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Foreword

Excellent preceptorships are essential for contemporary
nursing education. There can be no role of greater impor-
tance than that of the preceptor, who can shepherd the

new entry level or advanced practice nurse as he or she learns an
essential new component of the professional role. In the past, the
usual model for clinical education at the undergraduate level was
for full-time faculty to join their students in clinical settings in order
to demonstrate competencies and provide continuous feedback.
Today, preceptors join the educational enterprise in many forms.
They may be expert nurses in a clinical setting or nurses who, for
a variety of reasons, are working part-time and choose to continue
a preceptor role as adjunct or part-time clinical faculty. For all
preceptors, excellent skills in communication, team building, evalu-
ative skills, and clinical proficiency are key for successful preceptor-
ships. Further, the quality of the clinical agency is central to a
positive outcome. It seems self-evident that a student being edu-
cated in a clinical setting where patient care outcomes are of the
highest quality will learn to practice with the utmost care and the
highest expectations for quality nursing.

This book examines and highlights the role of the preceptor
and is an important text for every nurse educator, clinician or
manager who works with, recruits, or aspires to become a precep-
tor. The book will be a valuable guide for students as well, as they
consider their goals and partner with faculty in the preceptor
selection and evaluation process. This book attends to extremely
important issues surrounding the preceptor role such as cultural
diversity and cultural competency, which are key variables in to-
day’s pluralistic society. Differences in preceptor roles and required
competencies depending on the clinical setting are also explored.
Students deserve highly qualified, competent role models. This
text explains the benefits of having the right preceptor at the
right time. How a nurse can continue to expect precepting in the
employment setting is discussed, with special attention to those
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xii Foreword

newly hired. This text reminds us how each of us has a role to
play in ensuring that the preceptor role is all that it can and should
be for our profession.

TERRY FULMER, PHD, RN, FAAN
Steinhardt School of Education,

The Erline Perkins McGriff Professor &
Head, Division of Nursing,

New York University



Preface

The idea for the first edition of this book was generated at
a colloquium for nurse educators and nurse clinicians. One
of the nurse practitioners attending this colloquium said

that she liked having students to precept in the clinical setting,
but that she had no idea how to plan experiences for these students
or how to teach them. This practitioner felt very competent about
her knowledge base and about taking care of patients, but she
felt inadequate in providing a meaningful clinical experience for
students. Although she found several articles about various aspects
of precepting in nursing journals, she could locate no book that
covered all the essential information. Hence, the first edition was
written as a practical “how-to” guide for nursing faculty and for
nursing clinicians who were responsible for setting up preceptor
programs.

Since the first edition was written 7 years ago, preceptor
programs through out the country have grown in numbers, effec-
tiveness and setting. The need for this text, therefore, is even more
crucial than at the time of the original edition.

Like the first edition of this book, this text is a practical “how-
to” guide for nursing faculty, clinicians and managers. Chapters
1, 2, 3, 4, and 7 have been updated and improved with the addition
of new material. Chapter 5, which presents a preceptor model for
the home care setting, and chapter 6, which discusses a preceptor
model as part of a distance learning program, are both new.

Effective preceptor programs do not happen automatically;
they involve careful planning on the part of both preceptor and
program administrator. The hope is that this book continues to
provide a useful framework for developing and implementing pre-
ceptor programs for precepting others; and for facilitating the
development of nursing expertise in preceptees in all practice set-
tings. We hope that the present version of the book will prove
useful to all members of the nursing profession.

Jean Pieri Flynn
Madonna C. Stack

Editors
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CHAPTER 1

Precepting, not Mentoring or
Teaching: Vive la Différence

Barbara Stevens Barnum

Precepting, of course, is what one defines it to be. In the
definition used here, it is different from either teaching or
mentoring. What the three share is that they are all based

on an essential inequality where one person (teacher, preceptor,
mentor) has something to teach that the other, more junior person
wants to learn. Although rooted in unequal power, all parties to
these relationships may achieve personal and/or professional gains
through them.

In order to create generic terms that can be used for all three
cases, the senior member in the relationship will be called a tutor
and the junior member a pupil. Although these are rather stuffy
terms, they allow us to reserve the more common terms for the
subsets. Instructing will be used generically. Obviously, the use of
these terms in this way is simply a convention for the purposes of
this chapter.

Teaching, precepting, and mentoring will be three subsets in
the instructing relationship, with precepting falling somewhere
between teaching and mentoring on the continuum.

Teaching is a relationship in which someone (the teacher)
conveys knowledge (about something) to an individual or group
of learners (the students). The relationship is primarily one way,
from teacher to student. Even where students are assigned respon-
sibility for presenting information (e.g., symposia or group re-
ports), the teacher still is the arbiter of the information’s accuracy
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2 The Role of the Preceptor

and adequacy. Typically, today’s teaching is conveyed in directive
conversational exchanges, but the traditional lecture is still a com-
mon form.

In formal courses, evaluations may take the form of class
presentations, tests, papers, or projects receiving feedback. In labo-
ratory courses, there may be individual correction and feedback on
experiments, procedures, and various applications. Good teaching
probably has more two-way interaction than poor teaching.

Everyone, of course, has had teachers who could hold classes
spellbound without students ever saying a word. Most people have
had at least one teacher whom they resented because the students
were given an inordinate amount of responsibility for conducting
the course, with the teacher adding few additional thoughts or clari-
fications.

Nor does all teaching take place in the formal setting; it can
be on-the-spot and incidental. Head nurses teach staff members
every day; staff nurses teach their peers. The impetus in both
formal and informal situations is that the junior person or persons
need to learn something.

In the emotive structure of teaching there is little requirement
for an intimate or close relationship between the parties. A teacher
may be distant to the students or more friendly with some than
with others. Some teachers become motherly, sisterly, or treat
students like buddies, but none of these stances is a requirement
for effective teaching.

Teaching is about learning something, and it is structured
around what is to be taught or learned, that is, the content. The
personal aspects are secondary.

Mentoring goes to the other extreme of the spectrum. Unlike
teaching, which may occur one-to-one or one-to-many, mentoring
always takes place in a one-to-one relationship. Here a senior
person and a more junior person voluntarily enter a relationship
whereby the senior both instructs and, more or less, guides the
junior’s career and career choices over a sustained period of time—
often a lifetime.

What gets conveyed in a mentorship cannot be defined in
anyone’s curriculum. The content addressed changes as the rela-
tionship grows and the people change. Essentially, the mentor
instructs in or facilitates whatever the junior person needs to learn
(in order to get ahead) at any given time. This may involve knowl-
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edge, know-how, politics, philosophic stances, introductions to the
right people, or finagled invitations to make important presenta-
tions. Name it, and it may enter the mentoring relationship at
some stage. As Vance (2002) states, “The leader-mentor plays an
essential development role in the professional socialization and
the personal and career development of colleagues” (p. 84).

A mentorship may even involve nonprofessional lessons, such
as how to promote a career while retaining a spouse, or where to
find the best tax accountant. In a mentorship, the personal and
the professional are beautifully and messily compounded and inter-
mixed.

Mentorships are never the result of an assignment, although
they may grow out of a preceptorship or a teaching relationship.
They often occur simultaneously, on the basis of some personal
spark, when a work situation brings two people together in a
superior–subordinate relationship.

Mentoring is the term nurses prefer when fostering the careers
of protégés, partly because most dislike using any terms that are
characteristic of the “old boys’ ” network. Mentoring provides a
good two-way interpersonal relationship, in which both parties
benefit, though, one could argue, the protégé usually benefits more
and the mentor usually invests more.

The main problem with mentoring is that it lacks equivalent
terms like tutor/pupil or teacher/student. This chapter uses men-
tor/protégé, the latter instead of the more awkward term, mentee.
The term protégé carries some of the right-feeling tone for a men-
torship. A mentor is personally invested in the success of the
protégé. Indeed, the protégé’s success is a measure of the mentor’s
own success. The term protégé connotes that sense of advocacy.

In essence a mentorship is more about the person than about
what is taught. The shift is from content to person, from specifics
to career development. The emotive structure is important, and
the relationship is intimate. Nursing is fortunate in that Sigma
Theta Tau International has established the Chiron Mentor-Fel-
low Program to sponsor selected relationships in this classification.

Precepting, in this definition, falls in between teaching and
mentoring. Like mentoring, it is a one-to-one relationship. Even
if a person precepts more than one student, each relationship tends
to be handled in a one-to-one manner. A preceptorship also is
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sustained over time, but usually a much shorter time than a mentor-
ship: not a lifetime, perhaps a school term, perhaps a year.

Although mentorships are formed when something clicks be-
tween two people, each of whom has something to bring to the
other, preceptorships tend to be contractual or informally ar-
ranged. Often they occur between people who do not know each
other beforehand. Sometimes there is an interview first, if the
relationship is to be on the sustained side or if the senior person
is considering a number of candidates. Sometimes precepting is
an assigned duty, as when an organization assigns someone to
orient another to a job or role.

The goals of a preceptorship tend to be definite, even when
they are broad in context. For example, an experienced head nurse
may precept a new head nurse during the experience of learning
to run a unit. True, that’s a broad goal, but when the purpose and
objectives are deemed to be achieved, the preceptorship ends.
Nobody precepts someone else through a lifetime.

Although it resembles the mentorship in being a one-to-one
relationship, preceptorship is more like teaching in respect to con-
tent. There are learning goals to be achieved and they are profes-
sional, not personal.

Yes, preceptorship has a touch of the personal because the
evaluation and correction tend to be adjusted on an individual
basis. In essence, it is more personal than most teaching, less
personal than most mentorships. A preceptorship is more about
specific content than a mentorship, but usually about broader, less
restrictive content than teaching.

The most difficult thing about a preceptorship is finding an
adequate vocabulary to describe it. Teacher/student and mentor/
protégé work fine, but preceptor/preceptee? The latter term is too
stiff, too derived. For purposes of this chapter, the person who
is precepted is labeled an apprentice. This term actually fits the
relationship quite well. In any domain, an apprentice is there to
learn from a master. The experience of the latter and the inexperi-
ence of the former set the type of relationship they will have.

The chief characteristics of teaching, precepting, and men-
toring are summarized in Table 1.1.
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TABLE 1.1 Overview of Teaching, Precepting, and Mentoring

Characteristics Teaching Precepting Mentoring

1. Focus Content to be Experiential objec- Whatever junior per-
taught tives to be achieved son needs to learn to

function in the envi-
sioned role. Focus is
on the best way for a
protégé to achieve

2. Goals Professional in na- Professional in na- Professional or per-
ture; not individual- ture; clearly defined sonal; defined over
ized to the learner time

3. Learning Classes/conferences Workplace/ Workplace/with in-
Context performance in the formal, on-the-spot

practice setting education/feedback

4. Relationship One-to-many/One- One-to-one; contrac- One-to-one; relation-
to-one; usually con- tual; time limits set ship sustained over
tractual; ends when at the start indefinite period of
content delivered time

5. Content Rules, norms, prin- Subtleties and varie- Adapting one’s own
ciples, generaliza- ties in real-world style and talents to
tions applications real-world applica-

tions

6. Student Identified as learner Identified as experi- May be identified as
enced learner skilled learner or as

subordinate

7. Evaluation By tests, papers, Assessment of indi- Retroactive analysis
projects, presenta- vidual performance; of individual per-
tions may include projects formance

8. Reim- Teacher paid, Varies from payment Seldom involves ex-
bursement tuitions/fees to volunteer post change of monies

LEARNING CONTEXT

Now that the three basic instructing/learning relationships have
been differentiated, the contexts in which they occur must be
examined, chiefly because the context determines what learning
methods will be used. Teaching tends to be the stuff of which
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classes, demonstration laboratories, and conferences are made.
Mentoring, on the other hand, is more closely involved with infor-
mal, on-the-spot education based exclusively on assessment of the
protégé’s performance on the problem of the moment.

Again, precepting falls in the middle. Some learning situations
in a preceptorship may resemble teaching. For example, the ap-
prentice may be given reading assignments, projects, and other
materials with which to interact. Often the progress of the appren-
tice will be judged on these matters as well as on performance.
Nevertheless, of the three forms of instruction, precepting tends
to be the one most exclusively related to actual practice perfor-
mance in a given role.

REIMBURSEMENT

One of the simplest and most pragmatic ways to differentiate
among our three tutor/pupil relationships is by looking at the flow
of cold hard cash. Simply put, for sustained or formal relationships,
teachers expect to get paid, whether they are faculty or staff devel-
opment instructors. For incidental teaching, the “payment” may
be producing a coworker who no longer asks so many questions.
Or, for patient teaching, the payment may be the rewarding sense
that the patient will manage when he/she gets home.

There is not enough money in the world, however, to reim-
burse a mentor. These are voluntary relationships given out of the
goodness of the mentor’s heart. Mentorships are never formal
agreements. If they are, they are actually preceptorships. If reim-
bursement takes place, it may be in the form of personal gifts now
and then. The mentor usually is on the giving end more often
here, too. After all, the protégé is likely to be of an age to have
weddings, childbirths, and new positions to celebrate. What does
the mentor have? Perhaps a retirement if she lives long enough.
Mentor rewards exist, of course, but they tend to consist in pride
in one’s accomplishments with the protégé.

Once again, preceptorships fall somewhere in between. Some
nurses volunteer to be preceptors “out of the kindness of their
hearts,” but it is a professional kindness rather than a kindness to a
particular apprentice. In some organizations preceptors gain status,
and in some places salaries are adjusted to compensate for the
added responsibility.
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Payment may be influenced by the programs from which the
apprentice comes and the site of the preceptorship. Apprentices
may come from the same institution as the preceptors. For example
an experienced head nurse may precept a new head nurse. Intra-
institutional preceptors are seldom paid.

Alternately, apprentices may come from different institutions.
For example collegiate nursing students may seek preceptorships
in care delivery institutions. In these interinstitutional arrange-
ments, the care delivery institution typically receives some reim-
bursement for providing preceptors. Some institutions continue
to precept students “for the sake of the coming generation of
nurses.” This generosity, alas, is fading as institutions find them-
selves under the financial pressures of managed care. Precepting,
like other forms of instruction, takes a lot of valuable time, and
time is money. Where nursing departments are held accountable
for producing income, they are likely to set fees for preceptorships.

GENERALIZATIONS AND INSTANTIATIONS

Another difference among the forms of instruction is that teaching
almost always deals with presenting rules, norms, principles, and
generalities, whereas the other forms more commonly cope with
exceptions to the rule. In teaching/learning, for example, one learns
the norms of anemia, not how differently the symptoms may appear
from one patient to the next. Teaching is the task of conveying
the universals.

Of course, some things really are universal; for example, one
should always clear the airway before administering resuscitation.
But many so-called universals are more tricky. Establishing rapport
with a patient may be a good dictate—in most situations—but how
one does this will differ radically from one patient to the next and
from one nurse to the next. Rotating weekends equally among
staff may be a good principle for any head nurse, but it may not
work if one of her staff is in school Mondays and Wednesdays,
another is a Seventh Day Adventist, and one party lover considers
Friday and Saturday to be the weekend.

Here is where preceptorships and mentorships have a great
advantage. If teaching gives the universals, these other forms of
education build an appreciation in the learner of the subtleties and
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varieties (instantiations) that exist in the real world. That is where
these forms of education take place: in the workplace, not in the
classroom (unless one is orienting a student teacher).

ROLE MODELING

The notion of role modeling brings up another major difference
in teaching methods. Precepting and mentoring involve a lot of
role modeling followed by moments of one-to-one reflection on
the mentor’s/preceptor’s performance. Mentoring and precepting
may also involve opportunities for the protégé/apprentice to per-
form under the watchful eye of the senior person, again followed
by retrospective analysis or on-the-spot correction if possible.

Often in role taking and role modeling, there is a subtle
difference between precepting and mentoring. In precepting, the
apprentice is known as, and identified as, a learner. In mentoring,
that may or may not be the case. For example, a vice president
for nursing may serve as a mentor for an assistant vice president
who is not in a student role but in a subordinate role. Here the
junior person is an informal learner picking up skills, responsibilit-
ies, or strategies in preparation for an eventual upward movement.
Meanwhile the protégé holds full job accountability in the institu-
tion. The apprentice is rarely a permanent staff person in this
sense. Some nurse internships follow a preceptor model, however;
but these interns seldom have full job accountability until they
complete the internship.

NURSING TRADITIONS

For generations teaching was the dominant technique in the educa-
tion of nurses. Indeed, nurses went out of their way to avoid the
notion of apprenticeship. Learning on the job (as it was envisioned
in an earlier era) was low class and nonacademic. It has taken
generations to recognize the mistake in nursing’s overreacting
against the apprenticeship model. Indeed, Benner’s work (Benner,
1984, 2000; Benner, Tanner, & Chesla, 1996) brought home the
fact that not everything gets learned in a classroom or in one
return demonstration.



Precepting, not Mentoring or Teaching 9

In a complex and dynamic field like nursing, the instantiations
may not look much like the schoolroom generalizations at all. In
nursing, patients, employees, and bosses don’t act like averages,
and all the generalizations learned in classrooms may not apply
to Patient X in situation Y. One may go for months or years before
meeting the patient with a “normal” heart attack or an “average”
case of diabetes.

Indeed, to find a textbook case of anything is quite astounding.
This is why a student who can recite the definition of classic denial
may miss identifying such a syndrome in her patient. Benner’s
expert nurse is one who has been around the institutions long
enough to develop a certain savvy. The expert is accustomed to
patients and situations that don’t resemble the textbook. She can
diagnose and respond to the atypical, recognizing an instantiation.
That is why Benner’s nurse is not likely to say, “This is a case of
denial.” She is more likely to say, “Mr. X reminds me of a patient
I had last year. He was clever at hiding his denial too.”

There are some things that can only be learned by a great
deal of experience with a lot of instantiations: hence the need for
apprenticeships. Precepting, then, deals with a level of reality that
cannot be adequately conveyed in the typical teaching model.

ROLE INCULCATION

Sometimes, a big part of mentorships and preceptorships is giving
the protégé/apprentice a chance to be the role, to internalize the
role. Just like new grandmothers often protest that they don’t
“feel” like grandmothers, graduation does not make a nurse feel
like a nurse, and promotion does not make a staff nurse feel like
a head nurse. New roles, like new robes, have to be worn awhile
before they fit comfortably.

Teaching is not designed to foster role inculcation, but pre-
ceptorships and mentorships can achieve this. That is why people
say roles are not taught, but caught.

WHICH MODEL? WHEN AND WHERE?

This is not to say that precepting and mentoring are better than
teaching: they are just different. Each form of instructing has its
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place, and usually one cannot be substituted for the other with
much efficiency. Teaching usually comes first. After all, one cannot
learn the exceptions unless one knows the rules. For most types
of learning, teaching is more efficient than trial-and-error appren-
ticeship in the workplace. So most faculty members, for example,
teach a bit about the brain and its potential deficits before turning
students loose on a neurological ward.

What formal teaching cannot do is inculcate a role or provide
diverse experience. Nor do teachers provide role models apart
from “teacher” models. A teacher functioning as a teacher does
not model staff nurse behavior: she models teacher behavior. Maybe
that is why so many new graduates want to be teachers. That is
what they have seen if they were “protected” from becoming close
to practicing nurses during their learning experiences.

A role model is someone already doing the job to which the
learner aspires, or doing the same job as the learner but doing it
more effectively. Here the form of instruction we need is work
experience or assisted experience in the form of a preceptorship
or mentorship.

Teaching is a cost-effective form of instruction. One can
lecture to a group of hundreds as easily as to a group of two. Even
the feedback can be mass managed with objective tests. But one-
to-one relationships give a sort of feedback and correction that
simply is not available any other way.

Still, we see some subtle differences between the preceptorship
and the mentorship. The good preceptor may focus on having the
apprentice “do it right,” in other words, focus on skill acquisition.
A skilled mentor, however, is able to ask, What is the best way
for this particular protégé, replete with flaws, faults, talents, and
opportunities, to achieve?

A WORD ABOUT METHODS

Each form of instruction has methods of conveying information
that work, those that work less efficiently, and those that don’t
work at all. Some of the worst errors in instruction occur when
the tutor selects methods that best fit with other systems.

Let us look first at formal teaching, particularly classroom
teaching. Here the instructor has a wealth of appropriate methods:
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lecture, provided it adds insight into what the students can learn
from reading their assignments; case studies that focus on the
“average patient or condition”; directed discussions, provided they
are really directed; demonstrations of procedures and practices;
and other classical methods. The fancy ones include symposium,
debate, case presentation, and problem studies, among others.

Although we tend to value classroom teaching more than
other methods, the truth is that it is one of the easiest forms of
instruction. Any teacher with just a bit of cleverness will soon
figure out which classroom methods work best.

Informal teaching is a bit more challenging. Take, for example,
the nurse who tries to teach insulin administration and the basics
of diabetes care to a newly diagnosed patient. Here the subject
matter becomes difficult to convey because a lot of emotional
things get in the way. First, the patient may not have truly accepted
the diagnosis yet—even if he thinks he has. The patient who cannot
quite believe he is a diabetic is working against himself when he
tries to “learn” diabetic care.

Additionally, if the patient happens to be ill, the situation
adds to the stress. Learning that one is diabetic is stress enough,
but if the diabetes is discovered in the wake of a serious imbalance
or as part of a surgical workup for another condition, the stress
is doubled. All the literature on teaching tells us that people are
very inefficient learners when under stress. Yet, ironically, much
of our teaching takes place in the hospital or other health care
setting when the patient/learner is under great stress.

The teacher, in this case, must assume that the task will take
teaching, reteaching, and lots of corrective feedback. Audio-visuals
will be most useful here, as will take-home materials that can be
reviewed when the patient is under less stress. The same stress
factors, of course, will pertain to a nervous nurse being taught to
do peritoneal dialysis or any procedure she perceives as complex.

Mentoring may require a bit of teaching, but mostly it involves
retroactive analysis of the protégé’s performance in some situation
or on some task. Proactive preparation for the given task may also
be needed. Usually the tasks involved here are more complex than
nursing procedures. For example, the protégé and mentor might
do a retrospective analysis of how the protégé performed in running
a meeting. They would look at what worked, what did not, and
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what should be tried the next time. Mentoring sometimes involves
bailing out a protégé who gets in over his/her head.

Mentoring also may include discussing the mentor’s perfor-
mance on some task, again with proactive or retrospective review.
This is the role-modeling aspect. An insightful mentor does not
expect the protégé to become a duplicate copy, but allows room
for differences in style and different capabilities.

Another important part of mentoring is promoting the proté-
gé’s career. This is done in numerous ways, from recommending
the protégé for progressively more important positions, to opening
doors to important people, to helping the protégé solve career-
impeding problems.

Just as we do not consider it very good mothering when the
35-year-old single son still lives with his mother, we do not consider
it good mentoring when the protégé is kept in eternal servitude,
never allowed to fly solo. There are many cases when a protégé
has been kept in thrall for too long—for example, someone who
has been an assistant to her mentor for 20 years. This is a failed
relationship that serves the mentor all too well and stunts the
protégé’s growth. The ideal is somewhere between All About Eve
and indentured servitude.

Precepting goes wrong when an insecure preceptor tries to
convert the experience into teaching. In this case, the preceptor
teaches the apprentice procedures, gives reading assignments and
little teaching sessions, but never lets the apprentice get his/her
hands dirty in the real world, where the precepted role takes place.
Too much “mothering” or too much protection from the clinical
arena (often by withdrawal into conferences) are the errors on one
side. Application of the sink-or-swim principle is an error in the
opposite direction.

STUDENT CLINICAL EXPERIENCE:
A SPECIAL CASE

Student clinical experience is a unique form of learning. Although
it is less valued (by the institution) than classroom teaching or
research, the truth is that it is equally or more difficult to do
effectively. A good clinical teacher should be praised and covered
with honors.
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Good clinical instruction is a blend of teaching and precepting.
The teaching part is easy. Indeed, the new and inexpert clinical
teacher is the one who focuses on finding “procedures” for the
students to do—the most normative part of the clinical role. In
addition to this, the insecure teacher withdraws students from the
clinical area at the slightest excuse. Why? Because she is comfort-
able teaching—and the clinical conference comes closest to that
method.

In contrast, the good clinical preceptor immerses the students
in the clinical environment and challenges them to see the irregu-
larities and differences between patients and staff alike. This in-
structor helps each student consider options when the first one
fails. In this respect, instruction must be individualized. After all,
each student is different and each faces a different clinical assign-
ment.

What are the chief ingredients to be found in clinical instruc-
tion? There are at least three major responsibilities beyond teach-
ing tasks. First, the instructor must spark the student’s intellectual
curiosity. “Mr. Smith is a lovely shade of brown, but did you
notice, according to the chart, that he’s Irish? Doesn’t that strike
you as curious?”

The next task is to teach the student to recognize inconsisten-
cies. That is done by presenting problems or things that do not
seem quite right. “Your patient, Mr. Jones, is the funniest, most
outgoing guy I’ve ever seen. Here he is, going for a second major
surgery in the morning, and he’s joking and laughing with every-
one. Most patients would be anxious or scared. What do you think
is going on with Mr. Jones?”

The last task is accurate labeling of patients who are not
typical with appropriate normative labels. One might call this
accurate interpretation. The student who knows the definition of
passive aggression may mistake it for dependency in Mrs. Doe
until she builds a bit of experience. The good preceptor will help
her make a better fit of labels to patients.

These clinical skills (labeling, seeing inconsistencies, and hav-
ing an insatiable curiosity) may or may not be discrete items, but
they all have something to do with forests and trees. The forest
is the principle, the ruling norm; the trees are the instantiations
found in patients.
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Not every effective tutor will draw rigid boundaries around
instruction according to form. However, being aware of the differ-
ences among teaching, precepting, and mentoring may help the
instructor make a wiser choice in how to convey information.

SUMMARY

There are at least three basic points on the instruction continuum:
teaching, precepting, and mentoring. Each instructional strategy
has its own virtues and its own limitations. Together, they uniquely
complement each other. Their differences provide different per-
spectives as well as serve different goals.

Teaching is content focused; mentoring is student focused.
Precepting, like teaching, is content focused, albeit the content
tends to be broader, but at the same time it is like mentoring in
that it also is student focused. Here again, precepting resembles
teaching in that the student is taught and evaluated on specific,
predetermined objectives.

Experiences of all three sorts of instruction enhance the learn-
ing and the career of a nurse. All of these tutor–pupil relationships
serve to speed up the learning that occurs by simple immersion
in the phenomena (otherwise known as trial and error learning,
or working for a living).

REFERENCES

Benner, P. (1984). From novice to expert: Excellence and power in clinical nursing
practice. Menlo Park, CA: Addison-Wesley.

Benner, P. (2000). From novice to expert: Excellence and power in clinical nursing
practice (Commemorative Edition). Menlo Park, CA: Addison-Wesley.

Benner, P., Tanner, C. A., & Chesla, C. A. (1996). Expertise in nursing practice:
Caring, clinical judgment, and ethics. New York: Springer Publishing.

Vance, C. (2002, Winter). Leader as mentor. Nursing Leadership Forum, 7(2),
83–90.



CHAPTER 2

Adult Learning Concepts

Susan Wiley Nesbitt

Research and publications related to adult education have
increased significantly in the last 20 years (Brookfield, 1986;
Knowles, Holton, & Swanson, 1998; Merriam, 2001; Mer-

riam & Brockett, 1997; Mezirow & Associates, 2000). This body
of knowledge provides helpful guidelines to educators working
with adults. The writings from two different groups of researchers
are especially relevant for preceptors. The first group that includes
the writings of Malcolm Knowles, Edward F. Horton, and Richard
A. Swanson focuses on the concept of andragogy. The basis of
this concept is a set of assumptions about adults which, when
considered in the process of educating adults, will shape and focus
that education so it is meaningful and appropriate for them. The
second, Jack Mezirow, focuses on transformational learning. The
nucleus of this concept is that people do not acquire new knowledge
by memorizing facts. Instead they acquire new knowledge by integ-
rating new information with previously held ideas, values, etc.,
thus “transforming” their knowledge. In a preceptorship a person,
known as the preceptor, with selected knowledge or experience
guides an apprentice as he or she acquires similar knowledge or
experience. Thus, using the assumptions on which andragogy is
based and understanding that the apprentice should build this
new knowledge on information they already possess will assist the
preceptor to develop a meaningful experience for the apprentice.
This chapter begins with a brief overview of both andragogy and
transformational learning. Based on these works, eight useful

15
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guidelines for the development of effective preceptor experiences
are examined.

ANDRAGOGY:
THE ART AND SCIENCE OF TEACHING ADULTS

Although the term andragogy was developed in the 1800s, it became
well-known through the work of Knowles. Andragogy assumes
that “adults are self-directed, have abundant resources within
themselves for learning, want to develop their skills in their social
roles, and want to apply their learning immediately” (Hancock,
2003, p. 15; Knowles et al., 1998). Knowles views learning as
occurring on a continuum from a teacher-centered approach or
pedagogy, which is the art and science of teaching children, to a
learner-centered approach or andragogy, which is the art and sci-
ence of teaching adults.

Six assumptions form the basis for andragogy. They are:

1. The motivation to learn increases for adults when they either
have a specific need for the knowledge such as when they are
working toward a job promotion or when they have a specific
interest in a topic.

2. A person’s stage of life will impact what they are motivated
to learn. For example, people seeking to improve their basic
clinical skills will not be interested in the managerial skills
needed by a Nurse Manager. However, after they have worked
several years as a nurse they could be very interested in being
promoted to a managerial position. Now they would be inter-
ested in a leadership course.

3. It is said that we remember only 5% from a lecture and more
than 90% with applied learning. Thus, when adults can learn
through experience their motivation to learn will be greater
and their retention of the knowledge better.

4. While adult learning needs to be structured so no important
concepts are missed, it is important to understand that adults
want to be self-directed. Once a person accepts responsibility
for himself it is difficult for him to return to the role of being
a submissive student with the powerful teacher who has all
the knowledge. Teaching methods that utilize an adult’s self-
directedness are more powerful.
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5. A group of children in the second grade have probably had
very similar life experiences to that point. However, as those
children graduate from high school, mature, get jobs, and
perhaps begin raising children, their life experiences begin to
have a wide variation. When education is combined with these
experiences it can be very rich and meaningful.

6. External factors such as a job promotion or career change
motivate adult students. However, they can be even more
motivated by internal factors such as self-esteem or job satisfac-
tion (Knowles, Holton, & Swanson, 1998, pp. 64–68; Hancock,
2003, p. 15).

From the work of Malcolm Knowles, Stephen Lieb has identi-
fied six characteristics of adult learners:

1. “Adults are autonomous and self-directed.” For that reason,
the person being precepted should be included in developing
objectives and desired learning outcomes. He/she should also
assume responsibility for developing or finding some of the
educational materials and presenting them to the preceptor.

2. “Adults have accumulated a foundation of life experiences and
knowledge,” which may be from work experience, other
classes, volunteer activities, and family life. The education
provided in the preceptor experience should build on these
previous experiences and knowledge.

3. “Adults are goal oriented.” Developing objectives and learning
outcomes helps adult learners work with a preceptor to gain
the knowledge and skills desired.

4. “Adults are relevancy oriented.” Objectives and learning out-
comes need to be related to the type of work the apprentice
will be doing in the future.

5. “Adults are practical.” Although understanding theories is im-
portant for adult learners, explaining how these theories relate
to objectives, learning outcomes, and ultimately to the knowl-
edge and skills the apprentice needs, is equally important.

6. Adults are not any different from other learners in that “they
need to be shown respect.” The preceptor needs to acknowl-
edge the classroom and life experiences apprentices bring with
them (Lieb, 1991).
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TRANSFORMATIONAL LEARNING:
CREATING MEANING FROM EXPERIENCE

For the development of guidelines for preceptors, the research on
transformational learning adds to and complements the work by
Knowles, providing direction in the creation of the learning experi-
ence. Baumgartner (2001) explains transformational learning in
this way: “Knowledge is not ‘out there’ to be discovered but is
created from interpretations and reinterpretations in light of new
experiences” (p. 16). Transformational learning comes about when
people create meaning from the experiences they have. It involves
transforming or changing their perspective, habits, or way of think-
ing about something, leading to a modification in their frames of
reference. By critically thinking about the assumptions they hold
about something, talking with others who may have different ideas
or beliefs, taking some action on their new insight, and finally
evaluating the results, individuals change their frames of reference
(Mezirow & Associates, 2000).

The steps used in the transformational learning process are to

1. help learners become aware of their own underlying assump-
tions

2. offer alternative theories and new assumptions
3. facilitate discourse either one-on-one or in a group setting
4. provide opportunities for critical reflection
5. move to further discourse (optional)
6. move to further critical reflection (optional)
7. have students express their new understanding through their

new frame of reference (Hancock, 2003).

The points listed above are not necessarily sequential. For
example, some discourse may actually occur first as the preceptor
helps people discover assumptions they have. Some of the above
points may also be repeated frequently during the process.

Teaching learners to become aware of their assumptions is
probably the most difficult step to accomplish. The preceptor and
apprentice may want to return to this point many times.

To facilitate discourse (the third point), it is necessary to
establish a good professional relationship and a climate of trust.
Without trust, it will be difficult to have a meaningful discussion
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about the assumptions a person holds and even more difficult to
help with the transformation process.

There are many ways to develop trust between the preceptor
and apprentice. Some are as simple as listening to the person,
showing them through feedback that you understood what they
were saying and then remembering their ideas so they can be
incorporated at other times during the learning experience. It
is also important to avoid blaming, ridiculing, or making broad
generalizations. When a group is very diverse, cultural differences
makes it difficult to tell jokes so that no one is offended. Of course,
personal information must always be kept confidential. Finally, it
is important to show respect for the students as adults because
this respect develops into mutual trust. Showing respect includes
consideration in developing assignments and then giving careful
explanations of the assignments so that they do not appear to be
busy work. The effort spent developing students’ trust is important
for a good educational experience.

GUIDELINES

From this brief overview of the work of these two researchers
it is possible to develop some helpful guidelines for achieving a
successful experience for the apprentice.

Guideline 1

The preceptor selected must be well prepared in the substan-
tive content area and understand the characteristics of
adult learners.

Based on the tenets of transformational learning, the role of the
preceptor is to help the apprentice gain additional knowledge and
skills in his/her area of expertise. If the preceptor is selected by a
third party, that person needs a clear understanding of the abilities
of both the preceptor and the apprentice to obtain a good fit
between the two people. If the apprentice selects his/her own
preceptor, he/she needs to understand the qualifications of the
potential preceptors in order to achieve the educational experi-
ence desired.
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Guideline 2
The preceptor and the apprentice must work together to
develop the objectives and learning outcomes for the experi-
ence (Wlodkowski, 2001a).

There are four important components in this guideline.

1. Transformational learning concepts stress the importance
of the preceptor’s understanding the assumptions the apprentice
brings to the experience. These assumptions provide the base on
which the preceptor builds the learning experience. Usually a con-
versation based on a few questions such as “What do you hope to
gain from this experience?” or “What are your major concerns?”
will provide basic information. Another strategy is to modify a
standard needs assessment test to fit the particular situation. No
method will identify all of an apprentice’s assumptions. As precep-
tors and apprentices work together and as a climate of trust and
collegiality develops, the preceptor will find that the apprentice
has other assumptions the preceptor may want to incorporate into
the experience.

2. Knowles’s work underscores the importance of the pre-
ceptor’s understanding the goals the apprentice hopes to achieve
from the experience so that, as much as possible, these goals can
be incorporated into the experience. It is very easy to choose lofty
goals with unrealistic expectations and so the preceptor will need
to work with the apprentice so the apprentice understands how
much can realistically be learned in one experience.

3. Objectives and desired learning outcomes must be clear
and easily understood. Again, based on Knowles’s work and the
characteristics described by Lieb, the apprentice should understand
how this experience will build on previous learning. Adult learners
tend to be self-directed and can independently move ahead with the
learning by reading professional journals, searching the Internet for
related information, and so on (Wlodkowski, 2001a, 2001b).

4. Transformational learning can be enhanced when goals
are stated as problem-solving goals. Wlodkowski explains that, “In
working on a problem-solving goal, learners formulate or are given
a problem to solve. Although the goal is clear (solve the problem)
the learning is not definite or known beforehand” (Wlodkowski,
2001c, p. 158).
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5. Finally, it is important for both the preceptor and the
apprentice to have a mutual understanding about what will consti-
tute a successful experience (Wlodkowski, 2001a).

Guideline 3

The learning environment is respectful to both the preceptor
and the apprentice (Wlodkowski, 2001).

There are things the preceptor can do to establish a positive and
respectful learning environment.

1. In most workplaces there are rules of conduct that profes-
sionals are expected to follow. If the apprentice is not or has not
been employed in the same location as the preceptor these rules
should be reviewed.

2. Transformational learning emphasizes dialogue and dis-
cussion. When the apprentice and the preceptor are from different
cultures or backgrounds or have different first languages, it is
important to acknowledge that words may have different meanings
and that biases learned early in life need to be set aside.

In these circumstances preceptors may find it difficult to de-
velop a good discussion or dialogue. One solution is to use a
variation of Socratic questioning, not only to solve problems but
also to better understand problems and the context in which they
occur. This method involves identifying the instructional objective
to be addressed and then planning a sequence of questions that
will help the apprentice understand the concept. When this method
is used, the preceptor should not be the only one asking the ques-
tions. The apprentice should also be encouraged to do so. Asking
the apprentice to explain his/her understanding of the discussion
helps ensure that there are no misunderstandings. Finally, summa-
rizing the discussion is also beneficial (Hancock, 2003).

Guideline 4

Learning should move along a continuum from preceptor
directed to apprentice directed (Hancock, 2003).
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Immediately after objectives and learning outcomes are established,
the preceptor should take the lead in directing learning activities.
As the apprentice progresses through the preceptorship and see
that his/her goals are being met by the learning experiences, the
preceptor should encourage him/her to take more responsibility
for his/her learning. This can be as simple as finding additional
resources or as complex as developing a project related to the
apprentices’ area of interest.

Guideline 5
Learning should progress from beginning concepts to ad-
vanced ones (Hancock, 2003).

Organizing the learning experiences from simple to complex is
also called assisted learning or scaffolding. This method involves
“giving clues, information, prompts, reminders, and encourage-
ment at the appropriate time and in the appropriate amount and
then gradually allowing the [apprentice] to do more and more
independently (Wlodkowski, 2001a). “Adults . . . appreciate the
support assisted learning offers because it tends to be concrete,
immediate and tailored to their . . . needs” (Wlodkowski, 2001a).
Wlodkowski suggests several ways this can be done.

1. Modeling involves the preceptor demonstrating how to do
something. The apprentice then performs the task under the
supervision of the preceptor.

2. Thinking out loud is another method in which the preceptor
states each step of the process needed to accomplish an activity.

3. Anticipating difficulties involves a discussion between the pre-
ceptor and the apprentice about where problems might occur
and how they could be resolved.

4. The preceptor may also provide prompts and/or cues to help
the apprentice remember the different steps required.

5. The level of difficulty of the activity can be regulated with easier
tasks at the beginning and harder ones added as the apprentice
gains proficiency.

6. Reciprocal teaching involves the apprentice teaching the precep-
tor a concept. This strategy works very well after the preceptor
and apprentice have established a comfortable working rela-
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tionship. Teaching someone else is an excellent way to rein-
force a skill or concept.

7. Finally, checklists are helpful when there are many steps to
remember (Wlodkowski, 2001a).

Guideline 6

Feedback is constructive and effective.

Prompt, constructive feedback is one of the most powerful tools
a preceptor has to help the apprentice have a positive learning
experience and outcome. Apprentices can “evaluate their prog-
ress . . . maintain their efforts toward realistic goals, self-assess,
correct their errors efficiently, self-adjust and receive encourage-
ment from instructors and others” (Wlodkowski, 2001b, p. 192).
Some of the characteristics of effective feedback include:

1. Providing sufficient information to apprentices so that they un-
derstand the changes or modifications needed.

2. Helping apprentices understand how close they are to reaching
the standard, objective, or goal, or how much more they need
to do. For example, if giving professional presentations is a
goal, the apprentice could be rated or scored on each of the
attributes of an effective presentation.

3. Being specific and constructive. General suggestions do not help
apprentices achieve their goals, but specific ones do. Preceptors
should consider themselves successful if at the end of the
educational experience apprentices can accurately assess their
performance and adjust it according to the goal(s) they want
to achieve.

4. Providing timely feedback. There may be situations when a delay
in providing feedback is beneficial. For example, if the appren-
tice is very anxious or upset by the event, a delay will allow
him/her time to calm down. The apprentice may better under-
stand the feedback in a calmer state.

5. Giving frequent feedback. It is easier to correct a problem before
a habit is firmly established or the situation is out of hand.

6. Emphasizing good performances and things done well rather than
always focusing on problems.
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7. Finally, differential feedback, which measures the difference be-
tween the prior feedback and the present, helps apprentices
recognize how much they have improved in a specific skill.
When trying to master difficult skills or concepts it is easy to
be discouraged. Helping apprentices understand how much of
a concept or skill they have mastered can provide the necessary
encouragement to continue moving forward (Wlodkowski,
2001b).

The amount of feedback to provide is always a matter of
judgment on the part of the preceptor. Too much feedback may
cause apprentices to think they are incapable of any accomplish-
ment, and too little feedback can lead them to think the preceptor
is not interested. The middle ground will vary from apprentice to
apprentice and may be difficult to find.

Guideline 7
The learning activities are relevant (Wlodkowski, 2001a).

Adult learners are busy people with multiple responsibilities. Activ-
ities included in this experience must be related to objectives and
learning outcomes and apprentices need to understand how these
activities relate to goals. Although there are many ways to ensure
that this happens, there are two that are easy to use and that have
stood the test of time. The first method uses the following five
steps to create an interesting learning experience:

1. The activity is safe, so the apprentice will not feel embarrassed
or humiliated if his/her performance is less than perfect.

2. The apprentice can be successful in some way with the activity.
3. The activity is interesting and not just “busy work.” Adult

learners with hectic lives are interested in projects or activities
that hold their attention and relate to their learning objectives
and outcomes; they are not motivated by projects that do not
interest them.

4. There is some element of self-determination in the activity
such as participation in a discussion or finding a journal article
or Internet resource.

5. The activity is relevant for the apprentice. The preceptor may
have selected the activity because of the apprentice’s concerns,
interests, or prior learning experiences (Wlodkowski, 2001).
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The second method is called the K-W-L strategy and is com-
posed of the following three phases:

Phase 1: Learners identify what they think they Know about a
specific topic (Wlodkowski, 2001b). Received by the
preceptor in an accepting manner, this is a helpful way
to uncover misconceptions and erroneous information
about a specific topic.

Phase 2: Learners find out what they Would like to know about
the topic. Questions and discussions during this phase
provide opportunities for learning based upon appren-
tices’ previous knowledge.

Phase 3: What has been Learned is reviewed. This permits both
the preceptor and the apprentice to evaluate the results
of a particular activity (Wlodkowski, 2001).

Guideline 8
The assessments are fair, valid, and clear (Wlodkowski, 2001).

Assessment of activities, projects, and work of the apprentice by
the preceptor is an important part of the learning experience.
This assessment involves the evaluation of accomplishments. The
criteria and methods by which the apprentice will be evaluated must
be explained before the apprentice begins this learning experience.
Assessment should be impartial and as free from cultural bias
as possible. Exams and papers are only one way to evaluate the
apprentice’s performance. Demonstrations, the development of
applications that can be used in future employment, and projects
requiring the integrating of major concepts from different fields
all provide meaningful assessments of learning that occurred
during the preceptorship. If apprentices understand how they are
to be evaluated they will be motivated to take more responsibility
for their learning experience.

SUMMARY

Research and writing about adult learners is a good source of
information for helping a person working as a preceptor develop
an effective educational experience for an apprentice. From the
research in the field of adult learning today, the work of two
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researchers, Malcolm Knowles, who focused on Andragogy, and
Jack Mezirow, who studied Transformational Learning, were se-
lected. These researchers provide a strong base for the eight guide-
lines that were discussed and that can be used in creating effective
educational experiences for apprentices. The guidelines include:
selecting preceptors well prepared in the substantive content area,
the joint development of objectives and learning outcomes, a re-
spectful learning environment, working toward an apprentice-
centered environment, planning the educational experience so it
moves from the simple to the complex, offering constructive feed-
back, using relevant learning activities, and having fair, valid, and
clear assessments. Although other helpful guidelines could be used,
the ones suggested here can help a preceptor create a valuable
learning experience for an apprentice.
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CHAPTER 3

A Model Preceptor Program
for Student Nurses

Deborah Wright Shpritz and
Ann M. O’Mara

Nursing schools across the country are implementing inno-
vative clinical courses and teaching strategies in response
to changes in health care and nursing education. Despite

increasing numbers of students applying to nursing schools, many
schools cannot offer admission to all qualified students due to the
decreasing numbers of clinical faculty and the decreasing availabil-
ity of adequate clinical sites (American Association of Colleges
of Nursing, 2004). This dilemma challenges faculty to find new
approaches to clinical instruction. Until recently, the traditional
approach to clinical teaching was one instructor supervising a group
of 8–10 students. This approach creates a number of problems,
including inadequate preparation of the student for the real world
of nursing, insufficient time to practice complex technologies, and
a superficial and unrealistic exposure to the complexities of the
particular unit/facility. A number of nursing schools have discov-
ered that this artificial reality ignores the immense contributions
that experienced staff nurses can make to the student’s full realiza-
tion of nursing practice. Consequently, several nursing programs
are using staff nurses as preceptors to help mitigate the reality
shock often felt by the new graduate.

28
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PURPOSE

The purpose of this chapter is to

1. describe preceptorships and the advantages and disadvantages
of precepting undergraduate nursing students,

2. describe the roles and responsibilities of the involved individ-
uals,

3. identify important factors in the selection process of faculty
and preceptors,

4. describe the process of developing and implementing a precep-
tor course with reference to a model program, and

5. describe the process for designing and implementing a pre-
cepted course with reference to a model program.

PRECEPTOR PROGRAMS
IN UNDERGRADUATE TEACHING

A preceptorship is a one-to-one contractual relationship between
student and preceptor with a set time limit delineated at the begin-
ning of the educational experience. The student works with the
preceptor to achieve clearly defined professional, experiential ob-
jectives.

Often preceptorships are confused with apprenticeships, con-
juring up the old diploma programs of the 20th century. Imbedded
in the old concept of apprenticeship was the notion of contributing
to the work environment with learning as a secondary outcome.
With preceptorships, learning is and must be maintained as the
primary goal. Accomplishing this goal involves a minimum of three
individuals—the faculty member, the student, and the preceptor.
The remainder of this chapter will use this simple triad as the
exemplar for discussing all aspects of the preceptorship.

Whereas apprenticeships have a long and troubled history in
nursing education, preceptorships are receiving positive evalua-
tions in the contemporary world of nursing education. As early
as 1981, Chickerella and Lutz maintained that the advantage of
preceptorships outweighed the disadvantages. Just what are these
advantages and disadvantages?



30 The Role of the Preceptor

Advantages of Preceptor Programs to the Faculty

Serving as faculty for a precepted course does not abdicate the
faculty’s responsibility for educating and evaluating students. The
advantages for faculty include flexibility, increased collegiality with
other faculty and staff nurses in the clinical facility, and individual-
ized time with students. Collaboration in research or continuing
staff education is not only an advantage to the faculty, but may
also serve as a reward to preceptors. With the continued emphasis
on scholarly productivity in academic settings, access to patient
populations for research is both important and problematic, espe-
cially in light of the HIPPA regulations. However, this access
problem may be mitigated by the close working relationship that
develops between faculty and preceptors. One outcome of this
relationship can be the encouragement of staff by faculty to identify
researchable clinical problems and ultimately to engage in collabo-
rative research or other projects.

Unfortunately, the reality of staffing in most health care set-
tings is often such that attending continuing education programs
outside one’s own facility is severely limited. Declining resources
have also resulted in reduced professional development staff for-
merly available to provide individualized continuing education pro-
grams to clinical staff. Faculty members are well prepared to assist
in the preparation and presentation of relevant clinical topics either
in a lecture in-service format, journal club, or by conducting nurs-
ing grand rounds. Faculty can also serve as a resource for precep-
tors, the clinical unit, and the education department.

Advantages of Preceptor Programs to the Preceptor

A number of advantages and sources of satisfaction have been
identified in the literature. In fact, these sources of satisfaction have
often been the impetus for clinical agencies to seek collaborative
relationships, in the form of preceptorships, with schools of nurs-
ing. The most notable advantage is increased job satisfaction. Re-
lated to this general feeling of satisfaction is the fact that preceptors
find that teaching students

1. adds a new dimension to their work worlds, keeping them
challenged and stimulated and increasing their level of profes-
sionalism;
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2. affords different kinds of teaching opportunities that can influ-
ence nursing practice;

3. motivates them to maintain and upgrade clinical skills and
knowledge;

4. affords opportunities to learn from students; and
5. contributes to professional growth and development and pro-

motion.

In addition to the advantages for the preceptor, there are
advantages for nursing service/education. As students’ performance
can be closely scrutinized, recruiting new graduates takes on a
different dimension. Nurse managers recognize that orientation
of new graduates who have precepted on their assigned unit is
accomplished more efficiently and effectively. This process en-
hances new employees’ transition to their role as nurses.

Advantages of Preceptor Programs to the Student

In general, nursing educators agree that using preceptorships in
nursing education, particularly in the students’ final semester, can
build students’ confidence and self-esteem, increase the level of
independent functioning, provide opportunities for role socializa-
tion and for acquisition of competence and confidence in per-
forming clinical and problem-solving skills, critical thinking, and
the application of theory to practice (DeYoung, 2003; Gaberson &
Oermann, 1999; Oermann, 1996).

On a more practical level, students find their learning needs
are more easily met and their anxieties reduced. They have learned
how to demonstrate their skills and knowledge to potential employ-
ers. Having their eyes opened to the reality of professional nursing
practice is a maturing experience for most students; they get to
experience the typical day of a nurse. Students learn better time
management and organizational skills, as well as the importance
of flexibility. Such comments as, “I had no idea nursing was so
multifaceted,” “Nursing is more teamwork than I thought,” and
“What I was taught in class really is relevant!” demonstrate the
tremendous growth nursing students experience when precepted.
Students also show increased responsibility for their own learning,
setting the stage for lifelong learning.
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Haas, Deardorff, Klotz, and colleagues (2002) identified unan-
ticipated benefits for students in a precepted experience. Percepted
students were found to be able to assume more responsibility,
prioritize more acutely ill patients, and perform a greater number
of skills than students in a nonprecepted course. Camaraderie
developed between the student and preceptor. Students felt a sense
of inclusion on the unit and became more actively involved in
seeking information from a variety of sources (e.g., preceptor,
physician, literature) and sharing it with faculty.

Disadvantages of Preceptor Programs to the Faculty

Whereas many may think being the faculty in a precepted course
is easy and not as labor intensive as teaching in a regular classroom
or being an on-site clinical instructor, a precepted course does have
its disadvantages. The evaluation process can produce a number of
anxieties for faculty. If the preceptor’s information on student
behaviors is incomplete or vague, an adversarial relationship can
arise between preceptor and student.

Instead of the usual one-to-nine student ratio, faculty now
deal with a preceptor for every student. Student numbers may
approach 20 in a course. That means the faculty must interact
with 40 people, not including the nurse managers who are often
the starting point of the preceptorship process. Site visits and
follow-up phone calls to preceptors and students are extremely
time consuming. Because most preceptors prefer not to be called
at home, contacting them during work hours can be difficult, as
preceptors often change shifts.

Faculty must be reachable when students are on the clinical
units. This on-call status can be stressful and demanding. Making
site visits to different clinical facilities can also be demanding and
time consuming, especially if facilities are not in close proximity
to one another. Additionally, it is sometimes difficult to find time
to talk with students during site visits to the unit due to unit
activities, the patient’s condition, or the student’s increased
involvement in unit activities.

In general, the academic semester defines the beginning and
the ending to courses. Unfortunately, this may not be the case
with precepted courses. Faculty spend more time organizing and
preparing for a precepted course. Several weeks to a month prior
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to the start of the course, faculty must spend a considerable amount
of time negotiating student placements and orienting preceptors.
Even after a relationship is established with a clinical facility or
unit, it is not safe to assume that the same unit and preceptor will
be available for each subsequent semester. Thus, the negotiating
process is ongoing.

Despite the identified disadvantages to all members of the
relationship, preceptorships in undergraduate nursing programs
are flourishing (Bain, 1996; Haas et al., 2002; Lengacher & Tittle,
2000; McCarty & Higgins, 2003; Trevitt, Grealish, & Reaby,
2001). Although most programs are using preceptors to bridge
the ideal of the educational environment with the reality of the
workplace, the literature identifies use of the preceptorship model
at different places in the curriculum (Beeman, 2001; Nordgren,
Richardson, & Laurella, 1998) and in a variety of settings (Len-
gacher & Tittle). In this chapter, the focus will be on preceptorships
used in the students’ final semester.

Disadvantages to the Preceptor

Release time from usual patient assignments for preceptoring is
seldom an option, and preceptors must determine how they will
blend patient care with student teaching. For some, this is a chal-
lenging and satisfying art but for others, it is a source of frustration
and stress. Inadequate preparation and inexperienced staff (less
than 1 year) are additional difficulties. Without rewards and/or
support, preceptor burnout can occur. This is especially the case
if the same preceptor is continually used semester after semester.
Balancing the complex needs of patients with the learning needs
of students is the major challenge for the preceptor. The increasing
complexity of patient care and decreased length of stay of many
patients can also be seen as a drawback. This balancing act usually
translates into extra time spent and increased responsibility at work.

Disadvantages of Preceptor Programs to the Student

Usually the advantages of the precepted experience outweigh the
disadvantages. However, it is important that students be aware of
the potential disadvantages. Prior student experience in the clinical
setting has usually been limited in terms of daily clinical hours.
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Teaming with preceptors requires students to work the same shift,
which can be 12 hours long. Often students are not prepared for
these long days. Students with this difficulty are advised to gradu-
ally increase their workdays from 8 hours to 10 hours to 12 hours
to ease the transition.

Students must also balance course schedules with preceptors’
work schedules. Factoring in family time and time to complete
course assignments and scheduling the required number of hours
can sometimes be difficult. Additionally, clinical time can poten-
tially be canceled if the preceptor is ill or if his/her schedule is
changed unexpectedly.

Working on a specific unit for the precepted course confines
students’ experience to one patient population. Students’ opportu-
nity to practice skills is limited to those associated with the unit,
which can be limiting when applying for a job following graduation.

Evaluation Process

Students may find the evaluation process more difficult than the
usual clinical grading process, particularly those who are in danger
of failing. Instead of the usual faculty–student relationship govern-
ing the evaluation process, now there is a third person (the precep-
tor) involved in the relationship. Faculty seldom directly observe
student behaviors; rather they rely on the preceptors’ observations
and, based on these observations, judge the students’ ability or
inability to accomplish clinical objectives.

Preceptee–Preceptor Relationship

Work expectations and communication styles may be a source of
friction in the preceptee–preceptor relationship. What preceptors
expect students to accomplish and learn may not be congruent with
students’ expectations or may even be beyond their capabilities.

Preceptor Absences

There are times, due to illness or other commitments, when the
preceptor will be absent and another staff member must fill in as
the student’s preceptor. Just as students find it hard to rotate from
one clinical site to another, similar anxieties and uncertainties arise



A Model Preceptor Program 35

when the preceptor is absent. This is particularly true when the
preceptee–preceptor relationship is a strong, mutually rewarding
one. However, some students have viewed this occurrence as an
opportunity to see alternative problem-solving and communication
styles and different methods of organizing the workday.

ROLES AND RESPONSIBILITIES:
FACULTY, PRECEPTORS, STUDENTS

The potential success of any precepted relationship relies on a
clear understanding of the roles and responsibilities of all involved
individuals. The following discussion highlights the major respon-
sibilities of each member.

Faculty Role
Lambert and Lambert (2001) identify faculty roles as those of
consultant and coevaluator. Faculty in a precepted experience must
facilitate relationships between preceptors and students, monitor
student learning experiences, and evaluate student performance.
Facilitating the experience is the most critical as it requires faculty
to be clear and open communicators. Validation, rephrasing, and
summarizing conversations with preceptors should be done fre-
quently. When discussing the clinically weak student with the
preceptor, faculty may need to follow up and write formal summar-
ies. Successful facilitation of the relationship will aid in faculty
monitoring and evaluating students’ progress.

The work of Hseih and Knowles (1990) summarizes the rele-
vant issues related to the faculty role in facilitating the preceptor-
ship relationship and ultimately monitoring and evaluating
students. Hseih and Knowles identify seven themes as important
to the preceptorship relationship:

1. Faculty are the catalysts for building and maintaining trust
with preceptors and students, as well as between students
and preceptors.

2. By clearly defining expectations of all participants faculty can
greatly reduce confusion among participants. Handouts, a
course description, and a preceptor manual are helpful in rein-
forcing expectations.
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3. The usual set of support systems is no longer in place for either
the preceptor (coworkers are not often preceptors) or the
student (peers who may not be on the same unit). The faculty’s
role is to encourage preceptors and students to verbalize con-
cerns, problems, and the changed roles associated with precep-
torships.

4. Just as all students do not come with prerequisite skills and
knowledge, not all preceptors possess requisite teaching and
communication skills. Honestly communicating the potential for
less than perfect performance to both the preceptor and stu-
dent sets the stage for a positive experience. By implementing
this approach early in the relationship, faculty can avoid the
pitfalls inherent in 3-person interactions.

5. The manner in which one learns must be respected and accepted.
The classic counterexample of this is the strict and regimented
training of earlier schools of nursing in comparison to the
present approach using adult learning principles. Faculty must
take the lead in helping students understand preceptors’ teach-
ing methods, and, conversely, helping preceptors understand
students’ approach to learning. The goal is to reach consensus
and not threaten anyone’s basic personality.

6. Acknowledging feelings of uncertainty and anxiety on the part
of both the preceptor and student will go a long way in main-
taining everyone’s sense of self-worth. Such techniques as self-
disclosure, positive feedback, and an attitude of confidence
will facilitate an environment of encouragement.

7. Faculty successful in implementing the above aspects of a
preceptor program will require a considerable amount of mu-
tual sharing of self and experience between preceptor and student.
Closely related to this is the sense of trust that faculty must
convey to the preceptor and the student.

Evaluation of Students

In the grading of clinical performance, Pass/Fail grades facilitate
identifying student behaviors and evaluating student performance.
Only faculty have the requisite skills and knowledge of the evalua-
tion process for deciding student achievement of course objectives.
Emphasizing that this responsibility remains with faculty can con-
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siderably reduce a preceptor’s anxiety. On more than one occasion
a preceptor has said, “I don’t want the responsibility of deciding
this student’s fate.” Although the preceptor plays a large role in
the decision-making process, the final decision and its communica-
tion to the student rests with faculty. Two issues regarding evaluat-
ing students include explaining to the preceptor that it actually is
the faculty who determines the student’s grade and handling those
students who are unsafe, lack adequate knowledge, or act unprofes-
sionally.

From initial meetings with preceptors, faculty must continu-
ally emphasize the preceptor’s role in describing student behaviors.
The next step involves giving faculty interpretation of student
behavior feedback to the preceptor. For example, when a preceptor
is unsure as to the safety of a student’s actions (e.g., using correct
techniques, stating accurate rationale), faculty must obtain specific
clinical examples, including a time frame, and explain to the precep-
tor how these actions are (or are not) meeting clinical objectives.

It goes without saying that some students will not be success-
ful, be it in a traditional or a precepted clinical experience. When
such situations arise, before concluding that the student is not
successfully meeting objectives, faculty must closely scrutinize the
setting, including the preceptor. The following situation illustrates
this point.

“I Had No Idea I Was Anxious.”

Laura’s first choice for her precepted experience was the ICU. In
addition to being experienced, her preceptor was a warm, nurtur-
ing individual who did everything in her power to help students
be successful. She recognized the complexities of the ICU and
was able to provide rich learning experiences. On the faculty’s
first visit to the unit, nonverbal behaviors of frustration with Laura
on the part of the preceptor were observed; however, the level
of acuity in the unit precluded any in-depth discussion with the
preceptor. Laura, on the other hand, appeared calm as she fol-
lowed the preceptor everywhere.

The faculty’s follow-up conversation revealed a disturbing sit-
uation. Although Laura’s nonverbal behavior indicated calmness,
her conversations with the preceptor and other staff members
suggested otherwise. For example, on a particularly busy day
when one staff member had called in sick, Laura insisted on go-
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ing to lunch and belittled the staff for not doing the same. When
the preceptor reminded Laura of how busy the unit was and how
potentially unsafe it could be, Laura responded that she had not
thought of it in that way. On several occasions, Laura was late ar-
riving, or asked to go home early. Despite the preceptor’s and
the faculty’s spelling out for Laura the inappropriateness of her
behavior, it continued.

At the conclusion of the fifth clinical day, with eight more re-
maining, the preceptor could see no significant improvement in
Laura’s professional demeanor and believed she could no longer
be an effective preceptor to this student. Given that Laura had
no previous record of such behavior, the faculty considered
other factors, especially the chaotic nature of the ICU. The fac-
ulty member called Laura into her office, reviewed the sequence
of events, and told her she was removing her from this clinical
setting. When the faculty member explored the environment and
Laura’s desire to be placed in the ICU, two issues emerged. The
motivation to work in the ICU was not entirely Laura’s, as she felt
compelled to follow the trend of her peers. Many of her friends
praised the ICU because “there is much more there to learn.” In
the final analysis, Laura really thought that there was an equal
amount to be gained by working on a general medical-surgical
unit.

The second issue was that the ICU setting posed unfore-
seen problems for Laura. This particular ICU was located in the
cancer center of the medical facility. Less than a year prior to the
experience, Laura’s father had died of acute leukemia. She had
watched him succumb to the complications of sepsis and respira-
tory failure. During her 5 days in the ICU, the majority of patients
were being treated for one or both of these medical problems.
In exploring these aspects, the faculty posed the idea that per-
haps Laura had considerable anxiety. At first Laura denied her
feelings, but later recognized that her insomnia and loss of appe-
tite might also be related.

Laura was placed on a step-down coronary care unit with
the understanding that without significant improvement in her
professional behavior she would fail the course. By the third clini-
cal day in the new environment, Laura was proving to be a ma-
ture, highly self-directed student. She successfully met the
course objectives and the second preceptor did not observe any
unprofessional behaviors.

Although many aspects of this scenario are positive, faculty
regretted the fact that the first preceptor did not want to have
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anything to do with Laura after her removal from the ICU. In the
faculty’s conference with Laura, the student posed the question
of going to the preceptor and apologizing for her behavior. In-
stead she was advised to write a letter to the preceptor, outlin-
ing what had occurred. Under a different set of circumstances,
the faculty believes the preceptor would have seen a very differ-
ent student.

In situations where a student is clearly unsafe, the implementa-
tion of school policies and procedures related to unsafe perfor-
mance should be followed. Due process is essential, with all
evaluative statements emanating from the faculty, not the pre-
ceptor.

Preceptor Role

Broadly speaking, the role of the preceptor is to bridge the gap
between the idealism of the academic environment and the reality
of the workplace. The preceptor role is one of the most effective
in bridging this gap. Lambert and Lambert (2001) see the roles
of the preceptor as teacher/role model, workplace socializer, and
coevaluator. Through role modeling, coaching, demonstration,
and dialogue, the preceptor helps the student ease the transition
to the “real” world of nursing (Rittman & Osburn, 1995). Precep-
tors can help guide students through problem solving and the
critical thinking process by thinking out loud when they make
decisions regarding patient care. Preceptors often say they feel
uncomfortable and silly doing this as they just do it automatically.
After providing an explanation to the preceptor as to the value of
this exercise, most are willing to try it. Anecdotal student feedback
indicates that it is most helpful.

Above all else, honest and open communication will establish
a positive learning environment. The following responsibilities are
germane to the preceptor role. The preceptor should

1. contract with the student for a specific period of time for
the clinical experiences during the semester and provide an
orientation to the clinical unit,

2. collaborate with the student to develop learning experiences
congruent with the student’s goals and objectives,



40 The Role of the Preceptor

3. provide specific and effective ongoing feedback to the student
through verbal and written communication,

4. communicate with faculty as to the student’s progress and the
nature of his or her overall learning experience,

5. be open to the need to change and grow, and
6. never abandon the student.

Unfortunately, many of these responsibilities are added to
the numerous patient and unit responsibilities of the preceptor.
Adequate preparation is an effective means for helping preceptors
identify strategies for balancing these multiple demands.

Student Role

The student’s role in a precepted course is that of learner and
collaborator (Lambert & Lambert, 2001). With a full understand-
ing of the course and clinical objectives, students will be formulat-
ing individualized learning objectives. Unlike the traditional
clinical course, the student will be sharing these objectives with
an additional individual, the preceptor. Individualized attention
from the preceptor and faculty can help students formulate and
revise learning objectives. Who has more knowledge of the rich
learning opportunities available on the unit than the preceptor? For
students who have some difficulty identifying individual objectives,
working a couple of shifts on the unit with the preceptor can
give them a more concrete idea of the patient population and the
learning opportunities available to them. The student’s role is to
tap into this wealth of information. The following situation de-
scribes these advantages.

Learning Opportunities

For many years, faculty have supervised students in the tradi-
tional manner of bringing a group of 8–10 students onto a gen-
eral medical-surgical unit and providing as many learning
experiences as possible. Although faculty required each student
to write individualized goals, the accomplishment of these goals
was constrained by time (i.e., presence on the unit restricted to
Thursdays and Fridays), patient availability (i.e., unit capacity of
24 beds), and staffing patterns. Observing a cardiac catheteriza-
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tion was not an option because it was only done on Mondays
and Wednesdays. Most, if not all, students wrote psychomotor
learning goals related to parenteral medications or sterile proce-
dures. At the conclusion of the semester, it was not unusual for
some students to have missed the opportunity for one or more
of these experiences. A course using preceptors changes all of
that.

In the process of creating and piloting a required precepted
course, faculty have no idea of the extent of learning opportuni-
ties that will become available to students. The logistics of the
course require the student to spend 126 hours over 7 weeks with
a preceptor in a selected area of interest. These 126 hours aver-
age approximately 18 hours per week; however, faculty caution
students not to confine themselves in this manner. Rather, the
objective is to show 126 hours of clinical time at the end of 7
weeks (some weeks may be 24 hours, other weeks 8 hours). Stu-
dents are expected to negotiate with preceptors and fit the
hours in around their other school class times. Consequently, stu-
dents may spend an occasional weekend with the preceptor,
and, often, students are never in the clinical area on the same 2
days in successive weeks.

Flexibility in scheduling, coupled with the lack of competi-
tion for learning activities on the unit (usually only one or two stu-
dents are precepted on any one unit) opens a number of doors
to the student. For example: a Cancer Center, consisting of two
medical units, a surgical unit, an ICU, and an ambulatory clinic,
was one of the first to become involved in the course and pro-
vided a wonderful example of that wealth of learning opportuni-
ties. When students were precepted on one of the oncology
units, they were offered the following opportunities as part of
their total clinical experience: observational days on the other
units as well as in surgery, observing one of the ongoing support
groups, and participation in any of the core oncology courses of-
fered to the staff. Because there were only one or two students
on the unit, the entire staff became vested in the students’ learn-
ing, offering multiple opportunities to observe and practice com-
plex procedures.

Once the door to learning had been opened, students, on
the whole, became eager and creative in identifying other learn-
ing opportunities. For example, several students became in-
volved in the data collection of a faculty member’s ongoing
study of coping in cancer patients.
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Self-direction is a quality faculty look for and demand of all stu-
dents; it is a must in a preceptorship. The advantage in a preceptor-
ship is the support faculty can often gain from the preceptor in
encouraging students to be self-directed. Often students are
shocked when they find that they are expected to devise their own
clinical schedules. For some this first assignment is problematic.
Students have available to them information regarding the flexibil-
ity of their clinical days and are advised that they may be expected
to work weekends and off shifts with their preceptors. When given
this information early, students are usually able and willing to
make the necessary changes in their lives and schedules.

Another aspect of self-direction is accountability. Prior to
the precepted course students are held accountable by required
preclinical preparation time, thereby giving them the time and
opportunity to acquire the necessary knowledge and skills for safe
practice. The precepted course usually is the first one for which
students cannot prepare ahead of time. Last semester seniors need
to be exposed to situations where they must effectively and effi-
ciently obtain essential information for safe practice in the work
setting. Preparation must be defined differently in a preceptorship.
The knowledge the student brings is not as important as the stu-
dent’s accountability in finding the answers. From the start, faculty
tell students that the statement, “I don’t know” must be followed
with “but I will look it up before (giving the medication, doing
the procedure).” Consequently, most students bring a number of
references to their clinical sites, either personal digital assistants
(PDAs) such as a Palm or Handspring Visor containing relevant
drug references, or drug calculation tools and calculators, general
nursing resources, journal articles, and nursing texts.

Assertiveness is another facet of self-direction that faculty
need to require and nurture in students. Often students are placed
in somewhat passive roles in the traditional clinical setting. They
are competing for limited learning opportunities and a certain
amount of luck determines whether they will be selected for a
particular one. Because this opportunity is greatly reduced in pre-
ceptorships, students must consistently articulate their learning
needs to their preceptors. Experienced preceptors are often adept
in helping students identify and accomplish selected learning goals.
Students working with new preceptors may need some guidance
to remind the preceptor what it is they want from the experience.
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THE SELECTION PROCESS

A process of selecting individuals for a precepted course should be
considered for all three members of the preceptorship relationship.
The following discussion highlights some of the more important
issues to consider.

Selecting the Faculty

Length of teaching experience and the ability to delegate student
supervision are the two most important criteria in selecting faculty
to teach a precepted course. Generally speaking, faculty lacking
these attributes are not well suited to manage a precepted course.
Faculty relinquish control of the clinical learning experience; direct
supervision is delegated to the preceptor. Often, less experienced
faculty have some difficulty with this lack of control. Related activi-
ties, such as asking students about their preparation, identifying
appropriate patient assignments, and observing student–patient
interactions, are not part of the faculty role in this model.

Selecting Preceptors

Considerable control can be exercised when selecting preceptors.
Lambert and Lambert (2001) identify three groups of characteris-
tics to be considered in deciding whether someone should be a
preceptor: clinical nursing characteristics, professional characteris-
tics, and personality characteristics.

Clinical nursing characteristics include at least 1 year of clini-
cal experience, comprehensive knowledge, and interest in profes-
sional growth and mastery of clinical skills. When considering the
nurse’s length of experience in a particular specialty, explore where
the experience has been. For example, a nurse with 5 years medical-
surgical experience, but who is new (i.e., less than 1 year) to the
field of neuroscience, may not be the best candidate for a neurosci-
ence preceptorship.

Assess the nurse’s work schedule to determine whether it will fit
with the student’s school schedule. Although a number of part-
time staff display many attributes of a good preceptor, unless they
work at least 30 hours each week, the student will have difficulty
acquiring the necessary time to achieve course objectives. A varia-
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tion on this is the weekend-alternative staff. Given the increasing
diversity of students, the weekend-alternative clinical experience
may be very appealing, for example, to students with small children.

Professional characteristics of a good preceptor include excel-
lent leadership skills, outstanding communication skills, good deci-
sion-making skills, advocacy for the learner, and the ability to use
resources effectively. A recommendation from the preceptor’s immedi-
ate supervisor regarding these skills should be sought. Teaching
experience is helpful but not always a realistic expectation.

When considering the potential preceptor’s credentials, many
state boards of nursing stipulate that preceptors must possess the
minimum of a bachelor’s degree in nursing in order to precept an
undergraduate baccalaureate student. Oulette (1993) found that
students who were precepted by baccalaureate-prepared nurses
had greater professional socialization than those who were not.
Additionally certification in one’s subspecialty, such as oncology
(i.e., Oncology Nursing Society), critical care (i.e., American Asso-
ciation for Critical Care Nurses Certification Corporation), or
neurosciences (American Board of Neuroscience Nursing) indi-
cates a commitment to professional development.

Desirable personality characteristics include patience and enthusi-
asm; a nonthreatening and nonjudgmental attitude toward others;
a flexible, open-minded, trustworthy manner; a sense of humor;
self-confidence; willingness to share knowledge and skills; and
willingness to commit the time involved in being a preceptor. Of
all these, the most important is the willingness and desire to be a
preceptor, particularly in light of declining resources available for
rewarding the role (Manager’s Forum, 2001).

In the majority of cases, no monetary payment is made to the
preceptor for assuming the role; recognition is the reward. The
incentive to be a preceptor may be the opportunity to work one-
on-one with a student to influence his/her nursing practice. Some
schools offer other small tokens as rewards to preceptors including
library privileges, tuition waivers, recognition luncheons or din-
ners, attendance at continuing education conferences, or special
title designations. Agencies may reward preceptors by providing
special meals, supplying money to attend conferences, or integ-
rating the role into a clinical ladder for promotional purposes
(Manager’s Forum, 2001). It is up to the school of nursing and
the agency to negotiate rewards or incentives for preceptors. For
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many, being valued is actually more important than monetary com-
pensation.

Student Selection

Students cannot be selected for a precepted course based on creden-
tials or other attributes, particularly if it is a required course.
Rather than a selection process, students undergo an education or
orientation process to the precepted course and the roles of the
preceptor and preceptee. A preceptee will often be the only student
on the unit, and finding immediate support from peers may not
be easy. When there is considerable latitude in placement students’
input may help alleviate the sense of isolation they often feel while
on the unit.

DESIGNING AND IMPLEMENTING
A PRECEPTED COURSE

With the full understanding of the roles and responsibilities of
the faculty, student, and preceptor, faculty should find designing
a precepted course similar to designing a traditional clinical course.
In fact, any clinical course can use preceptors. Much depends on
the role faculty wish the preceptors to play in the course. The
course described here requires the student to synthesize previously
learned material and to develop a personal philosophy of nursing.
A preceptorship plays a critical role in helping the student meet
these requirements.

Placement in the Curriculum

The course described here, the Senior Clinical Practicum, is the
student’s final clinical course before graduation, with all courses
in the program being either pre- or corequisites to the practicum.
The course is described in extremely broad terms, thus allowing
student placements in a variety of settings. Students have been
placed in such diverse settings as ambulatory clinics, school-based
clinics, rehabilitation facilities, and long-term care facilities. Stu-
dents are encouraged to identify their own placements preferences.
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POLICIES AND PROCEDURES

Even the most self-directed, mature students need some structure.
In designing the precepted course, having policies and procedures
in place helps provide structure. Policies, procedures and guidelines
should be congruent with those of the academic institution and
the clinical agency. Tables 3.1 and 3.2 list some of the policies,
procedures, and scheduling guidelines for a precepted course.

Grading Policies

Clinical objectives are usually Pass/Fail; all objectives are derived
from earlier courses. Clinical objectives must be attainable in all
settings and, therefore, are stated in very broad terms. The student
is evaluated in the following areas: professional development,
nurse–patient relationship, assimilation as a member of the health
care team, and the nursing process: assessment, analysis, planning,
implementation, and evaluation. Students must earn a “Pass” in
the clinical component in order to receive a passing grade for the
total course.

In addition to the clinical component, a weekly seminar pro-
vides the didactic component of the course and yields its overall
letter grade. Students are graded on their seminar attendance and
participation and completion of written assignments, including a
case study presentation of a patient of their choosing whom they
have cared for on the clinical unit. The weekly seminar is also a
venue for discussing students’ professional development and de-
signing individual plans for directing their career in nursing. This
includes graduate study, the value of professional organizations,
résumé writing, and developing a study plan for passing NCLEX.

Clinical Sites

Prior to the semester in which the precepted course is to be offered,
faculty begin the process of identifying potential clinical sites for
students. This selection can be done through personal communica-
tions of faculty and the agency’s education department or through
letters sent to agencies that have a clinical affiliation with the
school of nursing. Faculty have found that personal communication
works best to ascertain if the agency is unable to participate because
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TABLE 3.1 Clinical Policies and Procedures: Student Responsibilities

1. Students must participate in a unit orientation.
2. A clinical schedule must be submitted to the faculty with each new work

schedule. Faculty must approve clinical schedules and all changes in clinical
schedules. Hours not approved are subject to “make up” time. If the proposed
work schedule must be changed, faculty must be notified prior to the sched-
ule change.

3. All student assignments must be coassigned with the student’s preceptor. As
the preceptor is ultimately responsible for the care given to patients, regular
assessment and follow-up of student’s performance is expected.

4. Some facilities require that any student signature needs to be cosigned by the
preceptor as part of the end-of-shift routine.

5. All incident reports involving the student or the student’s patients need to be
cosigned by the preceptor, and faculty must be notified.

6. Students must be supervised for all medications being given. Some agencies
may limit the medications that students can give. Students must adhere to the
agency policy as it relates to student administration of medications.

7. Students should be supervised for all invasive procedures (e.g., suctioning,
catheterization, etc.) by the preceptor.

8. Primary care is to be provided only to the assigned patient(s). However, super-
vised observations of other patients on the unit can occur at the discretion of
the preceptor.

9. Students who are reporting absent must call the unit, leave a message for the
preceptor with the charge nurse, and notify the faculty member at least 1 hour
prior to the clinical experience. Any clinical time missed must be made up
under the supervision of the preceptor or an approved substitute.

10. Illness or Injury: Students should be referred to student health during daytime
hours or to the emergency room when working evenings or nights. Faculty
should be notified as soon as possible.

11. When Preceptor is Ill: Another preceptor may be assigned to work with the
student so that the work schedule as originally designed by the student and
the preceptor can be maintained. An alternative experience can also be arranged
if possible (e.g., Operating Room or Cardiac Catheterization observation).

12. Students are expected to arrive at least 15 minutes before the start of the
clinical shift.

13. Students scheduling night clinical work must verify safe transportation to and
from the clinical agency.

14. All written assignments must be submitted to faculty on time. Faculty will grade
assignments and return them to students during the next class meeting.

15. Students are required to attend all seminar sessions of the course as scheduled
by faculty.

16. Midterm and final clinical evaluations will be conducted formally by faculty.
Students are responsible for self-evaluation at this time.

17. If students are not prepared or need remediation, faculty will assist these stu-
dents. Preceptors should notify faculty as soon as possible so that students can
be removed from the clinical area and remediation can begin.

(continued)
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TABLE 3.1 (continued)

18. Students who show deficiencies during the rotation must meet with the faculty
member to outline areas for improvement and should meet each clinical day
to review and document progress.

19. Dress Code: Students should wear the official school of nursing uniform unless
an exception is authorized by faculty. School of nursing identification badges
must be worn at all times. Some agencies may require an additional identifica-
tion badge specific to their institution. Students must also adhere to the agency
dress code involving hair, piercings, shoes, jewelry, and so forth.

20. Students need to take responsibility for learning and must seek guidance as ap-
propriate.

21. Safety and Honesty: Students are to refer to the academic institution’s student
handbook regarding the policy on “Unsafe Clinical Performance of Nursing
Students” and “Academic Dishonesty and Irregularity.”

TABLE 3.2 Policies and Procedures for Student-Initiated Clinical Placements

1. Students may not be precepted by a family member or personal acquaintance.
2. In general, students may not be precepted on a unit where they are currently

employed. In rare circumstances, with full cooperation and understanding from
the nurse manager, a student may be precepted on the unit, but it must be on
a shift that the student does not normally work.

3. To be a preceptor, a staff nurse must have a minimum of a baccalaureate degree
in nursing and at least 1 year experience as a registered nurse.

4. If the student has a particular preceptor in mind, he or she is to forward to the
course coordinator, in writing, at least 1 month prior to the first day of class,
the following information:
a. Name of preceptor, credentials, years of experience;
b. Clinical facility, type of unit, unit phone number;
c. Name and phone number of preceptor’s first-line supervisor (usually this

is the nurse manager); and
d. Name and phone number of the director of staff development, or the equiva-

lent person in charge of student placement in the particular unit.
5. If the student has a particular clinical facility in mind but not a preceptor, he

or she is to forward to the course coordinator, in writing, at least 1 month prior
to the first day of class, the following information:
a. Name and phone number of the clinical facility; and
b. Name and phone number of the director of staff development or the equiva-

lent person in charge of student placements in the facility.
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of internal policies (e.g., faculty must be on-site, no unlicensed
precepted students) or staffing restrictions. Additionally, place-
ment of students in acute care settings is often complicated by
decreased length of stay for patients in acute care facilities, affecting
occupancy rates and the nursing shortage. Identifying alternative
clinical sites such as home health agencies, long-term care facilities,
and community settings is also important. For some students,
the large academic health center is overwhelming and unfriendly.
Small, community-based, and rural hospitals can be ideal place-
ments for these students.

Students are asked during preregistration to complete a “Clin-
ical Preference Questionnaire” to help faculty make appropriate
placements. Information includes the students preference for
clinical specialties (e.g., adult, pediatrics, community health) and
subspecialties (e.g., neuroscience, critical care, oncology), any
transportation difficulties, geographical preferences, and employ-
ment information.

As faculty become more experienced with a precepted course,
students can be given an increasing amount of freedom to find
their own clinical placements. Table 3.2 describes the process for
a student-initiated clinical placement. Some facilities, particularly
those used by a number of different nursing programs, have re-
quested only faculty contact for student placements. Smaller, less
frequently used facilities have embraced the notion of working
with students to find a suitable placement. By giving students this
freedom there is less pressure on faculty to contact so many facili-
ties. Faculty have also found that students who establish their own
sites are more enthusiastic about the experience.

PRECEPTOR PREPARATION

Preparation of the preceptor for the role of clinical teacher is as
important as preparing the student for the precepted experience.
The method of preparation varies, depending on the school of
nursing and the clinical agency. A preceptor workshop is preferable,
where there can be face-to-face interaction of preceptors and fac-
ulty. The reality of today’s health care environment is that the in-
person attendance of a preceptor at a workshop is not always
feasible. Some agencies offer a preceptor workshop twice yearly,
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inviting all nurses who are interested in becoming preceptors to
attend (Meng & Conti, 1995). One-on-one orientation of the
preceptor may also be required, especially at smaller agencies where
only one or two students are placed. Regardless of which method
of preparing the preceptor is used, the following topics should
be included:

1. curriculum overview and course description;
2. roles of faculty, student, and preceptor;
3. adult learning principles;
4. teaching strategies;
5. legal ramifications of precepting an unlicensed student;
6. methods of describing student performance versus evaluating

student performance; and,
7. chronology of student progression so that preceptors have an

indication of where students should be at various points in
the experience.

Curriculum Overview and Course Description

It is important that preceptors understand how the precepted
course fits into the overall education of the student. Course descrip-
tion, objectives, requirements, evaluation of student performance,
and policies and procedures are discussed.

Roles: Faculty, Student, Preceptor

Preceptors are given essentially the same information on roles that
was presented earlier in this chapter. Preceptors usually have a
number of questions related to role delineation. Most frequently
asked questions relate to the use of faculty by the preceptor and
under what circumstances the student is held (or not held) account-
able.

Preceptors are told to call faculty when they believe it is
essential to remove the student from the clinical unit for whatever
reason, when they think that student behavior needs to be validated,
and any time they feel they need to communicate with faculty.
When in doubt or if preceptors think they should call the faculty
for something, preceptors should call.



A Model Preceptor Program 51

Teaching Strategies and the Adult Learner
Whereas all nurses are educated to and have assumed the role of
teacher, the preceptors’ perspective is often limited to patients.
The goal of preceptor preparation is to broaden that perspective.
This can be done by having guest speakers review case scenarios
and by asking participants to reflect on their own educational
experiences. Videotaping guest speakers can be valuable for future
workshops or for those participants who cannot attend.

A discussion of the phenomena that can affect the teaching–
learning environment is important. In addition to the obvious ones
of patients’ emotional responses, presence of other health care
providers, and changes in patient status, preceptors also learn and
are encouraged to include strategies such as role-playing and prob-
lem solving using case studies. Other important topics include
conflict management, role modeling, and effective ways to moti-
vate students.

Describing Student Performance versus Evaluating
Student Performance

Although the roles of the preceptor and faculty are delineated,
special consideration is given to a more thorough exploration of
student evaluations. Preceptors often express confusion and anxiety
with regard to this process. A number of clinical examples can be
used to reinforce their role. Another concern of faculty are those
preceptors who are unable to tell a student his/her weaknesses
and yet express to the faculty serious reservations regarding the
student’s abilities for safe practice. Due process is an important
theme during the presentation of this topic. The need to keep both
student and faculty apprised of student performance is emphasized.
The relationship between student performance and achieving clini-
cal objectives is also emphasized.

Legal Ramifications to Precepting Unlicensed Students
The best speaker for this topic is a nurse educator who is also a
lawyer. Using the state’s Nurse Practice Act as the framework, the
speaker presents a review of the concepts of negligence, malprac-
tice, and legal accountability as they relate to the Nurse Practice
Act and precepting. Several legal cases involving student nurses
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can be used for exploring the legal duties and responsibilities of
the student, preceptor, and faculty. This topic always generates a
number of questions from participants.

Preceptor Manual

Because it is not possible for all staff nurses to attend the workshop,
developing a manual summarizing the workshop’s essential infor-
mation is important. This manual can also be given to those at-
tending the workshop to use as a resource. It can be used when
orienting any new preceptor on a one-to-one basis.

Future Directions for Preceptor Preparation

Considering health care agencies’ limited resources, both material
and human, alternative methods to prepare preceptors must be
considered. Development of a web-based preceptor preparation
course would allow potential preceptors to access the course at
their convenience, decrease man power needed to teach the work-
shop, and be a resource available to preceptors at all times when
working with students. Development of a preceptor course on CD
or DVD could be individualized to each unit but also contain the
general information usually presented in the workshop format.
Previously videotaped guest speakers can be incorporated in either
a web-based course, CD, or DVD. A mobile poster that could be
moved from unit to unit could also be used to educate preceptors.

SUMMARY

This chapter has presented the process of developing and imple-
menting an undergraduate preceptorship. The roles and responsi-
bilities of the student, preceptor, and faculty were explored and
linked to the success of an undergraduate preceptorship. The im-
portance of maintaining clear, open lines of communication was
a central theme throughout the chapter. A number of factors related
to selecting appropriate preceptors and faculty were described. A
model undergraduate preceptorship was used to highlight im-
portant policies and procedures. Finally, information necessary for
preparing staff nurses for their preceptor role was described.
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CHAPTER 4

Precepting
in Acute Care

Janet Mackin and Carmen D. Schmidt

This chapter focuses on a preceptorship model for nurse
orientees in an acute health care facility. The assumption
is that the preceptorship is designed by a nurse educator

who assumes responsibility for the program and for negotiating
with orientees, preceptor, and nurse manager. Although the chap-
ter is specific to this situation, many of the principles and practices
discussed here would apply to other preceptorships as well.

This chapter provides preparatory information to

• design a preceptor training program,
• develop materials to support the preceptor role, and
• implement the preceptor role in the clinical setting.

PRINCIPLES INFLUENCING THE DESIGN OF A
PRECEPTOR PROGRAM

Before getting into the specifics of designing a preceptor program,
it is important to take an overview of the health care facility, the
philosophy of the nursing department, the clinical and educational
competence of the nursing staff, and the educational philosophy
of the department. The goal is to develop a preceptor program
that is well integrated within the structure of the health care facility.

54
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An initial overall assessment will prevent adoption of a cookie-
cutter model for a preceptor program.

As a starter, ask the following questions:

• “What are the current mission, strategic plan, and
specific goals of the health care facility?” Not only should the
mission and goals of the institution be implicitly and explicitly
included in the content of the preceptor program, but they should
be used as a guide to the program’s design as well. In the rapidly
changing health care field, the mission of an institution can change
dramatically. For example, an institutional switch from a single-
site facility to a networked organization should be reflected in
the design of the preceptor program. Or, if improving patient
satisfaction is high on the institution’s list of goals, a customer
relations component should be included in the functions of the
preceptors and orientees. Case studies, orientee evaluation tools,
and specific content may need to be adjusted to reflect these types
of institutional changes.

• “What are the philosophy, conceptual framework, and
mission of the nursing department in the institution?” The
answer to this question should be consistent with the institutional
mission and goals, but it should also provide some additional in-
sights that will be important to a preceptor program. For example,
preceptors should be more than familiar with the philosophy of
the nursing department; they should be able to explain, apply, and,
if necessary, defend it. This does not mean that they need to
memorize the philosophy, but that they should feel its impact and
implications in their practice. In addition, if the nursing department
utilizes a specific conceptual framework, the preceptor program
should be reviewed for consistency with each component of the
framework.

• “What is the level of the nursing staff’s clinical compe-
tence?” In some institutions, one has the luxury of working with
a highly skilled, experienced nursing staff. Under these circum-
stances, preceptor selection will not present a problem and the
development of the learners’ educational skills will be easier. The
preceptor program for this group can be of a high caliber and
comprehensive. On the other hand, the staff may be a group of
fledglings in a new area of practice who are having a difficult time
finding their own way. Selecting the most prepared of these nurses
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for preceptor training may require an evaluation of the nurse’s
potential for precepting rather than demonstrated performance.
More often, however, one selects preceptors from a mixed group
of practitioners. In the design of a preceptor program for a diverse
group, the match between learner and preceptor is important. One
wants to build in an opportunity for more savvy preceptors to
share their insights and experience with those learners who are a
little shaky about a new role. Preprogram preparatory activities
may help put preceptors and learners at more equal starting points.

• “What is the educational philosophy of the nursing
education department?” In general, the most likely answer to
this question is “an adult education philosophy.” Years ago, the
concepts of adult learning (Knowles, 1970) became a standard
feature in nursing education. Since then, competency-based mod-
els and critical thinking approaches have gained support. Whatever
the conceptual framework chosen, if “swallowed whole,” one may
find inconsistencies between what is said and what is done. For
example, to espouse a critical thinking approach but to ignore or
discourage questions is not “walking the walk.” Nurse educators
need to role model both clinical and educational standards for new
staff members as well as nurses who are functioning as preceptors.
It is wise for the nursing education staff to be on the alert for
deviations from espoused beliefs and day-to-day practice. If nurse
educators do not challenge themselves on their ability to put princi-
ples into practice, their preceptors will.

Taking the time to think through the implications of answers
to the above questions will help to situate the preceptor program
appropriately in the institution. A generic approach to designing
a preceptor program will fail to meet the needs of the preceptors,
orientees, and the institution.

PRECEPTOR SELECTION CRITERIA

As part of the design of the preceptor training program, prerequi-
sites for preceptor selection should be developed and then shared
with nurse managers. The nurse manager will need to be involved
in identifying staff members eligible for the training program.
Some suggested prerequisites include
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TABLE 4.1 Criteria for Preceptor Selection

An ability to role model professional behavior
1. successful completion of all aspects of orientation to the assigned unit
2. performance evaluation that exceeds the minimum requirements
3. current proficiency in all items identified on the unit-specific skills monitor
4. current Basic Life Support/Advanced Life Support certification
5. mandatory educational requirements fulfilled

Demonstrated support of the philosophy of the nursing department
6. participation in at least one nursing committee, a hospital committee, or a unit-

based project
7. willingness to assume additional responsibilities as necessary

An ability to communicate effectively
8. gives accurate, efficient, and effective shift reports
9. delivers clear, appropriate, and accurate patient education

10. communicates well with all members of the interdisciplinary team

A desire to precept new staff members
11. has completed the preceptor application/assessment form or volunteered for the

Preceptor Training Program
12. has conducted informal staff education activities

• an ability to role model professional behavior,
• demonstrated support of the philosophy of the nursing depart-

ment,
• an ability to communicate effectively, and
• a desire to precept new staff members.

Specific criteria for each of the prerequisites need to be defined
(see Table 4.1).

During the Preceptor Training Program, the selection criteria
should be reviewed with the preceptor candidates. This initial
feedback will help reinforce the preceptor’s commitment to the
program and the new role. Preceptors should be made to feel
special from the program’s outset.

CONTENT OF THE
PRECEPTOR TRAINING PROGRAM

Three broad content areas need to be addressed when designing
a preceptor training program. First, preceptors need to be provided
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with a sound foundation in the principles of adult education. Sec-
ondly, they need to be given guidance in the clinical teaching and
evaluation aspects of their new role. Specifically, this means that
they will need to know the standards and tools that are used in
guiding and evaluating a new nurse. Finally, preceptors need to
be reassured that help is available after the program and be provided
with ongoing support strategies.

FOUNDATION PRINCIPLES AND CONCEPTS

Characteristics of the Adult Learner
A review of adult learner characteristics (see chapter 2) should be
included as part of the core content of the preceptor program.
Frequently, preceptors have been exposed to adult education con-
cepts and principles during their basic education and, it is hoped,
during their orientation to the institution. However, at these times
preceptors were on the receiving end of the educational process
and were focusing on educational content, rather than educational
strategies. As preceptors, they will need to utilize adult education
strategies to enable the orientee to succeed. The ability to under-
stand the adult learner will greatly assist in orientee assessment
and appropriate assignment planning.

Roles and Responsibilities
Preceptors need to see the “big picture” of the orientation process
and where they fit into it. Usually, preceptors are reassured to
learn that there are four professionals involved in the orientation
process: the orientee, the preceptor, the nurse manager, and the
nurse educator. After learning that they are not on their own,
preceptors are eager to know where their responsibilities begin
and end. During the preceptor program, an outline of the specific
responsibilities assigned to each role should be reviewed in order
to provide the preceptor with a description of expected roles. The
following are examples of responsibilities that might be assigned
to each of the roles.

Orientee Responsibilities

• with the assistance of the preceptor and the nurse educator,
identifies goals and objectives for orientation based on learn-
ing needs
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• utilizes available resources to meet learning needs
• assumes increasing responsibility for patient care with precep-

tor guidance
• participates with the preceptor, nurse manager, and nurse edu-

cator in the appraisal process
• evaluates the orientation program, including the preceptor

component

Preceptor Responsibilities

• attends the Preceptor Training Program
• with the orientee and nurse educator, identifies goals and objec-

tives for orientation based upon learning needs
• serves as a bridge for the orientee’s social integration into

the unit
• plans the orientee’s assignment, based upon the orientee’s input

and an objective assessment
• role models professional practice for the orientee
• acts as a clinical resource and support
• provides feedback to the orientee, the nurse manager, and the

nurse educator
• identifies problems and refers them to the nurse manager and

the nurse educator
• coordinates the orientee’s clinical assignment with the orienta-

tion content
• utilizes orientation tools
• participates in the appraisal process with the orientee, the nurse

manager, and the nurse educator
• evaluates the Preceptor Program

Nurse Manager Responsibilities

• selects a preceptor for each orientee
• schedules the preceptor’s time and assignment to ensure avail-

ability for the orientee
• supports the preceptor and the orientee in problem identifica-

tion
• provides feedback to the preceptor and the orientee
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• participates in the appraisal process with the orientee, the pre-
ceptor, and the nurse educator

• evaluates the Preceptor Program

Nurse Educator Responsibilities

• provides the orientee with general orientation content
• assists the nurse manager in selecting a preceptor for each ori-

entee
• assists the preceptor and the orientee in identifying the goals

and objectives for the orientation
• role models professional practice for the preceptor
• provides preceptor training, guidance, support, and feedback
• assists the preceptor and the orientee in problem identification

and provides additional instruction or clinical supervision
when indicated

• participates in the appraisal process with the orientee, the pre-
ceptor, and the nurse manager

• evaluates the preceptor

Assessment and Socialization

Nurses are familiar with patient assessment. During the preceptor
training program, preceptors need to learn how to refine their
assessment skills for use with new staff nurses. The education
program needs to emphasize the principles and process of assess-
ment. Emphasizing the positive aspects of assessment helps to
relieve preceptors of their fear of judging other nurses. Preceptors
should be guided in how to conduct an initial assessment with an
orientee and to ascertain the following:

• the orientee’s educational background and past work experi-
ence,

• the orientee’s self-assessment data, and
• the orientee’s self-report of concerns or fears.

In addition, preceptors should be instructed in how to do an
ongoing assessment of the orientee’s abilities. To do this, the
preceptor will need to understand the importance of providing a
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variety of meaningful clinical experiences and advance the difficulty
and level of responsibility appropriately. During the program the
preceptor should learn to appreciate the fact that assessment skills
correlate closely with adult education concepts. Using case studies
can help new preceptors understand the importance of assessing
the orientee, observing the orientee’s performance, and discussing
clinical activities. The more preceptors understand their assess-
ment responsibilities as they relate to the adult learner, the clearer
will become the concept that orientation or learning is a shared re-
sponsibility.

The socializing role of the preceptor should also be stressed
in the program. Research studies have shown that preceptors not
only serve as an “on the spot resource” for clinical situations, but
also facilitate the orientee’s integration into the unit’s social milieu.
Kramer, who describes “reality shock” experienced by new gradu-
ates (1974) and Gardner (1992), who connects interpersonal con-
flict to job satisfaction, performance, and staff turnover, talk about
the significance of support from experienced nurses in the accultur-
ation of new nurses to their units. Winter-Collins and McDaniel’s
2000 study notes that new graduate nurses need extra mentoring
and nurturing to identify with the work setting and become part
of the health care team. Ways to accomplish this should be covered
in the Preceptor Training Program. The following can be pre-
sented as simple suggestions:

• introduce the orientee to unit personnel and other members
of the health care team,

• review the unit’s system for patient care delivery,
• provide information regarding roles and responsibilities of the

members of the health care team, and
• involve the orientee in unit activities and routines.

Preceptors participating in the training program can be challenged
to identify additional ways in which they can help to acculturate
the new staff nurse.

Learning Styles

The Preceptor Training Program is an excellent opportunity to
familiarize clinical experts with the concept of learning styles.
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Sometimes clinical experts expect all learners to assimilate informa-
tion in a fashion similar to their own. The rationale goes thus: “I
learned to become a good nurse by (observing others/studying
the theory/practicing/experimenting/etc.) and it worked for me.
Therefore, it is the best way to learn for every new nurse.” The
logic derived from personal experience can be misleading and often
inhibits the preceptor’s ability to understand the learning styles
of others.

At a minimum, the Preceptor Training Program should in-
clude a review of the basic learning styles. The work of Kolb (1993)
is a useful model for understanding learning styles. Unfortunately,
if presented as pure theory, the import and impact of this informa-
tion may not be appreciated by preceptors. An experiential model
for teaching learning styles may be more effective. The following
exercise (Mulqueen, 1995) is an example of a participative method
for presenting the teaching of learning styles. In this example,
the Kolb Learning Style Inventory is used, but other learning
assessment tools can be used in a similar fashion.

Exercise 1: Learning Styles

At the beginning of the program, all preceptors complete a learning
style assessment. Scored assessments reveal each individual’s learn-
ing style. At a later point in the program, participants are grouped
at tables according to their learning styles. There is no need to
tell participants why they are assigned to a particular group. Most
frequently, there is a rather equal distribution of learning styles
within a class. The group assignment is to create an object that
represents the group. Colored paper, markers, old magazines, and
any other interesting objects may be used by the group.

Educators who have done this exercise over and over again
are amazed at the consistency of the results. If the Kolb Learning
Styles Inventory is used, for example, the groups that prefer “Active
Experimentation” and “Concrete Experience” are usually com-
plaining that there are not enough supplies. They use up every
minute feverishly building their object. The people whose learning
styles fall into the categories of “Abstract Conceptualization” and
“Reflective Observation” are usually slow to execute the project.
These types of learners frequently need to clarify the rules and
the purpose of the exercise and are somewhat embarrassed about
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their lack of activity. However, their thoughtful probing of the
issue usually reveals some surprising insights.

At the end of the exercise, time is allocated to review each of
the learning styles. This allows members from each of the groups
to give examples of the group’s learning style. For example, mem-
bers of the “Abstract Conceptualization” group are likely to bring
up the fact that they needed to have a theory of what their object
would be before they could start construction. “Concrete Experi-
ence” group members may state that they felt better once they
got their hands on the materials they would be using.

The facilitator of this session will need to lead the groups in
further discussion of how this information can be used when they
are precepting an orientee. Having discovered their own learning
style preference and seeing that it is not the only way of learning,
preceptors are more likely to be tolerant of orientees whose learn-
ing styles are different from their own. In addition, by providing
a learning activity that allows for concrete experience, active experi-
mentation, abstract conceptualization, and reflective observation,
the Preceptor Training Program facilitator is able to model and
reinforce the information regarding learning styles (Mulqueen,
1995).

Cultural Diversity
Preceptor candidates are usually familiar with some aspects of
cultural diversity. Basic nursing school curricula normally include
a component dealing with issues of cultural diversity as they pertain
to patients. However, including information on cultural diversity
in a preceptor program is also recommended. With the influx of
large numbers of foreign nurses and the mobility of nurses within
the United States, the probability is high that a preceptor will be
asked to work with an orientee from a substantially different cul-
tural, religious, or ethnic background. During the Preceptor Train-
ing Program, the topic of cultural diversity should be examined
from a variety of viewpoints. Consider including some of the fol-
lowing approaches.

Cultural Stereotypes and How They Influence
Our Expectation

Even those most critically aware of how cultural stereotyping influ-
ences behavior need a “booster shot” from time to time. For those
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less aware of their hidden assumptions regarding cultural differ-
ences, program content on diversity is an opportunity for them to
explore their thoughts and feelings on the topic. For those with
blatant prejudices, a cultural diversity program is essential either
to change their opinions or to prevent them from inflicting their
prejudices on orientees. Consider using prepackaged, profession-
ally produced programs or developing an exercise activity. One
effective class exercise is to form teams and have participants iden-
tify as many commonly held stereotypes as possible for different
cultural groups. For example, one group would be assigned to list
stereotypes associated with Hispanic Americans, another group
would do the same for African Americans, and another group for
Asian Americans. On completing the lists, the class as a whole
could analyze how many of the stereotypes are negative. The group
could also be prompted to examine how quickly and easily they
were able to make the lists, which indicates how prevalent these
prejudices are in society. Utilizing educators who are sensitive to
cultural diversity issues is important to the success of this exercise.
A team-teaching approach can work very well, especially if the
team is culturally diverse.

Cultural Transition Processes and Issues
Preceptors need to have an awareness of some of the physical,
emotional, educational, and social transitions required of foreign
or newly relocated staff members. Although these nurses most
likely have a theoretical awareness of the difficulty of making a
transition, they may need assistance in gaining a sensitivity and
true appreciation for just how difficult these transitions can be.
Storytelling can be an excellent method for approaching these
issues in the affective domain. Allowing preceptors to share their
own experiences of transition with the group is one way in which
participants can develop empathy for the nurse experiencing a
cultural transition.

Cultural Differences Related to Learning Styles and
Professional Practice

There are specific facts about the education and professional prac-
tice of nurses from different cultures that need to be shared with
preceptors. For example, nurses from the Philippines have a bacca-
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laureate degree as their basic entry into practice, and in their
country they are assisted in the personal care of their patients by
a variety of the patient’s family members and friends. With this
information, preceptors will be able to help Filipino nurses deal
with the different support systems and responsibilities nurses have
in the United States. The presence or lack of a college degree in
nursing is important in the United States. Nurses from the Carib-
bean need to be prepared for this, as diploma schools still flourish
in these countries. Nurses from Germany are accustomed to giving
morning care at 3 or 4 A.M. and need to know that this is not the
practice in the United States. The list could go on and on. To
present pertinent information of this nature to the preceptor group,
consider inviting staff members from a variety of cultural back-
grounds to the training program. These “cultural representatives”
can speak on their personal experiences of acclimating to American
nursing. A question/answer session can also be an effective way
for the preceptor group to learn from these individuals about
cultural differences.

Problem-Solving Strategies
Whatever the time limitations of the Preceptor Training Program,
discussing all the unusual and challenging situations that preceptors
can face will be impossible. Some time must be saved for discussing
problem-solving strategies. The preceptor group should be en-
couraged to identify as many problem-solving techniques as possi-
ble. Their lists should include suggestions such as the following:

• providing time for reflection and analysis before determining
an approach to a problematic situation,

• defusing techniques,
• validating behavior and clarifying expectations,
• role modeling, and
• seeking expert assistance/guidance.

Critical Thinking Skills
The Preceptor Training Program should guide preceptors in
methods that can support and develop the critical thinking abilities
of the orientee. Research has shown that some preceptors are
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hesitant about asking questions or challenging orientees’ precon-
ceptions (Myrick, 2002). The Preceptor Training Program is an
excellent opportunity to guide preceptors into the type of dialogue
that will encourage reflection and critical analysis by the orientee.
In addition, the program provides nurse educators with a chance
to role model behaviors to stimulate critical thinking and establish
a relationship with preceptors that will continue beyond the pro-
gram. The nurse educator becomes a mentor to preceptors, creat-
ing a chain of support for critical thinking within the institution.

Providing Feedback

Knowing how to provide feedback in a helpful, nonthreatening
fashion is one of the most important qualities of a successful precep-
tor. This ability enhances the orientee’s trust of the preceptor and
the ability to really hear what the preceptor is saying. During the
Preceptor Training Program, techniques for providing construc-
tive feedback should be reviewed and practiced. Table 4.2 identifies
some characteristics of helpful, nonthreatening feedback.

Clinical Teaching

Staff nurses are either selected or volunteer for the Preceptor
Training Program because they have demonstrated clinical exper-
tise, the ability to role model professional nursing behavior, and
the desire to teach new nurses. Educators conducting the preceptor
training program must feel comfortable acknowledging the precep-
tors’ competence. Nurse educators help preceptors to identify and
feel confidence in their strengths. As the program progresses,
educators should define clinical expertise in a way that does not
intimidate preceptors with the idea of being an expert. An im-
portant outcome of a Preceptor Training Program is that precep-
tors recognize both their present level of expertise and the
opportunity for further growth as professional nurses. Becoming
a preceptor is often the first step beyond the staff nurse role leading
to advanced practice roles such as clinical specialist, nurse educator,
and nurse manager.

The best preceptor training programs combine didactic infor-
mation with an interactive or case-study process. Experienced
nurses in such a program will critically analyze real-life or simulated
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TABLE 4.2 Characteristics of Positive Feedback

*Focusing on the behaviors rather than the inferences: For example, “You finished
all parts of the admission assessment except that the blood pressure was not recorded”
is preferable to “Don’t you know enough to take a patient’s blood pressure when
you admit him?”

*Using descriptive rather than judgmental terms: For example, “Your hand was
shaking when you gave the injection” is preferable to “You were a nervous wreck.”

*Discussing specific situations rather than abstractions: For example, “You seem to
have had difficulty teaching Mrs. A about her diabetic diet” is preferable to saying
“You really have problems with patient teaching.”

*Sharing ideas rather than giving advice: “Have you considered” is a good opener
for sharing ideas. In contrast, “Listen to me” narrows communication to a one-
way street.

*Exploring alternatives rather than providing solutions: Asking questions, such as,
“Can you think of any other way that you might handle the situation?” can yield
interesting results, whereas a statement such as, “There’s only one thing you can do
about it now” closes the door to creative thinking on the part of the orientee.

*Limiting the amount of feedback at any one time: Even the most motivated orientee
is limited in the amount of feedback that can be processed at one time. Giving too
much, too soon is like asking the orientee to drink from a fire hose rather than a
fountain of wisdom.

*Making sure that feedback is given in a respectful, confidential manner: The center
of the nurse’s station is not a good location for giving feedback. Finding a quiet spot
to discuss the orientee’s progress demonstrates a caring, respectful concern for the
new staff member.

*Remembering that feedback is not a venting session for the preceptor: Even the best
preceptors can become frustrated with their orientees; new preceptors need to be
prepared to expect this. Preceptors need to identify venting techniques and support
systems for themselves; otherwise, preceptors can inappropriately lash out at an
orientee, which results in two very embarrassed nurses.

scenarios involving orientees, preceptors, patients, family mem-
bers, and other unit staff. Discussion should focus on recognition
and management of problem orientee behaviors as well as identi-
fying preventive or corrective actions. Educators should review
with preceptors the assessment tools used to evaluate baseline
knowledge and to document ongoing development of new nurses’
clinical skills. This review has a dual purpose: it reinforces the
competence and ability of preceptors and helps preceptors recall
all the clinical skills that they will be assessing in the orientees
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they precept. Preceptors should be competent in all the skills
listed on the clinical skills checklist. If preceptors believe they have
deficits in any of the competencies they will be validating in their
orientees, educators should help them identify ways to update
their skills.

Effective preceptors must be competent in the following areas:

• patient care skills,
• organizational skills,
• critical thinking or problem-solving skills, and
• communication skills with patients/families, and coworkers.

In order to plan assignments, the preceptor needs to be aware
of the content of the orientation program for new nurses. For
example, the orientee must successfully complete the intravenous
therapy (IV) learning activities, including return demonstration of
the IV pump, before being assigned to a patient receiving IV fluids.
During the clinical portion of the orientation, the preceptor’s
responsibility is to provide progressive, challenging assignments.
The goal is to increase the orientee’s independence, while always
protecting the patient’s safety and comfort. At the same time, a
preceptor should intervene to rescue an orientee who is in trouble.
Finally, the preceptor must document clinical experiences in which
the orientee has either assisted or observed.

Orientation Model and Tools
Orientation programs usually have two components: a didactic
part (composed of classroom experiences, self-learning modules,
or a combination of the two) and a clinical segment. Preceptors
should be familiar with the most up-to-date version of all tools
used throughout the orientation period: orientation calendars,
schedules, assessment tools, plans, and resource materials. During
the Preceptor Training Program the purpose and use of each
orientation tool and its implication for the preceptor need to be
spelled out in detail. The following are samples and descriptions
of tools that should be reviewed with preceptors.

Clinical Skills Checklist
Although skills may vary from institution to institution and unit
to unit, the design of the competency validation tool (skills check-
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list) need not vary (see Table 4.3). The skills checklist should have
directions, a section for self-assessment, a rating scale, and a sign-
off mechanism. A performance standard is also recommended to
indicate the level of expertise the orientee is expected to achieve
by the end of the orientation period. The preceptor should be aware
that the orientee might not be able to demonstrate competency in
all skills on the list, either because patient experience is not available
during the orientation or because fully mastering the skill will
require more time.

Scheduling

In an ideal orientation experience, the orientee should have all
clinical days with the same preceptor. The nurse educator should
consult in advance with the nurse manager about preceptor assign-
ments in an effort to minimize the distress orientees frequently
experience when working with multiple preceptors. Orientees can,
of course, sometimes gain valuable insights when it is necessary
to use more than one preceptor (e.g., different ways of organizing
the tasks for the shift, different interpersonal styles, etc.).

Providing the preceptor with a calendar of the orientee’s
schedule will help the preceptor plan activities necessary to meet
the learning needs of the orientee. Some institutions place the
orientee on the same schedule as the preceptor, including week-
ends. Although nurse educator support is not usually available on
weekends, the consistency of maintaining a link to the preceptor
usually outweighs this drawback. If the orientee has been hired to
work the evening or night shift, placement with a preceptor on
the assigned shift is desirable. The orientee most commonly begins
clinical orientation on the day shift. Transition to the assigned
shift will then be dependent on the orientee’s progress.

The greater the flexibility of the orientation program, the
more complex the calendar can become. If all the didactic compo-
nents of the orientation are scheduled at the same time every
month, the schedule is straightforward. If the orientation is highly
individualized and includes self-learning materials, classes, and off-
unit clinical experiences (e.g., an observational experience in the
operating room), coordinating the orientee’s activities requires
cooperation among the manager, preceptor, orientee, and edu-
cator.
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TABLE 4.3 Sample of Competency Clinical Skills Checklist

Medical-Surgical RN Skills Checklist

Name: Unit:

Purpose: This inventory of required nursing skills is to be completed by the end of
your probation. You are responsible for having your preceptor or clinical specialist
sign off on each skill after you demonstrate competency. Keep this document current
and present it to the Nurse Manager for evaluation purposes. After probation, this
document will become part of your personnel record.

Directions:
Read each competency and select a code from the following list that best describes
your knowledge and/or experience. Put the code number you select in the column
labeled “Self-Assessment.”

Performance Code
1 = No experience
2 = Perform with assistance
3 = Perform under supervision
4 = Perform independently
N/A = Not applicable to unit or hospital site

Each time you demonstrate a skill, have the preceptor or clinical specialist or nurse
manager initial and date a code number that best describes your skill level. You are
expected to reach the performance standard for most of the competencies by the
end of the probation period. Your nurse manager will review this checklist with you
throughout the orientation and probationary period.

MEDICAL-SURGICAL NURSING SKILLS CHECKLIST

Self-
Assessment Observer to initial & Performance

COMPETENCY Code # date under Code # Standard

1 2 3 4

I. Assessment:
A. Measure patient’s vital

signs:
1. TPR 4
2. Blood pressure 4
3. Neurological checks 4

(orientation to time,
place, person; re-
sponse to directions
and pain stimuli, pu-
pillary reaction, ex-
tremity movement)
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TABLE 4.3 (continued)

MEDICAL-SURGICAL NURSING SKILLS CHECKLIST

Self-
Assessment Observer to initial & Performance

COMPETENCY Code # date under Code # Standard

1 2 3 4

4. Height 4
5. Weight 4

II. Planning:
A. Write initial plan of 4

care—nursing diagnosis/
need/focus/discharge
planning and patient
teaching needs

B. Establish goal(s) with pa- 4
tient/family/SO

C. Write nursing interven- 4
tions

III. Implementation:
A. Maintain respiratory func-

tion:
1. Administration of ox-

ygen—set up, initiate
and administer:
a. Nasal cannula 4
b. Face mask 4
c. Venti mask 4
d. Nonrebreathing 4

mask
e. Trach collar 4
f. T-piece 4

2. Incentive spirome- 4
ter—demonstrate use
of

3. Coughing and deep 4
breathing—
demonstrate and
work with patient

4. Suctioning—lubricate
catheter if applica-
ble, insert, suction,
and withdraw

(continued)
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TABLE 4.3 (continued)

MEDICAL-SURGICAL NURSING SKILLS CHECKLIST

Self-
Assessment Observer to initial & Performance

COMPETENCY Code # date under Code # Standard

1 2 3 4

a. Nasotracheal 3
b. Oropharyngeal 3
c. Nasopharyngeal 3

5. Tracheotomy care— 3
perform tube care,
clean wound,
change dressing, do-
cument

6. Closed chest drain-
age—observe for
leaks, maintain, mea-
sure output, assess
and document respi-
ratory status, assess
dressing
a. Gravity 3
b. Suction 3

7. Pulse oximeter—set 3
up, apply sensor, set
alarms, reassure, in-
terpret, record

8. Suction equipment—
set up and maintain
a. Portable suction 4
b. Wall suction 4

9. Respiratory assist de-
vices—set up and
maintain
a. CPAP for sleep 2

apnea
b. BIPAP 2
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TABLE 4.3 (continued)

MEDICAL-SURGICAL NURSING SKILLS CHECKLIST

Self-
Assessment Observer to initial & Performance

COMPETENCY Code # date under Code # Standard

1 2 3 4

10. Ventilator manage- 2
ment—identify FIO2,
rate, TV mode. Re-
spond, reset, and in-
terpret alarms. Check
humidification
source and vent tem-
perature. Empty ex-
cess water from
tubing and adminis-
ter nebulized medica-
tion

B. Maintain cardiovascular
function:
1. Code management:

a. Verbalize emer- 4
gency number to
call

b. Initiate and admin- 4
ister BCLS

c. Bring code cart 4
and EKG machine

d. Attach O2 to Bag- 4
Valve-Mask resus-
citator

e. Prepare suction 4
machine

f. Prepare code med- 4
ications

2. Code cart and equip- 4
ment mainte-
nance—check cart,
check O2 tank,
check suction and
EKG machine

(continued)
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TABLE 4.3 (continued)

MEDICAL-SURGICAL NURSING SKILLS CHECKLIST

Self-
Assessment Observer to initial & Performance

COMPETENCY Code # date under Code # Standard

1 2 3 4

3. Blood products:
a. Check, adminis- 3

ter, and document
blood product ad-
ministration

b. Monitor patient 3
during admin-
istration

c. State policy/proce- 3
dure to use with
transfusion re-
action

C. Support and maintain nu-
tritional requirements:
1. TPN, PPN, Intra- 4

lipids—administer
and document

2. Tube feeding—check
for placement, ad-
minister feedings,
check and record re-
sidual
a. Nasogastric 4
b. Gastrostomy 3
c. Jejunostomy 3

3. Intravenous therapy
(peripheral, intermit-
tent infusion devices)
a. Verify order 4
b. Insert line/device 4

and label dressing
c. Label bag and 4

tubing
d. Calculate and reg- 4

ulate rate
e. Flush intermittent 4

infusion device
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TABLE 4.3 (continued)

MEDICAL-SURGICAL NURSING SKILLS CHECKLIST

Self-
Assessment Observer to initial & Performance

COMPETENCY Code # date under Code # Standard

1 2 3 4

f. Assess and docu- 4
ment site con-
dition

4. Central line/Peripher-
ally inserted central
line catheter care
a. Assess, change 4

dressing, docu-
ment site con-
dition

b. Access central 3
venous access
catheter with sub-
cutaneous reser-
voir

c. Flush/heparinize 3
as per policy/pro-
cedure or as or-
dered by MD

D. Administer medications:
1. Oral 4
2. Nasogastric 4
3. Subcutaneous 4
4. Intramuscular 4
5. Intravenous via pe- 4

ripheral line, intermit-
tent infusion device,
central line

6. Rectal 4
7. Vaginal 4
8. Ophthalmic 4
9. Otic 4

10. Topical 4
11. Patient Controlled 4

Analgesia (PCA)
12. Nebulization

(continued)
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TABLE 4.3 (continued)

MEDICAL-SURGICAL NURSING SKILLS CHECKLIST

Self-
Assessment Observer to initial & Performance

COMPETENCY Code # date under Code # Standard

1 2 3 4

13. Metered Dose In- 4
haler (MDI) with
spacer

E. Care for patient with lim-
ited mobility:
1. Pressure ulcer man- 4

agement—assess risk
factors, document
stage/observation,
initiate and maintain
skin care protocol

2. Range of motion ex- 4
ercises—initiate and
maintain skin care
protocol

3. Protective position- 4
ing and turning

4. Transfer to chair 4
5. Transfer to stretcher 4
6. Ambulation

a. With assistance 4
b. Cane 3
c. Crutches 3
d. Walker 3

7. Care of patient with
immobilizing device
a. Cast 3
b. Traction 3
c. Sling 3

F. Maintain elimination func-
tion of GI and GU sys-
tems:
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TABLE 4.3 (continued)

MEDICAL-SURGICAL NURSING SKILLS CHECKLIST

Self-
Assessment Observer to initial & Performance

COMPETENCY Code # date under Code # Standard

1 2 3 4

1. Care of the patient 4
with naso-gastric
tube—check for
placement and pat-
ency, maintain suc-
tion, check bowel
sounds, perform na-
sal care, and docu-
ment

2. Enemas
a. Fleets 4
b. TWE 4
c. Retention 4

3. Ostomy care
a. Skin care 4
b. Observation of 4

stoma
c. Application of ap- 4

pliance
d. Irrigation (with 3

cone only), if ap-
plies

4. Catheterization—
insert, maintain, re-
cord output, provide
perineal care, re-
move
a. Indwelling 4
b. Straight 4

5. Suprapubic catheter 3
care

6. External catheter 4
(condom)

7. Peritoneal dialysis
a. Initiate peritoneal 3

dialysis

(continued)



78 The Role of the Preceptor

TABLE 4.3 (continued)

MEDICAL-SURGICAL NURSING SKILLS CHECKLIST

Self-
Assessment Observer to initial & Performance

COMPETENCY Code # date under Code # Standard

1 2 3 4

b. Add medications 3
c. Perform solution 3

exchange
d. Obtain dialysate 3

culture and cell
count

e. Perform catheter 3
and exit site care

f. Terminate perito- 3
neal dialysis

G. Collect specimens:
1. Stool for occult 4

blood
2. Urine for urinalysis 4
3. Urine for culture and

sensitivity
a. Indwelling 4
b. Clean catch 4

4. 24-hour urine col- 4
lection

5. Urine for S & A 4
6. Wound for C & S 4
7. Sputum for C & S 4
8. Sputum for AFB 4
9. Blood glucose moni- 4

toring
H. Implement principles of

infection control:
1. Handwashing 4
2. CDC isolation categ- 4

ories
3. Universal precau- 4

tions
4. Sterile dressing 4

changes
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TABLE 4.3 (continued)

MEDICAL-SURGICAL NURSING SKILLS CHECKLIST

Self-
Assessment Observer to initial & Performance

COMPETENCY Code # date under Code # Standard

1 2 3 4

5. Gowning, gloving, 4
masking

6. Disposal of contami- 4
nated linen/trash

7. Handling of reusable 4
equipment

8. Use of particulate res- 4
pirators

I. Maintain patient, visitor,
staff safety, environmen-
tal safety:
1. Falls prevention— 4

identify patient at
risk, initiate and
maintain patient
safety alert protocol

2. Restraints—identify 4
need, assess and pro-
vide comfort mea-
sures, renew order,
document

3. Fall safe device— 4
initiate, maintain,
and monitor

J. Identify patient precau- 4
tions (suicidal and nonsui-
cidal)—initiate, maintain,
and document

K. Miscellaneous:
1. Applies

a. Abdominal binder 4

(continued)
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TABLE 4.3 (continued)

MEDICAL-SURGICAL NURSING SKILLS CHECKLIST

Self-
Assessment Observer to initial & Performance

COMPETENCY Code # date under Code # Standard

1 2 3 4

b. Elastic stockings, 4
Ace bandages—
observe periph-
eral circulation
including color,
sensation, capil-
lary refill, skin
temperature, pe-
ripheral pulse

2. Utilize equipment—
set up, initiate, and
monitor
a. Hypo-/ 4

hyperthermia
blanket

b. Bedscale/chair 4
scale

c. Electronic ther- 4
mometer

f. Therapeutic bed 4
g. Infusion pump 4
h. Enteral feeding 4

pump
i. Continuous Pas- 3

sive Motion
(CPM) device

j. Hoyer lift 3
k. Sequential Com- 3

pression device
(SCD)

3. Maintain drains
a. Jackson Pratt 3
b. Hemovac 3

4. Postmortem care 3
L. Document patient care:

1. Admission nursing as- 4
sessment
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TABLE 4.3 (continued)

MEDICAL-SURGICAL NURSING SKILLS CHECKLIST

Self-
Assessment Observer to initial & Performance

COMPETENCY Code # date under Code # Standard

1 2 3 4

2. Patient care plan/ 4
MPC

3. Activity Flow Record 4
4. Nursing Treatment 4

Kardex/MPC
5. Fluid Balance Record 4
6. Medication Adminis- 4

tration Record (MAR)
7. Integrated Progress 4

Notes
8. Preop checklist 4
9. Pre-/Postoperative 4

Teaching Record
10. Informed consent 4
11. Transfer summary 4
12. Restraint flow sheet 4
13. Discharge nursing as- 4

sessment
14. Patient discharge in- 4

structions
15. PCA Administration 4

Record
16. Peritoneal dialysis 3

flowsheet
17. Fingerstick accession 4

quality control form
18. Pressure Ulcer Risk 4

Assessment/Flow
sheet

19. Patient Classification 4
System, if applies

(continued)
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TABLE 4.3 (continued)

IV. Other (unit specific)

Although the following are not strictly skills, you are expected to complete them and
be independent upon completion of orientation:

Self-
Assessment Observer to initial & Performance

COMPETENCY Code # date under Code # Standard

1 2 3 4

I. Admission (obtain report, pre- 4
pare patient area, perform as-
sessment, complete database,
transcribe MD orders, write
care plan and Kardex/MPC)

II. Intershift Report (give system- 4
atic assessment, identify
needs, problems, and interdis-
ciplinary intervention, adminis-
ter care

III. Transfer (accept and send pa- 4
tients, write and give verbal re-
port)

IV. Discharge (confirm discharge 4
arrangements, complete dis-
charge teaching, complete dis-
charge summary and
discharge instructions)

V. Patient Teaching (identify 3
learning needs, provide and
document teaching)

VI. Time Management (organize 3
and prioritize patient care as-
signment, delegate appropri-
ately)
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TABLE 4.3 (continued)

Self-
Assessment Observer to initial & Performance

COMPETENCY Code # date under Code # Standard

1 2 3 4

VII. Charge Nurse
1. Assess patients’ needs 3

and skills levels of staff
2. Write and communicate 3

staff’s patient assignment,
delegated tasks, sched-
uled meetings, and inser-
vice classes

3. Assess and follow up 3
Unit Secretary’s perfor-
mance of clerical and re-
ceptionist responsibilities

4. Orient floats to unit rou- 4
tine

5. Inform nursing office of 3
unit staffing issues

6. Obtain periodic update 3
of patient care needs/unit
management issues from
nursing staff. Communi-
cate/facilitate communica-
tion of patient care/unit
management issues to ap-
propriate physician and
designated nursing super-
visor (Manager, Director)

Initials / Signatures / Title

Orientation Clinical Summary:

(continued)
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TABLE 4.3 (continued)

Signatures:

Nurse Educator: Date:
Nurse Manager: Date:
Preceptor: Date:
Orientee: Date:

The overall length of the actual orientation can also vary
according to the assigned clinical area and/or the experience level
of the new nurse. For example, an experienced medical-surgical
nurse hired for a position in a Critical Care unit could be expected
to pass an additional, comprehensive critical care education course,
as well as the clinical orientation, to successfully complete orienta-
tion. Orientation to specialty units may be several months in dura-
tion. It may not be possible, in this situation, for the nurse manager
to maintain the same preceptor assignment for the duration of
the orientation.

Orientation Plans
Orientation plans are weekly guidelines used to help preceptors
design the orientee’s clinical experiences so that the orientee can
achieve competence by the end of the orientation period. A 6-
week medical-surgical orientation plan is provided as a sample in
Table 4.4. The purpose of this plan is to provide the preceptor
and the orientee with a framework for gradually advancing the
number of assigned patients and the complexity of the skills to be
mastered. Although all orientations should be competency based,
these guidelines are based on the length of time and chronological
order in which activities progress for an “average” orientee. There-
fore, this sample plan should be considered a starting point and
must be individualized, taking into account the experience of the
nurse. It is designed to work in conjunction with the unit-specific
clinical skills checklist, as presented above in Table 4.3.

Resource Materials
Orientees will get maximum benefit from the orientation if the
preceptor is able to refer them to appropriate learning resources.
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TABLE 4.4 Medical-Surgical Six-Week Orientation Plan and Competency/Skill
Checklist

NAME: UNIT: DATE:

Purpose: To be used as a guide for the new RN as an introduction to the policies,
procedures and role expectations of a Registered Professional Nurse in Medical-Surgical
Nursing. This plan is to be used in conjunction with the following Self-Learning Modules
(SLM)/checklists: Medication administration; 12 lead EKG; IV insertion; phlebotomy;
CVAD, and any other unit specific checklist(s). Competency/skill to be validated on the
appropriate checklist by preceptor and/or CNS and/or NM. Each competency/skill must
be performed successfully three (3) times in order for the RN to be checked off
as competent.

WEEK ONE: Week one is spent in the Division of Nursing Education completing the
required classroom activities and covers one day of general human resources orientation,
6 days of general nursing orientation classes, and includes Monday and Tuesday of
Week 2. The general nursing orientation combines self-learning modules (SLM), lectures,
demonstrations, and skill labs with return demonstration by the orientee of hospitalwide
nursing skills, including venipuncture, intravenous therapy, EKG, fingerstick blood glu-
cose measurement, and patient controlled analgesia.

WEEK TWO: Week 2 begins the clinical segment of the nurse’s orientation. Week 2 is
the Wednesday, Thursday, and Friday immediately following completion of Nursing
Orientation classroom activities.

LEARNING
RESOURCES/ PRECEPTOR

COMPETENCY/SKILL ACTIVITIES INITIALS/DATE

(Note: the opportunity to perform Scavenger hunt checklist
skills marked below with an asterisk Dress code: Human Re-
* may not be available during week sources Policy
2.)

Code Cart: Code Cart Refer-
1. Complete scavenger hunt (Table ence Manual

4.5) (to be done day 1 on the
Defibrillator: Proceduresunit)
CPR Educational Require-• Introduction to unit staff/pre-
mentsceptor (to be done day 1 on

the unit)
• Review dress code policy

(continued)
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TABLE 4.4 (continued)

LEARNING
RESOURCES/ PRECEPTOR

COMPETENCY/SKILL ACTIVITIES INITIALS/DATE

• Review Medical Record Multidisciplinary Patient Care
(MR)/chart; begin to become Rounds: Refer to “Care Man-
familiar with forms agement” SLM distributed/

• Introduction to schedule; completed during orientation
sign-in/swipe-in process classes

• Introduction to paging sys- 12 lead EKG: SLM; Procedure
tem/key telephone #’s

IV insertion: SLM; Procedure• Begin to review and/or check
code cart/defibrillator Phlebotomy/venipuncture:
(weekly check as per unit SLM; Procedures
schedule—may not be able
to do until week 3)

• Attend multidisciplinary pa-
tient care rounds

• Perform 12 lead EKG*
• Insertion of Intravenous line*
• Perform phlebotomy/veni-

puncture*
• Unit specific competencies/ Unit specific

self-learning packets/check- competencies:
lists, etc: •

• •
•

2. Begin to develop, provide and Patient Plan of Care (Nursing
document plan of care Care Plan): Refer to “Care
for # of patients (rec- Management” SLM distrib-
ommend minimum of 3–4) uted/completed during orienta-
based on patient diagnosis, treat- tion classes
ments, medications, psychoso- Patient Care Assignments:
cial status, etc. To include Policy
collaboration with multidiscipli-

Patient Bill of Rights: Policynary team, interaction with fam-
ily, referrals, etc. Note: Vital signs: Policy
Preceptor and orientee are to Weights/Heights: Policy
have joint assignment of pa-

Intake and Output: Proceduretients with orientee having total
responsibility (EXCEPT for medi- Allergies: Policy
cation administration) for num-

Food and Drug Interaction:ber of patients indicated above.
Policy
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TABLE 4.4 (continued)

LEARNING
RESOURCES/ PRECEPTOR

COMPETENCY/SKILL ACTIVITIES INITIALS/DATE

(The Experienced RN is ex- Assessment/Reassessment:
pected to be capable of caring Policy
for larger number of patients Visitors: Policy
than the inexperienced RN or

Discharge of a Patient: Refernew graduate.) Each week, the
to “Care Management” SLMnumber of patients cared for by
distributed/completed duringthe orientee should increase.
orientation classes; Meet withThe goal is for the orientee to
Case Manager assigned tohave total responsibility for a
your unit.complete patient assignment

with preceptor as resource by
week 6.

3. If available, initiate and com-
plete one admission assessment,
including physical assessment,
under the supervision of precep-
tor (including assessment of
breath sounds, bowel sounds,
neurological and neurovascular
status, peripheral pulses, etc.).

4. If available, initiate and com-
plete one discharge summary
under supervision of preceptor.

5. Weekly meeting with NM and
preceptor (and CNS if avail-
able). Bring this weekly planner
as well as any completed check-
lists to every weekly meeting.

Weekly meeting comments, action plan, etc. To be signed/dated by orientee, NM,
and preceptor. Use back of paper if more space is needed:

(continued)
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WEEK THREE

LEARNING
RESOURCES/ PRECEPTOR

COMPETENCY/SKILL ACTIVITIES INITIALS/DATE

1. Continue to perform competen- Medication Administration:
cies/skills identified in week 2. Policies and Procedures

Blood Glucose Monitors: Pol-2. Continue to develop, provide
icy, Procedureand document plan of care

for # of patients (rec- Oxygen administration: Refer
ommend minimum of 4–6) with to “Respiratory Care” SLM dis-
the addition of medication ad- tributed/completed during ori-
ministration. entation classes; Procedures

3. PBDS review with Nursing Edu- Bag/Valve/Mask: Refer to “Re-
cation Manager spiratory Care” SLM distrib-

uted/completed during
4. Begin to give and accept verbal orientation classes; Procedure

patient report:
Nebulizer Treatments: Refer• Shift change
to “Respiratory Care” SLM dis-• Postop
tributed/completed during ori-• Postprocedure
entation classes; Procedure• Emergency Department
Suctioning: Procedures• Unit-to-unit transfer

• Interinstitutional

5. Begin to demonstrate proper
use and required documentation
of equipment frequently used in
patient care:

• Manual and electronic BP
machines

• Blood glucose monitor
• Infusion pumps
• Intravenous solutions/tubing
• Oxygen administration via:

• nasal cannula
• face mask (various con-

centrations)
• rebreather mask
• tracheostomy (collar)

mask
• bag-valve-mask
• Suction equipment
• Incentive spirometer
• Use of pulse oximeter
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TABLE 4.4 (continued)

LEARNING
RESOURCES/ PRECEPTOR

COMPETENCY/SKILL ACTIVITIES INITIALS/DATE

6. Weekly meeting with NM and
preceptor (and CNS if available)

7. Unit specific competencies/self- Unit specific
learning packets/checklists, etc: competencies:
• •
• •

Patient/Family Education: Re-8. Begin to become familiar with
fer to “Patient Teaching” SLMthe following specific chart
distributed/completed duringforms and/or policies/proce-
orientation classes; Policiesdures:
Patient Plan of Care (Nursing• Departmental and Institu-
Care Plan): Refer to “Caretional chain of command for
Management” SLM distrib-reporting/support
uted/completed during orienta-• Physician chain of command
tion classes; Policyfor reporting/support

• Cardiac Arrest Code, disaster Medication Administration:
plan; fire safety (RACE—

Incentive Spirometer: Proce-Rescue, Alarm, Contain, Ex-
duretinguish)

• Medication administration Falls Prevention/Patient Falls:
• Narcotics and controlled sub- Policies

stances Occurrence Reporting: Policy
• Patient Notification Record

Skin Risk Assessment and Pres-(PNR)
sure Ulcer: Refer to “Skin Risk• Occurrence (Incident) re-
Assessment Record & Pressureporting
Ulcer Flow Sheet” SLM distrib-• Suicide precautions
uted/completed during orienta-• Restraints: physical and
tion classes; Policychemical

• Weekly skin risk assessment Restraints: Policy
form

Neurological Assessment: See• Pressure ulcer prevention
“Nursing Neurological Assess-and treatment
ment”• Standard Nursing Care Plans/
Pain Assessment/Manage-individualization of
ment: Policy• Interdisciplinary Patient /Fam-

ily Education Record Approved Abbreviations: See
• Neurological assessment list of Approved Abbreviations
• Pain assessment/manage- kept on each nursing unit

ment: acute and chronic

(continued)
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TABLE 4.4 (continued)

LEARNING
RESOURCES/ PRECEPTOR

COMPETENCY/SKILL ACTIVITIES INITIALS/DATE

• Pressure ulcer prevention
and treatment; weekly
tracking form

• Falls risk assessment and pre-
vention

• Approved abbreviations

Weekly meeting comments, action plan, etc. To be signed/dated by orientee, NM
and preceptor:

WEEK FOUR

LEARNING
RESOURCES/ PRECEPTOR

COMPETENCY/SKILL ACTIVITIES INITIALS/DATE

1. Continue to develop, provide
and document plan of care
for # of patients (rec-
ommend minimum of 6–8) in-
cluding medication
administration.

2. Introduction to PYXIS and ob-
tain personal PYXIS # from phar-
macy (successful medication
administration required).

3. Perform shift change narcotics
and controlled substances count
(successful medication adminis-
tration required).

4. Weekly meeting with NM and
preceptor (and CNS if avail-
able).

5. Register for PRI (Peer Review In-
strument) class.
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TABLE 4.4 (continued)

LEARNING
RESOURCES/ PRECEPTOR

COMPETENCY/SKILL ACTIVITIES INITIALS/DATE

6. Continue to perform competen-
cies/skills identified in weeks 1
and 2 and begin to demonstrate
competency in the following
skills.

Note: These competencies/skills
should be performed as they pre-
sent themselves on the unit. You
may NOT have the opportunity to
demonstrate competency in all
skills during orientation AND not
all skills may be applicable to your
unit:

• Administration of blood and
blood products

• Care of the patient with a Pa-
tient Controlled Analgesia
(PCA) Pump:

• Intravenous administra-
tion

• Epidural administration
• Subcutaneous administra-

tion

• Care of the patient with a
Central Venous Access De-
vice (CVAD):

• Peripherally inserted Cen-
tral Catheter (PICC)

• Implanted port/use of
Huber needle

• Triple lumen catheter

• Urinary catheterization:

• male
• female

• Administration of total paren-
teral nutrition (TPN)

(continued)
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TABLE 4.4 (continued)

LEARNING
RESOURCES/ PRECEPTOR

COMPETENCY/SKILL ACTIVITIES INITIALS/DATE

• Administration of lipids
• Enteral feedings including:

• Nasogastric feeding tube
(N-G tube)

• Percutaneous Endoscopic
Gastrostomy (PEG) tube

• Gastrostomy tube (G-
tube)

• Care of the patient with an
ostomy

• Care of the patient with a
tracheostomy

• Care of the patient with a
chest tube

7. Begin to become familiar with
the following specific chart
forms and/or policies:

• Blood and blood products
• Alert values (critical lab

values)
• Change in patient’s condition
• Crisis resolution management
• Patient complaints
• Central venous access devices
• Enteral feedings
• Gastrostomy tube/PEG/Naso-

gastric tube, etc.
• Ostomy care
• Patient Controlled Analgesia

(PCA)
• Specimen collection
• Blood cultures
• Sequential compression

devices (SCDs)
• Wound care
• Dressing changes
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TABLE 4.4 (continued)

LEARNING
RESOURCES/ PRECEPTOR

COMPETENCY/SKILL ACTIVITIES INITIALS/DATE

• Hypothermia blankets
• Specialty beds/overlays: indi-

cations for, approval and or-
dering of

• Discharge Planning

• Patient Review Instrument
(PRI)

• Assessment for Home
Care Services (M11Q)

• Food-drug interactions guide-
line

8. Unit specific competencies/self-
learning packets/checklists, etc:

•
•
•

Weekly meeting comments, action plan, etc. To be signed/dated by orientee, NM,
and preceptor. Use back of paper if more space is needed:

WEEK FIVE

LEARNING
RESOURCES/ PRECEPTOR

COMPETENCY/SKILL ACTIVITIES INITIALS/DATE

1. Continue to develop, provide Patient Report: Refer to “Care
and document plan of care Management” SLM distrib-
for # of patients (rec- uted/completed during orienta-
ommend 7–8), including medi- tion classes
cation administration.

(continued)
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TABLE 4.4 (continued)

LEARNING
RESOURCES/ PRECEPTOR

COMPETENCY/SKILL ACTIVITIES INITIALS/DATE

2. Continue to perform competen-
cies/skills identified in weeks
2–4 and demonstrate compe-
tency in the following (Must per-
form successfully 3 times in
order to be considered compe-
tent. If unable to perform 3
times due to lack of opportunity
on your unit, please notify your
NM and/or CNS and arrange-
ments will be made to give you
the opportunity to perform these
skills in another area/unit.):

• Independent completion of ad-
mission assessment/physical
assessment, including assess-
ment of breath sounds, bowel
sounds, neurological status,
etc.

• Independent completion of
discharge summary including
patient /family education, re-
ferrals, etc.

• Ability to give and accept ver-
bal patient report:

• Shift change
• Postop
• Postprocedure
• Emergency Department
• Unit-to-unit transfer
• Interinstitutional

• Perform 12 lead EKG
• Insertion of intravenous line
• Perform phlebotomy/veni-

puncture
• Use of blood glucose monitor
• Use of Infusion pumps
• Use of paging system
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TABLE 4.4 (continued)

LEARNING
RESOURCES/ PRECEPTOR

COMPETENCY/SKILL ACTIVITIES INITIALS/DATE

• Oxygen administration via:

• nasal cannula
• face mask (various con-

centrations)
• rebreather mask
• tracheostomy (collar)

mask
• bag-valve-mask

• Set-up and use of suction
equipment

3. Unit specific competencies/self- Unit specific
learning packets/checklists, etc: competencies:

• •
• •
• •
• •

4. Demonstrate competency in the Critical Thinking: Refer to
following communication and “Delegation Decisions for the
critical thinking areas: Registered Nurse” distributed/

completed during orientation
• Demonstrate an understand- classes;

ing of the departmental and
institutional chain of com-
mand

• Demonstrate an understand-
ing of the physician chain of
command for reporting/sup-
port

• Demonstrate an understand-
ing of the various disciplines
involved in patient care

• Know how/when/whom to
contact for reporting/support

• Ability to prioritize the needs
of the patients and the unit

• Ability to clarify unclear situ-
ations as needed

(continued)
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TABLE 4.4 (continued)

LEARNING
RESOURCES/ PRECEPTOR

COMPETENCY/SKILL ACTIVITIES INITIALS/DATE

• Ability to respond quickly
and appropriately in the
event of unanticipated/
untoward situations

• Ability to justify actions in a
clear, concise manner

Weekly meeting comments, action plan, etc. To be signed/dated by orientee, NM,
and preceptor.

WEEK SIX

LEARNING
RESOURCES/ PRECEPTOR

COMPETENCY/SKILL ACTIVITIES INITIALS/DATE

1. Continue to perform competen-
cies/skills identified in weeks
2–5.

2. Continue to develop, provide
and document plan of care
for # of patients (rec-
ommend 8) including medica-
tion administration.
Successful completion of orien-
tation requires independent
care of full patient assignment
utilizing preceptor as resource
only.

3. Weekly meeting with NM and
preceptor (and CNS if available)
and review of orientation/proba-
tion status.
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TABLE 4.4 (continued)

LEARNING
RESOURCES/ PRECEPTOR

COMPETENCY/SKILL ACTIVITIES INITIALS/DATE

4. Nurses hired for evening and
night shifts will begin shift as-
signment and will continue to
work with preceptor during
weeks 6–8, if not sooner. At
completion of week 8, there
will be a review of orientation/
probation status with NM/pre-
ceptor and CNS if available.

Weekly meeting comments, action plan, etc. To be signed/dated by orientee, NM,
and preceptor. Use back of paper if more space is needed.

The Preceptor Training Program content should include a com-
prehensive review of available resource materials on site, such as
the policy and procedure manuals on the patient care unit, text-
books and professional library materials, computer reference mate-
rial, videocassette and CD education programs, and patient
education materials. The Nursing Education Department may also
have additional institution or specialty-specific learning packages
or other materials to enrich the orientee’s learning experience.

Program Format for Preceptor Training
The format of a Preceptor Training Program will depend on the
amount of time allocated for training. Content could be covered
in a half day or reviewed in detail with experiential exercises over
a two-day period. A cost–benefit analysis should be used to justify
the amount of time spent in training preceptors according to the
benefits accrued as a direct result of the program.

Frequently, the most convenient, cost-effective, and educa-
tionally feasible vehicle for preceptor training is a one-day work-
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shop. The program can be designed with interactive didactic
presentations in the morning followed in the afternoon by presen-
tation of case studies, exercises, questions and answers, and group
problem solving. Prior to the program, preceptors should receive
selected readings to review in preparation for the course. This
precourse assignment assures that all participants have a minimum
baseline of information.

The role of the Preceptor Training Program faculty is to
review, reinforce, and clarify learning. Using real-life case studies
as starting points (ideally contributed by preceptors from within
the institution) faculty can help preceptors identify the principles
that should guide their practice as preceptors. Rather than using
a lecture format, the class should be arranged as a discussion or
seminar. As a method of evaluation, a workshop element can be
incorporated at the end of the program.

In the workshop, preceptors can be divided into groups and
presented with orientation training scenarios. Using concepts
learned during the program, the preceptor groups attempt to
“solve” these scenarios. At the end of the workshop, each preceptor
group presents its solution to the class. This format provides faculty
with feedback about how well preceptors understand the principles
of adult education and their responsibilities as preceptors. This
approach also models a collaborative problem-solving technique
that can be used in the clinical setting.

Another approach is to use role playing to dramatize the
scenarios in the workshop. If the group is hesitant to engage in
role playing, an alternative is to use videotaped role plays done
either by the faculty or former preceptors. Participants can then
analyze the role play and suggest or demonstrate alternative out-
comes.

For institutions where preceptor enrollment is small and/
or instructor resources are limited, the content of the Preceptor
Training Program can be put into independent study format using
e-learning or video programs, written reference materials, and self-
assessment tools. Although this model is not preferred, it does
adequately provide preceptors with a basic conception of their
role, and its lack of group interaction is partly offset by the time-
liness with which preceptor education can be provided. This means
that the staff member does not have to wait several months for
the next scheduled Preceptor Training Program, as self-instruction
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TABLE 4.5 Medical-Surgical Scavenger Hunt Checklist

Name: Unit: Date:

Purpose: To assist new staff RNs to become familiar with the

• location of equipment, forms, supplies, and rooms on their assigned nursing
unit.

• identities and roles of unit and non unit-based staff members with whom they
will be working.

Directions: Place a check on the line when you have located the area or item on
your unit. Submit the completed list to your Nurse Manager.

Date NM/preceptor
Completed initials

Identifies unit staff members and responsibilities:

• Nurse Manager

• Preceptor

• Case Manager

• Social Worker

• Patient Care Associates

• Unit Support Associates

• Housekeeping staff

Identifies non-unit based staff members and re-
sponsibilities:

• Nurse Education
Manager

• Clinical Nurse
Specialist

• Nutritionist

(continued)
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TABLE 4.5 (continued)

Date NM/preceptor
Completed initials

• Dietician

• Pharmacist

• Attending Physician(s)

• Fellow(s)

• Residents

• Interns

• Physician’s Assistant

• Nurse Practitioner

• Physical Therapist

• Occupational Therapist

• Speech Therapist

• Hospital Transporter

• Chaplain

• Patient Representative

• Other

States location of:

• Nurses station

• Medication room

• Pantry/nourishment area

• Clean utility room

• Soiled utility room
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TABLE 4.5 (continued)

Date NM/preceptor
Completed initials

• Linen storage area

• Linen chute

• Bathtubs/showers

• Store room

• Wheelchair/stretcher storage

• Oxygen shut-off valve

• Oxygen/suction outlets

• Oxygen therapy supplies and suction equipment

• Intravenous and PCA pump storage area

• Policy and procedure manuals:
Nursing
Human Resources
Administrative

• Patient education manual/resources

• Nursing Care Plans

• Frequently used chart forms, requisition slips,
etc.

• Admission book

• Assignment sheet

• Supply closet and supplies location

• Fire alarms/extinguishers

• Conference room

(continued)
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TABLE 4.5 (continued)

Date NM/preceptor
Completed initials

• Locker room

• Other

• Other

• Other

• Other

Employee signature

can occur at any time. If a self-instructional model is offered for
preceptor training, either alone or as an adjunct to the group
format, it can be supplemented with shorter, 2-hour workshops
in which preceptors who have completed the self-instructional
training can come together to discuss questions, problems, or con-
cerns they are experiencing in their role as preceptors. This work-
shop would provide not only reinforcement and clarification of
the role of the preceptor, but also group support that may have
been missed by the preceptors in their initial training.

Preceptor Program Supports

Ideally, orientation is seen as a responsibility of all employees, not
just the members of the education department. With the participa-
tion of peers, orientation becomes more than just a classroom
exercise. Peer participation can transform orientation into a dy-
namic, meaningful learning experience. To support peer participa-
tion in orientation, job descriptions should be written to include the
responsibility each staff member has in orienting a new member. At
a minimum, a staff member should be able to assist in some way
in the transition that takes the orientee from a neophyte to a
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colleague who can pull his/her own weight. Preceptors take this
minimum expectation one step further. After receiving training,
they are capable of providing a professional clinical orientation
for the new nurse.

Internal motivating factors, usually the desire and satisfaction
related to teaching, contribute greatly to the staff person’s willing-
ness to precept a new nurse. However, external motivators and
rewards can make the role much more appealing.

Any one or a combination of the following strategies can be
used to communicate to preceptors that the institution recognizes
and acknowledges their commitment by

• offering continuing education credits for attending the Precep-
tor Training Program,

• presenting preceptors with a certificate and a pin,
• providing a salary differential for precepting,
• publishing preceptors’ names and pictures in the hospital news-

letter, and/or
• sending preceptors a letter of recognition from nursing leader-

ship.

Recognition of preceptors should not be considered a “one-
shot deal,” as the preceptor role is one that requires daily commit-
ment and can sometimes seem like a thankless task. A bad experi-
ence with one orientee can leave a preceptor dejected and erase
any memories of the pluses originally associated with the role.
Preceptors should be prepared for these bad times in their initial
training. Such problems as mismatches between orientee and pre-
ceptor, orientee termination due to performance problems, or a
variety of other pressures involved in being a preceptor should be
discussed in the training program.

Ongoing support and recognition can help to alleviate precep-
tor burnout. These supports could include:

• a professional journal subscription,
• an annual Preceptor Recognition Reception,
• the opportunity to participate in additional continuing educa-

tion activities,
• instructor feedback on preceptor skills,
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• nurse manager feedback on preceptor involvement, and
• orientee evaluation of preceptor’s role in orientation.

Supports like the ones listed above indicate to the preceptor
that the institution is willing to support ongoing development in
the preceptor role.

THE PRECEPTOR ROLE IN ACTION

Assignment Planning for the Orientee

There are three components involved in planning a clinical assign-
ment for the orientee:

1. reviewing the orientee’s self-assessment form,
2. providing observational experiences for the orientee, and
3. planning the patient-care assignment.

The first or fundamental component of planning the orien-
tee’s clinical assignment is the preceptor’s review of the orientee’s self-
assessment. Before the first clinical experience, the orientee usually
completes some version of an assessment tool to be shared with
the preceptor. The preceptor reviews this tool, taking into consid-
eration the orientee’s educational background and past work expe-
rience. The assessment tool provides the preceptor with a concrete
starting point related to the orientee’s technical skills when select-
ing patient-care assignments.

The second component of assignment planning involves pro-
viding observational experiences for the orientee. Depending on the
orientee’s past experience, time devoted to observational experi-
ences will vary. Observational experiences include activities such
as shadowing the preceptor for the purpose of observing unit
routines, patient-care activities, time management, and priority
setting. An experienced nurse is usually ready for a modified inde-
pendent patient-care assignment after one day of observing the
preceptor. However, a new graduate might need additional obser-
vational time due to the sensory overload of a typical orientation.

The third component of assignment planning is the actual
patient-care assignment. The orientee’s patient assignment is made
by the preceptor, if possible, with input from the orientee. This
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collaborative approach works well, not only at the beginning of
orientation, but long after, when preceptor and orientee are true
peers. In addition to using the skills monitor data to determine
the assignment, the preceptor is encouraged to take into consider-
ation the orientee’s comfort level during the observational experi-
ence. If, for example, the orientee demonstrated extreme
nervousness when talking with patients or staff members, the pre-
ceptor should start with an easier patient-care assignment, graduat-
ing the acuity of patients with increasing orientee confidence. The
preceptor might initially choose to share his/her assignment with
the inexperienced orientee. The two would work together in a
“buddy system” and the preceptor would delegate aspects of patient
care to the orientee. The preceptor would be right beside the
inexperienced orientee as an “on the spot” resource and support.
On the other hand, an experienced nurse whose questions and
comments during the observational experience indicate a high level
of knowledge and confidence might work independently from the
start, using the preceptor as a resource.

Even with the best of planning, relevant patient-care experi-
ences may be difficult to provide. A specific patient-care experience
may not be available within the preceptor’s assignment or in the
clinical setting. Even if it involves shifting to a different location,
arrangements should be made for the orientee to be assigned to
a patient who provides a learning opportunity, ideally with the
preceptor also covering the patient. This is preferable to the ori-
entee being split between two preceptors. It is important for the
preceptor to be committed to providing the orientee with as many
experiences as feasible during the dedicated time of orientation
when support and guidance are readily available.

When a relevant patient-care experience is not available in
the clinical setting during orientation, other options are available.
For example, the orientation period could be extended or a plan
could be made to provide the experience after the orientation
period. In the latter situation the orientee and the nurse manager
need to mutually agree to seek out the experience when the oppor-
tunity presents itself.

Evaluating the Orientee

From the onset of orientation, the orientee shares responsibility
for assessing learning needs, identifying and utilizing resources,
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and requesting specific patient-care assignments that validate his/
her competence. The preceptor, nurse educator, and nurse man-
ager should respect the orientee’s input and make tools, guidelines,
and resources available to enable the orientee to succeed.

At the conclusion of orientation, the orientee should complete
a summative self-evaluation. This could be the self-assessment tool
used at the start of the orientation or could be the performance
evaluation tool based on the job description. This summative evalu-
ation is an opportunity for the orientee to note progress, problems,
or concerns prior to assuming full staff responsibility. If the orienta-
tion has been successful, this self-evaluation is usually a satisfying
experience for the orientee. If the orientation was problematic, the
final self-evaluation is an opportunity for the orientee to identify
specific weaknesses and discuss them with the nurse manager.

For some orientees self-evaluation is an intimidating and diffi-
cult process; however, it is an important skill that nurses will use
on an ongoing basis during their careers. If care was taken during
the initial self-assessment to make it a positive, nonthreatening
situation, the summative self-assessment will be less intimidating.
Orientees will have little temptation to give a falsely high or low
rating of their skills if a nonpunitive approach is taken to skills
assessment throughout orientation.

The orientee’s self-assessment provides the starting point for
the collaborative evaluation completed by the nurse manager, pre-
ceptor, and nursing instructor. Throughout the orientation the
preceptor communicates with the nurse manager and nurse educa-
tor, providing updates on the orientee’s progress. These update
sessions should be conducted on a regularly scheduled basis, or
as daily informal “on-the-go” communications. Based on these
updates, orientation plans can be revised and made more responsive
to the needs of the orientee.

Final Written Evaluation

The final assessment of the orientee, completed by the nurse man-
ager, preceptor, and nurse educator, should reflect the orientee’s
competency on completion of orientation. Early anecdotal findings
need not be included in the final evaluation if the orientee has
demonstrated a sustained improvement. The written evaluation
should be discussed by all involved with the orientee. There should
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be no surprises for the orientee in this session if communication
has been open and consistent. The final evaluation can be an
opportunity for all participants to reflect on the achievements and
obstacles encountered during the orientation.

Addressing the situation of the orientee who has been unable
to meet performance expectations is always stressful. Preceptors
need the support of the nurse manager and the nurse educator
when this occurs. Preceptors can feel guilty, frustrated, angry,
disheartened, or experience a combination of all these emotions.
In situations of this type, substantial effort is required by all in-
volved with orientation. Although this can be exhausting, such
outcomes are the exception rather than the rule; failure to address
the situation carefully can have personal, professional, and organi-
zational repercussions. Additional support may be sought from
supervisory, administrative, and legal staff. Handling a poor perfor-
mance situation should always be a team effort, with the orientee
involved and informed on a regular basis.

If the orientee has been successful, this can be a time to
enjoy the positive feedback and provide an opportunity for future
planning. The orientee’s success can predispose him/her to con-
sider further educational pursuits, professional development activi-
ties, or involvement in unit projects. This is also an excellent
opportunity to plant the seed for precepting in the orientee that
may later develop into a willingness and desire to become a precep-
tor. One suggestion is to have orientees write personal descriptions
of their orientation and their goals for the future and place these
notes in sealed, self-addressed envelopes. These “letters,” which
can be mailed back to the orientees at a date specified in the future
(i.e., 6 months, 1 year, on acceptance as a preceptor) are an excellent
way to maintain a sensitivity to new staff members long after the
feeling of newness has faded.

Evaluating the Preceptor
Like all staff members, the preceptor is evaluated at regular inter-
vals, usually on an annual basis. Part of this annual performance
evaluation should include a review of the nurse’s willingness and
ability to precept new staff members. If the job description includes
precepting as an expectation, it should be reflected in the perfor-
mance evaluation tool so there will be no surprises when the nurse
is evaluated on precepting abilities.
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The formal evaluation is important in validating the value
and importance of the preceptor role, but it is not always timely
in giving the preceptor the feedback that is needed immediately
after orienting a new staff member. An evaluation process that
parallels the orientee’s evaluation process should be implemented.
Throughout the orientation, the preceptor should be given feed-
back on his or her performance in the role. “On-the-go” meetings
with the nurse manager and the nurse educator should include
observations and suggestions on the preceptor’s abilities, as well
as the orientee’s progress. At the end of each precepting experience,
the preceptor should have the opportunity to discuss his or her
precepting skills with the nurse educator and the nurse manager.
The preceptor should be given an opportunity for self-assessment
prior to receiving feedback. This will encourage and strengthen
the preceptor’s ability for self-evaluation and will give the preceptor
insight into the process of self-evaluation in which the orientee par-
ticipates.

The orientee’s evaluation of orientation may include specific
comments regarding the preceptor. These comments can be shared
with the preceptor, but care should be taken to do this in a positive
manner. Any unfavorable comments could cause the preceptor to
become angry or hurt. The nurse educator should be able to relay
the comments to the preceptor with an eye to improving future
orientations, rather than blaming the preceptor for errors in the
past.

SUMMARY

This chapter reviewed the design and implementation of a precep-
torship program for nurse orientees in an acute health care facility.
Before initiating a preceptor program, an assessment of the current
needs and capabilities of the institution, the nursing department,
and incumbent staff should be conducted. This will assure a precep-
tor program that is appropriate for the institution and congruent
with its mission and goals.

Important components of a preceptor program include: crite-
ria for preceptor selection, definition of preceptor responsibilities,
program curriculum, orientation tools, and preceptor evaluation.
To conduct an effective preceptor program, educational strategies
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that are consistent with the principles of adult education are essen-
tial. By adopting a preceptor model, the “initiation” of new nurses
will be transformed into a positive and vital experience that will
benefit both the orientee and the institution.
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CHAPTER 5

A Model Preceptor
Program in Home Care

Marilyn Hecker

This chapter explores the use of preceptorships for newly
hired nurses in the specialty of home care. The desired
outcome of the preceptorship is to improve the retention

of new hires and to help facilitate their transition from neophyte
to a contributing team member. Additionally, a well-developed
preceptor program will create a milieu in which the orientees’ self-
esteem can be enhanced, contributing positively to their feeling
of job satisfaction.

The purpose of this chapter is to

1. provide an overview of the specialty of home care,
2. describe a preceptor model used in home care,
3. define what is expected of the preceptee,
4. provide tools to measure the competence of the learner during

and upon completion of the preceptorship, and
5. share anecdotal reactions from preceptors and preceptees

about their personal experiences.

THE SPECIALTY OF HOME CARE

Overview
Home care provides a variety of health and social services delivered
to patients who are acutely or chronically ill at home. These
may include:

111
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• nursing,
• assistance with activities of daily living (bathing, toileting) or

instrumental activities of daily living (shopping, cleaning),
• therapy (physical, occupational, speech), and
• social services (entitlements, long-term planning).

These services are, in general, appropriately delivered in the
home when the patient can safely remain there and when the skills
necessary to deliver the care exceed those available from family
and friends. As the nation’s aging population grows and consumers
elect to receive care at home, there will inevitably be increased
demand for home health care providers.

The first home health agency was established in the late 1800s.
By the year 2001 there were in excess of 20,000 providers servicing
more than 7,000,000 patients in the United States. The enactment
of Medicare in 1965 contributed to the industry’s growth. Certified
Home Health Agencies (CHHAs), which are able to bill Medicare
for services, number slightly more than 7000 (National Association
for Home Care, 2001).

Financial Considerations
With home care’s expansion, costs skyrocketed. To contain this
expenditure, Congress passed the Balanced Budget Act (BBA) of
1997. The BBA changed the way in which CHHAs were reim-
bursed for services and had an impact on the way agencies con-
ducted business. This change has affected the body of knowledge
necessary for new orientees to master, as well as the productivity
requirements of staff.

New nurses entering home care must be able to function
independently in the field (requiring finely tuned assessment skills),
be knowledgeable in Medicare rules and regulations, understand
reimbursement, and carry a demanding caseload. Though the re-
wards of home health care are great, expectations of the nurse are
demanding. Staff turnover is a costly drain on a home health
agency. The way in which the new hire is assimilated into the
workforce is critically important to maintain job satisfaction.

Recruitment and Retention
The high cost of orienting new nurses and the extended period
of time required before nurses reach the expected productivity
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level make each new hire a significant financial investment for a
home care agency. Proper applicant screening is critical to mini-
mize the number of inappropriate hires. The unique expectations
of the role must be clearly communicated, especially to those
applicants who do not have any home care experience. The historic
belief that home care is a less demanding specialty than acute care
misrepresents the role and, as such, is not appropriate for those
who express interest in participating. Successful home care nurses
are typically extremely well-organized, independent, and flexible.
They enjoy autonomy, are capable of multitasking, are willing to
make visits in varied neighborhoods with diverse home environ-
ments, and are willing to travel from place to place.

“It takes courage and confidence to provide patient care in
an environment where there’s no next shift to spot what was missed
or physician reading your notes looking for significant symptoms”
(Duckett, 2003, p. 500). Thoughtful interviewing and frank discus-
sion are necessary hiring tools to identify those applicants who
can be confident, organized, and flexible. Starting out with the
right people is key to a successful home health nurse.

Providing a warm, supportive environment is not sufficient
to keep new nurses from leaving home care during the orientation
period. Conflict can exist between the nurse’s perception of home
care and the reality, similar to what was described by Marlene
Kramer as “reality shock” (1974). Though Kramer was referring
to the adjustment needed when going from academia to the work-
place, similar stressors exist when transitioning from acute care to
home health care. A well thought out approach to transition the
nurse from new hire to team member with clearly defined expecta-
tions is essential for the new nurse to succeed. The use of preceptor-
ships can provide the needed bridge.

Preceptor Selection

Selecting the correct person for the role of preceptor is central to
the success of the entire program. The mere desire on the part of
an accomplished staff member to become a preceptor is, in itself,
insufficient. An effective preceptor is someone who is a knowledge-
able home care professional, a good communicator, and patient,
willing, and able to devote the necessary time to the learner.

The rhythm of a home care nurse’s day will be changed by
the presence of the learner. To make the expected visits per day
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and complete the requisite documentation while also meeting the
needs of the preceptee is extremely challenging. Staff member
productivity expectations should be realistically reduced when us-
ing an accomplished, experienced nurse as a preceptor, provided
this is consistent with the culture and philosophy of the home
care organization.

A possible alternate approach is to hire a full-time staff mem-
ber who is a permanent preceptor to a continuous flow of new
hires. This carefully selected and well-prepared individual can be
assigned to a group of new hires from the completion of orientation
to a point where the new nurse is ready to become a fully contribut-
ing member of the team. The length of time this may take can
vary, depending on the skill set of the learner and the speed of
the individual’s progress. This approach allows time for one-on-
one instruction, support, and case review because the preceptor is
not stressed by his or her own caseload.

A disadvantage of this approach is that the preceptor is not
actually a member of the home health care team and cannot help
familiarize the learner with the culture and the social/interpersonal
aspects of the job. However, this problem can be overcome if the
preceptee attends staff meetings and has an opportunity to dialogue
with the manager.

Informal discussions with preceptors frequently elicit their
feelings of accomplishment in seeing the progress of the new nurse.
As evidenced by the following quotes, preceptors grow and learn
through the teaching process. “It is very gratifying to actually
be able to do something that can have a positive impact on our
profession.” “I am very proud and fulfilled when I see a nurse
succeed.” “Kudos to preceptorships.”

Preceptees express feelings of having been supported in their
new role and nurtured while they gain the necessary knowledge
for success in home care. The preceptorship can be a mutually
beneficial experience for both the preceptor and preceptee.

A PRECEPTOR DEVELOPMENT PROGRAM

The curriculum for the preceptorship program illustrated here is
designed to provide the preceptor with the skill set needed for a
successful program. The department of staff development could
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administer this program. The content of the preceptor develop-
ment program must provide instruction in adult learning theory,
communication, and coaching strategies. Below is a sample curricu-
lum (see Table 5.1).

PRECEPTORSHIP IN HOME CARE

Before the preceptor can begin the process of precepting the new
nurse, orientees need to attend a number of training sessions facili-
tated by the department of staff development. This training is
described below in Phase One: Initial Orientation. Phase Two

TABLE 5.1 Preceptor Development Program

1. “Remember When” Exercise: The purpose of this exercise is to have the precep-
tor designates identify and communicate their remembrances of their first few
weeks at a new job so as to sensitize them to the feelings the preceptee will
be experiencing.

2. Evolution of preceptorships in nursing: An historical perspective of preceptor-
ships within the nursing profession is presented.

3. Definition of a preceptor: Preceptor is defined by explaining the differences
among buddies, mentors, preceptors and teachers (see chapter 1).

4. Benefits of preceptorships: The benefits of preceptorships to both the preceptor
and preceptee are discussed. An emphasis is placed on the mutual growth
opportunities in these relationships as well as the satisfaction of championing
the specialty of home care.

5. Adult learning principles: The principles of adult learning are reviewed and
practical examples discussed (see chapter 2).

6. Reality shock in home care: Principles of Marlene Kramer’s Reality Shock (1974)
are applied to the “biculturalism” experienced when a new nurse’s perceptions
of home care meet up against the realities.

7. Communication strategies: Basic principles of good communication as well as
productive ways to give feedback to the preceptee are reviewed.

8. “A Five-step Micro Skills Model of Clinical Teaching” (Neher, Gordon, Meyer, &
Stevens, 1992) applied to home care nursing: This learning tool uses the five-
step “micro skills” of clinical teaching described by J. O. Neher and associates
for training physicians as a framework upon which good preceptor/preceptee
conversations can be built.

9. Evaluation tools: Tools needed for appropriate evaluation of each preceptee
are reviewed to ensure consistency in evaluation (see Table 5.2).

10. Job expectations/standards: The preceptee must be held to a reasonable work-
load. (see Table 5.3).
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describes the point at which the preceptor has assumed his/her
major responsibilities. Phase Three describes the orientee’s transi-
tion to the staff position. In Phase Three, the preceptor remains
in contact with the preceptee on an intermittent basis.

Phase One: Initial Orientation
The orientee should be provided with a strong foundation in
clinical skills, home care principles, coordination of care, reim-
bursement, regulatory demands, and documentation requirements.
This information can be presented in a variety of ways including:

• self study modules,
• group discussion,
• skills labs,
• lectures, and
• workshops.

Many required competencies can be successfully completed before
making an actual visit to the patient’s home. Orientation is most
efficient when observation visits are interspersed among more di-
dactic portions of the learning process. In this manner the learner
can see principles acquired in the classroom immediately put to
use in the field. A secondary benefit is that by placing an orientee
in the field to observe a more experienced team member, informal
sharing of the agency culture can be accomplished and networking
among peers can begin.

This phase of orientation can last from 2–3 weeks or longer,
depending upon the philosophy of the agency and the financial
resources available. Special attention should be paid to the individ-
ual needs of the learner during this portion of the orientation. If
a new hire comes to an agency with years of home care experience
in a CHHA, then all classes in orientation may not be useful. This
orientee should be placed in classes with similarly experienced
learners, and the focus of classes should shift from general princi-
ples and requirements to policies and methodology specific to the
individual CHHA. A multitract orientation should be considered
where, for example, a class on cultural diversity would be heteroge-
neous (i.e., composed of experienced and inexperienced home care
nurses) but a class on the Outcome and Assessment Information



A Preceptor Program in Home Care 117

Set (OASIS) would be more homogeneous in makeup. Use of
technology to provide further individualization by self-guided
study is also possible; however, the group process afforded the
learner in the classroom setting has great value and should not
be overlooked.

Phase Two: Preceptor/Preceptee Experiences

Upon completion of the more didactic portion of orientation the
preceptee begins working with the preceptor. By the time this
relationship is initiated, all the basic skill competencies have been
completed in the laboratory. The orientee is ready to go into
the field.

The preceptor selects an uncomplicated initial visit for the
preceptee. On this visit, the field clearance is evaluated using the
tool in Table 5.2. Upon successful completion of an initial visit,
a wound care visit, and a home health aid supervisory visit made
in the presence of the preceptor, the preceptee can then be cleared
to do visits alone. The preceptor then continues to do ongoing
case coordination with the preceptee and closely monitors the
learner’s caseload and progress. The tool in Table 5.3 is used as
a benchmark against which to hold the preceptee accountable.
This tool is helpful for the preceptor, who must evaluate the
preceptee’s progress, and is also useful for the preceptee, who must
know exactly what is expected of him/her by the agency.

Phase Three: Transition to the Team

The preceptor/preceptee relationship continues until the learner
has achieved a level of productivity and independence that warrants
the preceptee being transferred onto the team. At this point, the
new hire’s supervisor becomes the primary resource and evaluator.
Throughout the preceptorship, the preceptor should have been
communicating the learner’s strengths and weaknesses to the su-
pervisor in order to facilitate continuity for the preceptee transfer
to the team.

The first formal evaluation of the preceptee, which is the 90-
day evaluation marking the end of the probationary employment
period, is done by the preceptor and supervisor in tandem and
signed by both.
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TABLE 5.2 Field Evaluation Tool

Nurse: Visit Type:

Date: Evaluator:

Performance Rating Scale:

Yes: Consistently meets expectations. Performance of work activities and the man-
ner in which they were achieved were at the level expected. This rating
represents solid, competent performance.

No: Overall performance generally falls below the level expected. Needs some
improvement to meet the standards for this job, either in the performance
of work activities or the manner in which the work is performed. An improve-
ment plan should be developed and follow-up counseling scheduled within
three months.

N/A: Not assessed during the visit.

DIAGNOSIS:
PROCEDURE (s):
MEDICAL RECORD #:

Yes No N/A COMMENTS

Visit Preparation
1. Contacts patient/significant

other to confirm visit and
time. Verifies the patient’s
address and communicates
the purpose of the visit.

2. Reviews case information,
plan of care, physician’s or-
ders, reimbursement criteria.

3. Corrects gaps in knowledge
and information.

4. Identifies purpose and focus
of visit.

5. Secures needed equipment
and materials.

6. Reviews the route to the pa-
tient’s home.
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TABLE 5.2 (continued)

Yes No N/A COMMENTS

Visit

1. Wears proper I.D. and intro-
duces self.

2. States purpose and focus of
visit.

3. Elicits main concern of pa-
tient/significant other.

4. Places bag on a clean sur-
face on a barrier and washes
hands.

5. Follows appropriate bag tech-
nique:
Arranges necessary equip-
ment on a barrier.
Washes hands before bag re-
entry.
Keeps bag zipped when not
in use.
Cleanses equipment before
placing it back in bag.

6. Systems Assessment
Vital Signs
Neurological
Respiratory
Cardiovascular
GI/GU
Skin
Behavior
Ambulation
Pain
Elicits specific and compre-
hensive data on identified
problem areas.

(continued)
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TABLE 5.2 (continued)

Yes No N/A COMMENTS

7. ADL Status
Hygiene Activities
Dressing Activities
Meal Prep, etc.
Assess for HHA/PCW

8. Psychosocial
Family or significant other
support.
Financial concerns/entitle-
ments.
Assess for social work refer-
ral.

9. Nutrition/Hydration
Appetite/Meal Routine
Weight
Rx/Diet/Fluids Teaching

10. Instruction
Falls Prevention/Home
Safety specific to patient dx.
Bill of Rights/Addendum
Patient Self-Determination
Act
Admission Agreement
HHA BN
Notice of Noncoverage
OASIS Privacy Notice
Agency Name/Telephone
D.O.H. Complaint Tele-
phone Number
Insurance Card/Carriers
Evening and Weekend
Number
911
Physician
Signs/Symptoms of Disease
Process
Complications of Disease
Process
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TABLE 5.2 (continued)

Yes No N/A COMMENTS

Procedures (specify)
11. HHA/PCW Supervision

P.O.C. initiated or revised to
reflect current needs.
P.O.C. reviewed with HHA/
PCW.
HHA/PCW ID
HHA/PCW Duty Sheets
Other, specify:

12. Medications
Dose
Frequency
Route
Effects—side effects
Instructions

13. Home Safety
Mobility in home
Physical layout of home
Smoke detectors
Instruct home safety

14. Assessment of Assistive
Equipment
Canes: rubber tips, handgrip
padding
Walkers: rubber walker tips,
wheels, handgrip padding
Wheelchairs: braking sys-
tem, seat belt arm/leg rest
Commode: shower chair rub-
ber tips
Air/water mattress proper set-
ting, leaking
Seat cushions
P.E.R.S. unit monitoring

(continued)
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TABLE 5.2 (continued)

Yes No N/A COMMENTS

Hospital Bed/Oxygen
Instruct appropriate use of
equipment
Assess for therapy needs
Patient outcome

15. Evaluation of Teaching or
Skill
Assess patient’s comprehen-
sion
Verbal response to teaching
Return demonstration
POC Compliance
Verbal review of procedure
(if applicable)
Need for Referral:

YES NO
16. Standard Precautions—

Infection Control
Thermometer cleansed w/al-
cohol after each use and
uses thermometer cover.
Diaphragm of stethoscope
cleansed w/alcohol after use.
Gloves changed after re-
moval/disposal of old dress-
ing.
Hand washing between
glove changes.
Dispose of used dressing,
gloves, bandages contami-
nated with blood or bloody
fluids, urostomy pouches,
BSD bags, by double bag-
ging.
Instruct infection control
measures appropriately to
POC

17. Interdisciplinary Commu-
nication
Communication with:
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TABLE 5.2 (continued)

Yes No N/A COMMENTS

Physician, coordinator, other
disciplines

18. Documentation
Reflects a skilled need.
Is accurate, legible and com-
plete.
Timely Submission

Comments/Recommendations:

Signature of Administrator/DPS: Date:

RN Supervisor Signature: Date:

RN Signature: Date:

*Note: Reprinted with permission from Metropolitan Jewish Health System. Brooklyn, New York.

Evaluation of the Preceptor

The essential functions of the preceptor are the parameters that
should be used for evaluation. Although these functions are not
all-inclusive, they are a basis upon which an evaluation tool can
be developed. Major duties and responsibilities of the preceptor in-
clude:

1. observes field visits and reviews the required documentation,
2. monitors and develops new staff in the area of documentation

for quality, justification for services, and reimbursement re-
quirements in accordance with agency policy, and regulatory
and accreditation standards,

3. assesses skills and abilities of new staff and provides additional
education as needed, and



124 The Role of the Preceptor

TABLE 5.3 Post-Orientation Expectations

Job Title: Coordinator of Care (COC)

After 4 weeks of employment the COC will be able to:

1. Demonstrate good infection control and proper bag technique in the field.
2. Maintain a productivity of 1–2 visits per day or 8–10 visits per week, (i.e.,

2 initial visits).
3. Manage four (4) cases.
4. Assess the needs of the patient and develop a plan of care including assessing

for Social Work, Physical Therapy, Occupational Therapy, and Home
Health Aide.

5. Demonstrate the capability to submit for review Start Of Care (SOC) packets,
485s, and Outcome and Assessment Information Set (OASIS) within 24–48
hours of the initial visit.

6. Demonstrate good communication techniques with the patient and his/her
significant others.

7. Demonstrate the ability to arrange for ancillary services.
8. Complete a weekly route sheet and revisit notes accurately and in a

timely way.
9. Demonstrate good customer service.

10. Demonstrate good critical thinking skills.
11. Demonstrate emerging competency in implementation of the nursing pro-

cess as it pertains to daily practice consistent with agency standards.
12. Demonstrate emerging computer skills.
13. Seek supervision as appropriate.
14. Demonstrate emerging knowledge of the Medicare and Medicaid regulations

and their fiscal impact on the agency.
15. Demonstrate emerging knowledge of OASIS documentation and its clinical

and fiscal implications.

After 12 weeks of employment the COC will be able to:

1. Maintain a productivity of 3–4 visits per day or 15–20 visits per week, (i.e.,
3–4 initial visits).

2. Manage 12–15 cases.
3. Demonstrate competence in patient assessment.
4. Demonstrate progress in the ability to implement the nursing process as it

pertains to daily practice consistent with agency standards.
5. Continue to consistently submit for review the SOC packets, 485s, and

OASIS within 24–48 hours of initial visit.
6. Continue to refine documentation skills to meet the agency’s standards.
7. Continue to demonstrate ability to complete a weekly route sheet and revisit

notes accurately and in a timely way.
8. Demonstrate good time management skills.
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TABLE 5.3 (continued)

9. Demonstrate emerging familiarity with the 60-day summary, recertification
process, and follow-up assessment.

After 24 weeks of employment the COC will be able to:

1. Maintain a productivity of 5–6 visits per day or 25 visits per week, (i.e., 5–7
initial visits).

2. Manage 20–22 cases.
3. Uphold the agency’s standards and demonstrate competence in all aspects

of patient care, time management, and multidisciplinary conferencing/coor-
dination.

4. Demonstrate the ability to complete a discharge summary and recertification.
5. Continue to demonstrate completion of weekly route sheets and revisit notes

accurately and submit them in a timely way.
6. Continue to demonstrate good communication techniques with the patient,

significant others, and other disciplines.
7. Continue to demonstrate good customer service.
8. Continue to demonstrate good critical thinking skills.
9. Demonstrate mastery of computer skills.

10. Demonstrate application of Medicare and Medicaid regulations.
11. Demonstrate mastery of OASIS documentation and its clinical and fiscal im-

plications.

*Note: Reprinted with permission from Metropolitan Jewish Health System, Brooklyn, New York.

4. performs a review for all cases assigned to new staff to assess
for appropriateness of the plan of care and remediates the
preceptee as necessary.

SUMMARY

This chapter provides an overview of the specialty of home care
and its unique challenges and rewards. The importance of careful
selection of all new hires is discussed as well as the need to retain
staff once they become productive team members. Preceptor selec-
tion is discussed and a preceptor development program is outlined.
A tool for evaluation of the preceptees is provided and specific
post-orientation expectations for the full-time home care nurse
(Coordinator of Care) are described. The chapter provides an
example of how to implement a preceptor program in home care
and outlines a time frame for its completion.
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CHAPTER 6

A Model for Precepting
in a Distance Nursing
Education Program

Linda R. Conover

Providing learners with opportunities to apply new knowl-
edge and skills is an important component when educating
adults. This chapter provides an overview of the use of

preceptors in a Master of Science in Nursing Distance Learning
program that prepares nurses for roles as educators, leaders, and
administrators, and parish nurses (nurses serving faith-based orga-
nizations). Although these roles are not usually associated with in-
depth clinical learning experiences, providing students with oppor-
tunities to practice what they are learning (practica) under the
guidance of an expert in the area is important.

PURPOSE

The purpose of this chapter is to

1. identify the components of a precepted educational experience;
2. discuss the phases of a well-designed precepted experience for

distance learners;
3. discuss the responsibilities of learners, preceptors, and faculty

members during precepted experiences in a distance learning
program; and

127
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4. discuss the key component of communication in a successful
precepted learning experience with distance learners.

Description of the Precepted Practicum

The task of designing, planning, and implementing clinical experi-
ences for learners is often a challenge for nurse educators. When
students and their clinical learning experiences are at a distance
from the home educational institution, the challenge may seem
overwhelming. Once the issues are explored, however, the princi-
ples and practices associated with precepted experiences are no
different for distance education than they are for an on-site pro-
gram. The key element in any clinical experience involving the
use of preceptors is communication. Similarly, effective communi-
cation among student, preceptor, and faculty member is key in a
distance learning program. In addition, students must have a central
role in the development and design of clinical experiences in their
local areas.

Precepted practica in the Master of Science program are expe-
riences that provide students with opportunities for expert guided
learning and application of course content in settings away from
the campus. These experiences are designed according to course
descriptions. Learning objectives are developed by the student in
collaboration with the faculty member assigned to the course.
Expected outcomes for the practicum are also developed by the
student in collaboration with the faculty member. Expected out-
comes are different from learning objectives in that they specify
what the final “product” will look like. For example, an expected
outcome might be the development of policies and procedures.
Learning objectives will address the knowledge the student hopes
to gain about developing policies and procedures. These learning
objectives and expected outcomes are shared with the designated
preceptor who agrees to provide guidance to the student in meeting
his/her learning objectives. The setting for the practicum depends
upon the student’s specialization, the course description, learning
objectives, and availability of a qualified preceptor.

A preceptor is a professional nurse who, through education
and experience, demonstrates expert knowledge in his or her field.
The ideal preceptor enjoys working with students, is a positive
role model, has effective communication skills, and holds a position
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at or above the level of expertise to which the student aspires.
Ideally the preceptor also holds an appropriate graduate degree.

The student enrolled in a practicum must be an active learner.
Individuality, self-expression, self-evaluation, and critical thinking
are essential skills. Guidelines should be given to students to pro-
vide a roadmap for how to proceed. These guidelines should be
grouped according to the following phases: preparation, approval
and orientation, implementation, and evaluation.

Responsibilities of the Student Before
the Practicum Experience

At least one month prior to the date the student intends to begin
the practicum, he/she should enroll in the practicum course and
contact the faculty member to discuss the learning experience. A
course syllabus should be available that provides a general descrip-
tion of the intention of the course and basic learning objectives.
The student should then develop personal practicum learning ob-
jectives, basic course objectives, and intended outcomes. This in-
formation, which is given to the faculty member, forms the basis for
student–instructor discussion. Location of the intended experience
and available potential preceptors are also discussed with respect to
their meeting the criteria, as described in Table 6.1. The majority of

TABLE 6.1 Criteria for Preceptors in a Distance Learning Program

Education: Master’s Degree in Nursing preferred or BSN with Master’s Degree
in area related to practicum

Practice Level: At or above the level for which the precepted experience is
planned

Professional Role model,
Attributes: Positive attitude,

Professional nursing image within the community and facility,
Advocate for nursing and students,
Excellent communication (oral and writing) skills,
Ability to handle multiple tasks and decisions effectively and effi-
ciently,
Flexibility, and
Perseverance to complete a project

Additional Prior experience as preceptor or being precepted,
Areas: Preceptor responsibilities fit work experience, and

Willingness to work regularly with faculty member and student



130 The Role of the Preceptor

communication between the student and the faculty member oc-
curs via e-mail. Usually several drafts of learner objectives and
intended outcomes are shared before they are clear and agreeable
to both the student and the faculty member. Sometimes a phone
“meeting” is necessary to achieve this clarity.

Once objectives and outcomes have been approved, the stu-
dent makes contact with a potential preceptor. In cases where the
student has not been able to identify a qualified preceptor, the
faculty member assists the student to find potential local precep-
tors.

Once a preceptor has been identified, the student determines
the preceptor’s willingness to act in this capacity and shares the
intended learning objectives and outcomes. The student then pro-
vides the potential preceptor with the required Preceptor Refer-
ence forms presented in Table 6.2, the Preceptor Application
presented in Table 6.3, and an addressed, stamped envelope to
return the information to the program office. Two references, the
application form, and a current résumé are required to be submitted
for preceptor approval.

When the preceptor has been approved and the contract de-
scribed in Table 6.4 (from St. Joseph’s College of Maine) has
been signed, the faculty member notifies the student, who is then
responsible for setting up the practicum orientation conference
call. This conference call with the faculty member, student, and
preceptor provides an opportunity to clarify the purpose of the
practicum experience, the roles of each of the participants, the
process, forms for documentation, and contact information for
each participant.

Responsibilities of Students During
the Practicum Experience

During the working phase of the experience, in addition to carrying
out the intended learning activities, the student needs to maintain
ongoing contact with both the preceptor and the faculty member.
The frequency of contact with the preceptor varies depending
upon the experience, the activities, and whether events occur that
may require input from the preceptor to assist the student in
achieving objectives. Contact with the faculty member occurs mini-
mally every 2 weeks. In some instances more frequent contact may
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TABLE 6.2 Preceptor Reference Form for a Distance Learning Program

Course Number

has been asked to be a preceptor for one of our
Master of Science in Nursing students. Your input will assist us in determining that
this potential preceptor is appropriate for this student’s practicum. Please rate the
potential preceptor according to the criteria below and return this form in the envelope
provided by the student. Thank you for your assistance.

Student’s Name:

0 = don’t know 1 = below average 2 = average 3 = above average 4 = outstanding

0 1 2 3 4

1. Knowledge:
Administration
Education
Parish Nursing

2. Skill in applying theory in prac-
tice

3. Role model/mentor
4. Attitude about students
5. Attitude about learning
6. Professional nursing image
7. Communication:

Oral
Written

8. Ability to handle multiple tasks/
decisions easily

9. Nursing advocate
10. Follow through on projects

Other Comments:

I have known the above named for in the capacity
of

Signature Print name Credentials

Current position/title Date
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TABLE 6.3 Preceptor Application Form for Distance Learning Programs

Student’s name: Practicum Course #

Preceptor’s name:

Preceptor’s address:

Preceptor’s telephone # Preceptor’s e-mail:

Preceptor’s education:

Preceptor’s practice level:

Preceptor’s relationship to student:

Preceptor’s professional attributes:

Has preceptor had previous experience as a preceptor?

Is preceptor willing to work regularly with faculty member and student?

Other comments:

Preceptor’s signature:

Please return this form with two completed reference forms and a copy of your
résumé to the Distance Nursing Education Office, attention to the faculty member
who is responsible for the course.

be required depending upon the nature of the situation. For the
most part, contact is through e-mail and submission of students’
logs. For e-mail contacts, student, preceptor, and faculty member
should be copied so that all benefit from the comments.

Students are required to keep a log of activities associated
with appropriate learning objectives and outcomes. Students also
should include a time count of practicum hours with each log
submission. The minimum number of hours for a practicum is
typically 135. Students are also required to meet any health and
safety requirements of the setting in which they are located and
must show that they hold a valid, unencumbered nursing license
for the state in which their practicum occurs. Students in other
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TABLE 6.4 Preceptor Contract

Student Name Course Number

and
Educational Institution Health Facility

Agree to the responsibilities as identified below for students enrolled in the Depart-
ment of Nursing, Master of Science program.

I The College shall:
A. select educational prepared students for this practicum;
B. provide a nursing faculty member to collaborate with the preceptor at

this facility;
C. initiate meetings with the student and the nurse preceptor to plan experi-

ences, set goals, and integrate learning;
D. consult, assist, and problem solve with the student and preceptor during

the practicum;
E. in collaboration with the preceptor and the student, determine if the

student has successfully met the objectives and completed the outcomes
for the practicum.

II The Facility shall:
A. provide the student with access to the experiences necessary to meet his/

her learning objectives;
B. foster a desirable learning environment by making agency resources avail-

able to the student, as permissible and appropriate;
C. provide an orientation for the student which includes policies and proce-

dures;
D. not compensate or consider the student an employee during the hours

the student is fulfilling his/her practicum requirements;
E. have the right, after consultation with Saint Joseph’s College, to refuse to

accept or continue any nursing student, who in the Facility’s judgment is
not participating satisfactorily or safely;

F. call to the attention of the faculty of Saint Joseph’s College any problem
reflecting on the qualifications of the student;

G. participate in the evaluation of the student’s performance.

III The Student shall:
A. identify his or her learning needs,
B. develop and maintain a working relationship with the preceptor,
C. maintain contact with the course faculty member,
D. meet health and safety requirements of the practicum facility,
E. function within the policies and procedures of the practicum facility.

IV The parties of this agreement shall not discriminate against any student because
of age, sex, race, religion, national or ethnic origin, or disability.

(continued)
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TABLE 6.4 (continued)

V By this agreement none of the parties incur any responsibility for financial
exchange whether in monies or in kind.

VI The College agrees to defend, hold harmless, and indemnify the Facility, its
officers, employees, agents, and representatives against all liabilities, obliga-
tions, damages, claims, costs, and expenses (including reasonable attorney’s
fees) which result from or arise out of the College’s performance of obligations
under this Agreement or any College student’s participation in the clinical
training experience.

The Facility agrees to defend, hold harmless, and indemnify the College, its
officers, employees, agents, and representatives against all liabilities, obliga-
tions, damages, claims, costs, and expenses (including reasonable attorney’s
fees) which result from or arise out of the Facility’s performance of obligations
under this Agreement.

VII This agreement shall be in effect beginning and shall
remain in effect for the duration of the student’s practicum or until terminated
by one or both of the parties who shall provide written notice of their decision.

This agreement may at any time be altered, changed, or amended by mutual
agreement of the parties in writing.

IN WITNESS WHEREOF, this agreement has been signed by and on behalf of the
parties identified above.

Date
For the Educational Institution: Faculty Member Dept. of Nursing

Date
For the Facility: Representative of the Facility

countries must demonstrate that they have met all requirements
as defined by the country in which they are located.

Responsibilities of Students at the Completion
of the Experience

At the completion of the practicum experience, the student collabo-
rates with the faculty member and the preceptor to schedule a
final conference call. At this time the student reviews all planned
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learning objectives and outcomes and discusses his/her progress.
The preceptor is asked to comment on the degree to which the
learning objectives and outcomes have been met. The faculty mem-
ber asks for an overall opinion about the student’s work and also
asks for feedback on the entire process. The student is responsible
for providing the Preceptor Evaluation of the Student Tool (Table
6.5) to the preceptor and for completing a Student Self-Evaluation
Tool (Table 6.6). In addition, the student is responsible for ensur-
ing that both the preceptor and the student self-evaluation tools
are returned to the faculty member.

Responsibilities of the Faculty Member Before the
Learning Experience Begins

The faculty member’s responsibilities usually begin when the stu-
dent enrolls in the course and makes contacts with his/her ideas
about the practicum experience. This contact is often through e-
mail and results in several communications to clarify the student’s
intentions. Learning objectives and planned outcomes are dis-
cussed and agreed upon. Often the student has a preceptor and
location for the experience in mind. Sometimes the student needs
assistance in locating an experience site and a qualified preceptor.
Once the student has a site and potential preceptor, the faculty
member waits to receive the Preceptor Application, a current rés-
umé, and two completed Preceptor Reference forms. These mate-
rials are reviewed and the faculty member determines the appropri-
ateness of the preceptor. When the preceptor has been accepted
the student is notified by the faculty member and told to set up
a conference call to start the experience. Students are instructed
not to start working on the planned experience until this 3-way
conference has occurred. During the conference call the instructor
facilitates the discussion by urging the student to articulate his/
her planned activities and outcomes. Any adjustments that need
to be made based on input from all participants are agreed upon
at this time. The faculty member also provides information to the
student and the preceptor relative to expectations for frequency
of contact, contact information for the faculty member, and any
other clarifying information that the student or preceptor may
need. At this time the faculty member explains that a three-way
conference call may be requested at any time. The need for such
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TABLE 6.5 Preceptor Evaluation of the Student

Directions: Using the following rating system, please rate the student at the comple-
tion of the Practicum Project (PP) in the areas listed below by placing an “X” in
the grid for the course objectives and program outcomes.

Section 1

The student demonstrates:

1. Minimal knowledge, language, and skill related to the PP. Requires continuous
oversight and direction from the preceptor.

2. Basic understanding of the knowledge, language, and skill required for the
PP. Requires frequent direction by the preceptor.

3. Knowledge, language, and skill to complete the PP with minimal direction
from the preceptor.

4. A high level of knowledge, language and skill for independent completion
of the PP in collaboration with the preceptor.

Course Objectives 1 2 3 4

1. Assessed a population for health-
related needs

2. Applied population-focused care
principles in a clinical setting

3. Participated in collaborative prob-
lem-solving approach to provid-
ing care

4. Achieved desired outcomes

5. Achieved individualized objec-
tives

Please feel free to add any other comments here and/or on the back of the page.

(continued)
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TABLE 6.5 (continued)

Section II

Program Fully Partially Minimally Not Not
Outcomes Achieved Achieved* Achieved* Achieved* Applicable

1. Improve health
care delivery and
patient outcomes

2. Engage in ethi-
cally based profes-
sional behaviors

3. Use critical think-
ing to apply ad-
vanced nursing
knowledge in
practice/educa-
tion settings

4. Demonstrate pro-
fessional nurse be-
haviors of caring,
respect, integrity,
and positive re-
gard for others

*Note: Please qualify any responses that were not fully achieved.

Student’s signature Date
Preceptor’s signature Date

conference calls occurs rarely and usually results from changing
circumstances at experience sites necessitating a change in the
student’s plans.

Responsibilities of the Faculty Member
During the Experience

During the practicum the faculty member’s responsibilities are
primarily focused on fostering communication with the student
and preceptor to discuss student progress and any potential or
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TABLE 6.6 Student Self-Evaluation Form

Directions: Using the following rating system, please rate yourself at the completion
of the Practicum Project (PP) in the areas listed below by placing an “X” in the
grid for both the course objectives and your individualized outcomes.

Rating System

The student demonstrates:

1. Minimal knowledge, language, and skill related to the PP. Requires continuous
oversight and direction from the preceptor.

2. Basic understanding of the knowledge, language, and skill required for the
PP. Requires frequent direction from the preceptor.

3. Knowledge, language, and skill to complete the PP with minimal direction
from the preceptor.

4. A high level of knowledge, language, and skill for independent completion
of the PP in collaboration with the preceptor.

Rating

Course Objectives 1 2 3 4

1. Assessed a population for health-
related needs

2. Applied population-focused care
principles in a clinical setting

3. Participated in collaborative prob-
lem-solving approach to provid-
ing care

4. Achieved desired outcomes

5. Achieved individualized objec-
tives
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TABLE 6.6 (continued)

Please rate your prog-
ress on the following Fully Partially Minimally Not Not
Program Outcomes Achieved Achieved* Achieved* Achieved* Applicable

1. Improve health
care delivery and
patient outcomes

2. Engage in ethi-
cally based profes-
sional behaviors

3. Use critical think-
ing to apply ad-
vanced nursing
knowledge in
practice/educa-
tion settings

4. Demonstrate pro-
fessional nurse be-
haviors of caring,
respect, integrity,
and positive re-
gard for others

*Note: Please qualify any responses that were not fully achieved.

Student’s signature: Date

actual problems. Sometimes the faculty member may be asked to
assist when problems arise. Frequently, however, the student and
the preceptor have already developed a solution for problems that
have arisen before checking with the faculty member. In most
instances, the solutions and adaptations suggested by students and
preceptors will turn out to be the most appropriate. As the student
and the preceptor are the closest to the problem, they usually have
the best information for solving it. During this problem solving,
the preceptor’s role modeling of adapting to change and processing
this with the student usually results in an excellent learning experi-
ence.
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Responsibilities of the Faculty Member Upon Completion
of the Experience

Throughout the entire process students are progressing in meeting
their learning objectives and accruing the required hours. Students
send biweekly updates in their logs, including the number of hours
completed. In most cases the hours and the completion of the
learning objectives and outcomes coincide. On occasion the faculty
member may have to question continuation of the project based
on the number of student hours completed. This is rare and usually
happens when there has been an adjustment to the plan midway
through the experience. In some cases students complete planned
activities even though it necessitates extending their hours beyond
the requirement. Most students want to finish their projects and
feel a sense of responsibility to the people with whom they have
been working.

A final conference call with student, preceptor, and faculty
member is conducted for the purpose of reviewing the experience
and evaluating student performance and progress. The faculty
member again facilitates this discussion with the student and the
preceptor. One of the most important aspects of this final phase is
to thank the preceptor for his/her time and effort with the student.

Once written evaluations have been received, the faculty mem-
ber posts a grade for the practicum. She/he also initiates a thank-
you communication to the preceptor from the director of the
program, as the entire process would not work without the commit-
ment of the preceptor.

Responsibilities of the Preceptor Before the Experience
Once agreeing to be a preceptor for a student, the preceptor
completes the Preceptor Application form and submits it along
with a current résumé and two references. The forms are provided
by the student, who should include an addressed, stamped enve-
lope. Once the preceptor has been approved, he/she should be in
contact with the student to review planned learning activities and
outcomes. When agreement is reached on those items, the precep-
tor participates in the first conference call with the student and
the faculty member. At this time the preceptor has an opportunity
to voice any concerns and to identify any potential barriers to the
planned activities. Planned activities are adjusted as necessary.
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Responsibilities of the Preceptor During the
Learning Experience

Working with the student during the experience requires the great-
est amount of effort on the part of the preceptor as the student
proceeds to work on planned objectives and outcomes. Ongoing
contact with the student occurs frequently (i.e., once or more daily)
or less frequently (i.e., weekly) depending upon the setting, student
abilities, and planned experiences. The preceptor is asked to keep
a log of contacts with the student to verify that contact is being
made on a regular basis.

Responsibilities of the Preceptor at the Completion
of the Learning Experience

When everyone agrees that learning objectives and outcomes have
been met, the preceptor participates in the final conference call
with the faculty member and student. The preceptor is also asked
to complete an evaluation of the student’s intended learning, which
is returned with his/her log to the instructor. The preceptor is
free to suggest a final grade for the student but the faculty member
is the one who determines the course grade.

SUMMARY

This chapter has presented the process for developing and imple-
menting a distance learning preceptorship for graduate students.
The roles and responsibilities of the student, preceptor, and faculty
were presented. Ongoing, clear communication and clearly defined
objectives and outcomes were identified as important contributing
factors to the success of this type of program. Advantages to this
model of precepting included flexibility for the learner in selecting
the practicum experience and exposure to professional contacts all
over the globe.
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CHAPTER 7

Beyond Preceptorships
Anne E. Belcher

There is a wide variety of educational/orientation programs
available to new graduate nurses, as well as to experienced
nurses in practice. These programs include but are not

limited to internships, externships, fellowships, and apprentice-
ships. In addition, mentorship offers unique opportunities for con-
tinuing professional development to both mentor and protégé.
The general purposes of these programs are (a) to bridge the gap
between academic preparation and initial clinical practice while
easing role transition; (b) to improve the recruitment, retention,
and job satisfaction of nurses in health care agencies; and (c) to
produce a positive cost–benefit ratio in the recruitment/orienta-
tion/retention budget.

Each type of program has entrance/selection requirements, a
curriculum, clinical experiences, and evaluation strategies. Agen-
cies that offer one or more of these programs report that these
programs positively impact the participants’ professional behaviors;
values, attitudes, and beliefs about health care and nursing; job
satisfaction; and participation in continuing education. The objec-
tives of this chapter are to describe these programs, to generate
questions for research about such programs, and to describe men-
torship.

INTERNSHIPS

Nursing internships, which were first developed and implemented
in the early 1960s, are viewed as extended orientation programs

142
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intended to bridge the gap between the role of the student and
that of the competent nurse (Schempp & Rompre, 1986). Intern-
ships were initially created for medical-surgical and specialty areas.
The programs varied in length from 8 weeks to 1 year. Class-to
clinical hours ratios also varied (Kotecki, 1992). Reflecting the
popularity and numbers of these programs throughout the ’60s,
’70s, and ’80s, the National League for Nursing (1983) published
Internships for the New Nurse Graduate, which listed hospital nursing
internships available throughout the United States. This document
is currently out of print.

An internship program is defined as a semi-structured, super-
vised orientation that includes didactic and clinical components
(Ross, 1986). Sams, Baxter, and Palmer-Smith (1990) indicate that
a professional internship should be based on the principle that all
nurses must have at least entry-level competency in their specialty
before assuming full staff nurse function. They recommend the
use of an adult learning approach, which includes identification
of clinical competencies and interaction with preceptors.

The goals of nurse internships are to build consistent decision-
making skills, to promote adaptation to the work environment,
and to support the development of competent and proficient prac-
titioners (Kopp et al., 1993). Many hospitals have implemented
nurse internships in an effort to improve recruitment and retention
of nursing staff based on the belief that they improve job satisfac-
tion, lessen feelings of powerlessness, and decrease turnover rates.
The use of concepts basic to professional nursing practice is
deemed to be cost effective as well. Sams and colleagues (1990)
determined that such a model “(1) provides administration with a
means of defining entry-level practice according to national stan-
dards; (2) provides the manager with a validation mechanism that
the nurse is able to practice all aspects of nursing, not just accom-
plish specific tasks; (3) provides the preceptors with a clear guide
for directing clinical experiences; and (4) illustrates a specific set
of professional criteria that enables nurses to collaborate with
preceptors and to validate their abilities daily” (p. 94).

Ressler, Kruger, and Herb (1991) described a Critical Care
Internship Program whose goals were: “to provide new graduate
nurses with the opportunity to increase knowledge and acquire
critical care nursing skills, to provide graduate nurses with a practi-
cal clinical experience under the supervision of an experienced
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nurse, and to increase the number of educated critical care nurses
available for employment” (p. 177). Classes presented included
basic principles of critical care nursing and a focus on how the
principles could be applied to the clinical setting. The preceptor
played a pivotal role in validating assessment skills, reinforcing
application of knowledge at the bedside, and serving as a role
model. Process and outcome evaluation strategies indicated that
the Critical Care Internship Program provided the new graduate
nurse with the knowledge and clinical experience needed to provide
care for critically ill patients.

Craver and Sullivan (1985) found that new graduate nurses
who participated in an internship program had fewer absences
from work and a lower attrition rate than those new graduates
who were not interns. However, no differences were found in job
performance evaluations, job satisfaction, or nursing skills. Kopp
and colleagues (1993) evaluated a Critical Care Nurse Internship
Program (CCNIP) that provides didactic instruction and super-
vised clinical experience to graduate nurses seeking staff nurse
positions. They determined that the CCNIP promoted compe-
tency and assisted in the recruitment and retention of staff nurses
in critical care. Rosenthal and Connors (1989) discovered that a
collaborative Pediatric Intensive Care Unit/Neonatal Intensive
Care Unit (PICU/NICU) internship was a successful strategy for
meeting the ongoing challenge of integrating the new graduate
nurse into the critical care environment in a supportive and educa-
tionally sound manner. Cooney (1992) described a successful orien-
tation program for new graduate nurses desiring work in obstetrics.
The use of a Skills Checklist; class days for didactic presentation
of special topics; and an Orientation Evaluation Scale that measures
the new employees’ level of supervision needed, organization, pre-
cision, and understanding produced nurses who were prepared to
meet professional standards of care, who were retained longer than
in the past, and who valued ongoing participation in staff develop-
ment.

Beth Israel Hospital in Boston developed a Clinical Entry
Nurse Residency Program for new graduate nurses in the mid-
1990s. This standardized, 2-year, planned first work experience
provided graduates of baccalaureate or higher degree programs
with the necessary skills and behaviors needed for fulfilling the
professional nursing role. The program included hands-on clinical
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teaching, ongoing mentorship, and career planning. The resident
worked with a clinical nurse sponsor, whose focus was on the
process of “socialization” into professional nursing and individual
career development.

The objectives of the residency were to:

1. demonstrate the centrality of caring in professional nurse/
patient/family relationships;

2. demonstrate competence in providing quality, cost-effective
nursing care;

3. demonstrate leadership skills in all aspects of professional prac-
tice;

4. formulate a plan for continued development and overall career
goals; and

5. appreciate the larger context of the health care delivery system.

Learning methods included assigned readings, shadowing experi-
ences, reading and writing clinical exemplars, presenting patients
at rounds, reviewing research articles, attending committee meet-
ing and lectures, and meeting with various resources in the institu-
tion (Duprat, 1994).

Internship programs are an excellent opportunity for collabo-
ration between nursing service and nursing education (Hartshorn,
1992). The program could be developed with school and hospital
educators sharing responsibility for clinical and classroom experi-
ences. Graduates’ participation in the program might enable them
to earn academic credit. Hospital-based educators benefit by work-
ing with school of nursing faculty who have an in-depth under-
standing of the new graduate. School of nursing faculty benefit
by working with hospital-based educators who are up-to-date re-
garding changes in the clinical setting.

Kotecki (1992) completed an extensive review of the literature
regarding internships since their inception in the 1960s and
reached the following conclusion: “Many of the (internship) pro-
grams are creative and innovative but, when compared with regular
orientation programs, do not show significant differences in clinical
ability, role transition, or recruitment. However, a relationship
does seem to exist between internship programs and retention of
graduate nurse employees” (p. 205).
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NURSING EXTERNSHIPS

In general, an externship is a period of time during which a student
works under the direction of someone with experience in the
profession. A variety of terms have been used to describe such a
structured work experience: internship, externship, work experi-
ence, fieldwork, practicum, directed projects, and cooperative edu-
cation. All have the common purpose of providing structured
student experiences outside of the classroom (Konsky, 1976). Ac-
cording to Cottrell and Wagner (1990), it is in the externship that
students learn to apply what they have learned to a real life situation;
it “provides a type of culminating experience to the education
process” (p. 30). The benefits of an externship are as follows:

1. students attain the confidence and experience needed to handle
an entry level position in the profession successfully,

2. successful student externs may have an advantage in the job
market over those who choose not to complete an extern-
ship, and

3. professional contacts and networking opportunities can be in-
valuable to the extern when seeking an initial or future profes-
sional position.

The sponsoring educational institution gains personal contact with
practicing professionals, which is important for public relations,
for future student placement, and for opportunities to conduct
applied field research. The externship site also benefits from stu-
dent externs serving as additional staff to accomplish daily tasks
and to initiate projects that may have been placed on the back
burner due to inadequate employee time. Externs also offer fresh
ideas and new insights to the sponsoring agency and its employees.

Constraints or problems presented by externships include
such specific issues as inadequate supervision of the extern as well as
such comprehensive issues as lack of research on the development,
administration, and effects of such a program on the extern and
on the agency. Cottrell and Wagner (1990) raised some interesting
questions regarding externship programs that are applicable to
nursing:

• Are site visits made during the externship and, if so, who makes
the visits?
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• Can students receive salary and/or living expenses?
• Do formal procedures exist for the approval/certification of

externship sites prior to student placement?
• What criteria are used in selecting externship sites?

Nursing externships have been offered by schools of nursing and
health care agencies for many years. Most of these programs em-
ploy students in summers only and were designed to supplement
nursing staff in the agency during those months when vacation
coverage was needed. Nurse externs work for a salary that is usually
equivalent to or somewhat higher than that of other nonlicensed
personnel. Some hospitals provide special classes for the externs
and use a preceptor model for clinical supervision. The employing
agency anticipates that the externs will apply for a full-time position
after they have completed their nursing education. In this time of
a nursing shortage that is projected to last for many years, agencies
may find the externship program increasingly cost-effective be-
cause of externs’ shortened orientation and enhanced retention.

FELLOWSHIPS/APPRENTICESHIPS

Fellowships and apprenticeships are types of internships in which
a professional gains practical experience under the direction of
another professional. Fellowships and apprenticeships come, ac-
cording to Buckalew (1984), “in all shapes and sizes—paid, un-
paid—formal, informal—long, or short term” (p. 28). The fellow
or apprentice agrees to work on a particular project for an organiza-
tion, such as doing research or collecting data, and in turn gains
valuable knowledge and experience while working with experts in
the specific field. Buckalew has the following suggestions for a
nurse who is interested in pursing a fellowship or an apprenticeship:

• Have the name of an individual to contact or direct the inquiry
to the personnel department.

• Identify your interest and background in the health care system,
not limiting your qualifications and experiences to nursing.

• Be prepared with a concise and updated résumé, stress research
completed or in which you have participated, and list all publi-
cations.
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Smaller councils within governmental agencies work on specific
projects that may be of particular interest to the nurse applicant;
these fellowships or apprenticeships are usually unpaid, and have
small staffs and limited work space. However, they can be advanta-
geous to the applicant if he/she has flexible work hours and can
use the experience for college credit or to help further a cause,
for example, women’s health, aging, or world hunger.

Examples of agencies that offer fellowships/apprenticeships
that may be available to interested and qualified nurses include:

• American Association of Retired Persons
• American Hospital Association
• American Nurses Association, including the Minority Fellow-

ship Program
• Congressional Placement Office
• Department of Health and Human Services
• National Academy of Sciences
• White House Fellowships

State legislators and other nursing organizations may offer addi-
tional fellowships and apprenticeships. The focus of those listed
above is on involvement in the political arena. As noted by Bucka-
lew (1984): “Getting involved means work over and above the
usual. It may demand sacrifice of time or money, in some cases
both. However, the long-term benefits to the nursing profession
will be worth it” (p. 29).

RESEARCH QUESTIONS

Each of the programs described above offers opportunities for
research that to date has been only descriptive or lacking entirely.
Research questions could and should be generated to address a
variety of issues, such as the following:

• How should applicants be selected for these programs? What
criteria should be used?

• How can articulation with schools of nursing be used to en-
hance new graduates’ preparation for and faculty participation
in these programs?
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• What differences in curriculum design, content, and experi-
ences are needed to assure the expected outcomes of such
programs? How is the optimal length of such programs deter-
mined?

• What is the cost-effectiveness of these programs? How is it
measured? How are costs and benefits weighed to determine
the value of the program?

• How do these programs affect recruitment and retention of
staff? How is job satisfaction measured?

• How are preceptors best selected? How are they prepared,
evaluated, and rewarded for their participation in these pro-
grams? How are they matched with potential interns?

More attention should be directed to the evaluation process. Many
programs use subjective evaluation measures that make it difficult
to assess the actual benefit of the programs.

• What clinical performance evaluation tool is valid and reliable
for determining nurses’ success in these programs?

• How can preceptor, nurse manager, and nurse/other health
care professional colleague involvement and satisfaction with
program participants be determined?

MENTORSHIPS

Mentorship is a highly complex and developmentally important
relationship that may include but is not limited to (a) teaching
specific skills; (b) developing a protégé’s intellectual capabilities;
(c) intervening to assist in the protégé’s entry into and advancement
within the organization; (d) providing advice, encouragement, and
constructive criticism; (e) introducing the protégé to organizational
operations, politics, and key players; and (f) serving as an exemplar
who models the values and professionalism that the protégé can
emulate. According to Bowen (1985), mentoring

occurs when a senior person (the mentor) in terms of age
and experience undertakes to provide information, advice, and
emotional support for a junior person (the protégé) in a relation-
ship lasting over an extended period of time and marked by
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substantial commitment by both parties. If the opportunity
presents itself, the mentor also uses both formal and informal
means of influence to further the career of the protégé. (p. 31)

Yoder (1990) differentiates the concept of mentoring from
those of role modeling, sponsorship, precepting, and peer strategiz-
ing. Role modeling does not require a personal relationship be-
tween the model and the imitator. The model’s role is a passive
one, based on the assumption that the imitator will identify with
the model and adopt the model’s behaviors and values. Sponsorship
has all of the characteristics of mentorship with the added aspect
of finding the “right spot” for the protégé in the organization.
Precepting has been previously defined in this book. As Fawcett
(2002) notes: mentors are not only responsible for “showing a new
nurse how to perform a task,” but also for “explaining why the task
is performed and modeling the behavior” (p. 952). Peer strategizing
usually consists of two persons who are peers in age and experience
who engage in a reciprocal or mutual relationship. This “trading
of information” sustains the relationship over time.

The four stages of the mentor–protégé relationship are as fol-
lows:

Stage 1: Solicitation: This first stage involves the process of de-
termining whether there is “good chemistry” between the men-
tor and protégé. During this time, the mentor is probing with
the protégé around the thoughts and ideas they are both bringing
to the relationship.
Stage 2: Inquiry: During this second stage, the mentor’s primary
function is to clarify expectations and define goals with the
protégé. This stage is often characterized by some anxiety with
the mentor and the feeling of being unable to meet expectations
and goals.
Stage 3: Informational: This stage involves the protégé’s knowl-
edge and skill development: learning the ropes, gaining insight
into the broader organizational experience, understanding the
organizational game plan, and becoming familiar with who
wields the power.
Stage 4: Conversion: The fourth stage is symbolized by the proté-
gé’s autonomy and independence. The protégé, through the
achievement of personal goals, begins to separate from the men-
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tor. This stage may be characterized by disillusionment with
the relationship, a simple parting of the ways, or a new and
redefined relationship (Yoder, 1990).

Potential dilemmas and barriers of the mentor–protégé rela-
tionship were identified by May, Meleis, and Winstead-Fry (1982)
as (a) independence versus protectiveness, in which the mentor
may overprotect the protégé, thus stifling innovative ideas; (b)
collegiality versus exploitation, in which the assertive and competi-
tive protégé may cause the mentor to be too cooperative or the
overly competitive mentor uses the protégé as a pawn to reach
self-serving goals; (c) mentorship versus educator role, which are
distinctly different; and (d) individuation versus protégé status, in
that mentors must encourage protégés to be autonomous, not
clones of themselves.

Darling (1984) categorizes mentors in such a way that each
nurse can identify personal preferences and style with regard to
this role. The four mentor types she identifies are:

1. the traditional mentor: a person who is sufficiently experienced
in a career to be able to give wise counsel to the protégé;

2. the step-ahead mentor: an older person either in age or experi-
ence, one who can “pave the way,” protect, or give valuable
guidance to the younger person starting on the same path;

3. the comentor: a peer in age and experience who is engaged in
a reciprocal or mutual relationship with the other person; the
two either take turns providing guidance and assistance as it
is needed or provide help to each other in specific areas;

4. the spouse mentor: a special form of comentor, which can be very
significant in marriages, being either unilateral or reciprocal.

The type of mentor one tends to use is related to the stage of
one’s career life cycle.

Fawcett (2002) asserts that effective mentors have the follow-
ing characteristics: patience, enthusiasm, knowledge, a sense of
humor, and the ability to engender respect. Outstanding mentors
also learn about their protégé’s personal background, competen-
cies, and professional ambitions.

DeMarco (1993) notes that the classic mentor/protégé rela-
tionship has emerged in various health care settings based on the
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need for nurse recruitment and retention and continues to “take
the shape and form of the older, more experienced person guiding,
supporting and nurturing a younger, less experienced one” (p.
1243).

With regard to reciprocity, the antecedents are the following:

1. At least two people are interacting in an exchange that has
meaning for both (thoughts, feelings, behaviors).

2. Interfering factors outside of the exchange must be less potent
than the meaning of the exchange.

3. The skill to facilitate reciprocity rests on the decrease of in-
terfering factors.

4. Participation in the relationship proceeds from a philosophic
premise that human existence encompasses multiple and per-
sonal meanings, shared participation, multiple outcomes ame-
nable to change, mutual learning, and intuitive, rational, and
empirical characteristics (p. 1244).

The four consequences of a mentor/protégé relationship should be

1. shared meanings through mutual understanding,
2. two individuals sharing control and responsibility for the out-

comes of the relationship,
3. trust that is developed and sustained, and
4. an empowerment to cope. (DeMarco, p. 1244)

With regard to empowerment, Hawks (1991) acknowledges
the attributes of interpersonal process and the antecedents (power
skills), trust, knowledge, respect, and self-confidence. Solidarity
comes with group identification of common goals and needs.

The value of mentorship in nursing is its positive impact on
professionalism, reduced turnover, and increased job satisfaction.
The challenge facing the new graduate nurse is to find a senior/
experienced person or persons who will serve as guides through
his or her career. As noted by Vance (2000), mentor connections
play a role in leadership succession in the nursing profession, as
well as contributing to nurses’ success and satisfaction throughout
their career paths.
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SUMMARY

As nursing shortages accelerate in the years ahead, more emphasis
will be placed on programs that support new graduates as well as
experienced nurses, with a focus on recruitment and retention.
Those programs described in this chapter provide a history and
framework for new endeavors in this area. Mentorship will always
be an important aspect of the profession of nursing and its value
should be instilled in each nursing student, faculty member, and
nurse in practice.
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Self-direction, 16–17, 42 student evaluation, 36–39
Self-esteem, building, 31 student performance, description,
Self-evaluation, 60, 104 evaluation, distinguished, 51

summative, 106 student role, 40–42, 50
Self-evaluation form, student, 138–139 teaching strategies, 51
Self-instructional model, 102 undergraduate teaching programs,
Self-report, by orientee, 60 29–35
Socialization, 60–61 unlicensed students, 51–52
Specificity, importance of, 23 Student-initiated clinical placements, 48
Spouse mentor, 151 Student teaching, blending patient careStage of life, impact on motivation, 16

with, 33Step-ahead mentor, 151
Summative self-evaluation, 106Student
Surgical orientation plan, competency/absences of preceptor, 34–35

skill checklist, 85–97anxiety, 37–39
clinical sites, 46–49

Teachingcourse description, 50
defined, 1–2course design, 45
formal, 10–11curriculum overview, 50
informal, 11curriculum placement, 45
overview of, 5evaluation process, 34

faculty precepting, blending, 13
program advantages to, 30 Team, transition to, 117–123
program disadvantages to, 32–33 Thinking, critical
role, 35–36, 50 opportunities for, 18

grading policies, 46 skills in, 65–66
learning opportunities, 40–41 Traditional mentor, 151
legal issues, 51–52 Traditions in nursing, 8–9
manual, 52 Training program for preceptor, 57–58
performance, description, evaluation, Transformational learning, 18–19. See

distinguished, 51 also Adult learner
policies, 46–49 Trust, building, 35preceptor

Tutor, defined, 1program advantages to, 30–31
program disadvantages to, 33

Undergraduate teaching programs,preceptor role, 39–40, 50
29–35preparation of preceptor, 49–52

Underlying assumptions, awareness of,future directions, 52
18procedures, 46–49

Unlicensed students, 51–52program advantages to, 31–32
Unsuccessful orientee, 107program disadvantages to, 33–34

relationship between preceptee, pre-
ceptor, 34 Verbalization of concerns, 36
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Work experience, of orientee, 60 Workshop, preceptor, 49–50
Written evaluation, 106–108Work hours, increase in, 34

Work schedule of preceptor, balancing
course schedules with, 34
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