action, they
were frequently unable to articulate what the cues for taking
action were or to state their rationale for the decisions they made.
To cope, the participants compared the cues they observed with
patients they had encountered in previous practice situations and
drew on the knowledge they had gained during their nursing
education program. When confronted with subtle or ambiguous
cues, participants turned to co-workers to confirm their suspicions
and to help them identify appropriate actions. Seright14 concluded
that novice RNs can come to understand and utilize effective
patterns of clinical reasoning and decision making through
situational learning that cultivates curious, creative and reflective
minds.
Clinical decision making: The process of clinical
reasoning with clinical decision making forms a symbiotic
relationship15. While the ability to think critically is
considered to be at the heart of good clinical nursing practice,
the literature remains unclear about what constitutes clinical
decision making and its specific relationship to critical
thinking. An early definition suggests clinical decision making
includes identifying, prioritizing, establishing a plan of care,
and evaluating the outcome of the care provided16, resulting
in the generation of reasoned judgements17. Extending this
definition, Rashotte and Carnevale suggest that complex
decisions about the patient’s status are contextually situated
within the human social phenomena that affect the person’s
response to nursing care18. Oliver and Butler15, however,
suggest that the influence of the context on clinical decision
making is dependent on the practitioner’s evaluation of its
importance.
In two recent studies, factors that influence RNs’ decision making
processes were explored. In the first study, differing levels of
foreground knowledge (knowledge required for day-to-day
performance) and background knowledge (facts about underlying
conditions and diseases) had an impact on the quality of heart
specialist nurses’ decision making19. In the second study, the
researchers discovered that more experienced pediatric nurses
used different clinical decision-making processes than novice
pediatric RNs20. Highly experienced pediatric nurse specialists

used forward thinking where they gathered data first and then
offered a diagnosis. Conversely, more novice pediatric nurse
specialists frequently used backward thinking: they would identify
the established nursing diagnosis and collect data to confirm the
diagnosis.
In the present study, clinical reasoning and decision making
were understood as ‘mindful doing’21. As such, RNs must
practise their cognitive and metacognitive skills in order to
engage in effective clinical reasoning and decision making22.
Clinical reasoning and decision-making was conceptualized as
not an exclusively cognitive function but included significant
social, psychological, cultural and contextual influences18.

Methods
An exploratory approach using observation in a simulated
environment followed by a semi-structured interview was
used. Consequently, the research approach for this study does
not fit within traditional positivist or naturalistic paradigms23,
nor is it a typical mixed-methods approach24. Rather, the
recreation of a simulated rural nursing unit followed by a
semi-structured interview format using a substantive
approach to critical thinking25 offered a melding of a more
controlled approach to content than conventional
ethnographic approaches, while still offering a sufficiently
natural context.

Participants
The aim of this study required the recruitment of rural RNs
with a wide range of work experience. Recruitment was
expected to be problematic because of the time commitment
(approximately 2.5 hours including travel time to the
research site). Rural nurses who were committed to
professional development, and who worked in at least one of
the nine rural hospitals across the health region where the
university was located, were approached. For this study,
‘rural’ included any geographical area situated outside of the
two large tertiary centers and five regional centers within the
province of Alberta, Canada26.
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Fifteen RNs aged 22–61 years volunteered to participate in
this study. Five RNs had less than 5 years of rural hospital
work experience post-graduation, three RNs had 5–10 years
of rural hospital work experience, and seven RNs had more
than 10 years of experience. The average number of years of
work experience within this group of participants was
25 years. Six RNs were diploma prepared, eight RNs had
undergraduate degrees, and one participant held a graduate
degree. The majority of the participants reported having
completed a variety of courses they believed were necessary
for the provision of safe, efficient and effective nursing care
(for example Advanced Cardiac Life Saving and Newborn
Resuscitation Program). Although the sample size was small,
its size and the heterogeneity of the group were considered
acceptable for an in-depth, exploratory study. No participants
withdrew from the study.

Data generation
Data were generated over a 1-month period. Data consisted of
interview transcripts and observation. Specifically, the participants
worked through a 30-minute scenario where they interacted with
high- and medium-fidelity mannequins as well as real-life actors.
Using the simulated environment is discussed in detail elsewhere27.
At the completion of the scenario, the participants were
interviewed by one of the researchers. The interview had a semistructured format where questions based on elements of
reasoning21 were asked (Table 1). All of the interviews were
recorded and transcribed verbatim for analysis. Interview duration
was 90–120 minutes.

Data analysis
A template that included Nosich’s21 standards of reasoning
(Table 2) was created. Each interview was analyzed line by
line. To ensure that analysis was consistent across the three
researchers, three interviews were randomly selected and
analyzed by each researcher. When individual analysis was
completed, as a group the analyses were discussed until
consensus was reached and there was common understanding
of the standards of reasoning. The remaining interviews were
divided amongst the researchers and individually analyzed.
After an interview was completely analyzed, the analysis was

circulated to the other two researchers for the purpose of
receiving feedback regarding accuracy and consistency of the
analysis. After all of the interviews were analyzed, the
researchers met and reviewed the analysis within and across
all of the transcripts to identify common themes and trends.

Establishing reliability and validity
Recreating a rural hospital setting and scenario for the
participants to work through provided comparable data sets
for data analysis, and several strategies were used to ensure
the reliability and validity of the data. First, the 30-minute
scenario the participants worked through was developed with
the help of expert rural practitioners. Their involvement was
intended to enhance the credibility and validity of the
scenario and to bridge practice and research. The
practitioners evaluated the scenario to determine how well it
captured the patient conditions and nursing care
requirements rural RNs might expect to encounter during a
typical shift. They also evaluated the sequencing and timing of
the cues embedded within the scenario.
Second, because the aim of the study was to explore how rural
RNs reason through diverse problems with conflicting demands, a
constructed natural environment that was similar to the
participants’ ‘real practice setting’ was created. Once again, advice
from the expert practitioners was sought to ensure that the created
environment – including patients with various physiologic and
psychological needs, physical equipment, and real people entering
and exiting the unit – reflected the typical rural nursing
environment. Because the types of patient conditions that could be
used in the scenario were dictated by the functional capabilities of
the mannequins, the assistance of a simulation laboratory
coordinator became central in determining the physiologic patient
conditions that participants would encounter. In consultation with
the expert practitioners and the simulation coordinator, a highfidelity mannequin was programmed to recreate a diabetic
ketoacidosis event, a newborn high-fidelity mannequin was
programmed to move its legs and arms and produce crying
sounds, and a medium-fidelity mannequin was programmed to
produce deteriorating vital signs. Three low-fidelity mannequins
represented patients with more chronic but stable conditions.
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Table 1: Interview questions
Element of reasoning
Questions identifying question-at-issue
Questions about purpose
Questions about assumptions made

Questions about context
Questions about implications and consequences
Questions about professional concepts
Questions about conclusions

Questions about information
Questions about alternatives

Questions
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?
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?
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 going through the scenario?
Did you question any assumptions you made during the scenario?
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?
What were the possible implications or consequences of your decisions?
How did these implications or consequences impact your decision about what
to do?
What were some nursing concepts that you used in the scenario?
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?
What information was important or meaningful to you in this scenario?
What information did you use?
What alternative courses of action could you have taken?

Table 2: Nosich’s standards of reasoning
Standard
Clarity
Accuracy
Precision
Relevance
Depth
Breadth
Fairness
Logic

Descriptors
Understandable
True; well established; plausible
Exact; specific; detailed
Essential; significant; important to
Comprehensive; as deep as the situation requires
Considers multiple ways of looking at the situation
Justifiable; unbiased
Reasonable; thoughts are linked

Third, the scenario was written in such a way as to elicit
verbal and physical responses from participants. Thus, actors
were used. An RN with a graduate nursing degree took the
licensed practical nurse and emergency personnel roles.
Another RN with an undergraduate nursing degree took on
the ‘voice’ of the mannequins as well as the lab/x-ray

technician role. A laboratory assistant who did not have any
formal nursing education took on the roles of mother and
sister-in-law. In preparation for engaging in their roles, the
actors were instructed to respond to the participants’
directions and actions. Thus, the credibility of the simulation
greatly depended on the ability of the actors to get into their
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role and to respond to the participant accordingly25. To assist
the actors in taking on these roles, several run-throughs of the
scenario were undertaken under the direction of the research
team.
Fourth, for the purposes of identifying scenario inaccuracies,
scripting difficulties, identifying equipment malfunctions, and
ensuring the interview questions were clear and logically
ordered, an RN not part of the sample group but who had
15 years of rural hospital nursing practice experience was
invited to run through the study procedures. Using her
feedback, minor modifications were made to the scenario.

Ethics approval
Ethics approval was received from the Human Subject
Research Committee at the researchers’ university.
Participation was voluntary and participants could withdraw
at any time. Written informed consent was obtained from
each participant at the beginning of the data collection
session. Participants were assigned pseudonyms. All project
documents were kept in a locked cabinet in the researchers’
offices.

Results
The scenario for this study was designed to have three acute
in-hospital patients who were displaying changes in their
health status as well as more stable patients with chronic
conditions. It was also designed in such a way as to capture
the concepts of ‘we’re a team’ and ‘we’re a family’28, where
nurses know not only their nurse colleagues but also other
members of the healthcare team (eg a licensed practical
nurse, laboratory/x-ray technician, emergency medical
service personnel and physician). Having developed this type
of scenario, in the conceptual phase of this study, assumptions
about the phenomenon under study and the participants were
identified.
Under the influence of Benner’s work with novices to
experts11, the first assumption that needed to be addressed

was that more experienced RNs would display greater ability
to engage in clinical reasoning and decision making. Analysis
of the data revealed that the number of years of practice
experience did not seem to be directly linked to the ability to
engage in clinical reasoning. For instance, Debra (real names
have been changed throughout), an RN with 26 years of
practice experience, seemed to prioritize her nursing care
using a relatively discrete piece of information, disregarding
much of what was unfolding around her. That is, Debra’s
focus was at the micro-level. She seemed unable to reconcile
the palliative patient’s needs with the needs of the unit as a
whole. This participant also stated that she felt overwhelmed
because she understood she had many tasks to complete but
was unable to complete them.
I was quite concerned about the fellow with the spinal cancer
because I think he had had a fairly rough evening without
telling us, and I wanted to find out from him what we could
do to bridge that gap so that he wouldn’t be laying there
trying to visit with people and having a lot of pain. I guess I
wanted to know specifically what was going on with him. The
thought quickly raced through my mind I have all these
things to do, maybe this should be dealt with later. But then I
quickly decided, I’m here now.
In comparison, Lana, an RN with 2 years of practice
experience, begins at the macro-level and quickly narrows
her focus to individual patient needs. From within a broad
perspective, she efficiently identifies her priorities. She also
provides a rationale that is clear and accurate. Last, and what
is perhaps most striking, is that she also asks herself if her
most important question is in fact the ‘right’ one. She was
able to assess the relevance of a specific question in the
immediate context. Questioning whether or not this is the
right question in the context at hand demonstrates an ability
to consider potential patient responses to interventions taken
or not taken29.
My biggest question was patient status. Where is everyone at
this point, because I had been off the floor for several hours
and when you’re responsible for that many patients you need
to know, okay, where are they right now and what do they
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need? I was trying to think, okay, what’s the most important
thing to do right now? Okay, so what should be my next step?
Should I do this or do that?
The second assumption identified by the research team was
that clinical reasoning and decision making would be a
function of the interpersonal characteristics of rural nursing
practice. Rural nurses identify one another as their most
important single source of information and education, and
because they share close intimate knowledge of one another,
there is a great sense of accountability30. Consistent with
Seright’s findings14, the participants in this study with less
than 5 years of practice experience demonstrated that their
relationship with more experienced healthcare professionals
influenced their clinical reasoning and decision making. For
example, the most important question that Diane, an RN for
only 3 months, developed was based on her colleague’s
patient assessments.
Once the LPN [licensed practical nurse] said that our DKA
[patient with diabetic ketoacidosis] wasn’t doing very good
that was like a ting-ting in my mind because we know what
can happen if they’re not treated. So the priority to go and
assess his blood sugar, the medications he was on, how long
he’s been on it and whether or not it was working.
Other junior nurses reported that their interpersonal
relationships with the more experienced nurses were also
positive. Working with more experienced nurses provided
them with the opportunity to learn clinical reasoning and
decision making through observation and reflection.
I’m constantly watching the older RNs and saying, okay, why
did they do that and not do this, or why when this happened
did they kind of go hum but then jumped when this happened.
(Catherine, 4 years practice experience)
The interpersonal characteristics of rural nursing practice
meant that the less experienced participants in this study
would confer with families to gather information that would
then be used in their reasoning and decision making.

You get to know the patients and the family really well, and
it is actually nice because then you can utilize the family and
say, hey, how’s his pain? He’s not going to tell me. You
know, he’s trying to hold it in. You know him best, what do
you see? Oh, he’s in a lot of pain. Okay, good to know.
(Rena, 9 months practice experience)
It has been reported in the literature that RNs believe that
when they know the patients personally, they provide better
care30. The more experienced participants in this study,
however, acknowledged that while knowing the patient and
family was helpful, this knowledge did not play a central role
in their reasoning and decision making.
I never try and treat anybody more special than another
person. It’s like, we’re all sick people here and you might be
number three on my list. I’ve got two more that are a little
sicker and I have to spend my time with them also. Just
because this person was the mayor or is the wife of a
pharmacist or is the coach you have those relationships but
that doesn’t make them any more important than the next
patient sitting beside them who just moved into town. (Letty,
17 years practice experience)
The research team’s last assumption was that being able to
engage in deep clinical reasoning was dependent on being
able to think creatively. According to Gillespie and Paterson
creative thinking acknowledges the reality of present-day
nursing practice31 – increasing patient acuity and complexity,
and the growing scarcity of resources, requires nurses to find
creative solutions to patient situations. Many of the
participants in this study clearly indicated that the need to be
creative in problem solving was necessary for the provision of
care.
The security guards are usually around. They will look after
Alzheimer patients in the middle of the night that are starting
to crawl out of bed and you just don’t have time – we’ve had
them sit there with them before. (Claire, 3 years practice
experience)
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According to Thompson et al19 nurses vary in their decisionmaking ability despite being given identical clinical
information. Analyses of the present study data revealed that
clinical reasoning and problem solving was context-specific31:
sophistication of reasoning varied depending on the moment
and what was occurring within that moment. In this study,
each participant demonstrated reasoning that at times was
more clear, accurate, and relevant than at other times. For
example, one participant stated, ‘it’s important to know what
other patients you have and what you’re dealing with’. While
this comment was not particularly clear or precise, it was
accurate in that nurses do need to have a breadth of
perspective while performing specific tasks. In short, they
need a holistic view of what is happening on the unit,
especially when the unit is short staffed and they are on shift
when support is limited.

under the same circumstances. The results highlight the
dangers of assuming that quantity of clinical experience is a
proxy for engaging in sound clinical reasoning in a given
domain of clinical practice19. The findings of this study
suggest the degree of sophistication in reasoning of experts
and novices is at times equivalent in that the reasoning of both
can be somewhat limited and focused primarily on human
physicality and less on conceptual knowledge33. It would
seem then, that practice is necessary to become proficient in
any skill, including clinical reasoning. Van Gelder suggests
that not only is deliberate practice required but also that the
exercises used need to focus on the enhancement of reasoning
skills34. Evidence is accumulating suggesting that using clinical
simulation and reflective interviewing that emphasize how
clinical decisions are made enhances reasoning skills and
confidence35-37.

Consequently, deep clinical reasoning and decision making is
a function of reflection and self-correction that requires a
critical self-awareness: awareness of the need to seek out the
best possible solution. For example, through reflection in the
act of providing nursing care, Halley (an RN with 3 years of
work experience) was able to self-correct her initial course of
action.

The findings of this study support the notion that clinical
knowledge in the rural setting is socially embedded and that
the social context that includes interpersonal relationships
plays a pivotal role in the clinical reasoning and decision
making of novice RNs14,28. In this study, less experienced RNs
were able to pay attention to obvious cues gathered from
patients such as vital signs and verbal comments. More
importantly, they relied heavily on others in their decision
making to ensure they were making the right decision13.
Indeed, to engage in efficacious decision making, the less
experienced participants in this study depended on what they
knew about the patient, being able to engage the patient in a
discussion about his/her needs, and their ability to engage
other healthcare providers31,38.

I knew the bag was empty and I ran a TKVO [to keep a
vein/vessel open] for a short time just to give me time to mix
a bag so the line didn’t go dry. So I knew I had to do that
before carrying on with anything otherwise I was going to
have a pain crisis on my hands. I kind of put it off for a
minute, and then I’m like, no, I have to do this. I wouldn’t
have wanted to deal with a pain crisis on top of everything
else.
Deep clinical reasoning and effective decision making is more
about how nurses think then what they think32.

Discussion
Rural RNs’ ability to engage in deep clinical reasoning varied
considerably despite RNs being given the same information

Of particular interest and importance is that, consistent with
Seright’s findings14, regardless of level of education or
experience, the participants in this study did not reference
hospital policies, decision trees or algorithms. Whether or
not these participants engaged in evidence-based practice
remains unclear.
While the less experienced RNs in this study engaged their
colleagues in making decisions about patient care regardless
of the acuity of the patient, all of the participants relied on
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their colleagues when patient status began to deteriorate.
This is in keeping with the notion that when decision making
is critical in situations where patient status is highly volatile,
such as in emergency situations, cue recognition becomes less
reliable and depending on others to help with decision
making is essential11,31,38. In rural hospitals where patient
census and acuity is variable and coupled with less frequent
exposure to high acuity patient conditions, and where novice
RNs may be working alone, development of good clinical
skills and pattern recognition is essential for positive patient
outcomes14,35. Recognizing the need to collaborate and
engage others in sound reasoning and decision making may be
supported through the use of simulation and feedback offered
through debriefing sessions such as was used in this study.
There is substantial support in the literature for linking
critical thinking and creativity39-41. Paul and Elder suggest that
critical thinking and creativity are inextricably linked and
develop in parallel40. In this study, the more experienced RNs
discussed times when they used creative solutions to address a
problem they had encountered. While the participants with
less than 5 years of work experience did not indicate that they
had generated creative solutions to difficult problems, they
were able to clearly describe solutions they identified as
creative that their more experienced colleagues had engaged
in.
Reflection and self-corrections are other cornerstones to
developing high-quality reasoning. Metacognition, thinking
about thinking, supports critical reasoning: monitoring and
evaluating one’s own thought processes help to deepen the
quality of reasoning. Furthermore, the ability to evaluate
one’s own arguments and the reasoning producing them is
necessary for self-correction41. However, the participants in
this study seldom engaged in self-correction. Indeed, many
participants had difficulty identifying potential alternative
courses of action in resolving the problems they identified
during the scenario. So while the rural hospital practice
setting is recognized as a complex environment in which
sound clinical reasoning and decision making are required, it
is possible that the pace at which nurses must make decisions
and deliver care in this setting does not provide opportunity

for reflection on practice and self-correction. Collaborative
partnerships are needed among nurse educators, rural RNs,
rural hospital administrators and educational institutions and
educators for the development of programs that focus of
critical reasoning and decision making42,43.

Implications
Nursing education: There seems to be a need for a
healthier balance between teaching procedural skills and
critical thinking pedagogy. Without doubt, it is necessary that
nurses learn and master a variety of clinical procedures. It is
also the case that they need to be able to contextualize those
procedures, knowing when to apply them and when to be
critical of their application. In order to nurture such a
reflective stance, nursing education needs to have the twin
foci of teaching procedural knowledge and critical thinking.
Not having enough time in nursing curricula and in
professional development opportunities within the practice
setting to teach for a deeper, critical understanding of course
material is not the issue at hand. It is a matter of infusing basic
elements of reasoning and their related, intellectual standards
into the daily activities of clinical instruction. Nurse
educators can ask students and nurses a variety of questions,
prompt them to seek alternative solutions to the presenting
clinical problem, and encourage examination of the accuracy
and relevance of the information gathered.
Practice policy: Rural healthcare can no longer be
sustained by nurses who remain at the beginner level in their
clinical reasoning ability44 or who focus solely on mastery of
procedural knowledge. Thus, during professional
development opportunities, explicit instruction in specifics
basic to both clinical procedures and critical thinking must
become compulsory. As such, reporting professional
development opportunities that incorporate critical thinking
elements can be linked to performance evaluations.
Research: A limitation of this study was the wide range of
years of experience of the participants. Furthermore, the
participants’ practice experiences were varied and may have
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influenced their ability to engage in deep clinical reasoning
and decision making. Last, the scenario represented only a
brief segment of a shift. However, the findings of this study
suggest that simulation combined with a post-simulation
interview has the potential for exploring complex concepts
including reasoning processes rural RNs engage in during a
typical shift. Further research in the use of simulation and
post-simulation interviewing is needed.

Conclusions
Rural nurses who demonstrate metacognitive self-awareness are
more purposeful and focused in their reasoning. They are aware of
the need to deepen the quality of their reasoning by appealing to
criteria or intellectual standards when deciding what to do in a
nursing context. They see relevance in the need to think deeply
and broadly, making decisions when evidence is present and
revisiting them in the presence of counter-evidence.
Conversely, nurses who are not metacognitively self-aware
do not consistently demonstrate the skills and attitudes basic
to sound and deep clinical reasoning. They have difficulty
prioritizing tasks, posing clear and relevant questions within a
specific context and revisiting working answers to those
questions. They rely less on their own reasoned judgement
under stress, often deferring to more experienced colleagues.
The participants in this small exploratory study demonstrated that
engaging in clinical reasoning and decision making was variable
across participants, across moments in time, and dependent on the
perceived acuity of the situation. Whether or not these
participants engaged in evidence-based practice is a question that
remains open11 and will require further investigation. Studying the
influence of the social climate and context of the rural hospital
setting may provide further insight into how rural RNs reason and
make clinical decisions.
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