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Slide notes

Hello.  My name is Elizabeth Allemang and I am an Associate Professor in the Midwifery Education Program at Ryerson University.  

Welcome to “Understanding Clinical Decision Making and Care Planning,” 

the first lesson of three in Module Two, “Making Clinical Decisions and Care Plans, with Confidence!”  

Let’s begin.
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Slide notes

In this lesson we will explore theories of clinical decision making and care planning in health education and practice.  

We will deconstruct two distinct methods for processing clinical decisions and care plans,

and apply these to the practice of midwifery.

Text Captions

Introduction

This lesson explores theories of decision making and care planning in health care education and practice. Two methods for processing clinical decisions and care plans are deconstructed and applied to the practice of midwifery.

Slide 4 - Learning Outcomes

[image: image4.jpg]Learning outcomes

+ identify decision making and care

- planning as key components of midwifery
care

« compare reasoning styles for processing
decisions and plans

+ apply reasoning styles to midwifery
practice




Slide notes

The learning outcomes for this lesson are summarized on the screen.

Take a moment to review these and proceed when you are ready.

Text Captions

Learning outcomes

By the end of this lesson, you will be able to:

· identify decision making and care planning as key components of midwifery care
· compare reasoning styles for processing decisions and plans
· apply reasoning styles to midwifery practice
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Slide notes

This conceptual model for primary care was introduced in Module One, “The Big Picture of Primary Care.”  

It portrays a deconstructed framework for primary care as a big picture, central concept 

surrounded by distinct categories of clinical responsibility. 

The care management and collaboration categories are distinguished from the others as areas mastered in the senior year.  

A more detailed model listing discrete responsibilities and skills for each category was also presented in Module One.

The care management category is expanded to illustrate decision making and care planning as its two key components.  

These are fundamental skills in the clinical practice of midwifery as a primary care profession.

Text Captions

Diagram showing components of primary care with care management category expanded.

Primary Care

-Support

-Monitoring

-Communication with clients
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Slide notes

Clinical decision making and care planning are common features of everyday midwifery practice.

Some decisions and plans are simple and straightforward, while others are challenging and complex.  

Interpreting a result for a routine laboratory test and making an appropriate plan of care 

comes easily with practice and the consolidation of foundational knowledge.

Determining a diagnosis and plan of care for conditions with multiple differential diagnoses 

can challenge even the most experienced practitioner.

An unwell newborn, for example, presents with similar signs and symptoms 

that may signal a wide range of potential diagnoses of varying severity. 

Clinical decision making and care planning require a willingness to take risks, 

to be wrong, and accept correction to learn.

Like riding a bicycle, these are difficult skills to master by watching on the sidelines or reading a manual.  

You have to hop on, give it a try, and persevere when you encounter obstacles.

Fortunately, you learn to make care decisions and plans with support, in simulated cases in the classroom setting 

and in the real world clinical setting under the supervision of your preceptor. 

Like any skill, these may come more easily to some students and more gradually to others.  

As a beginner, these processes may seem daunting, slow and mysterious.

As you acquire knowledge, skill and experience, they become easier, quicker and more refined.

(We will look more at the learning and teaching of decision making and care planning 

later in Lesson 3 of this module package “Learning to Make Clinical Decisions and Care Plans.”)

Text Captions

Decisions, decisions…

Illustration of student and preceptor thinking about decision making process

Student: Why can I make decisions and care plans so easily sometimes and other times it seems so hard.

Preceptor: I am still waiting for the student's decision and plan...
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Slide notes

Decision making and care planning are multi-layered concepts with diverse meanings.

They represent both a skill for the health care practitioner and a process in the delivery of health care.  

They sit at the intersection of the individual practitioner, the client or patient, 

and the wider social context in which health care decisions are made.

A variety of terms are used interchangeably in health care theory and practice  

to refer to clinical decision making that can further complicate this concept,

such as clinical assessment, clinical judgement, clinical problem solving, 

clinical reasoning, diagnostic assessment, and diagnostic reasoning. 

How can we define decision making and care planning to simplify their meaning, yet retain their richness and complexity?  

How can we define these concepts to integrate the foundational principle of client-centered decision making in Ontario midwifery practice?

In this module, we define clinical decision making in a particular way to focus on the clinical reasoning process.  

We use clinical decision making to refer to the process for determining a likely diagnosis, 

and care planning to refer to building a care plan based on this likely diagnosis. 

As you will see later in this lesson, client preference is a key consideration in the formulation of a care plan.  

We have structured the care planning process to recognize the role of the client as the primary decision maker.

The step of informed choice decision making by the client follows the formulation of a care plan integrating client preference. 

Text Captions

Definitions

Decision making: process for determining a likely diagnosis

Care planning: creating a care plan based on the likely diagnosis
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Slide notes

How are clinical decisions and care plans made? 

Determining a likely diagnosis and an appropriate plan of care requires problem solving skills.  

The midwife’s responsibilities in care management can be compared to the work of a detective

who searches for clues and puts them together to solve a case, 

or a puzzle maker who sorts and connects puzzle pieces to create a whole picture.

Like the detective or the puzzle maker, the first step in solving a clinical problem is to gather clues. 

These clues are then sorted, analyzed and pieced together to form a theory or a complete picture. 

This theory is then tested, reformulated and re-evaluated as needed.  

There can be distractions along the way, creating a more circuitous than linear path.

There is an enormous body of research on the clinical decision making process that incorporates care planning,

 particularly in the fields of medical and nursing education and practice.  

Research into decision making for midwives is beginning to emerge in international literature.   

(I have referenced some of this research at the end of this lesson.) 

There are wide ranging and competing theories about how health care decisions are made, by the novice learner to the “expert” practitioner.  

To begin our comparative analysis of decision making methods, 

let’s now turn to a video lecture by a pharmacy professor who uses the example of changing lanes on a busy highway 

to illustrate distinct styles of decision making.

Text Captions

Midwife as detective or puzzle solver
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Slide notes

Review the video lecture Making Clinical Decisions by Dr. Zubin Austin, Professor in the Leslie Dan Faculty of Pharmacy at the University of Toronto.

While viewing or listening to this video, describe the three methods of decision making presented by Dr. Austin.

Can you identify how decision making theories for pharmacists are relevant to the education and practice for midwifery?

Text Captions

Select to watch

Making clinical decisions

Dr. Zubin Austin, Pharmacy Professor


 

Decision making styles
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Slide notes

The three styles of decision making described by Dr. Austin are reasoning from first principles, 

rule-based decision making, and pattern recognition.  

In this lesson, we will examine two of these decision making methods more closely – reasoning from first principles and pattern recognition.  

A rule-based approach refers to the use of structured tools to guide decision making,

 such as evidence-based practice protocols or clinical practice guidelines.  

This method is popular in health care to standardize clinical practice.

We will look more at how rule-based tools can support your learning of clinical decision making and care planning in Lesson 3 of this module,

“Learning to Make Clinical Decisions and Care Plans.” 

In this lesson, we are interested in exploring methods that require clinical reasoning and critical analysis.

Theories of decision making classify methods for processing decisions and plans into two broad categories: analytic and non-analytic.  

As will be explained, reasoning from first principles is an analytic method of decision making, whereas pattern recognition is a non-analytic method.

(Rule-based decision making could possibly be captured under the non-analytic category, as it is designed to enhance pattern recognition.)  

To illustrate how analytic and non-analytic processing styles operate in clinical practice,

we will examine each method separately as a series of distinct steps, which are then applied to a simulated case of postpartum bleeding.  

Deconstructing decision making and care planning in this way can help to demystify these processes for learners and their teachers.

Text Captions

· reasoning from first principles
· rule-based decision making
· pattern recognition
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Slide notes

Analytic reasoning refers to a method of decision making that follows a linear sequence of detailed and specific steps.  

This method is conceptualized in a variety of ways and using a variety of terms, such as hypothetico-deductive reasoning,

reasoning from first principles, and backward reasoning (where the clinician returns to the clinical data to refine their diagnosis).  

Theories of analytic reasoning share the use of a systematic approach to investigate and eliminate potential differential diagnoses to come up with a likely, or working, diagnosis. 

This style of decision making is typically associated with learners or novice practitioners.  

It allows for careful analysis of a clinical situation, yet it is slow, cumbersome and time intensive.

(Think back to the reasoning from first principles scenario described by Dr. Austin that was so laborious that he suggested a transit pass may be in order.)  

This style may also be used by practitioners of any skill level who face complex or unfamiliar situations that require a deliberate and methodical problem solving approach.  

A sequence of steps for the analytic reasoning process are listed on this screen.  Select each step to learn more about its meaning.

Text Captions

Analytic reasoning

1. Clinical situation
a. Cue recognition of signs & symptoms
2. Information gathering

a. History taking

b. Caregiver observations

c. Clinical assessments

d. Diagnostic findings
3. Critical analysis
a. Potential differential diagnosis

b. Knowledge and experience

c. Refined differential diagnosis

4. Clinical decision
a. Likely diagnosis
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Slide notes

Let’s review a simulated case scenario to explain analytic reasoning.  

This screen shows the first phase of an analytic reasoning pathway to determine a list of potential differential diagnoses for postpartum bleeding.  

Recall that the first step in the analytic reasoning pathway is to recognize the clinical cues that signal the need for a diagnosis and care plan.

These cues are often signs and symptoms. 

Step 2 refers to the systematic gathering of detailed clinical information, including client history, 

clinical observations, clinical assessment findings, and diagnostic or laboratory test findings.

Step 3 is used to analyze the information gathered in steps 1 and 2 using knowledge and experience to generate a list of potential differential diagnoses. 

This list is further refined in step 4 through reflection and analysis of the clinical data to ultimately determine a likely diagnosis on which to base a plan of care.

In this case, there is visible vaginal bleeding following active management of the third stage and birth of the placenta.  

The midwife recognizes a clinical decision is needed to determine an appropriate plan of care  

and gathers information about the client history that is relevant to postpartum bleeding.  

The client is 28 year old G1 P0 who has just given birth at 40 weeks of pregnancy

following a 10 hour first stage, a three hour second stage, and a 10 minute third stage following administration of 10 international units of oxytocin by intramuscular injection.  

The midwife then assesses the well-being of the client, takes vital signs, and palpates the position and tone of the uterus.  

The client has a pulse of 90 beats per minute, a BP of 90/40, is feeling lightheaded, and has ongoing vaginal bleeding.

The uterine fundus is 1 fingerbreadth above the umbilicus.  

You now want to consider your assessment or critical analysis.  

Reflect on the following questions.  What is your differential diagnosis for this clinical scenario? 

What actions can you take to refine your differential diagnosis?

You will now have the opportunity to respond to these questions and compare your responses to a correct answer.

Text Captions

CASE STUDY I:

Analytic reasoning

Clinical Cue: visible vaginal bleeding following 3rd stage

Client History: 28 year old G1 P0, 40 weeks GA, 10 hour 1st stage, 3 hour 2nd stage, 10 min 3rd stage, active management 10 IU IM oxytocin

Observations: light headed, continued vaginal bleeding

Clinical findings: P 90, BP 90/40, uterus 1 fingerbreadth above umbilicus
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REFLECTION QUESTION:

Analytic reasoning

What is your differential diagnosis? 
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Slide notes

Text Captions

A

Your answer:

Potential differential diagnoses: postpartum hemorrhage, maternal shock, normal postpartum bleeding
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REFLECTION QUESTION:

Analytic reasoning

What actions can you take to refine your differential diagnosis?  
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Slide notes
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A

Your answer:

Refining differential diagnosis:

reflect on knowledge and experience, return to clinical situation to gather more information
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Slide notes

By accessing knowledge and past experiences of postpartum bleeding, the midwife attempts to refine the initial differential diagnosis.  

The midwife recalls postpartum hemorrhage is defined as any amount of blood loss affecting the condition of the client or blood loss greater than 500 mL.

The midwife estimates the client’s blood loss is 800 mL.

The midwife recognizes that the signs and symptoms of elevated pulse, lowered BP and light headedness suggest a deteriorating condition. 

The midwife uses the “4Ts,” amnemonic device to access knowledge about the causes of postpartum hemorrhage:

tone, tissue, trauma and thrombin.  

The midwife returns to the clinical situation to gather more evidence to systematically confirm or rule out each of these causes. 

The client’s pre-labour hemoglobin of 11 g/dL with normal platelets appears to rule out a thrombin disorder.  

The perineum is examined and has no lacerations, ruling out trauma as a causative factor. 

The placenta and membranes appear complete, therefore tissue can also be ruled out as an underlying cause. 

The midwife reassesses the fundus, which is now displaced to the right, boggy and 2 fingerbreadths above the umbilicus, suggesting uterine atony.

The client has not voided for several hours and the second stage of labour was delayed, both of which predispose to uterine atony.

The midwife uses this information to refine the differential diagnosis and determine a likely diagnosis.

You can now respond to the following questions. What is your refined diagnosis?  

What is the likely diagnosis?  Compare your responses to a correct answer.

By accessing knowledge and past experiences of postpartum bleeding, the midwife attempts to refine the initial differential diagnosis.  

The midwife recalls postpartum hemorrhage is defined as any amount of blood loss affecting the condition of the client or blood loss greater than 500 mL.

The midwife estimates the client’s blood loss is 800 mL.

The midwife recognizes that the signs and symptoms of elevated pulse, lowered BP and light headedness suggest a deteriorating condition.  

The midwife uses the “4Ts,” amnemonic device to access knowledge about the causes of postpartum hemorrhage: tone, tissue, trauma and thrombin.  

The midwife returns to the clinical situation to gather more evidence to systematically confirm or rule out each of these causes.

The client’s pre-labour hemoglobin of 11 g/dL with normal platelets appears to rule out a thrombin disorder.  

The perineum is examined and has no lacerations, ruling out trauma as a causative factor.

The placenta and membranes appear complete, therefore tissue can also be ruled out as an underlying cause.  

The midwife reassesses the fundus, which is now displaced to the right, boggy and 2 fingerbreadths above the umbilicus, suggesting uterine atony.

The client has not voided for several hours and the second stage of labour was delayed, both of which predispose to uterine atony.  

The midwife uses this information to refine the differential diagnosis and determine a likely diagnosis. 

You can now respond to the following questions. What is your refined diagnosis?  

What is the likely diagnosis?  Compare your responses to a correct answer.

Text Captions

CASE STUDY 2:

Analytic reasoning

Knowledge: definition PPH, S&S of shock, 4 T causes postpartum hemorrhage,

Observations: light headed, continued vaginal bleeding, estimated blood loss 800 mL

Relevant history: 3 hour 2nd stage, no void for 3 hours, hemoglobin 11 g/dL, normal platelets

Clinical findings: uterus displaced right, boggy, 2 fingerbreadths above umbilicus, placenta complete, no perineal lacerations
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Slide notes

Text Captions

REFLECTION QUESTION:

Analytic reasoning

What is your refined diagnosis?  
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Text Captions

A

Your answer:

Refined diagnosis: postpartum hemorrhage
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Slide notes

Text Captions

REFLECTION QUESTION:

Analytic reasoning

What is the likely diagnosis?  

Slide 21 - Reflection Answer 4
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Text Captions

A

Your answer:

Likely diagnosis: postpartum hemorrhage due to uterine atony

Slide 22 - Making a clinical decision: Non-analytic reasoning
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Slide notes

The other major classification in decision making theory is non-analytic reasoning.  

Like analytic reasoning, it is also theorized in a variety of ways and using a variety of terms,

 including pattern recognition, intuitive reasoning, and forward thinking reasoning.  

Non-analytic reasoning appears instantaneous and effortless, as shown by the experienced driver in Dr. Austin’s video who used pattern recognition to change lanes. 

As Dr. Austin noted, this driver’s ability to change lanes appears almost magical. 

Using a non-analytic style, the practitioner appears to move seamlessly from recognition of a clinical situation to a likely diagnosis,   

which is then refined with further clinical data and critical analysis.

This style is typically associated with the skilled practitioner who possesses a solid foundation of knowledge and experience

and is able to quickly identify a likely diagnosis from the clinical cues.

The model for non-analytic reasoning outlined on this screen lists similar steps to the model for analytic reasoning.  

Compare the order of the steps.  Take a moment to reflect on what is the same and what is different?  

With this reasoning style, the practitioner moves from recognition of the clinical situation to making a clinical decision, at least a tentative one. 

This is sometimes called a “working diagnosis.”  Steps 3 and 4 follow to test the working diagnosis and revise as needed. 

It is important to note that the progression from step 1 to step 2 is not purely intuitive.  

Select each step in the non-analytic reasoning pathway to expand and review its meaning.

You will notice that steps 1 and 2 are informed by a quick survey and analysis of the clinical information,

 even though this process may not be conscious or transparent.

Text Captions

Making a clinical decision:

Non-analytic reasoning

1. Clinical situation
a. Cue recognition


b. Informed by quick survey of steps 3 & 4
2. Clinical decision
a. Likely diagnosis

b. Informed by quick survey of steps 3 & 4

3. Gather information

a. Client history

b. Clinical observations

c. Clinical assessments

d. Diagnostic findings
4. Critical analysis
a. Knowledge and experience

b. Revise/confirm likely diagnosis
Slide 23 - Case Study 3: Non-analytic reasoning

[image: image23.jpg]CASE STUDY 3:

Non-analytic reasoning

_linical cue: visible vaginal bleeding
following 10 min 3rd stage with active
management 10 U IM oxytocm

> 3 i : delayed second
stage delayed vo1d1ng, signs and symptoms
of hypovolem1c shock and uterine atony

ig ant K : PPH = any amount
blood loss affectmg cl1ent condition, 4 T
causes PPH, uterine atony most common
cause




Slide notes

This screen illustrates a non-analytic reasoning pathway for the postpartum bleeding scenario.

Using this style, the midwife clusters and synthesizes significant clinical information into conditions rather than discrete signs and symptoms, 

and accesses organized knowledge relative to a likely diagnosis.  

The midwife recognizes the second stage of labour and voiding are delayed,  

and the clinical signs and symptoms are consistent with hypovolemic shock and uterine atony. 

The midwife also quickly recalls the definition of postpartum hemorrhage and its causative factors, including uterine atony as the most common cause.  

The midwife may also rely on clinical experience to inform the clinical reasoning process.

With non-analytic reasoning, the midwife is able to quickly recognize a pattern in order to formulate an appropriate plan of care.  

Review the information summarized on the screen and be prepared to respond to the following questions.

What pattern do you recognize?  What is the likely diagnosis?  Then compare your answers to a correct response.

By accessing knowledge and past experiences of postpartum bleeding, the midwife attempts to refine the initial differential diagnosis.  

The midwife recalls postpartum hemorrhage is defined as any amount of blood loss affecting the condition of the client or blood loss greater than 500 mL.

The midwife estimates the client’s blood loss is 800 mL.

The midwife recognizes that the signs and symptoms of elevated pulse, lowered BP and light headedness suggest a deteriorating condition.  

The midwife uses the “4Ts,” amnemonic device to access knowledge about the causes of postpartum hemorrhage: tone, tissue, trauma and thrombin.  

The midwife returns to the clinical situation to gather more evidence to systematically confirm or rule out each of these causes.

The client’s pre-labour hemoglobin of 11 g/dL with normal platelets appears to rule out a thrombin disorder.  

The perineum is examined and has no lacerations, ruling out trauma as a causative factor.

The placenta and membranes appear complete, therefore tissue can also be ruled out as an underlying cause.  

The midwife reassesses the fundus, which is now displaced to the right, boggy and 2 fingerbreadths above the umbilicus, suggesting uterine atony.

The client has not voided for several hours and the second stage of labour was delayed, both of which predispose to uterine atony.  

The midwife uses this information to refine the differential diagnosis and determine a likely diagnosis. 

You can now respond to the following questions. What is your refined diagnosis?  

What is the likely diagnosis?  Compare your responses to a correct answer.

Text Captions

CASE STUDY 3:

Non-analytic reasoning

Clinical cue: visible vaginal bleeding following 10 min 3rd stage with active management 10 IU IM oxytocin

Significant information: delayed second stage, delayed voiding, signs and symptoms of hypovolemic shock and uterine atony

Significant knowledge: PPH = any amount blood loss affecting client condition, 4 T causes PPH, uterine atony most common cause 
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Text Captions

REFLECTION QUESTION:

Non-analytic reasoning

What pattern do you recognize?  

Slide 25 - Reflection Answer 5

[image: image25.jpg]Your answer:

$S$Text_Entry_Box_55$

Pattern recognition: postpartum
hemorrhage, uterine atony likely
cause





Slide notes

Text Captions

A

Your answer:

Pattern recognition: postpartum hemorrhage, uterine atony likely cause

Slide 26 - Reflection Question 6: Non-analytic reasoning
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Text Captions

REFLECTION QUESTION:

Non-analytic reasoning

What is the likely diagnosis?  

Slide 27 - Reflection Answer 6
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Text Captions

A

Your answer:

Likely diagnosis: postpartum hemorrhage due to uterine atony

Slide 28 - Making a care plan
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Slide notes

Three distinct steps for making a care plan are summarized on this screen.

Making a care plan follows the determination of a likely diagnosis, by either analytic or non-analytic reasoning.  

Select the first step to review factors that shape a care plan, which will need to be taken into consideration when formulating the plan of care. 

Select the second step to review the steps related to making the care plan.  

Select the third step to review to the steps that follow the making of a care plan. 

Text Captions

Making a care plan

1. Care plan considerations
a. Client preference

b. Research evidence

c. Professional standards

d. Clinical judgement

2. Care plan
a. Formulate care plan

b. Review with client

c. Facilitate informed choice

d. decision making by client

3. Evaluate / Reformulate
a. Ongoing review and revision of care plan for any changes in clinical condition

Slide 29 - Case Study 4: Making a care plan
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Slide notes

Reflect on your care plan for the likely diagnosis of postpartum hemorrhage due to uterine atony.  

Consider what actions you will take.  

When you are ready, answer the question what is your plan of care and compare your response to a correct answer.

Text Captions

CASE STUDY 4:

Making a care plan

Likely diagnosis: 

postpartum hemorrhage due to uterine atony

Slide 30 - Reflection Question 7: Making a care plan
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Text Captions

REFLECTION QUESTION:

Making a care plan

What is your plan?

Slide 31 - Reflection Answer 7
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Text Captions

A

Your answer:

Plan: actions to increase uterine tone, e.g. voiding or catheterization, administer uterotonic medications, determine appropriate medication, dose and route
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Slide notes

This slide portrays changing trends in learning clinical reasoning, from learner to expert.

According to decision making theory, the amount of information gathered to make a decision falls with growing expertise, while diagnostic accuracy increases. 

The process for making clinical decisions and care plans becomes faster, less methodical and analytical, and more intuitive.

Text Captions

Trends in learning clinical reasoning

Graph showing trends in reasoning styles from learner to expert

Non-analytic reasoning increases from learner to expert.

Analytic reasoning decreases from learner to expert

Slide 33 - Dual processing: A Non-linear “real world” process
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Slide notes

The linear models for analytic and non-analytic reasoning presented in this lesson 

portray clinical decision making and care planning in an orderly sequence of steps. 

Linear models can be helpful to the clinical learner because they break down complex processes into discrete and identifiable steps.

However in clinical practice, decision making and care planning are non-linear, dynamic processes 

that may be more accurately portrayed as a circular model like the one shown on this screen. 

In this model, the concepts of decision making and care planning sit at center of a large circle surrounded by discrete skills, 

abilities or care considerations taken from the linear models.  

These include clinical reasoning, practitioner knowledge, experience and judgement,  

the clinical situation and data, client preference, research evidence, and professional standards.

According to decision making theorists, practitioners and students commonly use “dual processing” 

to make clinical decisions that activates both analytic and non-analytic reasoning pathways. 

Non-analytic processing is commonly used when a likely diagnosis can be readily identified by pattern recognition,

whereas analytic styles are relied upon to problem solve unfamiliar or complex conditions.  

Text Captions

Dual processing:

A Non-linear “real world”process

A chart listing Decisions and Plans

-Client preference

-Research evidence

-Professional Standards

-Practitioner Knowledge

-Clinical Reasoning

-Practitioner experience & judgement

-Clinical situation and data 
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Slide notes

It is important for learners to build a foundation in analytic reasoning to consolidate their skills in systematic assessment and analysis.  

Skill development for rapid processing of clinical decisions is equally important.  

It can be useful to be aware what reasoning style you are using in a particular situation to have insight into how and when to modify your approach.  

In the case of abnormal postpartum bleeding for example, 

students often jump to a likely diagnosis of postpartum hemorrhage due to uterine atony and recommend uterotonic medications.

This is often an appropriate plan of care given uterine atony is the most common cause of abnormal postpartum bleeding.  

It is also the pattern most commonly observed in clinical practice and one that is reasonably straightforward to learn. 

However, what if a less common cause is underlying the bleeding?  

Activating an analytic reasoning pathway allows you to perform a thorough and systematic clinical assessment and analysis.  

In the next lesson, we will explore two models for making decisions and care plans 

that support the learning of analytic and non-analytic methods of clinical reasoning.

Text Captions

Be self-aware and systematic...

don’t jump too quickly to a likely diagnosis
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I would like to highlight several strategies that may help you to learn and practice clinical reasoning.  

The first strategy relates to the skills of observation and listening.  

These are two essential tools in the clinical reasoning process, which can sometimes be overlooked in favour of technological or clinical procedures.

The Yale University School of Nursing has created an innovative program for nursing students 

that links the skills of observation and listening to problem-solving and assessment. 

In the “Looking Is Not Seeing and Listening Is Not Hearing” program, 

students study art appreciation at the Yale Centre for British Art and sound at the Yale School of Music 

to sharpen their observation and listening skills as preparation for clinical assessment.

This program is described in the Yale School of Nursing and Alumni Association publication Yale Nursing Matters.  

To read more about this program and understand how you can use sound and art to sharpen your observation and listening skills, 

link to this publication by selecting the additional reading icon.

Text Captions

Sharpening your observation and listening skills

Additional reading
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Another strategy to assist with clinical reasoning is developing an effective clinical condition statement, 

what is referred to in health education literature as a “problem representation” or “problem statement.”  

This is a concise summary statement of the presenting clinical condition. 

Beginning students typically summarize a clinical condition by listing all presenting signs, symptoms, and clinical findings.  

This can make it difficult to identify the priority information in the clinical reasoning process.  

Narrowing this information helps to facilitate problem solving.  

One way to do this is to organize clinical information using categories.  

As a simple example, categorizing newborn exam findings by body system allows you to process more information at once,

rather than analyzing each distinct clinical finding.

Another way to focus a condition statement is to state the clinical findings relative to the clinical context.  

When a client presents with vomiting, for example, it is helpful to specify when the vomiting is occurring in pregnancy.

This allows you to link the clinical findings to your knowledge about potential causes.  

First trimester vomiting has different significance as a common symptom of early pregnancy 

as compared to third trimester vomiting, which can signal an obstetric complication.  

By stating when the vomiting is occurring in pregnancy, you are taking an important first step in uncovering the underlying cause.

“Semantic qualifiers” can be also used to compare and contrast clinical findings, which similarly facilitates connections to your clinical knowledge.  

This approach uses oppositional pairs of descriptors, such as acute/chronic, sharp/dull or tender/non-tender, to filter and focus the client’s story.

In the postpartum bleeding scenario, for example, ask yourself if the bleeding is continued/intermittent 

or acute/non-acute, and if the client is stable/unstable.

The Bowen article referenced at this end of this lesson provides more information about how to create an effective “problem representation” in the clinical reasoning process.  

(We were not able to directly link the Bowen article in this learning module, which is an open access resource.

You can most likely access this article through your university library.)

Text Captions

Creating an effective condition statement

Concise summary of presenting condition: 

· group signs & symptoms by categories, e.g. body system
· link signs & symptoms to clinical context, e.g. first trimester
· use “semantic qualifiers” (either/or statements), e.g. acute/chronic
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Slide notes

Let’s look back to the first phase of the postpartum bleeding scenario to illustrate the contrast between a simple and focused condition statement.  

There were a number of discrete clinical findings in this scenario.  

By simply listing the clinical findings, there are a number of potential differential diagnoses, 

including postpartum hemorrhage, maternal shock, and normal bleeding.  

However, if we connect the signs and symptoms to the clinical events, we can begin to recognize the underlying cause as uterine atony.

Second stage and bladder emptying were delayed, two factors associated with postpartum hemorrhage due to uterine atony.  

Using semantic qualifiers, we can identify that the bleeding is continuing and the client’s condition is unstable, 

findings consistent with postpartum hemorrhage. 

Select the simple and focused condition statements to review and compare these statements.  

Text Captions

Creating an effective condition statement

· Simple condition statement
· A 28 year old primp at term is having postpartum bleeding following a 10 hour first stage, 3 hour second stage and 10 min third stage. Third stage was managed actively with 10 IU oxytocin IM. The placenta is born. Postpartum bleeding continues. EBL 800 mL. The uterus is one fingerbreadth above umbilicus, pulse 90, BP 90/40, client feeling light headed. It has been three hours since last void.

· Focused condition statement

· Postpartum hemorrhage following long second stage and active management of third stage with 10 IU oxytocin IM in a previously well 28 year old primp at term showing signs and symptoms of hypovolemic shock. Bladder emptying delayed
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A structured, reflective approach can also be a helpful when learning how to refine your differential diagnosis.  

Listing all possible diagnoses for a presenting condition can be overwhelming to sort through to come to a likely diagnosis.  

Mamede et al studied structured reflection of differential diagnosis as a tool to help students learn clinical reasoning from simulated cases.  

They used a series of questions that students applied to their possible diagnoses:   

what findings support the diagnosis, what findings do not support the diagnosis, 

and what findings do you expect if the diagnosis is correct that are not yet evident.

(The citation for the Mamede et al article can also be found in the reference list at the end of this lesson, 

as we were unable to provide direct access in this learning module.) 

Mamede’s work is interesting because it showed the benefits of this approach contributed to long term learning, 

rather than short term accuracy of differential diagnoses. 

Students who used structured reflection were more able to recognize future cases with the same pattern of findings, 

making their clinical reasoning richer and more competent over time.

Text Captions

Use structured reflection…

to refine your differential

diagnosis
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Slide notes

Here are the key messages for this lesson:

Clinical decision making and care planning are key components of primary midwifery care.

Clinical decision making and care planning can be broken down into discrete steps:

information gathering, critical analysis for determining a likely diagnosis, formulation of a plan of care, and ongoing evaluation.

Analytic processing of a clinical decision refers to the detailed and systematic analysis of potential differential diagnoses to determine a likely diagnosis 

and is associated with learners and novice practitioners.

Non-analytic processing of a clinical decision proceeds quickly from cue recognition to a likely diagnosis and is associated with experienced practitioners.

Dual processing combining analytic and non-analytic methods of reasoning is commonly performed by practitioners of all levels in clinical practice.

Now take the opportunity to test your knowledge from this lesson.

Text Captions

Key Messages

Decision making and care planning:

· are key components of primary midwifery care
· are multi-layered processes
· use varied reasoning styles: analytic, non analytic, dual processing
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Text Captions

Test your knowledge!

You are prompted by your preceptor to make a clinical decision for a situation you have not seen before. Which of the following steps do you take?

A) Decline to make a decision because the situation is unfamiliar

B) Make an intuitive decision because you are a highly intuitive person

C) Begin to gather and analyze information about the clinical situation

D) Panic and run out of the room

Question 1 of 4    

The correct answer is C) Begin to gather and analyze information about the clinical situation
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Text Captions

Test your knowledge!

Emergency skills training programs assist you to make decisions in obstetrical emergencies using which of the following methods:

A) Pattern recognition

B) See one, do one

C) Reasoning from first principles

D) Wait until prompted by a more skilled practitioner

Question 2 of 4    

The correct answer is A) Pattern recognition
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Text Captions

Test your knowledge!

Your client wishes to refuse active management of the third stage because of fear of needles. You discuss a plan of care for third stage management and explain that:

A) You are required to follow your practice protocol for active third stage management

B) There is no point in reviewing current research evidence if she has made a decision

C) You agree because you have a fear of needles

D) The client is the primary decision maker and your role is to facilitate informed choice decision making

Question 3 of 4    

The correct answer is D) The client is the primary decision maker and your role is to facilitate informed choice decision making
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Text Captions

Test your knowledge!

Ongoing evaluation and reformulation of a likely diagnosis and plan of care are important for which of the following reasons? 

A) Clinical conditions may change and require a new diagnosis and care plan

B) You are forgetful when you are tired and want to ensure you are thorough

C) You enjoy problem solving and appreciate opportunity to learn

D) Your preceptor told you so

Question 4 of 4    

The correct answer is A) Clinical conditions may change and require a new diagnosis and care plan
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