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Abstract

This descriptive, exploratory study sought to validate Brooks's theory of intrapersonal perceptual awareness, a middle-range theory derived from King's interacting systems framework and to extend King's work by making perception (sensory and intuitive), judgment (cognitive and affective), and decision making explicit concepts in the personal system. The results supported the theory's central premise and clarified the interaction between perception and judgment but did not support bringing perception, judgment, and decision making into the personal system as proposed. Self emerged as the core concept, and the results are used to recommend a proposed reconceptualization of King's personal system as self.


  Teaching students to make perceptive clinical decisions has been and continues to be a concern for nurse educators in preparing student nurses for professional nursing practice. [1-4] As the focus of nursing shifts from hospitals and institutions to managed care and community-based settings, [5,6] students must be able to view nurse-client situations wholistically. Educators will have an even greater responsibility to provide students with a firm foundation to become expert decision makers in many settings. [7] To achieve this objective, nurse educators must shift their foci from narrow approaches to broad, wholistic approaches. The wholistic view being presented in this study uses the perspective and spelling of wholism that are consistent with the Gestalt view. [8] In the Gestalt approach, one views a situation, or a whole, as more than the sum of its parts, [8] as "it is not sufficient to study isolated parts and processes" [9] (p6) to understand the interaction of the whole.
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  LITERATURE REVIEW

  Typically, clinical decision making is taught by using nursing process in a linear structured manner that limits information to particulars. [1,3,4,10] By limiting information to particulars, nursing process fails to allow for the intrapersonal (eg, emotions, perceptions, thoughts, beliefs) processes the whole person brings to the situation, and it may force "nursing's perspective from holism to an unduly mechanistic approach to care." [11] (p40) Nursing process is a requisite in nursing programs, but "few teach students how to make decisions within that framework." [10] (p16) Information processing theory and decision theory have been the two primary theoretical perspectives used in studies pertaining to nurses' clinical decision making. [3,12] Generally these studies can be viewed in three categories: those that focus on information processing or decision theory, [10,13-15] those that focus phenomenologically on intuition, [16-20] and those that focus on sensory analytical or diagnostic reasoning. [21-23]

  Decision theory, information processing theory, and diagnostic reasoning are prescriptive and concerned with how nurses should make a decision, rather than how a decision is made. [4] In other words, prescriptive decision making tends to mechanize the process of decision making and fails to provide for the intrapersonal processes such as the perceptions, thoughts, feelings, emotions, and biases inherent in each decision a person makes. Some qualitative studies of intuition [16,18-20] focus on some of the human aspects involved in decision making but do not address decision making as a whole intrapersonal process. Moreover, no studies have addressed the relationship of perception and judgment in clinical decision making as an intrapersonal process. Furthermore, and more importantly, none of the studies have approached clinical decision making from a nursing theoretical framework. Therefore, a middle-range theory of intrapersonal decision making, Brooks's theory of intrapersonal perceptual awareness (BTIPA), was developed as a wholistic educational approach to clinical decision making.
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  BROOKS'S THEORY OF INTRAPERSONAL PERCEPTUAL AWARENESS

  BTIPA was derived from King's [24,25] interacting systems framework. King [25] set forth three systems of communication: personal, interpersonal, and social, with concepts unique to each system. The personal system pertains to an individual, the interpersonal system involves two or more individuals, and the social system contains institutions and organizations. [24-28] In the communication process between nurses and their clients, King [25] discussed the influence of perception and judgment and actions on each other as they precede interaction. Within King's framework, perception, judgment, and action are integral to nurse-client interactions, and King clearly explicated perception as a core concept; however, King did not develop judgment and action as core concepts in the personal system. King stated that perception, judgment, and action cannot be directly observed and that one can only make inferences about them; this is intrapersonal communication. Once behaviors are observed, either verbally or non-verbally, interaction occurs; this is interpersonal communication. If perception, judgment, and action precede interaction and cannot be observed, then one can infer that there is an intrapersonal decision process that occurs in the personal system. King only alluded to this intrapersonal decision process, and BTIPA explicates it. BTIPA's concepts are perception, judgment, intrapersonal perceptual awareness, and decision making. BTIPA assumes King's [25] personal system concepts of self, body image, growth and development, space, and time as integral to the intrapersonal decision process.

  The central premise of BTIPA is that the nurse is a whole person and as a whole moves into every clinical situation. In other words, it is the whole person-that is, everything that the nurse is intrapersonally, as a perceiving, judging, sensing, intuiting, thinking, feeling, believing, and valuing person-who makes the decision. Intrapersonal perceptual awareness describes how individuals learn to make decisions, how nurses practice decision making, and how educators can teach students to make decisions.
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  Perception

  BTIPA's definition of perception encompasses King's [24,25] descriptions of perception and extends King's work by explicitly including intuition. In earlier works, King [24,29] alluded to intuition as an aspect of perceptual recognition, but this was not carried through in her later work. However, perceptual intuition is still consistent with King because of her longstanding philosophical position of wholism. [27] In King's [24,25] development of perception, she included both particularistic and Gestalt approaches to perception. Within the Gestalt view, a person perceives in wholes, and there is a wholeness-character form "that transcends the characteristics of the parts." [8] (p113) This means an individual has the ability to comprehend an experience as a whole, and there is a flexibility aspect where "one cannot assume that each person in a situation perceives the events similarly." [25] (p23) In BTIPA, perception was defined as comprising three parts: (1) an immediate concrete sensory recognition through sight, hearing, smell, taste, and touch of environmental events; (2) an intuitive hunch or recognition of environmental events (whole-form experience) related to experiential, growth and developmental, educational, cultural, religious, and socioeconomic background; while also interacting with (3) cognitive and affective judgment.
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  Judgment

  BTIPA extends King's work by explicitly including judgment as a concept in the personal system. According to King, nurses' judgments are influenced by their personal values; selected perceptions; and "their knowledge of the physical, psychological, and social components of man" as they interact in nursing situations. [24] (p92) This means that judgment is influenced by perception, and judgment is also influenced by both cognitive and affective processes such as a person's personal and socioeconomic experiences, education, growth and development, subjective values (eg, personal, cultural, religious beliefs, emotions, value systems, and biases) within spatial-temporal dimensions.

  The affective processes were inferred from King's [25] description of perceptual accuracy as being influenced by a person's emotional state, including anger, fear, love, and subjective factor or "set." Set may be a value-laden force or an attitude that influences perception, judgment, and decisions. According to King, "decisions are usually based on one's values, goals, knowledge, and past experience." [25] (p132) In BTIPA, judgment was defined as comprising three parts: (1) a person's process of interpreting objects, events, and situations in the environment through both cognitive and affective processes; (2) related to experiential, growth and developmental, educational, cultural, religious, and socioeconomic background; while also interacting with (3) sensory and intuitive perception.
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  Intrapersonal perceptual awareness

  The concept of intrapersonal perceptual awareness was derived from King's [24,25] discussion of communication between nurse and client and King's use of the concepts of perception and judgment in regard to awareness of situations and events that affect nursing actions. King defined nursing as "perceiving, thinking, relating, judging, and acting vis-a-vis the behavior of individuals who come to a nursing situation." [25] (p2) BTIPA proposed that perception and judgment interact in the decision-making process. According to King, [24,25] there is an intrapersonal communication that occurs as a person receives information from environmental stimuli, and the meaning of the communication is within the person and not within the information. This suggests that there is an intrapersonal interaction between perception and judgment processes, through which interpretation (meaning) of environmental events occurs. Even in earlier work, King stated that "perception influences one's evaluation of a situation and evaluation influences perception," [24] (p95) which also suggests an intrapersonal interaction between perception and judgment. This implies that the awareness of situational events is what influences action through perception and judgment of those situations. Intrapersonal perceptual awareness was proposed to be the whole-person interaction between perception and judgment in the decision-making process, which is evidenced through an awareness of the nurse's intrapersonal meaning (perceiving, judging, sensing, intuiting, thinking, feeling, valuing, and believing) of environmental information that is communicated in a clinical situation.
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  Decision

  Intrapersonal decision is derived from King's [25] discussion of action in the interpersonal system. King stated that "every action is based on some awareness of perception." [25] (p81) Action includes the perception (sensory and intuitive processes) and judgment (cognitive and affective processes) of situations with the intent to do something about (intended behavior or action) the situation. According to King "action is a sequence of behaviors of interacting systems." [25] (p60) Since behaviors are observable, it follows that there is an intrapersonal decision that occurs in the personal system that precedes interpersonal action. Intrapersonal perceptual awareness is prebehavior, and decision is the outcome represented by intended action or choice of no action.
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  PURPOSE OF THE STUDY

  This study had a twofold purpose: (1) to clarify BTIPA by identifying and classifying factors that are integral to decision making by senior baccalaureate student nurses and (2) to contribute to nursing's knowledgebase by extending King's [24,25] work, through the development of BTIPA, which makes perception, judgment, and decision-making explicit within the personal system.
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  METHOD

  Design and setting

  In this descriptive exploratory study, a structured interview was used to elicit students' process of making decisions in clinical situations. This design was considered wholistic, which was germane to the ontological and epistemological perspective of BTIPA. The structured interview was developed according to the seven-step procedure recommended by Waltz, Strickland, and Lenz. [30] The project was approved by the University of Tennessee-Knoxville Institutional Review Board and the settings where subjects were recruited. Participation was strictly voluntary, and subjects were assured confidentiality and freedom to withdraw at any time without threat to their educational status.
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  Sample

  There were two criteria for sample selection: (1) that subjects had some prior exposure to clinical situations and (2) that the baccalaureate programs from which students were selected were accredited by the National League for Nursing. The sample was a convenience sample of 18 senior nursing students from three separate programs in one geographic region. With exploratory studies the sample is small because the focus is on in-depth examination of the phenomenon rather than statistical significance. [31,32] This study focused on theory clarification, which is concerned with how the responses can be classified into theoretical conceptual categories rather than generalizability to other student populations. [33] Subject diversity was desirable for theory clarification. The subjects were most diverse in age (range 20 to 46). Religion was also diverse in that 10 religions were identified. Prior educational background included four nurses with associate degrees, four with diplomas, and 10 with no nursing education prior to current student status. Health-related work experience prior to entering the educational program ranged from 0 to 13.5 years. There was little ethnic or gender diversity. All but two subjects were female, all but one were white, and the majority were married.
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  Instrumentation

  A written simulated clinical situation vignette and structured interview with open-ended questions formed the measurement instrument for this study. The written vignette was developed by the first author. Briefly, the vignette depicted a patient (a young Italian American man) who suffered injuries (eg, pneumothorax, laceration, bruises) in an auto accident in which he was the driver. Within the simulation, the patient's friend had been killed in the accident, and the family did not want the patient told about the friend's death. Past medical history of the patient (eg, a gunshot wound), a brief social history (eg, previous marijuana use), physical description of assessment status (eg, vital signs, complaints of severe pain, chest tube, hands trembling), and the medical orders were included. Validity was established by having six experts review the vignette for realism and appropriateness for baccalaureate student nurses. An acknowledged limitation of the vignette format is its artificiality. [32,34,35] The written vignette allowed for a whole-person approach and sought to probe whole-person responses (eg, sensory, feeling, intuition, beliefs, biases) through various cues and events embedded within the situation. To decrease instrument bias and social desirability, the interviewer protocol was consistently adhered to, and each subject was informed that there was no right or wrong answer.
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  Procedures

  Three pilot interviews were conducted using the interview protocol. The revisions were pretested on two additional pilot interviews. Subjects were asked to volunteer to participate in the study, and interviews were subsequently arranged at convenient times and locations. On agreeing to participate, subjects were given the demographic form, the written simulated clinical situation vignette, and the structured protocol questions to read. There was no time limit placed on them for reading the situation, and when they were ready to respond, the audiotape was activated to tape the responses. Subjects were allowed to make written notes for their own convenience prior to audiotaping responses. The rationale for written notes was to allow for individual preferences in responding and thinking. However, the researcher did not collect these notes as part of the data, and the notes were destroyed at the close of the interview.
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  Data analysis

  The audiotaped data were transcribed by the researcher and subjected to content analysis. Content analysis is useful for inductive and deductive theory building and theory testing "wherein theory-based categorical schemes, developed before conducting the analysis, are used to analyze data from subjects or documents." [30] (p299) The analysis procedure involved a nine-step process recommended by Waltz, Strickland, and Lenz. [30] Data from the pilot interviews were used to develop an operational dictionary for content analysis. A scheme for categorizing transcribed data was developed deductively according to BTIPA concepts, subconcepts, and definitions.

  Analysis proceeded inductively by classifying narrative content into theoretical categories. The analysis procedure also allowed for possible inductive categories. Key words and phrases were first categorized and coded according to the major BTIPA concepts of perception, judgment, decision, or intrapersonal perceptual awareness. They were then classified and coded according to the subconcepts of sensory perception, intuitive perception, cognitive judgment, affective judgment, action, or unknown. The narrative units were then examined to identify whether the response could be attributed to an intrapersonal characteristic (eg, value, personal belief, culture, religion, experience) as described in BTIPA.

  Any narrative that did not fit a predefined category was coded "unknown," and when the analysis of each narrative was completed, the narrative was reanalyzed for an emergent theme. Reliability was established by having a colleague, familiar with the protocol, randomly select three interviews and independently analyze according to the procedure. Several discrepancies were discussed until there was total agreement, and then interviews were reanalyzed.
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  RESULTS

  Perhaps the most striking finding of the study is that no two subjects viewed the simulated situation in the same manner. Because of the whole-person experience, responses were uniquely individualized; themes from the responses to one particular interview question also permeated other units or categories throughout the same interview. Although each of the narrative units were analyzed and content classified separately, it was impossible by considering only one narrative unit (ie, subsection of transcript created by interview questions) without considering the context of the whole (ie, entire interview transcript). Although the interview questions sought to elicit the particulars in BTIPA, by addressing supporting propositions that exist within the theory, the responses did not occur in any particular, compartmentalized order that would enable describing results in composite lists. They occurred interactively, in a nonlinear manner, in which all or most of the intrapersonal characteristics were identified, regardless of the particular question. Therefore, to isolate a single list of responses as exemplar results, in a composite list from all subjects without looking at the interrelationship of the whole, is inconsistent with the wholistic perspective of this study.

  The results suggest that the interrelationship of perception and judgment (intrapersonal perceptual awareness) occurs through the intrapersonal characteristics of one's self. It is the interaction of all these characteristics within the person that makes perception and judgment interactive or "whole" in the intrapersonal perceptual awareness process. All responses had one intrapersonal characteristic in common: personal knowing or understanding the situation from the perspective of the subject's own unique self. For example,

  "It is an ethical situation because we do seem to apply our standards of living a lot of times on the patients that we take care of."

  He is different race, different culture, so he may respond differently than someone of my own culture might.
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  Intrapersonal characteristics

  Although one characteristic tended to be salient in a narrative, other characteristics were also identified within the same narrative. For the purpose of theory clarification, the intrapersonal characteristics were grouped and categorized according to the most prominent intrapersonal factor. The following categories of intrapersonal characteristics were identified:

  • experience (prior to work and clinical experience, personal, or lack of)

  • personal values and beliefs

  • personal belief regarding pain

  • sources of intrapersonal knowledge

  • culture and lifestyle

  • religion

  • emergent theme: personal knowledge or knowing
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  Experience

  Experience was the most prominent intrapersonal characteristic. This was subcategorized as prior work and clinical experience, personal experience, and lack of experience. Prior work and clinical experience is demonstrated in three exemplars:

  "This is a typical EMT type of situation, or at least I'm familiar with the hospital care part of it."

  "I was a youth counselor...where we handled drug overdoses...and these people have a hard time admitting that they took drugs ... and I had [personal experience] with an alcoholic."

  "I worked on a neuro floor for a while so ... I guess I tend to be a little more tuned into neuro."

  Personal experience is exemplified in the following narratives:

  "I thought about being in the hospital myself and when you're in pain ... and sometimes I think that ... when they say you rate pain on a scale of 1 to 5 and 5 is the worst pain ... [then] it should be treated maximally. ... I think being in the hospital and in pain ... and they look at you real funny ... and you just kind of get this empty feeling like ... well, how long am I supposed to wait? and I don't know how long I can take this pain."

  "You can't help but going back and thinking [if] this was an alcohol or drug accident. And my mother had a friend who got hit by a drunk driver and [it] killed her husband, and she was in a coma for a while."

  Lack of experience (or not knowing what to do) was another characteristic:

  "He has lost his friend and no one has told him about that, so that really worried me because deep down he probably knows something is going wrong ... uhm ... I'm kind of uncomfortable with the fact no one has told him yet. And I'm not sure if I should be the one to tell him."

  "I don't know how I could continue telling him that [his friend is still alive]. .... If he asked me or whatever ... I don't know how I would tell him what was going on. ... I would try not to mention [friend], I don't know how I would do that. But it probably shouldn't be avoided, but I don't know how I would handle it. So I would probably avoid the topic."

  I haven't had any close friends die, so I don't know how the best way to approach that situation would be. ... I don't know."
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  Personal values and beliefs

  The second most prominent intrapersonal characteristic was related to personal values and beliefs. Personal beliefs were particularly apparent in the intuitive and affective categories of perception and judgement. Subjects frequently related to themselves and what their own preferences would be in certain situations. This is exemplified in the following:

  "I think he needs to know the truth. I don't like hiding things from a patient. And if my patient needs something, if they ask me a question, I want to give them the truth. ... I don't believe in dilly-dallying around about it, so I'd tell him the truth."

  "I guess I kinda wonder what trouble I'm gonna get myself into by telling him [about his friend]. And is it my duty to tell him? You know, what do I say? If it's not my duty to tell him then ... who should, and how am I supposed to support those people? I don't really have a decision."

  "What struck me was that ... he's about my age, you know, so I can kind of understand somebody, I guess that age; and he's divorced and I'm divorced, so I can relate to that. ... Initially I wanted to be judgmental about his drinking and stuff like that, and I'm not saying I've never drank and drove. ... It's just that he had consequences to it, and I've never had such consequences."
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  Personal belief regarding pain

  In several exemplars, subjects were looking for things that fit their beliefs about pain, particularly vital signs and pain. This is demonstrated in the following narrative:

  "His big problem is pneumothorax. Right now he's asking for pain relief ... but his vital signs don't seem consistent with someone who's in pain, and [he] has adequate tissue perfusion and everything else. ... He rates his pain as a 5, and he seems to ask for pain medication a lot. ... So we expect one who is experiencing pain ... to have, uh ... elevated vital signs: an increased blood pressure, increased pulse rate. ... He's 32 years old, [a pulse of] 92, I don't think is out of whack for that. ... The guarding behavior ... that's certainly consistent with pain."
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  Sources of intrapersonal knowledge

  While education is one of the intrapersonal characteristics that was preidentified in BTIPA, a surprisingly rare occurrence was explicit reference to education as a source of knowledge or rationale. This is demonstrated in the following exemplars:

  "His neurological status is stable, but since he's had a concussion, from what I just learned in class, he may not stay stable necessarily."

  "We've been taught, like, when it's time for pain medicine, don't wait for them to ask you."

  "I tend to look away from the medical. ... I guess my psychology degree makes me do that."

  "I'd probably give [the Demerol] to him ... especially after what we just heard in lecture."

  "I would be curious if he's HIV positive. ... He's had [a history of] multiple sex partners, and he's 32 and that seems to be the age in which ... from what I've been hearing in the reports in that ... people who were promiscuous in their younger years are becoming HIV positive in around this age; that's what I heard on the radio coming to school last week-on the news."
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  Culture and lifestyle

  Beliefs about culture and lifestyle were most salient in the following exemplars:

  "The history of his culture, the history of the fact that he doesn't know about his friend's [death] yet, and his pain, [are] the things that jump out at me. ... So there's a lot of things going on in this situation. ... I would feel kind of uncomfortable ... dealing with him ... just because of all the things going on."

  "He had a gunshot wound in the past, and that kinda tells me a little bit about what type of lifestyle he may be living ... maybe not ... but uhm ... being intoxicated and driving in a car and then having a past history of ... uhm ... a gunshot wound may say something pertaining to his history."

  "He has a history of a gunshot wound and that usually ... isn't a very good sign of a lifestyle. ... Someone coming in with a gunshot wound, kinda says something about them. He's a drug user, he's obviously sexually active, it looks like he might be leading a life that's causing him problems, you know ... and his behavior has caused someone's death possibly."
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  Religion

  Religion or spiritually was identified as an intrapersonal factor in the following exemplar:

  "I think his inner self is sort of being neglected, because he deserves to know something about what has happened to his friend at this point. ... [A] goal for this client is ... pain management ... patient education on safety outside the hospital ... maybe a history of his alcoholic background, possibly Alcoholics Anonymous ... and some type of soul searching."
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  Personal knowledge or knowing

  Personal knowledge or knowing was not preidentified in BTIPA. In this category, intrapersonal characteristics, such as experience or education, could not be directly identified as contributing to the intrapersonal perceptual awareness process. In initial analysis, these segments of the narratives were coded as "unknown," and when completed they were reanalyzed for themes. The theme that emerged was knowing, where the subjects both recognized facts from the simulated situation and described an understanding about the situation that could not be explicitly identified as fact information. In a sense, subjects "knew" what to do and "knew" what was expected. Hence, the category was labeled as personal knowledge. Personal knowledge pertained to knowing within each individual self. Inherent in personal knowledge are the intrapersonal characteristics of each person's unique self. These characteristics interact as information is intrapersonally processed. Personal knowledge was most apparent in responses regarding goals and actions. This is theoretically consistent, because goals and actions are considered interpersonal rather than intrapersonal. Nursing education is typically focused on interpersonal decisions and actions where students would be expected to respond interpersonally, rather than intrapersonally, and the intrapersonal characteristics would not be as evident.

  In the category of personal knowledge, knowing what to do, actions, attending to information, and personal reasoning are all interrelated with beliefs and values. Subjects "knew" within themselves what to do. The following two examples illustrate this:

  "He's listing his pain as the worst pain. It seems to me that ... we need to help with that in some way. If he had Tylenol 4 hours ago, you know, it's either time for that. ... or some Demerol, because he's asking for relief. [Of] course, his vital signs are very much within normal limits. ... So I'm just going on his demeanor as far as how anxious I think he is.... And too, he doesn't really remember what happened, which is upsetting to people, you know, when they feel like they lost a day out of their life. ... Now ... there's different theories about who should be telling him what happened to his friend."

  "I would deal with his anxiety. Uhm ... monitor his wounds, and his, of course, his ... do a thorough assessment with his chest injury. But with his respirations normal, his blood pressure and his drainage ... and to monitor his drainage on a regular basis ... but I think the most things I could do would be to monitor those things and pain management."
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  Theory validation and revision

  The central premise of BTIPA was that the nurse as a whole, perceiving, judging, sensing, intuiting, thinking, and feeling person makes the decision in a clinical situation. The results of this study support this premise. All of the intrapersonal characteristics that emerged as contributing to baccalaureate student nurses' intrapersonal perceptual awareness had one factor in common: self. This means that self is how perception and judgment interact, and self is why perception and judgment cannot be separated. It is through the interrelationship of the intrapersonal characteristics of one's self that the nurse, as a whole person, makes the clinical decisions. One exemplar captured the central premise:

  "I can relate to the patients is what I do ... and like the unemployed, my husband was unemployed and [I] know how people respond to you. You know, they look down on you so. ... I try not to do that to other people. ... I've been a missionary, [and] I've gotten to go around the world and see people in other situations so I bring all this with me. ... It's like ... some of it's good ... you know some you like, you bring it with you and to say it's to whatever you become later on in life. ... I've been through that and my ... my brother was in a motorcycle accident once and ... he could have gotten killed at that time. ... So that's how you know, you bring all these things with you. So I think this young man [in vignette] ... he's got problems, you know. ... I believe in healing of their hearts, and their minds, and their bodies."

  Two propositions foundational to the central premise were also examined. BTIPA proposed that intrapersonal perceptual awareness is the intrapersonal decision-making process preceding action and is manifested through interaction between perception and judgment. BTIPA also proposed that decision (action) represents the outcome of the intrapersonal awareness process. The first proposition was supported, since perception and judgment are interactive and occur intrapersonally. However, the results did not support "decision" as the outcome of the intrapersonal perceptual awareness process. Instead, there were actually two types of decisions manifested in intrapersonal perceptual awareness: intrapersonal perceptual awareness decisions and interpersonal decisions (actions).

  The intrapersonal perceptual awareness decisions are the intrapersonal conclusions, interpretations, or meanings that occur in the intrapersonal perceptual awareness process. In a sense, intrapersonal conclusions or interpretations are states of intrapersonal perceptual awareness that occur in the awareness process. The states (intrapersonal awareness decisions) may or may not be manifested as intended interpersonal decisions (actions). This verifies BTIPA by demonstrating that the intrapersonal interpretations are nonobservable. Only interpersonal decisions are observable. An example of an intrapersonal awareness decision that occurred in the majority of subjects' responses was their interpretation that the patient in the simulated situation was "stable." When subjects were probed to describe how they arrived at the interpretation, the interaction of perception and judgment processes was vividly illustrated. The following exemplar demonstrates this:

  "Although his vital signs appear stable at this moment, but ... [Interviewer: Can you describe what you mean when you say his vital signs appear to be stable?] ... the parameters all seem to be within normal limits. ... His temperature is normal; his pulse is between 60 and 100; he's not tachypneic; his blood pressure is stable; he's got good capillary refill; it doesn't look like he's exerting about ... doesn't appear to be having shortness of breath, or working at [breathing] or anything like that. Neurologically he seems intact; he's answering questions, asking questions. ..."

  BTIPA also proposed that perception had two processes, sensory and intuitive, and judgment had two processes, cognitive and affective, that occur together and increase a nurse's state of awareness of what is occurring in a situation. This is partially supported, because both perception and judgment processes occurred interactively rather than in separate isolated units within each narrative. However, the subcategories of intuitive perception and affective judgment were difficult to distinguish as separate processes.

  A common theme throughout the analysis, and most salient in the affective and intuitive processes, was the emergence of self, values, beliefs, and experiences. These characteristics were theoretically preidentified in both intuition and affective processes and proposed to affect perception and judgment. Hence, these characteristics also affect intrapersonal perceptual awareness. Intuitive perception and affective judgment were theoretically distinguished in that, in intuition, there was something added (gaps filled by the person) to the situation. The following quote is an example of intuitive perception: "I would have liked to have known what the alcohol and drug screen showed on arrival. ... It might indicate his dependence on other drugs he didn't admit to."

  In this, a suspicion or hunch was added to the reasoning from the subject's personal beliefs (self), and therefore this was categorized as intuitive. Affective judgment was identified when the subjects did not expressly add their own hunches but expressed an emotional feeling. The following is an example of affective judgment: "... What was the importance of [his friend to him]? ... Was he best friend? or how long had he known him? or ... just some general questions regarding their friendship."

  Although no suspicion was added to the reasoning, the questions asked by the participant are deemed appropriate from the perspective of the subject's personal beliefs and values.

  The following quote is an example of a subject attending to pieces of sensory information while adding own opinions, beliefs, and values to the situation:

  "I'd like more of a history on him, to see if there was other problems in the past because of the gunshot wound; that, and just really the alcohol and drug screen. And find out what his family ... what is going on with them in his life right now ... He seems to have a lot of problems going on with him, with the drug use, possible alcohol, and this gunshot wound five years ago. There's something ... there's something else that's going on with him besides this."

  In one final example, the response began with an affective or emotional feeling and was followed with an intuitive response:

  "I feel sad. I feel sorry. I'm wondering about the drug use is my concern right now, when I think about it. ... I believe he's worried about his friend. I think he knows that within himself that there's something wrong, that he's not being told [about his friend]."

  It is possible that one cannot break down the content units enough to classify responses into subconcepts because of self in the whole-person process (or should one even attempt to do so?). Within the philosophy of wholism, in which the whole is more than the sum of its parts, one should not expect to break down the whole and identify all the particulars, because philosophically it would be impossible to do so. Self is integral to the whole person, so that the intrapersonal processes of perception and judgment and the intrapersonal characteristics cannot (nor should they) be separated to isolated parts. Self is so integral that it was concluded that intuition is the "affective self" of the perception processes and that affective judgment is the "affective self" of judgment processes. Furthermore, and more importantly, one cannot separate the processes at all, and there are actually four intrapersonal processes of awareness: sensory awareness, cognitive awareness, affective awareness, and intuitive awareness. It is the interaction of the intrapersonal characteristics within the intrapersonal awareness process that create the whole-person experience. In intrapersonal perceptual awareness, the intrapersonal factors provide the intrapersonal foundation for interpersonal decisions in clinical decision making. BTIPA is reconceptualized in a wholistic form Figure 1.

  [image: Figure 1]Figure 1. BTIPA conceptualized in wholistic form. The intrapersonal characteristics (beliefs, values, education, experience, religion, sociocultural factors) interact within the intrapersonal perceptual awareness (IPA) processes of perception (S = sensory, I = intuitive) and judgment (C = cognitive, A = affective) through self in clinical situations.
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  DISCUSSION

  This study was an initial exploration of the clinical decision-making process of senior baccalaureate student nurses. The study's findings provided partial support for BTIPA, which proposed that the processes of perception and judgment occur within the person in the decision-making process of intrapersonal perceptual awareness. The central premise of BTIPA asserts that the nurse is a whole person who makes the decision. This central premise was supported, and the results provided evidence that the way whole-person understanding occurs is through interaction of the intrapersonal characteristics of self. The intrapersonal factors (experience, personal values and beliefs, religion, sociocultural factors), preidentified in BTIPA, and an additional emergent factor, personal knowledge, contributed to the intrapersonal processes. All of the intrapersonal characteristics that were identified in this study had self as a common theme and, originally within BTIPA, self was assumed to be integral to intrapersonal perceptual awareness and the whole-person experience. In this study, the whole-person experience was manifested through intrapersonal perceptual awareness, which occurs through the interaction of the intrapersonal perception and judgment characteristics of self, and the most salient characteristic was experience.

  BTIPA also proposed that perception had two processes, sensory and intuitive, and judgment had two processes, cognitive and affective, which interact together and increase a nurse's state of awareness. This proposition was partially supported. The findings support the interaction of perception and judgment. However, one of the problems that existed was separating the intuitive and affective processes in the analysis. It was during identifying and categorizing the affective and intuitive categories that self became evident within the intrapersonal characteristics. The common theme that links these characteristics is self, that is, the intrapersonal characteristics of self. Self is one of King's [24,25] personal system concepts, and in BTIPA self was not preidentified as an intrapersonal category but was assumed to be integral to intrapersonal perceptual awareness. Because self emerged so prominently in this study, it was concluded that self is not a concept of the personal system; instead, self is the personal system, and this is why a whole-person experience is possible.

  To continue viewing self as an aspect of the personal system implies that self is separate from the whole, which is philosophically incongruent with wholism. Whereas self was originally assumed in BTIPA, self is no longer assumed in BTIPA; instead, it was concluded that self is the core to intrapersonal perceptual awareness. Self is the manner in which intrapersonal characteristics interact, and self is the foundation for learning how to make clinical decisions and for teaching students how to make clinical decisions. It is this foundation that educators can develop (and should develop) in preparing students in clinical decision making. It is through the intrapersonal characteristics that intrapersonal perceptual awareness is developed.
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  BTIPA and King

  The second purpose of this study was to extend King's [24,25] work by making perception, judgment, and decision making explicit concepts within the personal system. Within King's [25] current framework, perception and judgment are linearly conceptualized within the nursing process (incongruent with King's stated philosophy of wholism). Based on the findings from this study, perception and judgment cannot be viewed separately in the personal system; instead, they must be viewed wholistically (ie, intrapersonal perceptual awareness) because they do not occur separately. This study concluded that judgment could be made an explicit concept of the personal system, but only in interaction with perception. Perception and judgment are concepts that are interrelated through intrapersonal perceptual awareness of self. Perception and judgment, as an interactive process, could be brought into King's [25] personal system through self, but only if the personal system is viewed as a whole person. This can be done through a proposed reconceptualization of the personal system in which self is conceptualized as the personal system, interacting as a whole person, within the interpersonal system. King's [25] own work supported a whole-person reconceptualization, which is also congruent with her stated philosophy of wholism. For example, King [25] stated that person and self are synonymous; and that a person is a personal system; it then follows that self is the personal system.

  This study also proposed to bring King's [25] concept of decision making into the personal system. The results support the concept of decision making within the personal system. However, based on the results of this study, decision making as described by King's [25] interpersonal system (which was the definition from which decision making was derived in BTIPA) would not be appropriate to bring into the personal system. This study found that intrapersonal decision making is different from the decision making that is defined in King's interpersonal system. This study's findings suggest that intrapersonal decisions are those conclusions or interpretations that occur in the interaction of the intrapersonal perceptual awareness processes. The intrapersonal interpretations or meanings differ from person to person, because people have intrapersonal characteristics that are unique only to them as individuals. The following examples illustrate this:

  "This is a typical EMT situation."

  "It is an ethical situation."

  "He is a different race, a different culture, [and he] may respond differently."

  "He seems anxious because of his friend's [death]."

  "I am more worried about his psychosocial status right now than his medical status."

  "What we have is a man who is in physical pain from injuries he received."

  Therefore, decision making, as defined in King's [24,25] framework, would not be the same intrapersonally, because King's focus is on the interpersonal (observable) aspects of clinical situations (eg, actions). What has been missing in education is the focus on the nurse as the person making decisions. Within King's framework, the intrapersonal is implicit but not explicated, and this study has done that.
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  Previous literature and BTIPA

  The majority of studies in clinical decision making have focused on the interpersonal processes and failed to include the intrapersonal processes. Implications from these studies included the need to focus on the way in which nurses make decisions, [22] to focus on personal variables, [10,13,15,36] and to focus on identifying and including all processes of judgment. [23,37] What all these studies had in common was the focus on particularism. In contrast, a wholistic approach was used in the present study. The result of this study support a whole-person approach in which all intrapersonal processes of perception and judgment, as well as a number of intrapersonal characteristics, can be examined as a whole within the intrapersonal decision process.

  Numerous qualitative studies have been done on intuition in various groups of practicing nurses. [16-20] The intuition studies have provided a proliferation of information about intuition characteristics from an intrapersonal perspective. However, the studies were still somewhat interpersonal in that they focused on intuition in relation to the specialty or level of preparation of the nurse (eg, critical care, beginner, advanced practitioner) rather than the individual as a whole person, and they viewed intuition as a particular form of decision making rather than a process within the person.

  Within all of the intuition literature, the salient theme that repeatedly emerges is experience. Experience was noted extensively in studies [16,17] comparing beginning and advanced practitioners. According to Benner, [16] intuition distinguishes expert nurses from beginners. This implies that intuition does not occur until nurses become experts. The findings of the present study have provided evidence that intuition also occurs in student nurses, and experience was identified as the salient intrapersonal characteristic that contributed to intuition. Experience is an intrapersonal characteristic of a student nurse's self, just as experience is an intrapersonal characteristic in the self of practicing nurses. Many of the intuition studies discussed the need for educators to include intuition within clinical decision making, but no studies addressed how to do this. Miller pointed out that nursing theory about intuition is lacking and "even less is known [about] if it can be taught." [38] (p597) BTIPA provided a foundation from which intuition could be examined within the intrapersonal decision process. The present study concluded that intuition is an intrapersonal process and is most useful in education when it is viewed as an intrapersonal perceptual awareness process within the whole person. BTIPA provides a structure by which intuition could be included in the educational process in developing the nurse as a whole person.

  Another body of decision-making literature examined the affective intrapersonal process (eg, values, emotions, attitudes, beliefs) and included studies about ethical decision making. Implications for further work related to understanding emotional variables in decision-making, [39,40] understanding the influence of values and beliefs, [39,41-44] and understanding intrapersonal cognitive factors. [45] What all of these studies had in common was the need to include intrapersonal processes within clinical decision making. Ethical decision making frameworks have been developed [41,46] that view ethical decisions as another "type" of decision, rather than a process within the whole person. These studies focus on the interpersonal decisions (actions) that are made in situations, or the situations themselves, rather than on intrapersonal characteristics interacting within the nurse, as the whole person, who is making the decision. What this does is maintain ethical decision making separate from self; in other words, it bypasses the person making the decisions.

  The findings from the present study do not support affective intrapersonal processes as separate from self. This study suggests that affective processes, such as emotions, feelings, and beliefs, are part of the whole-person experience. Therefore, all decision making includes ethical aspects within the intrapersonal perceptual awareness of the whole nurse in every clinical situation. BTIPA, as reconceptualized in this study, does provide a structure that can focus on the intrapersonal characteristics of the nurse as the person making the decisions. Thus, the theory can be useful in understanding ethical issues from a whole-person perspective, rather than looking at a situation and predetermining if it actually is an ethical situation (particularistic).
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  IMPLICATIONS

  Nursing education

  This study has implications for guiding students in developing a strong wholistic knowledgebase from which to grow and develop professionally. This means that educators must be willing to view students wholistically and prepare them intrapersonally to meet decision-making challenges. To do this, educators must understand their own intrapersonal perceptual awareness and seek to understand student differences and the unique contribution each brings to the classroom and clinical situation. This study supports development of a new approach for educators as well as for students. In learning to make wholistic decisions, educators must be willing to find replacements for old methods (eg, nursing process) that force thinking in a preidentified, linear, particular mold without the context of the whole. As McMurray pointed out, it is time "to consider whether [educators have] created a sacred cow [in nursing process] which has shifted nursing's perspective from wholism to an unduly mechanistic approach to care." [11] (p40) If educators are espousing wholism, then it must be carried through curriculum to classroom to practice.

  Within the Gestalt, no two individuals view the same situation in the same manner, and the whole is more than the sum of the parts. The findings of this study have demonstrated this to be true. Yet educators continue to require students to force their thinking into a linear nursing process, view situations in the same manner, and arrive at the same goals, without allowing (or even encouraging) students to explore "beyond the sum of the parts." Hence, students never experience the "whole," because exploration does not allow exceeding the nursing process boundaries. In the Gestalt view, one cannot preidentify all the particulars (nor should we even try) in situations for students to learn.

  This study has implications for developing the intrapersonal perceptual awareness of practicing nurses. This is particularly important in guiding nurses who are transforming from the technical to the professional level. From this, questions such as How do you know someone is a nurse? and from a curriculum standpoint, What do you expect a nurse to be intrapersonally? will need to be addressed. Two examples from this study illustrate this: One subject responded to the vignette by stating that "this is a typical EMT situation," and another responded by stating "I tend to go more to the psychology ... I guess my psychology degree makes me do that." Hence, what is a "nursing" response rather than an "EMT" response? Or what is a "nursing" response rather than a "psychologist's" response? This is an implication that has relevance for any individual who is beginning in the nursing profession. If the student is changing professions, what professional values and norms make him or her a professional nurse? How will he or she be socialized or resocialized (to internalize professional values and norms) into the practice of nursing? "Internalizing values, traditions, and obligations of the profession is perhaps the most difficult outcome to achieve." [47] This is not surprising when education focuses on competencies and overlooks the intrapersonal development of nurses.

  A serendipitous finding in this study that has educational implications was that the novice nurses, with little experience to draw from, were highly self-focused about themselves and what may happen to them in the situation. BTIPA provides a structure for understanding the self through intrapersonal perceptual awareness; educators can use this structure to help students first recognize self and then to guide student to gradually shift focus from self to clients.

  An additional finding from this study that has educational implications concerns personal knowledge, an intrapersonal characteristic identified in this study. Personal knowledge included recognition of facts and "knowing" that was not categorized in any of the pre-established intrapersonal characteristics. Educators can guide the development of students' awareness of self-knowledge by shifting focus from interpersonal to intrapersonal, and students will be able to identify and know their knowledge source. According to Chinn and Kramer, [48] drawing from Carper's [49] ways of knowing, personal knowledge concerns learning to be aware of self, and this awareness is essential before one can understand others. Self is the core of intrapersonal perceptual awareness, and BTIPA can be an approach used to strengthen the whole-person foundation of personal knowledge. A wholistic approach will require curriculum changes and, in the words of Tanner, "We can no longer tinker with the old curriculum, adding more content about critical thinking, communication, and psychosocial concerns. We can't just continue to add discrete competencies for our students to learn." [6] (p52)
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  Nursing practice

  Implications for nursing practice are similar to those of nursing education. If the nursing profession espouses wholism, then the approaches to clinical situations must also reflect this philosophy. As professional nursing becomes more community based, the knowledgebase of nurses must be broader and wholistic. For nurses to break ground for the next century, existing practice needs to move beyond things (tasks) nurses can do. For this to occur there is a need to strengthen the intrapersonal knowledgebase of nurses in practice. Like educators, practicing nurses must be willing to let go of obsolete methods; begin to look beyond tasks; and learn new approaches to wholistically understand, care for, and work with their clients. This is a opportunity for educators to link with practicing nurses to identify their own intrapersonal perceptual awareness through understanding themselves in order to work effectively with each other (intradisciplinary), with other health care providers (interdisciplinary), and with their clients (the reason for the nursing profession). BTIPA provides a nursing theoretical approach that can be used to develop the wholistic approach of professional nurses and bridge a gap between practice and education.
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  Nursing research

  BTIPA was first developed and descriptively tested in this study. Future research should focus on theory verification to further clarify the concepts that have been reconceptualized in this study and to further validate the method of content analysis that was used in this study. Future studies should include more diverse samples of students and practicing nurses with different levels of experience. Traditionally nurses' decision making has been interpersonally focused. As a result of this study, further research is needed to differentiate and clarify intrapersonal and interpersonal decision making.

  BTIPA is the first theory that provides a wholistic approach to clinical decision making. Results provide support for such a wholistic approach and suggest the need for a greater emphasis, in nursing education, on the intrapersonal development of the student nurse.
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