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A B S T R A C T 

 

 

Introduction:  Nurses in rural settings are often the first to assess and interpret the patient’s clinical presentations. Therefore, an 

understanding of how nurses experience decision-making is important in terms of educational preparation, resource allocation to 

rural areas, institutional cultures, and patient outcomes. 

Methods:  Theory development was based on the in-depth investigation of 12 novice nurses practicing in rural critical access 

hospitals in a north central state. This grounded theory study consisted of face-to-face interviews with 12 registered nurses, nine of 

whom were observed during their work day. The participants were interviewed a second time, as a method of member checking, 

and during this interview they reviewed their transcripts, the emerging themes and categories. Directors of nursing from both the 

research sites and rural hospitals not involved in the study, experienced researchers, and nurse educators facilitated triangulation of 

the findings. 

Results:  ‘Sociocentric rationalizing’ emerged as the central phenomenon and referred to the sense of belonging and agency which 

impacted the decision-making in this small group of novice nurses in rural critical access hospitals. The observed consequences, 

which were conceptualized during the axial coding process and were derived from observations and interviews of the 12 novice 

nurses in this study include: (1) gathering information before making a decision included assessment of: the credibility of co-

workers, patients’ subjective and objective data, and one’s own past and current experiences; (2) conferring with co-workers as a 

direct method of confirming/denying decisions being made was considered more realistic and expedient than policy books and 

decision trees; (3) rural practicum clinical experiences, along with support after orientation, provide for transition to the rural nurse 

role; (4) involved directors of nursing served as both models and protectors of novice nurses placed in high accountability positions 

early in their careers. These novice nurses were often working with a limited staff, while managing an ever-changing census and 

acuity of patients. The significance of interdependence and welcoming relationships with their co-workers and directors of nursing 

was pivotal in the clinical decision-making process. 
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Conclusions:  Despite access to a number of resources at their disposal (including policy books, decision trees, standing orders, 

textbooks, and in some cases internet resources), the 12 nurses in this study indicated collaboration with co-workers was a major 

means of facilitating their decision-making. Rural novice nurses require facilitation of social skills as much as critical thinking 

skills both within their programs of nursing and during their new employee orientation; however, decision-making must be guided 

by more experienced nurses who are willing to mentor novice nurses and advise them to to reflect upon their decisions as they care 

for patients using evidenced based practice. In a rural setting, this is especially important because novice nurses are tasked early in 

their career with decision-making, which often involves ill-structured problems set in dynamic and changing environments, in 

high-stakes situations where patient safety is a concern. 

 

Key words: decision-making, evidence based practice, novice nurse, rural hospital, situated learning. 

 
 

The rural hospital setting is such that the nurse must be proficient 

in a variety of specialties with only sporadic opportunities for 

exposure to these specialized patient situations1. Rural nurses 

often face limited continuing education opportunities, yet they 

must know how to interface services between hospital and 

community based-services and must be comfortable navigating 

rural social structures
2
. When new graduates are recruited to rural 

hospitals, they do not always have a large number of peers to turn 

to for support in decision-making3,4, yet they may be given a 

preponderance of responsibility within their first year of practice 

due, in part, to the unique staffing needs of the rural setting. 

 

While the nursing literature is clear regarding the need for 

supported transition into the role of registered nurse
5-11

 (RN), 

there has been little research related to the unique decision-

making experiences of novice nurses in the rural setting. 

Decision-making is not a solitary activity; it is very much a 

social activity, shaped by what others bring to the situation, 

as much as by what the novice nurse brings
5
. This study 

revealed that rural novice nurses must be able to engage 

others in order to make effective clinical decisions in their 

rural settings. This research also points to concerns regarding 

how evidence based practice (EBP) does, or does not, have a 

central part in decision-making in rural critical access 

hospitals (CAH). 

 

Literature review 

 

The ability to make decisions is underscored in definitions of 

EBP12-18. In addition to needing a strong knowledge 

background, new graduates are required to integrate 

available evidence, clinical judgment, and patient 

preferences as they plan, implement, and evaluate patient 

care outcomes
17

. 

 

Many of the studies designed to investigate decision-making 

in nursing were conducted using simulations and/or paper 

scenarios in order to observe the processes of decision-

making5,19-26. Decision-making in nursing has been studied 

using frameworks related to levels of expertise
26,27

, critical 

thinking
28

, judgment
5,29

, and ethics
30

. There is a gap in the 

literature, however, relating to the study of decision-making 

experiences of rural nurses, and in particular rural novice 

nurses. 

 

Purpose of the study 

 

 Because nurses are often the first to triage and begin 

treatment, especially in rural areas, an understanding of how 

they make decisions in patient care is important. The purpose 

of this study was to explore the decision-making experiences 

of the rural novice RN. 

 

The interview process was guided by two questions: 

 

1. What cues were used by novice rural RNs in order 

to make clinical decisions?  

2. What were the sources of feedback which influence 

subsequent decision-making for processing of cues 

for these novice nurses? 



 

 

© TJ Seright, 2011.  A licence to publish this material has been given to James Cook University, http://www.rrh.org.au 3 

 

Methods 
 

Research design 

 

Corbin and Strauss’s
31

 grounded theory research design was 

employed, using two theoretical frameworks: Duchscher’s 

role transition theory10 and the ‘naturalistic decision making 

model’
32

 to guide the process. Naturalistic decision making 

(NDM) focuses on how individuals experience decision-

making in real life settings with attention to contextual 

factors such as environment, task complexity, and individual 

characteristics. Since the introduction of NDM in 1989, new 

models and theories have developed from the NDM 

paradigm, including ‘situation awareness’ (SA). The focus in 

NDM is typically on the proficient decision-maker who uses 

past experience in the decision-making process; however, 

even among experts, individual differences have been 

reported in the way decisions are made
23-28,32-34

. Because 

rural novice nurses are indeed in decision-making positions 

early in their careers
4
 the NDM model was used as a 

framework to explore task, person, and environmental 

factors related to rural novice nurses’ decision-making. 

 

Purposeful participant sampling was guided by 

Duchscher’s10 descriptions of novice nurses, who were just 

beginning to feel comfortable in the role of nurse at 

12 months post-orientation. Thus, they had sufficient 

confidence in their abilities to be able to answer questions 

and assist others
10

. 

 

Participant selection 

 

After receiving ethics approval from a large north central 

university, as well as the researcher’s university, letters of 

participation were obtained from the directors of nursing in 

potential CAHs in the state who had employed new graduate 

RNs in the last year. These were filed with both university 

internal review boards. The directors of nursing from these 

CAHs facilitated the researcher making contact with the 

potential novice RN participants, at which point the 

participants received a letter of invitation to engage in the 

study. Because orientations lasted approximately 3-4 months 

at these CAHs, participants who had completed orientation, 

but who had not yet reached their two-year anniversary of 

employment, and had not worked as a licensed nurse (RN or 

licensed practical nurse [LPN]) in any other healthcare 

setting, were invited. Using this criteria, 12 interested 

participants, from 9 of the 36 CAHs were available for the 

study within the state. Prior to commencing interviews or 

observations, participants reviewed the consent form with 

the researcher and were offered the opportunity to withdraw 

their consent at any time. 

 

Data generation 

 

Over a period of 4 months, face-to-face recorded interviews 

were conducted with 12 novice registered nurses working in 

a CAH. The interviews lasted from 40 to 60 min. Nine 

participants consented to observation as well as interview 

and were shadowed for a period of 1-2 hours, during which 

further questions were asked. Observations and interviews 

were transcribed immediately by the researcher after 

departure from the site. The participants were interviewed a 

second time to evaluate the emerging categories and themes, 

which were presented to them as ‘concept maps with 

explanation’ as a method of member-checking. Ten of the 

12 member-checking visits were conducted face to face 

during the months of May and June 2010, while two were 

conducted by phone and email. The participants also 

communicated via phone and email to answer follow-up 

questions during the research process. 

 

Data analysis 

 

The coding was accomplished in three phases
31

: 

(i) organizational coding, in order to develop broad 

categories; (ii) axial coding (Fig1), using the in-vivo codes in 

order to develop a sense of concepts and beliefs from the 

participants as they developed from the emerging categories; 

and (iii) selective coding, which represented the concepts as 

derived from the axial coding and open coding, telling the 

story of connections between categories. 
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 Organizational coding began with open coding, which 

consisted of line-by-line analysis of each transcript, with 

constant comparison to the research questions, the 

participants’ observed actions, transcribed words, and 

literature. 

 

The analysis progressed to organization of the data into 

emerging categories, which were supported by the process of 

in-vivo coding. Memos were used throughout the transcripts, 

using sensitizing questions from the literature and the 

original research questions. Emerging categories were 

adjusted as new data was analyzed and as feedback were 

received during member-checking interviews. 

 

Reformulating these categories, through axial coding, 

provided a means of inter-connecting the categories in 

phase 2 of analysis (Fig1). While phase 3 involved building 

a story that connected the categories through selective 

coding. Spending time immersed in the data concurrent to 

analysis contributed to understanding the meaning of the 

data within the context. This became crucial in making 

connections between the categories via the axial coding 

paradigm. 

 

All interpretations in this study were based in a particular 

moment. That is, they were located in a particular context 

(the rural CAH) and situation and time (novice RNs with 

<2 years’ experience post-orientation). Therefore, the 

research process was considered open to re-interpretation 

and negotiation through conversation. Member-checking was 

one means of ensuring the story truly belonged to these 

participants. Without the subjects’ analysis of the process 

and product of the research, perceptions would have been 

largely subjective and of the researcher’s making. 

Triangulation was employed to facilitate saturation of data 

and to search for both confirming and negating cases in this 

study. This included peer review by a trusted nurse colleague 

experienced in qualitative research, and a professor 

experienced in qualitative research. Further external checks 

were provided by rural nurses who were not involved in the 

study. 

 

Results 
 

The reality for these novice rural nurses was that they were 

not able to remain on the periphery of decision-making for 

very long because once orientation was over, they often 

became the nurse in charge – or at the very least an equal in 

decision-making. Despite access to a number of resources at 

their disposal, including policy books, decision trees, 

standing orders, textbooks, and in some cases internet 

resources, the 12 novice nurses in this study indicated 

collaboration with co-workers was their most frequent 

strategy. The co-workers were not always present in the 

facility. Frequently, the participants called them on the 

phone for consult, and in some instances, called them to 

come in to work. These co-workers were not always other 

RNs. Participants cited consultation with LPNs, physicians, 

nurse practitioners, paramedics, nursing assistants, and 

technicians. Not only did the coworkers help the participants 

talk through situations and weigh options before making 

decisions, they were often a source of confirmation or re-

direction when the new nurse had made a decision. Although 

there was, according to the participants, a wealth of social 

support from their co-workers and supervisors, there was not 

a formalized or consistent method for reflection on decision-

making. Nor was there evidence of a conscientious 

application of EBP. 

 

Sociocentric rationalizing 

 

The central phenomenon, ‘sociocentric rationalizing’, was a 

core category labeled as such because it derived from and 

linked the categories developed during the open-coding 

process
31

. Sociocentric rationalizing (Fig1) refers to the 

sense of belonging and agency which impacted the decision-

making in this small group of novice nurses in rural CAHs. It 

also illustrates the dominance of the social, rather than 

evidence based aspect of decision-making found in this 

study. 
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Figure 1:  Axial Coding Paradigm. a conceptualization of the central phenomenon (sociocentric rationalizing) as it relates 

to clinical decision-making in the context of novice nurses in rural critical access hospitals35. 
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Discussion  
 

Consequences with respect to the literature 

 

The central phenomenon is illustrated, with selected excerpts 

from audiotaped interviews, as it relates to the consequences, 

which were outcomes of the strategies
31

 used by participants 

to manage the social phenomenon of decision-making 

(Fig1). Documentation of these consequences was supported 

by observations, analysis of interview transcripts, member-

checking, and triangulation activities, including comparison 

to the literature. 

 

Consequence one: gathering information before making 

a decision:  Gathering information before making a decision 

included assessment of the credibility of co-workers, the 

patient’s subjective and objective data, and the participant’s 

experience. Knowing the patient in relation to expected 

patterns of presentation (eg a patient with chest pain, or 

chronic obstructive pulmonary disease) has been cited as a 

component of decision-making5,6,26,27. While experienced 

nurses demonstrate situation awareness by identifying the 

need to call for help in emergency situations by gathering 

information from touch, observation, listening, feeling or 

sensing and knowing
26,27

, arriving at a point of knowing is a 

turning point in the transition for the novice nurse
10

. 

Participants in this study recounted knowing what normal, 

versus abnormal, were in terms of vital signs’ parameters 

and expected presentation of specific illnesses. 

 

Meesha: With the elderly – maybe they weren’t 

having trouble at the beginning of the shift, but half-

way through they are and if I don’t recognize that, 

then no one else will and they’ll get worse. And then I 

think with the ER [emergency room], you are the first 

one in there and you get the background and 

sometimes they’ll tell the nurse a little more. 

Celeste: I brought this to another nurse: we had this 

COPD [chronic obstructive pulmonary disease] 

patient, she was there a while, and it got to the point 

where she didn’t want her Bi-Pap anymore. So, we 

were trying to wean her off. She got to the point 

where she was very anxious, you know how COPD 

patients are. 

Jewel: There are decisions I make that I don’t 

consciously make. It’s just something you get used to 

doing, like comfort measures, like hot packs or ice, 

and assessment of cognitive status. You make 

decisions about if they are okay or not, and whether 

to call the physician for something like O
2
 saturations 

and blood sugar. 

 Ally: Depending on what it is – if it’s a medication 

question, I might just look it up. I probably ask people 

more than I should, but especially to reassure – 

especially if I think I know something but I don’t for 

sure – I ask people a lot of questions. 

 

These participants also gathered information about the 

credibility of those they turned to for advice (co-workers, 

physicians, directors of nurses). Some conceded that they 

had become selective about the person they sought advice 

from in a time of need. 

 

Ally: I guess you just have to use your judgment. I 

guess too, it depends on who the nurse is. I know that 

isn’t very nice.  

Lailah: I had a patient one time--a transplant patient 

– on all the anti-rejection medications. When he came 

in, he was just shaky and had a cough and fever and 

wasn’t feeling well and in the middle of the night he 

crashed. He got up to go to the bathroom and he was 

weak and dizzy. His BP was 70/40. I called the 

physician assistant and she said, 'Just watch him'. I 

called the physician assistant and she definitely didn’t 

have the right answer. I probably should have called 

the doctor, but I didn’t know if I should or not. 

Eve: I don’t know if you noticed, but [the experienced 

nurse] wanted the ER patient with a right sided 

weakness to have aspirin right away and I didn’t give 
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it. I guess I wanted the doctor to see her because I 

guess a bleed was in the back of my mind.  

 

Consequence two: conferring with co-workers as a direct 

method of confirming/denying decisions:  Co-workers are 

a ‘more real’ (Ally) source of information than policy books 

and decision trees. These results mirror those of a five-year 

longitudinal study of the post-entry competency of LPNs and 

RNs
36

  which revealed help-seeking from an experienced 

physician or nurse was typically a first action. 

 

Jewel: If I am wondering about a hospital policy on 

something I will look in the policy book, but if it a 

patient situation, a patient concern, I’ll go to the 

nurse I am working with.  

 

The fact that most participants cited their nurse co-workers 

as a source of information was not surprising, but these 

novice nurses did not limit their source for cues to other 

nurses. Physicians, directors of nursing and unlicensed 

assistive personnel, including paramedics, certified nursing 

assistants (CNAs) and ancillary staff played a part as well. 

 

Meesha: I look at the whole clinical picture, what the 

assessment findings are, what the labs are. There is 

not just one resource. I find myself looking at labs 

and then thinking, 'Do their lungs sound better today 

and how do their labs look?' I also think I have great 

resources in the staff I work with. We can always talk 

things out – even with the nursing assistants that have 

worked there 30 years.  

Hannah: Linda is a great nurse. She’s been here a 

long time. She’ll come in and check out the patient, 

after I do and then together we decide if we should 

call the doctor.  

 

While participants described careful consideration before 

calling the physician about patients, they also reported 

comfort with calling their physicians. Some commented that 

they knew this was not the case at larger facilities. 

Isabel: I can call the doctor. In a rural community 

they’re all really friendly and so I’m not really 

intimidated by them like you see some places. Of 

course they have their moments but everyone does.  

Sarah: Everybody is willing to answer questions. 

They say there’s no stupid question. I would argue 

there is, but they don’t mind answering a question or 

showing you – even the providers – and the doctors, if 

you haven’t done it, they understand that.  

 

All the novice rural nurses gave examples of the help they 

sought from co-workers. The more costly and hazardous the 

possible mistakes, the heavier the reliance on observational 

learning from competent examples
37

. Asking others is an 

expectation when one is new, and especially when one is 

new in a healthcare setting; however, rural settings are 

uniquely tied to a sense of community
38

 in which practice is 

imbedded in belonging
39

. 

 

Consequence three: rural practicum and support after 

orientation provide for transition:  Participation in a rural 

nurse residency program has been attributed to increased 

retention of novice RNs
1,4,40

. While none of the study 

participants were in a formal residency, more than half had 

done a practicum in their senior semester or an internship 

prior to graduation at a rural hospital and reported they 

believed it to have been most helpful. Those who had chosen 

other areas for practicum expressed regret. 

 

Isabel: I think a rural clinical would have been 

helpful. It’s totally different than at a bigger hospital. 

Sarah: Well, doing an internship in a rural hospital 

would help. I did mine in an ER, and I would say that, 

too, was very beneficial, because really, we are like a 

big ER. Anything can and does come in and you have 

to be organized. I learned about prioritizing.  

Arial: A rural practicum would have been helpful. 

Like when I thought of working at a small hospital, I 

thought, 'Oh that’s boring, there’s nothing going on'. 

But on the other hand it’s crazy. It’s different than 

how I pictured working in a rural place. 
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The variable nature of patient acuity and census, along with 

the staffing ratios in rural health care, means that situations 

arise in which rural nurses must possess a high level of self-

confidence and competence
40

. Even with a practicum or 

internship experience, participants identified the social 

support and thorough orientation as integral to their 

transition into higher level decision-making roles, such as 

charge nurse: ‘I will not sign off to be charge until I feel 

ready – and that is okay here’ (Hannah). 

 

Grace: [Mary] is the main reason I’m still here. I tell 

her that. She just had a good attitude. She was 

welcoming. She helped me through orientation. 

Jewel: If I need help, they don’t have any problem 

helping me. And if they have something to show me, 

they do. If there is something they think would be 

interesting for me, they call me. I love that.  

Meesha: Everyone is very willing to help out. I’ve 

never felt stupid if I had a question – if I was unsure 

of something that they wanted. If I said, 'Now why’d 

you do this?' they would help me learn. 

 

Discussions with both directors of nursing and participants 

revealed the pitfalls to unsupported transition into higher 

accountability roles in rural hospitals where belonging has 

been described as central to the success of the individual 

nurse39. 

 

Arial: When I started, I was told, 'Oh you’ll have two 

months of orientation and this and that'. I didn’t get 

all the orientation I was supposed to get and I just felt 

lost – just nervous all the time. I think if they didn’t 

have the ER here, I’d be fine. 

 

 Some of the directors of nursing described methods to 

facilitate transition: availability of experienced staff on call; 

extra orientation to specialty areas (eg ER, intensive care, 

and labor and delivery); and advanced certification 

courses. The examples of supported decision-making given 

by these participants related to the ‘social imbeddedness’ of 

situated learning
41,42

. The necessity of appropriate support 

for transition to increased responsibility is well 

documented
43-46

. Without the collaboration of co-workers, 

and support of their directors of nursing, it was unlikely 

these novice nurses would continue to believe in their 

abilities, even if they had arrived to the workplace with a 

great deal of confidence. 

 

Consequence four: involved directors of nursing served 

as both models and protectors:  Involved directors of 

nursing served as both models and protectors of novices who 

were placed in high-accountability positions early in their 

career. The degree to which participants discussed 

interaction with their directors of nursing indicated the 

novices’ comfort with asking for help from a nurse in a 

leadership position. The directors of nursing in these rural 

facilities were visible, according to participants, and this was 

verified by the researcher’s observations. This is not 

necessarily the case in urban hospitals, where the director’s 

function may be more supervisory than participative. With 

the exception of ‘Arial’, who was without a director of 

nursing for a period of time, participants described 

communications with their director regarding issues ranging 

from readiness to take on more responsibility to 

‘arrangement for debriefing of a critical event in the 

emergency room’ (Celeste). 

 

Sarah: We had a patient come in to the ER with a 

blood sugar of 1000. She wasn’t responsive. The 

nurse I was working with was someone who thinks it 

is, sink or swim. So, she says, 'Well you’re the charge 

nurse; you’re supposed to know what to do, so do it.' 

At one point the doctor said he wanted some 

Kayexalate and I asked her where it was. She said, 

'What?! You should know that by now.' I called [our 

director of nursing] and she came down right away. 

She helped me a lot. 

Grace: The director of nursing wants to see me 

succeed. That is a good feeling. She’s really helped 

me. She’ll print things out and say, 'Here is a way to 

approach this'. If there is a decision to make, she’ll 

let me make it and then we’ll talk about it, or she’ll 
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say, 'This is how I would do this and next time this 

comes up, you can handle it'. 

Meesha: A big part of my transition was my 

relationship with our director of nursing. She’s really 

helped me develop my decision-making skills. She 

isn’t afraid to say, 'You did this great, next time 

maybe we can try this or that.' I have a lot of trust in 

her. I’m never scared to call her in for help or 

questions.  

Lailah: When the doctor came in the next morning, 

after I was gone, he wondered why he hadn’t been 

called. I went in and visited with my director later, 

who basically told me, 'If you don’t like the answer 

you get when you call, you can go above them. We 

have a policy written for that.' I think even her just 

telling me I did things well, even though I was scared 

to death, just verified in my mind that I can handle 

things. 

Leadership is key to that process, because the most 

influential factor in whether workers feel valued and 

respected at work is their relationship with their 

supervisors47. One rural nursing director commented, after 

reviewing the axial coding paradigm with explanation from 

the researcher: 

 

This only reinforces the fact that we need to be 

careful with our new nurses. This job is hard – it can 

be rewarding – but this confirms I need to remain 

alert to how orientation is going. 

 

Conclusions 
 

The central phenomenon was labeled ‘sociocentric 

rationalization’ upon consideration of the data, member-

checking activities, and the literature. It was revealed that 

clinical knowledge in these rural settings was indeed socially 

embedded
6
 and that social context played a pivotal part in 

the transition of novice nurses to rural settings
39,48

. This 

research points to concerns, however, regarding how EBP 

does or does not play a central part in decision-making in 

rural CAHs. Specifically, reference to hospital policies, 

decision trees, literature, or even the phrase ‘evidence based 

practice’ was blatantly absent in the participants’ discussions 

related to their clinical decision-making. 

 

Efficacious decision-making relies heavily on what nurses 

know about a patient, the nurse’s ability to engage a patient 

in discussion about his/her needs, and the nurse’s ability to 

engage others6,26,42. For these participants, the ability to 

engage others was especially crucial and well demonstrated. 

They verbalized and demonstrated during observations the 

exchange of information between several health care 

disciplines, not just senior nurses with whom they 

worked. Although participants in this study demonstrated 

being at a point of knowing10 as they paid attention to cues 

gathered from the patient, such as vital signs, and cues from 

their own intuition (eg 'he didn’t look right'), these nurses 

still recounted the necessity to engage others, including their 

directors of nursing. When they did so, there was not clear 

evidence that reflection on EBP was taking place; rather, the 

novice nurses verbalized relying on co-workers’ opinions 

and judgments. 

 

Naturalistic decision making focuses on the impact of 

context in decision-making. One of the main assertions of 

this theory is that decision-making is so contextual that 

‘rules of thumb’ or decision trees cannot be easily applied to 

complex situations
32

. In addition, the more high stakes the 

decision (such as in emergencies), the less reliable cue 

recognition may be, because even experts tend to rely on 

others to make decisions in those situations
26,32,37,41,42,49

. In 

rural health care, where the patient census and patient acuity 

is highly variable, development of expertise in terms of 

recognizing familiar patterns and cues for similar patient 

situations may come at a different rate than in an urban 

center where a nurse works with a specific patient 

population. Therefore, recognizing the need to collaborate 

and engage others for the benefit of the patient was a 

necessity for these nurses. 

 

While research using NDM models has largely focused on 

experts, it is important to understand the decision-making of 

the novice nurse – especially in a rural setting, where 
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resources are different from the urban setting. Recent studies 

designed around the NDM model have shown knowledge 

management and shared decision-making to be particularly 

important factors for nurse decision making
26,50

. 

 

The reality for these 12 nurses was one of general social 

support and mentoring in decision-making, without benefit 

of a formalized and consistent method to examine actions 

and outcomes in order to increase clinical knowledge and a 

capacity for clinical decision-making toward EBP. The 

results of this small qualitative study extend the findings of a 

larger national study
36

 in which peers, rather than EBP, was 

the first resource for decision-making.  

 

Standard orientation and residency programs in rural areas 

have not begun to meet the needs of new graduates
4,40

. This 

study suggests a need to further investigate how the 

contextual factors (the social and emotional climate) of rural 

hospitals may be utilized in order to meet the needs of 

graduate nurses. While this small study indicated 

socialization was, by and large, positive and the novice 

nurses felt welcomed, it also revealed the participants to be 

somewhat afloat and very dependent on word of mouth 

rather than EBP in decision-making. ‘‘One orientation plan 

fits all’’ is no longer an appropriate response, particularly in 

rural settings40. Through support and mentoring, situational 

learning must be fostered, in order to 'cultivate the curious, 

creative, reflective minds of point-of-care nurses'
51

 as the 

novice nurse moves from legitimate peripheral participation 

in a junior partner role, to that of an experienced individual 

with increased responsibilities in the rural setting
42

. 
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