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PERSONAL, STRUCTURAL, AND SOCIAL CHARACTERISTICS ASSOCIATED 

WITH NEWLY LICENSED REGISTERED NURSES’ CONFIDENCE IN CLINICAL 

DECISION-MAKING 

TANYA L. NAGUSZEWSKI 

Under the direction of DR. LANELL BELLURY, PHD, RN 

 

 

 Large numbers of newly licensed nursing graduates are entering the workforce 

and are immersed into complex care situations requiring high stakes decision-making.  

These nurses are expected to transition from a student nurse, supported by faculty, to a 

competent nurse caring independently for high acuity patients with multiple co-

morbidities.  Employers have reported new graduates are not fully prepared to provide 

safe, effective patient care.  The purpose of this cross sectional, descriptive, correlational 

study was to examine relationships between demographic, personal, structural, and social 

characteristics of the work environment and newly licensed registered nurses’ perceived 

confidence in clinical decision-making in acute care nursing units.  A web-based survey 

was accessed by 421 nurses working in acute care settings resulting in 177 completed 

surveys.   

 Data were exported into Excel from SurveyMonkey® then imported into 

Statistical Package for the Social Sciences (SPSS) for data cleaning.  The extent of 

incomplete or missing data was determined and an analytic data set was created.  A 

researcher developed instrument was piloted.  Statistical assumptions were tested.  Data 
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analysis using descriptive statistics and multiple linear regressions addressed the research 

questions and results were reported.  

Results demonstrated nurse-nurse collaboration along with self-confidence and 

gender were the strongest predictors of newly licensed registered nurses’ perceived 

confidence in clinical decision-making.  Additionally, social characteristics of 

collaboration, trust, and communication had positive relationships with newly licensed 

registered nurses perceived confidence in clinical decision-making.  Nurse researchers 

must explore ways to enhance nurse-nurse collaboration by providing reflection and 

experiential learning activities designed to enhance social characteristics within the work 

environment. Future research is needed to examine nurse-nurse collaboration to 

determine if critical thinking competencies are being met and patient outcomes are 

improving.  Researchers must also explore ways to enhance other desired social 

characteristics in newly licensed registered nurse training programs and promote 

intellectual collaboration in decision-making.  This study offers multiple avenues for 

future research around newly licensed registered nurses’ desired social characteristics 

within the workplace related to enhancing clinical decision-making and improving patient 

outcomes. 
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CHAPTER 1 

INTRODUCTION TO THE STUDY 

 

According to the United States Bureau of Labor Statistics’ Employment 

Projections (2017), nursing is listed among the top occupations in terms of growth.  The 

anticipated growth of registered nursing positions is projected to be 3.24 million by 2022, 

an increase of 527,000 from 2.71 million in 2012.  Furthermore, the number of new 

nursing graduates entering the workforce increased from approximately 68,000 in 2001 to 

more than 150,000 in 2012 and 2013 (United States Department of Health and  

Human Services, Health Resources and Services Administration, National Center for 

Health Workforce Analysis, 2014).  These newly licensed nursing graduates are 

immersed into complex care situations requiring high stakes decision-making (Ebright, 

Urden, Patterson, & Chalko, 2004; Spector & Echternacht, 2010), and are expected to 

transition from a student nurse, supported by faculty, to a competent nurse caring 

independently for high acuity patients with multiple co-morbidities.  Employers have 

reported new graduates are not fully prepared to provide safe, effective patient care 

(Benner, Sutphen, Leonard, & Day, 2010; Berkow, Virkstis, Stewart, Conway, 2008; 

DelBueno, 2005; Ebright, et al., 2004; Fero, Witsberger, Wesmiller, Zullo, & Hoffman, 

2009; Hoffman, Aitken, & Duffield 2009; Levett-Jones et al., 2010; Purling & King, 

2012).  Therefore, the fast pace growth of nursing positions and the increased number of 

new nursing graduates entering the workforce has created a perfect storm of 
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inexperienced newly licensed registered nurses entering the workforce in record numbers 

which has the potential to impact patient outcomes. 

Statement of the Problem 

The discrepancy between student nurse preparation and newly licensed registered 

nurses’ readiness to practice effectively has been labeled the preparation-practice gap 

(Berkow et al., 2008).  Even the best prepared graduates have much more to learn in 

clinical settings to transition to expert nurses (Berkow et al., 2008).  Experiencing real 

clinical situations is a prerequisite to expertise and allows opportunities to identify 

recurring meaningful concepts of the situations (Benner, 1984).  In contrast to 

experienced nurses, newly licensed registered nurses lack situational experiences (real 

clinical experiences) in clinical settings and must frequently rely on context-free rules 

and guidelines to guide their decisions (Benner, 1984).  Consequently, newly licensed 

registered nurses’ preparation-practice gap impacts nurse performance and heightens 

concerns for the risk of poor patient outcomes. 

Preparation-Practice Gap 

Nurse leaders identified critical thinking related to patient care decision-making 

as the most important competency lacking in newly licensed registered nurses (Berkow et 

al., 2008).  Critical thinking competencies are vital in making expert patient care 

decisions and include anticipating risk, interpreting data, recognizing patient status 

changes, and making decisions based on the nursing process.  Furthermore, the inability 

to think critically while providing patient care was frequently associated with failure to 

rescue (FTR) (Berkow et al., 2008).  Failure to identify and prevent anticipated clinical 

deterioration, failure to recognize a situation of deterioration, and nonperformance or 
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failure to act in a situation of patient deterioration are all attributes of FTR.  These 

attributes parallel failure to initiate the nursing process.  For example, failure to identify 

and prevent anticipated clinical deterioration parallels failure to plan and initiate 

prophylactic nursing interventions.  Following the nursing process is fundamental in 

making patient care decisions and mitigating failure to rescue.  Awareness of newly 

licensed registered nurses’ lack of fully developed competencies related to patient care 

decision-making creates an urgent need to identify and promote new methods to enable 

newly licensed registered nurses to quickly navigate the preparation-practice gap and 

become fully functional, competent providers of nursing care. 

Confidence and Anxiety in Clinical Decision-Making 

Newly licensed registered nurses experience of the preparation-practice gap may 

result in a lack self-confidence and consequent anxiety in the clinical settings.  Self-

confidence is frequently connected to the concept of self-efficacy, an individual’s 

perception of his/her capabilities to produce designated levels of performance (Bandura, 

1997).  Nurses’ self-confidence paired with clinical competence promote a sense of 

efficacy about their ability to make correct decisions resulting in timely decision-making 

(Hagbaghery, Salsali, & Ahamdi, 2004).  Newly licensed registered nurses’ competence 

has been linked to confidence, and newly licensed registered nurses’ lack of confidence 

has negatively impacted decision-making (Rush, Adamack, Gordon, Lilly, & Janke, 

2013).   

Self-confidence is an important personal factor affecting clinical decision-making 

(Hagbaghery et al., 2004).  Nurses lacking self-confidence also exhibited self-doubt, 

feelings of weakness, and powerlessness, which can lead to high levels of anxiety and 
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avoidance in decision-making processes (Hagbaghery, et al. 2004).  A weak sense of self-

confidence was also associated with stress, depression, anxiety, and helplessness 

(Zulkosky, 2009).  This is consistent with Bandura’s idea that high anxiety often 

debilitates performance and creates avoidance of the stressor (Bandura, 1977).  On the 

contrary, individuals with strong self-confidence display enhanced performance and 

quality decision-making (Zulkosky, 2009).  Bandura’s work found self-efficacy to be an 

accurate predictor of performance (Bandura, 1977).  In essence Bandura’s theory 

proposes in the setting of increased nursing confidence and reduced levels of decision 

making anxiety, quality performance occurs.  

Solutions to the Preparation-Practice Gap 

Historically, efforts to bridge the preparation-practice gap include requisite 

organizational orientation and on-the-job training with an experienced preceptor for 

periods of 4 weeks or until newly licensed registered nurses were deemed competent to 

practice (Omansky, 2010; Rush et al., 2013; Udlis, 2006).  More recently, transition 

programs created to solve the preparation-practice gap, often include a combination of 

education, formal or informal preceptorships, and mentorships focusing on practice 

education, classroom education, and leadership (Rush et al., 2013).  Moreover, recent 

transition programs also offered a social context by means of an established cohort of 

other newly licensed registered nurses within the program.  Peer support within cohorts 

of newly licensed registered nurses offered opportunities to discuss transition experiences 

with each other, and cohort camaraderie has been described as a method of coping with 

stressful experiences during transitioning to nursing practice (Rush et al., 2013).  

Although, transitional programs offer socialization within each cohort, the social milieu 
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in which the newly licensed registered nurses will be working has been given little 

attention, especially in terms of how components within the social milieu impact newly 

licensed registered nurses’ self-confidence in clinical decision-making and performance. 

Work Environment and Patient Safety 

Patient safety and quality outcomes have been emphasized by multiple agencies, 

all of whom have challenged healthcare workers to improve quality and safety in 

healthcare systems (Institute of Medicine (IOM), 2001, 2003, 2004; McCannon, 

Hackbarth, & Griffin, 2007; The Joint Commission, 2016).  Patient safety is “freedom 

from accidental injury” (IOM, 2000, p. 18) due to error, “either the failure of a planned 

action to be completed as intended, or use of a wrong plan to achieve an aim” (p. 28).  

Nurses, as direct patient care providers, are often involved in preventable errors related to 

handoffs (Xiang-Jun & Yin-Ping, 2016) and medications (Hayes, Jackson, Davidson, & 

Power, 2015; O’Byrne, Kozub, & Fields, 2016).  Despite the increased attention 

healthcare safety has received, premature deaths associated with preventable harm to 

patients was estimated at more than 400,000 per year (James, 2013).   

Work environment research in healthcare aims to improve patient safety and 

quality outcomes.  A healthy workplace consists of “trust, mutual understanding, and 

shared values and behaviors that bind the members of human networks and communities 

and make cooperative action possible” (Cohen & Prusak, 2001, p. 4).  A healthy work 

environment is one that is safe, empowering, and satisfying (American Nurses 

Association (ANA), 2015).  Furthermore, healthy relationships among nursing staff are 

related to increased nurse work satisfaction (Dunn, Wilson, & Esterman, 2005).  A 

healthy work environment is necessary to maintain patient safety, nurse retention, and 
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organizational efficiency and effectiveness (American Association of Critical-Care 

Nurses (AACN), 2005).  Skilled communication, collaboration, effective decision-

making, and effective leadership characterizes a healthy work environment (AACN, 

2005).  Although the AACN implemented standards to promote healthy work 

environments in 2005, the current state of nurse work environments represents a decline 

in nurses’ perceptions of quality care, communication, and collaboration (Ulrich, 

Lavandero, Woods, & Early, 2014).   

Healthy work environments are nested within the personal, structural, and social 

characteristics of organizations.  Cohesion, collaboration, and communication among 

healthcare providers promote healthy work environments and desired clinical decision-

making processes (Purling & King, 2012).  During transition to practice, newly licensed 

registered nurses desire a supportive team environment and often rely on other 

experienced healthcare workers to assist in formulating patient care decisions in 

situations of uncertainty (Berkow et al., 2008; Clark, 1996; Purling & King, 2012).  In 

supportive collaborative environments, newly licensed registered nurses often transition 

to increased critical thinking, expert decision-making, and greater confidence (Etheridge, 

2007).  Newly licensed registered nurses’ relationships with various skill level 

practitioners in interpersonal supportive environments are more prominent factors in 

decision-making than theoretical knowledge or analytical processes (Clark, 1996; Purling 

& King, 2012; Seright, 2011).   

In contrast, newly licensed registered nurses described poor work environments as 

lacking teamwork, acceptance, and respect from other healthcare providers.  Newly 

licensed registered nurses also described experienced nurses’ insensitivity to 



7 
 

 
 

developmental needs including time management skills (Rush et al., 2013).  Negative 

team environments were also found to foster fear of ridicule, poor communication, and 

feelings of distress resulting in delayed decisions to request help from others (Purling & 

King, 2012). 

Structural work environmental factors including levels of nursing education and 

staffing patterns have been shown to affect nurses’ ability to provide safe quality care 

(Aiken, Clarke, Sloane, Lake, & Cheney, 2008; Aiken, Clarke, Cheung, Sloane, & Silber, 

2003; Aiken, Clarke, Sloane, Sochalski, & Silber, 2002; Duffield et al., 2011; 

Needleman, Buerhaus, Mattke, Stewart, & Zelevinsky, 2002), yet few studies have 

addressed effects of social factors within the work environment on newly licensed 

registered nurses’ clinical decision-making.  There is a need to learn more about the 

internal unit social milieu affecting newly licensed registered nurses’ transitions to 

practice and the impact it has on producing competent, confident, expert nurses.  

A large number of newly licensed registered nurses are entering the practice arena 

unprepared for real world patient care situations.  While newly licensed registered nurses 

have the foundational knowledge to practice safely (Berkow, et al., 2008), critical 

thinking and decision-making expertise is achieved over time eventually allowing them 

to prioritize, anticipate complications, and recognize changes in patient conditions 

(Benner, 1984).  Although new nurses have not yet fully developed these abilities, they 

are required to make high stakes clinical decisions in fast-paced settings under uncertain 

conditions without the experience needed to create their own knowledge repositories and 

clinical intuition, which are required to make good clinical decisions.  Therefore, there is 

urgency in identifying solutions beyond organizational orientation and current transition 
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programs to assist newly licensed registered nurses in bridging the preparation-practice 

gap.  A healthy workplace environment possessing positive personal, structural, and 

social characteristics has the potential to promote newly licensed registered nurses’ safe 

decision-making in fast-paced clinical environments (Mellor & Greenhill, 2014; Purling 

& King, 2012) resulting in competent, confident, expert nurses improving patient, nurse, 

and organizational outcomes. 

Purpose of the Study 

The purpose of this study was to examine relationships between the demographic, 

personal, structural, and social characteristics of the work environment and the newly 

licensed registered nurses’ perceived confidence in clinical decision-making in acute care 

nursing units.   

Research Questions 

The study had the following research questions.  

Research Question 1- What are the personal characteristics of newly licensed 

registered nurses?  

Research Question 2- What are the structural characteristics of the work 

environment experienced by newly licensed registered nurses? 

Research Question 3- What are the social characteristics of the work environment 

experienced by newly licensed registered nurses? 

Research Question 4- Are personal characteristics, structural characteristics, and 

social characteristics of the work environment of newly licensed registered nurses related 

to perceived confidence in clinical decision-making? 
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Research Question 5- Do demographic, personal, structural, and social work 

environment characteristics account for a significant amount of the variance in clinical 

decision-making of newly licensed registered nurses? 

The following exploratory research question was also addressed:  

Exploratory Research Question 1- What personal and structural characteristics 

reported by newly licensed registered nurses are mediators and/or moderators of the 

relationship between social characteristics of the work environment and newly licensed 

registered nurses’ perceived confidence in clinical decision-making? 

Conceptual Framework 

Social capital theory and the dimensions of social capital were used to guide this 

inquiry to identify relationships between social characteristics within the work 

environment and newly licensed registered nurses’ perceived confidence in clinical 

decision-making.  Identifying these relationships helped build the science around the 

preparation-practice gap and newly licensed registered nurses’ transition to practice.  

Social Capital Theory 

The most common view of social capital is seen through the lens of political 

scientist Robert Putnam (1993, 2000).  Social capital was used to explain differences in 

institutional performances in Italy where social capital “refers to features of social 

organization, such as trust, norms and networks, that can improve the efficiency of a 

society by facilitating coordinated actions” (Putnam, Leonardi, & Nanetti, 1993, p. 167).  

Furthermore, social capital refers to “connections among individuals – social networks 

and the norms of reciprocity and trustworthiness that arise from them” (Putnam, 2000, p. 

19).  Read (2013) defined nurses’ workplace social capital as nurses’ shared assets and 
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ways of being and knowing that are evident in, and available through, nurses’ networks 

of social relationships at work.  The effects of social networks may produce gains for the 

individual and the community at large.   

Social capital is an important aspect of workplace relationships affecting patient, 

nurse, and organizational outcomes (Read, 2013).  However, the importance of social 

capital within healthcare work environments has been minimally studied.  In theory, as a 

result of shared knowledge and assets, high levels of nursing unit social capital improve 

patient care and patient safety.  Nursing benefits of social capital include job satisfaction, 

overall well-being, retention, and cooperation (Hofmeyer, 2003; Kowalski & Cross, 

2010).  Additionally, improving nurse staffing, education, and care environments is 

associated with lower patient mortality and better nurse outcomes (Aiken, Clarke, Sloane, 

Lake, & Cheney, 2008).  By enhancing nursing productivity, improving nurse retention, 

and sharing essential knowledge, social capital has the potential to improve 

organizational economic capital (Read, 2013).  Essentially, an efficient and effective 

work environment consisting of socially determined trust, cooperation, shared knowledge 

and values improves patient, nurse, and organizational outcomes (Cohen & Prusak, 2001; 

Read, 2013).  Better understanding of the social communities in which newly licensed 

registered nurses’ practice and the development of social capital within work 

environments has the potential to inform interventions to create environments conducive 

to enhancing newly licensed registered nurses’ performance.  However, the literature is 

lacking in quantitative studies of social capital contributions to nursing; studies regarding 

social capital and newly licensed registered nurses’ transition to practice are non-existent.  
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Moreover, the specific factors of social capital have not been studied in a correlative 

manner with nursing clinical decisions which lead to excellent patient outcomes. 

Conceptual Framework for Study 

The conceptual framework for this study was based on Putnam’s (2000) social 

capital theory and Grootaert and colleagues (2004) six components of social capital along 

with Read’s (2013) components of nursing workplace social capital.  These concepts are 

present in all social communities in which nurses’ work.  This framework categorizes 

demographic, personal, structural, and social environmental characteristics and how each 

may affect newly licensed registered nurses’ decision-making performance and 

consequently impact patient, nurse, and organizational outcomes (Figure 1).  

Additionally, Read’s (2013) analysis of workplace social capital in nursing described, as 

depicted in the left lower block of the model, defining attributes in which nurses 

collaborate through networks of social relationships, shared ways of knowing and being, 

and shared assets. These assets are influenced by trust, communication, and cooperation.  

The components of nursing workplace social capital described by Read (2013) are 

interrelated with Putnam’s social capital theory.  

Self-confidence and anxiety are placed in the framework as nurses’ personal 

characteristics.  Although it is difficult to measure individual clinical decision-making 

performance collectively across nursing specialties, increased self-confidence and lower 

anxiety improve performance in clinical decision-making (Bandura, 1977).  Anxiety and 

self-confidence have been identified as barriers to clinical decision-making (O’Neill, 

Dluhy, & Chin, 2005).  Low self-confidence and high anxiety in clinical decision-making 

may limit full engagement in decision-making processes (Bandura, 1977) resulting in 
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poor performance.  However, strong self-confidence results in satisfactory performance 

despite high anxiety (Bandura, 1977).  Theoretically, over time, enhanced performance 

experiences result in improved self-confidence and lower anxiety.  Additional personal 

characteristics identified by the literature depicted in the framework included, time 

management skills along with other demographics.   

Structural characteristics identified in the literature include types of transition 

programs, mentorships, management support, unit acuity, and caseloads.  These 

characteristics were included in the framework because there has been a great emphasis 

on the effects of transition programs, mentorships, management support, unit acuity, and 

caseloads on new graduates during the first year of practice.  These structures are highly 

relevant for new graduates as they are an extension of the education preparing them to 

practice in complex healthcare environments.  Quantifying relationships between the 

various personal, structural, and social characteristics and newly licensed registered 

nurses’ decision-making offers the possibility to identify the most important ingredients 

of unit cultures that promote efficient and effective newly licensed registered nurses’ 

decisions.  Understanding such clarified relationships should allow institutions to 

intervene earlier in making personal, structural, and social changes to optimize nursing, 

patient, and organizational outcomes.   
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Figure 1. Conceptual Framework: Impact of Nursing Workplace Environmental 

Characteristics among Newly Licensed Registered Nurses’ Clinical Decision-Making. 
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Significance of the Study 

The number of new nursing graduates has increased from 68,000 in 2001 to more 

than 150,000 in 2012 and in 2013 (U.S. Department of Health and Human Services, 

2014).  Conversely, a significant amount of the nursing workforce is approaching 

retirement age; 53% of the registered nursing workforce is age 50 years or older 

(National Council State Boards of Nursing, 2013).  Additionally, newly licensed 

registered nurses changed jobs after one year and other nurses intend to leave jobs early 

in their careers (Brewer, Kovner, Greene, & Cheng, 2009; Dickerson, Brewer, Kovner, & 

Way, 2007; Kovner, Brewer, Green, & Fairchild, 2009; Larrabee et al., 2003).  Therefore, 

the number of new nurses entering complex work environments, caring for high acuity 

patients with multiple co-morbidities, raises stakeholder concern in the ability to safely 

care for patients.  Patient safety and quality outcomes are valued by multiple agencies 

(American Association of College of Nursing, 1998; Institute for Healthcare 

Improvement, 2016; Institute of Medicine, 2000, 2001, 2003, 2004; The Joint 

Commission, 2016).  Establishing and implementing safety cultures in healthcare 

environments are imperative to patient safety and quality care outcomes.  Therefore, 

studying multifaceted aspects of work communities and how these aspects influence 

newly licensed registered nurses’ decision-making in acute care settings inform changes 

in future nursing practice.  The ideal nursing milieu would produce nurses with high 

decision confidence, low anxiety, expert performance, and high retention rates.  

Understanding social characteristics and their interrelationships with nursing performance 

will help nurses and organizations understand nurse unit culture as it relates to desired 

patient outcomes.   
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Increasing numbers of nursing schools and the large number of new graduates 

entering the workforce create an urgent need to quickly and efficiently bridge the 

preparation-practice gap and transition newly licensed registered nurses from novice to 

expert.  Attempts to meet this need have included transitional nursing programs such as 

orientations, residencies, mentorships, coaching, and additional academic training.  

Ideally, these interventions will promote efficient and effective nursing performance.  

However, these interventions are implemented within nursing social communities.  It is 

uncertain what kind of nursing social communities and what components of these 

communities may help or hinder those interventions originally intended to improve 

efficiency and effectiveness within healthcare organizations.   

The overall goal of this project was to clarify the link between social 

characteristics and newly licensed registered nurses’ perceived confidence in clinical 

decision-making.  The project was innovative in that this was the first attempt to collect 

quantitative evidence identifying the interrelationships, strengths of relationships, and 

social characteristics linked to clinical decision-making performances in newly licensed 

registered nurses.  The aim of this program of research was to improve patient safety and 

enhance patient, nurse, and organizational outcomes.  Additionally, the potential benefits 

of findings from this project are high, as this research identified unit cultures, structural 

characteristics, and social characteristics that will likely enhance nurse retention, job 

satisfaction, and prevent abandonment of the profession.  The large number of expected 

new nurses entering these complex work environments argued for the study of nursing 

communities to illuminate as many facets as possible assisting or hindering transitions of 

newly licensed registered nurses from novice to expert. 
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Definitions of Terms 

Anxiety- Anxiety was identified as an emotional barrier influencing clinical 

decision-making processes.  High anxiety often inhibit performance (Bandura, 1997).  

Bandura (1997) defined anxiety as “a state of anticipatory apprehension over possible 

deleterious happenings… an emotion of fright indexed by physiological arousal or 

subjective feelings of agitation” (p. 137-138).  For this study, anxiety was defined as 

feelings of uneasiness caused by fear of incompetence or unsuccessful performance.  

 Clinical Decision-making- For this study, nurse decision-making was defined as 

high stakes decision-making that occurs under significant time pressure by decision 

makers that have inadequate information, ill-defined goals and procedures, and are 

operating in a dynamic context that requires team coordination (Klein, Calderwood, & 

MacGregor, 1998).   

Mentorship- Mentorship offers guidance and support and has been found to be a 

stress reducer to new graduates (Beecroft, Kunzman, & Krozek, 2001).  For this study, 

mentorship was defined as a one-on-one resource for new graduates within a formal new 

graduate transition program (Rush, et al., 2013).  

Newly licensed registered nurses- Based on the Dreyfus model, newly graduated 

and licensed nurses’ performances are at the advanced-beginner level of skill acquisition.  

Newly licensed registered nurses can “demonstrate marginally acceptable performance” 

(p. 291) and have experience with real situations, or have had those situations pointed out 

by a mentor (Benner, 1984).  Advanced-beginners have enough prior experience to 

recognize aspects of a situation.  However, novice and newly licensed registered nurses 

take in little of the situation because they are focusing on remembering rules to guide 
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their performance.  Because advanced-beginner nurses often have difficulty prioritizing 

patient needs, they need support (with priority setting) in the clinical setting from nurses 

who have reached the competent level of skill acquisition to develop priority-setting 

skills.  For this study, advanced-beginner was defined as newly licensed registered nurses 

practicing for two years or less.  

Personal Characteristics- For this study, as found in the literature, key personal 

characteristics related to newly licensed nurses included self-confidence, stress, anxiety, 

and time management skills.  Other personal demographics included gender, education 

level, age, job tenure, hours worked per week, shift worked, and employment status.  

Self-confidence- Limited self-confidence was identified as a barrier to clinical 

decision-making.  Self-confidence was conceptually defined by Bandura (1997) as 

“beliefs in one’s capabilities to organize and execute the courses of action required that 

produce given attainments” (p. 3).  For this study, self-confidence was defined as a 

realistic belief in one’s own perceived competence in judgements, abilities, and power to 

successfully deal with various situations.  

Social Characteristics- Social capital is defined as norms and networks that 

facilitate collective action for mutual benefit and increased productivity (Putnam, 2000).  

Social characteristics for this study included networks, collaboration (shared knowing 

and assets: bridging/bonding), trust (external and internal), communication, and 

cooperation.  Read (2013) defined nurses’ workplace social capital as “nurses’ shared 

assets and ways of being and knowing that are evident in, and available through, nurses’ 

networks of social relationships at work” (p. 997).  For this study, social characteristics 

were defined as networks of healthcare providers collaborating and communicating 
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shared knowledge and assets while building trust and cooperation to deliver quality 

healthcare safely, effectively, and efficiently.  

Stress- Stress is often perceived as a challenge, threat, or danger resulting from 

one’s internal or external environment and often results from interpersonal relationships 

and performance demands (Taylor, Lillis, & Lynn, 2015).  For this study, stress was 

defined as a “real or perceived imbalance between environmental demands required for 

survival and an individual’s capacity to adapt to these requirements” (Lazarus & 

Folkman, 1984).  

Structural Characteristics- Donabedian’s work on quality improvement for health 

services included structure, process, and outcomes as key components of quality 

healthcare improvements with an emphasis on the context of the situation of interest 

(Donabedian, 2003).  The structural approach included material, human, and 

organizational resources.  For this study, structural characteristics were defined as the 

availability of resources such as management support, transition programs, and 

mentorships provided to newly hired registered nurses.  Other structural components 

included caseload and unit worked by the newly licensed registered nurse. 

 Time management skills- Poorly developed time management skills have been a 

barrier to newly licensed registered nurses transitioning to practice and providing safe 

patient care (Ebright, et al., 2004; Hickey, 2009; Morrow, 2009; Thomas, Bertram, & 

Allen, 2012; Zhong & Thomas, 2012).  For this study, time management skills were 

defined as the ability of nurses to analyze how working hours are spent and the 

prioritization of tasks in order to increasing work performance efficiency and 

effectiveness (Time management, n.d.).   
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Transition Programs- Transition programs may be referred to as transition 

support programs, new graduate programs, residencies, or internships.  Transition 

programs are orientation programs implemented to facilitate and support the development 

and integration of newly licensed registered nurses into the workplace (Rush, et al., 

2013).  Components of these programs generally include didactic education, 

preceptorships/mentorships, and simulation.  For this study, a nurse residency program 

was defined as a series of face-to-face learning sessions and work experiences, scheduled 

during paid time, that occurs continuously over a 12-month period and is designed to 

assist new employees as they transition to their first professional nursing role (American 

Association of Colleges of Nursing, 2008). 

Summary 

 The current and anticipated growth of registered nursing positions has resulted in 

a large number of newly licensed registered nurses entering the workforce.  There is 

concern surrounding newly licensed registered nurses’ readiness to deliver safe, quality 

patient care.  The preparation-practice gap impacts nurse performance and patient 

outcomes.  Solutions to the preparation-practice gap were discussed including 

characteristics of safe work environments.  Supported by the social capital theory 

(Grootaert et al., 2004; Putnam, 2000, & Read, 2013), this study involved a cross 

sectional, descriptive, correlational design to identify relationships between personal, 

structural, and social characteristics of the work environment and the newly licensed 

registered nurses’ perceived confidence in clinical decision-making in acute care nursing 

units. 
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CHAPTER 2 

REVIEW OF THE RELATED LITERATURE 

 

The purpose of this study was to identify relationships between personal, 

structural, and social characteristics of the work environment and newly licensed 

registered nurses’ self-reported clinical decision-making confidence in acute care nursing 

units.  In order to mitigate the preparation-practice gap, it is important to assess social 

factors that are perceived to influence nurses’ transition to practice.  The social factors of 

networks, trust, communication, collaboration, and cooperation were postulated to 

influence newly licensed registered nurses’ performance on acute care nursing units.  In 

this chapter, a discussion of these concepts is provided, including an exploration of 

confidence in clinical decision-making.  A synthesis of the literature around newly 

licensed registered nurses’ preparation-practice gap, safety implications of the gap, and 

solutions to close the gap, along with personal, structural, and social characteristics of the 

nursing work environment was completed followed by a description of inferences for the 

current study. 

Methods for the Literature Review 

 A systematic review of the literature was conducted to compile a synthesis of the 

literature pertinent to the relationship between social capital and clinical decision-making 

used by newly licensed registered nurses’ working in acute care settings.  To identify 

published English language articles related to social capital, a search was conducted 
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through Academic Search Complete, CINAHL, CINAHL Plus, and MEDLINE for the 

last three decades using the following terms, in different combinations, related to social  

communities: work environments, workplace social capital, social capital, employee 

social capital, newly licensed registered nurse, and nursing.  The search rendered 592 

articles.  Omitting duplicates and articles that did not pertain to the identified topic, 

results rendered 56 articles and 12 dissertations regarding newly licensed registered 

nurses and social communities.  The articles were related to nurse job satisfaction, 

retention, residency programs, stress, attitudes, and burnout.  Additional search terms 

included intent to work, transition programs, nursing shortage, safety, confidence, and 

decision-making, which rendered 247 articles.  Forty-four articles pertained to newly 

licensed registered nurses’ work environment.  The search was limited by selecting peer 

reviewed, English only, and dates from 1993-2016.  Selecting English only may have 

excluded some studies of relevance.  Additional searches included dictionary sources, 

books and e-books, e-journals, and relevant websites.  A second search was conducted by 

examining the reference lists of published articles of interest.  A critical analysis of 30 

articles was conducted and information was abstracted for the synthesis of literature.  

Two articles pertained specifically to social capital in healthcare, 19 discussed social 

capital in nursing, and the remainder dealt with analysis and definitions of social capital.  

Although there were articles related to social communities, registered nurses and student 

nurses, articles relating specifically to social communities and newly licensed registered 

nurses transition to practice were lacking. 
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Synthesis of Literature 

The review revealed newly licensed registered nurses’ preparation-practice gap, 

safety implications of the gap, and solutions to close the gap.  However, little attention 

has been given to the impact of the social community on newly licensed registered 

nurses’ transition to practice.  In the following review, personal, structural, and social 

characteristics of the nursing work environment were identified.  Additionally, various 

themes and definitions related to social capital along with social capital dimensions and 

models were explored in terms of transitioning newly licensed registered nurses to 

practice.  Definitions, foci, and implications of social capital theories are presented in 

Appendix B.  Social capital dimensions and models were also explored in detail in the 

following paragraphs along with what is known about social capital within the nursing 

profession.   

Preparation-Practice Gap 

 The preparation-practice gap is the discrepancy between student nurse preparation 

and newly licensed registered nurses’ readiness to practice effectively (Berkow et al., 

2008) in the domains of nursing care including patient assessments, plans of care, 

interventions, and evaluations along with vigilant surveillance to detect errors and 

prevent adverse events (Fero, et al., 2009; Fore & Sculli, 2013; Institute of Medicine, 

2004).  Newly licensed registered nurses have difficulty meeting performance 

expectations in these domains including the ability to independently initiate nursing 

interventions, differentiate urgency, report essential clinical data, anticipate medical 

orders, provide rationales to support decisions, and recognize problems (Fero et al., 

2009).  Recognizing changes in patient conditions, prioritizing, and intervening 
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independently are prominent nursing actions that require critical thinking and decision-

making skills that newly licensed registered nurses are in the process of developing 

(Benner, 1984).  In an effort to overcome the preparation-practice gap and meet required 

standards of care, it is essential newly licensed registered nurses’ access available 

resources to develop personal characteristics such as confidence in critical thinking and 

decision-making skills to deliver efficient high-quality nursing care. 

 Nurse leaders identified critical thinking related to patient care decision-making 

as a critical competency for newly licensed registered nurses to develop (Berkow et al., 

2008).  Any deficit in critical thinking results in failure to identify and prevent anticipated 

clinical deterioration, recognize a situation of deterioration, and nonperformance or 

failure to act in a situation of patient deterioration (Naguszewski, 2015).  These are all 

attributes of failure to rescue and are directly related to failure to initiate and complete the 

nursing process. The nursing process is primary in carrying out nursing duties and newly 

licensed registered nurses must quickly gain the ability to critically think through the 

process, make appropriate patient care decisions, and close the preparation-practice gap. 

Safety Implications of the Preparation-Practice Gap 

Patient safety is “freedom from accidental injury” (Institute of Medicine (IOM), 

2000, p. 18) due to error, “either the failure of a planned action to be completed as 

intended, or use of a wrong plan to achieve an aim” (p. 28).  Nurses are the front-line 

defense against threats to patient safety; patient safety can be directly affected by the 

performance of the nurse (Fero et al., 2009).  Newly licensed registered nurses possess 

limited confidence, critical thinking and clinical judgment along with a need for skill 

acquisition mastery (Cockerham, Figueroa-Altmann, Eyster, Ross, Salamy, 2011; Martin 
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& Wilson, 2011; Welding, 2011) which places them at greater risk for errors than 

experienced nurses (Berkow, et al., 2008).  Increasing risk for error during the first year 

of newly licensed registered nurses’ work career is an international phenomenon 

(Marrow, 2009).  Forty-nine percent of novice nurses are involved in errors of nursing 

care (Smith & Crawford, 2003).  Failure to rescue, falls with injury, medication errors, 

delay of treatment, and patient misidentification are all results of failure to provide front 

line patient safety defense (Fore & Sculli, 2013; Sculli, Fore, Neily, Mills, & Sine, 2011) 

and are identified as errors committed by newly licensed registered nurses (Smith & 

Crawford, 2003).  Following are types of errors, the causes of errors, and potential 

interventions to decrease errors of newly licensed registered nurses commonly reported in 

the literature.  

 Errors most commonly committed by newly licensed registered nurses include 

medication errors, patient falls with injury, and delays in patient care.  Approximately 

75% of newly licensed registered nurses commit medication errors, including intravenous 

medications errors (Smith & Crawford, 2003) with 30% of medication errors related to 

limited critical thinking (Ebright, et al., 2004).  Additionally, 40% of newly licensed 

registered nurses are involved in errors related to patient falls (Smith & Crawford, 2003).  

Failure to administer care in a timely manner, failure to recognize patient deterioration, 

and failure to intervene errors are as high as 37% for novice nurses (Smith & Crawford, 

2003).   

In addition to limited critical thinking, these errors are also attributed to time 

constraints, lack of experience, and inability to prioritize (Morrow, 2009) and may be 

related to caseload and complexity of the case, limited clinical decision-making, and 
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stress (Ebright, et al., 2004; Hickey, 2009).  Newly licensed registered nurses have 

difficulty managing large caseloads with high patient acuity due to time pressures to 

complete work while having little practice experience and difficulty prioritizing patient 

care; difficulty managing large caseloads with limited time to complete work was related 

to 80% of reported errors (Ebright, et al. 2004).  Finally, stress resulting from feelings of 

inadequacy or low self-confidence, may be related to the number of errors committed by 

newly licensed registered nurses (Casey, Fink, Krugman, & Probst, 2004).  Novice nurses 

are often overwhelmed with the amount of complex information that needs to be 

prioritized efficiently and effectively to provide safe quality patient care (Ebright et al., 

2004; Thomas, Bertram, & Allen, 2012).  Additional stress may evolve from experienced 

nurses’ expectations of the newly licensed registered nurse to function as an equal partner 

in patient care (Morrow, 2009).  Newly licensed registered nurses’ difficulty transitioning 

to practice results in stress and anxiety, consequently increasing institutional cost, 

increasing turnover rates, and compromising patient safety (Hickerson, Taylor, & 

Terhaar, 2016). 

Personal Characteristics 

Several personal characteristics of newly licensed registered nurses were 

identified in the literature as barriers to confidence in clinical decision-making and 

closing the preparation-practice gap.  Newly licensed registered nurses limited clinical 

experience and organizational skills result in decreased self-confidence and increased 

stress and anxiety (Kowalski & Cross, 2010) which are barriers to utilizing the nursing 

process and making clinical decisions.  Other personal barriers to newly licensed 

registered nurses’ ability to make clinical decisions and complete the nursing process 
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included, increased workload and responsibilities, new situations, unfamiliar 

environment, and new relationships which also contribute to stress and anxiety (Kowalski 

& Cross, 2010).   

Newly licensed registered nurses often do not feel confident during the first year 

of practice and even after 12 months, they self-report limited competency in skills needed 

to care for unstable patients, participate in codes, and perform intravenous starts (Casey, 

Fink, et al., 2004; Kowalski & Cross, 2010).  Lacking self-confidence results in self-

doubt and limited participation in clinical decision-making (Hagbaghery, et al., 2004) and 

can adversely affect patient care (Cockerman, et al., 2011).  Increased confidence 

influences decisions to experience new activities (Zulkosky, 2009) which may reinforce 

important skills.  Nurses’ self-confidence and competent clinical experiences promote a 

sense of self-efficacy and accelerated decision-making (Hagbaghery, et al., 2004).  Self-

confidence is one’s perception of being able to accomplish a goal and can influence 

choice of activity and increase or hamper motivation (Bandura, 1997; Zulkosky, 2009).  

Personal characteristics of newly licensed registered nurses that have been associated 

with the preparation-practice gap include stress, anxiety, limited self-confidence, 

difficulties with time management, and deficits in critical thinking skills and therefore 

limited clinical decision-making abilities (Casey et al., 2004; Ebright et al., 2004; Hickey, 

2009; Morrow, 2009). 

Structural Characteristics and Solutions to the Gap 

 Structural approaches to healthcare improvement include material, human, and 

organizational resources (Donabedian, 2003).  Various structural initiatives have been 

implemented to enhance newly licensed registered nurses’ readiness for clinical practice 
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and bridge the preparation-practice gap.  To date, on-the-job nurse residency programs or 

preceptor programs have been identified as the most effective solutions to the gap 

(Hickerson, et al., 2016).  Moreover, multiple leaders in nursing and healthcare have 

called for a standardized transition-to-practice program for newly licensed registered 

nurses (Benner, et al., 2010; Goode, Lunn, Krsek, & Bednash, 2009; Hofler, 2008; Joint 

Commission White Paper, 2002; Orsolini-Hain & Malone, 2007).  Specifically, the 

American Association of Colleges of Nursing (AACN) provides an evidence-based 

residency program focused on leadership, patient safety outcomes, and professional 

development (AACN, 2016).  The National Council of State Boards of Nursing 

(NCSBN) developed a flexible evidenced-based transition-to-practice model which is 

applicable to all healthcare settings that hire newly licensed registered nurses and all 

educational levels of nurses (Spector & Echternacht, 2010).  This model promotes a 

preceptor training program and implementation of a strong preceptor-nurse relationship 

over a 6-month transition period with institutional support for one year.   

Successful mentor and resident relationships require time, regular face-to-face 

meetings, and mentor training programs (Kowalski & Cross, 2010).  The benefits of 

nurse transition programs include nurse satisfaction, decreased turnover, and improved 

training (Hickerson, et al., 2016).  Human patient simulation (Kaddoura, 2010), weekly 

didactic sessions and preceptored time, offered by transition programs, enhanced newly 

licensed registered nurses’ confidence, competence, and readiness for practice (Rush, et 

al., 2013).   

Mentorships, preceptorships, and transition programs have been implemented in 

an effort to abate feelings of stress and anxiety and enhance newly licensed registered 
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nurses’ confidence in decision-making.  However, neither state anxiety (induced by 

temporary situations) nor trait anxiety (enduring disposition to feel stress, worry, and 

discomfort) revealed a statistically significant decrease at the end of a 12-month 

transition program and newly licensed registered nurses’ initial state anxiety mean was 

actually found to be higher than other working adults (Kowalski & Cross, 2010).  

However, the data suggest additional supports within the workplace are warranted for 

newly licensed registered nurses. 

During the first year of practice, post orientation education programs, transition 

programs, and specialty internships have been implemented to support newly licensed 

registered nurses increase knowledge and confidence in seeking out patient care 

resources (Cockerman et al., 2011; Messmer, Jones, & Taylor, 2004; Ulrich, et al., 2010).  

These programs accelerated self-confidence and competence and decreased the risk of 

preventable adverse events (Ulrich et al., 2010).  Self-confidence is a personal 

characteristic; however, it is affected by knowledge and social interactions within nursing 

units (Hagbaghery et al., 2004).  Extended orientations along with social opportunities 

within the transition programs successfully enhance newly licensed registered nurses’ 

confidence in decision-making and assist in transitioning newly licensed registered nurses 

into expert clinical practitioners.  

Although transition programs have been developed, these programs are costly, 

depend on strong mentors and preceptors, and are voluntary (Kowalski & Cross, 2010; 

Spector & Echternacht, 2010; Trepanier, et al., 2012).  However, a positive return on 

investment has been reported when transition programs have been implemented 

(Beecroft, et al., 2001; Holfer, 2008; Pine & Tart, 2007).  Furthermore, hospitals 
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implementing established transition programs reported higher retention rates, fewer 

patient care errors, fewer negative safety practices, along with higher competency levels, 

lower stress levels, and better job satisfaction (Spector et al., 2015).  Although Kowalski 

and Cross (2010) reported retention rates of 78%, transition program benefits at 3 and 12 

months included significant increases in communication/leadership skills, yet new 

graduate perceptions of support, patient safety, and professional satisfaction were not 

significantly improved.  Transition programs are costly; however, the benefits may 

outweigh the financial risk.    

Regardless of the increased attention healthcare safety has received and the 

innovation of transition programs, premature deaths associated with preventable harm to 

patients remain high (James, 2013), and nurses are the front-line defense against threats 

to patient safety.  Newly licensed registered nurses, as part of that frontline, need more 

than transition programs to smoothly and efficiently transition to practice (Smith & 

Crawford, 2003).  Investigation of resources situated within the nursing work 

environment is strongly warranted.  

Social Characteristics 

The concept and definition of social capital has evolved over the past 100 years in 

various forms.  Hanifan (1916) did not discuss social capital directly but referred to 

capital in a figurative sense identifying many themes including “good will, fellowship, 

and families who make up a social unit, -the rural community, whose logical center in 

most cases is the school” (p. 78); these themes continued to emerge in later definitions.  

Granovetter (1973) discussed the concept of weak ties and how individuals with weak 

ties to their communities had potential to gain information from other sources; 
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networking and bridging later became themes of social capital.  Loury (1977) introduced 

the idea of community characteristics either supporting or limiting individual human 

capital, suggesting the possibility of negative outcomes of social capital (Castle, 2002).  

Bourdieu’s (1983) theory favored cultural capital but included social capital with a focus 

on group membership and networks providing “each of its members with the backing of 

the collectivity-owned capital, ‘credential’ which entitles them to credit” (p. 248-249).  

Coleman (1988) purported social capital consisted of a variety of entities focused on 

social structures and persons or corporate players working together for a mutual benefit.  

Putnam and colleagues (1993) stressed institutional performance as the outcome of social 

capital and defined it as “features of social organizations, such as trust, norms, and 

networks that can improve the efficiency of a society by facilitating coordinated actions” 

(p. 167).  Lastly, the concept of nurses’ workplace social capital was defined specifically 

for the nursing discipline as “nurses’ shared assets and ways of being and knowing that 

are evident in, and available through, nurses’ networks of social relationships at work” 

(Read, 2013, p. 997).  What is not known is the effect of nursing social capital, including 

trusting networks of nurses communicating, collaborating, and cooperating to improve 

shared knowledge on newly licensed registered nurses’ preparation-practice gap (Putnam, 

et al., 1993; Read, 2013). 

Dimensions of social capital.  Six dimensions of social capital have been 

identified and will be described below: groups and networks, trust and solidarity, 

collective action and cooperation, information and communication, social cohesion and 

inclusion, and lastly empowerment and political action (Grootaert, et al., 2004). 
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Groups and Networks consider member participation in terms of the nature and 

extent of involvement in social organizations and informal networks.  This dimension 

also explores the reciprocity of contributions, diversity of group membership, types of 

leadership selection, and how individual involvement changes over time.  Groups shape 

social capital in organizations creating a sense of membership and commitment.  In turn, 

this membership leads to organizational learning and knowledge development (Cohen & 

Prusak, 2001).  Knowledge is embedded in the organizations networks and communities; 

knowledge encompasses a group’s tacit skills, assumptions, and worldviews (Cohen & 

Prusak, 2001).  

Nurse leaders called for creating nursing networks in which cooperation and 

coordination fosters exchanges of information and resources (Hofmeyer & Marck, 2008).  

Nurses’ workplace social networks include relationships with other nurses and other 

healthcare professionals which allow access to shared assets including support, 

cooperation and teamwork, information and opportunities (Read, 2013).  In theory, 

promoting a culture of network connectivity augments relationships between newly 

licensed registered nurses and experienced nurses, therefore fostering mentorships and 

allowing newly licensed registered nurses access to information and resources needed to 

achieve shared patient safety goals.  Therefore, identifying the presence or absence of 

member participation in shared knowledge, cultural behaviors, and values may be 

beneficial in assisting newly licensed registered nurses develop self-confidence and 

decrease anxiety in decision-making processes. 

 The Trust and Solidarity dimension not only explores generalized trust, but also 

explores trust in specific types of people such as individuals within communities.  Trust 
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is the key to social capital (Cohen & Prusak, 2001; Putnam, et al., 1993).  Organizational 

cooperation depends on trust (Cohen & Prusak, 2001); greater levels of trust lead to 

greater likelihood of cooperation and the process is cyclical in that the cooperation itself 

builds trust (Putnam, et al., 1993).  Organizational social capital includes “trust, mutual 

understanding, and shared values and behaviors that bind the members of human 

networks and communities and make cooperative action possible” (Cohen & Prusak, 

2001, p. 4).  Trust leads to enhanced nurses’ workplace social capital, positive 

relationships, and colleagues freely offering resources to others such as time, support, and 

information (Read, 2013).  Strong nursing social networks build a culture of trust, 

resilience and solidarity (Read, 2013).  Trust, cooperation, and shared values benefit 

organizations by improving shared knowledge (Cohen & Prusak, 2001; Read, 2013).  It is 

important to identify whether nurses trust others on the unit and outside the unit, such as 

hospital executives and clinical leaders within the organization (Hofmeyer, 2013).  

Newly licensed registered nurses’ level of support and uptake of experiential knowledge 

may be affected by the level of trust within nursing units and the organization as a whole.  

Lack of trust results in loose network ties and loss of shared knowledge that is so 

important in decision-making and achieving positive patient outcomes. 

 Collective Action and Cooperation explores whether individuals work together 

with others in their community on projects or during a crisis at the unit or organizational 

level.  Voluntary cooperation in organizational goals, mission and purpose yields shared 

norms and patterns of reciprocity which in turn produces an organizational infrastructure 

necessary to overcome dilemmas of collective action (Putnam, et al., 1993; Read, 2013).  

Networks and trust facilitate collective decision-making and implement collective action 
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(Grootaert & van Bastelaer, 2002).  Collective action and cooperation have the potential 

to streamline decision-making during critical patient situations while simultaneously 

building trust.  The dimension of collective action and cooperation may allow nurse 

leaders to collaborate with unit managers regarding problems at the unit and organization 

levels, determine the extent of nurse cooperation to resolve the problems, identify barriers 

preventing nurses to work together, and hold meetings that transect departments 

streamlining decision-making regarding patient care (Hofmeyer & Marck, 2008).  These 

strategies may also build trust and a culture of cooperation, which is an environmental 

characteristic that is desired by newly licensed registered nurses.     

 Information and Communication examines how participants receive information 

and how much access they have to communication infrastructures.  Communication is a 

pre-existing condition for nurses’ workplace social capital and includes the exchange of 

information, ideas, and emotions necessary for building relationships and sharing assets 

(Read, 2013).  It is imperative nurses are able to access the information needed to provide 

safe patient care (Hofmeyer, 2013).  Additionally, effective communication behaviors 

between shifts during nursing handover provides nurses with knowledge needed to make 

patient care decisions (Kitson, Athlin, Elliott, & Cant, 2014).  Moreover, access to 

information and effective communication among healthcare professionals promotes 

collaborative clinical decision-making (Gillespie & Paterson, 2009).  Gillespie and 

Paterson’s (2009) clinical decision-making framework supports the importance of newly 

licensed registered nurses’ ability to engage patients and others in discussions of patient 

care in order to identify and evaluate decision-making processes. 
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 Social Cohesion and Inclusion explores forms of division and differences within 

the community, management of these differences, and group exclusion from key public 

services.  This dimension provides information regarding the internal divisiveness or 

cohesiveness of a community.  Social cohesion is a:  

state of affairs concerning both the vertical and horizontal interaction among 

members of society as characterized by a set of attitudes and norms that includes 

trust, a sense of belonging and the willingness to participate and help, as well as 

their behavioral manifestations. (Chan, To, & Chan, 2006, p. 290) 

Nurses must feel comfortable addressing patient care decisions among themselves and 

other disciplines involved in patient care.  Social cohesion and inclusion may also be 

fostered by respecting diversity and encouraging tolerance (Hofmeyer & Marck, 2008).  

Nurses’ workplace social capital supports a culture of shared values, understandings, 

beliefs, practices, social norms, and vision (Read, 2013).  Workplace social capital is an 

evolving process as resources are exchanged and relationships are developed over time 

(Read, 2013).  Respect for diversity, social cohesion, and inclusion may be encouraged 

by regular unit celebrations, professional sharing of values and practices, and 

opportunities to allow nurses to voice differences in values (Hofmeyer & Marck, 2008).   

 Empowerment and Political Action provide information related to individuals 

control over factors directly affecting their well-being.  This dimension examines 

individuals’ sense of happiness, personal efficacy, and influence over local and political 

activities.  Nurse empowerment is a valuable resource that promotes work effectiveness 

and high-quality patient care (Laschinger & Read, Wilk & Finegan, 2014).  
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 Of these six social capital dimensions, this study stressed the importance of 

networks, collaboration, trust, communication and cooperation within nursing work 

environments and how each of these dimensions relate to newly licensed registered 

nurses clinical decision-making abilities.  Effective communication is foundational to 

exchanging knowledge and sharing resources needed to make collaborative patient care 

decisions.  Knowledge is embedded in nursing networks and has the potential to be 

shared throughout these networks to promote higher quality patient care delivery.  

Cooperation promotes shared knowledge and skill among nurses and other healthcare 

professionals, which in turn, offers resources for newly licensed registered nurses and 

builds confidence in decision-making abilities.  Over time, trusting relationships develop, 

binding nursing networks together leading to greater cooperation and comfort in sharing 

knowledge resources among members of the network, further facilitating collaborative 

decision-making regarding patient care.  Connecting members of an organization 

enhances knowledge sharing of patient care delivery resulting in better decision-making 

outcomes than when decisions are made alone without the perspectives and knowledge of 

others (Hofmeyer & Marck, 2008).   

Social capital models.  Nahapiet and Ghoshal’s (1998) model explored social 

capital in terms of creating intellectual capital and identified three other components of 

social capital: structural, relational, and cognitive dimensions.  Structural dimension of 

social capital refers to the linkage among organizational members as a whole, including 

closely connected members, or those members who are separated by levels of hierarchy.  

Relational social capital is concerned with cooperating and reciprocating interactions 
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among members.  Cognitive social capital refers to shared knowledge and understanding 

among members.   

Based on Nahapiet and Ghoshal’s (1998) dimensions of social capital, DiCicco-

Bloom et al., (2007) developed a model of social capital for practice settings to enhance 

relationships, promote organizational success, and improve patient care outcomes.  The 

authors promoted bonding and bridging via integration of registered nurses as facilitators 

of social capital into the work of primary care practices, thus adopting a network 

approach to healthcare reform.  Dimensions, attributes, and operational definitions were 

also developed. 

Previously, Putnam (2000) distinguished bonding and bridging; both structures 

may have powerful positive social effects.  Bonding social capital creates strong ties 

within groups which builds loyalty among homogenous groups, including work 

colleagues (Putnam, 2001).  Bridging social capital fosters relationships with others that 

do not share the same characteristics, or exclusive groups.  Bridging incorporates 

interactions between groups of different positions such as physicians and nurses.  

Connecting members of an organization through bonding and bridging offers opportunity 

to allow information to flow between individuals of different levels, thus supporting 

collaborative knowledge and decision-making while improving desired patient care 

outcomes.  When members connect, perspectives and knowledge about patient care are 

shared resulting in a comprehensive picture of the situation.  It is important to understand 

the connectivity between individuals within an organization and how connectivity 

reinforces homogenous and exclusive groups, in turn comfort and support is provided 

(DiCicco-Bloom et al., 2007).  Bridging nurse perspectives and knowledge with other 
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healthcare providers’ perspectives and knowledge enhances understanding of the patient 

situation resulting in better decision-making processes than when decisions are made in 

isolation.  Nurse leaders suggested nurses are in positions to promote social capital 

bridging, connecting nurses with organizational missions to foster evidence-informed 

decision-making and improved healthcare (Hofmeyer & Marck, 2008).   

Three attributes of relational social capital as it relates to practice settings include 

reciprocating, cooperating, and trusting (DiCicco-Bloom et al., 2007).  Reciprocity is a 

valuable concept of social capital and is fostered by civic engagement (Putnam, 2000).  

Good citizenship in the work setting is an efficient and effective organizational process; 

favors are extended because it is known that favors will be reciprocated (DiCicco-Bloom 

et al., 2007).  Moreover, cooperating with others within the organization builds trust.  

Trust is the result of “cooperating and reciprocation over time” (DiCicco-Bloom, 2007, p. 

E18).  Previous models of care focused on individuals as the sole decision-makers, where 

DiCicco-Bloom’s model promotes bonding, bridging, reciprocating, cooperating, and 

trusting others within the organization to make decisions, thus providing a better 

understanding of relationships among healthcare providers improving decision-making 

and desired patient care outcomes. Social capital theory proposes that positive social 

capital achieved thru interpersonal connections and networks improves individual and 

organizational effectiveness.   

In summary, models of social capital were presented, Nahapiet and Ghoshal’s 

model related to structural, relational, and cognitive dimensions of social capital, while 

DiCicco-Bloom’s model focused on practice settings enhancing patient care outcomes via 

bonding and bridging relationships.  Much like Nahapiet and Goshal’s model, DiCicco-
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Bloom’s model emphasized bonding and bridging relationships as a method to reform 

healthcare, where reciprocity and cooperation among and between groups of healthcare 

workers build trust resulting in organization success and improved patient outcomes.  

Implementation of social capital concepts promotes shared knowledge and understanding 

among members, this includes members across disciplines, allowing a more complete 

picture of the patient and collaboration in patient care decision-making.  

Nursing social capital models.  Gillespie and Paterson’s (2009) situated clinical 

decision-making model highlights the contextual nature of decision-making; decisions 

will be influenced by the uniqueness of the situation.  The model supports nurses making 

decisions under uncertain dynamic circumstances with time restraints and limited 

information.  The model also describes the process of identifying, assessing the situation, 

and making a decision to take action, all the while acknowledging the importance of 

collaboration in the decision-making processes within the organizational and unit levels.  

Gillespie and Paterson’s decision-making framework highlights the context of the 

situation, uncertain environments, time restrains, shifting patient care goals, and 

collaborative decision-making.  This framework supports the notion that knowledge, 

thinking, and decision-making occur within the situational and environmental context.  

Gillespie and Paterson (2009) proposed a situated clinical decision-making 

framework for novice nurses with a focus on contextual factors that affect clinical 

decision-making.  These factors included micro, meso, and macro levels.  The micro 

level encompassed the nurse-patient relationship, while the meso level incorporated the 

nursing unit, healthcare agency, or institution.  The macro level involved society, 

government, and profession influences on clinical decision-making.  The micro level 
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nurse-patient relationship is an important part of patient-centered care; a trusting 

relationship is developed and decisions are made based on patient values and preferences.  

In addition to the nurse-patient relationship being foundational to clinical decision-

making, other meso level concepts include group cohesion, communication, and 

collaboration within and among nursing units and healthcare institutions.  Furthermore, 

on the macro level, professional organizations provide ethical considerations that may 

also affect clinical decision-making.  Therefore, decision-making does not occur in 

isolation but within the micro, meso, and macro levels in which newly licensed registered 

nurses’ work.  

Gillespie and Paterson’s framework of situated clinical decision-making identified 

meso level context which is influenced by the extent of group cohesion, communication, 

collaboration, empowerment, and trust within the work environment.  The value of group 

networks for knowledge and information sharing, collaboration, and job satisfaction 

emphasizes the importance of investing in interpersonal connections, or networks, to 

effectively produce organizational returns (Cohen & Prusak, 2001).  Positive social 

capital achieved through interpersonal connections and networks improves individual and 

organizational effectiveness (Putnam, et al., 1993; Cohen & Prusak, 2001).  Much like 

social capital theory, Gillespie and Paterson’s framework stressed the existent 

interpersonal environment and the importance of communication, collaboration, and 

context within clinical decision-making.  Gillespie and Paterson’s framework and the 

social capital theory both encompass the context or situation in which clinical decisions 

are made.   
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Within the Gillespie and Paterson (2009) framework, knowledge from the nursing 

profession, self, and complex patient situations informs nurses’ clinical decision-making 

processes.  Nurses use foundational knowledge to anticipate potential patient 

complications allowing for early detection and possible prevention of patient problems.  

Nurses must also have the skill to gain new knowledge related to individual patient care 

situations.  The implementation of this knowledge in clinical decision-making includes 

knowing the professional standards of nursing practice, knowing strengths and weakness 

of self, knowing normal patterns of the case, knowing the client’s baseline data and 

responses to treatment, and knowing the person in terms of the individuals past medical 

history, personal preferences, support systems, and resources (Gillespie & Paterson, 

2009).  Knowing the profession, self, case, client and person are all integral to nurses 

following the nursing process and making appropriate patient care decisions.   

Creative anticipatory thinking includes several phases of the clinical decision-

making process that may inform and be informed by one another (Gillespie & Paterson, 

2009).  Similar to the phases of the nursing process, Gillespie and Paterson’s (2009) 

phases include cues (assessment data), judgments (planning), decisions (interventions), 

and evaluation of outcomes.  Cues are gathered from communicating with patients, 

family members and other healthcare professionals, assessment data, documentation, and 

nurses’ intuition.  Gillespie and Paterson (2009) used Benner and colleagues (1996) 

model to define nursing intuition as “experience-based knowledge arising from 

recognition of particular patterns of patient cues or discrepancies within anticipated 

patterns” (p. 167).  Judgment is defined as “the best conclusion a nurse can reach at a 

point in time, given the information available” (Gillespie & Paterson, 2009, p. 167).  A 
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decision requires forming a judgment and determining a course of action (Gillespie & 

Paterson, 2009).  The decision can be either to act or wait and watch.  Waiting and 

watching is recognized as a conscious decision by the nurse.  However, the nurse must 

also be able to distinguish between the two and make a decision to collaborate with 

others when the outcome of waiting and watching is uncertainty.  The decision to act is 

based on safe, appropriate, and ethical care influenced by the context of the situation.  

Lastly, much like the final phase of the nursing process, an evaluation of outcomes is 

necessary to determine the effectiveness of decisions.  Based on the evaluation, nurses 

may return to the iterative decision-making process or collaborate with another healthcare 

professional.  Implementation of Gillespie and Paterson’s situated clinical decision-

making framework may help newly licensed registered nurses quickly develop features of 

an expert nurse and assist in enhancing the safety and quality of healthcare delivery. 

Hofmeyer and Marck (2008) outlined the role of social capital as a theoretical 

approach to study and manage safe quality healthcare systems; the goals were to enhance 

the five dimensions of social capital at the unit, team, organizational, and system levels to 

create collaborative evidenced-informed healthcare cultures to promote safe patient care.  

These dimensions are similar to Gillespie and Patterson’s (2009) model where knowledge 

and thinking occur within the situational and environmental context of micro (nurse-

patient relationship), meso (unit, agency, or institution), and macro levels (society, 

government, and profession).  The social communities in which newly licensed registered 

nurses work could be strengthened by fostering trust, solidarity, cooperation, collective 

action, information exchange, and inclusive teams therefore creating cultures to promote 

safe patient care delivery (Hofmeyer & Marck, 2008).  Gillespie and Paterson 
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emphasized the importance of collaborative clinical decision-making across all levels of 

care.  Decision-making should not occur in isolation but within and among all disciplines 

involved in patient care.  Furthermore, improvements in communication and 

collaboration within the context of the situation may assist newly licensed registered 

nurses to quickly advance to expert nurses providing safe quality healthcare. 

Social capital in nursing.  In recent studies, social capital has been related to job 

satisfaction, intent to stay in nursing, clinical risk management and quality nursing care, 

nurse burnout, and emotional exhaustion.  Social capital as a predictor of job satisfaction 

and intent to stay in nursing has been the focus of several nurse researchers nationally 

and internationally (Budin, Brewer, Chao, & Kovner, 2013; Ishihara, Ishibashi, 

Takahashi, & Nakashima, 2014; Kramer, Halfer, Maquire, & Schmalenberg, 2012; 

Sheingold, 2009; Sheingold & Sheingold, 2013; Strӧmgren, Eriksson, Bergman, & 

Dellve, 2016; Unruh & Nooney, 2011; Unruh & Zhang, 2014).  Overall findings 

suggested social capital has a significant impact on intention to stay in nursing and job 

satisfaction.  Additionally, clinical risk management and quality nursing care have also 

been examined regarding the value of social capital within nursing (Ernstmann, et al., 

2009; Laschinger, et al., 2014).  Findings suggested improved clinical risk management 

was associated with higher social capital and unit level social capital had significant 

effects on unit effectiveness.  Furthermore, nurses’ perceptions of quality care were found 

to be accurate indicators of actual quality in healthcare.  Lastly, importance has been 

placed on social capital and nurse burnout and emotional exhaustion (Farahbod, Chegini, 

Eramsadati, & Mohtasham-Amiri, 2015; Kowalski & Cross, 2010).  An inverse 

association between social capital and nurse burnout was discovered.  Similar to other 
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researchers, Farahbod and colleagues (2015) suggested improved working conditions and 

promotion of social capital dimensions among nurses would be beneficial.  Although 

prior researchers have addressed barriers and success to supportive work environments, 

the assessments were related to nurses in various stages of their careers while little 

research has been noted on newly licensed nurses’ work environments.  Nor did the 

literature discuss the effects of social capital on newly licensed registered nurses’ clinical 

decision-making.  

Social capital influences on healthcare organizational commitment, customer 

service, nursing shared knowledge, patient safety, and personal and professional benefits 

for nurses have been studied globally.  Hsu, Chang, Huang and Chiang (2011) surveyed 

797 nurses in Taiwan to examine registered nurses’ perceptions of social capital, 

organizational commitment, and customer oriented prosocial behavior.  Findings 

indicated nurses’ perceptions of social capital significantly impacted the extent of 

organizational commitment and customer-oriented prosocial behavior.  Additionally, 

Chang, Huang, Chiang, Hsu, and Chang (2012) also studied the influence of social 

capital on knowledge sharing among registered nurses and the impact on patient safety.  

Specifically, trust and shared vision were found to have direct effects on knowledge 

sharing in an organization, which was significantly and positively associated with patient 

safety.  Social capital effects on the healthcare environment have an international 

presence which highlights the importance of enhancing the concept among nurses and 

within healthcare organizations to improve the quality and safety of healthcare delivery.  

 Most of the studies related to social capital and the nursing profession have been 

specific to registered nurses with minimal attention devoted to student nurses.  However, 
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Taylor (2012) purported student nurses lack social, academic, and professional 

integration and individual student social capital development within the university 

community facilitated student success.  Furthermore, in an effort to support community 

building and a sense of belonging in an on-line academic learning environment, 

Sheingold, Hahn, and Hofmeyer (2013) introduced community social capital to a cohort 

of graduate nursing students (n= 97).  Students were positive toward social capital 

concepts in distance learning environments, worked well with others on projects, and the 

average social capital increased among the participants.  Increasing social capital and a 

sense of student connectedness was found to enhance learning and academic success.  

Nursing Work Environments 

Numerous concerns associated with hospital and patient outcomes have been 

studied in terms of nursing work environments including nurse staffing, level of 

education, retention, job difficulty, job demands and satisfaction, patient load and acuity, 

and incivility (Aiken, et al., 2008; Budin, et al., 2013; Carthon, Kutney-Lee, Jarrin, 

Sloane, & Aiken, 2012; Duffield et al., 2011; Glance, et al., 2012; Sheingold, 2009; 

Unruh & Zhang, 2014).  While work environment studies include some social 

components like group cohesion and teamwork, this area of research has not emphasized 

the social nature of the work environment.  Most studies reflect barriers to supportive 

work environments.  Hayhurst, Saylor, and Stuenkel (2005) examined work 

environments that enabled nurses to provide high quality patient care while enhancing 

self-esteem, job satisfaction, and organizational capital; they concluded less work 

pressure, greater peer cohesion, greater autonomy, and supervisor support enhanced nurse 

retention.  Additionally, projects to increase nursing job satisfaction and retention rates 
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have been successfully implemented; self-care activities such as sufficient breaks, 

serenity areas, and other fun activities were implemented, while additionally creating a 

culture of change, promoting a reduced stress environment, and establishing reward 

programs (Brunges & Foley-Brinza, 2014).   

Fewer researchers have focused on the work environments of newly licensed 

registered nurses.  As with studies concerning nurses of tenure, researcher regarding 

newly licensed registered nurses’ work environments focused on intent to leave and job 

satisfaction (Ishihara, et al., 2014; Unruh & Nooney, 2011).  Causes of dissatisfaction and 

intent to leave included incorrect guidance, organizational rules, job pressures, and lack 

of support.  Researchers concluded important factors in job satisfaction and retention 

included improvements in adequate orientations, appropriate patient load and work hours, 

job control (empowerment), tenure, and colleague and supervisor support (Ishibashi et 

al., 2014; Read & Laschinger, 2015; Unruh & Nooney, 2011; Unruh & Zhang, 2014).   

Incivility was also addressed within the work environment of newly licensed 

registered nurses (Budin et al., 2013).  Budin and colleagues purported newly licensed 

nurses are vulnerable to verbal abuse from nurse colleagues.  Results indicated the 

participants worked in non-magnet hospital settings, and had lower job satisfaction, 

organizational commitment, autonomy, and intent to stay.  Kramer, Halfer, Maguire, and 

Schmalenberg (2012) examined the effects of healthy nursing work environments and 

nurse residency programs on newly licensed registered nurses (n= 5,316) retention rates.  

While there were no differences in retention rates by educational level nor clinical unit 

patient population, retention rates of newly licensed registered nurses were found to be 

highly dependent on the quality of the clinical work environment.  Nursing units 
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possessing healthy workplace environments mitigated undesirable structural and personal 

outcomes such as burnout, poor job satisfaction, and inefficient work performance.  

These researchers further supported the need to enhance nursing work environments in 

order to retain newly licensed nurses.  While research regarding newly licensed registered 

nurses’ work environments has been investigated, the outcomes continued to include 

intent to stay and job satisfaction; the effects of the work environment on newly licensed 

registered nurses’ clinical decision-making performance has not been addressed.  

In summary, researchers have examined barriers to retaining newly licensed 

registered nurses, however little attention has been given to the social aspects of the 

clinical environment and how it effects nurse performance and patient outcomes.  In light 

of the heighten concern around nurse burnout, patient safety, and nurse attrition rates 

resulting in increased cost to healthcare organizations, studies regarding the work 

environments of newly licensed registered nurses are needed and the work environments 

are indeed in need of reform (Pellico, Brewer, & Kovner, 2009).   

Transition programs.  In an effort to improve the quality of the clinical work 

environment for newly licensed registered nurses, with the intention of retaining nurses, 

healthcare organizations have concentrated on transition programs.  Transition programs 

focus on practice education, classroom education, and leadership.  However, to enhance 

newly licensed registered nurses’ clinical decision-making performances and patient 

safety, it is not sufficient to focus only on enhancing knowledge and leadership skills.  

Patient safety is directly affected by the performance of nurses and newly licensed 

registered nurses lack the experience needed to develop critical thinking skills necessary 

to make confident decisions regarding patient care and must often rely on other 
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knowledge resources to assist in iterative decision-making processes.  Furthermore, 

personal characteristics such as stress and anxiety, lack of confidence in independent 

decision-making abilities, and limited critical thinking skills resulting in poor decision-

making are directly related to errors in healthcare delivery.  Newly licensed registered 

nurses are often overwhelmed with the complexity of care and lack time management 

skills to efficiently and effectively manage patient care delivery.  Newly licensed 

registered nurses’ must have access to available resources to develop critical thinking and 

decision-making skills and efficiently deliver high quality nursing care. This study 

proposed these resources may be found within the social communities in which newly 

licensed registered nurses work.   

From the review of literature described in this chapter, it is worrisome social 

communities have not been studied closely in relation to newly licensed registered 

nurses’ performance and ability to provide expert nursing care.  Resources may need to 

be spent in this direction, for social characteristics may be of far more importance than 

has been recognized.  Although the following seems intuitively correct, it has only been 

described in models.  Networks of trusting relationships lead to shared knowledge, time, 

and support among colleagues, which promotes quality patient care delivery.  

Cooperation builds trust and fosters communication among colleagues which also 

improves shared knowledge, builds a culture of reciprocity, and streamlines decision-

making in critical situations.  Communication is necessary to build workplace social 

communities allowing for exchange of knowledge, promoting collaborative clinical 

decision-making, resulting in safe patient care delivery.  Sharing knowledge resources 

within social communities may efficiently and effectively assist newly licensed registered 
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nurses to quickly gain critical thinking abilities which enhance decision-making abilities 

and close the preparation-practice gap. 

Newly Licensed Nurses’ Decision-Making 

Terms such as clinical decision-making, clinical judgment, clinical reasoning, 

critical reasoning, and critical thinking have all been used to express nurses’ decision-

making processes (Benner, Tanner, & Chesla, 2009).  Gerdtz and Bucknall (1999) 

differentiated between critical thinking and clinical decision-making; critical thinking is 

concerned with the analysis of data, whereas a clinical decision deals with how data is 

used in the process of delivering care.  Benner, Sutphen, Leonard, and Day (2010) 

defined clinical reasoning as the “ability to reason about a clinical situation as it unfolds, 

as well as about patient and family concerns and context” (p.46.).  Furthermore, clinical 

reasoning “involves assessing the immediate history in order to account for changes in 

the patient’s current condition, combined with reasoning across real-time transitions as 

the patient’s conditions and concerns continue to evolve” (Benner, et al., 2010, p. 57).  

Clinical reasoning refers to the processes by which nurses and other clinicians make their 

judgments (Tanner, 2006).  This process includes both the deliberate process of 

generating alternatives, weighing them against the evidence, and choosing the most 

appropriate action.  Levett-Jones et al., (2010) defined critical reason as a “logical 

processes by which nurses collect cues, process information, come to an understanding of 

patient problems or situations, plan and implement interventions, evaluate outcomes, and 

reflect to learn from the process” (p. 516).  Clinical judgment is an “interpretation or 

conclusion about a patient’s needs, concerns, or health problems, and/or the decision to 

take action (or not), use or modify standard approaches, or improvise new ones as 
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deemed appropriate by the patient’s response” (Tanner, 2006, p. 204).  Additionally, 

clinical judgment was also defined as “the best conclusion a nurse can reach at a point in 

time, given the information available” (Gillespie & Paterson, 2009, p. 167). These 

authors all called for an emphasis on clinical reasoning involving multiple ways of 

thinking.  However, the lack of consistency in terminology may cause confusion resulting 

in difficulties defining nursing knowledge.   

While critical thinking is an essential component of clinical decision-making, this 

study focused on Klein, Calderwood, and MacGregor’s (1998) definition of decision-

making.  A decision requires forming a judgment and determining a course of action and 

the decision can be either to act or wait and watch (Gillespie & Paterson, 2009; Tanner, 

2006).  Waiting and watching is recognized as a conscious decision by the nurse.  

However, the nurse must also be able to distinguish between the two and make a decision 

to collaborate with others when waiting and watching is an outcome of uncertainty 

(Gillespie & Paterson, 2009).  The decision to act is based on safe, appropriate, and 

ethical care influenced by the context of the situation.  

Hoffman, Aitken, and Duffield (2009) described the differences between novice 

and expert nurses in types of cues selected and how cues were clustered together when 

making clinical decisions for postoperative patients.  Findings suggested expert nurses 

collected more cues than novice nurses, clustered more cues together, and were more 

proactive in collecting relevant cues when anticipating patient problems and making 

patient care decisions.  Newly licensed registered nurses need expert nurses to explain 

and demonstrate cue collecting and clustering to gain expertise in clinical decision-

making.  Furthermore, this study supports the need for experienced nurse 
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preceptors/mentors and collaboration of clinical knowledge to assist novice nurses in 

gaining expert clinical decision-making processes. 

Inferences for Current Study 

The profession of nursing has placed an emphasis on solutions to the preparation-

practice gap which primarily include transition-to-practice programs.  However, research 

shows that even after participating in these programs, newly licensed registered nurses 

experience stress and anxiety while at work and have increased risk to patient care errors.  

Identifying relationships between personal, structural, and social characteristics of the 

work environment and the newly licensed registered nurses’ self-reported clinical 

decision-making in acute care nursing units may offer solutions to the preparation-

practice gap.  Most studies have focused on the implementation of transition programs to 

enhance job satisfaction and nurse retention.  Yet few studies have documented 

environmental social community factors affecting nursing confidence in clinical decision-

making and the ability to provide safe patient care while transitioning into expert 

practitioners.  The purpose of this study is to address the gap observed in the nursing 

literature. 

Summary 

In this chapter, research literature around the personal, structural, and social 

characteristics of newly licensed registered nurses’ transition to practice has been 

reviewed.  It is clear from the existing literature that newly licensed registered nurses 

commit a large number of errors, lack confidence, experience stress and anxiety and need 

help navigating the preparation-practice gap.  This gap is largely due to limited 

experiential knowledge necessary to critically think through the nursing process and 
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effectively make patient care decisions based on this process.  The current solutions to 

the preparation-practice gap are costly transition programs and mentored clinical 

experiences within a social peer network providing necessary support.  While work 

environment research seems to endorse collaboration and teamwork to improve 

organizational outcomes like registered nurse retention and job satisfaction, attention to 

the social nature of nursing work, especially to build shared knowledge for newly 

licensed registered nurses, has been minimally explored.  Building this necessary shared 

clinical knowledge depends on collaboration with and the cooperation of other nurses and 

healthcare professionals.  Higher social capital has been associated with knowledge 

sharing leading to improved patient safety.  Therefore, the social nature of closing the 

preparation-practice gap for newly licensed registered nurses seems to be a critical factor 

previously ignored.  In order for newly licensed registered nurses to provide efficient, 

effective, quality healthcare, social community factors need to be identified and strategies 

need to be implemented which provide novice nurses with expert clinical decision-

making skills needed in caring for today’s high acuity patients in the context of 

ambiguous information, severe time constraints, and serious consequences for decision 

failure.  This study examined the associations between demographic, personal, structural, 

and social characteristics of the work environment and newly licensed registered nurses’ 

confidence in clinical decision-making in acute care nursing units. 
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CHAPTER 3 

 METHODOLOGY 

 

This chapter describes the methods used in the study.  The research design, 

setting, sample, instrumentation, procedures, and data analysis plan are presented.  

Ethical considerations for the protection of human subjects are described.  

Research Design 

A cross sectional descriptive correlational design was used to examine 

relationships between demographics, personal, structural, and social characteristics of the 

work environment and newly licensed registered nurses’ perceived confidence in clinical 

decision-making in acute care nursing units.  Putnam’s (2000) social capital theory, 

Grootaert and colleagues (2004) six components of social capital along with Read’s 

(2013) analysis of workplace social capital in nursing was utilized as a framework for this 

study.  Relationships between demographics, personal, structural, and social 

environmental characteristics and newly licensed registered nurses’ clinical decision-

making were examined.  Participants completed a survey including measures of 

demographics, personal, structural, and social constructs.  Descriptive demographic and 

job characteristic data included gender, education level, age, job tenure, employment 

status, shift and hours worked/week.  Additionally, personal characteristics included self-

confidence, stress, anxiety, and time management skills.  Structural characteristics 

included transition program provided (type and length) along with mentorship, 

management support, hospital unit worked, and caseload.  The social variables included 
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networks, collaboration of shared knowledge and assets (bridging/bonding), trust 

(external/internal), communication, and cooperation.  Institutional review board (IRB) 

approval was obtained prior to implementation of the study.   

Setting, Sample, and Sampling Methodology 

The setting was not a specific physical location but involved a broad web-based 

approach to recruit nurses from any acute care setting within the 50 United States (U.S.).  

“Acute care includes any care delivery setting used to treat sudden, unexpected, urgent or 

emergent episodes of injury and illness that can lead to death or disability without rapid 

intervention” (Bulletin of the World Health Organization, 2013, p. 313-388).  This 

included emergency medicine, trauma care, acute care surgery, critical care, urgent care 

and short-term inpatient stabilization (Bulletin of the World Health Organization, 2013).   

As reported, even after 12 months of practice, newly licensed registered nurses 

identified limited competency in skills needed to efficiently and effectively deliver       

patient care (Casey, et al., 2004).  Therefore, the sample included registered nurses who 

received licensing within two years of the study and were currently working in direct 

patient care.  Additionally, to participate in the study, individuals were required to have 

easy access to, and comfort with, a computer and the internet.  Nurses in manager roles 

were excluded from participating in the study.   

First, participants were recruited by sharing the web-based on-line survey link 

with colleagues in the clinical settings that have contact with new graduates.  Web 

networking such as Facebook, twitter, LinkedIn, Nurse Network, and e-mailing was 

utilized to reach participants.  The link was concurrently shared via social media accessed 

through an active web link advertised with Facebook.  Additionally, the link was 
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disseminated via email to nurses within states that offered free email listservs.  

Advertising links placed on web sites have less than 1% return rate (Birnbaum, 2004), 

therefore snowball sampling, which involves initial participants recruiting other 

participants who meet the eligibility criteria, was utilized (Polit & Beck, 2012).  

Participants assisting with recruiting directed recruits to the survey link.  Snowballing via 

social media allows for quick gathering of large data sets and is cost efficient (Spence, 

Lachlan, & Rainear, 2016). 

After four weeks, the amount of complete data was evaluated and a second phase 

of recruitment was conducted in hospitals within a 60-mile radius of the researcher.  To 

avoid spam emailing, cooperation of relevant hospital organizations was sought and 

dissemination of the survey via e-mail was requested (Birnbaum, 2004). 

Selecting participants from social media increases generalizability by recruiting a 

broader cross section of the population of interest.  Recruiting participants via social 

media also allows easy access to obtain large sample sizes (Birnbaum, 2004).  Other 

advantages include low cost and faster turnaround (McDonald & Adam, 2003).  

Additionally, online participants complete more questions in comparison to those 

completing postal surveys.  Disadvantages maybe related to non-delivered online 

questionnaires via e-mail and data collected online may result in incomplete data 

(McDonald & Adam, 2003).  Furthermore, data could be collected on ineligible 

participants; in this study, caution was taken to clearly articulate the requirements for 

inclusion in the instructions and filtering questions were included to eliminate ineligible 

respondents (Spence, et al., 2016).   
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Web-based consent was provided by the participant upon accessing a link 

provided on social media.  Once the survey was answered, the participants closed the 

web-browser to complete their participation.   

Justification for Sample Size 

 A power analysis was conducted based on Cohen’s (1977) work to detect a 

medium effect of r = .30, a power of .80, and a significance criterion of two tailed α = .05 

resulting in a sample size requirement of 84 participants for correlational analysis.  To 

account for incomplete surveys or missing data from some participants, a total sample of 

approximately 200 participants was the target.  To ensure correct sample size needed for 

multiple regression with 15 predictors, Green’s (1991) method of sample size calculation 

was utilized for the regression model using the equation of 50 + 8m = N, where m is the 

number of variables.  Based on this formula, a sample of 170 was required for the 

regression analyses.    

Protection of Human Subjects 

 Institutional review board approval was gained prior to data collection. This study 

posed minimal risk to the participants.  Potential risk for this study included distress 

related to time constraints.  Participation or non-participation in the study did not benefit 

the participants in any way.  Interested nurses clicked on the link provided by the 

researcher via the survey link.  Within the link, the nurses were provided information 

about the study, web-based informed consent, and the survey.  Participants meeting the 

inclusion/exclusion criteria had to click to consent before proceeding to the survey.  IP 

addresses were not collected and data gained from the survey was not shared with anyone 

but the student researcher and the dissertation committee.  Confidentiality of the 
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participants was assured.  Survey and data were stored in a locked password protected 

computer.  No identifying information was collected from the participants.  Participants 

had a voluntary opportunity to withdraw any time during the survey completion, by 

simply closing their browser.  

Instrumentation 

 The survey included demographic questions, researcher developed questions, and 

eight different instruments to measure the independent and dependent variables.  The 

following describes the instruments and their psychometric properties.  The survey 

included 128 items.  A copy of the survey is included in Appendix A.  Three healthcare 

professionals were recruited to obtain face validity evidence and to estimate time needed 

to complete the survey.  Appendix B provides the domain definitions, level of 

measurements, possible range of scores, range of scores, and range of Cronbach’s alphas. 

Demographic Questionnaire 

 Demographic data were collected with a demographic questionnaire composed of 

demographic questions along with personal characteristics which included dichotomously 

answered questions for gender, employment status, transition program type, and 

mentorship.  Questions yielding nominal/ordinal data measured education level, shift, 

time management skills, management support, and hospital unit worked.  Questions 

yielding interval/ratio level data measured age in years, number of months worked, 

caseload and hours worked per week, and transition program length. 

General Self-Efficacy Scale 

 Schwarzer and Jerusalem (General Self-Efficacy Scale Userpage, n.d) developed 

a 10-item self-report General Self-Efficacy scale (GSE) to assess perceived self-
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confidence.  The reliability of the scale was determined by Cronbach’s alphas ranging 

from .76 to .90 from 23 different nations.  The GSE scale is unidimensional and 

responses are on a 4-point Likert scale with sum of scores ranging from 10 to 40.  Higher 

scores indicating a higher degree of self-efficacy.  The scale is utilized internationally and 

now translated into 33 languages.  To address newly licensed registered nurses’ self-

confidence, which the literature indicated was a leading factor of decision-making, the 

GSE was selected.  The GSE was selected because it has been found to have evidence of 

reliability and validity measuring the self-efficacy component of self-confidence.  For the 

current study, newly licensed nurses perceived self-confidence was measured.  The 

Cronbach’s alpha for this study was .86. 

Generalized Anxiety Disorder Scale 

 Spitzer, Kroenke, Williams, and Lӧwe (2006) developed a unidimensional self-

report 7-item, 4-point Likert-type anxiety scale for screening patients for symptoms of 

generalized anxiety disorders (GAD).  Summative scores range from 0-21 points with cut 

point scores of 5 (mild), 10 (moderate), and 15 (severe anxiety symptoms).  Spitzer et al. 

(2006) conducted a blinded comparison of the GAD-7 scale with GAD criteria from the 

DSM-IV in a primary care setting on a random sample of 965 patients.  The best cutoff 

point was a score of 10; patients scoring greater than or equal to 10 had GAD and 

patients scoring less than 10 did not have GAD.   

Lӧwe, et al., (2008) validated the GAD-7 in the general population (n= 5,036).  

Internal consistency was acceptable, Cronbach’s alpha = 0.89.  Intercorrelations between 

the GAD-7 items ranged from r = 0.45 to r = 0.65.  Unidimensionality demonstrated all 

seven items were indicators of a single factor with factor loadings ranging from 0.76 to 
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0.90 with a mean of 0.83.  Construct validity was determined by investigating the GAD-7 

scale intercorrelations with the PHQ-2, r = 0.64 (95% CI: 0.63-0.66), the Rosenberg Self 

Esteem Scale, r = -0.43(95% CI: -0.41 to -0.46), the Questionnaire on Life Satisfaction, r 

= -0.34 (95% CI: -0.32 to -0.37), and the Resilience Scale, r = -0.29 (95% CI: -0.26 to -

0.31).  Newly licensed registered nurses’ anxiety, which was also indicated from the 

literature as a key factor in decision-making, was measured by the generalized anxiety 

scale. The GAD was selected to measure newly licensed registered nurses’ anxiety 

because it is short, easy to use, and found to have evidence of reliability and validity.  In 

the current study, the variable anxiety was measured with the GAD scale. Internal 

consistency was acceptable with a Cronbach’s alpha .92. 

Perceived Stress Scale 

 The Perceived Stress Scale (PSS) is a 14-item scale developed to measure one’s 

experienced levels of stress (Cohen, Kamarck, & Mermelstein, 1983).  A 5-point Likert 

scale was used (0- never, 1- almost never, 2- sometimes, 3- fairly often, 4- very often) 

with higher scores indicating higher levels of stress.  Three samples (two samples of 

college students and one group enrolled in a smoking-cessation program), were tested for 

the reliability and validity of the instrument.  All three samples completed five scales 

each measuring life events, social anxiety, depressive symptomology, physical 

symptomology, and perceived stress.  The PSS had evidence of reliability and correlated 

well with each of the measurements.  Coefficient alpha reliability for the PSS was .84, 

.85, and .86 in each of the three samples.  The test-retest correlation in a sample of 82 

college students was .85 when retested after two days.  The PSS scores are obtained by 

reversing the scores on the seven positive items (items 4,5,6,7,9,10, and 13) and then 
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summing across all 14 items.  Higher scores indicate greater levels of perceived stress.  

The PSS was selected to measure newly licensed registered nurses’ stress level because it 

is simple to use, has evidence of reliability and validity, and applies to any subpopulation 

group (Cohen, et al., 1983).  For the current study, the variable stress was measure with 

the PSS.  Items 4, 5, 6, 7, 9, 10 and 12 required reverse scoring.  The Cronbach’s alpha 

for the scale was .86. 

Nurse Network Scale 

 Exchanges of information and resources occur within nursing social networks 

involving a strong sense of membership and commitment, which fosters cooperation and 

coordination (Hofmeyer & Marck, 2008).  Relationships with other nurses and other 

healthcare professionals allow access to shared assets including support, cooperation and 

teamwork, information and opportunities (Read, 2013).  The Nurse Network scale is a 

unidimensional scale developed from the literature surrounding networks of social 

relationships at work.  The scale was developed by the researcher to measure member 

participation within nursing unit social networks.  The total scale consists of six questions 

related to membership and commitment, support and shared knowledge among nurses, 

working with and sharing knowledge with other members of the healthcare team, and 

participation in hospital and unit activities.  Responses on the Likert scale range from 1 

(strongly disagree) to 5 (strongly agree).  Higher scores indicate higher member 

participation in unit social networks with a range of scores from six to thirty.  The 

instrument was reviewed by a panel of experts for content validity and preliminary 

testing was conducted to determine face validity of the instrument.  These results are 

described in detail in Chapter 4.  A copy of the review is included in Appendix D. 
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 For the current study, the scale was examined for internal consistency reliability 

with a Cronbach’s alpha .89.  All items correlated well and no items were removed from 

the scale as psychometric data indicated that none of the items were weak.  

Social Characteristics of the Nursing Environment 

In an effort to quantitatively measure social characteristics within a community, 

Grootaert and colleagues (2004) developed the Integrated Questionnaire for 

Measurement of Social Capital (SC-IQ).  Modified from the Social Capital-Integrated 

Questionnaire (SC-QI), a self-report survey, the Social Capital of Nursing (SCON) 

instrument, was used for this study (Sheingold & Sheingold, 2013).  Sheingold and 

Sheingold (2013) adapted the SC-IQ to provide a comprehensive set of nursing social 

capital measures.  Sheingold and Sheingold (2013) identified the need to address the 

formal and informal networks within healthcare work environments and then applied a 

social capital framework to measure nursing work environments.  Nurse work 

environments may affect nurse satisfaction and intent to stay, safe patient care, and 

improved healthcare economics (Aiken, et al., 2003; Crow, 2002; DiCicco-Bloom, et al., 

2007; Hofmeyer & Marck, 2008); all are desirable outcomes pertaining to the delivery of 

quality healthcare.  Sheingold and Sheingold’s adaptation of the SC-IQ instrument 

provided a framework for improving nursing work environments through enhanced social 

capital in the workplace.   

The final version of the SCON instrument results in a 28-item social capital 

questionnaire with each question based on a 5-point Likert scale.  Responses on the 

Likert scale range from 1 (strongly disagree) to 5 (strongly agree).  Five subscales 

included External Trust, Solidarity and Empowerment (10 items), Participation and 
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Affiliation (8 items), Internal Trust, Solidarity and Harmony (5 items), Social Cohesion 

with Co-workers (3 items), and Conflict (2 items).  Reliability coefficient of the subscales 

ranged from 0.61 to 0.90 (Sheingold & Sheingold, 2013).  Scores for subscales were 

calculated by summing the values of each item belonging to that factor and dividing by 

the number of items.  The total social capital factor score was computed through taking 

the mean score of the values for all 28 questions, with higher mean scores indicating a 

greater degree of social capital.  Additionally, the instrument includes demographic data, 

measures of job satisfaction and intention to stay in nursing which was not included in 

this study. The Cronbach’s alpha for the full survey was 0.92 indicating a high reliability 

(Sheingold & Sheingold, 2013).  Content validity of the instrument was established by a 

comprehensive literature review, focus-groups, expert panel review, peer review, expert 

statistical review, and preliminary administrations of the survey along with facilitated 

participant discussion (Sheingold & Sheingold, 2013). The External Trust, Solidarity and 

Empowerment subscale along with the Internal Trust, Solidarity and Harmony subscale 

were selected for this study to measure the concept of trust within and outside the nursing 

unit.  The SCON instrument was selected because it is an instrument that is specific to the 

nursing discipline.  

In the current study, concepts of internal and external trust within the nursing 

work environment were measured by the Internal Trust, Solidarity and Harmony 

subscale and the External Trust, Solidarity and Empowerment subscales from Sheingold 

and Sheingold’s (2013) SCON instrument.  Cronbach’s alpha for the Internal Trust, 

Solidarity and Harmony subscale for this study was .90.  The Cronbach’s alpha for the 

External Trust, Solidarity and Empowerment subscale was .87.   
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Nurse-Nurse Collaboration Behavior Scale 

 The Nurse-Nurse Collaboration (NNCB) scale was developed to measure nurse-

nurse collaboration behavior (Liao, Qin, He, & Guo, 2015).  The final scale is a 23-item 

scale with four subscales, conflict management (8 items), common goals (3 items), 

communication and coordination (7 items), and professionalism and autonomy (8 items).  

Participants were asked to rate each behavior based on a 5-point scale; (1) Always, (2) 

Usually, (3) Sometimes, (4) Rarely, and (5) Never with lower score indicating greater 

nurse-nurse collaboration.  Cronbach’s alpha for the subscales ranged from .78 to .88 and 

the total scale was .92.  The test-retest correlation coefficients were 0.76 for the complete 

scale and subscales ranged from .65 to .79.  The NNCB scale is a valid and reliable 

instrument supported by high internal consistency and strong construct validity.  The 

NNCB was selected to measure newly licensed registered nurses’ collaboration with 

other nurses, and more specifically bonding knowledge and assets among nurses.  For the 

current study, the Nurse-Nurse Collaboration Behavior scale was used to measure 

bonding collaboration behavior between nurses.  The Cronbach’s alpha for the scale was 

.91. 

Nurse-Physician Collaboration Scale 

 The Nurse-Physician Collaboration Scale (NPCS) was developed to measure 

nurse-physician collaboration, defined as “actions related to sharing information about 

patients, participating in decision-making concerning patient care, and providing 

comprehensive care to patient from a patient-centered perspective” (Ushiro, 2009, p. 

1499).  The scale contains 27 items with three subscales, sharing of patient information (9 

items), joint participation in the cure/care decision-making process (12 items), and degree 
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of cooperation (6 items), each rated on a 5-point scale; (1) Always, (2) Usually, (3) 

Sometimes, (4) Rarely and (5) Never.  Lower total scores indicate greater collaboration.  

Cronbach’s alpha coefficients for nurses’ responses to the NPCS were .90 for sharing of 

patient information, .92 for joint participation in the cure/care decision-making process, 

and .80 for cooperativeness.  Total correlation values ranged from .43 to 0.78.  

Cronbach’s alpha coefficients for the physician responses to the NPCS were .91 for 

sharing of patient information, .92 for joint participation in the cure/care decision-making 

process, and .84 for cooperativeness and total item correlation values ranged from .50 to 

.80.  Test-retest was also completed 2-3 weeks later with 90 nurses and 48 physicians 

after initial completion of the NPCS.  Test-retest correlation coefficients for nurses 

ranged from .67 to .70 and physicians ranged from .62 to .79.  Convergent validity was 

also assessed by a 22 item Team Characteristic Scale used to verify shared knowledge 

and information, statistically significant positive correlations were found with both nurses 

and physician responses. The Intergroup Conflict Scale was used to verify concurrent 

validity; there were statistically significant negative correlations for all three factors for 

nurses and a statistically significant small negative correlation for shared patient 

information and cooperativeness.  Nurse-Physician collaboration and more specifically, 

bridging knowledge and assets with physicians was measured by the subscale Joint 

Participation in the Cure/Care Decision-making Process.  The subscale Sharing 

Information was used to measure communication, and the subscale Cooperativeness was 

used to measure cooperation.  Both communication and cooperation were identified in 

the literature as essential components of nursing workplace social capital.  The NPCS 

demonstrated evidence of reliability and validity. 
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 For the current study, the Nurse-Physician Collaboration scale was used to 

measure bridging collaboration between nurses and physicians, communication, and 

cooperativeness.  Nurse-Physician collaboration and more specifically, bridging 

knowledge and assets with physicians was measured by the subscale Joint Participation 

in the Cure/Care Decision-making Process. The Cronbach’s alpha was .94.  The subscale 

Sharing Information was used to measure communication. The Cronbach’s alpha was 

.91, and the subscale Cooperativeness was used to measure cooperation.  The Cronbach’s 

alpha was .91.   

Clinical Decision-Making Self-Confidence (CDMSC) 

Clinical Decision-Making Self-confidence (CDMSC) scale is a 12-item self-

report questionnaire designed to measure nurse self-confidence in clinical decision-

making while handling acute patient deterioration events (National Council of State 

Boards of Nursing [NCSBN], 2009).  Hicks, Coke, and Li (as cited in NCSBN, 2009) 

administered the CDMSCS to three groups of students, a simulation-only group, a critical 

care unit patient care-only group, and a combination group receiving simulation and 

clinical patient care. The researchers found a statistically significant increase in self-

confidence during actual clinical experiences.  The response format on the CDMSC scale 

ranges from 1 (not at all confident) to 5 (very confident).  All items on the scale were 

averaged to obtain a mean score.  Higher scores indicating greater self-confidence in 

decision-making.  Internal consistency and reliability for the CDMSCS was measured by 

the Cronbach’s alpha, 0.93 for pretest scores and 0.96 for posttest scores.   

In a separate study, Hart, Spiva, and Mareno (2014) provided further examination 

of psychometric properties of the CDMSCS.  Validity assessments of the instrument 
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included an item analysis, factor analysis, and contrasted groups’ analysis.  Inter-item 

correlations ranged from .36 to .86.  Corrected item-total correlations ranged from .69 to 

.85.  Additionally, a factor analysis identified two subscales accounting for 73.81% of 

variance in the self-confidence construct; Factor 1 addressed nurses’ self-confidence in 

recognizing, assessing, intervening, and evaluating intervention effectiveness with 

respiratory and cardiac deterioration events and Factor 2 addressed nurses’ self-

confidence in recognizing, assessing, intervening, and evaluating intervention 

effectiveness with neurological deterioration events.  Finally, an independent t test 

compared self-confidence scores between registered nurses and Bachelor of Science in 

nursing (BSN) students with registered nurses scoring significantly higher on the 

CDMSCS than BSN students.  Internal consistency was measured by the Cronbach’s 

alpha coefficients for the 12 items demonstrating acceptable internal consistency 

reliability, with registered nurses = .95, BSN students = .89, and combined groups = .98.  

The CDMSCS was selected to measure newly licensed registered nurses’ confidence in 

decision-making because it specifically measures the nursing process which was 

identified in the literature as a key component in decision-making.  The CDMSCS 

specifically addresses nurses’ self-confidence in recognizing, assessing, intervening, and 

evaluating intervention effectiveness.  For the current study, the CDMSC scale was used 

to measure nurses’ self-confidence in clinical decision-making in an acute patient 

deterioration event.  The Cronbach’s alpha for the scale was .94. 

Procedures 

 Following Institutional Review Board (IRB) approval of the study at Mercer 

University and instrument testing mentioned above, the complete survey encompassing 
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all instruments was piloted among three healthcare professionals for evidence of face 

validity and to estimate the length of time needed to complete the entire survey.  The 

survey was reported to be valid and time needed to complete the survey ranged from 15 

to 20 minutes.  Questionnaires for the study were converted into a web-based survey.  

The survey link was shared via social media (twitter, Facebook, Nursing Network, 

LinkedIn), colleague email, and published state board of nursing email listservs.  

Information about the study and web-based informed consent was included upon entering 

the survey site. 

Data Analysis 

Data was exported into Excel from SurveyMonkey® then imported into Statistical 

Package for the Social Sciences (SPSS) for data cleaning.  Statistical assumptions of 

homoscedasticity, linearity, and normality were tested.  Descriptive statistics were used to 

characterize the sample.  Measures of central tendency and standard deviations for 

continuous variables were computed. Categorical variables were described by frequency 

and percentages.  Finally, bivariate correlations and multiple linear regression were used 

to answer the research questions.   

Three Phases of Data Analysis 

 The analysis of the data was conducted in three phases.  First, all data were 

analyzed descriptively via univariate analysis.  Second, the relationships between the 

independent variables including personal characteristics (self-confidence, stress, anxiety, 

time management skills, and demographics), structural characteristics (transition program 

type, mentorship, management support, unit, and caseload), and social characteristics 

(networks, collaboration, communication, trust, and cooperation) with the dependent 
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variable (clinical decision-making) were analyzed using bivariate analysis.  Third, 

multiple linear regression models were used to test the theoretical model and address the 

research questions.  

Data Analysis per Research Question 

Research question one (What are the personal characteristics of newly licensed 

registered nurses?) was quantitatively analyzed using SPSS electronic software.  

Univariate statistics were used to describe variables. 

Research question two (What are the structural characteristics of the work 

environment experienced by newly licensed registered nurses?) was quantitatively 

analyzed using SPSS electronic software.  Univariate statistics were used to describe 

variables. 

Research question three (What are the social characteristics of the work 

environment experienced by newly licensed registered nurses?) was quantitatively 

analyzed using SPSS electronic software.  Univariate statistics were used to describe 

variables. 

Research question four (Are demographics, personal characteristics, structural 

characteristics, and social characteristics of the work environment of newly licensed 

registered nurses related to perceived confidence in clinical decision-making?) was 

quantitatively analyzed using SPSS electronic software.  Bivariate statistics were used to 

examine the relationship of each independent variable (demographics, personal, 

structural, and social characteristics) with the dependent variable (perceived confidence 

in clinical decision-making).  
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Research question five (Do demographics, personal, structural, and social work 

environment characteristics account for a significant amount of the variance in clinical 

decision-making of newly licensed registered nurses?) was quantitatively analyzed using 

SPSS electronic software.  Hierarchical multiple linear regression was used to examine 

how linear combinations of independent variables of demographics (gender, education 

level, age), personal characteristics (self-confidence, stress, anxiety, time management 

skills,), structural characteristics (transition program, mentorship, management support, 

caseload and hospital unit worked), and social characteristics (networks, collaboration, 

trust, and communication) predicted newly licensed registered nurses’ perceptions of 

clinical decision-making.  The amount of variance the model explained was evaluated by 

examining R² and the significance of the overall F of the model.  Beta weights were 

examined to determine their statistical significance as predictors of newly licensed 

registered nurses perceived clinical decision-making and the directionality of the 

relationships between the predictor variables with the dependent variable (perceived 

confidence in clinical decision-making).   

Hierarchical multiple linear regression was used to examine the effect of social 

characteristics in predicting the variance in newly licensed registered nurses’ perceived 

confidence in clinical decision-making over and above what was explained by personal 

and structural characteristics.  It was hypothesized, that social characteristics would 

account for a significant amount of variance in newly licensed registered nurses’ 

perceived confidence in clinical decision-making beyond what was explained by the 

other predictors.  This analysis was conducted in two steps.  First, demographics, 

personal and structural characteristic variables were entered in the model.  In the second 
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and final step, social characteristics were added to the model.  A significant F statistic for 

the change in R² was examined to evaluate if the social characteristics significantly 

increased R². 

The following exploratory research question was also addressed:  

Exploratory Research Question 1- (What personal and structural characteristics 

reported by newly licensed registered nurses are mediators and/or moderators of the 

relationship between social characteristics of the work environment and newly licensed 

registered nurses’ perceived confidence in clinical decision-making?) was quantitatively 

analyzed using the SPSS electronic software.   

Mediation occurs when four conditions are satisfied: (1) variation in the 

independent measure accounts for significant variance in the dependent measure 

(perceived confidence in clinical decision-making); (2) variation in the independent 

measure accounts for significant variance in the mediator; (3) variation in the mediator 

accounts for variance in the dependent measure while controlling for the influence of 

independent measure; and (4) the significant effect of the independent measure on the 

dependent measure (perceived confidence in decision-making) is significantly reduced 

after controlling for the effects of the mediator.  A systematic analysis was used to asses 

for mediation.  Specifically, it was hypothesized that management support may mediate 

the relationship between communication and clinical decision-making. 

Similarly, it was hypothesized that the type of transition program would moderate 

the relationship between social characteristics and perceived confidence in clinical 

decision-making.  Moderating effects were examined through the evaluation of 

interaction terms between type of transition program and decision-making and whether 
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they significantly increased R².  Moderation occurs when the strength or direction of a 

relationship between independent variables and the dependent variable are affected by a 

moderating variable (Polit & Beck, 2012). 

Summary 

 This study used a cross sectional descriptive correlational design to examine 

relationships between demographics, personal, structural, and social characteristics and 

newly licensed registered nurses’ perceived confidence in clinical decision-making.  The 

sample was recruited via social media and a web-based on-line survey accessed through 

an active web link advertised on Facebook and shared with colleagues via web 

networking and emailing. The on-line survey was composed of multiple instruments and 

a total of 128 items.  Descriptive statistics and multiple linear regressions were used to 

analyze the data.  Protection of human subjects was addressed and IRB approval was 

obtained prior to data collection. 
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CHAPTER 4 

RESULTS 

 

The results of this cross sectional, descriptive, correlational study are discussed in 

this chapter.  This chapter describes data cleaning processes, data analysis procedures, 

and sample characteristics.  Results from a pilot of a researcher developed instrument will 

be presented along with the analytic data set, descriptive statistics, and data analyses by 

research question.  

Pilot of Instrument 

Based on the social capital theory, a unidimensional scale was developed from the 

literature surrounding networks of social relationships at work.  The Nurse Network scale 

was developed by the researcher to measure the level of member participation within 

nursing social networks.  The total scale consists of six questions related to:  levels of 

membership and commitment, support and shared knowledge among nurses, working 

with and sharing knowledge with other members of the healthcare team, and participation 

in hospital and unit activities.  Responses on the Likert scale range from 1 (strongly 

disagree) to 5 (strongly agree).  Higher scores indicate higher levels of member 

participation in nursing social networks with a range of scores from 6 to 30.   An email 

was sent requesting expert reviewer participation along with instructions, the Nurse 

Network scale, and a form to record the expert review (Appendix D).  The reviewers then 

rated the items for their relevance to measure nursing social networks based on the 
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following four-point Likert scale: 1= not relevant 2= somewhat relevant 3= quite relevant 

4= highly relevant.  Comments or suggestions about how the scale could be improved for 

use with nurses, including whether any items should be deleted or revised were also 

requested.  A section for comments to strengthen the scale followed the review of items.  

A total of five expert reviews were obtained from three different disciplines: (n = 1) PhD 

in psychology, (n = 1) PhD in anthropology, and (n = 3) PhD in nursing.  The results of 

the Nurse Network scale expert review are reported in Table 1.  Data indicated the scale 

had excellent individual item and scale content validity. 

 

Table 1  

Ratings on a 6-Item Scale by 5 Experts: Items Rated 3 or 4 on 4-Point Relevance Scale 

Item Expert 

1 

Expert 

2 

Expert 

3 

Expert 

4 

Expert 

5 

Expert 

Agreement 

Item 

CVI 

1 4 4 4 4 4 5 1.00 

2 4 4 4 4 4 5 1.00 

3 4 3 3 4 4 5 1.00 

4 4 4 4 4 4 5 1.00 

5 3 4 4 4 4 5 1.00 

6 3 4 4 4 4 5 1.00 

Proportion 

Relevant 

1.00 1.00 1.00 1.00 1.00 Average 

 I-CVI = 5 

1.00 

Note. I-CVI, item-level content validity index; scale-level content validity index, universal agreement 

method (S-CVI/UA) = 1.00; scale-level content validity index, averaging method (I-CVI/Ave) = 1.00; 

average proportion of items judged relevant across five experts = 1.00. 

 

Analytic Data Set 

 Data collection via SurveyMonkey® over a four-month period resulted in a 

sample of 373 participants working in acute care settings.  Data from the respondents 

collected in SurveyMonkey® were exported into Excel, coded, then imported to SPSS.  

Data screening was performed to identify respondents with incomplete or missing data.  

Four hundred twelve respondents opened the survey.  Three hundred seventy-three 
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participants agreed to take the survey; however, 92 did not meet inclusion criteria.  The 

data for one hundred four participants were eliminated from the analysis because they did 

not have complete data.  Data screening was performed to identify respondents with 

incomplete surveys.  After reviewing the survey results, some participants stopped the 

survey at varying points before completion.  Therefore, it was necessary to determine the 

varying points of incomplete data.  Patterns of incomplete data were analyzed.  

Incomplete data was dealt with by systematically excluding cases with incomplete data 

beginning with the inclusion criteria.  Frequencies were run on inclusion criteria, selected 

cases were filtered out, frequencies were run again and cases were deleted if they did not 

meet inclusion criteria.  Next, this same procedure was initiated with the first question on 

the dependent variable scale and incomplete cases were deleted.  Then, the same 

procedure was initiated on the first question on the following scales in this order and 

incomplete cases were deleted: collaboration bonding, collaboration bridging, 

communication, cooperation, networks, trust external, trust internal, stress, self-

confidence, and anxiety.  Consequently, the final analytic sample included 177 registered 

nurses practicing at the bedside in acute care settings for 2 years or less (Figure 2).   
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Figure 2. Eligibility and Missing Data Flow Chart for Analytic Data 

 

The process for removing incomplete data to form an analytic data set is presented in 

Table 2.  Unless otherwise stated, the research findings presented in the remainder of the 

chapter pertain to the analytic sample of 177 participants. 

 



75 
 

 
 

Table 2 

 Incomplete Data Deleted to Form Analytic Data Set 

Variable Number Missing after each step of case elimination  

Decision-

making 

24 0 0 0 0 0 0 0 0 0 

Collaboration 

Bonding 

47 23 0 0 0 0 0 0 0 0 

Collaboration 

Bridging 

75 51 28 0 0 0 0 0 0 0 

Communication 76 52 29 1 0 0 0 0 0 0 

Cooperation 76 52 29 1 0 0 0 0 0 0 

Networks 87 63 40 13 12 0 0 0 0 0 

Trust External 93 69 46 19 18 6 0 0 0 0 

Trust Internal 93 69 46 19 18 6 0 0 0 0 

Stress 98 74 51 24 23 11 5 0 0 0 

Self-Confidence 103 79 56 29 28 16 10 5 0 0 

Anxiety 102 78 55 28 27 15 9 4 1 0 

Total 

Remaining 

Cases 

281 257 234 206 205 193 187 182 178 177 

 

Overview of Data Analysis 

 Descriptive statistics were used to describe the sample and to check for any 

violations of the assumptions of each statistical test.  The internal consistency of all 

scaled study instruments was examined and was reported in Chapter 3.  Measures of 

central tendency and standard deviations for continuous variables were computed. 

Categorical variables were described by number and percentages. Finally, bivariate 

correlations and multiple linear regression were used to answer the research questions.   

 Preliminary analyses were performed to ensure no violation of assumptions of 

normality, linearity, and homoscedasticity.  Normality was assessed by inspecting the 

histograms of scores and the values of skewness and kurtosis on each variable.  

Scatterplots were also examined for outliers and non-linearity. 
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All the scale variables were examined for normality and the distributions of four 

variables (self-confidence, anxiety, networks, and trust internal) were transformed to 

normalize the data.  The variable, scale name, mean, standard deviation, skewness, 

kurtosis, standard error (SE), and transformations are displayed in Table 3.  Standardized 

skew and kurtosis were examined, any with a value > 3 were assessed for appropriate 

transformations following Pallant (2013) as shown in Table 3.  The distribution of the 

variable self-confidence was improved with logarithmic transformation; anxiety was 

improved with square root transformation; networks was improved with reflect and 

square root transformation; and trust internal was improved with reflect and square root 

transformation.  The transformations are reported in the last column of Table 3. 
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Table 3 
Variables, Mean (SD), Skewness, Kurtosis & Transformation 

Variable Scale Name Mean 

 (SD) 

Skewness/ 

SE 

 

Kurtosis/ 

SE 

Skew/ 

Kurtosis 

Z 

Scores 

Transformation 

& Resulting 

Skew/Kurtosis 

Z Scores 

PERSONAL CHARACTERISTICS 

Self-confidence 

 

General Self-

Efficacy Scale 

21.9 

(3.9) 

-.6/.2 4.8/.4 3.3/13.1 

 

Logarithm 

0.7/0.9 

Anxiety 

 

General Anxiety 

Disorder Scale 

6.7 

(5.3) 

.8/.2 -.1/.4 4.5/0.2 

 

Square root 

1.6/1.0 

Stress 

 

Perceived Stress 

Scale 

20.7 

(7.2) 

.3/.2 .4/.4 1.5/1.2  

SOCIAL CHARACTERISTICS 

Networks 

 

Membership 

Participation Scale 

23.1 

(5.5) 

-1.1/.2 1.9/.4 7.3/5.3 

 

Reflect and 

Square root 

2.2/0.3 

Collaboration 

Bonding 

 

Nurse-Nurse 

Collaboration 

(NNCB) scale 

46.00 

(10.4) 

.2/.2 .3/.4 1.1/0.9  

Collaboration 

Bridging 

 

Nurse-Physician 

Collaboration 

Scale (NPCS) 

subscale Joint 

participation in the 

cure/care decision-

making process 

28.1 

(9.6) 

.5/.2 -.1/.4 2.7/0.3  

Communication 

 

Nurse-Physician 

Collaboration 

Scale (NPCS) 

subscale Sharing 

Information 

20.8 

(6.0) 

.2/.2 -.2/.4 1.0/0.5  

Cooperation 

 

Nurse-Physician 

Collaboration 

Scale (NPCS) 

subscale 

Cooperativeness 

15.7 

(5.4) 

.3/.2 -.4/.4 1.4/1.2  

Trust External 

 

Social Capital 

Outcomes for 

Nurses (SCON) 

subscale External 

Trust, Solidarity, 

& Empowerment 

15.9 

(4.2) 

-.4/.2 .3/.4 2/0.9  

Trust Internal 

 

Social Capital 

Outcomes for 

Nurses (SCON) 

subscale Internal 

Trust, Solidarity & 

Harmony 

35.7 

(7.7) 

-.7/.2 .8/.4 3.6/2.3 

 

Reflect & 

square root 

.2/2.1 

Note: SE = Standard error. SD = Standard deviation. 
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Initially, management support and time management skills were measured with 

one item Likert scales.  The management support item asked, “what would you 

characterize your immediate supervisor as” and responses were measured on a Likert 

scale of (1) always supportive, (2) usually supportive, (3) sometimes supportive, (4) 

rarely supportive, (5) never supportive.  Management support was dichotomized as 

supportive or non-supportive.  The time management skills item asked, “how often is the 

following statement true: I have difficulty using time effectively and productively” and 

responses were also measured on a Likert scale ranging from (1) always, (2) usually, (3) 

sometimes, (4) rarely, and (5) never.  The time management skills item was dichotomized 

as difficulty managing time efficiently or no difficulty.  Both variables were 

dichotomized using a median split.  The median rating for management support was 2; 

therefore, the variable was recoded (1 = 0, 2 thru highest = 1) and a new variable was 

computed.  The new rating for time management skills was 3; therefore, the variable was 

recoded (lowest thru 2 = 0, 3 thru highest = 1) and a new variable was computed.  The 

dichotomized variables were used in the final regression analyses.  

Data Analysis by Research Question 

 The first three research question for the study required univariate statistics to 

describe the work environment experienced by newly licensed registered nurses.   

Research Question 1- What are the personal characteristics of newly licensed registered 

nurses?  The sample consisted of 177 registered nurses practicing at the bedside in acute 

care settings for under 2 years within the U.S.  Study participants had a mean age of 29 

years (SD 8.7) and were predominantly female (88%) with a BSN degree (70.9%).  Most 

participants worked full-time (91.5%), night shift (68%), 12-hour shifts (95.6%), and a 
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standard 36 to 40-hour work week (M=37.78, SD 6.44).  Table 4 presents demographics 

and job characteristics of the sample. 

 

Table 4 

Sample Demographics & Job Characteristics (N=177) 

Variables M (SD) n % Observed 

range 

Age in years 29 8.7   21-59 

Hours/week 37.78 6.42   24-72 

Gender 

          Male 

          Female 

   

21 

156 

 

11.9 

88.1 

 

Employment status 

          Full-time 

          Part-time 

   

161 

15 

 

91.5 

8.5 

 

Shift 

          Day 

          Night 

          Both day night 

   

55 

90 

27 

 

32.0 

52.3 

15.7 

 

8 or 12-hour shift 

          8-hour shift 

          12-hour shift 

   

7 

152 

 

4.4 

95.6 

 

State of Employment 

          Florida 

          Georgia 

          Kansas 

          Louisiana 

          North Dakota 

          Ohio 

          Pennsylvania Rhode Island 

          South Carolina 

          Tennessee 

          Virginia 

          West Virginia 

 

 4 

54 

  1 

11 

  1 

95 

  1 

  2 

  3 

  3 

  2 

 

  2.3 

30.5 

    .6 

  6.2 

    .6 

53.7 

    .6 

  1.1 

  1.7 

  1.7 

  1.1 
Note: M = mean, SD = Standard deviation 

 

Descriptive statistics for personal characteristics variables are presented in Table 

5 and include the following results.  On average, participants reported moderate self-

confidence (M = 21.88, SD 3.87) with possible range of scores of 0 to 30, with higher 

scores meaning greater levels of self-confidence.  Participants reported low anxiety (M = 
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6.75, SD 5.34) with a range of scores 0 to 21, with higher score meaning greater anxiety 

levels.  Stress was measured on a scale of 0 to 52, where higher scores equaled greater 

levels of stress; participants reported low to moderate stress (M = 20.73, SD 7.22).  

Seventy-six percent of the participants reported some difficulty with time management.  

Research Question 2- What are the structural characteristics of the work 

environment experienced by newly licensed registered nurses?  Fifty-nine percent of the 

participants reported being enrolled in nurse residency programs, which was specifically 

defined in the survey as a series of face-to-face learning sessions and work experiences, 

scheduled during paid time, that occurs continuously over a 12-month period and is 

designed to assist new employees as they transition to their first professional nursing role.  

Sixty-four percent reported having a mentor assigned to them.  Some participants 

reported having low levels of support from management (19.3%).  The unit variable was 

dichotomized into critical care and other; most participants (79.1%) worked in acute care 

areas as opposed to critical care areas.  Structural characteristics are presented in Table 5 

along with personal characteristics. 
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Table 5 
Descriptive Statistics for Personal & Structural Characteristics (n=177) 

Variables M (SD) n % Observed 

range 

Personal Characteristics      

Self-confidence 21.88 3.87            0-30 

Anxiety 6.75 5.34            0-21  

Stress 20.73 7.22   3-49 

Difficulty with Time 

Management  

          Always 

          Usually 

          Sometimes 

          Rarely 

          Never       

   

 

6 

23 

106 

39 

3 

 

 

3.4 

13.0 

59.9 

22.0 

1.7 

 

Structural Characteristics      

Transition Program 

          Residency yes 

          Residency no 

   

104 

72 

 

59.1 

40.9 

 

Mentorship 

          Yes 

          No 

   

113 

63 

 

64.2 

35.8 

 

Management Support 

          Always supportive 

          Usually supportive 

          Sometimes supportive 

          Rarely supportive 

   

83 

59 

22 

12 

 

47.2 

33.3 

12.5 

6.8 

 

Unit 

       

Medical/surgical 

          Orthopedics 

          Intensive Care 

          Step-down 

          ED 

          Pediatrics 

          Obstetrics 

          Rehabilitation 

          Mental Health 

          OR 

          NICU 

          Observation 

          Nephrology 

          Oncology 

          LTAC 

          Other 
 

   

 

54 

7 

35 

27 

18 

5 

8 

3 

4 

2 

2 

2 

2 

2 

1 

5 

 

 

30.5 

4.0 

19.8 

15.3 

10.2 

2.8 

4.5 

1.7 

2.3 

1.1 

1.1 

1.1 

1.1 

1.1 

.6 

2.8 

 

Note: ED = Emergency Department, OR = Operating Room, NICU = Neonatal Intensive Care Unit,  

LTAC = Long Term Acute Care.  Statistics reported on untransformed data. 
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Research Question 3- What are the social characteristics of the work environment 

experienced by newly licensed registered nurses?  Social characteristics included 

networks, collaboration bridging (nurse-physician collaboration), collaboration bonding 

(nurse-nurse collaboration), external and internal trust, communication, and cooperation.  

Social characteristic variable means, standard deviation (SD), and range of scores are 

presented in Table 6.  Participants reported a moderate to high sense of networks 

(belonging on their unit) (23.06, SD 5.45).  Participants reported they usually 

collaborated with physicians (collaboration bridging) on the unit when providing patient 

care (M=28.14, SD 9.61).  Participants reported they usually collaborated with other 

nurses (collaboration bonding) when providing patient care (M = 45.99, SD 10.39).  On 

average, participants were neutral regarding trust in the organization (trust external) (M= 

15.94, SD 4.15).  However, participants reported a moderate to high trust within the unit 

(trust internal) (M = 35.70, SD 7.38).  Participants reported a moderate level of 

communication with physicians (M = 20.80, SD 6.03).  Participants reported lower levels 

of nurse-physician cooperation (M = 15.66, SD 5.41). 

 

Table 6 

Descriptive Statistics for Social Characteristics (n=177) 

Variables M (SD) Observed 

range 

Networks 23.06 5.45 6-30 

Collaboration Bridging 28.14 9.61 12-58 

Collaboration Bonding 45.99 10.39 23-83 

Trust External 15.94 4.15 5-25 

Trust Internal 35.70 7.38 10-50 

Communication 20.80 6.03 9-37 

Cooperation 15.66 5.41 6-28 
Note: M = mean, SD = standard deviation. Statistics reported on untransformed data. 
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Research question 4- Are demographics, personal characteristics, structural 

characteristics, and social characteristics of the work environment of newly licensed 

registered nurses related to perceived confidence in clinical decision-making?  Research 

question four was analyzed using Pearson product-moment correlation coefficient.  

Correlations between demographics, personal, structural, and social characteristics and 

newly licensed nurses’ perceived confidence in decision-making were examined 

(Appendix E).  To help ensure Type I error remained below .05, Bonferroni correction 

was made for the number of comparisons with an adjusted α = .004 for statistical 

significance.   

There was a moderate relationship between the personal characteristic stress and 

newly licensed registered nurses’ perceived confidence in clinical decision-making (r = -

.328, p < .001), with decreased stress associated with increased confidence in clinical 

decision-making.  There was also a moderate correlation between the personal 

characteristic self-confidence and newly licensed nurses’ confidence in clinical decision-

making (r = .469, n = 176, p < .001) with increased self-confidence associated with 

increased newly licensed nurses’ perceived confidence in clinical decision-making.   

Theoretically, it seemed structural characteristics such as transition programs, 

mentorships, and management support would be correlated with newly licensed 

registered nurses’ perceived confidence in clinical decision-making.  However, in this 

study, structural characteristics were not significantly correlated with newly licensed 

registered nurses’ decision-making.   

Social characteristics of collaboration bonding, collaboration bridging, and 

communication had a moderate relationship with perceived confidence in clinical 
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decision-making.  A moderate relationship between collaboration bonding and decision-

making was statistically significant (r = -.476, p < .001), with increased collaboration 

bonding associated with increased perceived clinical decision-making confidence; this 

was interpreted as a positive relationship based on the direction of the scale, where lower 

scores equal greater nurse-nurse collaboration.  A moderate relationship between 

collaboration bridging and perceived confidence in clinical decision-making was also 

statistically significant (r = -.357, p < .001), with increased collaboration bridging 

associated with increased perceived confidence in clinical decision-making; again, this 

was interpreted as a positive relationship based on the direction of the scale, where lower 

scores equal greater nurse-physician collaboration.  A moderate, relationship between 

communication and perceived confidence in clinical decision-making was statistically 

significant (r = -.389, p < .001), with increased communication associated with increased 

confidence in clinical decision-making; this was interpreted as a positive relationship 

based on the direction of the scale, where lower scores equal greater communication.  On 

the other hand, there was only a small association between cooperation and decision-

making (r = -.288, p = .001), with increased cooperation associated with increased 

perceived confidence in clinical decision-making; this was interpreted as a positive 

relationship based on the direction of the scale, where lower scores equal greater 

cooperation.  Also, a small negative association between internal trust and confidence in 

clinical decision-making was statistically significant (r = -.247, p = .001); with greater 

internal trust associated with decreased perceived confidence in clinical decision-making.  

Correlations are presented in Table 7.  
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Table 7 

Summary of Pearson Product-moment Correlations Between Demographics, Personal, 

Structural, Social Characteristics and Confidence in Clinical Decision-Making 

Variable r p  n 

Demographics    

Age -.051 .498 177 

Gender -.252 .001 177 

Education level -.025 .745 175 

Personal Characteristics    

Self-confidence .469 <.001 176 

Anxiety -.118 .117 177 

Stress -.328 <.001 177 

Time management skills .128 .091 177 

Structural Characteristics    

Transition program -.070 .354 176 

Mentorship .111 .143 176 

Management support -.168 .026 176 

Unit .228 .002 177 

Social Characteristics    

Networks -.202 .007 177 

Collaboration Bonding -.476 <.001 177 

Internal Trust -.247 .001 177 

Communication -.389 <.001 177 
Note: p value reported is two tailed.  Correlations analyzed with transformed data. 

 

Research Question 5- Do demographics, personal, structural, and social work 

environment characteristics account for a significant amount of the variance in clinical 

decision-making of newly licensed registered nurses?  Research question five examined 

how independent variables (demographic, personal, structural, and social characteristics) 

predict newly licensed registered nurses’ perceptions of clinical decision-making.  

Research question five also examined whether social characteristics account for a 

significant amount of variance in newly licensed registered nurses’ confidence in clinical 

decision-making beyond what was explained by the other predictors.   

To address research question five, hierarchical multiple linear regression analysis 

was conducted.  Assumptions for multiple regression analysis were evaluated including 
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sample size, multicollinearity and singularity, presence of outliers, normality, linearity, 

and homoscedasticity.  Both subscale scores and total scores of a scale were not included, 

therefore avoiding singularity.  Standardized residual plots were examined and no outliers 

were noted to be present.  Normality, linearity, and homoscedasticity were checked by 

reviewing skewness and kurtosis statistics, scatterplot, and P-P plot.  Transformation 

were reported in Table 3.  

Univariate correlation between the predictors and clinical decision-making were 

examined and highly correlated variables were assessed for multicollinearity.  

Correlations relevant to the regression analysis are displayed in Table 8.  Communication 

and collaboration bonding were highly correlated with collaboration bridging (r = .828 

and r = .796 respectively); therefore, to avoid multicollinearity, a choice was made to 

remove one of the highly correlated variables from the model.  Collaboration bridging 

measures nurse-physician collaboration and collaboration bonding measures nurse-nurse 

collaboration.  Considering the theoretical framework and Read’s (2013) emphasis on 

nurses collaborating through networks of social relationships, shared ways of knowing 

and being, and shared assets, it was determined collaboration bonding and 

communication would remain in the model while collaboration bridging would be 

removed from the final regression model. Trust external and trust internal were also 

highly correlated (r = .752).  Trust external measures organizational trust whereas trust 

internal measures unit trust.  Based on Read’s (2013) components of nurses’ workplace 

social capital, trust internal was retained in the model.  



 
 

 
 

8
7 

  
Table 8 

Bivariate Correlations Among Variables Included in Multiple Linear Regression Models (N = 177) 

Variable 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 

1. Decision-making  1                

2. Age -.051 1               

3. Gender -.252** -.134 1              

4. Education -.025 -.264 .111 1             

5. Self-confidence  .469** .069 -.132 -.058 1            

6. Anxiety -.118 -.160 .065 .115 -.387 1           

7. Stress -.328** -.028 .008 .042 -.557 .681 1          

8. Time management  .128 -.148 -.068 .086 .104 -.227 -.320 1         

9. Transition programs -.070 -.174 .015 .119 -.120 .109 .069 .160 1        

10. Mentor  .111 -.191 .054 -.110 .131 -.172 -.119 .052 .253 1       

11. Management 

support 

-.168* .127 .003 -.135 -.149 .143 .182 -.143 .006 -.153 1      

12. Unit   .228** -.134 -.395 .082 .075 .028 -.003 .132 .062 .120 -.026 1     

13. Networks -.202* .279 .028 -.164 -.126 -.061 .050 -.095 -.046 -.127 .152 -.108 1    

14. Collaboration 

bonding 

-.476** .072 .126 -.016 -.351 .205 .364 -.253 -.030 -.256 .338 -.091 .339 1   

15. Trust Internal -.247** .261 -.012 -.064 -.254 .121 .255 -.183 -.016 -.249 .329 -.008 .636 .579 1  

16. Communication -.389** .072 .081 .064 -.396 .296 .357 -.177 .132 -.218 .269 -.152 .277 .584 .450 1 

Note. * p < .05, **p < .004 
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Unit trust enhances nursing networks by improving shared knowledge, which is an 

essential component of collective action.  Collective action has the potential to streamline 

decision-making during critical patient situations while simultaneously building unit trust 

(Grootaert & van Bastelaer, 2002).  Therefore, trust external was removed from the final 

regression model.  Lastly, communication was highly correlated with cooperation (r = 

.760).  Again, based on Read’s nursing social capital concepts, communication is a pre-

existing condition for nurses’ workplace social capital and includes the exchange of 

information, ideas, and emotions necessary for building relationships and sharing assets.  

The value of clear communication within nursing units is essential for decision-making 

and enhanced patient outcomes.  Therefore, cooperation was removed from the final 

regression model.  The final model consisted of 15 variables: demographics (age, gender, 

and education), personal characteristics (self-confidence, anxiety, stress, and time 

management skills), structural characteristics (transition program, mentorship, 

management support, and unit), and social characteristics (networks, collaboration 

bonding, trust internal, and communication). 

Caseload was a potential confounding variable because caseload may be different 

based on the unit on which participants worked.  For example, critical care units will 

have high acuity patients and low caseloads where as other units may have lower levels 

of acuity and higher caseloads.  Therefore, the variable caseload was not included in the 

regression model. 

To test how well the theoretical model explained the dependent variable 

(perceived confidence in clinical decision-making), the independent variables 

demographics (age, gender, education), personal characteristics (self-confidence, anxiety, 
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stress, and time management), structural characteristics (transition program, mentorship, 

management support, and unit), and social characteristics (networks, collaboration 

bonding, internal trust, and communication) were entered into the regression.  In the first 

step of the hierarchical regression, demographic, personal, and structural independent 

variables were entered.  In the second and final step, the social variables were entered.  

Statistics reported are those obtained after entry of the variables at the final step and are 

presented in Table 9. 

Demographics, Personal, and Structural Characteristics 

  The results of the regression analysis differed when both transformed and 

untransformed data were used.  Consequently, regression statistics reported are those 

obtained with the transformed data.  In the first step of the hierarchical regression, 

demographic, personal characteristic, and structural characteristic variables were entered, 

explaining 28% of the variance in decision-making, which was a statistically significant 

amount of variance. 

 In the final step, the social variables were entered: networks, collaboration 

bonding, communication, and internal trust.  The total variance explained by the full 

model was 38%, (F (15,158) = 6.55, p < .001), an additional 10% of the variance in 

decision-making was explained (R ² = .10, F , 4,158 = 6.60, p < .001) and the change 

in R² was statistically significant.  In the final model, gender, self-confidence, and 

collaboration bonding were statistically significant predictors of newly licensed nurses’ 

confidence in clinical decision-making.  Collaboration bonding had a higher beta value (β 

= -.361, p < .001) than self-confidence (β = -.234, p < .05), and gender (β = -.156, p < 

.05).  Conceptually, greater amounts of collaboration bonding and self-confidence were 
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statistically significant predictors of greater confidence in clinical decision-making, as 

was male gender.  Table 9 presents the regression results. 

 

Table 9 

Hierarchical Regression Analyses Predicting Clinical Decision-making from 

Demographics, Personal, Structural, and Social Characteristics (N = 177) 

  

Variable Model 1 β Model 2 β 

Step 1   

Age -.04 -.06 

Gender -.19* -.15* 

Education -.03 -.03 

Self-confidence  .25*  .23* 

Anxiety  .18  .12 

Stress -.27* -.16 

Time Mtg. Skills  .02  .02 

Transition Program 

(residency) 

-.06 -.04 

Mentor  .06   .002 

Management support -.09  -.02 

Unit  .11   .09 

Step 2   

Networks    .08 

Collaboration bonding   -.36** 

Trust Internal    .14 

Communication   -.09 

   

R²   .28   .38 

F 5.73* 6.55* 

R²    .10 

F  6.60* 

Note. *p < .05, **p < .001 

 

 

Exploratory Research Question 1- What personal and structural characteristics 

reported by newly licensed registered nurses are mediators and/or moderators of the 

relationship between social characteristics of the work environment and newly licensed 

registered nurses’ perceived confidence in clinical decision-making?  The purpose of this 

exploratory research question was to determine if there were mediators and/or moderators 
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of the relationships between social characteristics of the work environment and newly 

licensed nurses’ perceived confidence in clinical decision-making and was addressed 

using systematic multiple regression analysis to examine mediating and moderating 

effects.   

Moderator effects were tested using hierarchical multiple regression with a two-

step process.  To maximize the power of test of moderator effects, several assumptions 

were considered (Frazier, Tix, & Barron, 2004).  First, the choice of the moderator and 

the nature of the interaction along with the interactions was based on the theoretical 

framework of this study.  It was specifically hypothesized that the relationship between 

social characteristics and perceived confidence in clinical decision-making by the newly 

licensed registered nurse would be moderated by participation in a transition program 

such as a residency program (Figure 3).  

 

 

Figure 3. Transition Program as a Moderator of Relationships Between Social 

Characteristics and Perceived Confidence in Clinical Decision-making. 

 

Therefore, the moderator, transition program, was determined a priori.  Next, the 

interaction terms were created by using the social characteristics from the theoretical 

framework (collaboration bonding, networks, internal trust, and communication) and 

multiplying them by the moderator.  Using guidelines for testing moderator effects from 
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the literature (Huck, 2012), each social characteristic and interaction term was regressed 

on clinical decision-making.  Additionally, the outcome variable must have as many 

response options as both the moderator and the predictor to capture the true moderator 

effect, in this study the predictor and the outcome variable were both measured on a 5-

point Likert scale and the moderator was dichotomous.   

After the interaction terms were created for each social characteristic and the 

moderator (collaboration bonding x residency, networks x residency, internal trust x 

residency, and communication x residency), a two-step hierarchical multiple regression 

was conducted in SPSS for moderator effects.  A series of hierarchical regressions were 

conducted to test each moderator effect separately.  In the first moderation analysis, the 

social characteristic and the residency variable were regressed on the dependent variable 

clinical decision-making.  In the second step, the interaction term was entered.  A 

statistically significant Beta weight for the interaction term at the second step supported 

participation in a residency program as a moderator.  None of the moderator analyses 

supported that the relationship between social characteristics and clinical decision-

making were moderated by participation in a residency program, as presented in Tables 

10-13.  Beta weights for the interaction terms and associated t and p values are as 

follows: collaboration bonding x residency, (β = .149, t = 1.339, p = .182), networks x 

residency, (β = .104, t = .074, p = .941); internal trust x residency, (β = .985, t = .740, p = 

.460), communication x residency (β = .413, t = 1.943, p = .054). 
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Table 10 

Results of Moderation Regression Collaboration Bonding and Transition  

Program on Confidence in Clinical Decision-making 

 Unstandardized beta t p  

Constant 70.77 17.90 < .001 

Collaboration 

Bonding 

-.480 -5.78 < .001 

TP (residency) -.8.33 -1.58  .114 

Collaboration 

bonding X TP 

(residency) 

.149 1.33  .182 

Note. R² = .242. TP = Transition Program. 

 

 

Table 11 

Results of Moderation Regression Networks and Transition Program 

on Confidence in Clinical Decision-making 

 Unstandardized beta t p  

Constant 53.78 17.34 < .001 

Networks -1.96 -1.80     .073 

TP (residency) -1.67 -.419     .676 

Collaboration 

bonding X 

Networks 

.104 .074     .941 

Note. R² = .047. TP = Transition Program. 

 

 

Table 12 

Results of Moderation Regression Trust Internal and Transition Program 

on Confidence in Clinical Decision-making 

 Unstandardized beta t p  

Constant 58.92 14.75 < .001 

Trust Internal -2.74 -2.69     .008 

TP (residency) -5.05 -.965     .336 

Trust Internal X 

TP (residency) 

.985 .740     .460 

Note. R² = .070. TP = Transition Program. 
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Table 13 

Results of Moderation Regression Communication and Transition Program  

on Confidence in Clinical Decision-making 

 Unstandardized beta t p  

Constant 64.75 18.456 < .001 

Communication -.820 -4.81 < .001 

TP (residency) -8.78 -1.94     .053 

Communication 

X TP (residency) 

.413 1.94     .054 

Note. R² = .170. TP = Transition Program. 

 

 

 To explore whether communication had an indirect effect on clinical decision-

making through management support, mediation analyses were conducted.  The potential 

mediator, management support, was selected after examining correlations between 

variable and was based on the theoretical model.  There are four steps to establish 

mediation (Frazier, Tix, & Barron, 2004).  First, there must be a significant relation 

between the predictor (communication) and the outcome (clinical decision-making).  

Next, there must be a significant relationship between the predictor (communication) and 

the mediator (management support).  Then, there must be a significant relationship 

between the mediator (management support) and the outcome (clinical decision-making) 

and lastly, the strength of the relationship between the predictor and the outcome is 

significantly reduced when the mediator is included in the model.  In this study, 

regression analyses showed (1) an effect of communication on clinical decision-making 

(β = -.389, t = -5.58, p < .001), (2) an effect of communication on management support 

(β = .269, t = 3.68, p < .001), (3) an insignificant effect of management support on 

clinical decision-making (β = -.168, t = -2.24, p <.05), (4) the effect of communication on 

clinical decision-making was significant after including management support as an 
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additional predictor (β = -.371, t = -5.11, p < .001); however, the mediator management 

support was not significant in the final model (β = -.068, t = -.935, p = .351).  Although 

the indirect path with the mediator in the model (β = -.371) was lower than the direct 

path (β = -.389), management support did not have a statistically significant indirect 

mediation effect on the relationship between communication and clinical decision-

making. 

Summary 

This study used a cross sectional descriptive correlation design to examine 

relationships between personal, structural, and social characteristics and newly licensed 

registered nurses’ perceived confidence in clinical decision-making.  Procedures for data 

cleaning were described.  The pilot of a researcher developed instrument was described 

along with how cases with incomplete or missing data were identified and deleted to 

build an analytic data set.  Descriptive statistics and multiple linear regressions were used 

to analyze the data related to each research question and results were reported.   
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CHAPTER 5 

DISCUSSION 

 

 A discussion of the study’s results is presented in this chapter.  The discussion 

will be placed within the context of the constructs of the study’s theoretical model 

(personal, structural, and social characteristics).  Strengths and limitations of the study 

along with implications for future research will also be presented. 

 Large numbers of newly licensed registered nurses are entering the workforce 

unprepared to make high stakes clinical decisions needed to practice in complex 

healthcare settings.  Interesting research related to social capital in nursing led to this 

study’s novel approach of investigating work environmental factors associated with 

newly licensed registered nurses’ perceived confidence in clinical decision-making.  

Exploring the social milieu and how it relates to clinical decision-making has the 

potential to narrow the preparation-practice gap.  The outcome of perceived confidence in 

clinical decision-making was chosen as a proxy for competent nursing practice.   

Conceptual Framework 

The framework for this study was created from the literature to identify 

relationships between demographic, personal, structural, and social characteristics of the 

nursing work environment and newly licensed registered nurses’ perceived confidence in 

clinical decision-making.  To test the conceptual framework, perceived confidence in 
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clinical decision-making was selected as the dependent variable and the independent 

variables included demographics (gender, education level, age, hours worked per week, 

employment status, and shift), personal characteristics (self-confidence, anxiety, stress, 

and time management), structural characteristics (transition program, mentorship, 

management support, unit, and caseload), and social characteristics (networks, 

collaboration, trust, communication, and cooperation).  The demographic variables were 

used to describe the sample.  The personal characteristic variables, high levels of self-

confidence and low levels of stress, were associated with newly licensed registered 

nurses’ perceived confidence in clinical decision-making.  However, other personal 

characteristic variables, anxiety and time management skills, did not statistically correlate 

with perceived confidence in clinical decision making among newly licensed registered 

nurses.  Researchers should take a closer look at personal variables missing in this 

framework that may possibly improve or hinder time management of the newly licensed 

registered nurses’ clinical decision-making processes.  For example, exploring the impact 

of nurses with specialty certification (Kendall-Gallagher, Aiken, Sloane, & Cimiotti, 

2011), nurses’ priority setting abilities (Qteat & Sayej, 2014), or nurses’ use of concept 

maps to guide practice (Tourangeau et al., 2006) on nurses’ time management skills.  Of 

the structural variables, management support and unit type were the only statistically 

significant correlations with newly licensed registered nurses’ confidence in clinical 

decision-making.  Consistent with the framework, all the social variables were 

significantly correlated with newly licensed registered nurses’ perceived confidence in 

clinical decision-making. 
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The theoretical framework variables were identified from the literature.  However, 

in the literature, structural characteristics (transition programs, mentorships, and 

management support) were found to increase newly licensed registered nurses’ job 

satisfaction and retention.  While the literature did not suggest structural characteristics 

were specifically related to confidence in clinical decision-making, this study focused on 

how structural characteristics were related specifically to newly licensed registered 

nurses’ perceived confidence in clinical decision-making in an effort to link these 

characteristics more proximally to clinical practice outcomes.  Suggested changes to the 

framework involve identifying other structural characteristics from the literature that may 

impact newly licensed nurses’ confidence in clinical decision-making and testing the 

framework again.  For instance, training in crew resource management (Sculli, Fore, 

Neily, Mills, & Sine, 2011) or computerized decision-making support systems (O’Neill, 

Dluhy, & Chin, 2004) may be predictors of newly licensed nurses’ confidence in clinical 

decision-making.  

Personal Characteristics 

 Newly licensed registered nurses’ preparation-practice gap negatively affects 

personal characteristics such as self-confidence, stress, and anxiety which may impact the 

ability to make sound clinical decision while providing patient care (Rush, et al., 2013).  

As stated in the literature, nurses’ increased self-confidence along with clinical 

competence results in timely decision-making, enhanced performance, and quality of 

decision-making (Hagbaghery, et al., 2004; Zulkosky, 2009).  Although this study did not 

directly measure clinical competence, competence has been linked to confidence level 

and lack of confidence has negatively impacted decision-making (Rush, et al., 2013).  
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This is important because research has suggested nurses lacking self-confidence may also 

experience self-doubt, increased anxiety, and avoidance in decision-making processes 

(Bandura, 1977; Hagbaghery, et al. 2004).  The findings of this study were consistent 

with the literature; higher self-confidence of newly licensed registered nurses were 

associated with higher perceived confidence in clinical decision-making.  Additionally, 

the study found increased self-confidence was also associated with decreased anxiety and 

stress and confirmed existing literature in which lower anxiety and stress are associated 

with confidence, enhanced decision-making, and quality performance (Bandura, 1977; 

Hagbaghery, et al. 2004).  Surprisingly and inconsistent with the literature around newly 

licensed registered nurses, study participants reported low to moderate levels of stress 

and anxiety but 76% sometimes had difficulty with time management skills.  Perhaps low 

levels of stress and anxiety were a result of residency program participation (Bratt, 

Baernholdt, & Pruszynski, 2014); since 59.1% of the participants reported being enrolled 

in residency programs.  Additionally, reports of lower levels of stress may be attributed to 

the inclusion criteria of this study (nurses practicing 2 years and under) or that nurses 

with higher stress and anxiety chose not to participate.  While time management skills 

were not significantly correlated with clinical decision-making, this could be attributed to 

the instrument of measurement which was a single Likert item.  A more robust 

measurement of time management in future studies is warranted (Adams & Jex, 1997; 

Britton & Tesser, 1991; Macan, Shahani, Dipboye, & Phillips, 1990).  Furthermore, 

newly licensed registered nurses may want to portray themselves in a positive light by 

reporting low to moderate levels of stress and anxiety.   
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An unexpected finding was related to gender; male gender statistically correlated 

with greater perceived confidence in clinical decision-making.  Only 11.9% study 

participants were male.  This is consistent with the literature around gender differences in 

information processing styles during decision-making (Byrne & Worthy, 2015).  The 

extent of generalization to the population from this single study’s findings demonstrating 

decreased levels of stress, anxiety, and time management in newly licensed nurses’ work 

environment is unknown.  Future studies are needed in this area. 

Structural Characteristics 

 Potential structural solutions thought to close the preparation-practice gap 

included residency programs, mentorships, and management support (Hickerson et al., 

2016; Kowalski & Cross, 2010).  However, even after participating in residency 

programs newly licensed registered nurses’ state anxiety continued to be higher than 

other disciplines (Kowalski & Cross, 2010).  Over half of the participants in this study 

were enrolled in residency programs and overall participants reported low anxiety and 

low to moderate stress levels, suggesting residency programs may assist in lowering 

anxiety and stress levels (Bratt et al., 2014).  In this study, the measurements for the 

variables, mentorship, management support, and residency programs were single Likert 

items.  Reliability and validity was not established on these items and investigation of 

alternate measurement of these variables is warranted.  Further research is needed in this 

area to confirm residency programs lower stress and anxiety related to clinical decision-

making.   

Surprisingly and inconsistent with the literature, the findings of this study 

revealed structural characteristics (residency, mentorship, and management support) were 
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not statistically correlated with newly licensed registered nurses’ confidence in clinical 

decision-making.  However, mentorship and management support strongly correlated 

with other social characteristics (collaboration, trust, communication, and cooperation).  

This is important because these social characteristics were statistically related to newly 

licensed nurses’ perceived confidence in clinical decision-making.  The roles mentorship 

and management support play in developing social characteristics in newly licensed 

registered nurses are crucial because new graduates are an extension of those preparing 

them for practice.  Nurse manager effectiveness in maintaining interpersonal supportive 

environments is a key component needed in supporting intellectual collaboration (Fink, 

Krugman, Casey, & Goode, 2008).  While the literature supported supervisor support, 

19.3% of the participants reported low levels of supervisor support.  Therefore, nurse 

managers must be trained in methods to encourage interpersonal skills and supportive 

environments; their leadership behaviors strongly impact healthcare quality (Cadmus & 

Johansen, 2012).    

Social Characteristics 

 Newly licensed registered nurses desire a supportive team environment to assist in 

formulating patient care decisions in situations of uncertainty (Berkow et al., 2008; Clark, 

1996; Purling & King, 2012); this team environment leads to increased critical thinking, 

expert decision-making, and greater confidence (Etheridge, 2007).  Newly licensed 

registered nurses’ relationships with various skill level practitioners in interpersonal 

supportive environments were found to be more prominent factors in decision-making 

than theoretical knowledge or analytical processes (Clark, 1996; Purling & King, 2012; 

Seright, 2011).  As hypothesized, the study findings demonstrated the social 
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characteristics collaboration bonding (nurse-nurse collaboration), collaboration bridging 

(nurse-physician collaboration), and communication had moderate positive relationships 

with newly licensed registered nurses perceived confidence in clinical decision-making.  

Additionally, the social characteristic collaboration bonding had the highest beta weight 

in the regression and was the strongest predictor of confidence in clinical decision-

making.   

In this study, newly licensed registered nurses not only identified social 

characteristics as important components in their decision-making processes but they also 

provided organizations with important ingredients that may be missing from the current 

nursing culture.  Identifying missing social components may allow organizations to form 

programs to cultivate these valued social characteristics and create improved cultures of 

safety.  Safe culture communication has been implemented into the nursing environment 

such as the SBAR technique and The Speak Up Initiative of The Joint Commission; both 

techniques place importance on transferring information accurately (Cornell, Gervis, 

Yates, & Vardaman, 2014).  However, there is little research on interpersonal skills 

related to safe communication such as communicating respectfully with appropriate 

verbal and non-verbal communication, attentive listening, and effective negotiation 

(Mitchell et al., 2011).  Researchers must not only identify needed improvements in 

technical communication, but they must also find new ways to cultivate the interpersonal 

skills and supportive team environments newly licensed registered nurses value and need 

to close the preparation-practice gap.   

Surprisingly, a small negative association between internal trust and confidence in 

clinical decision-making was statistically significant, with greater internal trust associated 
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with decreased perceived confidence in clinical decision-making.  Perhaps this represents 

a realistic view around ideas of newly licensed registered nurse confidence in clinical 

decision-making where they may trust in others on the unit to make collaborative 

decisions and tap into shared assets and resources, which is a component of nursing 

social capital (Read, 2013).  In contrast to shared decision-making, this inverse 

association between internal trust and decision-making may be attributed to the culture of 

the unit where newly licensed registered nurses’ opinions are not valued and the culture 

may not allow for respectful dialog and the perspectives of new comers.  Additionally, 

the outcome measure, confidence in clinical decision-making, is at best a proxy for 

competent nursing practice.  In future studies trust internal and all the predictors in the 

model should be correlated with actual patient outcomes. 

Strengths 

 The study had multiple strengths.  It had a strong theoretical foundation and the 

instruments measuring social and personal characteristics demonstrated strong 

psychometric properties.  The analytic plan of the study used correlation, multiple linear 

regression, and mediator as well as moderator analysis to answer the research questions.  

The plan fostered the advancement of nursing theory, research, and practice by testing 

mediation and moderation.  This perspective was forward thinking in offering the 

possibility to identify factors proactively that may help assure desired patient outcomes 

and preemptively avoid undesired patient outcomes.  Additionally, the anonymous web-

based survey allowed the participants to be honest and validated the use of social media 

and email to enhance sampling methodology.  The sample was adequate; a sample of 177 

completed cases resulted in sufficient statistical power for multiple linear regression 



104 
 

 
 

analyses with 15 predictors.  Furthermore, the study applied a novel approach to nursing 

research by incorporating social capital factors into the theoretical framework and 

addressing the environmental impact on newly licensed nurses’ clinical decision-making.   

Limitations 

 The study had several limitations.  The number of surveys with complete data was 

limited by the large number of questions on the survey.  Thirty-seven percent of the 

eligible surveys were incomplete.  Concern for subject burden prevented the inclusion of 

a social desirability scale.  Consequently, it is possible that participants over reported 

their confidence in clinical decision-making and underreported stress and anxiety.  An 

unsuccessful attempt was made to recruit participants from all 50 United States using 

Facebook ads, Nurse Network, and LinkedIn; the sample mainly included nurses from the 

mid-west to the east coast.  The unavailability of state boards of nursing listservs 

providing emails limited the ability to reach nurses in all 50 states via email, the preferred 

method of communication.  Consequently, the extent to which the study findings reflect 

the general population of newly licensed nurses is unknown.   

The Nurse Network scale was developed by the researcher, reviewed by a panel 

of experts for content validity and preliminary testing was conducted to determine face 

validity of the instrument.  Further testing of this instrument is warranted.  Two 

measurements on the survey, management support and time management skills, were 

measured on a single item 5-point Likert scale.  Valid and reliable instruments are needed 

to measure management support and time management skills.  Use of existing measures 

of management support should be considered or qualitative research exploring newly 

licensed registered nurses’ perceptions of management support and time management 
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skills is needed to develop measurement instruments for these items specific to nursing.  

Possible sample selection bias could have been present given the perseverance necessary 

to complete the survey; not all participants successfully completed the survey.  For 

example, nurses with greater stress and anxiety might not be as persistent to complete the 

survey.  Another important limitation included, data were cross-sectional so causality 

cannot be determined.   

Implications 

 Awareness of newly licensed registered nurses’ preparation-practice gap related 

to patient care decision-making created a need to identify and promote new methods to 

enable newly licensed registered nurses to quickly navigate the preparation-practice gap 

and become fully functional, competent providers of nursing care.  This study allowed 

insight into work environmental factors associated with newly licensed registered nurses’ 

clinical decision-making with potential to narrow the preparation-practice gap.  

Therefore, based on the results of this study, research around the preparation-practice gap 

must explore alternative factors within newly licensed registered nurses’ workplace 

communities to enhance clinical decision-making.  

For this study, social characteristics were defined as networks of healthcare 

providers collaborating and communicating shared knowledge and assets while building 

trust and cooperation to deliver quality healthcare safely, effectively, and efficiently.  

Therefore, based on the results of this study, attention must be directed toward enhancing 

social characteristics such as nurse-nurse collaboration (collaboration bonding).  Nurse-

nurse collaboration improves shared knowledge and communication allowing a more 

comprehensive view of clinical situations, further enhancing collaborative decision-
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making resulting in a greater likelihood of improving desired patient care outcomes.  

Knowledge sharing should result in better decision-making outcomes than when 

decisions are made alone without the perspectives and knowledge of others.  Knowledge 

sharing, in the context of nurse-nurse collaboration, can be considered a type of 

intellectual collaboration implemented within the workplace to enhance decision-making 

processes and improve patient outcomes.  Although Covell and Sidani (2013) discussed 

the importance of nursing intellectual capital influencing quality patient outcomes, they 

suggested nursing knowledge was being diffused throughout the nursing unit.  However, 

it is unknown whether nursing knowledge is shared via collaborating networks within 

nursing units.  This study suggests that intellectual collaboration may be a key component 

to newly licensed registered nurses’ confidence in clinical decision-making; however, 

intellectual collaboration may not be a naturally occurring characteristic of nursing unit 

cultures.  Therefore, the need for nurturing intellectual collaboration to enhance newly 

licensed nurses’ clinical decision-making must be identified along with developing, 

implementing, measuring, and refining new methods to cultivate workplace intellectual 

collaboration. 

 New methods to enhance intellectual collaboration within newly licensed 

registered nurses’ workplace communities could include self-reflection on interpersonal 

skills and experiential learning activities directed toward building trust, leadership and 

communication skills.  Self-reflection on individual nurses’ roles in collaborating with 

other nurses can be a starting point to promote intellectual collaboration within the 

workplace (Benner, 1984; Burton, 2000; McMillan-Coddington, 2013; Paget, 2001).  

Nurses must be given time to reflect on the meaning of collaboration within the work 
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environment and their own interpersonal skills that facilitate or impede collaboration 

when making patient care decisions.  Investing in interpersonal communication skills is 

foundational to enhancing intellectual collaboration which is important in the context of 

effective decision-making (Cohen & Prusak, 2001; Gillespie & Paterson, 2009; Putnam, 

et al., 1993).  Providing nurses time in the workplace to critique their role in the 

collaborative decision-making process could create self-awareness and motivation to 

enhance intellectual collaboration within the workplace.  Reflection may include 

contemplating on nurses’ rapports with other colleagues, how they help others, their own 

listening skills, how they resolve conflict, their own communication effectiveness, and 

giving and receiving constructive feedback.  The consequences of enhanced awareness of 

interpersonal skills could identify areas of improvement resulting in greater benefit from 

experiential learning activities developed to improve intellectual collaboration and patient 

care decision-making skills.  

Exploring other discipline models around experiential learning activities and how 

they can be applied to enhance nursing intellectual collaboration and decision-making 

skills is warranted.  For example, simulation was designed for the aviation industry to 

enhance safety and allow pilots to train in safe environments (Nance, 2008).  Nursing has 

adopted this method of experiential training (Jeffries, 2012).  Nursing simulation 

scenarios are focused on direct patient care and disease processes, and most recently 

teamwork and collaboration (Kim & Jang, 2017; Krueger, Ernstmeyer, & Kirking, 2017; 

Rice, 2016).  New simulation scenarios focused on intellectual collaboration while 

making patient care decisions, along with other social capital concepts such as improving 

communication and building trust, should be created.  This method of experiential 
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learning may identify interpersonal skills that enhance or impede shared knowledge and 

collaborative care decision-making.  Identifying barriers to shared knowledge and 

training newly licensed registered nurses to use intellectual resources available to them 

may improve collaborative care decision-making and patient care outcomes.   

Medical Improv, borrowed from comedy improvisation or theater improvisation, 

is another experiential learning activity that can be implemented to reform social 

characteristics within newly licensed registered nurses’ workplace communities 

(Boynton, 2009, 2017).  Medical Improv offers a different approach to problem-solving 

based on healthy emotional intelligence and effective communication skills needed for 

optimal relationships, teamwork, leadership, and cultures (Boynton, 2017).  Focused on 

the learning process, Medical Improv has the potential to cultivate efficient and effective 

intellectual collaboration leading to improved workplace communities and patient safety.   

Promotion of intellectual collaboration within newly licensed registered nurses’ 

communities allows assets such as shared knowledge, cultural behaviors, and values to 

improve clinical decision-making skills and self-confidence.  Although in this study 

participation in residency programs did not correlate with newly licensed registered 

nurses’ confidence in clinical decision-making, residency programs have been found be 

an important component in job satisfaction and intent to stay in nursing.  Continued 

training through residency programs is important, however a focus on intellectual 

collaboration must be implemented within these programs enhancing social 

characteristics such as communication, trust, and cooperation.  This can be implemented 

through train the trainer programs promoting shared knowledge, cultural behaviors, and 

values needed to enhance newly licensed nurses’ confidence in clinical decision-making. 
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The presence or absence of sharing knowledge, cultural behaviors, and values must also 

be measured to ensure trainers are delivering the product intended.  Measuring the quality 

and consistency of training programs implementing social characteristics identified in this 

study and the impact of these characteristics on patient outcomes should be included in 

future studies. 

Although self-confidence is a personal characteristic, it is affected by knowledge 

and social interactions within nursing units (Hagbaghery et al., 2004).  In this study, self-

confidence was highly correlated with multiple characteristics that are likely to be of 

value in any healthcare setting; lower anxiety and stress, improved interdisciplinary 

collaboration, enhanced trust within the unit and organization, and improved 

communication and cooperation.  Organizations must recognize these valued social 

characteristics, implement them into training programs, and measure newly licensed 

registered nurses possessing these characteristics and the impact on improved patient 

outcomes.  Although, it would be expected that positive clinical outcomes would enhance 

nurse self-confidence in clinical decision-making and negative outcomes would produce 

nurses with lower self-confidence, this study did not measure this assumption 

specifically.  Future studies should be conducted to evaluate this relationship in a causal 

manner. 

Research around recruitment strategies in the vast technology age of today is also 

warranted.  This study utilized multiple recruitment processes including web networking 

such as Facebook, twitter, Nursing Network, LinkedIn, and emailing.  Emailing via the 

use of state board of nursing listservs was by far the most successful recruitment method 

for this study.  Therefore, it is important to encourage state boards of nursing to provide 



110 
 

 
 

public access to emails of registered nurses in each state. This will assist with 

generalizability of research results relating to registered nurses across the United States. 

The next steps in this program of research around personal, structural, and social 

characteristics within nursing environments will focus on measuring the presence or 

absence of these valued characteristics within newly licensed nurses’ work environments, 

which are necessary to create improved cultures of safety and patient outcomes.  

Qualitative research, based on the valued environmental characteristics identified in this 

study, may be necessary to recognize important characteristics that may be missing from 

the current nursing culture hindering newly licensed registered nurses from engaging in 

intellectual collaboration while making patient care decisions.  It is not enough to only 

recognize missing valued characteristics within nursing environments, the presence or 

absence of member participation in intellectual collaboration and identification of other 

cultural behaviors that benefit newly licensed nurses’ performance must be explored.  

This program of research must continue to identify the presence of colleagues freely 

offering resources such as time, support, and information to newly licensed registered 

nurses and assessing whether this sharing of assets enhances patient safety and directly 

improves patient outcomes.  Additionally, a closer investigation of interpersonal skills 

within the nursing environments is warranted.  Creating improved nursing cultures of 

safety revolves around professional communication which includes respectful verbal and 

nonverbal communication, attentive listening, and effective negotiation (Boynton, 2009).  

Creating training programs to cultivate interpersonal skills and supportive team 

environments, valued by newly licensed nurses in this study, has the potential to reduce 

the preparation-practice gap, enhance newly licensed registered nurses’ clinical 
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performance, and improve patient outcomes.  Improved nursing environments and 

enhanced nursing performance must be measured and directly related to improved patient 

outcomes.  

Conclusion 

 Closing the newly licensed registered nurses’ preparation-practice gap is complex 

and new methods must be explored to meet this need.  Demographic, personal, structural, 

and social characteristics have been explored in relationship to newly licensed registered 

nurses’ perceived confidence in clinical decision-making.  The implementation of 

residency programs as a solution to the preparation-practice gap should continue, 

however, with an added emphasis on social characteristics such as intellectual 

collaboration skills which include communication, trust, and cooperation.  Nurse 

researchers must explore ways to enhance desired social characteristics in newly licensed 

registered nurse training programs and promote intellectual collaboration in decision-

making possibly resulting in improved patient outcomes.  The results of this study offer 

multiple avenues for future research around social characteristics, clinical decision-

making, and improved patient outcomes.  
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My name is Tanya Naguszewski, MSN, RN. I am a PhD student from Georgia Baptist 

College of Nursing of Mercer University. I am studying what factors may be important in 

how confident a newly licensed registered nurse is in clinical practice.  The title of the 

study is Personal, Structural, and Social Characteristics Associated with Newly Licensed 

Registered Nurses’ Perceived Confidence in Clinical Decision-Making: A Quantitative 

Study.  I am inviting you to participate by completing a survey for this research project.  

If you have any questions about the study contact the investigator Tanya Naguszewski, 

706-233-2227, tanya.l.naguszewski@live.mercer.edu 

 

Mercer University’s Institutional Review Board (IRB) reviewed study #(place study 

number here) and approved it on (place approval date here). 

Questions about your rights as a research participant:  

If you have questions about your rights or are dissatisfied at any time with any part of this 

study, you can contact, anonymously if you wish, the Institutional Review Board by 

phone at (478) 301-4101 or email at ORC_Research @Mercer.edu.  

Participants are to submit only once. 

Please do not complete this survey if you have been a registered nurse for more than 2 

years or if you are in a nurse manager role.  

Please answer each item to the best of your ability. 

Inclusion Criteria: (must complete to proceed to the Questionnaire) 

1. Do you consent to participate in this study? 

2. Have you been practicing as registered nurse for 2 years or less? Yes/No 

3. Are you a bedside nurse working in an acute care (hospital) environment? Yes/No 

If the answer to any of the previous questions is NO, you do not meet the inclusion 

criteria and will not be able to complete the survey. Thank you for your time.  

Demographics 

1. What is your age in years? 

2. What is your gender? male/female 

3. Have you ever practiced as a Licensed Practical Nurse (LPN)? Yes/No 

a. If so, how many years did you practice as a LPN?  

4. What is your education level: Associate Degree (AD)/Bachelor’s Degree 

(BSN)/Master’s Degree (MSN) 

5. In what state are you currently employed?  

6. What is your employment status? Full Time (FT)/Part Time (PT) 

7. On average, how many hours do you work per week? 

8. What shift worked do you normally work? Day/Night 

a. 12-hour shift/8-hour shift 

mailto:ORC_Research%20@Mercer.edu
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9. What is the total number of patients assigned to you to care for during your last 

shift worked? 

10. Please check the hospital unit you are assigned to most often:  Medical/surgical, 

orthopedics, intensive care, step-down care, emergency department, pediatrics, 

obstetrics, rehabilitation, mental health, operating room, other. 

            If “other” please describe here____________. 

11. Please respond to this statement: I have difficulty using time at work effectively 

and productively. 

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely, and (5) Never 

12. A nurse residency program is a series of face-to-face learning sessions and work 

experiences, scheduled during paid time, that occurs continuously over a 12-

month period and is designed to assist new employees as they transition to their 

first professional nursing role.   

a. Did your orientation program consist of a nurse residency program? 

Yes/No 

b. If so, how many months? 

13. A general hospital orientation program usually consists of instructions on policies 

and procedures and 3 to 6 weeks of work experience with another nurse prior to 

being responsible for a full case load.  

c. Was your orientation a general hospital orientation program? Yes/No 

d. If so, how many weeks/months? 

14. A mentor is an experienced nurse that is assigned to you for job support for an 

extended period. Were you assigned a mentor? Yes/No 

a. If so, how many months?  

15. Would you characterize your immediate supervisor as? 

(1) Always supportive, (2) Usually supportive, (3) Sometimes supportive, (4) Rarely 

supportive, (5) Never supportive 

Clinical Decision Making Self-Confidence Scale 

During an emergency situation, please check the box that corresponds to the level of self-

confidence you have with each item. Only check one (1) response to each item. 

16. How confident are you that you can recognize signs and symptoms of a cardiac 

arrest? 

(1) Not at all confident, (2) Somewhat not confident, (3) Somewhat confident,  

(4) Moderately confident, (5) Very confident 

17. How confident are you that you can recognize signs and symptoms of a 

respiratory event? 

(1) Not at all confident, (2) Somewhat not confident, (3) Somewhat confident,  

(4) Moderately confident, (5) Very confident 

18. How confident are you that you can recognize signs and symptoms of a 

neurological event? 

(1) Not at all confident, (2) Somewhat not confident, (3) Somewhat confident,  

(4) Moderately confident, (5) Very confident 
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19. How confident are you that you can accurately assess an individual with chest 

pain? 

(1) Not at all confident, (2) Somewhat not confident, (3) Somewhat confident, 

 (4) Moderately confident, (5) Very confident 

20. How confident are you that you can accurately assess an individual with shortness 

of breath? 

(1) Not at all confident, (2) Somewhat not confident, (3) Somewhat confident, 

 (4) Moderately confident, (5) Very confident 

21. How confident are you that you can accurately assess an individual with changes 

in mental status? 

(1) Not at all confident, (2) Somewhat not confident, (3) Somewhat confident,  

(4) Moderately confident, (5) Very confident 

22. How confident are you that you can appropriately intervene for an individual with 

chest pain? 

(1) Not at all confident, (2) Somewhat not confident, (3) Somewhat confident,  

(4) Moderately confident, (5) Very confident 

23. How confident are you that you can appropriately intervene for an individual with 

shortness of breath?  

(1) Not at all confident, (2) Somewhat not confident, (3) Somewhat confident,  

(4) Moderately confident, (5) Very confident 

24. How confident are you that you can appropriately intervene for an individual with 

changes in mental status? 

(1) Not at all confident, (2) Somewhat not confident, (3) Somewhat confident,  

(4) Moderately confident, (5) Very confident 

25. How confident are you that you can evaluate the effectiveness of your 

interventions for an individual with chest pain? 

(1) Not at all confident, (2) Somewhat not confident, (3) Somewhat confident,  

(4) Moderately confident, (5) Very confident 

26. How confident are you that you can evaluate the effectiveness of your 

interventions for an individual with shortness of breath? 

(1) Not at all confident, (2) Somewhat not confident, (3) Somewhat confident,  

(4) Moderately confident, (5) Very confident 

27. How confident are you that you can evaluate the effectiveness of your 

interventions for an individual with changes in mental status? 

(1) Not at all confident, (2) Somewhat not confident, (3) Somewhat confident,  

(4) Moderately confident, (5) Very confident 

 

Nurses-Nurses Collaboration Scale items 

The purpose of this scale is to determine the extent of collaborative behaviors that 

generally exist among nurses when providing patient care. For each statement, please 

check the box that indicates the frequency with which each behavior occurs.  
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28. In the event of a disagreement or conflict, everyone's feelings and points-of-view 

are considered in order to arrive at the best possible solution. 

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely, and (5) Never 

29. In the event of a disagreement or conflict, all nurses work together to arrive at the 

best possible solution to the problem. 

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely, and (5) Never 

30. All nurses reach an agreement on the best possible solution to the disagreement or 

conflict at hand. 

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely, and (5) Never 

31. All nurses try to avoid conflict.  

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely, and (5) Never 

32. Any conflicts or disagreements among nurses are resolved quickly and peacefully.  

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely, and (5) Never 

33. Group discussion meetings are held to solve issues regarding patient care.  

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely, and (5) Never 

34. All nurses reach an agreement regarding specific goals for the patient's pain 

management. 

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely, and (5) Never 

35. All nurses reach an agreement regarding the patient's safety goals.  

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely, and (5) Never 

36. All nurses speak directly and objectively to each other regarding the patient's care.  

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely, and (5) Never 

37. The action among nurses is carried out regularly in emergency situation.  

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely, and (5) Never 

38. In the event that a patient distrusts or expresses doubts regarding specific nursing 

practices, nurses attempt to respond to the patient in a respectable and consistent 

manner to quickly resolve the situation. 

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely, and (5) Never 

39. The nurses share information with patients about the nursing protocol that is 

either ongoing or already done. 

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely, and (5) Never 

40. The nurses share information regarding any changes in current treatment plans for 

the patient. 

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely, and (5) Never 

41. The nurses share information with each other regarding a patient's reaction to 

descriptions of his/her disease status and treatment methods. 

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely, and (5) Never 

42. When a nurse takes charge of a patient suffering from much more serious disease 

or takes more workload, the other nurses will help her. 

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely, and (5) Never 

43. My ideas regarding the goals and direction of patient care are respected and 

considered. 

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely, and (5) Never 
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44. Nurses avoid the use of procedures that violate aseptic principles.  

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely, and (5) Never 

45. I have input regarding my desired shift.  

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely, and (5) Never 

46. I make decisions about how to do with my work.  

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely, and (5) Never 

47. I have influence on what happens during my patient's care. 

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely, and (5) Never 

48. The nurses adequately understand the treatments and drugs they are providing for 

each patient. 

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely, and (5) Never 

49. I stay closely attuned to the progress of my patient's condition and am always 

prepared to adapt to unforeseen changes. 

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely, and (5) Never 

50. Nurses avoid the use of procedures that compromise patient safety.  

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely, and (5) Never 

Nurses-Physician Collaboration Scale 

We want to know about collaboration between nurses and physicians on your nursing 

unit when providing patient care. For each statement check the box that indicates the 

frequency with which each behavior occurs.  

51. The nurses and the physician exchange opinions to resolve problems related to 

patient cure/care 

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely and (5) Never 

52. In the event a disagreement about the future direction of a patient’s care, the 

nurses and the physician hold discussions to resolve differences of opinion  

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely and (5) Never 

53. The nurses and the physician discuss whether to continue a certain treatment 

when that treatment is not having the expected effect  

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely and (5) Never 

54. When a patient is to be discharged from the hospital, the nurses and the 

physicians discuss where the patient will continue to be treated and the 

lifestyle regimen the patient needs to follow 

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely and (5) Never 

55. When confronted by a difficult patient, the nurses and the physicians discuss 

how to handle the situation  

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely and (5) Never 

56. The nurses and the physicians discuss the problems a patient has  

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely and (5) Never 
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57. The nurses and the physicians together consider their proposals about the 

future direction of patient care  

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely and (5) Never 

58. In the event a patient develops unexpected side effects or complications the 

nurses and the physicians discuss countermeasures  

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely and (5) Never 

59. In the event a patient no longer trusts a staff member, the nurses and the 

physicians try to respond to the patient in a consistent manner to resolve the 

situation 

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely and (5) Never 

60. The future direction of a patient’s care is based on a mutual exchange of 

opinions between the nurses and the physicians  

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely and (5) Never 

61. The nurses and the physicians seek agreement on signs that a patient can be 

discharged                           

  (1) Always, (2) Usually, (3) Sometimes, (4) Rarely and (5) Never 

62. The nurses and the physicians discuss how to prevent medical care accidents 

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely and (5) Never 

63. The nurses and the physicians all know what has been explained to a patient 

about his/her condition or treatment  

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely and (5) Never 

64. The nurses and the physicians share information to verify the effects of 

treatment 

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely and (5) Never 

65. The nurses and the physicians have the same understanding of the future 

direction of the patient’s care  

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely and (5) Never 

66. The nurses and the physicians identify the key person in a patient life 

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely and (5) Never 

67. In the event of a change in treatment plan, the nurses and the physicians have 

a mutual understanding of the reason for the change 

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely and (5) Never 

68. The nurses and the physicians check with each other concerning whether a 

patient has any signs of side effects or complications 

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely and (5) Never 

69. The nurses and the physicians share information about a patient’s reaction to 

explanations of his/her disease status and treatment methods 

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely and (5) Never 

70. The nurses, the physicians and the patient have the same understanding of the 

patient’s wishes for cure and care 

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely and (5) Never 
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71. The nurses and the physicians share information about a patient’s level of 

independence in regards to activities of daily living 

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely and (5) Never 

72. The nurses and the physicians can easily talk about topics other than topics 

related to work 

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely and (5) Never 

73. The nurses and the physicians can freely exchange information or opinions 

about matters related to work 

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely and (5) Never 

74. The nurses and the physicians show concern for each other when they are very 

tired 

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely and (5) Never 

75. The nurses and the physicians help each other  

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely and (5) Never 

76. The nurses and the physicians greet each other every day 

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely and (5) Never 

77. The nurses and the physicians take into account each other’s schedule when 

making plans to treat a patient together.  

(1) Always, (2) Usually, (3) Sometimes, (4) Rarely and (5) Never 

Nurse Network Scale 

 The following consist of questions intended to measure your perceptions about 

the sense of belonging that results from involvement in social organizations and informal 

networks. For each statement, please check the box that indicates the level of agreement. 

78. Nurses have a strong sense of membership and commitment unit wide. 

(1) Strongly disagree, (2) Disagree, (3) Neutral, (4) Agree, (5) Strongly agree 

79. Nurses on my unit often work together as a team to provide support and shared 

knowledge. 

(1) Strongly disagree, (2) Disagree, (3) Neutral, (4) Agree, (5) Strongly agree 

80. Nurses and physicians often work together to provide each other with supportive 

information regarding patient care unit wide. 

(1) Strongly disagree, (2) Disagree, (3) Neutral, (4) Agree, (5) Strongly agree 

81. Nurses on my unit are comfortable sharing knowledge resources among other 

members of the healthcare team. 

(1) Strongly disagree, (2) Disagree, (3) Neutral, (4) Agree, (5) Strongly agree 

82. Nurses on my unit frequently participate in hospital activities such as serving on 

committees or research teams. 

(1) Strongly disagree, (2) Disagree, (3) Neutral, (4) Agree, (5) Strongly agree 

83. Nurses on my unit frequently participate in unit activities such as staff meetings, 

huddles, or group shift reports. 

(1) Strongly disagree, (2) Disagree, (3) Neutral, (4) Agree, (5) Strongly agree 
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Social Capital Outcomes for Nurses (SCON) Subscales 

The following consist of questions intended to measure your perceptions about the 

presence of trust in your organization.  For each statement, please check the box that 

indicates the level of agreement. 

84. Since I began working here, the level of trust at my hospital has gotten better. 

(1) Strongly disagree, (2) Disagree, (3) Neutral, (4) Agree, (5) Strongly agree  

85. Hospital Executives can be trusted. 

(1) Strongly disagree, (2) Disagree, (3) Neutral, (4) Agree, (5) Strongly agree 

86. Hospital Executives act in my best interest.  

(1) Strongly disagree, (2) Disagree, (3) Neutral, (4) Agree, (5) Strongly agree  

87. Hospital employees outside of my work unit act in my best interest. 

(1) Strongly disagree, (2) Disagree, (3) Neutral, (4) Agree, (5) Strongly agree  

88. In general, I feel I have power over important decisions that change my nursing 

practice. (1) Strongly disagree, (2) Disagree, (3) Neutral, (4) Agree, (5) Strongly 

agree  

89. Communication between nurses that work at my hospital has improved since I 

have been working here. 

(1) Strongly disagree, (2) Disagree, (3) Neutral, (4) Agree, (5) Strongly agree  

90. In general, I feel I have control over decisions that affect my everyday nursing 

experience. (1) 

(1) Strongly disagree, (2) Disagree, (3) Neutral, (4) Agree, (5) Strongly agree 

91. Nurses have strong feelings of togetherness and closeness at my hospital. 

(1) Strongly disagree, (2) Disagree, (3) Neutral, (4) Agree, (5) Strongly agree 

92. Most of my co-workers contribute time and/or money to further the development 

of professional nursing. 

(1) Strongly disagree, (2) Disagree, (3) Neutral, (4) Agree, (5) Strongly agree  

93. My work unit participates in professional projects outside of the hospital. 

(1) Strongly disagree, (2) Disagree, (3) Neutral, (4) Agree, (5) Strongly agree  

94. Nurses on my unit act in my best interest. 

(1) Strongly disagree, (2) Disagree, (3) Neutral, (4) Agree, (5) Strongly agree  

95. Most of the nurses on my unit can be trusted. 

(1) Strongly disagree, (2) Disagree, (3) Neutral, (4) Agree, (5) Strongly agree  

96. Nurses on units other than my own can be trusted. 

(1) Strongly disagree, (2) Disagree, (3) Neutral, (4) Agree, (5) Strongly agree  

97. There is not a lot of conflict on my unit. 

(1) Strongly disagree, (2) Disagree, (3) Neutral, (4) Agree, (5) Strongly agree 

98. Nurses have strong feelings of togetherness and closeness unit wide.  

(1) Strongly disagree, (2) Disagree, (3) Neutral, (4) Agree, (5) Strongly agree  
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Perceived Stress Scale 

 The questions in this scale ask you about your feelings and thoughts during the 

last month.  In each case you will be asked to indicate how often you felt or thought a 

certain way.  Although some of the questions are similar there are differences between 

them and you should treat each one as a separate question.  The best approach is to 

answer each question fairly and quickly.  That is, don’t try to count up the number of 

times you felt a particular way, but rather indicate the alternative that seems like a 

reasonable estimate.  

99. In the last month, how often have you been upset because of something that happened 

unexpectedly? 

(0) Never, (1) Almost never, (2) Sometimes, (3) Fairly often, (4) Very often 

100. In the last month, how often have you felt that you were unable to control the 

important things in your life? 

(0) Never, (1) Almost never, (2) Sometimes, (3) Fairly often, (4) Very often 

101. In the last month, how often have you felt nervous and “stressed”? 

(0) Never, (1) Almost never, (2) Sometimes, (3) Fairly often, (4) Very often 

102. In the last month, how often have you dealt successfully with irritating life 

hassles? 

(0) Never, (1) Almost never, (2) Sometimes, (3) Fairly often, (4) Very often 

103. In the last month, how often have you felt that you were effectively coping with 

important changes that were occurring in your life? 

(0) Never, (1) Almost never, (2) Sometimes, (3) Fairly often, (4) Very often 

104. In the last month, how often have you felt confident about your ability to handle 

your personal problems? 

(0) Never, (1) Almost never, (2) Sometimes, (3) Fairly often, (4) Very often 

105. In the last month, how often have you felt that things were going your way? 

(0) Never, (1) Almost never, (2) Sometimes, (3) Fairly often, (4) Very often 

106. In the last month, how often have you found that you could not cope with all the 

things that you had to do? 

(0) Never, (1) Almost never, (2) Sometimes, (3) Fairly often, (4) Very often 

107. In the last month, how often have you been able to control irritations in your life? 

(0) Never, (1) Almost never, (2) Sometimes, (3) Fairly often, (4) Very often 

108. In the last month, how often have you felt that you were on top of things? 

(0) Never, (1) Almost never, (2) Sometimes, (3) Fairly often, (4) Very often 

109. In the last month, how often have you been angered because of things that 

happened that were outside of your control? 

(0) Never, (1) Almost never, (2) Sometimes, (3) Fairly often, (4) Very often 

110. In the last month, how often have you found yourself thinking about things that 

you have accomplished? 

(0) Never, (1) Almost never, (2) Sometimes, (3) Fairly often, (4) Very often 

111. In the last month, how often have you felt difficulties were piling up so high that 

you could not overcome them? 

(0) Never, (1) Almost never, (2) Sometimes, (3) Fairly often, (4) Very often 

  



137 
 

 
 

Generalized Self-Efficacy Scale 

Read each of the statements below and check the response that best fits your personal 

belief. 

 

112. I can always manage to solve difficult problems if I try hard enough. 

(0) Not at all true, (2) Hardly true, (3) Moderately true, and (4) Exactly true 

 

113. If someone opposes me, I can find the means and ways to get what I want. 

(0) Not at all true, (2) Hardly true, (3) Moderately true, and (4) Exactly true 

 

114. It is easy for me to stick to my aims and accomplish my goals. 

(0) Not at all true, (2) Hardly true, (3) Moderately true, and (4) Exactly true 

 

115. I am confident that I could deal efficiently with unexpected events. 

(0) Not at all true, (2) Hardly true, (3) Moderately true, and (4) Exactly true 

 

116. Thanks to my resourcefulness, I know how to handle unforeseen situations. 

(0) Not at all true, (2) Hardly true, (3) Moderately true, and (4) Exactly true 

 

117. I can solve most problems if I invest the necessary effort. 

(0) Not at all true, (2) Hardly true, (3) Moderately true, and (4) Exactly true 

 

118. I can remain calm when facing difficulties because I can rely on my coping 

abilities. 

(0) Not at all true, (2) Hardly true, (3) Moderately true, and (4) Exactly true 

 

119. When I am confronted with a problem, I can usually find several solutions. 

(0) Not at all true, (2) Hardly true, (3) Moderately true, and (4) Exactly true 

 

120. If I am in trouble, I can usually think of a solution. 

(0) Not at all true, (2) Hardly true, (3) Moderately true, and (4) Exactly true 

 

121. I can usually handle whatever comes my way. 

(0) Not at all true, (2) Hardly true, (3) Moderately true, and (4) Exactly true 

Generalized Anxiety Disorder Scale (GAD-7) 

How often, during the last 2 weeks have you been bothered by each of the following: 

 

122. Feeling nervous anxious or on edge 

(0) Not at all, (1) several days, (2) More than half the days, (4) nearly every day. 

123. Not being able to stop or control worrying 

(0) Not at all, (1) several days, (2) More than half the days, (4) nearly every day. 

124. Worrying too much about different things 

(0) Not at all, (1) several days, (2) More than half the days, (4) nearly every 

day. 
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125. Trouble relaxing 

(0) Not at all, (1) several days, (2) More than half the days, (4) nearly every day. 

126. Being so restless that it is hard to sit still 

(0) Not at all, (1) several days, (2) More than half the days, (4) nearly every day. 

127. Becoming easily annoyed or irritable 

(0) Not at all, (1) several days, (2) More than half the days, (4) nearly every day. 

128. Feeling afraid as if something awful might happen 

(0) Not at all, (1) several days, (2) More than half the days, (4) nearly every 

day. 

 

 

  



 
 

139 
 

APPENDIX B 

 

DEFINITION AND FOCUS OF SOCIAL CAPITAL BY MULTIPLE RESEARCHERS 



140 
 

 
 

Table 1B. 

Definition and Focus of Social Capital by Multiple Researchers (continue on next page) 

Researcher Definition/description Focus Implications 

Hanifan, L. J. (1916)  

 

In the use of the phrase 

“social capital” no reference 

was made here to the usual 

acceptation of the term 

“capital,” except in a 

figurative sense. We do not 

refer to real estate or to 

personal property or to cash, 

but rather to that in life 

which tends to make these 

tangible substances count 

for most in the daily lives of 

a people; namely, good will, 

fellowship, and families 

who make up a social unit, -

the rural community, whose 

logical center in most cases 

is the school. (p. 78) 

The term should be 

used metaphorically as 

a tool for building 

communities. 

Coincidentally, many 

themes Hanifan 

identified emerged 

later in contemporary 

definitions. 

Granovetter, M. S. 

(1973) 

 

Those to whom we are 

weakly tied are more likely 

to move in circles different 

from our own and will thus 

have access to information 

different from that which 

we receive. (p. 1371) 

Individuals gaining 

access to resources 

through weak ties with 

acquaintances and 

other relationships. 

The theme of 

information as a 

resource in networks 

later became a defining 

feature of social 

capital. 

Loury, G. (1977) 

 

It may thus be useful to 

employ a concept of ‘social 

capital’ to represent the 

consequences of social 

position in facilitating 

acquisition of the standard 

human capital 

characteristics. (p. 176) 

Lack of resources 

limits individual 

capacity for building 

human capital.   

The theme of 

community 

characteristics either 

support or limit human 

capital development 

among individuals. 

Bourdieu, P. (1986) 

 

… the aggregate of the 

actual or potential resources 

which are linked to 

possessions of a curable 

network of more or less 

institutionalized 

relationships of mutual 

acquaintance and 

recognition-or in other 

words, to membership in a 

group-which provides each 

of its members with the 

backing of the collectivity-

owned capital, “credential” 

which entitles them to 

credit, in the various senses 

of the word. (p. 248-249) 

Focus is on resources, 

group membership, 

and networks rather 

than schools, families, 

and communities. 

Bourdieu identified 

multiple forms of 

capital: economic, 

symbolic, cultural, and 

social. He favored 

cultural capital and 

social capital was 

presented as a minute 

part of the overall 

theory.  

Coleman, J. S. 

(1988) 

Social capital is defined by 

its function. It is not a single 

Focuses less on 

individual 

Breaks from the idea 

of the previous 
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Researcher Definition/description Focus Implications 

entity but a variety of 

different entities, with two 

elements in common: they 

all consist of some aspect of 

social structures, and they 

facilitate certain actions of 

actors-whether persons or 

corporate actors-within the 

structure. (p. S98). 

development and 

inequality and more on 

the aggregate level, 

actors working 

together for a mutual 

benefit.  

researchers by turning 

the attention from the 

individual to the 

aggregate level. 

Putnam, R., 

Leonardi, R., 

Nanetti, R. (1993) 

Social capital here refers to 

features of social 

organizations, such as trust, 

norms, and networks that 

can improve the efficiency 

of a society by facilitating 

coordinated actions. (p. 

167).  

Coordinated action 

improves efficiency of 

society.  Stresses the 

importance of 

institutional 

performance or 

societal efficiency as 

the outcome of social 

capital.   

Elevated the social 

capital theory. 

Read, E. (2013) Nurses’ workplace social 

capital is “nurses’ shared 

assets and ways of being 

and knowing that are 

evident in, and available 

through, nurses’ networks 

of social relationships at 

work”. (p. 997) 

Shared assets, 

including knowledge, 

through nurses’ 

networks of social 

relationships at work. 

Applied and defined 

the social capital 

concept specifically for 

the nursing discipline.   

Fulkerson, G. M. & Thompson, G. H. (2008). The evolution of a contested concept: A meta-analysis of 

social capital definitions and trends (1988-2006). Sociological Inquiry, 78, 536-557. doi: 10.1111/j.1475-

682X.2008.00260.x 
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DOMAIN, DEFINITIONS, AND MEASUREMENTS 
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Table 1C.  

Domain, Definition, and Measurements, (continued on the next pages)  

Domain/Definitions Operational Definitions Level of 

Measurement 

Possible range of 

scores 

Range Range of 

Cronbach 

Alpha’s 

Cronbach 

Alpha’s 

Current 

Study  

Demographics  

Gender  Nominal Male, Female    

Education Level  Ordinal AD, BSN, MSN    

Age  Interval     

Hours worked/week 

 

 Interval     

Employment status  

 

 Nominal Full-time, Part-

time 

   

Shift  Nominal Day, Night, or 

Both; 8, 12 

hours or Both 

   

Personal Characteristics  

Self-confidence- a 

realistic belief in one’s 

own perceived 

competence in 

judgements, abilities, 

and power to 

successfully deal with 

various situations 

 

General Self-Efficacy Scale Interval 0 to 40 higher = 

greater self-

efficacy 

0-30 .76 to .90 .86 

Anxiety- feelings of 

uneasiness caused by 

fear of incompetence or 

unsuccessful 

performance 

General Anxitety Scale Interval 0 to 21 higher 

scores = greater 

anxiety  

7-21 .89 to .92 .92 
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Stress- real or perceived 

imbalance between 

environmental demands 

required for survival and 

an individual’s capacity 

to adapt to these 

requirements 

Perceived Stress Scale Interval 0 to 52 higher 

scores = greater 

stress levels 

3-49 .84 to .86 .86 

Time Management 

Skills- the ability of 

nurses to analyze how 

working hours are spent 

and the prioritization of 

tasks in order to 

increasing work 

performance efficiency 

and effectiveness 

 Interval Dichotomous Difficult/No 

difficulty 

  

Structural Characteristics  

Transition Program- a 

series of face-to-face 

learning sessions and 

work experiences, 

scheduled during paid 

time, that occurs 

continuously over a 12-

month period and is 

designed to assist new 

employees as they 

transition to their first 

professional nursing role 

 Nominal  Yes/No    

Mentorship- mentorship 

was defined as a one-on-

one resource for new 

graduates within a 

 Nominal  Yes/No    
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formal new graduate 

transition program 

Management Support  Interval Dichotomous Supportive/ 

Non-

supportive 

  

Unit 

 

 Nominal 16-unit types    

Caseload 

 

 Interval     

Social Characteristics- networks of healthcare providers collaborating and communicating shared knowledge and assets 

while building trust and cooperation to deliver quality healthcare safely, effectively, and efficiently 

 

Networks 

 

Nurse Network Scale Interval 6 to 30 with 

higher scores= 

greater 

participation 

6-30 .89 .89 

Collaboration Bonding 

 

Nurse-Nurse Collaboration 

Scale 

Interval 23 to 115 with 

lower scores = 

greater nurse-

nurse 

collaboration 

23-80 .65 to .79 .91 

Collaboration Bridging Nurse-Physician 

Collaboration Scale 

Interval 12 to 60 with 

lower total 

scores = greater 

collaboration 

12-54 .92 .94 

Communication Nurse-Physician 

Collaboration Scale, 

subscale Sharing 

Information 

Interval 9 to 45 with 

lower total 

scores = greater 

communication 

9-37 .90 to .91 .91 

Cooperation Nurse-Physician 

Collaboration Scale, 

subscale Cooperativeness 

Interval 6 to 30 with 

lower total 

scores = greater 

cooperativeness 

6-28 .80 to .84 .91 
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Trust External Social Capital Outcomes 

for Nurses (SCON) 

subscale External Trust, 

Solidarity, & 

Empowerment 

Interval 5 to 25 with 

higher scores = 

greater external 

trust 

5-25 .61 to .90 .89 

Trust Internal 

 

Social Capital Outcomes 

for Nurses (SCON) 

subscale Internal Trust, 

Solidarity & Harmony 

Interval 10 to 50 with 

higher scores = 

greater internal 

trust 

10-50 .61 to .90 .90 

Outcome Variable  

Confidence in clinical 

decision-making- high 

stakes decision-making 

that occurs under 

significant time pressure 

by decision makers that 

have inadequate 

information, ill-defined 

goals and procedures, 

and are operating in a 

dynamic context that 

requires team 

coordination 

 

Clinical Decision-Making 

Self-Confidence Scale 

Interval 12 to 60 with 

higher scores = 

greater self-

confidence in 

decision-making 

20-60 .93 to .96 .94 
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Dear Expert Reviewer: 

 

 You have been selected as an expert in instrument development or social sciences.  

I would like to thank you for agreeing to serve as an expert reviewer of the Nurse 

Network scale.  This scale is based on the social capital theory.  I developed the 

instrument to use in my dissertation research, Personal, Structural, and Social 

Characteristics Associated with Newly Licensed Registered Nurses’ Perceived 

Confidence in Clinical Decision-Making: A Quantitative Study.  

 

 The Nurse Network Scale is a unidimensional scale developed from the literature 

surrounding networks of social relationships at work. The scale was developed by the 

researcher to measure the level of member participation within nursing social networks.  

The total scale consists of six questions related to:  levels of membership and 

commitment, support and shared knowledge among nurses, working with and sharing 

knowledge with other members of the healthcare team, and participation in hospital and 

unit activities.  Responses on the Likert scale range from 1 (strongly disagree) to 5 

(strongly agree).  Higher scores indicate higher levels of member participation in nursing 

social networks with a range of scores from 6 to 30.   

 

 The scale is attached along with a form to record your expert review.  I am 

requesting you consider the Nurse Network scale and what it is intended to measure.  

Then, rate the items for their relevance to measure nursing social networks based on the 

following scale: 

 

1= not relevant 

2= somewhat relevant 

3= quite relevant 

4= highly relevant 

 

 I would also appreciate your comments or suggestions about how the scale could 

be improved for use with nurses, including whether any items should be deleted or 

revised.  A section for your comments to strengthen the scale follows the review of items.  

Please return the review to tanya.l.naguszewski@Live.Mercer.Edu  

 

 Thank you for your assistance. 

 

Sincerely, 

 

 

 

Tanya Naguszewski, MSN, RN 

PhD Student at Georgia Baptist College of Nursing of Mercer University 

706-233-2227 

  

mailto:tanya.l.naguszewski@Live.Mercer.Edu
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Nurse Network Scale 

Please review this scale: 

 The following consist of questions intended to measure your perceptions about 

the sense of belonging that results from involvement in social organizations and informal 

networks.  

 

1. Nurses have a strong sense of membership and commitment unit wide. 

(1) Strongly disagree, (2) Disagree, (3) Neutral, (4) Agree, (5) Strongly agree 

 

2. Nurses on my unit often work together as a team to provide support and shared 

knowledge. 

(1) Strongly disagree, (2) Disagree, (3) Neutral, (4) Agree, (5) Strongly agree 

 

3. Nurses and physicians often work together to provide each other with supportive 

information regarding patient care unit wide. 

(1) Strongly disagree, (2) Disagree, (3) Neutral, (4) Agree, (5) Strongly agree 

4. Nurses on my unit are comfortable sharing knowledge resources among other 

members of the healthcare team. 

(1) Strongly disagree, (2) Disagree, (3) Neutral, (4) Agree, (5) Strongly agree 

5. Nurses on my unit frequently participate in hospital activities such as serving on 

committees or research teams. 

(1) Strongly disagree, (2) Disagree, (3) Neutral, (4) Agree, (5) Strongly agree 

6. Nurses on my unit frequently participate in unit activities such as staff meetings, 

huddles, or group shift reports. 

(1) Strongly disagree, (2) Disagree, (3) Neutral, (4) Agree, (5) Strongly agree 
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Expert Reviewer Form 

Please complete this form: 

Member Participation within 

Nursing Networks 

Not  

Relevant 

(1) 

Somewhat 

Relevant 

(2) 

Quite  

Relevant 

(3) 

Highly 

Relevant 

(4) 

Nurses have a strong sense of 

membership and commitment 

unit wide. 

 

    

Nurses on my unit often work 

together as a team to provide 

support and shared knowledge. 

 

    

Nurses and physicians often 

work together to provide each 

other with supportive 

information regarding patient 

care unit wide. 

 

    

Nurses on my unit are 

comfortable sharing 

knowledge resources among 

other members of the 

healthcare team. 

 

    

Nurses on my unit frequently 

participate in hospital activities 

such as serving on committees 

or research teams. 

 

    

Nurses on my unit frequently 

participate in unit activities 

such as staff meetings, 

huddles, or group shift reports. 

 

    

 

Should any item be deleted or revised? 

 

 

 

 

Any additional comments? 
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APPENDIX E 

 

PEARSON PRODUCT-MOMENT CORRELATIONS BETWEEN DEMOGRAPHICS, 

PERSONAL, STRUCTURAL, SOCIAL CHARACTERISTICS AND CONFIDENCE 

IN CLINICAL DECISION-MAKING 
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Variable 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 

1 Decision-making 1                      

2 Gender -.25 1                     

3 Education -.02 .111 1                    

4 Age -.05 .13 -.26 1                   

5 HR/WK .09 -.04 .08 .01 1                  

6 Employment -.01 .05 -.07 .02 -.53 1                 

7 Shift -.11 .06 .05 -.13 .01 -.05 1                

8 Self-confidence .46 -.13 .05 .06 .10 -.04 -.09 1               

9 Anxiety -.11 .06 .11 -.16 -.09 .04 -.04 -.38 1              

10 Stress -.32 .01 .04 -.02 -.17 .10 .02 -.55 .68 1             

11 TP residency -.07 .01 .11 -.74 .08 -.24 .13 -.12 .10 .06 1            

12 Mentorship .11 .05 -.11 -.19 .13 -.15 .17 .13 -.17 -.11 .25 1           

13 Unit .28 -.39 .08 -.13 .08 -.07 .08 .07 .08 -.00 .06 .12 1          

14 Time Mtg. .12 -.06 .08 -.14 .03 -.08 .03 .10 -.22 -.32 .16 .05 .13 1         

15 Mtg. Support -.16 .00 -.13 .12 .03 .02 .01 -.14 .14 .18 .01 -.15 -.02 -.14 1        

16 Networks -.20 .02 -.16 .27 -.13 .08 .04 -.12 -.06 .05 -.04 -.12 -.10 -.09 .15 1       

17 Collabridge -.37 .09 .05 .05 -.17 .13 .05 -.32 .29 .34 .10 -.24 -.16 -.12 .23 .26 1      

18 Collabond -.47 .12 -.01 .07 -.17 .14 .01 -.35 .20 .36 -.03 -.25 -.09 .25 .33 .33 .59 1     

19 Trust External .73 .08 .01 -.21 .17 -.14 -.01 .16 -.11 -.18 -.05 .22 .00 .16 -.30 -.46 -.46 -.50 1    

20 Trust Internal -.24 -.01 -.06 .26 -.18 .14 -.01 -.25 .12 .25 -.01 -.24 -.01 -.18 .32 .63 .41 .57 -.75 1   

21 Communication -.38 .08 .06 .07 -.15 .07 .06 -.39 .29 .35 .13 -.21 -.15 -.17 .26 .27 .82 .58 -.44 .45 1  

22 Cooperation -.28 .12 .05 .04 -.17 .10 .06 -.27 .26 .31 .10 -.19 -.19 -.14 .24 .26 .76 .55 -.40 .46 .76 1 

Note. HR/WK = Hours per week, TP residency= Transition program (residency), Time Mtg. = Time management skills, Collabridge = Collaboration bridging, 

Collabond= Collaboration bonding. Bold numbers = p < .004 
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APPENDIX F 

 

APPROVAL FOR THE SOCIAL CAPITAL OF NURSING INSTRUMENT 
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Approval for the Social Capital of Nursing (SCON) instrument:  
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INSTITUTIONAL REVIEW BOARD APPROVAL LETTER 
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