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Preface

The Dedicated Education Unit (DEU) is an example of the increasing adoption of
work-integrated learning concepts and practices as the way forward in preparing
higher education students for real-world nursing. It was born from the complexities
of providing more students with more quality time in fewer clinical practice settings
with fewer resources whilst ensuring a greater number and range of hands-on
nursing experiences, greater numbers of work ready graduate Registered Nurses
(RNs) and reduced costs. Rather than being a proscriptive model, the DEU was
conceptualised and has continued to develop as a flexible clinical learning and
teaching strategy informed by the philosophies and principles of adult learning,
transformational learning, work-integrated learning and learning in communities of
practice.

Practitioners—nurses, educators, administrators and students—who are pas-
sionate about sharing the philosophy of the DEU in nursing have collaborated
to write this book. Their primary aim is to provide a resource for all those
involved with student nurse education—nurse educators in the clinical setting,
nurses, students, academics, ward/unit managers in hospitals, community health-
care provider managers, placement coordinators, student and nurse administrators,
academic and health-care policy makers and regulators. To this end, they present
practice examples and personal experiences from DEUs at Flinders University and
Canberra University in Australia; the University of Portland, Oregon, in the USA;
New Zealand’s Christchurch Polytechnic Institute of Technology and Canterbury
District Health Board collaboration (CPIT/CDHB) as well as the Counties Manukau
District Health Board (CMDHB)1 and Manukau Institute of Technology (MIT)
collaboration; and the University of Borås, Sweden. The examples demonstrate how
different DEUs are set up, managed and constantly adapted specifically to meet the
needs of varied nurse education programmes and clinical learning contexts.

1Since this book was written, the Counties Manukau District Health Board (CMDHB) has changed
its name to Counties Manukau Health.
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vi Preface

The authors blend pedagogy with lived experiences of DEUs as they trace the
development and implementation of this clinical education partnership between
tertiary education and health-care institutions. They emphasise the importance of
collaboration, cooperation, collegiality, constructive criticism and shared offering
of solutions to problems based on what members of the DEU ‘community’ know or
do not know.

In all cases, the DEU philosophy has been used to build clinical environments
that recognise the value of nurses, academics and peers as collaborative teachers and
learners and to utilise these inbuilt resources to provide repetition in learning and
develop a common sense of belonging in the ‘unit’. This enables students to explore
learning opportunities in the knowledge that there are people who will ensure they
do not make intractable errors and who will guide and support them to achieve
the competence and confidence required of graduating RNs. There have been some
anecdotal reports that staff/faculty development opportunities (capacity building) in
DEUs improve ward culture and reduce injuries.

Comparisons between the principles and characteristics of the DEU and other
clinical nursing education ‘models’ highlight the DEU’s unique aspects. Illustra-
tions depicting key elements of the DEU learning and teaching environment and
outlining role descriptions and responsibilities for key personnel in different DEUs
provide a comprehensive guide to laying the foundations of a DEU.

The book culminates in a ‘how to’ chapter in the form of a sample of a
DEU in practice. However, this is not a recipe book on how to do ‘the’ DEU.
Instead, it demonstrates how flexible development and implementation of DEUs
can meet the needs of different clinical learning contexts, adapting to inevitable
contextual changes. The DEU concept, its philosophical and pedagogical bases
and its processes may be useful for all disciplines with a work-integrated learning
component. Further research and development of DEUs is intended with the aim of
implementing inter-professional DEUs in clinical settings and beyond.

Kay Edgecombe and Margaret Bowden (editors)
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praxis; Teja Fredenlund, Tutor in clinical praxis; Eva-Britt Wustenhagen, RN,
Tutor in clinical praxis; Marianne Segenstedt, RN, Developing Manager in Health
care; and Ingrid Rosengren, Head of Clinical Studies for supporting the Dedicated
Education Unit (DEU) at Borås University, Sweden.
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Chapter 1
Introduction

Kay Edgecombe and Margaret Bowden

The challenge for nurse educators is ‘how best to prepare students for the
complexities of the social, cultural and political arena of clinical practice’ (Newton
et al. 2009: 630). In rising to this challenge, nurse educators have leapt onto the
treadmill of innovation, experimentation, evaluation and re-innovation. Powering
this treadmill is the question: How can we do it better?

The quest to do it better led to a move in the USA in the 1920s, in the UK
in the 1980s and in Australia, New Zealand and Sweden in the 1990s to teach
nursing jointly in universities and hospitals. This shift from a practice-based model
of learning to a more balanced model of learning theory and practice together moved
nursing from a vocation to a profession. The intention was to facilitate a two-way
interchange of theory and practice to constantly inform change or adapt to it and
to maintain skill and knowledge currency among nurses and academics. Emphasis
shifted towards developing students’ critical thinking and clinical decision-making
skills, a collaborative approach to learning, encouraging research and working
whilst learning essential technical nursing skills, the ‘whole domain of professional
knowledge and practice’ (Benner et al. 2010: 25–26), with a focus on teaching for
‘a sense of salience’ in the clinical context (Benner et al. 2010: 82).

The transition to this dual-site, dual-knowledge integrated learning model for
nursing created tensions between health-care organisations (referred to here as
‘hospitals’ or ‘health services’) and tertiary education institutions (referred to here
as ‘universities’). These were essentially tensions between our knowledge and ways
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of doing things and their knowledge and ways of doing things (Andrews et al. 2006;
Newton et al. 2009) and tensions between why change and the need to change to
meet the demands of a changing world.

Once the transition from hospital-based to university- and hospital-based nurse
education had occurred, ‘How can we do it better?’ became a quest for change.
It was time to work together for the common goal of maximising students’
clinical learning, university/hospital collaboration and clinical teacher currency and
satisfaction (Magnusson et al. 2007), whilst minimising university/hospital tensions
(Andrews et al. 2006), economic issues (Wellard et al. 2000), clinical and academic
staff burnout (Henderson et al. 2006b), risk to patients (Henderson et al. 2006a) and
student dissatisfaction (Curtis et al. 2007).

The Dedicated Education Unit (DEU) is among the latest developments in
this quest. Originating from Flinders University School of Nursing, Adelaide,
Australia,1 in 1997 (Edgecombe et al. 1999; Gonda et al. 1999; Wotton and Gonda
1999), the DEU is now emerging globally as a successful conceptual model for
work integrated learning within the health-care sector. Over the past decade, nurse
educators in Australia, New Zealand, the USA and Sweden have adopted and
adapted the DEU as a sustainable, agile clinical teaching and learning strategy.

What Is a Dedicated Education Unit?

Dedicated education units (DEUs) have been defined variously as:

• ‘Existing health care units that are further developed through strategic collabora-
tion between nurse-clinicians and academics’ (Edgecombe et al. 1999: 166)

• ‘Client unit[s] developed into an optimal teaching/learning environment through
the collaborative efforts of nurses, management, students and faculty’ (Moscato
et al. 2007: 32)

• ‘Dedicated hospital units in which staff nurses and nursing faculty take on new
educational roles to deliver more efficient and effective clinical instruction to
nursing students’ (RWJF 2012)

• ‘An approach intended to give students a more effective and richer clinical
experience, make better use of existing resources, allow for the clinical education
of increased numbers of students with existing faculty, and bridge the academic
and practice communities in ways that benefit both the teaching and patient-care
missions’ (Warner 2010)

• ‘A collaboration among administrators, nurse-clinicians and faculty to create an
optimal and efficient learning environment for students’ (Warner 2010)

• ‘An approach built on a new level of collaboration between nursing schools
and hospitals. : : : staff nurses in a hospital unit become primary instructors for
nursing students during clinical rotations, and nursing school faculty serve as
mentors and teaching resources for the nurses’ (RWJF 2012)

1Now the Flinders University School of Nursing and Midwifery.
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• ‘A caring science learning environment where caring and learning are united
in reflective tutoring to support the nursing students’ learning process in terms
of integrating theory with caring practice and their professional development’
(Ekebergh 2007)

• ‘A small community where everyone (students, clinicians and academics) is
continually learning from each other’ (Judy Gonda, Chap. 10, this volume)

It must be stressed that the DEU is a response to varied clinical learning
environments and curriculum imperatives. Flexibility, or agility, is a keystone of the
DEU, enabling it to manifest in a variety of ways in accordance with the ‘context
of the clinical learning opportunities available’, for example, in ‘acute medical
and surgical areas, community service organisations or mental health’ (Edgecombe
and Bowden 2009: 92). Factors impacting the DEU structure include hospital
and university policy, regulators, organisational practice and ethos, staffing levels,
funding levels, ward sizes, geographical location and individuals who determine
ward and health service cultures. In a 28-bed hospital ward, for example, a DEU
may consist of ten 3rd year students commencing placement in week 2 of semester
for 2 days a week for 12 weeks; ten 2nd year students commencing placement in
week 6 for 2 days a week, attached to the 3rd year students for 10 weeks; and twelve
1st year students (in two consecutive groups of 6) having a placement for 2 days a
week from week 10, attached to 2nd year students for 3 weeks per group. This is
elaborated and presented in graphic form in Chap. 2 (see Fig. 2.1).

Guiding Principles of Dedicated Education Units

Whilst the physical structure of DEUs must flex to meet the needs of specific
clinical contexts and to operate within available resources, all DEUs are based on
the following principles:

• Clinicians and academics stand alongside each other and acknowledge each
other’s strengths—clinicians are expert practitioners; academics are expert ed-
ucators.

• Relationships between the two built on mutual trust, respect and open communi-
cation.

• Clinicians and academics, through close relationships, create a strong, collabo-
rative, collegial partnership between the health service, clinical placement venue
and university.

• Collaborative learning and teaching with academics, clinicians and students.
• Preparation—all involved know their roles, responsibilities and actions.
• Ongoing academic and clinical practice development for academic and clinical

staff (capacity building) and students.

These principles aim to generate a sense of belonging in clinical environments
for students and academic and clinical staff.

http://dx.doi.org/10.1007/978-94-007-7232-8_10
http://dx.doi.org/10.1007/978-94-007-7232-8_2
http://dx.doi.org/10.1007/978-94-007-7232-8_2
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A Sense of Belonging in Dedicated Education Units

It is known that ‘human beings are fundamentally and pervasively motivated by the
need to belong’ (Levett-Jones et al. 2009), and that a sense of belonging is a vital
ingredient for successful practice learning (Edgecombe and Bowden 2009; Hale
and Jamieson 2009; Levett-Jones and Lathlean 2008; Newton et al. 2009; Ranse
and Grealish 2007). The DEU principles, which are in accord with the DEU’s
pedagogical basis, create respectful learning environments in which increasingly
diverse students, clinicians and academics develop a sense of belonging as valued,
equal members of a caring and learning team participating in collaborative learning
and teaching. This environment appears well suited to acknowledging and valuing
the increasing numbers of international students and nurses who may otherwise
experience isolation, stereotyping and loss of confidence in clinical practice settings
(Edgecombe et al. 2013). The principles address the issues of lack of peer
support and anxiety arising from students’ uncertainty about their ability, which
Melincavage (2011: 787) identifies as arising from feelings that clinical staff are
inconsiderate of students’ inexperience, demean the students, abandon them and
expose their weaknesses to other staff and students.

In DEUs, clinical staff consider academics and students as contributors to the
overall clinical care environment; they are not viewed as visitors or unwanted dis-
tractions. Strategies such as badges designating individuals’ roles within their DEUs
(New Zealand), providing dedicated education space and resources (including texts
and computers) and having staff request, welcome and attend student presentations
(USA) heighten a sense of belonging and professional identity.

The Pedagogical Approach in Dedicated Education Units

The DEU concept lies in the tenets of practice learning communities (Wenger
1998; Wenger et al. 2002), learning as an experiential, social activity (Dewey
1938; Wenger 2000), situated learning (Lave and Wenger 1991) and adult learning
(Brundage 1980; Knowles 1990). The university and health-care settings in which
students undertake clinical placements form a close partnership in which they
share a mutual vision, goals, respect, understanding of the academic and practice
curricula, clear roles and responsibilities, resources, collaboration and clear, honest
communication. Learning and learners are valued whether they be hospital- or
university-trained students or teachers, clinicians, administrators or other staff who
become part of the DEU learning process.

The primary focus is on students, as adults, transforming ‘knowledge, skills,
strategies and values through experience’ (Brundage 1980: 5) and reflection on
and in practice (Boud and Walker 1990; Boud et al. 1985; Kolb 1984; Schön
1983, 1987). This transformation is achieved through ‘active learning’, in which
students participate ‘in constructing and controlling the language and activities of
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[their] learning’ (Habermas in Carr and Kemmis 1986: 149), and peer learning and
teaching. What the student brings to the experience is acknowledged as important
(Cooper et al. 2010; Edgecombe and Bowden 2009).

All DEUs are designed to increase students’ intentional and incidental clinical
learning by immersing them in the academic and practice curricula. DEUs provide
students with more quality time in the clinical setting and ongoing intentional
guidance from clinical and academic staff. Students are afforded the time and
support to personally bond with staff members who invest in these future nurses’
education and well-being. DEUs also enable students from different year levels to
learn nursing practice together over an extended time, encouraging peer learning
and teaching. Peers, all staff in the clinical setting and patients to a lesser extent
guide students incidentally in a collaborative learning relationship.

The DEU pedagogical approach creates an environment in which students are
encouraged and supported to learn nursing practice, clinical staff are supported
in teaching the students and academic staff are supported to spend time in the
DEU. Students, academics and clinical staff share the ongoing development and
maintenance of clinical and academic skills, and teaching and learning strategies.
Academics and clinicians become learners as well as teachers, participating in
formal and informal staff capacity building activities provided by the university
and the health-care organisation. Workshops attended by academic and clinical staff
together, for example, enhance a sense of collegiality. Throughout this book, staff
capacity building is implicit in discussions about ‘preparation’ for the DEU, ‘staff
development’ and ‘faculty development’.

The Dedicated Education Unit Difference: Why Do
We Need It?

Reviewing the current international literature (2005–2012) related to clinical teach-
ing and learning and clinical learning environments, Kay Edgecombe and Margaret
Bowden found that many of the issues that precipitated the conception and inception
of the first DEU at Flinders University in 1997 continue to be a source of frustration
and innovation today. There is general consensus about the importance of clinical
practice experience for student nurses (Perli and Brugnoli 2009), but methods
for achieving this with optimal outcomes for the long-term future are varied and
contested. Challenges identified when structuring clinical learning placements for
student nurses include:

• Achieving a balance between student-centred learning, patient-centred care and
resource-centred university and hospital management

• Quality clinical teaching and learning (Emerson 2007; Gaberson and Oermann
2007; Kelly 2007)

• Providing appropriate guidance and supervision to each student (Ironside and
McNelis 2010)
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• Teaching students to ‘think on their feet’ and make clinical judgements (Ironside
and McNelis 2010)

• A supportive clinical learning environment that engenders a sense of belonging in
students (Andrews et al. 2006; Edgecombe and Bowden 2009; Hale and Jamieson
2009)

• Good communication between universities and hospitals
• Valuing of university knowledge by hospital-trained clinical staff and of clinical

expertise by universities
• The need for institutional policy (both university and hospital) that includes

clinical teaching and supervision in academic and clinical staff workloads

Much of the research undertaken to seek answers to these challenges focuses
on students’ perspectives of their clinical teachers. The research emphasises the
importance of clinical teachers who demonstrate a good understanding of the
‘concepts and theories related to patient care in the clinical setting’, help students
to use these to ‘better understand the patients’ health problems and care’ and
‘demonstrate clinical skills and judgement’ whilst guiding ‘students in developing
essential clinical competencies’ (Gaberson and Oermann 2007: 47).

Kelly (2007: 886) identifies the qualities of ‘the best clinical teachers’ as
having ‘sound interpersonal skills’, ‘clinical competence’ and the ‘ability to provide
feedback’. They ‘know how to teach’, are ‘good role models’ and ‘encourage
mutual respect’ (Kelly 2007). Johnson-Farmer and Frenn (2006: 267) found that
teachers’ description of their practice matched what students in other studies
identified as the qualities they expect from clinical teachers. Faculty need to ‘clearly
communicate expectations and outcomes’, ‘use multiple teaching strategies’, be
‘current and knowledgeable’, ‘student centred’ and able to ‘draw all students into
active questioning and learning’ to make the ‘process of discovery enjoyable’
(Johnson-Farmer and Frenn 2006). Thus, it is essential to ensure that all clinical
teachers (academics and clinicians) are well prepared for their role and maintain a
high standard of teaching. This requires initial and ongoing staff capacity building,
which is a keystone of the DEU philosophy (see Chap. 9, Edgecombe and Bowden,
this volume).

The DEU, which is essentially student centred, builds in consideration of what
students bring to the clinical learning environment. Hence, the importance in the
DEU philosophy of preparing students effectively for their clinical placement
experiences, with a major focus on thorough pre-placement orientation to the
clinical setting.

Kay Edgecombe critiqued past and current clinical teaching and learning models
to compare them with the DEU (see Table 1.1). She found that the same clinical
practice learning concerns that precipitated the original DEU persist today despite
innovations implemented to address them (Edgecombe 2005; Edgecombe and
Bowden 2009; Edgecombe et al. 1999; Emerson 2007; Gaberson and Oermann
2007; Grealish and Carroll 1998; Gonda et al. 1999; Jamieson et al. 2008;
Henderson et al. 2006b; Moscato et al. 2004, 2007; Wotton and Gonda 1999, 2004).

http://dx.doi.org/10.1007/978-94-007-7232-8_9
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The biggest difference between the DEU and traditional clinical learning models
is that in the DEU, the clinical staff become the students’ primary teachers, working
in partnership with nursing school academics. This shift requires the creation and
designation of new roles for clinical, academic and administration staff and students
as exemplified throughout Chaps. 2, 3, 4, 5, 6, 7, 8, 9, 10, 11 in this volume. The
same and similar roles may have different names in different DEUs. These are
clarified in the glossary of terms accompanying each chapter. The DEU focuses
on preparation and ongoing capacity building (professional development) of those
who take on these roles, preparation of the clinical workplace to transform it into
an optimal learning environment before students enter it and preparation of the
students to go into it.

The other major difference is that the DEU is more about a whole learning
environment rather than a single one-to-one learning/teaching relationship. At
risk of sounding contradictory, the multiple one-to-one relationships built between
students, clinicians and academics within the DEU environment provide the security
to enable students to develop confidence and competence in the clinical setting.

Essentially student oriented, the DEU concept responds to the need for a clinical
learning environment that supports all teachers (clinical staff and academics) as
well as students in their work and in building strong relationships with each other
and with other members of clinical and academic staff. Paramount is providing
students time and opportunities for practice and research and valuing them as
legitimate members of the nursing team. Similarly, clinical and academic staff must
be provided supernumerary status to enable them to put in the time needed to afford
students opportunities for learning. Peer learning is an integral, valuable element
of this model, as is provision of ongoing constructive feedback and assessment
(see Edgecombe and Bowden 2009). There is no gap in relationships or students
feeling lost if their designated preceptor is absent—they understand that they can
ask another staff member for advice.

The DEU is still very much in the early stages of innovation. We need to
nurture and sustain it as a clinical teaching and learning strategy that recognises
the clinician’s educational role as vital in developing nursing students’ professional
skills and knowledge and maintains:

• Strategies for student learning that take into account both incidental and inten-
tional learning

• Development of peer teaching and learning relationships as an essential compo-
nent of the DEU clinical learning environment

• Consideration of nursing students as members of the nursing profession to
facilitate their development

• A combined university and professional responsibility to nurture nursing
students’ professional development

• Clinical supervision by academics who are, and are also perceived to be,
clinically and educationally credible to facilitate the integration of theory and
practice and act as a solid link between education and practice

http://dx.doi.org/10.1007/978-94-007-7232-8_2
http://dx.doi.org/10.1007/978-94-007-7232-8_3
http://dx.doi.org/10.1007/978-94-007-7232-8_4
http://dx.doi.org/10.1007/978-94-007-7232-8_5
http://dx.doi.org/10.1007/978-94-007-7232-8_6
http://dx.doi.org/10.1007/978-94-007-7232-8_7
http://dx.doi.org/10.1007/978-94-007-7232-8_8
http://dx.doi.org/10.1007/978-94-007-7232-8_9
http://dx.doi.org/10.1007/978-94-007-7232-8_10
http://dx.doi.org/10.1007/978-94-007-7232-8_11
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• Ongoing collaboration between university and clinical units at all organisational
levels

• A safe, supportive, non-judgemental clinical learning environment to facilitate
student learning

• Clinical staff who are actively involved in the development and evaluation of
their clinical learning unit (adapted from Gonda et al. 1999: 168)

Sustaining a DEU should be self-perpetuating and cyclical where there is a strong
academic-practice partnership and nurses go on to become teachers (Mulready-
Shick and Flanagan 2012).

Dedicated Education Units as a Solution to Global Issues
in Nurse Education and Practice

Global issues affecting best practice models for clinical learning in nursing include
the increasing diversity of nursing students; poor clinical teacher preparation;
underutilisation of clinical expertise of full-time academic staff; casual employment
of teachers; ageing faculty; shortage of nurses and nursing faculty; contention
re nurse educator’s role; continued theory-practice gap; graduates not ‘fit for
purpose’; emphasis on mentorship models using ‘link teachers’ who liaise between
university and clinical settings, but have no direct engagement with patient care;
and different pedagogical approaches to nursing education in different settings, for
example, in classrooms, seminars, skills laboratories and clinical settings (Kelly
2007: 885–886).

Shortage of nurses and nursing faculty is a major driver of innovation in nursing
clinical learning models. This has resulted in increased enrolments in nursing
worldwide, placing additional demands on all levels of administration. Surprisingly,
there is little discussion of this major role. The DEU has the potential to relieve
some of the pressures of providing high-quality placements for greater numbers of
students in this climate of global nursing staff and faculty shortages, higher nursing
student enrolments, greater competition for student placements, high clinical staff
turnover and increased academic and clinical staff workloads (Hall 2006; Henderson
et al. 2006a; Kelly 2007; Moscato 2009; Moscato et al. 2007; Pappas 2007). It can
do so by having several students of differing year levels in a ward at any given time,
but unlike the preceptor model or clinical facilitator model in which students stay
with one clinical staff member, all clinical staff take responsibility for students on
the ward.

Whilst acknowledging that the DEU may not be suitable in all clinical settings
because it depends on ‘the people and the context’, those using DEUs see them as
providing a ‘win, win, win situation; a win for the academics, a win for the students
and a win for the clinical staff’ (Peter Mason, Story 7, Chap. 10, this volume).

http://dx.doi.org/10.1007/978-94-007-7232-8_10
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There is mounting evidence of the ineffectiveness of traditional clinical education
models in preparing the future nurse workforce, and the effectiveness of DEUs,
particularly in recent landmark studies in the USA. In 2009, the US National
League for Nursing completed a survey of 2,386 nurse educators representing
nurse education institutions across all states. A key finding was the need for
advancements in clinical education to overcome the nationwide nursing shortage
and address the barriers to effective clinical education such as ‘lack of quality sites’
and ‘faculty qualified to teach on-site’ and clinical agency-imposed restrictions
on numbers of students (Ironside and McNelis 2010). The increasing uptake of
the DEU is due largely to its capacity to transform clinical nursing education
by providing high-quality clinical learning for increasing numbers of nursing
students in fewer available clinical settings without raising costs, in the process
addressing the significant workforce issue of faculty shortages, as identified in a
study by the US Institute of Medicine (2010). It also addresses the issues of nurses
achieving higher levels of education and training through an improved education
system that promotes seamless academic progression and being full partners with
physicians and other health-care professionals in redesigning health care in the USA
(Institute of Medicine 2010). The DEU’s ability to flex according to context, its
inbuilt clinician and academic staff capacity building (staff development) and its
recognition of the need for students to feel they ‘belong’ in their clinical learning
settings set it apart from more traditional models of student nurse practice education.
It has achieved Magnet hospital status in the USA (ANCC 2010a, b).

In addition, the DEU’s inherent principles, underlying learning philosophies and
physical manifestations in clinical settings, are congruent with the three apprentice-
ships for professional nursing knowledge and education and four ‘essential’ shifts
in emphasis for integrating classroom and clinical on-site learning and teaching
that Benner et al. (2010: 25–26, 82–83) recommend for ‘radical transformation’ of
clinical education. The shift from an emphasis on ‘socialisation’ to an emphasis on
‘formation’ in their landmark nursing education study is essentially what the DEU
aims to accomplish, the transformation of the whole person to become a professional
nurse.

The Robert Wood Johnson Foundation-sponsored Evaluating Innovations in
Nursing project supported an evaluation of DEUs at the University of Portland
and three replication sites in the USA. The findings indicate that the DEU has
‘promise in addressing the nurse faculty shortage, strengthening academic-clinical
collaborations and improving clinical education outcomes for students’ (Nishioka
et al. 2012: iii). Much earlier, a Joanna Briggs Institute systematic review of clinical
placement models found that DEUs achieve ‘a high level of student satisfaction,
and improved communication and collaboration between University departments
and clinical facilities’ (Lockwood 2003: 31).

Whilst these studies bolster the rationale for the use of DEUs in nurse clinical
education, the DEU remains underexposed, underutilised and under-researched.
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Dedicated Education Units Around the World

DEUs are now operating in Australia, the USA, New Zealand and Sweden. DEUs
developed and trialled in Australia include the Flinders University DEU model, as
already outlined (Edgecombe and Bowden 2009; Edgecombe et al. 1999; Gonda
et al. 1999; Wotton and Gonda 1999), and the Canberra University DEU model
(Owen and Grealish 2006) based on the Flinders model, and underpinned by
communities of practice theory (Wenger 1998). Students are coached by academic
staff in the field (Principal Academics), are included as members of the team and
actively participate in the ward’s work.

The USA is now leading the way with DEU implementation. The University of
Portland, Oregon (Moscato 2009), was first to introduce DEUs. It uses staff nurses
who want to teach as Clinical Instructors (CI), prepares them for their role through
collaborative staff and faculty development activities, uses existing resources and
supports professional development of nurses. In the University of Colorado DEUs,
students have a 4-week clinical learning experience, and the key role is that of
Clinical Scholar, ‘an expert clinical nurse who meets the requirements for providing
clinical education for nursing students’ and acts as a preceptor to new graduate
RNs and as a coach to staff preceptors (Pappas 2007: 42). The University of New
Mexico Hospital (Wachdorf 2007) has adapted scheduling to provide more clinical
placements and ‘certain nurses [have been assigned] to work consistently with
certain students’. The University of South Carolina/Palmetto Health partnership
DEU (Palmetto Health n.d.) uses a registered nurse Clinical Instructor (CI) from
Palmetto Health and a Clinical Faculty Coordinator (CFC) from the university, who
plans students’ experiences and informs the CI what is covered in class each week.
The University at Buffalo and Roswell Park Cancer Institute, developed by hospital
administrators, nurse clinicians and University at Buffalo faculty as an adaptation
of the University of Portland, Oregon model, has specially trained hospital-based
nurses who act as staff Clinical Instructors (CI) and share their clinical experience,
knowledge and expertise with the student nurses. This model has been evaluated
as ‘a win-win situation for nursing education and service-practice partners, with
the ultimate beneficiaries being the recipients of nursing care in Western New
York’ (Kemsley in Anzalone 2010). There are also DEU partnerships between the
universities of Massachusetts Boston, Johns Hopkins, Tennessee, Mississippi, Idaho
and Washington and their collaborating hospitals and health services. In the DEUs
at the University of Massachusetts Boston, students and nurses ‘emphasize safety
and quality competency development’ (Mulready-Shick et al. 2009).

In New Zealand, the Christchurch Polytechnic Institute of Technology and
Canterbury District Health Board collaboration (CPIT/CDHB) DEU model builds
on the one-to-one preceptorship model, with a Clinical Liaison Nurse (CLN) and an
Academic Liaison Nurse (ALN) working together to ensure students get as many
learning opportunities as possible during their clinical placement (Jamieson et al.
2008; Sims 2008). There is also the Manukau Institute of Technology and Manukau
Counties District Health Board (MIT/MCDHB) collaborative DEU, which, like
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the CPIT/CDHB DEU, uses the CLN and ALN model to provide a dynamic
learning environment for clinical and academic staff as well as students (Fourie
and McLelland 2010). Manukau has undertaken considerable action research into
the DEU.

In Sweden, at the University of Borås, the DEU has been developed in col-
laboration with two hospitals (Södra Älvsborgs Sjukhus and Alingsås Sjukhus)
and one community (Alingsås kommun). The DEU is seen as scientific with its
basis in caring science. A lifeworld perspective is the frame of reference for
learning and tutoring (Ekebergh 2007). The DEU is characterised by a reflective
approach and has clear strategies for caring and learning as parallel and common
phenomena. The DEU concept offers qualified tutoring and active patient care
development (Ekebergh and Määttä 2005; Lindahl et al. 2009). DEUs operate in six
different clinical settings, which have been adapted and appropriated to the nursing
education programme and curriculum. They are dedicated to nursing students and
have a profile related to caring science and a lifeworld perspective. They are first
and foremost units and contexts for learning but also provide for research and
development in caring.

Another university in Sweden, Linnaeus University, has developed a DEU in
a modified form with small units—parts of ordinary wards in the hospital and
community care settings—adapted to nursing students’ clinical training. The profile
and tutoring model are the same as at the University of Borås.

This brief overview provides a snapshot of known DEUs as a prelude to full
descriptions of several of these in Chaps. 2, 4, 5, 6, 7 and 8 (this volume) and
personal stories from students and academic, clinical and administrative staff about
their experiences of setting up and learning, teaching and working in DEUs.

Book Structure

This book will take you on a journey through the development of the DEU from its
conception and original implementation to global evolution, adaptation and uptake
to meet the challenges inherent in nursing students’ clinical practice learning in
diverse clinical contexts. The different foci of the chapters reflect the differences
in DEUs in varied locations, including the use of different terminology to describe
academic and clinical staff roles.

Chapter 2 provides the foundation for the rest of the book. It introduces the
factors that precipitated the conceptualisation of the DEU at Flinders University,
Adelaide, Australia, in the 1990s and details the conceptualisation process, includ-
ing a critique of nurse education clinical learning models and the development of
DEU-specific roles.

Chapter 3 focuses on the DEU as a well-developed community of practice.
It provides an historical analysis of the pedagogical imperatives and priorities
for nursing education that have generated interest in the DEU. Learning in the
workplace is used as a theoretical framework to discuss concepts such as the
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invitational quality of the learning environment, student agency and the pedagogies
of teaching and assessment in clinical education. The value of the social theory of
learning—known as community of practice theory—to promote knowledge learnt
through experience in the DEU is explored, with questions posed for further research
in curriculum design, pedagogy, stakeholder engagement and the DEU as a learning
organisation.

Chapters 4, 5, 6, 7, and 8 describe how DEUs have been implemented in different
contexts (process), the challenges involved in setting them up and managing
them (policy, institutional support, clinical and academic staff capacity building,
administration, stakeholder perceptions), timeframes, evaluation, outcomes and
future directions.

Chapter 4 explains the piloting, subsequent implementation and evaluation of
the original DEU at Flinders University, Adelaide, Australia. It describes how the
guiding principles and roles were put into practice and how the outcomes were
evaluated. It focuses on the importance of partnership and leadership, particularly
in the initial stages of the first pilot DEU, and their continued importance through
the second pilot study and implementation of the first fully operational DEUs.

Chapter 5 focuses on the uptake of the DEU by the University of Canberra (UC),
Australia. It describes curriculum design, roles and responsibilities, support for
student learning, engaging clinicians in the learning culture, assessment and specific
ways of structuring DEUs (acute, multisite and distributive models) in specific
health service contexts (community, public, private and mental health settings).
It also discusses the value of the academic in the clinical learning environment,
benefits and challenges of DEUs, and the need for ongoing revision and engagement
to further develop DEUs and identify research possibilities.

Chapter 6 describes the transformation of the traditional clinical teaching model
at the University of Portland (UP), Oregon, into the American version of the DEU
in response to the need to increase the number of graduates to address a shortage of
nurses and faculty. This chapter highlights the importance of establishing respectful
relationships with clinical partners, the process of creating a new educational
experience, lessons learnt in that process and the role DEUs play in the accreditation
of clinical partners as Magnet Hospitals, a revered status that is a critical part of the
transformation.

Chapter 7 outlines how the DEU has become the preferred model of clinical
learning and teaching in Canterbury, New Zealand. It describes the journey of two
organisations (Christchurch Polytechnic Institute of Technology and Canterbury
District Health Board) working together to strengthen relationships between nursing
education and clinical practice and to enhance the clinical learning environment for
undergraduate nursing students. Key foci include action research in the DEU, the
principles underpinning the collaborative organisational partnership, implementa-
tion of the current DEU model in different clinical settings, quality maintenance,
evaluation and future directions for DEUs in Canterbury.
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Chapter 8 provides a perspective of the DEU as a learning environment in which
caring and learning are united in ‘reflective tutoring’; great value is placed on the
patients’ perspective. The chapter discusses the overall purpose and structure of
the University of Borås DEU in Sweden, which uses a ‘lifeworld perspective’ as
its frame of reference for learning and teaching (tutoring). The chapter explains
the Borås DEU’s scientific and philosophical bases, its focus on patient-centred
student learning and reflection and research in the DEU. This chapter illustrates the
uniqueness of the Borås approach to, and implementation of, their DEU.

Chapter 9 moves away from specific DEUs to discuss academic and clinical
staff capacity building strategies (staff preparation for their roles in DEUs and
professional development). It focuses on workshops as a key capacity building
strategy. Capacity building is also discussed in relation to understanding assessment
processes (clinical and academic staff and students), integrating academic and
clinical curriculums and building students’ teaching and learning capacity through
peer teaching.

Chapter 10 presents a series of personal stories from people involved in all
roles in the DEUs (students, graduate RNs, clinicians, clinical facilitators, Principal
Academics (PA), Liaison Nurses (LN), Clinical Nurse Consultants (CNC), ward
managers, heads of nursing and governance group members). It represents the
human experience of the benefits and challenges of immersion in setting up or
managing a DEU. The voices from DEUs in Australia, New Zealand, the USA
and Sweden bear testament to the emotional and physical realities of learning and
working in different roles within different DEUs.

Chapter 11 offers the scaffolding on which to build a DEU to suit any clinical
context. This chapter draws on the previous chapters to identify and emphasise
the key requisites for successful development and implementation of DEUs in dif-
ferent contexts. It revisits partnership, leadership, marketing, research, evaluation,
renovation and innovation, proposing that these same building blocks are needed
to successfully construct, maintain and sustain any innovation in the context of
work integrated learning. The authors detail the Christchurch Polytechnic Institute
of Technology/Canterbury District Health Board (CPIT/CDHB) partnership DEU
model as a good practice model to illustrate how the DEU process works, from the
initial concept to planning, implementation, management, evaluation and sustain-
ability.

The conclusion to the book stresses again that the DEU is not a fixed model
but a concept—a philosophy and set of principles that can be applied in different
ways to suit different contexts to achieve a premium clinical learning and teaching
environment. It summarises the content of all chapters before discussing ‘where
to next’ for DEUs, focusing on increased research and evaluation of DEUs;
using DEUs as clinical research resources for students, academics and clinicians;
and expanding DEUs to include multidisciplinary learning and teaching teams to
encompass the multidisciplinary nature of patient care.

http://dx.doi.org/10.1007/978-94-007-7232-8_8
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Ekebergh, M., & Määttä, S. (2005). Lärandet på en utbildningsvårdsavdelning—att sammanbinda
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Chapter 2
Dedicated Education Units in Nursing:
The Concept

Kay Edgecombe

Glossary of Terms in Order of Appearance in This Chapter

Clinical lecturer/clinical facilitator academic staff who visit the clinical learn-
ing setting intermittently to provide curriculum integration and monitor the
student’s progress with the student and their preceptor; may also undertake
research projects in the clinical setting

Block placement students placed in clinical setting for a short, concentrated
block of time, overseen by academic lecturers

Cluster model block placement with one academic lecturer working with a
group of students and two RNs

Preceptor model one student allocated to one preceptor (experienced RN)

Hospital-based apprenticeship model students learn from more senior clinical
staff in the hospital and from each other

Clinical lecturers academic staff who visit the clinical learning setting inter-
mittently to provide curriculum integration and monitor the student’s progress
with the student and their preceptor; may also undertake research projects in the
clinical setting

Clinical Placement Coordinator (CPC) academic in the School of Nursing
responsible for negotiating clinical placements and ensuring placements are con-
gruent with curriculum requirements for the whole undergraduate programme
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Clinical Nurse Consultant (CNC) most senior nurse in the DEU responsible
for overall running of the unit

Liaison Nurse (LN) full time Registered Nurse (RN) responsible for oversee-
ing clinical in the DEU

Principal Academic (PA) a permanent School of Nursing lecturer responsible
for communicating and liaising with the students, the LN and the CNC and
utilising their ongoing expertise to facilitate students’ learning

Clinicians Registered Nurses (RNs) and Enrolled Nurses (ENs) recognised as
clinician educators for students, responsible for facilitating students’ learning in
collaboration with the PA and LN

Clinical Placement Officer (CPO) general administrative staff member in the
School of Nursing responsible for student placement administrative processes.

Introduction

In writing this chapter, I reflect on my role as the protagonist of the Dedicated
Education Unit (DEU) in nursing and as a partner with my academic and clinical
colleagues, in particular Judy Gonda, Karen Wotton and Dianne Longson, in
bringing the DEU to fruition.

The early 1990s was a period of significant change in workplace organisation
in health services and universities in South Australia. Changes in staffing, policy
and management combined with budget restraints to heighten stress on clinical and
academic staff at a time when they were grappling with the practicalities of the
recent shift of nurse education from the hospital-based apprenticeship model to
a joint enterprise between the health care sector and the university sector. There
were fewer permanent experienced staff in clinical venues and universities. Clinical
venues showed heightened resistance to taking students under the placement ar-
rangements used at that time. Students undertaking a standard 3-year undergraduate
Bachelor of Nursing degree wanted more time in the practice learning environment,
and clinical and academic staff needed more time to teach them while upgrading
their own theoretical knowledge and practical skills. These pressures manifested in
a negative attitude towards students in clinical contexts. Students became a source
of angst or extra pairs of hands rather than being seen as future nurses. The clinical
learning environment had become toxic.

The key people involved in nursing students’ clinical education were the clinical
nursing staff and the students. The clinical nursing staff willingly provided the vast
majority of the teaching in the clinical environment; viewed students as important to
the profession and the future of nursing; valued their own capacity to demonstrate
the knowledge, skills and attitudes of being a nurse; and expressed frustration at
not seeing the outcomes of their teaching efforts. Students were in clinical for too
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Student Configuration

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 Weeks

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 Weeks

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 Weeks

Ten second year students commence
placement in week six and are
attached to the third year students for
two days a week for 10 weeks.

Ten third year students commence
placement in week three of semester
for two days a week for 12 weeks.

Two groups first year students. First
group commences placement in
week 10 and second group com-
mences placement in week 13 for
three weeks each, two days a week.

Clinicians &
Academics
provide
supervision 
and support 
for all students

Fig. 2.1 Student configuration in initial Flinders’ DEUs

short a time for clinical staff to measure their learning progression or their capacity
to perform the nursing role. Yet, clinical placement venues and the university
appeared to take for granted the clinical staff’s crucial clinical education role. These
clinical educators received no feedback on their performance as teachers or on their
students’ performance, no preparation for teaching the students, no orientation time
with the students and no knowledge about the students’ curriculum or intended
learning outcomes. Nor did they have reliable lines of communication with the
university.

A new clinical placement strategy was urgently needed. My colleagues and I
believed we had the range of expertise and resources to initiate change. That change
took the form of the DEU. The focus here is on the DEU conceptualisation process,
not its implementation.

I wish to emphasise that while I conceptualised and initiated the DEU, Judy,
Karen and Dianne enthusiastically engaged with its development in preparation
for its implementation. Before describing the conceptualisation, it is important to
present the student configuration in the application of the initial DEUs, as depicted
by Judy Gonda (Fig. 2.1) and provide a ‘thought map’ illustrating the elements I
recognised as having an impact on the DEU as a whole clinical learning environment
(see Fig. 2.2). Several colleagues worked with me to develop the concept to a
point where we could submit it to the School of Nursing as a proposal for change,
after which it was presented to the regional directors of Nursing. The original
concept was further finessed by a working party and later by an advisory group.
Judy Gonda details these processes in Chap. 4 (this volume), which focuses on the
implementation of the original DEU.

http://dx.doi.org/10.1007/978-94-007-7232-8_4
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ACTION RESEARCH

ADMINISTRATION

Fig. 2.2 Factors impacting the quality of the clinical learning environment

The Dedicated Education Unit as a Clinical Learning
Environment

The primary purpose of the DEU as a clinical education strategy was to understand,
value and develop a learning environment in which:

1. Students were active learners—risk takers1 and confident, competent learners
who had quality learning outcomes in a real world setting. They experienced
the reality of nursing practice and patient care in an environment in which real
patients were central to their learning, giving them the opportunity to draw on
their knowledge, skills and values to perform as professionals and to reflect on
their learning in a supported, safe learning environment.

2. Clinical staff were expert practitioners and the students’ primary teachers.
3. Academics were expert educators who facilitated the students’ integration of

theory and practice.

The DEU was a ward dedicated to students’ clinical education. Ideally, this
environment engaged students, clinicians and clinical lecturers in the excitement

1Risk takers only in the sense of being prepared to make, and capable of making decisions, and
taking appropriate, safe action, under appropriate levels of guidance from clinical supervisors;
adopting the attitude and developing the competence to progress to autonomous practice.
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Fig. 2.3 Factors impacting the quality of patient care

of learning through addressing issues previously identified as problematic. It gave
students the support they needed to gain a sense of security while having enough
autonomy to meet challenges and experience a degree of risk. It provided clinical
staff with support from the university and the health service to put time and energy
into teaching the students and advancing their own learning.

Importantly, the environment incorporated continuous lines of communication
between the clinical venue and the university for students, clinical staff and clinical
lecturers. This ongoing connection between the clinical venue and the university
was enhanced through a change in the physical structure of clinical placements
in DEUs. Only Flinders University nursing students were placed in a DEU, and
their placement consisted of 2 days per week throughout the semester rather than a
concentrated block of time (see Fig. 2.1).

Figures 2.2 and 2.3 illustrate the factors that built the DEU clinical learning
environment and the links between its quality and the quality of patient care.

Conceptualising the Dedicated Education Unit

The aim was, as always as a nurse educator, to develop well-prepared, competent
graduates capable of transferring their learning between diverse settings and
fulfilling the professional RN role. The search for a clinical learning strategy to
achieve this in the turmoil of 1990s’ nurse education required synthesising the
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concerns voiced by clinical educators, students, clinical venue administrators and
clinical staff about the current clinical teaching and learning strategies. Issues
included difficulties created by having a variety of different students from differ-
ent years and different institutions coming to each ward with different learning
approaches, cultures and objectives; students having no real sense of belonging
in the wards, little opportunity to learn through repetition, too little time in their
clinical placement and too little opportunity to show they could sustain practice
competency; clinical facilitators spread over a wide geographic area within venues
and institutions, preventing maintenance of relationships with the clinical nursing
staff and currency with their teaching; and difficulties assessing students’ progress.

After many years of informal discussions and formal meetings with academic and
clinician colleagues and their organisations, research, gathering student feedback
and pondering the personal knowledge gained from the hospital training programme
as well as practising and teaching nursing, I formed the raw concept of what
would become the DEU. It was a clinical placement strategy and whole learning
environment that could provide a solution to the resource issues impacting the
quality and quantity of student learning in clinical contexts.

Earlier research into collaborative teaching with colleagues Di Longson, Janice
Orrell and Judith Gonda from the Flinders University School of Nursing were
instrumental in informing the design of the original DEU. The findings clearly
established that collaborative teaching had a major influence on students’ ability
to integrate their learning across the academic and clinical environments (Longson
et al. 1997). Therefore, collaborative relationships must form a core element of any
new strategy.

Students’ major concerns were about not achieving the desired outcomes of
their learning, which were competence and recruitment. They related their sense of
little consistent or effective interaction in the clinical learning environment and no
ongoing assessment of their progress. They did not feel ready to become graduate
registered nurses (RNs). It was apparent that there was little collaboration among
the institutions and individuals participating in current clinical teaching and learning
models.

The concerns that academics, clinical staff and students had expressed were or-
ganised into main themes under the headings ‘University’ (academics), ‘Placement
Venue’ (clinical staff), ‘Students’ and ‘Patients’, representing the key collaborators
in the intended new strategy (Table 2.1). Quality of patient care was the primary
consideration.

The quality of the clinical learning environment became the key focus for
achieving high quality patient care. The quality of clinical learning (clinical
supervision and level of clinical facilitators’ expertise), clinical teaching methods
(skills development), teaching informed by practice and theory, length of time in
clinical for students and academics, preparation of students, academics, clinicians
and clinical venues, roles and responsibilities, assessment, evidence-based research,
administration and cost are all strands in the learning environment web. No
concern could be addressed separately. Figures 2.2 and 2.3 illustrate the complex
relationships among all of the concerns in Table 2.1.
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Table 2.1 Main themes re clinical teaching and learning

University Placement venue Students Patients

Classroom environment
(theory/practice
gap)

Clinical environment
(theory/practice
gap)

Influence of clinical
placement on
students
(theory/practice gap)

Impact on students

Reality shock
Impact on patients

Joint appointments Joint appointments Quality of care
Clinical supervision Clinical supervision Clinical supervision Quality of care
Clinical teaching

methods
Clinical teaching

methods
Development of critical

thinking skills in
practical

Quality of care

Academics’ practice
role/role in clinical
learning

Clinicians’ role/role
in clinical learning

Students’ role/
motivation to learn

Patient’s
role—contribution
to student learning

Resistance
Research/evidence-

based practice
Research/evidence-

based practice
Research/evidence-

based practice
Quality of care

Graduate preparation—
outcomes (includes
clinical skills
preparation)

Graduate
preparation—
outcomes
(includes clinical
skills preparation)

Graduate preparation—
outcomes (includes
clinical skills
preparation
repetition)

Quality of care

Develop learning
environment that
will effectively
prepare graduates
to be RNs

Student mastery Contribution to student
learningImpact on patients

Level of experience of
clinical teachers—
maintaining practice
currency

Level of experience
of ward RNs

Quality of learning from
RNs

Quality of care

Current practice
informing teaching

Education principles
informing clinical
teaching

Peer teaching Contribution to student
learning

Collegiality—sense of
belonging and being
valued

Collegiality—sense
of belonging and
being valued

Collegiality—sense of
belonging and being
valued

Collegiality—
contribution to
student learning;
sense of being
valued

Preparation of
academics
pre-placement

Preparation of clinical
staff and venue
pre-placement

Preparation of students
pre-placement

Preparation of patients
when students on
ward—informing
patients students
will be practising—
acceptance,
resistance

Quality of care

(continued)
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Table 2.1 (continued)

University Placement venue Students Patients

Cost: administrative,
remuneration

Cost: administrative,
remuneration

Cost: loss of income
while on placement

Amount of time in
clinical

Amount of time in
clinical

Amount of time in
clinical—not enough
time to practise

Quality of care

Role of dean Role of director of
nursing

Quality of care

Assessment Assessment Assessment Quality of care

Table 2.2 Advantages and disadvantages of models already in use

Hospital Block Preceptor Cluster

Opportunity to learn by
repetitiona

No first-year
placementb

Student-preceptor
relationship—one-
to-one;
continuitya,b

Direct academic and
clinical teachinga

Peer teaching and
learninga

Limited to 2–4
students per wardb

Feedback on progressa Relationship-building
between academic
and clinical staffa

Collegiality with peersa Only 3 blocks per
semesterb

Resource intenseb Intermittent contact and
communicationb

Socialisation and
workforce issues
taking precedence
over teaching and
learningb

Lack of availability of
venuesb

Unsustainable with
numbers of available
expert RNsb

Dependent on one
individualb

Minimal opportunity
for peer learningb

No opportunity for peer
learningb

Opportunities for peer
learninga

aDesignates advantages
bDesignates disadvantages/risks

It became essential to generate and support the elements required for the
ideal clinical learning environment. These were to support everyone in every
role to encourage students; to be enthusiastic and passionate about teaching a
new generation of nurses; to be willing to take responsibility for communication
and relationship-building; to be generous with their time and knowledge; and
to be motivated to make a difference and embrace change. A critique of four
clinical teaching and learning placement models used until the mid-1990s in South
Australia established what worked well, what did not and why. Each model was
critiqued in terms of its advantages and disadvantages. These are summarised in
Table 2.2.

This critique led me to a much deeper level of thinking about the design of the
DEU.

The cluster model, an earlier clinical placement innovation, unique to our school,
was a block-style placement with eight 2nd year students in one ward. It ran over
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4 days per week for 3 weeks with a clinical lecturer (academic staff) in situ for
the entire shift, every shift and two RNs caring for 16 patients (half the ward). The
clinical lecturer and RNs role modelled patient care, but importantly in that context,
they evaluated the students’ learning and implemented learning strategies specific
to individual students.

The cluster model worked effectively for 2nd year students in larger hospitals
where the clinical staff and nursing administration regarded it highly, and patients
responded positively to the intensive learning support for the students and the
attention students gave them. But it did not translate into 3rd year learning and
was not viable for 1st year students (who had no placement programme at all at that
time). It also became unsustainable when the people who had initiated it were no
longer directly involved.

The knowledge gained from the critique coupled with my practical experience of
all four models impressed on me the necessity to devise a more sustainable and
flexible strategy. Such a strategy must incorporate uncompromised patient care,
a supportive clinical learning environment, direct academic and clinical teaching,
relationship-building between academic and clinical staff, relationship development
between clinical staff and students (support for clinicians to support the students),
continuous feedback to students on their progress, learning by repetition, peer
teaching and learning and collegiality with peers.

Transforming the Clinical Learning Environment

Transforming the clinical learning environment required analysis of two key qual-
ities: the physical nature of the environment and the people, including clinical and
academic staff, and students. These qualities reflected the partnering institutions’
mission, vision, policy, finances and management structures.

The Physical Nature of the Environment

The DEU had to accommodate the variety of geographic locations (type and
condition of buildings, space/ward layout, facilities and resources including staff
and signage) and the clinical context (type of ward, type of care, number of patients,
technology, rosters, tasks, routines and rituals).

The People

The calibre, attitudes and attributes of clinical staff in relation to their engage-
ment with students and academic staff were of overwhelming significance in the
clinical learning environment. Understanding their perceptions of their roles and
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responsibilities, their professional competence and their capacity to communicate
effectively, role model, provide feedback and coach the students in patient care
activities was paramount.

Similar to the impact of clinical staff, the calibre, attitudes and attributes of the
academic staff were known to have an enormous influence on the clinical learning
environment. Thus, it was necessary to understand academics’ respect for, and
collegiality with, each other, clinicians and students; their capacity to protect the
students and patients; their perceptions of their role and responsibilities; their sense
of responsibility to fulfil their role and responsibilities (e.g. being on the ward when
they should be); and their capacity to communicate effectively, role model, provide
feedback, coach the students in patient care activities, extend students’ learning,
assess students’ progress and identify areas needing extra attention or for potential
research.

The impact of students’ attitudes and attributes on the dynamics of the rela-
tionships that developed during clinical placement had to be acknowledged. This
encompassed their levels of respect for the clinical and academic staff and other
students, their perceptions of themselves as learners and nurses, their willingness
to take an active role in their learning, their maturity, readiness to take the risk
of practising nursing and ability to function collegially and their communication
skills.

Patients and other staff, while acknowledged as integral to the clinical learning
environment, were not directly involved in the development of the DEU.

The Design

Designing the DEU as a sustainable clinical learning environment in a climate
of reduced resources required identification of key characteristics that could best
achieve sustainability: sustained relationships built on trust and respect; flexibility,
depending on who is available and the working context (role-dependent rather
than individual-dependent); adaptability to changing conditions whether these be
personnel, finance, resources, management or policy changes in the university
and/or the health service; recruitment and retention of clinical staff with the
calibre of expertise needed to effectively facilitate students’ clinical learning
and the desire to work in the DEU environment; and better use of available
resources.

Resource efficiency was achieved by placing more students in fewer venues
for longer, thus reducing administration time and costs (SEE theory—‘So Easy
for Everyone’) and building staff’s educational and professional capacity through
preparation, timely support and valuing their initiatives. Student learning outcomes,
curriculum content, timetabling and overall costs also had to be factored in.

Having identified the characteristics of the DEU clinical learning environment
design, my colleagues and I formulated a set of foundational guiding principles.



2 Dedicated Education Units in Nursing: The Concept 37

Clinicians and academics standing alongside each other and acknowledging
each other’s strengths—clinicians are expert practitioners; academics are expert
educators

Relationships between the two built on mutual trust, respect and open communi-
cation

Clinicians and academics, through close relationships, creating a strong, col-
laborative, collegial partnership between the health service, clinical venue and
university

Collaborative learning and teaching with academics, clinicians and students

Preparation—all involved know their roles, responsibilities and actions

Ongoing academic and clinical practice development of staff and students

We believed these would best drive an environment in which students received
better preparation towards becoming graduate RNs; academics had greater oppor-
tunities to establish sustained relationships with clinical staff and students while
maintaining their clinical skills and enhancing their teaching skills; and clinical staff
had greater opportunities to establish sustained relationships with academics and
students, understand the university nursing curriculum and enhance their clinical
teaching skills.

Based on these principles, the DEU worked to everyone’s advantage. All staff
and students were valued as members of a care and teaching/learning team,
seeking each other’s feedback and using it to make improvements. Students had
more opportunities to spend more time in clinical; to engage with intentional and
incidental learning, including strategic and incidental peer teaching and learning; to
learn through repetition; and to develop a sense of collegiality with their peers and
practitioners.

Clinical staff were no longer disadvantaged. They, like academic staff, benefited
from preparation for their teaching roles (including assessment) in the DEU before
the students arrived and appreciation of, and reward for, their effort.

Establishing the Dedicated Education Unit

The primary step in establishing the DEU was negotiating with the School of
Nursing to introduce and implement this innovation (see Chap. 4, this volume, for
the story about implementation of the original DEU). Once this had been achieved,
I, as Clinical Placement Coordinator (CPC), contacted the health service venue, and
an institutional-level in-principle-agreement was established. The CPC approached
individual heads of clinical units/wards (Clinical Nurse Consultants—CNCs) to set
up DEUs. Part of the setting up process was developing new, clearly defined roles
and their attendant responsibilities and actions so that whoever took a particular role
knew the requirements. There was some crossover of actions for each role, as shown
in Table 2.3.

http://dx.doi.org/10.1007/978-94-007-7232-8_4
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Table 2.3 Actions for each key role in the DEU

Role Actions

Principal Academic (PA) Establish and maintain relationships to ensure student
learning opportunities and objectives and to address
issues inherent in DEU dynamics, by having
conversations with individual academic staff,
eliciting feedback about student progress and
identifying initiatives recommended by staff for
enhancing learning

A permanent School of Nursing
lecturer responsible for liaising
with the students, the Liaison
Nurse (LN) and the CNC and
utilising their ongoing expertise
to facilitate students’ learning

Maintain reliable and trustworthy communication
between all parties

Provide information about students to the clinical venue
prior to students’ arrival

Hold meetings with the clinical staff outlining the nature
of student learning objectives

Participate with the CNC in selection of the LN, either
per semester or yearly

Collaborate with the LN to ensure initial rosters for
students are configured and expectations re student
behaviour are made clear (e.g. uniforms)

Support orientation of students when they arrive in the
DEU

Facilitate student learning by overseeing their activities,
questioning them about their patient care planning
and implementation and challenging their transfer of
theory into practice

Initially role model patient care, including skills
Support students in peer teaching roles
Provide formative and summative evaluation of students

both individually and in consultation with other
clinical staff

Continuously evaluate the DEU for its impact on the
clinical venue and ability to meet students’ learning
objectives

In conjunction with the CNC and LN, and dependent on
their expectations and resources, encourage clinical
staff to participate in the DEU by providing ideas
and identifying issues, preferably before they
become problems

Identify potential for professional and research
involvement

Clinical Nurse Consultant (CNC) Communicate with the university and the hospital re
having a DEU

Most senior nurse in the DEU
responsible for overall running of
the ward or clinical unit

Negotiate the capacity for a DEU within their
unit—work out the organisational implications of
having additional students

Agree to have the DEU
Advocate for students with the hospital management
Ensure overall effectiveness of the DEU, alongside

the PA

(continued)
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Table 2.3 (continued)

Role Actions

Highlight the implications for the DEU dynamics (e.g.
having so many people on the ward or unit)

Identify and communicate to the university potential
changes that might impact on students’ learning (e.g.
impending ward closure)

Monitor and evaluate the impact of the DEU on staff
and patients

Maintain appropriate staffing levels
Support staff to fulfil DEU objectives
Support student learning (e.g. run seminars for the

students in the clinical venue)
Act as a role model and participate in students’ clinical

training and education
Liaison Nurse (LN) Act as a conduit between PA and clinical staff
Full time RN responsible for

overseeing clinical in the DEU
Communicate with the CNC re clinical in the DEU
Keep clinical staff informed about what is happening

with the DEU
Keep the PA informed of any significant changes in the

ward (e.g. policy changes)
Organise orientation programmes for students on arrival

in the DEU
Manage roster changes
Assess students—write final reports in consultation with

the PA
Fulfil their RN obligations in the ward but work with

students alongside them, especially students who are
having difficulties

Be proactive in assessment of student problems
Work with the PA to implement strategies to overcome

problems
Clinicians Initially demonstrate patient care
Registered nurses (RNs) and

enrolled nurses (ENs) recognised
for their expertise as clinician
educators for students,
responsible for facilitating
students’ learning in
collaboration with the PA and LN

Over several shifts, evaluate students’ preparedness for
greater degrees of autonomy

Provide students with timely and appropriate feedback
Identify students’ strengths and areas needing

improvement
Participate in weekly or fortnightly meetings with other

staff, the PA and LN to review students’ progress.
Discuss different staff experiences with each
individual student to identify where students are
meeting objectives and where students need more
input or focus

Maintain communication with LN and PA
Initiate other learning opportunities with students
Suggest what else is available for the students

Clinical Placement Coordinator
(CPC)

Negotiate clinical placements with clinical venues

(continued)
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Table 2.3 (continued)

Role Actions

Academic in the School of Nursing
responsible for negotiating
clinical placements, and ensuring
placements were congruent with
curriculum requirements for the
whole undergraduate programme

Work out which venues can be used and when
Supervise DEU clinical staff
Work with the Clinical Placement Officer (general

administrative staff in the School of Nursing) to
ensure students have an appropriate variety of
placements over the duration of their undergraduate
programme (i.e. experience in acute medical
surgical, operating room, accident and emergency,
paediatrics and community placements such as drug
and alcohol services)

Resolve administrative or procedural issues in the
clinical setting (bring in appropriate resources and
people to resolve them if needed)

Clinical Placement Officer (CPO) Work with the Clinical Placement Coordinator to ensure
students have an appropriate variety of placements

General administrative staff member
in the School of Nursing
responsible for student
placement and administration

Facilitate documentation of formal
agreements/memorandums of understanding
between the health services and the university re
such things as legal issues

Notify students of their placements
Notify venues re student names and arrival schedules

Other factors considered for some of these roles included:

• Ideally, the PA had an opportunity to develop a DEU in their area of expertise,
thus maintaining currency. Depending on the size of the DEU, the PA had
approximately 10 h of student contact each week for the duration of the students’
clinical learning placement (e.g. 14 weeks in the clinical setting, 1 week for
preparation beforehand, and 1 week after for assessment and finalising the
placement).

• The CNC, due to the nature of their role, was the primary initial contact in setting
up the DEU.

• The PA and the CNC selected the LN, who was a clinical expert in their area.
The LN was remunerated by up-classification from RN to clinical nurse (CN)
in recognition of the responsibility of overseeing clinical in the DEU. The LN
had four supernumerary days per semester (2 days for orientation and capacity
building and 2 days for assessment at the end of semester) over and above their
up-classification.

• Clinicians guided students initially from observation through to more au-
tonomous practice, facilitating students’ progression as learners and nurses. The
clinicians became ‘Clinician Educators’ as students became more autonomous,
a role that placed responsibility for learning on the student rather than on the
clinician.
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Student Learning Outcomes and Curriculum Content

The DEU design enhanced clinician and academic facilitation of student learning
objectives and maintained the academic curriculum principle of achievable learning.
More time for students in the clinical venues and more opportunities to practise
combined with the collegiality of clinical and academic staff resulted in staff
providing each other with information about individual students. This assisted staff
to identify potential opportunities to enhance a student’s learning for the best overall
learning outcomes. Academics might identify additional learning objectives and
dynamic interactions for the students and the clinical staff. Regular, ongoing and
sustained contact between the clinicians and academics enabled early resolution of
concerns and helped avert problems before they arose.

Timetabling

Timetable changes, creating minimal initial disruption to sequencing in the
classroom, were offset by getting more students into appropriate learning venues.
The most readily adaptable schedule was to have students in the clinical venues for
2 days per week, two shifts per day over 14 weeks. This timetabling was flexible
in consideration of such things as numbers of students, numbers of clinical venues
and curriculum changes. Trial and error was the ultimate determinant.

Cost

Some additional cost was envisaged in the set-up stage, but once the DEU was
operational, its maintenance costs were less than for other clinical placement
models. Savings of approximately 20 % per student in administration and clinical
supervision costs were possible because there were more students per unit with only
one PA and one LN on-site at all times, plus the RNs and ENs.

Implementing the Dedicated Education Unit

Implementation, management and the success of the DEU depended on
collaboration among a critical mass of like-minded people in both the School
of Nursing and the health services. This required dissemination of a draft DEU
concept to the school discussion groups and the health services/hospitals with
which the school had clinical placement arrangements. A joint meeting of these
stakeholders was held to gain their feedback about the proposed DEU structure,
the possibility of putting the DEU into action and, if they agreed to run with
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it, to form a steering committee to oversee its introduction. Implementation of
DEUs in different contexts is detailed in Chaps. 4, 5, 6, 7, 8 and 11 in this
volume.

Ownership

The principles provided a solid foundation on which to build a sense of collegial
engagement and ownership; a sense developed through collective input by members
of the school’s current working groups and the creation of a DEU steering
committee consisting of university and health services/hospital staff. Ongoing
collaboration between university and health services/hospital staff strengthened the
sense of ownership. Shared ideas, leadership, responsibility, action and ongoing
feedback, as well as willingness to change in response to feedback, enhanced the
sustainability of the DEU as a clinical teaching/learning strategy, an environment
that was in tune with change and could flex accordingly.

What Did the DEU Look Like?

The DEU, dependent on strong, respectful relationships, communication and collab-
oration between health services and the university and among students, academics
and clinical staff, was conceptualised as a hospital ward or health service unit
in which Flinders University nursing students from all undergraduate year levels
undertook placement. Placement was spread over a 14-week period from the
beginning of Week 2 of semester until the end of Week 15 of semester. The number
of students in the unit at any given time increased gradually as 2nd and then 1st year
students joined the 3rd year students, for example:

• Week 1—preparation: preclinical meeting for the students with the PAs
• Week 2—10 � 3rd year students in clinical for 2 days per week for 12 weeks
• Week 6—10 � 2nd year students in clinical attached to the 3rd year students for

2 days per week for 10 weeks
• Week 10—6 � 1st year students in clinical attached to the 2nd year students for

2 days per week for 2 weeks
• Week 13—6 � 1st year students in clinical attached to the 2nd year students for

2 days per week for 2 weeks

The illustration at the beginning of the chapter (Fig. 2.1) emphasised the student-
centredness of this configuration. The DEU was truly dedicated to optimal student
learning.

http://dx.doi.org/10.1007/978-94-007-7232-8_4
http://dx.doi.org/10.1007/978-94-007-7232-8_5
http://dx.doi.org/10.1007/978-94-007-7232-8_6
http://dx.doi.org/10.1007/978-94-007-7232-8_7
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http://dx.doi.org/10.1007/978-94-007-7232-8_11
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Conclusion

Having conceptualised the DEU as a new clinical learning strategy in collaboration
with my colleagues, I proceeded to canvass Flinders University School of Nursing
staff and health service representatives in the southern area of Adelaide, South
Australia, to trial it. Judy Gonda (Chap. 4, this volume) details the resultant trialling
and implementation of Flinders University DEUs in health services in Adelaide,
South Australia. Its uptake by other universities is described in Chap. 5 (University
of Canberra, Australia), Chap. 6 (University of Portland, Oregon, North America),
Chap. 7 (Christchurch Polytechnic Institute of Technology and Canterbury District
Health Board [CPIT/CDHB], New Zealand) and Chap. 8 (University of Borås,
Sweden), all in this volume.
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Chapter 3
The Dedicated Education Unit in Nursing
as a Community of Practice

Laurie Grealish, Kasia Bail, and Jo Gibson

Glossary of Terms in Order of Appearance in This Chapter

Community of practice a community of people involved in mutual engage-
ment (a network of multiple relationships between members of the community),
having a shared repertoire (‘routines, words, tools, ways of doing things, stories,
gestures, symbols, genres, actions or concepts that the community has produced
or adopted in the course of its existence’) (Wenger 1998: 83) and collectively
negotiating day-to-day practice (joint enterprise)

Preceptorship model one student allocated to one preceptor (an experienced
RN who provides one-on-one support for nursing students)

Peer learning students learn with and from peers; students across different year
levels learning together

Apprenticeship model old hospital-based model in which students learn from
more senior clinical staff in the hospital

Principal Academic (PA) an academic lecturer in clinical (nursing school
faculty member) who visits the clinical setting prior to student placement to
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facilitate clinical staff preparation for working with the students and thereafter
visits the clinical setting regularly throughout each semester

Critical companionship a helping relationship in which an experienced facili-
tator accompanies another on an experiential learning journey, using methods of
‘high challenge’ and ‘high support’ in a trusting relationship (Titchen 2003)

Magnet Hospital a hospital that has been awarded recognition by the Amer-
ican Nurses Credentialing Center as a hospital that demonstrates excellence in
nursing care

Introduction

Nursing in Australia, as in other developed countries, underwent significant changes
in the latter part of the twentieth century. In an enormous undertaking, nursing
education was moved from the health (hospital) sector into the higher education
sector over a 10-year period from 1985 to 1994. The Dedicated Education Unit
(DEU), a relatively new phenomenon in clinical education, arose in response to this
change.

As with other courses in the university sector, it was assumed that learning about
nursing was a cognitive activity and learning gained in the classroom could be
applied to practice on graduation. Moving nursing students from a captive workforce
into the world of learning (research) aimed to support the development of critical
thinking about practice (Bolton 1981; Bottorff and D’Cruz 1985; Hart 1985; Watson
1982). Whilst nurse leaders at the time of the transfer valued higher education
traditions, there were challenges to the assumption that learnt theory could be simply
applied to practice for occupations such as nursing (Clare 1993).

The Transfer of Nursing Education into the University Sector

The transfer of nursing education into the higher education sector required new part-
nerships between higher education agencies and tertiary health services. Initially,
higher education providers and health services formed exclusive partnerships that
became unsustainable over time due to increased student numbers. New partnerships
with services in the community (Bartz and Dean-Baar 2003) and aged care emerged
to support student learning. They explored a range of student learning models,
including:

• University-appointed clinical teachers working with groups of students—clinical
supervision (Grealish and Carroll 1998; Kermode 1984)

• Health agency staff appointed as clinical teachers (Davies et al. 1999)
• An academic researcher appointed to the nursing team (Downie et al. 2001)
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• Staff nurse preceptors for students in their final placement (Grealish and Carroll
1998)

• Peer learning (Aston and Molassiotis 2003; Lewis 1998)
• The Dedicated Education Unit (Edgecombe et al. 1999)

Early advocates for the transfer of nursing education argued for students to be
supernumerary, rather than counted as a member of the team, so that they could
be dedicated to learning whilst in the workplace (Watson 1982; Patten 1979).
Despite general agreement that nursing students required learning opportunities
in the workplace, the nature of that experience continued to be contested. Models
for clinical education emphasised the need for nursing students to observe ‘good’
practice (role models) (Howie 1988; Kanitsaki and Sellick 1989) and openly
examined the clinical workplace as a learning environment (Dunn and Hansford
1997; Hart and Rotem 1994).

By the turn of the century, nurse educators were arguing for immersion into nurs-
ing practice (Edmond 2001), suggesting that experience of nursing work increased
critical thinking (Maynard 1996) and developed clinical scholarship (Elberson and
Williams 1996). However, a devastating nursing shortage was emerging, and models
of clinical learning favoured at the time of the transfer were proving problematic.
Staff perceived students as a burden (Davey 2002), and students felt exploited as
unpaid labour (Elliot 2002a). The exclusive relationships between higher education
and health services were no longer satisfactory. Multiple relationships between the
two sectors emerged, raising the need for explicit governance arrangements, such
as contracts outlining the terms of specific relationships between organisations.
Educational models that provided opportunities for students and staff to work
together for longer periods were attractive for recruitment purposes, whereby
students could ‘try out’ a particular workplace and managers could talk about future
employment opportunities.

Learning in the clinical environment was the subject of research at the turn
of the century, focusing on expert commentary in nursing specifically and in
higher education more broadly. Some experts suggested that the workplace operated
counter to a learning environment (Hughes 1998; Ward and McCormack 2000)
because students, appreciating that the work experience placement is an opportunity
to impress future employers, worked to hide their weaknesses. Thus, they avoided
the challenges necessary to develop critical thinking and deep learning (Hughes
1998). Other authors describe this phenomenon as ‘don’t rock the boat’ (Chapman
and Orb 2001).

Teaching strategies to support learning shifted from the observational or limited
participation models adopted initially in higher education programmes to a ‘modi-
fied’ apprenticeship in the form of preceptorship or mentorship (Morton-Cooper and
Palmer 1993). In these two clinical learning models, the clinician was the primary
source for learning, explaining her or his practice to the student. Such explanations
are time-consuming for the clinician and can lead to their perception that students
are a burden. The preceptorship model was not only demanding of the individual
clinical preceptor, but there was emerging evidence that it continued to reproduce
practice (Eraut 2004). It provided limited opportunity for students to question taken-
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for-granted assumptions and develop critical thinking skills (Andrews and Roberts
2003; Smith 2001). Whilst preceptorship is not supported in the DEU model,
students will often identify mentors within the DEU team and work more closely
with these nurses.

Facilitation of learning in the workplace by an ‘outsider’ can lead to deep
learning (Hughes 1998). Facilitators, focusing on the learner’s intent and developing
learning strategies and activities appropriate to that intent (Boud and Walker 1990),
can point out important things in what is a complex and murky clinical environment
(Edgecombe and Bowden 2009; Papp et al. 2002). Facilitation is a foundational
teaching strategy in the DEU model.

Peer learning is another foundational learning strategy in the DEU model. It
is where students learn together in homogenous year groups (Lewis 1998) or
where senior students work with junior students (Aston and Molassiotis 2003).
Peer learning provides opportunities for students to develop their confidence around
practice without observation by future employers or assessors. Whilst this approach
is increasing in usefulness, the need for validation of learning through formative
assessment is essential.

On the cusp of the twenty-first century, Dedicated Education Units emerged in
Adelaide (Edgecombe et al. 1999), Clinical Development Units emerged in Sydney
(Parsons and Mott 2003) and professorial units were introduced in Melbourne
(Baker and Pearson 1991). In each of these models, the collaborative relationship
between the health service staff and higher education staff is critical to student
learning (Davies et al. 1999). The DEU model emerged in a time of change in
nursing and nursing education, whereby initial assumptions about learning, based
upon the academy’s traditions, proved inadequate for nursing programmes and their
graduates.

The Dedicated Education Unit Model

Edgecombe et al. (1999) suggest that the Dedicated Education Unit (DEU) model
emerged for the pragmatic reasons outlined in Table 3.1, which Edgecombe
discussed in Chap. 2 (this volume).

The impact of the transition of nursing education into the higher education sector
is evident in these reasons. When the clinical environment is not structured to
support student learning, staff express feelings of burden from having students from
many different universities, and students do not have enough time in one practice
setting to develop confidence in the practice and theory of nursing work. Research
into the DEU model indicates benefits in the areas of student experience, service
delivery, staff experience and partnership (Table 3.2). Whilst small sample sizes and
qualitative design limit the generalisability of the findings, the evidence from each
study in the table consistently reinforces the value of the DEU model for students,
staff and the respective health and academic organisations. The personal stories
shared in Chap. 10 (this volume) also reveal these benefits.

http://dx.doi.org/10.1007/978-94-007-7232-8_2
http://dx.doi.org/10.1007/978-94-007-7232-8_10
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Table 3.1 Reasons for the DEU model (From Edgecombe et al. 1999)

Learning Short condensed block placements do not give adequate opportunity for students to
consolidate nursing skills performance, integrate theory and practice, promote
understanding of the role and function of staff in clinical areas, allow for
consolidation of ANMC Competencies and engender a sense of belonging

Clinicians focus on task completion and may not facilitate theoretical integration
Teaching Clinical staff expect to supervise and support student learning with little knowledge

of their learning requirements
Students express feeling that they receive insufficient assistance and guidance from

academics
Students report conflicting messages from classroom teachers and clinicians

Workload Clinicians report feeling stressed by the student supervision role, and this may be
exacerbated by short frequent student placements from a number of universities

Table 3.2 Research evidence related to the DEU

Students Students value the weekly 2-day placement and associated opportunity to
repeat practices to develop skills, experience different events, develop and
consolidate knowledge and reflect on learning (Gonda et al. 1999)

Students feel accepted and that they are making a contribution to the unit
(Moscato et al. 2007; Ranse and Grealish 2007; Wotton and Gonda 2004)

Students feel responsible for practice and that responsibility triggers learning
(Grealish and Ranse 2009)

Student relationships are fostered (Wotton and Gonda 2004)
Service delivery Quality patient care is maintained (Wotton and Gonda 2004) and advanced

(Mulready-Shick et al. 2009)
Staff Clinical staff report greater opportunities for ‘teachable moments’

(Mulready-Shick et al. 2009)
Clinical staff report valuing students for their ‘fresh’ eyes in residential aged

care (Grealish et al. 2010)
Clinical staff report feeling that they are making an investment in the future of

the profession (Grealish et al. 2010)
Partnership A greater sense of collaboration between clinicians, students and academics

emerges (Wotton and Gonda 2004)

In a recent editorial, Tanner (2010) suggests that the DEU may provide a clinical
education framework that can lead to the deep learning required for nursing practice.
As noted earlier, during the transfer of nursing from the health sector to the higher
education sector, there were calls for nursing students to be supernumerary and
observers of practice—calls to stop the apprenticeship model dominant in hospital
education. However, the evidence that has emerged in the last 30 years supports
the inclusion of nursing students into health service delivery teams and the value of
holding students responsible for practice in order to facilitate deep learning. Billett’s
framework for learning in the workplace (Billett et al. 2004) provides the theoretical
structure necessary to correlate the research findings to date and develop a robust
research agenda around learning in the DEU.
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A Theoretical Framework: Learning in the Workplace

Billett et al. (2004) provide a framework for understanding learning in the workplace
as reciprocal processes between the affordances of the workplace and the individual
agencies of those people, including students, who participate in that work. In
this framework, learning is viewed as a social as well as cognitive activity,
influenced by micro-social processes that shape activities and actions and, therefore,
learning. In the workplace, routine work practices can reinforce and refine existing
knowledge, and new knowledge can be produced by engagement in new activities
and interactions.

Billett (2001) uses the term ‘the invitational quality of the learning environment’
to describe the features of the environment that bring students into its business
or work. Research work undertaken soon after the transfer of nursing education
indicated clear characteristics of the workplace that influenced students’ experiences
of learning, including being welcomed by staff (Hart and Rotem 1994). Research
tools to assess the workplace as a learning environment emerged soon after (Dunn
and Hansford 1997; Papp et al. 2002). Situational factors and social negotiations
influence the affordances offered by the workplace (Billett et al. 2004; Suchman
1996; Wenger 1998) but undergo constant transformation, rendering measurement
at one point unreliable for the future. Repeated measures are required to monitor
trends and new forms of evaluation of workplace learning environments.

The individual agency of the people participating in the work practices also plays
a significant role in learning. Individuals’ values, beliefs and sociocultural back-
ground mediate individual engagement in practice (Mak et al. 1998). Engagement
in multiple social practices at any one time (Wenger 1998) means that individuals’
engagement in each of these practices will not be consistent. A student can fully
engage in one practice and not another (Billett et al. 2004). In summary, learners’
identities, derived from personal and social histories unique to each individual,
guide their agentic learning.

In the Billett et al. (2004: 238) framework, there is ‘an interdependence between
what is afforded individuals by social practice, and how they elect to engage with
and construct what is afforded to them by the social practice’. This interdependence
is multiple, situated and complex. The individual’s level of engagement in practice
and the purposes of that engagement mediate the learning derived from practice
(Billett et al. 2004). Tensions can arise when workplaces cannot afford the types
of practices (or learning) individuals desire or see as important to their personal
development or promotion (Billett et al. 2004). This is frequently the case when
placing nursing students in a residential aged care facility (Alabaster 2007).

The high value nursing students place on interpersonal relationships (Lee
et al. 2002) suggests that negotiations are an important aspect of learning in the
workplace. The Billett et al. (2004) framework of workplace affordances, student
agency and negotiation of practice, and therefore learning, provides a conceptual
tool for analysing the DEU model of clinical education’s contribution to educational
theory and practice.
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Clinical Environment Design in the Dedicated Education Unit:
Developing a Community of Practice

In the DEU, when the workplace is theoretically constructed as a community of
practice, mutual engagement, shared repertoire and joint enterprise (Wenger 1998)
serve as useful concepts to understand workplace affordances. This approach is
quite different from traditional analyses of the clinical workplace as a learning
environment. In traditional learning environment research frameworks, individual
roles in the clinical environment are assumed to influence student learning. Nurses
researching clinical environment design identify the nurse manager or charge nurse
(Dunn and Burnett 1995; Elliot 2002b; Papp et al. 2002), the clinical teacher (Hart
and Rotem 1994) and clinicians (Jackson and Mannix 2001) as key elements for
student learning. A focus on individuals and their nature can be partially helpful,
but in an environment where there is a shortage of nurses, a shift in focus from the
individuals and roles to how nursing practices are negotiated may prove helpful in
shaping clinical learning experiences (Manley and McCormack 2003).

Mutual engagement in the practices and actions of delivering care to patients,
clients or residents of a health service implies membership of the community. Mu-
tual engagement describes a network of multiple relationships between members of
the community, some of which may be geographically located at a distance (Wenger
1998). Students must be mutually engaged in that community’s practice in order to
learn from clinical experience. Students are not only welcomed into the community
but are allocated with challenging tasks suitable to their level of ability and afforded
the opportunity to do these tasks with other members of the community.

The shared repertoire of a community of practice includes ‘routines, words,
tools, ways of doing things, stories, gestures, symbols, genres, actions or concepts
that the community has produced or adopted in the course of its existence’ (Wenger
1998: 83). Members create meaningful statements about their world, as well as their
identities as members, from these repertoires. The inherently ambiguous nature of
the repertoire of practice allows it to become a resource for negotiating meaning
and therefore learning. Not only do students who are novices within the community
learn from these negotiations, but there is potential for staff to learn as well (Grealish
et al. 2010).

The third characteristic of a community of practice is the negotiation of a joint
enterprise. Collective negotiations about practice involve members in mutually
engaging in a complex network of relationships that define the community’s joint
enterprise (Wenger 1998). Rather than a mission statement or organisational goal,
joint enterprise is situated and multiple; it is evident in the everyday practices of
that community. It is the members’ negotiated response to their situation and thus
belongs to them in a profound sense—the community and individual identity is
closely bounded through these day-to-day negotiations around practice. In an aged
care facility, for example, joint enterprise is negotiated through giving medications,
helping a resident with their meal, gently touching a relative’s arm and singing a
resident to sleep. Many people are involved in care delivery with many approaches
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to practice that require continuous negotiation and sometimes reification through
procedural policy. Mutual accountability, which can be a great motivator for contin-
ued learning, is developed within the construct of joint enterprise (Wenger 1998).

Learner Agency: Learning and Identity in a Community
of Practice

The emphasis on the learning environment is only part of the story of student
learning. As Billett et al. (2004) and Boud and Prosser (2002) suggest, how students
learn is fundamentally related to how they perceive their learning environment—
how it is experienced rather than how it is designed. The idea of agency as a concept
can contribute to our understanding of how students’ perceptions influence learning.

The negotiation of practice, addressed in the previous section, is not necessarily
something that is discussed within a community of practice. Negotiation does not
require words, but words can be used. Members in a community of practice may
not address negotiation directly, but it is revealed in the ways they engage in action
with, and relate to, each other. These practices guide how to be a human being.
Therefore, the formation of a community of practice is also the negotiation of
identities (Wenger 1998). Glen (1998: 96) supports this theory, suggesting that
‘individuals achieve by transcendent self-realisation through their relationships with
other persons’.

Identity has a temporal dimension where it is continuously negotiated within
the various communities to which an individual belongs (Wenger 1998). Whilst
engaging in practice, an individual is simultaneously working with the situation
at hand, participating in the histories (and possibly forming the futures) of certain
practices and becoming, or transforming, identity. When identity is conceptualised
as a trajectory, it provides a context within which to determine what is significant
among the messy swamp of practice (Edgecombe and Bowden 2009); what becomes
the focus of learning (Wenger 1998). This conceptualisation of identity is consistent
with agency as defined by Billett et al. (2004), whereby the individual makes
meaning, decides what is significant and, therefore, what is learnt, based on history
and future goals. The individual perceives the world and, despite the ‘best’ learning
environment as measured by contemporary instruments, may still not engage in the
community’s practice, thereby limiting opportunities to learn. It is paramount to
design a curriculum to encourage individual participation as much as possible.

Teaching Practices and Assessment in the Dedicated
Education Unit

Nursing is a practice-based discipline, and curriculum design inevitably must
address the learning that occurs in the workplace. In an analysis of learning designs
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Table 3.3 Four key areas for curriculum design (From Boud and Prosser 2002)

1. Engage learners from where they are, taking into account prior knowledge and intent
2. Acknowledge the learning context, the learner’s context, the course of which the activity

is part and the sites of application of the knowledge to be learnt
3. Challenge learners to be active participants, using other learners’ support and stimulation,

taking a critical approach to materials and to go beyond what is immediately provided
4. Provide practice where students demonstrate what is learnt, gain feedback and reflect on

learning to develop confidence

for new technologies, Boud and Prosser (2002) outline four guidelines that would
apply equally well in workplace learning design (Table 3.3).

Strategies to engage learners from where they are include finding out about them
by asking questions about their backgrounds and using questions that reveal values,
for example, ‘What is most important in this situation for you?’ Students can be
encouraged to validate their conclusions with theory from their textbooks and the
wisdom of more experienced nurses.

Recognising the reciprocal relationship between student agency and workplace
affordances, strategies to acknowledge the complexity of context in clinical educa-
tion might include:

• Prepare students for the learning context through information provision and a
briefing or orientation session, being frank about what opportunities will not be
available

• Support students to set learning goals that are consistent with what the placement
experience can afford

• Recognise ‘teachable moments’ (Mulready-Shick et al. 2009) as they arise and
use this to stimulate further learning

• Provide opportunities for students to repeat practices in different situations to
develop confidence and recognise the influence of context

• Conduct workshops on negotiation theory and practice to support student
participation in the clinical experience

• In debriefing or classroom activities, encourage students to share their experi-
ences and think forward to other contexts in which this learning might apply

To challenge students to be active participants, teachers could:

• Provide a useful orientation to the nature of the work and values in that
community of practice

• Encourage students to work in peer groups, across years as designed in the DEU,
so that they can experience support from other students, and discuss what they
are experiencing and learning with each other—reduce reliance on ‘teachers’

• Avoid consistently explaining practice—let the students do the explaining,
correct false conclusions and encourage further reading

• Ask comparative questions where the experience is compared to past experiences
and possible future experiences

• Ask evaluative questions that require deep thought about value, quality and equity
and require students to develop judgement
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Finally, it is critical to students’ development of confidence to provide them
with opportunities to demonstrate and receive feedback on what they have learnt
as practical, organisational or other skills and as knowledge. Whilst the ANMC
Competencies (ANMC n.d.) provide a broad framework for giving feedback on
performance, students also require specific feedback on authentic tasks or practices
undertaken through participation (Elliot 2002b; Laurillard 1993).

Areas for Research

The DEU’s theoretical underpinnings should be used as a guide to evaluation and
research. We have identified four areas for research to stimulate thinking about
possibilities in the development of the DEU model.

Curriculum design: Specifically, how learning and assessment are designed for
integration into the overall programme is a key area for research. One of the core
elements of the DEU is the extended placement in one area, visiting 2 or 3 days each
week.

Pedagogies: These inform curriculum design, facilitate student learning, con-
tribute directly to the invitational quality of the workplace and include assessment
and feedback on learning.

Stakeholder engagement: This is foundational to the model, curriculum design
and pedagogies. Ways of working with the increasing numbers of identified
stakeholders in the DEU model are becoming increasingly important.

The DEU as a learning organisation: It shifts the focus from student learning to
the organisation, and how working within a DEU model can improve organisational
services and products.

Curriculum Design

The challenge of integrating learning from the workplace into the overall curriculum
design is not unique to the DEU model. However, as the demand for clinical
placements continues to rise, health agencies may seek to manage the workload
associated with student placements through intensive or block, rather than extended
placements. Further, some students prefer block placements for personal reasons.
Universities are encouraged to support the increasing diversity of students as well
as work with multiple placement partners, and, as such, curriculum design should
integrate learning from both styles of placements.

Research into curriculum design could focus questions on the alignment of
graduate outcomes, learning experiences and assessment practices using Biggs’
(1999) concept of constructive alignment. Constructive alignment focuses on
aligning the learning experiences (tasks, assessment, activities) with the intended
learning outcomes. The focus is on how students piece together (construct) their
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learning. Consistency of learning activities towards the stated goals is important.
Variables of block or extended placements for learning experiences could be tested
in relation to student learning to determine whether there are significant benefits in
either model.

In the Billett et al. (2004) framework, students are agentic learners and seek
value in their learning; they make meaning based on their history and future goals.
Therefore, curriculum design enables exposing students to experiences requiring
negotiation and, as a result, meaning making or learning. The effectiveness of
methods to facilitate negotiation and meaning making required in the clinical setting
is worthy of further investigation.

The area of clinical assessment remains a challenging component of nursing
education for clinicians and academics (Cowan et al. 2005; McAllister 1998).
Further exploration would be valuable into how feedback on performance is
practised best in accordance with the ANMC Competencies (ANMC n.d.) and on
authentic tasks or practices undertaken through participation.

Pedagogies

A number of pedagogies can be seen to underlie the DEU. Further exploration
of whether the high support, high challenge (Johns 1994) DEU environment can
be seen to increase the reflective practice (Schön 1983; van Manen 1977) of
students who experience it could be beneficial. Recent university emphasis on
Graduate Attributes as an underpinning component of teaching philosophy may be
clearly displayed in the DEU model and offer scope for evaluation (Barrie et al.
2009). Formative and summative assessment in the DEU (Biggs and Tang 2007),
with a large emphasis on self-assessment, could be examined in comparison to
other models. There is also increased scope in the DEU for ‘ongoing summative
assessments’ because students are encouraged to plan their learning objectives for
each component of their degree from year to year (not just subject to subject),
based on their knowledge, experience and learning needs. Boud (2000) refers to
‘sustained assessment’ that fosters lifelong learning, which is well aligned with the
DEU principles. This link offers an avenue to explore whether his theory applies to
the DEU model.

One of the key pedagogies in the DEU is the use of peer learning, where students
across year groups work together in the same clinical setting. Often, the 3rd year
students are given the opportunity to lead in these environments. As Aston and
Molassiotis (2003) note, when 3rd and 1st year students work and learn together,
the 3rd year students require some preparation (pedagogies). The DEU model
provides the opportunity for further investigation of student learning with peers and
the phenomenon Billett et al. (2004) label ‘interdependence’—how students in the
workplace affect staff and student learning.

The role of the Principal Academic (PA) offers a wealth of information as to
how pedagogy is applied in a clinical setting. Principles and theory on moderation
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of marking (Krieg et al. 2004), assessment (Biggs and Tang 2007) and even deep
versus surface learning (Biggs 1999) are challenged when taken out of the academic
context. Clinical support roles such as ‘critical companionship’ (Titchen 2003)
may offer fruitful avenues of exploration. The ongoing tension between a student-
focused ‘critical companion’ approach to academics’ clinical engagement with
students and the role of assessor is also worthy of investigation. Research into
how nursing practices are negotiated may prove helpful for planning and evaluating
clinical learning experiences (Manley and McCormack 2003).

Using the Billett et al. (2004) framework as a conceptual tool for analysing the
DEU model of clinical education’s contribution to educational theory and practice
in different locations across the world would offer insight into what components of
the DEU might consistently support the framework.

Stakeholder Engagement

In clinical education, there is a range of stakeholders (Lockwood 2003). Often,
stakeholders can be grouped into ‘industry’ or ‘employers’, with little appreciation
of the diversity of individuals in that group. For example, agency managers and
senior university staff made the decision to establish and implement a new DEU
in one tertiary level ward. The clinicians in this ward were not consulted in the
process, and as a result the DEU was reported to be unsuccessful (Grealish and
Kaye 2004). Research into stakeholder engagement must clearly identify the range
of stakeholders involved in clinical education. Table 3.4 contains a beginning list.

The management of a range of relationships between universities and health
agencies is a rich area for research. Relationship management is under-researched
generally, and there is almost no research into the work of providing clinical learning
experiences. The need for a governance or reference group in establishing the DEU
is acknowledged (Owen and Grealish 2006) for ensuring a smooth transition and
addressing issues and incidents as they emerge. However, many relationships exist
between a range of stakeholders outside the governance group, producing a rich
network which, to date, has not been mapped. Another area for research is the
management of these networks and relationships, their subsequent impact on student
learning and other possible relationships such as clinical research.

An expanding phenomenon is the use of clinical placement management systems.
What would be the effect on established relationships of implementing computer
programmes? How would it affect negotiation strategies? What would be the effect
on student learning, patient care, clinician satisfaction and administrative workload?
Thus, the implementation of computer programmes offers an interesting area of
research.
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Table 3.4 Potential stakeholders in clinical nursing education

University Health agency Other

Students Chief executive officer Chief nurse
Academic staff Director of nursing Professional associations
Sessional staff Clinical nurses Regulatory authorities
Administrative staff Other clinicians Alumni
Vice-chancellor Patients/clients/residents Specialist nurses
Head of nursing dept. Families Other education providers

Unit manager

The Dedicated Education Unit as a Learning Organisation

Whilst there is an agreement that learning experiences in the clinical environment
are critical to nursing education, research to date has been constrained by limiting
the conceptualisation of the clinical workplace as a learning environment to its
people and surroundings. The development of the Clinical Learning Environment
Scale (Dunn and Burnett 1995) and subsequent adoption of the ‘clinical learning
environment’ as a researchable concept (Dunn and Hansford 1997) have led to
significant levels of research in this area (see Chan 2002; Elliot 2002a; Papp et al.
2002; Saarikoski and Leino-Kilpi 2002). There has been limited commentary or
research on the relationship between student learning and organisational learning.
In one small qualitative study, Grealish et al. (2010) investigated the effects of
having students in the residential aged care workplace and found that the presence
of students encouraged staff learning as well. This falls short of the need for
investigations into the role that the DEU could play in the learning organisation.

Organisational perspectives about the value of learning environments for nurses
and patients, including the Magnet Hospital movement in the USA (Ulrich et al.
2007), could offer insight into how the DEU pedagogy aligns with preferred hospital
providers’ structure and function. Considering that the workplace as a learning
organisation has developed traction in the discipline of management, Edmondson
and Moingeon (1998) suggest that organisational viability in an environment
characterised by uncertainty and change depends on individual and collective
learning.

Learning organisations are those in which people continually expand their
capacity to create the results they truly desire (Senge 2006). The presence of sup-
portive values and beliefs that encourage employee inquisitiveness and creativity, a
willingness to learn from error and openness to sharing knowledge are viewed as
significant contributors to a learning organisation culture (Lee-Kelley et al. 2007).
These qualities, noted in every instance of the recognisable learning organisation,
are also valued in a clinical learning environment. Senge (2006) reinforces this view
in relation to aspects of individual and team learning in organisations, referring to
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the fact that individuals learn all the time, yet there is no organisational learning.
However, as teams learn, they become a ‘microcosm for learning throughout the
organisation’ (Senge 2006: 219).

There is an emerging body of management literature describing interwoven
workplace learning, employee engagement, organisational performance and broader
economic, regulatory and social contexts within which organisations operate
(Unwin et al. 2007). Unwin et al. (2007) point out that workplaces often have an
advantage over ‘formal’ educational institutions in that pedagogic activity is likely
to be spread across a broader range of people. Indeed, workplaces that recognise
the pedagogic potential of their employees (and arguably hosted ‘learners’ in the
context of the clinical environment) afford a stronger learning environment than
those that conceptualise transmission of skills and knowledge as solely a top-down
hierarchical approach (Smith and Billett 2006; Unwin et al. 2007). Investigations
of student learning, within the broader context of learning organisations and
management theories, may provide new and unique insights into the value of
the DEU for health service agencies and universities.

Conclusion

This chapter set out to establish the underpinnings of the relatively new DEU
clinical learning model by providing an overview of the history of clinical nursing
education and research. Understanding the DEU as a community of practice and
the value of social theories of learning for reconceptualising the workplace as a
learning environment provides opportunities for further development of the DEU
model. The consideration of literature beyond that of nursing education, including
management literature on the learning organisation, is necessary to advance clinical
nursing education theory and practice.
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Chapter 4
An ‘Idea Whose Time Had Come’: The Flinders
University School of Nursing Dedicated
Education Unit—An Historical Perspective

Judith (Judy) Gonda

Glossary of Terms in Order of Appearance in This Chapter

Nurse clinicians clinical staff

Nurse academics academic staff

Hospital-based apprenticeship model students learn from more senior clinical
staff in the hospital and from each other

Supervision model traditional placement with an academic playing a supervi-
sory role

Mentorship model one experienced registered nurse (RN) mentors a 3rd year
student

Preceptorship model one student allocated to one preceptor (experienced RN)

Director of Nursing (DON) a registered nurse (RN) who supervises a whole
nursing department

Clinical Nurse Consultant (CNC) most senior nurse in the DEU responsible
for overall running of the unit

Registered Nurse (RN) college or university qualified nurse licensed by a
nursing registration body to undertake all facets of nursing in accordance with
the body’s regulations

Enrolled Nurse (EN) diploma qualified nurse working under supervision of a
RN to provide nursing care
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Principal Academic (PA) an academic lecturer in clinical (nursing school
faculty member) who visits the clinical setting prior to student placement to
facilitate clinical staff preparation for working with the students and thereafter
visits the clinical setting regularly throughout each semester; communicates and
liaises with students, the LN and the CNC, and utilises their ongoing expertise
to facilitate students’ learning

Liaison Nurse (LN) full-time registered nurse (RN) responsible for overseeing
clinical in the DEU

Clinical Nurse (CN) a registered nurse (RN) accorded a position of seniority
and experience

ANMC Competencies Australian Nursing and Midwifery Council competen-
cies required for registration as a nurse (RN) and/or midwife (RM) (ANMC n.d.)

Introduction

In the late 1990s, clinical education for nurses faced a crisis. There was a dire need
for a new perspective on how the profession should implement clinical education.
It was also clear that whatever forms this took, there had to be a sense of joint
ownership by nurse clinicians and nurse academics.

It was from within this context that Kay Edgecombe, a lecturer from the School
of Nursing at Flinders University in South Australia, conceptualised the idea for
the Dedicated Education Unit (DEU). The School faced the same issues as all other
Schools of Nursing at that time—increasing student numbers, decreasing access
to quality clinical learning environments for students and shrinking numbers of
academics. In essence, the concept was simple. The DEU incorporated the best
aspects of the original hospital-based apprenticeship model and of the supervision,
mentorship and preceptorship models that followed (see Edgecombe, Chap. 2, this
volume), and it was designed to use existing health care units more efficiently and
creatively.

Once Kay had conceptualised the DEU in collaboration with nurse and academic
colleagues, as described in Chap. 2 (this volume), she presented a rough draft to the
School’s academic discussion group. The group asked her to present it to a seminar
with the Directors of Nursing (DON) from the Southern Health Care Providers
who were placement partners with Flinders University. The placement partners fully
supported the new concept, so Kay sought to test it by implementing a pilot DEU.
This required assistance from others and the choice of who would do this was quite
serendipitous. Kay approached the topic coordinators of clinical units from each
year group of the Bachelor of Nursing for the following semester, who turned out

http://dx.doi.org/10.1007/978-94-007-7232-8_2
http://dx.doi.org/10.1007/978-94-007-7232-8_2
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to be Karen Wotton and me, as well as Kay. Whilst this was serendipitous, it was
also pragmatic because Kay was aware that Karen and I were very passionate and
concerned about the state of clinical education at that time.

Late in 1996, the three of us approached Peter Mason, the Clinical Nurse
Consultant (CNC) of ward 5G at Flinders Medical Centre, to see if he would be
interested in trialling this new clinical education model on that ward. We made this
choice because:

• We felt it was imperative that we pilot the model in a conducive environment
before we presented it with challenges.

• Kay and I had previously been clinical facilitators for groups of our students on
ward 5G and had found it to be an excellent learning environment.

• It was apparent that Peter was committed to quality nursing education.

Consequently, we believed ward 5G was the best option. Fortunately, Peter was
very enthusiastic (testimony to this is Story 7, Chap. 10, this volume).

As is evident from descriptions in the Introduction and Chaps. 2 (Edgecombe)
and 3 (Grealish et al.) in this volume, the DEU concept embraces the philosophy of
partnerships and incorporates the essential criteria required for their success. These
criteria, identified by Mattessich and Monsey (1998), include six categories:

1. Purpose of the partnership
2. Environment
3. Structure and processes
4. Membership characteristics
5. Communication
6. Resources

For the remainder of this chapter, I describe the phases of the Flinders University
DEU pilot implementation and use the above criteria to provide a framework
throughout.

The Flinders University Dedicated Education Unit Pilot
Implementation Phase 1

The first pilot DEU was implemented in Semester 1 of 1997. However, before
the implementation of the pilot could occur, a proposal, justifying the pilot, was
submitted to the 5th Floor Assistant Director of Nursing and the Ward Manager for
5G at Flinders Medical Centre, Adelaide, South Australia. This group approved the
pilot study on 5G. From then on, implementation issues were primarily decided in
collaboration between Kay, Karen, Peter and I, referred to as the implementation
team.

http://dx.doi.org/10.1007/978-94-007-7232-8_10
http://dx.doi.org/10.1007/978-94-007-7232-8_2
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Purpose

For some time in the mid-1990s, academics, clinicians and students in South
Australia had expressed dissatisfaction with the models of clinical placement
implemented by the tertiary Schools of Nursing during that time. Reasons for this
dissatisfaction arose from:

• Inadequate time spent by students in the clinical area
• Inadequate time for students to repeatedly practise clinical skills
• Students’ inability to transfer classroom learning into practice
• Lack of collaboration between academia and clinicians
• Students’ difficulties in the transition to the registered nurse (RN) role
• Clinicians’ frustration as a result of multiple groups of students with differing

goals and expectations

Consequently, the purpose of the DEU pilot was to implement and evaluate a
clinical placement model that could overcome these problems. In addition, it was
expected that outcomes from evaluation of the pilot would indicate that:

1. Nursing students were more appropriately prepared for clinical practice by
participating in the DEU.

2. There was greater integration of the academics and clinicians from each partici-
pating organisation as a result of the DEU.

3. Nursing clinicians would experience greater satisfaction in their role as student
facilitators as a consequence of this model.

4. Relationships between practice-based nursing and the academic discipline were
enhanced as a result of the DEU.

Environment

Flinders Medical Centre is a relatively new (opened in 1976) secondary level public
hospital. Its principal operational areas are the care of acutely ill patients (adults and
children), obstetric care, medical research and the education of medical and allied
health care workers. It has always been closely associated with Flinders University
as it was included in the original University plans and therefore was an obvious
choice for the first pilot DEU.

During the second half of 1997, the hospital offered approximately 500 acute
care and obstetric beds to the community in the Southern area of Adelaide. Ward
5G was a highly acute, 28-bed unit, specialising in the care of patients experiencing
gastro-intestinal and hepato-biliary medical and surgical problems. It was also the
liver transplant unit for South Australia and the Northern Territory and had a small
number of beds for patients requiring eye surgery.

The unit was well resourced with the most up-to-date equipment. Medical and
nursing interventions were evidence-based and cutting edge. There was also a
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multitude of students from a variety of health care disciplines, such as medicine,
physiotherapy, occupational therapy and nutrition. Consequently, plenty of learning
opportunities from a diversity of disciplinary, theoretical and practical perspectives
were available for nursing students.

At that time, it could be said that the ward was not well staffed number-wise, but
what it lacked in numbers it made up for in experience.

Structure and Process

Clinician Preparation

Before anything could proceed with the pilot study, we wanted to ensure that the
majority of the RNs and enrolled nurses (ENs) on the ward were informed about the
project and conducive to participating.

In the first instance, Peter met with senior staff from the ward and put the idea to
them. As there was already a culture of education in the unit, it wasn’t hard to con-
vince them and they were keen to participate. However, they had some reservations,
particularly about the high student numbers and the peer teaching/learning.

Subsequently, we held a series of informal staff meetings during the shift change-
over time, a time of double staff numbers. We invited as many of the nurses who
could attend to each meeting where we provided an overview of what the DEU
was and the purpose behind it. The aim was to inform as many nurses as possible
about the pilot project. We described how the DEU would be operationalised and
then clarified different aspects of it. However, these meetings primarily provided an
opportunity for the clinical staff to voice their concerns—to be heard—and for us to
mutually work out ways to overcome potential problems and allay their fears.

In addition to these meetings, a 1-day workshop was provided on the University
campus for ward staff who could be released from clinical duties for the day.
This workshop included a brief overview of the DEU concept, an introduction to
teaching/learning theory and some clinical teaching strategies.

Student Recruitment and Preparation

It was decided that in this first pilot, the DEU would accommodate 14 3rd year, 14
2nd year and 8 1st year students, a total of 36 students. The students were recruited
by asking them to submit a written expression of interest to participate. However, as
the clinical hours in the DEU would be greater than that expected of other students in
the course, they were advised to take into account financial/paid work requirements
and family commitments before applying.

A short meeting was held with potential participants to provide an overview
of the DEU concept and to inform them of the shift requirements and start and
completion dates for each year group. There was no difficulty in gaining recruits
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because many students were looking for extra clinical practice experience. This is
evident in the reasons given for their desire to participate, such as ‘I believe this will
be for the betterment of nursing and an ideal way to improve personal nursing skills’,
and ‘This is the most excited and motivated that I have felt since the beginning of
the course. I am desperate to get into this program’ (Gonda et al. 1997).

Academic Preparation

The three academics involved in the first pilot were Kay, Karen and I, so no
preparation was really required. However, we divided up our responsibilities. I was
responsible for the support and evaluation of 1st and 2nd year students, Karen
was responsible for the 3rd year students and Kay assisted and took control of
negotiations and liaison among all of us.

Membership Characteristics/Roles and Responsibilities

As Edgecombe described in Chap. 2 (this volume), there were many participants
in the development and implementation of the DEU, starting on the unit itself,
extending to hospital administration, and then to the University academics and
administrative staff. Each group is described below.

Participants Within the DEU

Nurses

There were many RNs and ENs who had been employed in the unit for in excess of
5 years, some of whom had been nursing for more than 20 years. These nurses were
also very experienced at educating students in the clinical environment and on the
whole, even at this early stage of the DEU, they were committed to making it work.

Principal Academics (PA)

The three academics involved in the first pilot were also very experienced nurses and
academics. All had been part of the nursing profession for more than 20 years. In
addition, they had all been involved in the tertiary education of nursing students for
more than 8 years and were passionate about clinical education. Their work in the
DEUs was above and beyond the work expected of them in their roles as lecturers,
but because they were aware that clinical education was at a crisis point, they were
willing to devote the extra time.

http://dx.doi.org/10.1007/978-94-007-7232-8_2
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The Clinical Nurse Consultant (CNC)

Like many of the nurses on the unit and the academics, the CNC was highly
experienced in nursing and had been actively involved in clinical education of
a variety of health science students for many years. He consistently encouraged
education to be one of the top priorities on ward 5G, and this culture of education
trickled down to other nursing staff in the unit. He was aware that there were many
faults with the status quo in clinical education at that time. Therefore, he was keen to
find the best model of clinical education and to make ward 5G the best environment
for nursing students’ learning. He saw the DEU as an opportunity to achieve that
goal.

Students

The students in the first DEUs were not your typical undergraduate nursing students.
They self-selected to be in the DEU even though it required them to participate in
clinical practice for a greater number of hours than other students in the course at
that time, and they had to manage it around their usual class times. Overall, they
were the high achieving, highly dedicated students who had distinction averages.

Participants Outside the DEU

Participants from outside the DEU were connected either to Flinders Medical Centre
or the School of Nursing at Flinders University.

The hospital participants were the 5th Floor Associate Director of Nursing and
the Ward Manager for 5G. Their focus was to ensure that appropriate processes
were adhered to in relation to the placement and supervision of students, from the
hospital management perspective. Once the decision to go ahead with the pilot was
made, they had little to do with its day-to-day implementation.

The University participants were the topic coordinators for the three clinical
practice units: Kay, Karen and I.

Lines of Communication

In the first pilot, we did not overtly consider formal lines of communication. Most
communication occurred informally but more formal lines developed over time.
Informal lines of communication, for example, were those between the CNC and
academics who communicated regularly whenever the academics visited the ward.

More formal communication occurred in meetings every 2 weeks between nurses
on the ward and the academics. These meetings took place in the double staff time
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so as many nurses could attend as possible. During these meetings, any problems
that had arisen as a result of the DEU were discussed. Student progress was also a
major item of discussion.

In addition, the usual formal written communication occurred between the
University, the hospital and the ward in relation to the allocation of specific students
for clinical placements.

Resources

At this point in time, few resources were dedicated to the DEU beyond those
provided for any clinical placements utilised by the School of Nursing at Flinders
University.

The academics participating in the project offered their time above and beyond
their usual workloads, as did the Clinical Nurse Consultant. The academics also
donated some of their textbooks to the ward for student use.

DEU Steering Committee

At the end of Semester 1 of 1997, there was a general consensus among the
implementation team that the DEU was progressing relatively well and had definite
potential. Therefore, it was decided in collaboration with the Directors of Nursing
(DON) from the Southern Health Care Providers to expand the pilot project to
include wards from other health care agencies in the Southern district of Adelaide,
South Australia. As a result, a formal Steering Committee was set up. In addition
to the implementation team, this committee comprised a representative from each
of the following health care agencies in the Southern area: Repatriation General
Hospital (RGH), Noarlunga Health Service (NHS), Flinders Medical Centre (FMC),
Royal District Nursing Service (RDNS) and Adelaide University (UA).

This group met on a regular basis to provide advice to the team and to oversee
the implementation of the continuation of the pilot project.

The Flinders University Dedicated Education Unit Pilot
Implementation Phase 2

Phase 2 of the pilot project was implemented in Semester 2 of 1997. In this phase,
the Steering Committee decided to increase the number of DEUs to four and to
spread them over three health care agencies. Another ward at FMC (ward 6D), a
ward at the RGH (ward 1) and a combination of a medical and surgical ward at
NHS were all recruited. Kay and Karen moved to be the PAs for two of these wards,
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Kay for 6D and Karen for ward 1. Another academic from Flinders University, Ailsa
n’ha Winifreyda, became the PA at NHS. This meant that I remained the sole PA on
ward 5G at FMC.

Preparation of clinicians and academics and recruitment and preparation of
students occurred in the same way as in Phase 1. The characteristics of these three
groups of participants were also the same.

In addition, all aspects of the structure and processes of DEU implementation
that had been used in the Semester 1 pilot were maintained. The only difference
was the student numbers. Feedback from the 5G pilot indicated that there were too
many students in the unit, so it was decided to reduce the numbers from 36 to 32.
However, numbers on ward 1, 6D and NHS were determined based on the numbers
of beds, patient acuity and the RN-to-patient ratio in each unit.

Inclusion of a Liaison Nurse

Feedback about the Semester 1 pilot from the ward staff of 5G and the CNC Peter
Mason indicated that there needed to be a person in place to manage the students in
the ward and to liaise with the PA about the students. Therefore, it was decided to
create a new position—the liaison nurse (LN). The role of the person in this position
would be to:

• Act as liaison:

– For students between ward staff and the PA
– With CNC re the ward needs
– With ward staff re students’ role, function and progress within the DEU
– With PA re student progress

• Organise student experiences in routine nursing care:

– Allocate students to RNs, student peers and patients
– Arrange student rosters and liaise with the PA

• Anticipate and organise extra experiences for students in relation to their patient’s
care and in collaboration with the RN supervising the student, i.e. endoscopy
clinic, stoma therapy, theatre and community agencies.

• Provide orientation days:

– For 2nd and 3rd year students on their first day (i.e. a maximum of 4 days per
semester)

– Meet with 1st year students each morning to establish learning objectives

• Organise the accreditation of students in certain skills, as required by the health
care agency and in collaboration with the PA, i.e. blood glucose testing.

• Maintain a record of student attendance.
• Assist the CNC and PA with written evaluations of student progress as necessary.
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• Encourage other staff members to participate in student teaching.
• Take direct responsibility for the supervision of one or two students each shift.

(Proposal for RN to CN Upgrades in DEUs 1999: 2–3)

The LN position was viewed and promoted as a staff development opportunity
for experienced RNs working in the unit. It was also decided that the person who
filled this position would be determined by a collaboration of the PAs from the
University, the DEU CNC and nursing administration from FMC, RGH and NHS.

The LN positions were advertised requesting applicants to submit an expression
of interest to their CNC. Interviews were staged on each DEU with the DEU PA and
CNC acting as interviewers.

Successful applicants were chosen for each of the DEUs and promoted to CN
(level 2 RNs) for the period in which students were placed in the ward for the
following semester. The School of Nursing remunerated each health care agency
for the cost of this position upgrade.

Inclusion of University-Based Workshops

In Phase 1 of the project, clinicians were informed about the DEU concept at unit-
based meetings. In Phase 2, it was decided it would be beneficial for clinicians from
each of the units to attend these sessions simultaneously and that offering workshops
on the University campus would best achieve this. Therefore, several introductory
workshops were offered on a variety of dates to allow as many nurses as possible
from each DEU to attend. These nurses were paid their usual salary to attend the
workshop and the health care agency was remunerated so they could backfill to staff
the units. Workshops covered topics such as:

• The concept of a DEU
• An overview of the Flinders University Bachelor of Nursing Course
• Assessment requirements and tools for each year level
• Peer teaching/learning theory and strategies
• Use of the ANMC Competencies (ANMC n.d.)

Feedback at the end of Phase 2 indicated that nurses who had attended these
introductory workshops requested advanced workshops for those who were experi-
enced with DEUs. Therefore, in subsequent semesters, advanced workshops were
also offered under the same financial conditions. A little later, LN workshops were
also offered, covering topics such as:

• How to deal with difficult students
• Clinical teaching strategies
• Providing constructive critical feedback
• Developing clinical learning contracts
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Numbers attending these workshops increased every semester as the DEUs
increased. Feedback was always constructive and positive. The workshops enhanced
the sense of partnership between all members of the DEU collaboration. Participants
were provided with Certificates of Attendance for their professional portfolios,
which added to the sense of partnership and reciprocal valuing of clinical and
academic staff.

Pilot Evaluation and Outcomes

Evaluation of the pilot project occurred continuously over the two semesters. In
Semester 1, an independent research assistant conducted and transcribed focus
group interviews with student and nurse participants from the DEU. The findings
from these interviews informed the development of a qualitative survey question-
naire that was implemented in Semester 2.

A report was prepared for the Flinders University School of Nursing and the
DEU Steering Committee at the end of the pilot project. It indicated that there were
many advantages of the DEU and two disadvantages, as illustrated in Table 4.1.

Recommendations from the report were that the pilot should be extended for a
further semester and a feasibility study be implemented with a view to introducing
the model for the whole School. Other strategies suggested were:

• A restructure of the curriculum around the DEUs
• Provision of administrative support
• An evaluation of the outcomes of these strategies

Table 4.1 Advantages and disadvantages of the Flinders University pilot DEUs

Advantages Disadvantages

Students had more time to practise and develop their skills Students complained of too
heavy a workloadStudents learned from each other and whilst teaching others

Students had a sense of belonging in the ward
Students developed professional relationships with clinicians Academics complained of too

heavy a workloadNurses had one group of students for an entire semester,
overcoming the problems associated with having several
groups for short periods

Nurses were also able to develop their roles as clinician
educators

Academics felt less marginalised in the ward area
Academic skills and knowledge were utilised to their best

advantage in the context of real practice
Research possibilities were available to both academics and

nurses, and the opportunity for collaboration was evident
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Post-pilot Development

In Semester 2 of 1998, the number of DEUs was increased again, this time to
seven, with six of these in acute care medical/surgical wards. However, in this
semester a very different DEU was included—the Accident and Emergency (A & E)
department at FMC. The idea was to test whether the DEU model could be adapted
for a variety of different health care environments.

At the same time, I conducted a feasibility study to determine the ‘appropriate-
ness for all undergraduate nursing students at FUSA, School of Nursing preparing
for registration’ (notes of Clinical Teaching Mull held on Friday, May 25, 1998).

The conclusion of the feasibility study was that:

: : : moving to a predominant DEU model for undergraduate clinical placement in the
Bachelor of Nursing at FUSA is feasible from an educational, service and staffing
perspective. However, modification of the curriculum will be required to address the issue
of workloads for students and academics : : : . (Gonda 1998: 5)

At about the same time, Karen Wotton and I were successful in gaining a
small internal Flinders University grant to evaluate the outcomes of the DEUs. The
research was designed using the themes developed from the previous evaluations
implemented in the preceding year (Gonda et al. 1999) to generate a quantitative
survey tool to ascertain the perceptions of clinicians, academics and students
participating in the DEUs. This instrument consisted of a brief demographic section
and 18 statements representing broad conceptual areas of the impact of the DEU on
the ward, student knowledge and skills, staff teaching and learning, the PA role and
students’ relationships (Wotton and Gonda 2004).

A total of 300 questionnaires was mailed to clinicians, students and academics
who were participants in the seven DEUs (including the A & E DEU at FMC),
resulting in a response rate of 77 %. Student respondents (n D 121) consisted of all 3
year groups and clinician respondents (n D 127) included RNs and ENs. Academic
responses (n D 7) were not included due to their small sample size (Wotton and
Gonda 2004).

The results confirmed those of the previous evaluations. They showed that DEUs
were perceived to have a number of positive effects in relation to student skill
development and relationships between students and nurses and between nurses and
academics. Of particular importance was that this clinical education model allowed
academics, students and clinicians to ground theory introduced in the University in
real practice and provided an opportunity to evaluate the relevance of such theory to
practice (Wotton and Gonda 2004).

This study’s outcomes and the Feasibility Report conclusions convinced the
School that the DEU model had positive outcomes. The School Board, led by
Professor Judith Clare, who had supported the pilot project throughout, made a
formal decision to implement the DEU as the primary model of clinical placement
for undergraduate nursing students.
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Curriculum Development

In order to attend to the recommendation of the feasibility report that curriculum
change was required to address the workload issues associated with the DEUs,
many changes were made to its structure and processes over several months. These
included:

• Semesters being stretched from 13 to 16 weeks to reduce the student weekly
workload. This was achieved by using the extended semesters previously de-
veloped for the Flinders University School of Medicine as a benchmark in
the proposal to Faculty and University Boards, by which it was subsequently
approved. Stretching the semester allowed us to structure the course so that the
same amount of content was delivered but with less face-to-face contact for
students and academics on a weekly basis.

• All elective subjects being offered as intensives at the beginning of semester
instead of throughout the semester. This resulted in students having to attend
lectures, tutorials, etc. for less subjects in the weeks when they were attending
the DEU.

• The timetable being structured for two distinct cohorts in each year group. One
cohort was timetabled to attend University on Mondays and Tuesdays and to
undertake their DEU practice on Thursdays and Fridays. The other cohort did
the opposite. All students attended their University lectures on Wednesdays.

• Clinical learning objectives for all subjects were written so that they were overtly
transferable to all clinical settings, including community, acute, mental health
and operating theatres. This strategy allowed students to attend specialty areas of
practice in whatever subject they were undertaking at that time.

• When the succeeding curriculum was developed shortly after the implementation
of the DEUs, it was also driven by, and founded on, professional practice-based
learning objectives.

In addition to all these strategies, a new academic position was created within
the School, the Manager: Dedicated Education Units. This position was created to
monitor and maintain the existing DEUs and to develop and implement new DEUs
so that all students in the Bachelor of Nursing could be placed in DEUs. I was
fortunate to be the first person appointed to this position by the Dean of Nursing,
Professor Judith Clare. I remained in the position for the next 5 years, when, with
great sadness, I left Flinders University.

Changes to the Flinders University School of Nursing Culture

As could be expected, the introduction of the DEUs created much cultural change
within the School. This change was very stressful for some people, but for others, it
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was a time of excitement and an opportunity for transformation. Open, transparent
communication was essential. This took the form of regular informal conversations
and formal seminars and workshops with School faculty covering all aspects of DEU
implementation. The workshops in particular were utilised as a venue for receiving
feedback, clarifying issues and allaying fears. Over the 5 years that I managed the
DEUs, the School culture changed in many ways, such as:

• It went from having approximately eight academics in 1997 regularly attending
clinical units to facilitate students on their practicum to 22 (including sessional
lectures) in 2003. In fact, most of the lecturers in the School participated.

• The academics who were PAs in DEUs included senior lecturers, associate
professors and professors, whereas previously this was usually expected only
of associate lecturers and lecturers.

• Recruitment of all academics into the School of Nursing included an expectation
of clinical expertise required for the School at that time.

• There was an expectation of clinical facilitation of all new faculty.
• The development of a clinical professorship.
• Teaching became increasingly grounded in practice.

The consequence of this was a change in the relationship with the health services
industry, as evidenced by:

• Increased research opportunities for both academics and clinicians
• Opportunities for joint conference presentations and publications
• Increased collaboration re curriculum and student assessment
• Development of mutual valuing and respect

From 1998, the DEUs developed exponentially from the original 7 to 35 over a
5-year period. In addition to acute hospital-based units, DEUs included:

• Community drug and alcohol services
• Private community dialysis units
• Royal district nursing services
• Emergency departments
• Operating theatre suites
• Palliative care
• Aged care
• Rehabilitation nursing services

Confirmation of the DEU’s attributes came from outside the School in 2002
when a number of reports cited the DEUs as exemplars of best practice in clinical
education for undergraduate nurses. Reports included the National Review of Nurs-
ing Education–Our Duty of Care (Heath 2002), the Commonwealth of Australia
Senate Inquiry into Nursing (Australian Parliament et al. 2002) and the Australian
University Teaching Committee (AUTC) Final Report (Clare et al. 2002). A Joanna
Briggs Institute systematic review of clinical placement models identified the
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DEU as a model that facilitated higher levels of student satisfaction as well as
collaboration between universities and clinical facilities (Lockwood 2003: 31). This
review highlighted that student satisfaction was consistently considered a valued
outcome of clinical education.

Conclusion

By the end of 2003 when I left Flinders University to move to Brisbane,
approximately 650 Flinders University undergraduate nursing students were placed
within DEUs. Initially, it was hard work to recruit new units, but word of mouth
and publication of two papers about the DEUs in 1999 (Edgecombe et al. 1999;
Gonda et al. 1999) turned this around. Clinical units started to approach the School
to initiate the set-up of DEUs in their organisations, and influential people from
other universities visited Flinders University to observe the DEUs in action. Laurie
Grealish from Canberra University was one of the first of these, as was the Head
of the School of Nursing from Portland University at that time, Terry Miller. The
outcome of these visits can be found in other chapters in this book.
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Chapter 5
The Canberra Dedicated Education Unit

Kasia Bail, Donna Hodgson, Alan Merrit, Jo Gibson, Jan Taylor,
and Laurie Grealish

Education is not the filling of a pail, but the lighting of a fire

—William Butler Yeats

Glossary of Terms in Order of Appearance in This Chapter

Dedicated Liaison Nurse (DLN) an experienced Registered Nurse (RN)
selected from the practice area who takes on extra responsibilities, including
overseeing clinical learning in the DEU and liaising between staff, students and
academics/faculty; the liaison between the unit and the University (equivalent of
the Liaison Nurse [LN] in the original Flinders University DEU)

Principal Academic (PA) an academic lecturer in clinical (nursing school
faculty member) who visits the clinical setting prior to student placement to
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facilitate clinical staff preparation for working with the students and thereafter
visits the clinical setting regularly throughout each semester; communicates and
liaises with students, the LN and the CNC, and utilises their ongoing expertise
to facilitate students’ learning

Inservices staff and student professional development/capacity building
strategies undertaken in the clinical environment

ANMC Competencies Australian Nursing and Midwifery Council competen-
cies required for registration as a nurse (RN) or midwife (RM) (ANMC n.d.)

Assistant in Nursing (AIN) certificated nurses (not RNs) providing support to
the nursing teams in clinical settings under supervision of RNs

Introduction

Canberra is the capital city of Australia, sitting within the Australian Capital
Territory (ACT). Canberran health services support a population of 500,000 from
the ACT local region, and the University of Canberra (UC) offered the only nursing
degree based in Canberra up until 2006. UC has an undergraduate nursing student
population of approximately 500 nursing students requiring over 15,000 clinical
days.

As part of requirements with the regulatory body in the ACT, UC reviewed
the undergraduate nursing curriculum in preparation for the 2003 accreditation.
The 2003 review brought about changes to the curriculum, which was the starting
point for a change in clinical design. The review identified that clinical education
needed to further address collegiality between students, clinical staff and academics;
student accountability for delivered care; and academic presence in the clinical
areas. The Dedicated Education Unit (DEU) model utilised at Flinders University
was identified as suitable and was implemented in 2003 following a one-semester
trial in the acute sector (Grealish and Kaye 2004; Owen and Grealish 2006). The
DEU was then expanded gradually and collaboratively to community, aged care and
mental health settings.

Curriculum Design

The undergraduate nursing curriculum at UC is 3 years, with six semesters of
prescribed nursing programme, with each semester containing a clinical subject.
The nursing curriculum is clinically focused, with emphasis on the development of
critical thinking and reflection. Class work and assessment are designed to scaffold
students using clinical practice to understand theory, and theory to understand
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Table 5.1 UC nursing students’ clinical learning experiences

Year/Sem Days per week, commencing Total days in field

Year 1, Sem 1 1 day a week from Week 10–14 4 (plus 10 clinical workshops
prior to field placement)

Year 1, Sem 2 2 days a week from Week 10–14 8
Year 2, Sem 1 2 days a week from Week 5–14 16 (no clinical during W8 and 9)
Year 2, Sem 2 2 days a week from Week 5–14 16 (no clinical during W8 and 9)
Year 3, Sem 1 2 days a week from Week 2–14 24 (no clinical during W8 and 9)
Year 3, Sem 2 3 days a week from Week 2–14 34 (no clinical during W8 and 9)

practice. Learning is seen as a social experience, and the development of nursing
identity is an important underpinning of undergraduate education. Consequently,
there is an emphasis on the feedback students gain in both clinical and theoretical
components of their learning, and how it ‘feeds forward’ to affect their professional
development.

Part of the curriculum redesign was in reshaping the timing of clinical placements
to privilege clinical equally with the theory of classroom work. This meant moving
away from isolating clinical in block placements into an integrated model in which
students go on placement in each semester of the programme, starting in Semester 1
of first year and increasing the amount of time spent in placements as they progress
through the course. This facilitates structural integration of theory and practice on a
weekly basis, as shown in Table 5.1.

The purpose of implementing DEUs was to:

• Increase students’ clinical exposure
• Offer students greater continuity and stability in their clinical learning environ-

ment
• Enable students to be in the unit for the full shift, be held accountable for care

provided and be considered part of the nursing team
• Promote learning in clinical environments
• Facilitate the integration of theory and practice
• Acknowledge the role of the clinician in student learning and provide greater

opportunities for clinician involvement
• Strengthen clinical/University links and collegial relationships
• Promote positive experiences for staff and students
• Provide the opportunity for student peer learning, support and modelling in the

clinical environment

Who’s Who in the Canberra Dedicated Education Unit

The DEU is a collaborative set-up, and the model is designed to maximise the
strengths of the nursing unit within which it sits. Consequently, there may be clinical
staff or manager leadership roles in addition to those described here. Also, some of
the nomenclature for similar roles within the University of Canberra and Flinders
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University DEUs is slightly different. For example, the University of Canberra uses
the term Dedicated Liaison Nurse (DLN), whereas Flinders University uses the term
Liaison Nurse (LN).

All DEUs have at least one Dedicated Liaison Nurse (DLN), nominally a level
1 RN from the clinical area, upgraded to a level 2 by the University. The DLN
maintains a clinical load and is also responsible for liaison with clinicians, students,
senior nurses and academics regarding the DEU. A Principal Academic (PA) spends
4–10 h a week within the DEU, with additional time taken for planning, liaison
and meeting with students on campus. The PA is primarily responsible for clinical
assessment of the students and is a teaching member of the University, usually
convening other units in the undergraduate curriculum. The DLN and PA roles in
the UC DEU are similar to the LN and PA roles in the original Flinders University
DEU, as described by Gonda (Chap. 4, this volume).

In the DEU, assumptions are made that each student is individual; is interested
in becoming a nurse; wants to perform well; is responsible for their own learning;
requires guidance in how to question practice, where to find information and how to
practise; and has a complex personal life.

Students can learn from observation of, and engagement with, the clinicians in
tasks, team work, patient, family and multidisciplinary communication—students
talking about practice and nursing work are learning.

Expectations of clinicians as learning facilitators in the DEU are that clinicians:
are employed to care for patients/clients; have valuable expertise that can be
shared in a range of ways; learn from engagement in nursing work; have valuable
observation and assessment skills; can provide students feedback and ‘feedforward’
(suggestions about what else the student might need to think about, read about or
practice are important); and have a professional responsibility to support student
learning.

Clinicians work closely with students on each shift as part of their normal
caseload. They may be allocated a number of students and may need to organise
work using a team nursing model to accommodate those students. Clinicians support
student learning by allocating them work within their scope of practice and receiving
reports/feedback on patient activity from students throughout the shift. Clinicians
are expected to share concerns about students’ progress with the students and
appropriate staff as soon as possible.

How the Dedicated Education Unit Supports Learning

The DEU model provides an opportunity for students to become immersed in
nursing practice. Learning in the DEU is not only about attaining clinical skills; it is
also concerned with how nurses work with their patients/clients, with the broader
health care team and with each other. Thus, learning occurs equally within the
patient interactions and the tea room. The social elements of the DEU are very
powerful in allowing the students to develop a nursing identity.

http://dx.doi.org/10.1007/978-94-007-7232-8_4
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At a structural level, the Canberran DEUs are similar in that they work to create a
community of practice, sharing knowledge and learning from each other. Common
features include:

• Student numbers are approximately 24 per DEU, although the size of the DEU
in terms of beds, nurses or location varies.

• DEUs are managed collaboratively through ‘Reference Groups’, with represen-
tations from academics, clinicians and students, who meet between one and six
times a year.

• Each DEU is evaluated each semester by the Reference Group and through
surveys.

• Other health professionals as well as nurses make important contributions to
student learning and are considered part of the community.

• Some DEUs or areas within DEUs are ‘rested’ once every few years depending
on staffing needs.

Function of Canberran Dedicated Education Units:
Learning Activities

Students at each DEU are supported to identify their own learning goals for the
clinical placement. Many students struggle with this initially, often focusing on the
skills that will be available on that particular placement, for example, blood glucose
levels (BLG) on an endocrine ward or wound dressings in the community. Students
realise personal areas for development as they become immersed in practice
experiences and set goals related to these experiences. Students are encouraged to
make the most of any incidental activities that occur while they are on the clinical
unit, for example, inservices, multidisciplinary case conferences, patient transfers
or procedures or allied health interventions. These incidental activities, which help
students to make links between the health system and patient trajectories, are more
easily accessible because students are in the areas for a significant period of time
and seen as part of the team.

PAs and DLNs may facilitate feedback from clinicians to students. Sometimes
feedback forms are used to prompt clinicians to give more detailed feedback.
Shadowing or coaching, where the PA or DLN facilitates discussion between staff
and students on the ward, can help provide more encouragement for the activity.

PAs and DLNs can use different activities to promote learning. Often, students
are asked to present a patient case to their peers in a group debrief facilitated by
the PA, thus demonstrating knowledge about pathophysiology, medication, nursing
care and communication. Students may also research particular topics of interest
and present these to peers in formal settings or informally as part of the teams’
work. Students are supported to access the health facilities’ policies and procedures
and any other health informatics relevant to the workplace. Sometimes students’
academic workload includes a presentation of their in-class assignments as an
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inservice to the ward staff. The assignments are designed to integrate students’
clinical experience with theory and thus are directly relevant to the clinicians with
whom the students are working. For example, a student designed a flip chart to
inform patients/clients about machines in operating theatres (‘Machines that go
Bing’). Another student researched handovers and presented information about the
different purposes and requirements of the nursing handover.

Assessment

Students are supported to self-assess as a component of their formative assessment
part of the way through their placement. Students are provided with the Australian
Nursing and Midwifery Council (ANMC) Competencies (utilised for registration of
nurses in Australia) and asked to describe examples where they have demonstrated
components of nursing practice, such as ‘practices within an ethical nursing
framework’ or ‘establishes and maintains therapeutic relationships’. The students
self-assess performance against the standards, utilising the Bondy Rating Scale
(1983). Formative assessment is provided informally in meetings with the PA and/or
DLN and includes discussion, feedback and feedforward. The PA and/or the DLN
conduct summative feedback, which is part of the final assessment. This is again
graded against the ANMC Competencies (ANMC n.d.) using the Bondy Rating
Scale. The final assessment takes place at a meeting with the student and is based on
three major sources of evidence: student self-assessment, PA judgement on attitudes
and knowledge based on critical conversations over the semester and specific feed-
back about clinical skills and attitudes from clinicians with whom the students have
worked. This ongoing summative assessment contributes to progressive learning
across placements throughout the students’ degree. The meeting also has a formative
aspect, and students are encouraged to identify their learning needs for the next
months of their careers.

How Clinicians Are Engaged in the Learning Culture

The DEU is a service unit dedicated to learning, but whose learning is not spec-
ified. The model acknowledges that once individuals are involved in questioning
behaviour, the local group, not just the individual who asked the first question,
engages in opportunities for discussion and practice development. In addition to the
above structures and learning activities, clinicians may also be supported through:

• Regular contact and conversations with an academic about current clinical ideas
• Opportunities to engage in research (e.g. Boogaerts 2004; Boogaerts et al. 2004,

2008; Grealish and Kaye 2004)
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• Informal and formal education from the PA, including:

– Student education on specific topics as needed
– Clinician education through discussion about current practice and research
– Discussion about ethical issues
– Current practice or national developments
– Discussion about standards or scope of practice (students and staff)
– Inservices given by the PA, either related to teaching/learning (e.g. giving and

receiving feedback, peer learning, the DEU model, adult learning, the UC
curriculum) or to the PA research specialty (e.g. prognosis communication)

• Feedback forms, designed to develop clinician and student feedback participation
skills

• Evaluation survey, to gain feedback from clinicians about the performance of the
DEU, PA and DLN

• Orientation involvement, where the clinical area designs how they would like to
introduce students to their area

• ‘Mega DEU’, where once a year all DLNs and DEU clinical managers are invited
to a forum as an opportunity to develop collaboratively and learn from each other

• Twice-yearly free workshops for clinicians working with health students on
clinical placements, provided by UC

• Involvement of students and academics at ward team meetings
• Debriefs and liaison with staff regarding student support/behaviours
• Local developments as invited, for example, staff recruitment or practice devel-

opment working party

Acute, Multisite and Distributive Models of DEUs:
Benefits and Challenges

Eleven DEUs were functioning in the ACT by 2009. These were across community,
public, private and mental health settings and took the form of three different
models. They were not designed differently initially but evolved differently during
collaborative ventures between UC and the different health facilities.

Acute Setting

The six acute settings of the Canberran DEUs include medical and surgical wards
(in both public and private hospitals), paediatrics and operating theatres. In an
acute DEU placement, students will often move across locations within the hospital,
following their patients/clients’ journeys.
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Multisite Setting

There are two DEUs in Canberra functioning across multiple sites. The multisite
setting is identified by primary leadership of a PA, with supportive contacts in each
site that has either organisational or specialisation ties. One setting is the Residential
Aged Care Facility (RACF) DEU, which comprises four individual facilities, one
PA and leadership from the nurse educators or Directors of Nursing at each facility.
(For more information on the Residential Aged Care Facility DEU, see Grealish
et al. 2010.) The second setting is an Aged Care and Rehabilitation Service (ARCS)
DEU, which includes a rehabilitation ward, acute aged care ward, residential aged
care units and a rehabilitation step down unit, one PA and four facility educators
functioning as DLNs.

Distributive Model: Mental Health and Community Care

The leadership and championing of the DEU ideals are distributed amongst
individuals and across locations in the Distributive DEU model. Canberra utilises
two unique DEU settings that facilitate learning in the community and mental
health sectors, which operationalise the Distributive model. While community and
mental health are growing and essential components of the health system, clinical
placements for nursing students remain predominantly hospital-focused. Finding
ways to integrate these aspects of nursing into the curriculum is important for
nursing education, as well as recruitment, and for improved client and community
outcomes. The Distributive model is effective in generating a culture of learning
across an organisation. Much of the PA work includes interagency liaison and
student support in order to establish a network of student-friendly workplaces.
Student group debriefs allow presentation of focused information relevant to current
issues and for students to share experiences across the different areas. Students
gain additional awareness of the patient trajectory as they access a wide range of
providers in these Distributive models.

The Community Care DEU has 24 sites and four programmes, three directors,
eight nurse managers, five CNCs and approximately 300 RNs and ENs. The DEU
is facilitated by one PA who works closely with a group consisting of one DLN and
representatives from each of the programmes.

The Mental Health DEU has in excess of 12 clinical sites with three different
health care providers and approximately 25 DLNs. The PA works closely with the
DLNs and other clinicians and students as the need arises.
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Reflections

Research exploring perceptions of the DEU model in the ACT has found that
students accept the responsibility for their work and learning in the DEU and value
that responsibility. Students value peer learning for sharing experiences, reinforcing
knowledge and enhancing confidence (Ranse and Grealish 2007). Clinicians report
that working with students is a worthy investment of time and effort, where
students’ fresh eyes, recent knowledge and questioning behaviours contribute to
their workplace. Clinicians also see students as a future investment; educating and
supporting them now provides nurses for the future (Grealish et al. 2010).

The ‘Dedicated’ nomenclature in the DEU title initially described a unit commit-
ted to the nursing students of only one University. However, most of the DEUs in
Canberra have students from other education providers. Over time, the ‘Dedicated’
part of the title has grown to describe a clinical unit that is ‘dedicated to learning’,
rather than dedicated to only one particular group of students. The ‘Dedicated’
nomenclature also reflects the clinical areas’ commitment to students’ learning.
Many areas have developed their own initiatives to foster their own roles for
education in the unit, often foregoing the level 1 to level 2 payment incentive for
a DLN. The ‘Dedicated’ nomenclature can also be attributed to the academic who
is dedicated to that DEU.

Student and clinician feedback has articulated some of the strengths of the DEU
models in the different settings. Nurses report that having so many students at
once (up to five on any one shift) just makes them part of the nursing work, so
monitoring their progress and needs is on your ‘nursing radar’ in the same way as
the patients/clients. Nurses also find that students help with the nursing work and the
nurses miss them when they’ve gone. This is not just about tasks but about critical
inquiry and making suggestions to improve ward function. Some nurses attribute
this to the ‘fresh eyes’ students bring to their workplace and the process of their
inquiry.

A strong component for student enthusiasm for the model is that they feel part of
the team, responsible and relied upon. Students are able to take on a gradual patient
load, from sharing care for one patient to being the primary carer for four or more
patients/clients. Students value the opportunity to make human connections and
build communication skills, including amongst their peers. Students work closely
with a range of clinicians, finding role models across disciplines. Also, they gain
both organisational and patient trajectory knowledge as they engage in the local
events for the teams within which they are working. Recruitment opportunities occur
due to this engagement, either as Assistants in Nursing (AIN) while studying or
when returning as graduates.

Challenges for the DEU include some that affect other models of clinical
placement. Workplace stressors of changing skill mix and staff turnover at times
impact upon clinician and student needs. A DLN with a good working knowledge
of clinicians’ strengths, and who can evaluate student needs throughout the semester
and match people together as best as possible, is very valuable.
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At times, students feel they are ‘working, not learning’. Hughes (1998) has
described ‘the perils of the authentic workplace’. In the DEU, work with the DLN
and PA is needed to explore the relationship between work and learning and in
identifying student goals and how students can reach them. The DLN, PA and
clinicians, by facilitating clinician-to-student feedback, set the context for students
to maximise learning opportunities. Clinicians need support to provide constructive
criticism to students, even when students specifically ask how they can improve.
A challenging component of the clinician and student relationship is working with
borderline/unsatisfactory students. Helping clinicians distinguish between students
‘doing the work’ and knowing the ‘what and why’ requires development of suitable
learning structures to enable critical questioning of students by PAs, DLNs and
clinicians.

Finding out how to adapt the DEU to different health facilities requires ongoing
revision and engagement. For example, Reference Group attendance was low in
one setting. An adapted model of leadership was required with one-to-one meetings
between the PA and clinical leaders to maintain consensus and operation. Another
example was managing the sheer number of students in small, clinical spaces in
the acute setting. Encouraging students to be aware of space issues and to prioritise
the patients/clients’ and nurses’ needs was effective in reducing the extent of the
issue. Another example was supporting students in aged care to understand roles
in working with AIN and Enrolled Nurses (EN). Students needed guidance in
identifying how they could work with AIN and EN and understanding the workforce
structure and culture.

A particular administrative challenge with the DEU is organising police record
checks, immunisation, uniforms, identification cards and orientation for 1st year
students or students transferring into the course because students go on placement
so early in their first year.

Conclusion

The Canberran DEUs have been running for 7 years, with a range of clinical
locations and models of practice. The DEU, as a model of clinical education,
provides a contemporary framework for clinical learning, facilitated by clinicians
at their clinical venue and supported by academic staff on site. The Bachelor of
Nursing course has undergone and continues to undergo significant revision. There
is now a greater focus on clinical learning, where students engage in learning about
nursing work by doing nursing work; the physical and emotional experience, as
well as cognitive understanding, leads to learning. In this model, learning is the
student’s responsibility and is facilitated by clinicians. The academic presence in
the clinical learning environment brings information about the curriculum, supports
students and clinicians in questioning taken-for-granted assumptions and, where
possible, engages the clinicians in practice development. Student, academic and
clinician feedback has been predominantly supportive of the DEU and indicates that
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this model promotes learning of both students and clinicians, facilitates integration
of theory and practice and enables collegial linkages between the University and
clinical facilities.
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Introduction

In the USA, developing, growing, and evaluating academic-practice partnership pro-
cesses and outcomes are coming of age. DEUs have taken this lead, demonstrating
how successful partnering not only optimizes clinical nursing education but also
optimizes collaboration and improves quality care on patient care units with the goal
of enhancing student outcomes. Prior to 2003, clinical teaching at the University of
Portland (UP) was done in the traditional American model: one faculty with 8–10
students to teach, monitor, support, and evaluate. On an acute care hospital unit,
the faculty or charge nurse assigned patients to students, and the staff nurse who
was caring for the patient would have the student follow behind them. The staff
nurse, at their discretion, delegated tasks or had the student observe. Usually the
staff nurse would not know the student’s abilities, learning needs, knowledge base,
or expectations. The instructor often would have students placed on different units
and would divide time among the units and students. Students would wait for their
instructor to be with them to perform different skills. A typical clinical day would be
filled with waiting and observation rather than performing care. Instructors had little
chance to observe the student’s communication and critical thinking skills. Staff
nurses might have little interest or skill in teaching, and students dreaded hearing
staff comments such as “I have a student again?”, “Oh, no, we have students today,”
or “The students are wearing purple. It must be Tuesday.”

Faculty at UP were aware of the limitations of the current model, but also of
two key issues in the larger environment: the shortage of nurses to provide care
and the shortage of nursing faculty. Schools of nursing in Oregon were challenged
to increase the number of graduates despite a dearth of faculty. When faculty and
administration became aware of the Dedicated Education Unit (DEU) model in
Australia as an innovation in nursing education, they decided to explore the model
and its potential for effective clinical education in our program. As illustrated
in this chapter, the UP DEU made several adaptations to the Flinders University
DEU model to meet the particular needs of the curriculum and clinical placement
contexts. One notable difference is the use of block-style placements in the UP
model. The UP DEU also uses a very different nomenclature from that used in
both the Flinders University (Chaps. 2 and 4, this volume) and Canberra University
(Chap. 5, this volume) DEUs, reflecting how different academic and clinical nursing
environments require roles designed to suit them.

Implementing the First University of Portland Dedicated
Education Unit

Establishing a DEU was a slow and deliberate process. The keys to a successful
DEU lay in relationships, identification of mutual goals, and open, ongoing com-
munication. Agency administration at the highest level must support the process,

http://dx.doi.org/10.1007/978-94-007-7232-8_2
http://dx.doi.org/10.1007/978-94-007-7232-8_4
http://dx.doi.org/10.1007/978-94-007-7232-8_5
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and clinical staff and faculty who will be working together to educate the students
must get to know one another through collaboration to establish trust. In addition,
the state Board of Nursing must agree to regulatory support, even if only on a pilot
basis.

The first step at UP was to approach the top nursing administrative leader at a
clinical partner facility in a health care system that had a long history of affiliation
with the University. The nurse executive agreed with the concept and gave it her
full backing. She selected the first units to pilot the DEU. This support provided an
entry for the University to continue the discussions with Nurse Managers and then
with staff nurses. Only when the Nurse Managers were on board and had chosen
the staff nurses who were early adopters to lead the transformation was it possible
to move forward, a process that took many months of meetings and many hours
of discussion. A parallel process was ongoing at the University, in which faculty
discussed their role in a DEU and agreed to try the new model. The Board of Nursing
was involved from the beginning of the process and actually encouraged both the
agency and the University to be innovative.

Basic assumptions that underlie the innovation were developed mutually to guide
the first DEUs. The assumptions were modified as the agency and UP worked
together and the DEU concept matured through lived experience. The current DEU
assumptions are:

1. The DEU provides an optimal environment for faculty and clinical nursing staff
to cultivate mutual respect, develop partnerships, and appreciate the skills each
brings in educating students in the best possible way.

2. The primary purpose for the DEU is to improve the quality of clinical education
in an efficient and effective manner as a response to the nursing shortage. It
is expected that a school using the DEU concept will require fewer units for
clinical instruction because of the model’s efficiency.

3. Only students from one school of nursing will be on a DEU at a time. The
School of Nursing faculty member will be called a Clinical Faculty Coordinator
(CFC) and will serve as a coach for the staff nurses on the unit. The CFC will
not be expected to be on the unit at all times students are there but will be
available electronically at all times.

4. When the students on a DEU are Bachelor of Science in Nursing (BSN)
students, Clinical Instructors on the unit will be prepared at the BSN level
whenever possible. The expert nursing skills of all nurses who are interested
in teaching are recognized and valued on the DEU.

5. It is an expectation that all professional nurses, especially those in Magnet
facilities, will contribute to the education of the next generation of nurses.

6. Nurses on the DEU will be prepared and supported in their teaching role by the
academic partner.

7. A DEU in concept does not need to be one unit; it could be multiple units.
8. Students may be placed around the clock and 7 days a week to maximize the

ability of staff nurses to become Clinical Instructors. Patient assignment for
Clinical Instructors on the unit varies with the students’ skill level.
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9. Patient satisfaction and clinical quality are expected to remain stable or
improve.

10. Clinical Instructor, student, and faculty satisfaction will be better than under
previous teaching methods. Clinical Instructors look forward to students and
experience joy in the teaching role rather than seeing teaching as a burden.

11. The preceptor role is elevated to that of Clinical Instructor, recognizing the
professional development and passion for teaching of those who most wish to
teach.

12. It is the Clinical Instructor’s (CI) responsibility to engage in critical con-
versations with students to help assure continued growth while meeting the
educational outcomes expected in the clinical setting.

These assumptions underscore the concepts of partnership, the unit as an optimal
learning environment and quality nursing outcomes. The assumptions also make it
clear that the entire unit, not just individuals on the unit, creates a village so that it
“takes a village to educate a student.”

Roles and Responsibilities

Once agreement was reached that the unit would become a DEU, the work of
deciding each person’s crucial roles and responsibilities began. The major roles
within the DEU were agency administrators, University administrators, Nurse
Managers, Clinical Faculty Coordinators, Clinical Instructors, and a Lead Teacher.
The responsibilities they undertook are outlined in Table 6.1.

Timeframe

Establishing the DEU took time. It took about a year from the idea to opening
the unit as a DEU. Even now, with the model well-articulated and the roles and
responsibilities established, the preferred timeline is about a year to establish a new
DEU. As can be seen in Table 6.2, many decisions need to be made, and some
structural changes may be necessary.

Stakeholder meetings held at the beginning of the process should include every-
one who might be concerned with the DEU; even those who might be considered
“peripheral” to the unit, such as nurses with float positions and managers of other
units who may be asked to provide support, housekeepers, physical therapists,
and ward clerks. Establishing the unit as an educational place means not only
getting dedicated space for students but also getting materials for the unit staff.
Finally, even after the DEU has been launched, “Celebrations of Partnership” are
needed to continue the close relationships upon which the DEU depends. Quarterly
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Table 6.1 Major roles and attendant responsibilities in UP DEUs

Role Responsibilities

Agency administrators Supplied strategic vision but also agreed
to be flexible with budget and staffing
needs for the new unit

University administrators—School of Nursing
administrative team

Provided oversight for the model, budgets
for coordination meetings and Clinical
Instructor (CI) orientation and training

Chose faculty for Clinical Faculty
Coordinator (CFC) positions

Worked with the Board of Nursing to
write a demonstration project for
board approval

Nurse Manager Selected the staff nurses who became CIs
and worked closely with the Clinical
Faculty Coordinators (CFCs) about
CI, student, and system issues on the
unit

Arranged for CI staffing assignments that
would allow them to be present on
student clinical days for 6-week
blocks of time (a typical rotation)

Clinical Faculty Coordinator (CFC)—the pivotal
role in the UP DEU model. Considered the
“lynchpin” for the success of the DEU, the CFC
is the essential bridge between the agency and
University at the unit level. The CFC is a UP
faculty member who usually holds a Master’s
degree in nursing and is considered an expert
teacher by the University administration

Acted as the liaison between the
University and the CIs

In each unit, the CFC mentored the CI in
best teaching practices, helped the CI
to support and challenge student
learning, provided continuing
education to the CI for teaching/
learning, posted the student classroom
topics and learning needs each week,
and worked with the Nurse Manager
to solve problems

The CFC did not work directly with the
students when they were on the unit
providing care, but ran weekly student
seminars that brought the learning into
the bigger picture

The CFC, with the CI, evaluated student
learning. The CFC reviewed student
paperwork, collaborated with CIs to
address student learning needs, and
assigned the clinical grade

The CFC met with the CI at least once
during a clinical day to discuss CI
teaching needs or student learning
needs. The CFC was not present on
the unit all the time the students were
working but was available 24/7 by cell
phone should a critical incident occur

(continued)
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Table 6.1 (continued)

Role Responsibilities

Clinical Instructor (CI)—the nurse who provides the
expert, at-the-bedside teaching for students under
the supervision of the CFC. This nurse usually
has a baccalaureate degree in nursing, but
occasionally a CI will have an associate or
diploma degree in nursing. Both levels of nurses
have at least 2 years of experience and are
considered clinical experts by their Nurse
Managers before they are selected to be educated
for the CI role

Provided the clinical teaching to the
student

CIs are encouraged to allow students to do
appropriate care themselves, rather than to
observe the CI provide care

Each CI had two students for 2 days per
week over a 6-week period. The shifts
varied in length from 8 to 12 h.
Therefore, a CI knew the student well
and was able to allow the student to
participate fully in patient care,
supporting the student when needed

The CI helped the students to integrate
theory, practice, and research and
challenged the students’ clinical
reasoning

Provided extensive feedback to the CFC
about student progress and learning
needs and worked with the CFC to
guide and develop student learning

Sought out clinical experiences for the
student to integrate and support
classroom learning

Lead Teacher—the faculty in charge of both lecture
and clinical components of a clinical course

Responsible for class design
Provided the classroom discussion and

oversight for course
outcomes—provided the syllabus to
the CFC and reviewed evaluations of
the CIs and CFCs on the unit

Assigned the course grade for the overall
course, which at UP is a combination
of classroom and clinical grades

meetings, which are organized and funded by UP, are dinner social meetings and
include unit management, CFCs, and University administrators. “Lunch & Learn”
in-service presentations are organized each semester for the CIs to help develop
teaching/learning skills. The network of relationships remains as important as the
day-to-day work between CIs, CFCs, and students.
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Challenges

The biggest challenge was to maintain clear and consistent communication between
the agency and UP because we work in different worlds with different schedules
and different priorities. Some faculty were concerned about the idea of losing the
traditional Clinical Instructor role. They worried about maintaining high quality in-
clinical instruction and whether they would become redundant in the School of
Nursing. Faculty knew that their paperwork would increase with a larger number
of clinical students, and that they would be challenged to push the students to a
higher level of understanding rather than the completion of tasks. Faculty found it
uncomfortable to be mentoring staff nurses about teaching rather than supervising
student practice. Faculty also had to develop a trust in the CIs to evaluate students
appropriately.

Staff nurses were concerned about workload, and whether they could do patient
care and closely supervise two students at the same time. The increased number
of students who would potentially be on the unit worried some staff nurses, who
were also hesitant about whether they could be good teachers, and what they would
do when they needed to manage a difficult student. Agency administrators were
concerned about increased costs to the agency if staff nurses were given a reduced
patient load for the first week or two of clinical instruction. These concerns were
similar to those identified during the implementation of DEUs at Flinders University
and Canberra University in Australia, as described in by Gonda (Chap. 4, this
volume) and Bail et al. (Chap. 5, this volume).

Outcomes/Evaluation of the Dedicated Education Unit Model

The DEU model has worked very well with our students, faculty, and agency
partners (Moscato et al. 2007). The agencies have benefited from efficient use of
existing resources and the nurses’ professional development. The University has
benefited from quality clinical education of increased numbers of students. Both
have benefited from the recognition of the model as an excellent recruiting and
retention tool. Individuals working at the agencies and University reported other
advantages in using the model, as described in the following text.

Clinical Faculty Coordinator Feedback

Clinical Faculty Coordinators (CFCs) found the DEU role rewarding and reported
that the change gave them an innovative model for practice. The CFCs had a
new ability to provide higher level interactions with students, with a greater focus
on critical thinking than on skills or tasks. The clinical paperwork load needed

http://dx.doi.org/10.1007/978-94-007-7232-8_4
http://dx.doi.org/10.1007/978-94-007-7232-8_5
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to be closely monitored so that CFCs were not overwhelmed with grading and
evaluation. Their relationships with staff nurses gave them a greater appreciation
and understanding of the challenges and opportunities nurses face in day-to-day
practice, along with a realization that the CIs provide very high quality clinical
instruction and feedback to students.

Staff Nurse Feedback

Staff nurses found it was very possible to supervise two students while providing
care and enjoyed being a team. The synergy of collective learning enhanced care.
As the unit evolved into a learning community, the increased numbers of students
were not problematic. CIs grew in confidence as they experienced their new role
as teachers and reported excellent support from the CFCs in working with difficult
students and challenging learning situations.

Student Feedback

Student feedback on the DEU has been positive. Students appreciate working with
a single nurse who knows their capabilities and learning needs. The close contact
with a staff nurse allowed them to be more efficient and effective. They felt like
part of the unit rather than an intruder. Students reported taking the lead on patient
care rather than merely observing care. They also did not spend time waiting for
an instructor to be with them for new skills or high-risk procedures. Most students
preferred the experience of the DEU to the traditional model.

Magnet Hospital Status

A “Magnet” hospital is one that has been awarded recognition by the American
Nurses Credentialing Center as a hospital that demonstrates excellence in nursing
care (ANCC 2010a). The original 14 “Forces of Magnetism” include nursing
leadership, participation in education and research, and quality of care and nursing
autonomy (ANCC 2010b). The 14 forces were incorporated into a model in 2008
that shows the dynamic relationship between them (ANCC 2010b).

An important Force of Magnetism is the requirement that nurses are teachers.
The DEU has been cited as an example of teaching excellence in the decision
to grant Magnet status. Part of the teaching excellence is that students who are
not meeting clinical expectations are recognized earlier and intervention activities
can be initiated earlier. If a student is not able to meet the clinical objectives, the
DEU model provides consistent clinical observations and records to help students
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achieve desired outcomes or to make the case for course failure or dismissal from the
program. All three of the hospitals that have UP DEUs have now achieved Magnet
status, and the DEU model was commended each time as an exemplar of excellence.

Faculty and Nurse Shortage Outcomes

Changing from a traditional model to a DEU meant that all senior students and
about half the junior students could be educated within a DEU for their medical-
surgical experience. Student numbers increased threefold over this time, so that each
year UP graduates went from 80 per year to just over 220. The number of agency
units required went from 25 to 7. Clinical faculty numbers did not increase for
the medical-surgical clinical experiences. UP faculty estimated that the University
would need 20–25 paid faculty and 26–80 practice units to manage this number
of students in a traditional model. The faculty to student ratio would be 1:8 or 1:6
but would involve more units because most units would only accommodate 2–4
students. The model has also been essentially budget neutral for the agencies, as
slightly increased costs during clinical were offset by slightly decreased costs during
orientation following hire.

Students also maintained high pass rates on the National Council Licensure
Examination (NCLEX). First-time pass rates are benchmarked at 92 % and, except
for an aberration in 2007, have all been at 92 % or higher since inception of the
DEU.

Increased Professionalism

A number of the nurses chosen to be CIs were inspired to grow into new roles.
The “rigor of sharing goals with professional colleagues” (Warner and Burton
2009: 333) resulted in some remarkable professional outcomes as practice informed
education and education influenced practice. CIs stated that teaching enforced their
clinical skills and gave them a role model as educators. They stated that they
found satisfaction in their relationships with students and the ability to influence
the next generation. They found that their contact with CFCs helped them to see
new models for scholarship and practice. There is committed agreement by CIs
that “we will never go back to the old way.” CIs certified as expert clinicians gave
scholarly presentations and assumed leadership roles on the unit. Some returned
to school for a Master’s degree or have been promoted into a leadership position
within their hospitals. For example, one of our CIs is now a Nurse Manager of
the unit. She credits her teaching role as a CI for the impetus to go back for her
Master’s degree, which in turn led to her promotion to a manager position. UP and
agency administration called this “positive turnover,” since the nurses stay within
the agency but in higher positions.
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Latest Innovations

The DEU model can be done in many different care settings (Moscato et al. 2013).
To date, UP has 7 DEUs on medical-surgical units, 1 DEU on a psychiatric unit, and
3 DEUs in long-term care facilities (LTC). The LTC DEUs use a new clinical model
in which students will be assigned to a team consisting of a certified nurse assistant,
an RN, a charge nurse, a social worker, and a physical therapist. The students work
with the team to provide care and learn the many facets of long-term care. The goal
is to provide practice in basic nursing skills as well as the ability to admit, provide
discharge planning, understand rehabilitation therapies, and work with physicians
to provide care for patients in rehabilitation and long-term care.

Conclusion

Relationships remain the key to the successful implementation of the DEU model.
Establishing a DEU requires building close working relationships with agency
administration, management, and frontline staff. Maintenance of a DEU requires
ongoing communication between agency partners and the University on many
levels. The process takes time and can be laborious, but the rewards are numerous
in terms of faculty, staff, and student satisfaction with clinical education.
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Dedicated Education Units: Christchurch
Polytechnic Institute of Technology
and Canterbury District Health Board
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Glossary of Terms in Order of Appearance in This Chapter

Christchurch Polytechnic Institute of Technology, New Zealand CPIT

Registered Nurse (RN) college or University qualified nurse licensed by a
nursing registration body to undertake all facets of nursing in accordance with
the body’s regulations

Canterbury District Health Board, New Zealand CDHB

Clinical Liaison Nurse (CLN) an experienced RN selected from the practice
area who takes on extra responsibilities, including overseeing clinical learning in
the DEU and liaising between staff, students and academics/faculty (particularly
the ALN); the liaison between the unit and the University. Role comparable to the
LN in the original Flinders University DEU model and the DLN in the University
of Canberra DEU model
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Academic Liaison Nurse (ALN) a permanent clinical lecturer at the Univer-
sity who provides consistent support to students and clinicians

Charge Nurse Manager (CNM) similar to the Nurse Manager role in the Port-
land DEU, takes responsibility for ‘appointing’ a RN to the Clinical Liaison role
(CLN) and rostering time for preparation, orientation and assessment as well as
attendance at staff development/capacity building sessions

Introduction

Prior to 2006, the model of clinical teaching and learning for undergraduate
Bachelor of Nursing (BN) students at the Christchurch Polytechnic Institute of
Technology (CPIT) centred on the preceptorship model of individualised one-on-
one support, provided by experienced Registered Nurses (RNs) from within the
clinical environment. Preceptorship has long been regarded as the ‘gold standard’
model of supporting undergraduate nursing students in clinical learning environ-
ments (Budgen and Gamroth 2008). In this model, academic staff (clinical lecturers)
visit intermittently to provide curriculum integration and to monitor the student’s
progress with the student and their preceptor. The academic staff could be full time,
part time or casual. Anecdotal evidence and emerging data from within the CPIT
School of Nursing and the Canterbury District Health Board (CDHB) identified
factors thought to be impacting on the successful implementation of one-on-one
preceptorship, including:

• The inability of undergraduate nursing students to ‘mirror’ the rostered-rotating
shifts undertaken by RNs.

• Preceptor absence from the clinical environment due to sickness, study or annual
leave.

• Fluctuating demands of the clinical environment.
• Increasing number of RNs working part time.
• The impact of casual ‘hospital pool’ or outside agency staff on each area.
• CDHB staff’s limited knowledge and understanding of the BN programme.
• Perceived ‘invisibility’ of the CPIT clinical lecturer.
• Issues around student assessment. In some cases, students were working with

different preceptors on a regular basis, resulting in a lack of consistency in
experiences and expectations and difficulty collating data for student assessment
purposes.

These factors were the impetus for establishing Dedicated Education Units
(DEUs) for CPIT undergraduate nursing students.
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Changing the Status Quo: Establishing the Dedicated
Education Unit as the Preferred Model of Clinical Teaching
and Learning, 2006–2008

A report on undergraduate nursing education in New Zealand noted that ‘DEUs are a
good example of a model in which students work shifts alongside registered nurses
but do so in a collaborative and supportive environment in which clinicians and
educators work together’ (KPMG 2001: 88). Following a visit to Flinders University
in Adelaide to consult with key stakeholders about the concept and benefits of
the DEU model of clinical education, CPIT and CDHB signed a Memorandum of
Understanding for establishing a pilot DEU model.

The Canterbury Dedicated Education Unit Pilot Model Project

The initial project was undertaken by a Project Team whose brief was to investigate
the possibility of establishing a DEU for CPIT nursing students undertaking clinical
placements within the CDHB and identify the advantages and disadvantages of
this model compared to the existing preceptorship model. The Head of School,
Nursing (CPIT) and Executive Director of Nursing (CDHB) sponsored the project.
However, a ‘bottom-up’ approach was utilised with ‘top-down’ support. Both
organisations supported DEU Project Team members’ time to commit to the project.
A Governance Group was created to oversee the introduction of the DEU (see
example Fig. 11.2 in Edgecombe et al. (Chap. 11, this volume)).

The research project aimed to:

• Document the process of trialling DEU pilot sites through action research
• Evaluate the model’s suitability for the local context and its ability to support

undergraduate nursing students undertaking clinical placements
• Make recommendations to the Governance Group about the suitability of the

DEU model for use as an ongoing clinical education model for CPIT students
undertaking clinical education in CDHB placements

The CPIT Ethics Committee approved the project in June 2007. Over the
next 12 months, the DEU Project Team and Governance Group worked to shape
the Canterbury model and develop a research proposal. During this time, the
Project Team undertook extensive marketing of the DEU model and pilot project.
They developed DEU branding, brochures, communication strategies and workshop
content and defined roles and responsibilities. Education sessions were presented to

http://dx.doi.org/10.1007/978-94-007-7232-8_11
http://dx.doi.org/10.1007/978-94-007-7232-8_11


106 M. Casey and D. Sims

senior nurses at Canterbury’s three tertiary teaching hospitals outlining the DEU
pilot project, its aims and evaluation process; the DEU model; the key roles of
Clinical Liaison Nurse (CLN), Academic Liaison Nurse (ALN), staff and students;
and a proposal on how it may work in reality.

Practice areas were invited to submit an expression of interest if they wished to
be part of the pilot project. Initial plans were for three DEU pilots but five areas
indicated their willingness to commit to the process.

Action Research

Action research was recommended because it would enable systematic exploration
of the situation (Street 2004) and afford opportunities for cycles of action that
promote change. It was also most suited to the collaborative, practice-orientated
and context-specific nature of the DEU pilot project because it would offer co-
researchers (the Project Team) and participants (the ALNs, CLNs, DEU staff and
students) a collaborative approach to making improvements to, and fostering their
understanding of, their practice environments (Cardno 2003). In addition, it would
support and enhance relationships between participants and co-researchers.

It was not possible to adhere strictly to a pure action research methodology due to
the number of clinical areas involved and the number of staff working in the DEUs.
However, the three-phase Cardno and Piggot-Irvine Model (1994), which informed
the project, included the following key action research concepts:

• The research focused on practical knowledge and strategies in a specific context.
• A systematic cyclical research process was used, allowing for change and

improvement.
• Strong links were retained between research, action and evaluation whilst

allowing for a shifting focus as required (e.g. at some times the research is
foremost, at others implementing action takes priority) (Street 2004).

Development of New Roles

Adopting the DEU model required the development of two new roles: the Clinical
Liaison Nurse (CLN) and Academic Liaison Nurse (ALN). The CLN is an RN
selected from the practice area who takes on extra responsibilities, which include
acting as a liaison person between staff, students and the ALN, arranging students’
rosters, organising student learning experiences and gathering information from
staff in order to complete student assessments in collaboration with the ALN. The
CLN is provided with supernumerary time to attend a DEU workshop, prepare for
the students’ arrival, develop and run student orientation programmes and undertake
students’ formative and summative assessments. In this phase, the Project Team
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worked with pilot practice area DEU Charge Nurse Managers (CNM) to identify
a suitable CLN for each DEU. The CLN role in the CPIT/CDHB DEU model
is comparable to the Liaison Nurse (LN) in the Flinders University DEU model
(Edgecombe, Chap. 2, this volume and Gonda, Chap. 4, this volume) and the
Dedicated Liaison Nurse (DLN) in the University of Canberra DEU model (Bail
et al., Chap. 5, this volume).

The ALN (formerly the Clinical Lecturer) is a CPIT permanent tenured or
permanent part-time staff member allocated time to work with students as per usual
CPIT processes. The ALN provides consistent support to students, staff and the
CLN and works with the CLN on students’ assessments. The CPIT Head of School,
Nursing, selected the ALNs for each DEU.

Members of each pilot DEU, in conjunction with the Project Team, decided on a
minimum of six students per clinical placement. Students were informed about the
project, provided with information about the DEU model and allocated to DEUs via
the established CPIT process.

Data Collection and Analysis

Focus groups, the CPIT Clinical Evaluation Tool (CET), research diaries and
ALN and CLN personal logs were used to collect data during clinical placements
between August and November 2007. This multi-method data collection facilitated
triangulation. All focus group participants were provided with an information sheet
and consent form prior to their involvement. Completion and submission of the
CET questionnaire implied consent. Research assistants who were privy to raw data
signed a Confidentiality Form.

Thematic analysis was conducted on the qualitative data collected from the
focus groups, research diaries and comments from the CET questionnaire, firstly
on each data set separately, then triangulated across these findings. Work logs were
analysed by comparing the hours logged to the allocated work hours. Descriptive
statistical analysis of the CET data was undertaken using Statistical Package for
Social Sciences 15 (SPSS) (IBM n.d.). Two Project Team members not involved
with the initial qualitative data analysis examined the findings from each data set
with respect to consistency (a match between findings) and contrast (contradictory
findings) to further establish rigour.

Findings

There were no significant differences in the data between the two cycles and
no significant changes were made between them. There was a high degree of
consistency within and between findings. Key findings from both data collection
cycles were summarised into two major themes: supporting clinical learning and
relationship building.

http://dx.doi.org/10.1007/978-94-007-7232-8_2
http://dx.doi.org/10.1007/978-94-007-7232-8_4
http://dx.doi.org/10.1007/978-94-007-7232-8_5
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Supporting clinical learning was expressed by nursing students who valued the
‘one-on-one teaching at the bedside [from the ALN]’ because the ALN ‘could see
what we are capable of’. Students described the CLN as ‘the one constant’ or ‘our
rock’ they could go to when they had questions or needed support with clinical
decision-making. Students emphasised they felt welcome and part of the DEU
team and valued being overtly acknowledged by interdisciplinary team members
(Levett-Jones and Lathlean 2008; Levett-Jones et al. 2009). They credited ‘really
good orientation’ for this, developed with input from both academic education and
practice (Hale and Jamieson 2009; Jamieson et al. 2008), because it gave them more
confidence to ‘go out and join the team’.

Relationship building was evident when both ALNs and CLNs worked collabora-
tively to support students and DEU staff throughout the clinical placement. Students
realised quickly that the ALNs and CLNs were ‘working together on the same
page’. One ALN described the CLN role as ‘invaluable as support for ALN, pivotal,
with communication and setting goals and standards, encouraging peers to enhance
student independence/initiative’. The CLNs appreciated having the ALN to turn to
for support with student issues, stating ‘ALNs can deal with student issues straight
away’, and ‘ALNs working with issues together with CLN’. The ALN was more
visible in the DEU model, and DEU staff knew when the ALN would be in the
practice area. The ‘ALN had a timetable so everyone knew when they were coming
in : : : important and not just dropping in’.

The results of the pilot project demonstrated that the DEU model could be
established successfully within the local context of the CPIT and CDHB partnership
(Casey et al. 2008). A copy of the full summation report is available online at: http://
www.cdhb.govt.nz/deu/default.htm.

The Canterbury Dedicated Education Unit Philosophy

The pilot programme resulted in the articulation of a shared philosophy. The
collaborative partnership between the education provider and the service provider
allows practice areas to offer a supportive clinical learning and teaching environment
for students. The following principles underpin the partnership between CPIT
School of Nursing and a DEU practice area.

Dedicated Education Unit Principles: CPIT/CDHB

Shared responsibility and commitment to creating a learning partnership between
education and practice.

Cooperate in an open and cooperative manner, share information, with mean-
ingful consultation, networking, collaboration and support as the basis for the
partnership.

http://www.cdhb.govt.nz/deu/default.htm
http://www.cdhb.govt.nz/deu/default.htm
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Acknowledgement that each partner has different structures of accountability
and each partner has the right as a separate entity to express their views
independently.

Acknowledgement that partnership relies on common vision and commitment
from partners at every level to achieve the collective aims. In doing so, partners
recognise that decisions made within one organisation indirectly affect the other
and neither can accomplish the combined purpose alone.

Management processes exist to monitor quality and report regularly to all
partners regarding the outcomes of the partnerships.

Partners will demonstrate their commitment to each other and their mutual vision
by adequately resourcing the partnership.

Implementing the Dedicated Education Unit Model
in Canterbury: 2009–2010

On completion of the pilot programme, agreement was reached to establish DEUs
within the CDHB region, and the implementation phase began. The Project Team
became the DEU Working Group, and all members belong to the Governance
Group, ensuring the Working Group receives direction and support from senior
staff from both organisations. Terms of Reference for both groups were reviewed
(a copy of the CPIT/CDHB Terms of Reference is included as Figs. 11.7 and 11.8
in Edgecombe et al. (Chap. 11, this volume, which illustrates step-by-step how to
set up a DEU using the CPIT/CDHB process as a template)).

In April 2009, the Executive Director of Nursing (CDHB) seconded a Nurse
Educator (NE) to support the implementation of additional DEUs and to work
closely with DEU staff. The NE DEU is an original member of the Working Group
and works closely with the School of Nursing clinical management team at CPIT,
representing the CDHB on CPIT committees such as the School of Nursing’s
Clinical Practice committee. Currently the role is allocated 0.5 FTE (full-time
equivalent) and has been vital in supporting new and existing DEUs. The role has
grown over time to fit the needs of both organisations.

The Working Group has a changing membership but aims to have equal
representation from education and practice. This has built many bridges between
the partners and created a level of collaboration that extends far beyond the DEU
model.

The vision, support and commitment of Directors of Nursing (responsible for
nursing staff within a hospital), Nursing Directors (responsible for nursing staff
within services) and Charge Nurse Managers have been essential for the success
of the DEU model (Crawford and Whittle 2008). Key to the implementation of
the model has been their continuing support for undergraduate nursing students in
the workplace despite increasing demands to provide support to nursing students,

http://dx.doi.org/10.1007/978-94-007-7232-8_11
http://dx.doi.org/10.1007/978-94-007-7232-8_11
http://dx.doi.org/10.1007/978-94-007-7232-8_11
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interprofessional students and new graduate nurses. DEUs have been established
in Medical/Surgical, Mental Health, Emergency Department (ED) and Community
Health clinical contexts.

Key Roles in the Canterbury Dedicated Education Unit

The key roles in the DEU are the Clinical Liaison Nurse (CLN), Academic Liaison
Nurse (ALN), DEU staff, students and the Charge Nurse Manager (CNM). A brief
account of each role is given here. Full descriptions of roles and responsibilities can
be found on the CDHB Internet site http://www.cdhb.govt.nz/deu/default.htm.

Clinical Liaison Nurse (CLN)

The Charge Nurse Manager allocates the role of CLN, using a checklist developed
by the Working Group (see example Fig. 11.9 in Edgecombe et al., Chap. 11, this
volume). Initial plans were for one CLN (1.0 FTE allocated to the role) per DEU, but
experience has shown that two RNs role-sharing can be more effective. This gives
each CLN more flexibility in their roster and reduces the workload associated with
student assessment. It also supports succession planning by providing mentoring for
nurses moving into CLN roles.

The CLN is responsible for student orientation to the DEU, arranging student
rosters, allocating students to DEU staff/peers/patients and formative and summa-
tive student assessments. The CLN acts as a liaison person between students, DEU
staff, the ALN and the Nurse Manager. CLNs are encouraged to work alongside
each student at times throughout the placement. Their direct observation of the
student’s progress towards meeting learning outcomes contributes to the assessment
process.

Feedback reported from a Medical/Surgical DEU, ED DEU and a Community
DEU illustrates how students, staff, CLNs and ALNs viewed and valued the CLN
role.

The CLN role is the link between staff, students and the ALN. Students value
this role and find it ‘absolutely vital’ because the CLNs ‘were friendly and
knew our names’, were ‘in touch with what the students were doing’, ‘alerted
you to learning opportunities’, ‘had great knowledge and skills’ and were ‘great
role models for students’. Students liked that the CLNs were familiar with the
CPIT assessment forms and were supportive of the students. Students really
appreciated ‘just knowing there was one person you could go to, knowing she
was there for us’ and that she was ‘always available’ and ‘always checked in,
asked what was happening’.

DEU staff valued the CLN role because it took the ‘pressure off (assessment)
for staff’ and students ‘got a fairer assessment because of the CLN role’.

http://www.cdhb.govt.nz/deu/default.htm
http://dx.doi.org/10.1007/978-94-007-7232-8_11
http://dx.doi.org/10.1007/978-94-007-7232-8_11
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The CLNs also commented that there was ‘less stress for the RNs to have
someone else doing assessments’. The ALN commented on how it was ‘so
incredibly fair having the CLN bringing feedback from staff’ (Feedback from
the Medical/Surgical DEU).

‘I gather feedback from staff on student progress. Having the DEU system meant
that staff could feedback anonymously’ (CLN, Emergency Department [ED]
DEU).

Academic Liaison Nurse (ALN)

The ALN is a permanent full-time, proportional or part-time member of the School
of Nursing. In the past, casual staff were often used to support students in the clinical
practice areas, with some areas having a different clinical lecturer each semester.
An ALN who is familiar with the area can work alongside students in the practice
setting, teaching and facilitating learning within the context of practice. ALNs
are able to actively link theory to practice and directly observe students’ progress
towards meeting learning outcomes. ALNs contribute to orientation programmes,
facilitate learning and perform formative and summative assessments. Feedback
from students, ALNs and CLNs about this role in a Medical/Surgical DEU
demonstrates its value in the clinical learning environment.

The ALN role provides academic support for students, who often commented
that the ALN ‘helped to link theory to practice’ and asked many questions of
them which ‘would really make you think’. The ALN ‘was an essential and
pivotal role, providing an essential link between theory and practice’. Students
also said the ALN role ‘assisted us with goal setting, gave direction and helped
us to use correct terminology�it was good to have the ALN there as we still had
to do academic work’.

A big part of the ALN role is relationship building with students, the CLN, the
CNM and staff in the DEU area. ‘One of the advantages to being an ALN is
having a more collegial relationship with the CLN and staff’. Also, ‘when staff
are comfortable giving feedback to me about students I feel chuffed about this’.

The CLN and ALN work together closely to support students. As one CLN said,
‘the ALN role marries academic with practical. The ALN knows exactly where
students are at and is supportive of them’ (Feedback from the Medical/Surgical
DEU).

‘The CLN felt well supported by the ALN who was accommodating, on the
ward regularly and was in regular contact via email. The ALN worked well with
students and would discuss issues with the CLNs. This enabled problems to be
dealt with appropriately and in a timely manner’ (Feedback from the Medical/
Surgical DEU).
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DEU Staff

DEU staff facilitate student learning by actively involving students in the assess-
ment, planning, provision, evaluation, documentation and reporting of nursing care.
Staff contribute to creating a climate of positive support and mentoring for students;
a climate in which students’ presence is valued and their contribution recognised.
They play a role in student assessment by giving feedback to the ALN and/or
CLN on student progress. Staff are expected to demonstrate a high standard of
professional and evidence-based nursing practice, along with a commitment to their
own ongoing professional development.

It is vital that DEU staff are supportive of students whilst they are on clin-
ical placement. Members of the multidisciplinary team are often introduced to
students on orientation day and make an effort to find learning opportunities
for students. Student feedback indicates that students find DEU staff helpful and
welcoming.

‘It’s been so good to have staff support me and want us to be there’ (Student
feedback Medical/Surgical DEU).

‘I’ve never worked anywhere where even the doctors would take us aside and
teach us’ (Student feedback, ED DEU).

‘We were accepted into the team right away’ (Student feedback, Mental Health
DEU).

‘Health care assistants were really knowledgeable and helpful’ (Student feed-
back, Medical/Surgical DEU).

First placement students reported they worked with a variety of DEU staff and
in general found that staff made them feel comfortable, were willing to answer
questions, share knowledge and encourage them. Students liked working with
different staff as they ‘get to pick up different styles’. This helped students develop
their own style of nursing. One student commented that it was ‘good to work with
someone who I did not connect with as I still learnt from them : : : and this made
me reflect on how nurses work’. Students felt that nurses would come and find them
when teaching opportunities were available and that it was ‘really good, would go
in-depth with teaching stuff : : : remembered how it was to be a student’ (Student
feedback, Medical DEU). Staff often ‘looked for learning opportunities’ for students
and also ‘looked for students if something interesting was happening’ (Student
feedback, Mental Health DEU).

Students

Larger numbers of students can be accommodated in the DEU practice areas.
Each DEU has a minimum of six students who are expected to take responsibility
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for their learning and self-monitor their progress towards required competencies.
Students receive support, feedback and ongoing evaluation of progress from the
CLN, ALN and DEU staff. Collegial relationships with other students are expected
and encouraged, using opportunities for learning as they occur. Students are
encouraged to ‘peer teach’. This can be formal or informal, depending on course
requirements. Peer teaching occurs in an opportunistic fashion through informal
discussion, case study presentations, practising skills together and observing each
other. Students are sometimes unsure what peer teaching means and whether it
has occurred. A common observation by students is that they have tapped into
one another’s knowledge ‘by accident’. Students have reported in their feedback
that it is good to talk to peers rather than other nurses because they can hear what
peers have been doing and then ‘go and have a look to see/try new things’. Some
students also mentioned they would ask the ‘stupid questions’ of each other first
to make sure the question was valid before going to the nurse (Feedback from the
Medical/Surgical DEU).

Key Features of the Canterbury Dedicated Education Unit Model

The following key features of the Canterbury DEU model are inbuilt to ensure
the model works in accordance with the previously stated DEU principles and
evaluation of the pilot DEUs. These key features enable DEUs to adapt and operate
successfully in different practice settings:

• The practice area is dedicated to supporting undergraduate nursing students on
clinical placement.

• Students placed in a DEU will be supported by two key roles: the Clinical Liaison
Nurse (CLN) and Academic Liaison Nurse (ALN).

• The CLN is a regular staff member of the practice area who has an interest in
promoting and facilitating clinical learning for undergraduate students.

• The ALN is a tenured staff member of Christchurch Institute of Technology
(CPIT) dedicated to a DEU practice area.

• All staff working within the DEU practice area support teaching and learning
opportunities for undergraduate nursing students, e.g. registered nurses, enrolled
nurses, nurse assistants, pool nurses, Medical and Allied Health staff.

• DEU staff are flexible and responsive to student learning.
• Education and practice organisations support, value and recognise the contribu-

tion that staff make to student learning.
• Students start placement with a structured orientation.
• Allocation of patient load should be commensurate with student’s skill and

ability.
• Patient/client allocation for CLN is taken into account by the Nurse Manager.
• CLN is the consistent person from DEU practice area who undertakes student

clinical assessment and is a support for students and staff.
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• Quality of patient/client care is paramount.
• Peer teaching and learning is encouraged and valued.
• Commitment to evidence-based practice, undertaking collaborative research,

research utilisation and quality improvement.
• Staff committed to ongoing professional development.
• Teaching and learning are valued.
• Relationships are open and feedback encouraged.
• Acknowledgement that ‘repetition’ is essential for skills acquisition.
• Learning occurs through direction and delegation.

These key features enable DEUs to adapt and operate successfully in different
practice settings, for example, in Medical and Surgical (hospital) wards, Mental
Health Services or the Community setting, as illustrated in Table 7.1.

Recruitment and Education of Dedicated Education Unit Staff

DEU principles are incorporated when recruiting staff in the DEU practice areas.
The Working Group facilitates workshops each semester to educate new CLNs
and ALNs, CNMs and key nursing staff. The workshop also updates existing
DEU staff on any curriculum changes, provides opportunities to problem solve any
issues and challenges established DEUs to look for quality assurance and research
opportunities within their areas. Some of the more established DEUs involve
students in quality activities such as auditing care plans. Clinical teaching and
learning strategies are introduced at the workshop, and participants are encouraged
to share their own strategies. Time is allocated for key staff to meet. In new DEUs,
this time is used to plan for the next semester, whilst in existing DEUs it is used for
review, evaluation and discussion of innovative ideas.

Clinical Practice Diary: A Communication Tool

Following the pilot, the Working Group introduced the Clinical Practice Diary as a
tool to assist with communication between staff and between students and staff (see
example Fig. 11.10 in Edgecombe et al., Chap. 11, this volume). In an environment
where students work alongside many nurses, the diary provides continuity and
indicates to nursing staff the level at which the student may be working.

The student is encouraged to discuss and record their goals for each shift with
their assigned nurse, then review these later in the shift for feedback on what went
well and to identify areas to work on in the following shift. For example, a student
has a preoperative patient one shift and would like to have the same patient the
following shift to follow through patient care, thus becoming familiar with the
patient journey.

http://dx.doi.org/10.1007/978-94-007-7232-8_11
http://dx.doi.org/10.1007/978-94-007-7232-8_11
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Table 7.1 Examples of Dedicated Education Units in different practice settings

Medical & Surgical
DEU

Mental Health Service 
DEU

Community
DEU

Student numbers
(minimum 6)

10 11 7

Year of students Years 2 and 3 Year 2 Year 3
CLN Role (1 FTE) 2 CLNs allocated to

share the role
2 CLNs allocated to

share the role
3 CLNs allocated to

share the role
ALN Role 1 ALN allocated
Orientation process One day orientation

provided
primarily by
CLNs with ALN
input

One day orientation
provided
primarily by
CLNs with ALN
input

NE arranges and
hosts orientation
to the
organisation with
ALN input. It is
difficult for
CLNs to be
involved

Peer teaching Occurs informally
through
discussion and
presentations to
each other

Occurs informally
through
discussion, case
study
presentation,
students working
with each other
and weekly
supervision
sessions

Occurs informally
though
discussion and
group reflection
weekly

Teaching and
learning
opportunities

Students spend time
in a surgical
orthopaedic unit,
orthopaedic
rehabilitation
unit, operating
theatre, post
anaesthetic care
unit, acute
admitting and
outpatient
department

Students are
allocated to an
inpatient or
outpatient area of
the service.
Those who are
allocated to an
outpatient area
spend a few days
in an inpatient
unit

Students spend time
in areas of
hospice, wound
clinic, IV
therapy, acute
nursing service,
continence,
stoma, diabetes

Rosters Year 2 students work
Monday–Friday
morning
(0700–1500) and
afternoon shifts
(1430–2300).
Year 3 students
work
Monday–Sunday
all shifts

Students work
Monday–Friday
morning
(0700–1500) and
afternoon shifts
(1430–2300)

Students work
Monday–Friday,
normal working
hours

(continued)
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Table 7.1 (continued)

Medical & Surgical
DEU

Mental Health Service 
DEU

Community
DEU

Students receive the
roster before
placement

Students receive the
roster before
placement

Students receive the
roster before
placement

The CLN is rostered
supernumerary
time in advance
for formative and
summative
assessments

The CLN is rostered
supernumerary
time in advance
for formative and
summative
assessments

The CLN is rostered
supernumerary
time in advance
for formative and
summative
assessments

Assessments CLN/ALN complete
assessment
together

Staff feedback to
CLNs/ALNs

CLNs actively seek
feedback on
student progress
and performance
from staff

Research/quality
activities

Students participated
in audits and
provided
feedback on
theatre
placement

Students involved in
audits and
provided
feedback on an
admitting
research tool

Students and staff
identified several
quality and
research projects
they had
participated in or
observed

Assessment

In the Canterbury model, students’ formative and summative assessments are
undertaken by the CLN and ALN. This process was introduced to promote the role
of the DEU staff as clinical teachers and to provide a consistent and valid assessment
process because students work with multiple nurses.

Each formative assessment is allocated 1.5 h. The student completes their self-
assessment and gives it to the CLN or ALN the day prior to assessment. For the first
30 min of the meeting, the ALN and CLN discuss the student’s self-assessment and
their own estimation of the student’s progress. The student then joins the meeting
to discuss their progress and to set goals for the remainder of the placement. This
documentation is completed within the 1.5 h time frame. Summative assessments
follow a similar format, but only 1 h is allocated.

Feedback about assessment in different DEUs supports the validity of the
assessment processes that have been put in place. A brief summary of feedback from
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CPIT/CDHB DEUs illustrates how these processes enhance the positive experiences
for students and staff in DEUs.

Students complete a self-assessment first and then the CLN, ALN and student
would go through the assessment together. Students reported that the ‘inter-
actions between ALN, CLN and staff [were] obvious’ and ‘enhanced learning
during the assessments’ (Feedback from the Medical/Surgical DEU).

Students considered the assessment process ‘positive’ and ‘fair’, and both ALN
and CLN had input and ‘gave reasonings for their assessments’ (Feedback from
the Surgical DEU).

Students appreciated that the CLN and ALN worked together on the assessment
as the ‘ALN knows more of the forms, academic : : : the CLN knows practical
ways to improve’ (Feedback from the Community DEU).

The assessment process was easy because I only needed to link/consult with
the CLNs rather than multiple preceptors. In addition, I felt it was easy for the
CLNs and me to reach a consensus on student progress when completing the
assessment forms (ALN feedback, Mental Health DEU).

An ALN felt that she really knew how the students were functioning when it
came to the assessment due to ‘the collaborative nature of working together with
the CLN. Bringing the clinical and academic viewpoints together was the best
part’ (ALN feedback, Medical/Surgical DEU).

It is wonderful that we don’t have to do assessment. We just enjoy the students
(Staff, Community DEU).

Staff feel more relaxed about having students because they do not do assess-
ments. The environment is more supportive for students as staff and students
know who is doing the assessment (CLN feedback, Community DEU).

Challenges

Whilst the DEU Working Group and clinical and academic staff put great energy and
support into the implementation phase, the time after implementation is important
for ensuring that all those involved in the new DEU understand and adhere to the
model’s key principles and indicators.

It is essential that staff understand their role in relation to the teaching and learn-
ing needs of students in their DEU and be willing to receive constructive feedback
from the Working Group. Challenges encountered during the implementation phase
include blurring of the CLN and/or ALN roles, tendency for the CLN to teach rather
than facilitate student learning opportunities, the student assessment process not
being completed collaboratively and managing geographically separate areas of the
same DEU.
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Moving a New DEU from the ‘Initial’
to the ‘Established’ Phase

We have found the implementation phase is crucial for ensuring that the key
principles and indicators of the DEU model are understood and adhered to by all
those involved in the new DEU. Anecdotal evidence from our Australian colleagues
suggests that it takes about three semesters for the DEU model to become firmly
embedded in a clinical area. Accordingly, the Working Group works closely with
new DEU staff during the first three semesters to ensure that the key indicators of
the DEU model are in place in preparation for moving into the established phase.

After an initial semester operating as a DEU, the following two semesters
are termed the ‘in maintenance’ phase. During this time the area moves from
preceptorship to a DEU way of operating. Having successfully implemented the
DEU model, the DEU is considered to be established.

An established DEU has embraced the key principles of the DEU model and is
able to function relatively independently of the Working Group. This decreases the
workload for members of the Working Group and ensures that the ongoing mainte-
nance of the DEU model remains manageable in the short term and sustainable over
time.

The following criteria are used for identifying that a DEU model has been
established:

• A minimum of three semesters using the DEU model of clinical teaching and
learning have been completed.

• The education provider has appointed an ALN to the DEU and supports their
attendance at annual DEU workshops and participation in evaluation meetings.

• The DEU’s Charge Nurse Manager takes responsibility for ‘appointing’ an RN
to the Clinical Liaison Role (CLN), ensuring the Checklist is completed for
new CLN(s). The role is supported by rostering time for preparation, orientation
and assessment; annual attendance at the DEU workshop; and attendance at
CPIT’s ‘Introduction to Clinical Teaching Course for Registered Nurses’. All
staff members receive DEU information in their orientation programme, and all
nursing staff attend the CDHB Preceptor Level 1 and Level 2 courses. The CDHB
Nurse Educator DEU is notified of CLN resignations and new appointments to
key positions. Staff participation in evaluation meetings is encouraged.

Evaluation

Separate face-to-face evaluation meetings are held for DEU staff and students at the
end of the first and third semester of working with the DEU model. The Working
Group presents the summarised feedback from these meetings in a Summation
Report to the Governance Group, with a recommendation that the DEU practice
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area move into the ‘established’ phase if all criteria are met. Once agreed, a letter
is sent to the DEU practice area CNM, their direct line manager and the Director
of Nursing, informing them that the practice area is now an ‘Established DEU
Practice Area’ and providing an outline of what this means for the practice area
and the organisation. A certificate (see example Fig. 11.11 in Edgecombe et al.,
Chap. 11, this volume) is presented to the practice area, clearly identifying its work
with students using the DEU model of clinical teaching and learning. Each DEU is
included in the ongoing audit process of the DEU model.

If results of the evaluation meeting indicate that the DEU practice area does not
meet the criteria for moving into the established phase, the Working Group presents
this finding to the Governance Group and puts in place supports including:

• DEU Working Group member(s) meet with the CNM, CLN and ALN to discuss
the evaluation meeting results, identifying areas that need increased supports and
implementing an action plan to address areas of concern.

• An evaluation meeting for staff and students at the end of the following semester
using DEU key indicators.

If ongoing auditing reveals the DEU practice area is not meeting criteria for the
established phase, or the CLN, DEU practice area or health organisation request
help, the above supports are implemented. The DEU Working Group is available
for ongoing support and assistance as needed.

Ongoing Audit and Evaluation

The Working Group is responsible for managing the workload associated with the
ongoing maintenance of the DEU practice areas. Maintenance begins after the initial
implementation phase and continues until the established phase and to a lesser extent
after the requirements of the established phase are met. Once a DEU has become
established, it goes onto a 2-yearly audit cycle. Separate evaluation processes have
been developed for students and DEU staff. Each evaluation is facilitated by a
Working Group member who is not directly involved with that particular group.
The NE DEU and the Working Group collate the information and present it to staff,
identifying what is working well, what needs attention and lessons learnt.

In response to the increasing numbers of DEUs, the Working Group is developing
an online feedback tool for DEU staff. An online survey—the Clinical Learning
Environment, Supervision and Nurse Teacher Scale (CLESCT) (Watson et al.
2010)—will be used to gather feedback from students at the end of their clinical
placement. The survey contains 34 statements related to aspects of the clinical
learning environment which address the themes of connecting with a community
of clinical practice, role of the nurse teacher, supervisory relationship and learning
opportunities. Reports can be provided to senior nurses from the clinical areas
including DEUs, clinical lecturers and other teaching staff in a timely, useful and
cost-effective manner.

http://dx.doi.org/10.1007/978-94-007-7232-8_11
http://dx.doi.org/10.1007/978-94-007-7232-8_11
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Maintaining Quality

The Canterbury DEU model of clinical teaching and learning has been established
for 3 years and will be reviewed 5 yearly. Whilst not all areas are able to use the DEU
model, many are finding it effective for managing undergraduate nursing students
undertaking clinical placements. Initial planning indicated the School of Nursing
would require approximately 20 DEUs in 5 years, however, due to increasing student
numbers and practice areas keen to become DEUs, we have 23 after 4 years. The
ongoing management of new and established DEUs remains a challenge for the
Working Group as most of the members have other key roles to perform for their
respective organisations. The allocation of hours to the NE DEU role has helped to
provide consistency and continuity with the ongoing DEU workload on a week-
by-week basis whilst allowing members of the Working Group to juggle their
time and commitments and still actively contribute to the DEU model. Strategies
implemented to maintain quality in DEUs were:

Face-to-face evaluation meetings
DEU key indicators
Audit planner
Review of DEU documents (includes philosophy, roles and responsibilities)
Annual DEU Workshop
Providing support to existing DEUs (includes updating intranet and Internet)
Ongoing promotion of the model (includes updating information brochure and
website)
Ongoing maintenance of the model
Support from DEU Governance Group

Future Directions

Canterbury was the first region in New Zealand to use the DEU model of clinical
teaching and learning. The level of interest generated by the DEU project was not
anticipated. We assisted a community nursing provider to set up a Community DEU
(Betony and Yarwood 2010) and started another one in 2011. We have hosted many
visitors from District Health Boards and educational institutes who are interested
in setting up DEUs in partnership. Visitors gain clarity about how a DEU works by
talking to key staff in several DEUs, and the Working Group share experiences and
resources.

An Internet page has been developed to provide DEU staff with access to
information about key roles, student courses, staff and student responsibilities, and
how to contact members of the Working Group. Frequently asked questions are
included, and all the DEU documents are available. A DVD gives an overview of
the DEU, the key roles, benefits for staff and students and how to find out more.
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The DVD can be viewed online via the DEU website http://www.cdhb.govt.nz/deu/
default.htm.

The development of closer collaboration between CPIT, CDHB and the Canter-
bury Health System has strengthened relationships. A 5-year strategic plan is being
developed, encompassing joint research and quality projects. Initial discussions
have been held regarding students’ transition to practice following their final
placement in a DEU, how they might move into new graduate positions within a
DEU and how other new graduate nurses may be supported by this model.

The DEU model offers students the opportunity to practise direction and
delegation skills in the ‘real world’, as 1st, 2nd and 3rd year students are on
placement in a DEU at the same time. Another opportunity for this is emerging
with the introduction of the Diploma in Enrolled Nursing, which commenced in
New Zealand in 2011. The Working Group’s plans for 2011 included working with
another District Health Board on the implementation of DEUs.

Conclusion

In Canterbury, the DEU model has strengthened partnerships between the education
provider and the clinical practice areas. This has permeated through all levels
starting with the nurse leaders of CPIT and CDHB, down to the successful
partnerships between the ALNs and the CLNs. The successful partnership between
the DEU Working Group members has also ensured that the DEU model has moved
forward. Resources from the CPIT/CDHB model are used in Edgecombe et al.
(Chap. 11, this volume) as examples of how to do a DEU.

Whilst nursing has driven the implementation of DEUs, this model of supporting
undergraduate students’ clinical learning has much to offer all health professional
students. There is potential for it to become an interprofessional DEU, a direction
requiring research, new collaborative partnerships and piloting. The University of
Portland, Oregon’s newest DEU model that involves nursing students working as
part of an interprofessional care team (Craig and Moscato, Chap. 6, this volume)
highlights the possibilities for interprofessional DEUs.
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Chapter 8
Dedicated Educational Unit: A Scandinavian
Model

Margaretha Ekebergh

Glossary of Terms in Order of Appearance in This Chapter

Primary Tutor Register ed Nurse (RN) or certified nursing assistant who
guides students in concrete care and learning situations

Secondary Tutor Registered Nurse (RN) or certified nursing assistant who
guides students in concrete care and learning situations

Teacher an academic from the University who bridges theory and best practice
in the students’ clinical education

Introduction

The Dedicated Educational Unit (DEU) from a Swedish perspective is a learning en-
vironment where caring and learning are united in what we call ‘reflective tutoring’.
The overall purpose of the DEU is to support the nursing students’ learning process
in terms of integrating theory with best practice and their professional development.
On a research basis, the DEU has been implemented in medical, orthopaedic,
rehabilitation, geriatric and psychiatric care as well as in municipal health care.
A DEU treats 15�24 patients at a time (this varies with the different DEUs)
and hosts approximately 12 students during their clinicalstudies. The students’
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learning is patient centred, which means that students maintain continuity in their
patient relations during their clinical studies. This is organised in such a way
that each student is associated with one or several patients and is tutored by the
nurses and nursing assistants in charge. The idea is that the student progressively
takes responsibility for these patients’ care. The degree and extent of student
responsibility is dependent on the student’s educational level. Such patient-centred
learning does not mean that the student has one personal tutor but that a primary
tutor is responsible for the continuity of conducting the tutoring. This manner of
organising tutorship has proved successful for enhancing the students’ prerequisites
for independence and taking on responsibility in their learning processes (Ekebergh
and Määttä 2005). Not only do the students increase their knowledge and deepen
their understanding of a patient’s entire situation, but their critical reflection is also
promoted in terms of approach, values, abilities and conception of care work. The
students are forced to rethink and compare alternative actions in order to form an
opinion of different approaches and caring actions (Ekebergh and Määttä 2005).

Key Tutoring Roles

A tutoring team in a Borås University DEU consists of primary tutors, secondary
tutors and a teacher. Their roles are briefly summarised as:

Primary tutors are Registered Nurses (RNs) with specific competence in the
main field of nurse education (caring science) as well as in didactics and tutoring.
The primary tutor has the overall responsibility for conducting the students’ clinical
studies. Each DEU has 1–2 primary tutors.

Secondary tutors are Registered Nurses (RNs) who guide the students in concrete
care and learning situations. This role could also be played by a certified nursing
assistant during certain fundamental care procedures. A DEU is comprised of nurses
and nursing assistants with an interest in tutoring and developing care.

A teacher is an academic from the educational institution who bridges theory and
best practice in the students’ clinical education (Lindahl et al. 2009).

Foundational Premises of the Borås University DEUs

A DEU is formed and established based on the following premises:

1. Scientific basis (based in Caring Science)
2. Reflective approach
3. The lifeworld perspective as a reference frame for learning and tutoring
4. Clear strategies for caring and learning as parallel and common phenomena
5. Qualified tutoring
6. Clear learning progression
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7. Active patient care development
8. Focus on the research team’s possibilities in care work and learning

These premises are explained in the next part of this chapter.

A Scientific Basis

A DEU is based on caring science1 in which knowledge may enable deeper under-
standing for the patient and his/her situation in terms of health and suffering, with
the purpose of providing optimal care. A holistic view is central in caring science,
which means that the patient is always given attention and is understood from
his/her context. The patient cannot be separated from his/her lived world and all
it contains. The patient’s perspective can be ascribed a deeper understanding by use
of caring science definitions such as the ‘lifeworld’, ‘suffering’, ‘wellbeing/health’,
‘subjective lived body’ and ‘caring relation’ (Dahlberg et al. 2003). The patient
perspective is characterised by an ethical approach signified by respect, integrity
and dignity. This is concretised in the caring sector in that care must have its starting
point in the patient’s story.

In a DEU, the patient perspective is key; it is the perspective from which care
work is organised and conducted. In practice, this concerns routines, general care
plans and quality enhancement work to be reviewed and assessed in relation to the
patient’s perspective. The caring science knowledge comprises the main field of
nurse education: it is the knowledge the students must acquire and apply in patient-
close practice. This is why there needs to be congruence between theory and best
practice in a DEU. All learning must start from the entirety, which would be the
patient’s story, because caring science is a holistic perspective. Using the patient’s
story as the starting point, knowledge from disciplines such as medicine, caring
science and psychology are interwoven into the learning process.

Reflective Approach

A DEU has pronounced awareness of the importance of reflection for students’
learning as well as caregivers’ development and growth. In order to develop
and deepen the understanding of what reflection is in relation to learning and
caring, continuous education concerning both the epistemology of reflection and its
practice is necessary for caregivers. Reflective practice is rooted in lifeworld theory
(Husserl 1973, 1998). It takes place both when meeting with the patient and when
intertwining theory with best practice during group or individual tutoring. Again

1Caring science is the main field of nurse education and the subject in which the students are
awarded their academic bachelor’s degree.
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I emphasise that reflection is key; it must always be related to knowledge in caring
science and lifeworld perspectives. Different forms of reflection used in tutorship
should be assessed and problematised on this basis instead of being viewed as a
separate method or technique (Ekebergh 2007).

A scientific basis may be developed through reflection. This is a central purpose
of studying in a DEU. The students learn to systematically problematise and reflect
on issues, draw conclusions, assess and document knowledge based on concrete
clinical practices (Lindahl et al. 2009).

The Lifeworld Perspective as a Reference Frame for Learning
and Tutoring

In a DEU, the lifeworld perspective is the fundamental approach to learning. This
means that the learner’s world of experiences (i.e. the lifeworld) is the starting point
for all learning support. Learning is individual and takes its point of departure from
the learner’s previous experiences, which accompany the learning process. Each
individual has a specific learning profile depending on one’s subjective dimension
in terms of understanding, values, interests and perspectives. This demands an open
approach when meeting the learner, both in individual and group tutoring as well
as during practical studies, when planning tutoring sessions and when assessing
the learner’s achievements. Concretely, in a DEU, one’s openness to the learner’s
experiences and subjectivity is expressed in individual study plans. The lifeworld
perspective does not accept general study plans or rigid tutoring methods (Ekebergh
2005).

The students in a DEU are to acquire knowledge and competence by use
of various forms of education, for example theme seminars, individual tutoring,
reflective group tutoring sessions or other forms of reflection, group work with care
problems and training in different practical skills. DEU studies include theoretical
studies as well as the experience-based knowledge that develops when students
participate in and take responsibility for patients’ care. Experiences and care actions
must be followed by reflection and assessment to achieve optimal learning because
experiences and actions per se do not automatically result in new knowledge and
understanding. They require conscious processing and reviewing to qualify as new
knowledge and insights. Emotions and conceptions are clarified when an experience
is expressed in words.

The students are trained to verbally communicate their thoughts and emotions
with their tutor or tutoring group, which enables the development of a reflective
approach. Experiences from care work are given a deeper significance by use of
definitions relevant to caring science. Then, the student learns how such definitions
can be used as tools to increase understanding of a patient’s situation and needs,
as well as for care itself. At the same time, theoretical concepts are brought to life
when applied in concrete care situations. Theoretical knowledge and best practice
are intertwined in the learning process, strengthened by the caring science reflective
group tutoring sessions.
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Clear Strategies for Caring and Learning as Parallel
and Common Phenomena

In a DEU, learning and caring go hand in hand; neither has precedence over the
other. From a lifeworld perspective, learning and caring have the same characteris-
tics. The caring science perspective—interest in the patient and his/her world—is
a fundamental trait expressed in the learning context, where interest is directed
towards learning in a similar way as in the caring context. Thus, the caring and
the learning relations are alike in terms of showing respect, creating a sense of
security, showing trust and being supportive. What promotes learning also promotes
caring and vice versa, which is why this approach leads to developing and creating
good care. If there is an apparent consistency between caring and learning (i.e.
message and action overlap), students learn in greater depth about what caring
is. This demands a tutor who is sensitive and responsive to the students’ learning
needs as well as attentive to the patients’ care needs. Therefore, the tutor needs an
integrated perspective on caring science and must have ‘lived’ what he/she teaches.
In this way, the caring science perspective is woven into the tutoring sessions so that
scientific theories are tied to concrete reality. Symbolically, ‘head, hand and heart’
are important parts of the tutor’s approach.

In a concrete sense, this perspective of the connection between caring and
learning is expressed in the planning of all care work; the planned learning is
considered and vice versa. The DEU challenge is to develop strategies that affirm
and clarify the fundamental principle that caring and learning are parallel and
common phenomena in order to better support and develop the patients’ care.

Qualified Tutoring

In a DEU, all staff have fundamental knowledge in tutoring as well as in caring
science. In the tutoring team, with its primary and secondary tutors and clinical
teachers, the teachers hold overall responsibility for didactic issues and initiate
tutoring strategies to adequately combine theory and best practice. DEU tutors
gain their experiences from being tutors, but they also need support for growing
and developing their tutorship. Here, the clinical teachers play an important part
as they guide the secondary tutors in tutorship individually as well as in groups.
Also, the primary tutor needs guidance in providing learning support and integrating
theory with clinical practice. This should be organised in groups where a clinical
senior lecturer or lecturer leads the primary tutor. The clinical teachers also conduct
group tutoring sessions and other suitable tutorship with the students together with
the primary and secondary tutors. The primary tutor holds higher competence
in tutoring as well as in the subject (a Master’s degree in caring science) and
thereby not only leads the learning work at the DEU but also functions as a
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significant resource for the secondary tutors. Clinical senior lecturers are scientific
and pedagogical resources for the DEU as they work closely with the clinical
lecturers and lead specialised activities in the subject and in didactics.

Clear Learning Progression

Learning progression is an important part of a DEU. Each DEU has a certain
educational level (some may have two) in relation to the education programme
as a whole. The level for each DEU should have a pronounced awareness of the
students’ learning processes during their clinical studies and should relate this to
their individual study plans. The DEU should take an active lead in developing and
creating structures and other strategies to ensure that the learning progression is in
line with the lifeworld perspective as a basis for learning.

Active Patient Care Development

A DEU has favourable conditions for the natural integration of research and
development projects. The aim is to have continuously running projects that include
students, tutors, teachers and researchers. Strategies for starting this activity are
currently under way. The research projects ought to be large scale so that their
parts can be distributed to different DEUs depending on the project’s character and
research questions. The clinical lecturers play an important part in conducting the
projects, as well as creating conditions for their commencement. Other scientific
competence may be brought in depending on the project’s character. What is of the
utmost importance here is a united front so that all students, teachers, researchers
and practitioners involved in the project strive towards the same goal—research-
based care and a learning environment. It is also important to produce high quality
research, which should be possible with interdisciplinary and interprofessional
projects. One extensive research programme on integrated care development, which
will be conducted partly in a DEU, is currently under development.

Focus on Possibilities for the Research Team in Care Work
and Learning

In a DEU, the patient perspective is key, which implicitly means having an interest
in how different care competences and professions work together for giving patients
optimal care from a holistic perspective. Having an interest in the patient perspective
generates a different view from the traditional one in which each profession is
separated from the whole in order to fulfil one’s duty. Instead of this separation there
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is a pronounced desire to develop the team’s possibilities for improved care; an idea
for development in the DEU in the future. Pilot projects can include interventions
that aim to develop strategies for team work, which has a thorough foundation and
a core characterised by innovation. The team also becomes central for learning
support, which should enrich, broaden and deepen understandings of the patient
and different caring actions.

Results of Research into the DEU’s Effectiveness as a Clinical
Learning Environment: Informing Future Development

The potential and deficits of tutoring emerged in an interview study with a phe-
nomenological analysis of how DEU tutoring supports students’ learning (Ekebergh
and Määttä 2005). Results are summarised here into six themes that characterise a
DEU as seen from the students’ and tutors’ perspectives:

• Individualised didactics
• Learning environment
• Patient-centred learning
• Place for reflection
• Caring science in practice
• A unit with pedagogic potential

According to the results, successful tutorship takes its point of departure from
the student and his/her lifeworld. The didactics in the DEU creates a learning
atmosphere characterised by the premise that every student is understood as a unique
learning individual with a specific learning profile.

Results show that the tutoring situation constitutes the area for the meeting
between theoretical and general caring science, and concrete, lived experiences in
patient-close contexts. The essence of knowledge constituted by the patients’ lived
experiences of illness, disease and suffering feels close and real to the students.
Therefore, the students’ reflections have their starting points in the patients’
lifeworlds. However, during the reflection process, the students need support to
integrate lived experiences with theoretical knowledge in order to gain a deeper
or newer understanding of the caring phenomena related to the patient’s world. In
the ideal tutoring situation, where the tutor is well acquainted with the essence of
knowledge both in theory and in practice, this process promotes development of the
student’s knowledge and understanding.

The research has identified that the DEU contains rich possibilities for con-
cretising caring theory into practice. Students who have acquired and understood
the meaning of theoretical caring science and have developed a reflective approach
can grasp the patient perspective as the main focus and draw attention to it during
care. Students discover and understand patterns of complexity of the patients’
perspectives through ‘conscious reflection’, which is an embodied learning process
that incorporates thought, emotion and action in both theory and best practice.
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Conclusion and Future Prospects

In order to grow a beneficial learning environment in a DEU, good soil is needed.
This soil is composed of people with a strong interest in cultivation and a genuine
will to create optimal conditions for integrating caring theory with best practice
and the art of care. Secondary tutors with ‘green fingers’ contribute to this process.
However, the managers, primary tutors and clinical teachers are the key persons for
promoting growth in the learning environment. The clinical teachers fulfil a special
function by providing nutrition to the cultivation through their mission to bridge the
gap between theory and best practice. Therefore, it is of the utmost importance for
the future cultivation of the DEU that competences in tutoring and reflection are
further developed and deepened for the tutoring teams (the primary and secondary
tutors and clinical teachers). This will ensure that the good soil is preserved and
nurtured so that research results can provide even better support for learning.
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vårdvetenskap [Understanding caring science]. Lund: Studentlitteratur.

Ekebergh, M. (2005). Are you in control of the method or is the method in control of you? Nurse
Educator, 30(6), 259–262.

Ekebergh, M. (2007). Lifeworld-based reflection and learning: A contribution to the reflective
practice in nursing and nursing education. Reflective Practice, 8(3), 331–343.
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Chapter 9
Building Clinical and Academic Staff
and Student Capacity in Dedicated
Education Units

Kay Edgecombe and Margaret Bowden

Glossary of Terms in Order of Appearance in This Chapter

Capacity building professional staff and student development/preparation for
DEU teaching roles

ANMC Competencies Australian Nursing and Midwifery Council competen-
cies required for registration as a nurse (RN) or midwife (RM) (ANMC n.d.)

Principal Academic (PA) an academic lecturer in clinical (nursing school
faculty member) who visits the clinical setting prior to student placement to
facilitate clinical staff preparation for working with the students and thereafter
visits the clinical setting regularly throughout each semester; communicates and
liaises with students, the LN and the CNC, and utilises their ongoing expertise
to facilitate students’ learning

Dedicated Liaison Nurse (DLN)/Clinical Liaison Nurse (CLN) an
experienced Registered Nurse (RN) selected from the practice area who
takes on extra responsibilities, including overseeing clinical learning in the DEU
and liaising between staff, students and academics/faculty the liaison between
the unit and the University Academic Liaison Nurse (ALN) a permanent clinical
lecturer at the University who provides consistent support to students and
clinicians
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Registered Nurse (RN) College- or University-qualified nurse licensed by a
nursing registration body to undertake all facets of nursing in accordance with
the body’s regulations

Enrolled Nurse (EN) Diploma-qualified nurse working under supervision of a
RN to provide nursing care

Clinical Instructor (CI) a staff nurse who wants to teach

Clinical Faculty Coordinator (CFC) nursing faculty from the University who
plans students’ experience and informs Clinical Instructors (CI) what is covered
in University classes each week

Introduction

The Dedicated Education Unit (DEU) is a set of principles and concepts that enable
change in curriculum and clinical learning contexts while maintaining increased stu-
dent time and opportunity for clinical learning throughout their journey to becoming
professional nurses. DEUs are designed to encompass clinical and academic staff
capacity building through designating DEU-specific roles and responsibilities, such
as Liaison Nurse/Dedicated Liaison Nurse (LN/DLN), Clinical Nurse Consultant
(CNC) or Principal Academic (PA), as described in Chaps. 2, 4, 5, 6, 7, 8, 10 and
11 (this volume). The basic design whereby clinical staff act as nursing students’
primary clinical instructors in the clinical setting generates clinical staff capacity
building as they go about their day-to-day work with students in the DEU (see Craig
and Moscato, Chap. 6, this volume). However, it is still essential to provide clinical
staff with enhanced opportunities to learn how to teach students, as recommended
by Benner et al. (2010), in the interests of improved nursing education and patient
safety.

It is not only clinical staff who need these opportunities to learn how to teach
nursing students. Academic staff benefit by maintaining the currency of their clinical
knowledge and skills to inform their classroom teaching. Students develop further
educative skills in the DEU context of peer teaching and learning. Curriculum
and assessment are key considerations when designing formal capacity building
strategies/events, considerations based on the fact that patient safety is paramount.
Reshaping the timing of clinical placements to privilege clinical equally with the
theory of classroom work (Bail et al., Chap. 5, this volume) as a curriculum design
strategy, for example, engenders greater integration of the two, and greater sharing
and valuing of clinician and academic knowledge, thus supporting capacity building
for all DEU staff.

http://dx.doi.org/10.1007/978-94-007-7232-8_2
http://dx.doi.org/10.1007/978-94-007-7232-8_4
http://dx.doi.org/10.1007/978-94-007-7232-8_5
http://dx.doi.org/10.1007/978-94-007-7232-8_6
http://dx.doi.org/10.1007/978-94-007-7232-8_7
http://dx.doi.org/10.1007/978-94-007-7232-8_8
http://dx.doi.org/10.1007/978-94-007-7232-8_10
http://dx.doi.org/10.1007/978-94-007-7232-8_11
http://dx.doi.org/10.1007/978-94-007-7232-8_6
http://dx.doi.org/10.1007/978-94-007-7232-8_5
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Capacity Building and Curriculum: The Influence of Learning
Outcomes, Graduate Attributes and Competencies

Achieving the formal and incidental learning outcomes, reflected in graduate
attributes and nursing competencies relevant to the country in which a DEU is
operating, is a goal for which students, clinicians and academics strive. In the DEU,
the outcomes surpass the designated learning objectives. There is a need to build
student, clinician and academic capacity in DEUs to ensure they meet the goals.
The original Flinders University School of Nursing philosophy statements reflect the
need to design the curriculum to take account of two potentially conflicting goals
in nurse education: to prepare students ‘for beginning level practice as registered
nurses : : : [and] to develop cognitive skills, values and attitudes which will prepare
them for lifelong learning and reflective practice’ (FUSON 1991: 20). Curriculum
design, including peer teaching and learning in DEUs, and other ways of engaging
students as partners with academics and clinical staff in learning theory and practice,
such as student feedback sessions, have a direct influence on students’ achievement
of their goals. The value of student feedback sessions is evidenced in a statement
by DEU students Anj Taylor and Vandhana Nand (Story 1, Chap. 10, this volume):
‘We’ve changed a lot already through the feedback sessions and these changes have
been put in place for the next DEU. We feel so valued; our voices were heard’.

Capacity Building in Assessment and Feedback

As identified by Grealish et al. (Chap. 3, this volume), the area of clinical assessment
remains a challenging component of nursing education for clinicians and academics
(Cowan et al. 2005; McAllister 1998). The never-ending question of how to assess
the student’s progress towards becoming a competent novice RN leads to a critical
focus on forms of assessment and who is best placed to undertake them. Therefore,
much capacity building for DEU clinical and academic staff has an assessment
focus. The argument is put forward in Taylor and Nand (Story 1, Chap. 10, this
volume) that ‘assessments are harder in DEUs because the tutors are there all the
time. With other students, assessment is just a process. It is not going on all the
time’.

Clinicians and academics need to be equipped with the capacity to understand
and acknowledge the possibility that the different biases of employer expectations
and academic expectations can influence the way students are assessed. Clinical fa-
cilitators (academics) assess students as beginning practitioners, whereas clinicians
may assess students from a workplace perspective—how ready students are to start
work—rather than from the perspective of students as learners.

http://dx.doi.org/10.1007/978-94-007-7232-8_10
http://dx.doi.org/10.1007/978-94-007-7232-8_3
http://dx.doi.org/10.1007/978-94-007-7232-8_10
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Building Capacity in the Language of Assessment

The language of assessment is explained in formal capacity building strategies
such as workshops. This language must reflect the clinical learning environment—
learning assessment tools (competencies)—and this language is not common to
nurses’ clinical situation. Therefore, it is necessary to build clinicians’ capacity to
have a greater understanding of the meaning of academic language and to modify
the assessment criteria/language to better reflect the clinical learning environment
meaning and context. For example, a highly experienced nurse, using the intuitive
knowledge that comes with their experience, might say to a clinical facilitator, ‘That
student will make a good nurse’, or ‘That student is going to fail’. Capacity building
involves giving clinical staff a language to describe this and to use the language
in an informed way. Developing the language of assessment in clinicians may be
as simple as asking for specific details such as time, place, what, when and how
when someone says, ‘This student has a problem’. When someone says, ‘This
student is achieving well’, they need to give a specific description, for example,
‘The Student looked after x patient and was able to : : : ’ (specific details of what
they did well and how they did it well, ‘They did this, this and this’). Then the nurse
needs to identify what difference the student has made to the patient outcome or
the clinicians’ outcomes. This detail is needed when assessing students in terms of
registration board competencies.

Understanding and practising the language of assessment helps clinicians and
academics validate their assessments. It gives them the language needed to stand
up in front of their colleagues and validate what might otherwise seem to be
nuanced assessment, a subjective judgement based solely on the assessor’s level
of practice expertise (Benner 1984), without objective explanation. The language
also enables clinicians and academics to identify and talk about the biases and noise
(e.g. culture and other distractions from the objectives of the assessment) that might
impact their assessment. It enables them to identify the criteria for accountability
of their assessment as a way of evaluating the effectiveness of the approaches
to teaching and learning in different clinical contexts. Particularly important in
capacity building for DEU staff is assisting them to assess in a progressive manner
because students are in the unit over an extended time. The different structure of
DEUs requires assessors to validate specific concepts being addressed over time.
For example, when they see a student doing something, assessors need to look back
to what the student did previously, rather than simply assessing the students’ current
performance. Looking back to the student’s previous performance is an important
step in establishing rigour in the assessment process and evaluating the student’s
progression in both their learning and labour force practice.

Building Capacity in Understanding Different Types of Assessment

Understanding the different types of assessment and their benefit or limitations is
also a necessary part of capacity building for staff and students in DEUs. Therefore,
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sessions are needed for clinicians, academics and students on understanding forma-
tive, summative and self-assessment. In the DEU, constructive ongoing feedback
and constant assessment add rigour to the whole assessment process. ‘Assessors
(clinicians) are right there all the time with the students’ (Taylor and Nand, Story
1, Chap. 10, this volume); they become familiar with the students so they can
observe progressions or regressions and effectively intervene to optimise students’
progress or step in to address any problems. Students’ learning is not limited—
students progressing well can be given increased opportunity for autonomy, while
those requiring greater support have the support on hand. Peer teaching plays an
important role in students being able to facilitate each other’s learning, assess each
other’s progress and audit self-assessments.

As described by Bail et al. (Chap. 5, this volume), students are supported to
self-assess as a component of their formative assessment part way through their
placement. Students are provided with the ANMC Competencies (ANMC n.d.)
(utilised for registration of nurses in Australia) and asked to describe examples
where they have demonstrated components of nursing practice, such as ‘practices
within an ethical nursing framework’ or ‘establishes and maintains therapeutic
relationships’. The students self-assess performance against the standards, utilising
the Bondy Rating Scale (1983).

Formative assessment is provided informally in meetings with the Principal
Academic (PA) and/or the Dedicated Liaison Nurse (DLN) and includes discussion,
feedback and feedforward. The PA and/or the DLN conduct summative feedback,
which is part of the final assessment. This is again graded against the ANMC
Competencies (ANMC n.d.) using the Bondy Rating Scale. The final assessment
takes place at a meeting with the student and is based on three major sources
of evidence: student self-assessment, PA judgement on attitudes and knowledge
based on critical conversations over the semester, and specific feedback about
clinical skills and attitudes from clinicians with whom the students have worked.
This ongoing summative assessment contributes to progressive learning across
placements throughout the students’ degree. The meeting also has a formative
aspect, and students are encouraged to identify their learning needs for the next
months of their careers. The ongoing and collaborative nature of assessment acts
as a capacity building tool, enabling clinicians, academics (clinical facilitators) and
students to learn to assess through practice.

In the Canterbury, New Zealand, DEU model described in Chap. 7, the Clinical
Liaison Nurse (CLN) and Academic Liaison Nurse (ALN) undertake students’
formative and summative assessments. They introduced this process to promote
the role of the DEU staff as clinical teachers and to provide a consistent and
valid assessment process because students work with multiple nurses. The student
completes their self-assessment and gives it to the CLN or ALN the day prior to
assessment. The ALN and CLN discuss the student’s self-assessment and their own
estimation of the student’s progress, after which the student joins the meeting to
discuss their progress and set goals for the remainder of the placement. Summative
assessments follow a similar format. Thus, the way assessment is undertaken is a
capacity building strategy.

http://dx.doi.org/10.1007/978-94-007-7232-8_10
http://dx.doi.org/10.1007/978-94-007-7232-8_5
http://dx.doi.org/10.1007/978-94-007-7232-8_7
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In the Swedish DEU (Ekebergh, Chap. 8, this volume), emphasis is placed on
learning progression. Each DEU has a certain educational level (some may have
two) in relation to the education programme as a whole. The level for each DEU
should have a pronounced awareness of the students’ learning processes during
their clinical studies and should relate this to their individual study plans. The DEU
should take an active lead in developing and creating structures and other strategies
to ensure that the learning progression is in line with the lifeworld perspective as a
basis for learning.

Capacity Building for Feedback in the Clinical Setting

Clinicians, academics and students need capacity building for feedback processes in
clinical settings. Feedback is very contextual and more immediate than assessment,
spanning complex or simplistic and linear experiences. As Bail et al. explain in
Chap. 5 (this volume), the restructured Canberra University nursing curriculum
placed added emphasis on the feedback students gain in both clinical and theoretical
components of their learning and how it ‘feeds forward’ to affect their professional
development. Feedback contains the crucial ‘sandwich component’, telling the
student what they’ve done well, where they can improve and giving them some
insight into how they can improve. This component is also about assessment.

Workshops, as described in the next section, are key structured events for
building the capacity of clinical and academic staff in DEUs. Preliminary face-to-
face preparation sessions for DEU students detailing peer teaching and learning are
a strategy used to build students’ capacity for self- and peer assessment as part of
overall preparation for learning and working in the clinical context.

Formal Capacity Building Strategies for DEU Clinical
and Academic Staff

Formal, structured, scheduled activities designed to build DEU staff capacity
include clinical staff completing clinical feedback forms and evaluation surveys;
involving clinical staff in student orientation to DEUs; involving academics and
students in ward team meetings; academic and clinical staff liaison regarding student
behaviour and performance; and inviting clinical and academic staff to become
members of a practice development working party (Bail et al., Chap. 5, this volume).
However, workshops have become the most common form of structured capacity
building for clinical and academic DEU staff (Gonda, Chap. 4, Bail et al., Chap. 5
and Casey et al., Chap. 7, this volume). They have been proven successful as
capacity building strategies.

http://dx.doi.org/10.1007/978-94-007-7232-8_8
http://dx.doi.org/10.1007/978-94-007-7232-8_5
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http://dx.doi.org/10.1007/978-94-007-7232-8_7
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Workshops

Workshops, held predominantly at Universities but sometimes in clinical venues,
are designed to help clinical staff understand what the students are learning in the
classroom and what their expected learning objectives are at a particular year level.
The formal and incidental learning outcomes are also explored in the context of
specific DEUs. The workshops are also designed to help academics keep in touch
with the latest changes in the clinical setting. They aim to develop clinicians’
and academics’ capacity to integrate the University and clinical curriculums, to
share knowledge and experiences, develop firm relationships and be well prepared
to teach and assess students in DEUs. One of the greatest benefits of holding
workshops at the Universities is that clinical and academic staff from all DEUs
can attend, whereas workshops held in a clinical venue only accommodate clinical
and academic staff from that venue. For example, University of Canberra (UC)
holds a ‘Mega DEU’ once a year. All Dedicated Liaison Nurses (DLN) and DEU
clinical managers are invited to a forum as an opportunity to develop collaboratively
and learn from each other. Clinicians working with health students on clinical
placements provided by UC are also invited to twice-yearly free workshops (Bail
et al., Chap. 5, this volume). In Canterbury, New Zealand, CPIT/CDHB runs
workshops each semester to educate clinical and academic staff undertaking key
roles in the DEU for the first time, and to update existing DEU staff on curriculum
changes and provide opportunities to problem solve issues and look for quality
assurance and research opportunities (Casey et al., Chap. 7, this volume).

The original workshop concept resulted from staff feedback to the PAs after the
Flinders University School of Nursing DEU pilot. It arose in response to expressions
of interest and comments from DEU staff. One-day workshops were made available
to all nursing staff (Registered Nurses-RNs and Enrolled Nurses-ENs) in the DEU.
Workshops were offered strategically at the beginning of the year in the 2–3 weeks
prior to clinical commencing to ensure workshop participants are still in the DEU
when the students arrive. The workshops were also offered on 6 days to enable as
many nursing staff as possible to attend on different days without disrupting the
nursing rosters. Initially, staff members were seconded. The school paid this cost
as well as catering costs; lunch, morning and afternoon tea provided irreplaceable
networking opportunities for clinical and academic staff and a valuable extension of
the whole workshop experience. These breaks were invaluable for both professional
and personal networking and informal brainstorming of ideas about DEUs, how
this one did it differently from that one, and shared support for concerns clinicians
raised. The DEU venues considered the workshops to be a valuable professional
development for their staff. Today it would count towards the 20 h mandatory
professional development they are required to complete.

One significant DEU venue chose to have a workshop on their site as an alterna-
tive arrangement. This was carried out in order to meet the staff capacity building
objective. However, having the workshops on-site minimised the opportunities for
networking with DEU staff from other sites.

http://dx.doi.org/10.1007/978-94-007-7232-8_5
http://dx.doi.org/10.1007/978-94-007-7232-8_7
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Whenever a new DEU was developed, maximum numbers of staff were
encouraged to attend the workshops. Any new staff members in long-established
DEUs were encouraged to attend. Clinical facilitators (PAs) employed by the
University who would go to hand over time several times prior to the students’
arrival in the DEU also attended the workshops.

A Flinders University School of Nursing one-day workshop programme is given
here as an example of a clinical and academic staff capacity building opportunity.

1. Meet and greet. The workshop begins with a meet and greet, where clinical
and academic staff can meet each other, identify which DEUs they are in,
what their roles are and get an overview of different DEUs. This introductory
time also enables staff to meet the course coordinators and clinical placement
coordinators with whom they will be in contact.

2. Overview of the DEU experience: the nature of the team. After meeting and
greeting, the DEU coordinator presents a brief overview of the DEU experience:
the nature of the team. The coordinator explains the principles behind the DEU
and how it came to be, then gives a brief presentation of how it works in the
clinical setting. Workshop participants see a variety of DEU configurations
(e.g. mental health, acute surgical) to demonstrate how the DEU adapts to the
particular learning environment.

3. Undergraduate nursing programme. Course coordinators give a short presen-
tation outlining the undergraduate nursing programme. This is essential to
the clinicians’ understanding of what students are learning across the entire
programme; it gives a whole of the curriculum picture and helps build another
bridge between the University and clinical learning contexts.

4. Specific semester topics, clinical direction and assessment. Topic coordinators
give the final presentation before morning tea in which they explain specific
semester topics and talk about clinical direction and assessment. Topics covered
included facilitating theory to practice transfer of students’ learning; fulfilling
the topic objectives in the clinical setting; assessment details related to the
clinical experience; and who is to do assessment (clinical staff or the PA). In
the final semester, assessment is a formal process between the PA and a clinical
staff member who is in a position to have informed input.

5. Supporting clinical learning. This session details teaching and learning strate-
gies staff can use, including thinking aloud, small blocks of knowledge building
into larger knowledge or having an umbrella to hook pieces of knowledge into
relevant practice, situated learning, principles of reflection in practice, and peer
learning and teaching—explaining the theory behind the clinicians’ practice of
teaching the students in clinical.

6. Lunch. personal and professional networking between work colleagues, pre-
vious clinical contacts and academics. This casual capacity building enables
academics to catch up on what is happening regarding development and
changes in clinical venues.

7. Clinical coaching and the Liaison Nurse (LN) role. A short presentation about
clinical coaching and the Liaison Nurse (LN) role follows lunch. It focuses
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on facilitating optimal learning outcomes for students by identifying their
strengths, supporting ongoing development/identifying areas of concern and
initiating appropriate interventions. One intervention DEU clinical and aca-
demic staff need to understand is the clinical learning contract; a contract
designed to provide students at risk of failing the clinical component of a
nursing practice topic with the opportunity to focus on areas of unsatisfactory
practice identified by clinical staff. Students work collaboratively with clinical
coaches and PAs to successfully complete the contract and the clinical com-
ponent of their course. The contract consists of clearly stated clinical practice
issues that need attention, student learning objectives, learning strategies and
clinical practice evaluation criteria. It is signed by the PA and the student.

8. English as a second language (ESL) teaching strategies. This is included in
response to clinicians’ requests. Increasing numbers of ESL students partici-
pating in clinical cause concern. The session is about strategies for minimising
confusion, understanding cultural nuances of different students, providing ef-
fective feedback to those students, understanding ‘face-saving’ issues, ensuring
participation in the clinical area, emphasising that the onus for learning was on
the students and highlighting adult learning principles for ESL students. This
session is followed by an afternoon tea, allowing time for lively discussion
among clinicians and academics about strategies to help ESL students with their
communication skills.

9. Feedback and assessment of competence. The final session focuses on the criti-
cal issue of feedback and assessment of competence. This topic is fraught with
hard questions and angst for clinicians, academics and students. The session
focuses on assessment for competencies. It is particularly oriented towards
more senior students effectively achieving their registration competencies. It is
emphasised that in the second part of 2nd year and all of 3rd year, students are
expected to meet the ANMC Competencies (ANMC n.d.) for their year level. At
the end of 2nd year, students are expected to be using competencies for practice
but only have a quarter of a workload. At the end of 3rd year, students are
expected to meet the competencies in anticipation of registration and manage
the full workload for a novice RN.

10. Participant feedback. At the end of the workshop, participants are asked for
feedback to identify the workshop’s strengths, where improvement is needed
and suggestions for future workshops. Some examples of strengths identified
from workshops are as follows: ‘This really helped consolidate my knowledge
and how to run the DEU’; ‘Overall more understanding and appreciation
of difficulties facing students—good session on supporting clinical learning’;
‘Enjoyed ideas on giving feedback to students’; ‘The Helpful Gatekeeper
and feedback/assessment of competence’; ‘The ease of interacting with the
Lecturers’; ‘Being able to discuss apprehensions of DEUs’; ‘Great strategies
to deal with specific problems’ (Edgecombe 2010).

11. Areas for improvement. Examples of areas for improving the workshops
include the following: ‘More time on using competencies for feedback—
important area’; ‘Possibly have a student spokesperson’; ‘Interaction with
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students (present and past graduates) who can give us some suggestions about
how to deal with problems in the wards’; ‘I would like to see the laboratories
and increase my knowledge of how the students learn there and the content of
each course stage’; ‘More role plays in how to provide feedback’. There was
also a request to ‘know where all the DEUs are and who are the PAs on my
worksite, not just my area’; ‘To maintain regular short courses/seminars for
nurses who want to participate as a DEU in the future’ (Edgecombe 2010).

Feedback resulted in advanced workshops for clinicians and PAs who were
experienced in DEUs and later LN-specific workshops covering topics including
how to deal with difficult students, clinical teaching strategies, providing con-
structive critical feedback and developing clinical learning contracts. Workshops
were followed up periodically (fortnightly or several times per semester) with
meetings/debriefings with clinical staff separate from the students.

Incidental Capacity Building for DEU Clinical and Academic
Staff and Students

Reshaping the timing of clinical placements to privilege clinical equally with the
theory of classroom work (Bail et al., Chap. 5, this volume) assists in incidental
capacity building for all DEUs. The DEU structure sustains incidental as well as
planned learning strategies. Incidental capacity building is a constantly evolving
process that includes clinicians, clinical facilitators, students and patients in a
collaborative learning process. For example, ‘I have learned from the CLN and
ward staff, and they have learned from me’ (Elaine Horn, ALN, Manukau, Story 9,
Chap. 10, this volume). The formal, planned structures (roles) in the DEU enable
incidental learning in that they give a reason for maintaining a focus on the
learning agenda. They generate increased research opportunities for academics and
clinicians, opportunities for joint conference presentations and publications, and
increased collaboration re curriculum and student assessment (Gonda, Chap. 4,
this volume). The structures maintain guided feedback to students and academic
guidance to clinicians for formative and summative assessment.

Clinical and Academic Staff: Support

Incidental capacity building can occur through informal staff meetings and PAs
discussing with clinical staff topics such as current practice and research, student
education, and standards and scope of practice (see Bail et al., Chap. 4, this volume).
PAs may also discuss opportunities for learning strategies within the ward, such as
visiting other departments or having clinicians run mini-tutorials. As discussed by
Craig and Moscato (Chap. 6, this volume), at the University of Portland DEUs,

http://dx.doi.org/10.1007/978-94-007-7232-8_5
http://dx.doi.org/10.1007/978-94-007-7232-8_10
http://dx.doi.org/10.1007/978-94-007-7232-8_4
http://dx.doi.org/10.1007/978-94-007-7232-8_4
http://dx.doi.org/10.1007/978-94-007-7232-8_6
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Clinical Instructors (CI) became more confident through their role as teachers
and the support they received from academics undertaking the role of Clinical
Faculty Coordinators (CFC); practice informed education and education influenced
practice. CIs certified as expert clinicians gave scholarly presentations and assumed
leadership roles on the unit. Some returned to school for a Master’s degree or were
promoted to leadership positions within their hospitals.

Students: Peer Teaching

Incidental student peer teaching across and within year groups, resulting from
accommodating students across all 3 year levels in the same space at the same
time, develops students’ capacity as teachers and learners, guided by clinicians and
clinical facilitators (academics). Thus, while the DEU is structured so that peer
teaching is an intentional and supported strategy, peer teaching also happens to
some extent by osmosis due to the students being together. The quality of the peer
teaching is dependent on the quality of support. If the clinical staff and academics
have the necessary knowledge and confidence to encourage and support students’
peer teaching, it will become self-sustaining as students develop it more broadly:
‘We were lucky because the CLN recognised the need for peer learning’ (Taylor
and Nand, Story 1, Chap. 10, this volume).

Conclusion

Clinical and academic staff capacity building is an integral part of the DEU design.
As such, it is spoken about more as ‘preparation’ for or ‘staff/faculty development’
in the DEU. However, capacity building is greater than merely preparing clinical and
academic staff, and students, for their roles within the DEU learning environment. It
is about equipping them with professional skills that enable clinical staff to develop
teaching as well as clinical expertise, enter academia or gain promotion within
their organisations; academic staff to keep up to date with clinical knowledge and
practice; and students to develop teaching as well as learning capabilities through
peer teaching in DEUs. Clinical staff, academics and students develop the capacity
to value each other’s knowledge and to work collaboratively with an expanded di-
versity of peers and colleagues across academic and clinical settings/organisations.
This type of capacity building underlines the possibility of interprofessional DEUs.
Capacity building would extend across clinical and academic staff and students from
different professions. Workshops expanded to include professions other than nursing
could formalise the incidental cross-professional interaction that already happens in
clinical settings. Student capacity building through peer teaching across different
year levels achieves a variety of learning outcomes (formal and incidental). There-
fore, a logical hypothesis would be that peer teaching in a DEU environment could

http://dx.doi.org/10.1007/978-94-007-7232-8_10
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accommodate the different learning objectives of different professions within that
environment. Interprofessional collaboration is already implemented in one DEU
in Sweden, where ambulance service personnel work alongside nursing personnel.
However, research is needed into further interprofessional DEU possibilities.
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Clinical Liaison Nurse (CLN)/Dedicated Liaison Nurse (DLN)/Liaison Nurse
(LN) an experienced Registered Nurse (RN) selected from the practice area
who takes on extra responsibilities, including overseeing clinical learning in the
DEU and liaising between staff, students and academics/faculty (particularly the
ALN); the liaison between the unit and the University

Academic Liaison Nurse (ALN) a permanent clinical lecturer at the University
who provides consistent support to students and clinicians

Principal Academic (PA) an academic lecturer in clinical (nursing school faculty
member) who visits the clinical setting prior to student placement to facilitate
clinical staff preparation for working with the students and thereafter visits the
clinical setting regularly throughout each semester; communicates and liaises
with students, the LN and the CNC, and utilises their ongoing expertise to
facilitate students’ learning

Clinical Nurse Consultant (CNC) in charge of the ward in which the DEU
operates
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Clinical Coordinator academic responsible for negotiating clinical place-
ments and ensuring placements are congruent with curriculum requirements
Charge Nurse nurse in charge of the clinical unit/ward

ECG Echocardiograph
BGL Blood glucose level

Clinical Service Coordinator the most senior nurse in the unit/ward; pro-
vides consultancy for clinical practice and management of all aspects of
nursing within the unit

Clinical Nurse (CN) a Registered Nurse (RN) accorded a position of senior-
ity and experience

Graduate Nurse Practitioner GNP

OSCEs Objective Structured Clinical Examinations to test students’ practi-
cal clinical skills

Technical and Further Education TAFE

Enrolled Nurse Diploma qualified nurse working under supervision of a RN
to provide nursing care

Charge Nurse Manager (CNM) takes responsibility for ‘appointing’ a RN
to the Clinical Liaison Role (CLN) and rostering time for preparation, ori-
entation and assessment as well as attendance at staff development/capacity
building sessions

ANMC Competencies Australian Nursing and Midwifery Council compe-
tencies required for registration as a nurse (RN) or midwife (RM) (ANMC
n.d.)

Non-government organisation NGO

Director of Nursing DON

Introduction

Dedicated Education Units (DEUs) in Nursing are essentially flexible student-
centred clinical practice learning environments dedicated to producing more and
better prepared nursing graduates whilst making optimal use of available resources.
The diversity of definitions provided in the Introduction to this volume highlights
different interpretations in different contexts. Despite the variety of definitions,
all DEUs are based on similar principles: a fundamental respect for, and valuing
of, human beings’ individual and collective knowledge and experience; strong,
respectful partnerships between universities and health-care services; a student-
centred approach to learning; the development of key roles and responsibilities
among academic and clinical staff within DEUs; thorough preparation of individuals
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undertaking those roles; ongoing teaching and clinical practice development for
academic and clinical staff (capacity building); peer learning; and all participants in
DEUs (students, clinical staff and academic staff) sharing knowledge. The principles
enable DEUs to adopt different structures to meet the requirements of health-care
organisations and University policies, organisational practice and ethos, staffing
levels, funding levels, ward sizes, geographical location and the human beings who
determine ward and health service cultures.

Continuing research into DEUs’ performances is fundamental to their sustain-
ability. The stories herein, which highlight issues affecting clinical education in
DEUs and other clinical learning models, are presented in original form to maintain
each contributor’s voice. Some are written in the first person, others in the third
person as observational pieces and others as conversations or interviews. The
viewpoints expressed act as evaluations of diverse DEUs. Contributors have taken
ownership of their roles within their DEUs, reflected on their experiences and ex-
pressed the desire to articulate what participation in their DEUs has meant for them.
Story 5 in particular highlights the changing nature of a DEU over its 16-year lifes-
pan and identifies issues arising over time that have impacted on how the DEU is run.

Stories are grouped in the following order by role to enable comparison of
experiences across DEUs:

• Students
• New graduates
• LNs
• Clinical Nurse Consultants
• ALNs
• PAs
• Clinical Coordinators
• Executive

Student stories are presented first to reflect the DEUs’ student-centred approach
to learning. There is no analysis of individual stories. Interpretation is open to you.

Students

Story 1: Our Voices Were Heard

Anj Taylor and Vandhana Nand, 3rd year DEU students, Manukau Institute
of Technology (MIT), New Zealand

Anj and Vandhana have come to nursing as a profession after working in very
different non-nursing environments. Anj had been an executive chef, working
in a fast-paced, people-driven, communication-oriented environment in London.
Vandhana had been working in a diagnostic lab, isolated from much communication
with other people. Both were so inspired by the DEU concept that they applied, with
a sense of privilege, to be part of the Manukau DEU in New Zealand. Here they
share their DEU experiences.
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If there was one thing that we really hated being referred to in the clinical setting,
it was ‘the student’, for instance ‘Do you want the student today?’ or ‘Get the
student to do it’.

In the DEU we were not called ‘the student’; we were welcomed as valued
members of the nursing team.

We’ve changed a lot already through the feedback sessions, and these changes
have been put in place for the next DEU. We feel so valued; ‘our voices were heard’.

Anj: When I was first introduced to the concept of the DEU, I felt inspired by its
philosophy, and I was excited to not only have a chance to experience a new way of
learning but also be part of MIT’s DEU Pilot programme.

Vandhana: The lecturer introduced the DEU concept in class and I was interested
because it was such a new concept, so I put my name forward. I was surprised not
many students took the opportunity to take part in the DEU. The idea of having the
lecturer alongside you in the ward was a factor that pushed me to take up the DEU
placement—this offered quality teaching and support.

Anj: In the DEU everything was transparent from the start. We had a thorough
orientation, so everyone knew what to expect and what was expected of them. We
knew where we were going, we got to meet all the key people in the ward, were
shown the ward layout. The orientation helped us to be more familiar with the ward
environment and helped to make us feel more at ease on our first day.

We had a sense of belongingness. We were embraced straight away as part of the
team. We weren’t considered outsiders. We didn’t have to prove ourselves. From
day one we were involved ‘within our scope of practice’. There was no opportunity
for failure because there were people there to help you all the time. I didn’t feel lost
or lonely or disheartened like I had in other placements.

In my previous placement, students were seen as the ‘booby prize’—not wanted.
Nurses made this so obvious. But in the DEU, students were really wanted.

Nurses were even ‘bagsing’ students—because they wanted a particular student.
It got to the point where some nurses were moaning they didn’t have students. We
were valued as an additional resource.

Another thing that made me feel really part of the team was that I broke my arm
halfway through placement, so I couldn’t come in and do anything, but I was called
in for teaching sessions and tutor sessions so I was still learning. As soon as the
cast came off, I finished the hours in the holiday break. The nurses were so happy
to have me back. They were saying, ‘It’s so good to have a student’.

Vandhana: The ALN and CLN need to be proactive—and they were. They helped
students with their learning. They were both very well informed. They had excellent
knowledge. Also, our ALN treated everyone at the same level—there was no
favouritism, which can happen sometimes. Whatever learning she gave to one she
gave to another. On a personal level, if a student asked for help, that student would
get help. Students were encouraged to ask for help, and even though students were
responsible for their own learning, the CLN did a lot of work for us—she went out
of her way to get other people to run small sessions with us.
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Another good thing about the ALN and CLN being right there was that you could
talk to them if you had any problems.

I had one bad experience in my first week in the DEU. I was with a nurse who
was brilliant at what she was doing but I couldn’t keep up with her. I was not ready
for this. So I told the CLN the problem. The next week I was put with someone else
and it was much better. It was great to have someone there on the spot to talk to
about issues and who listened to what we were telling them.

Anj: The ALN was a valued member of the team. Although she was a tutor, she was
also a RN and she was embraced as part of the clinical team very quickly as soon as
she came into the ward.

The ALN and CLN were in the clinical setting all the time, which meant they
were able to set up learning experiences; because of this we felt that we were
really advantaged, so we often refrained from talking about our experiences to other
students, because we felt that they may feel disadvantaged because they weren’t
getting the same opportunities.

The clinical tutor was there all the time, on the spot, and would take students
aside and help them learn—it was very positive teaching.

Assessments were accurate because the ALN was there all the time and could
see everything.

Vandhana: I think the assessments were harder because the tutors were there all
the time. With other students, assessment was just a process. It was not going on all
the time.

Anj: In a normal placement, assessment happens at the midway point, and then
action plans are created to adjust the students’ learning if necessary. There’s no
need for this in the DEU because adjustments are being done all the time.

Also, there is peer learning.

We were lucky because the CLN recognised the need for peer learning.

There were three different years in the same environment. The peer learning was
invaluable. No one was afraid of feeling dumb. For example, 3rd year students may
help the 1st year students to understand a concept that they might be struggling with.
It was good to have a group because it’s so easy to get lost when you are the only
student rattling around in a big ward, like happens in some placements.

Vandhana: As students, we were so comfortable with each other; if anyone had any
problems, they were happy to ask another student for help, or other students would
offer help. It was like a family. There was no competition between the students to
be higher than each other—everyone was willing to help.

Anj : The ALN recognised the need for students to have space for their own
learning—students would often take over meeting rooms for independent discus-
sion. The ALN made students stand up and be real nurses. She wanted the students
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to know everything about a patient, which led to involuntary teaching moments with
the patients because the students had researched everything about them. We were
in a ward where terminal diagnoses were common, and researching the patients’
condition gave us an awareness of the patients’ situation.

The ALN gave us just the right amount of support. Sometimes we needed
emotional support and the ALN was right there when we needed her.

Vandhana: The support we had meant we were not overwhelmed. We didn’t feel,
‘Oh, what are we doing here?’

Anj: During our placement, we had a nurse who had a needlestick injury who
wouldn’t report it because she was scared she’d get into trouble. We had a group
of three students discussing the ethics of this and decided it had to be reported for
her own well-being. So we did.

We had so much SUPPORT.

The ALN understood what we were learning, what our expected outcomes were.
She had the competence to take us to a teaching moment. She would gather up all
the students and take us, so we didn’t miss the moment. And she worked with the
CLN to give students as many learning experiences as possible.

You were supported and pointed in the right direction. You felt like a real RN.
By the end I was looking after four patients. On an individual level I needed a four-
patient load to keep me stimulated. If I had downtime, I talked to patients and got
too attached. But the CLN and ALN recognised students’ individual levels and we
worked according to that. No one in the ward frowned upon anyone who could only
manage a two-patient load—it was all individual levels. The RNs appreciated the
students taking over patient loads because it freed up some of their time to give
better care to a lesser number of patients.

We had learning objectives; a lot was centred on getting to know patients and
doing assessments. The patients loved it. They got a lot out of the students when
the nurses were rushed. Sometimes all the patients needed was someone to listen to
them. And they would ask for you by name. It made us feel really valued.

Vandhana: When I started nursing I was worried, ‘How will I communicate with
people?’ In my first placement, for two weeks, I was on my own and I found it
difficult to connect with patients. In my second placement, which was in the DEU, I
had no trouble connecting with patients. I had a lot of Maori patients. And all I was
worried about was cultural safety, cultural safety, cultural safety! But I had support
all the time, and I learnt that patients are all basically the same. If you say, ‘Hi, how
are you, etc.’, they are happy and they say that to you too.

I had a patient who was part of a gang and when I talked to him, he seemed like
a nice man. Then he told me about him killing people but I didn’t feel scared. I had
a good nurse-patient engagement with him.

Anj: You feel comfortable in your environment.
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Everyone wins in the DEU. The Charge Nurse was excited because she was
picking students she wanted back as RNs. And the students got great learning.

Story 2: It Changed My Life!

Susan Randles Moscato, then Associate Dean and Professor, School of Nursing,
University of Portland, Oregon, and Jen Little-Reece, DEU student at the
University of Portland, Oregon

Susan and Jen recount an experience they shared at a DEU conference held in
Portland, Oregon, in July 2008.

In the usual clinical, the clinical day consisted primarily of me observing the nurse
do various procedures : : : and [the nurse] didn’t even remember my name!

In the DEU, there was no downtime, no observational time; just practice time.

Susan: This story comes from Jen Little-Reece. Participating as a panel presenter
for the conference, Jen decided that her unique contribution would be to talk about
what it is like to be a student on a DEU and contrast that with her experience on a
unit that was functioning in the traditional clinical education model and assigning
students to a different nurse each day.

Jen began with a description of what she experienced after six weeks in a ‘usual’
clinical.

Jen: Typically, the Charge Nurse took the students around the unit and introduced
me to my nurse for the day. The nurse had already been in report and was checking
lab values at the computer. She told me to follow her, took me into the first patient’s
room, introduced herself, then introduced me as “a student nurse working with me
today” and proceeded to do an assessment. After she was finished, she invited me
to listen to the patient’s lungs whilst she worked with the IV and managed various
pieces of equipment. The clinical day consisted primarily of me observing the nurse
do various procedures, and scrambling, digging and scratching to get the clinical
experiences I wanted! The nurse didn’t know what I was able to do or how safe I
was in doing any particular procedure. She didn’t even remember my name.

Susan: Jen then contrasted her experience in the traditional teaching model with
practice as a student nurse on a DEU.

Jen: I got to the unit for report, after which my Clinical Instructor (CI) asked,
‘What’s your plan for the day?’ I shared my plan and headed out to the computer
to check labs. When I walked into the first patient’s room, I introduced myself as
the person who would be providing care, then introduced my CI as the person who
would provide me with support as needed. I was in charge, did all of the work
that was needed with assistance from my CI and spent my time fully engaged with
delivering care. There was no downtime, no observational time; just practice time.
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Susan: Jen summed up her experiences by saying that having the same nurse for six
weeks allowed her to be ‘completely and utterly supported’ by her CI, who knew
her strengths and knew when to push so that Jen would learn more.

Jen: My education on the DEU allowed for an in-depth evaluation of my abilities
that would be impossible on a traditional unit. The life changing education I received
on the DEU wouldn’t be possible without the close relationship I developed with my
CI. The DEU is clearly perfect in every way! My education on a DEU was crafted
for me, to make me excellent.

Susan: Jen brought tears to the eyes of people in the audience when she said, ‘It
changed my life’.

New Graduate RNs

Story 3: Ready for the Transition: Returning to the DEU as
a New Graduate RN

Thimitra Panteleon, newly graduated Dedicated Education Unit RN, Canberra
University

Thimitra reflects on the advantages of Dedicated Education Units for better
preparing students for their role as professional nurses.

We had already been given a chance to familiarise ourselves with how the ward
works and its rituals.
The DEU prepares you accurately for what to expect once you are on your own.
The transition itself feels as though there is not so much pressure to impress or prove
yourself.

Throughout the DEU final placement, confidence is gained through understand-
ing the ward routine, the staff members who are to become colleagues, the workload,
shift work, the role of RN, your own boundaries and the satisfaction of working as
an RN.

Understanding the ward routine is a big component because within each ward
there is a different environment, and we had already been given a chance to
familiarise ourselves with how the ward works and its rituals.

As students, we work with different RNs and get a feeling of what kind of nurse
we want to be. Having already worked with staff members who are to become
colleagues, you have already worked out who your mentors are. Through this, when
working as a new grad, you are able to focus questions and ideas towards the RNs
whose responses you have confidence in as accurate and professional.

In regard to workload issues, the DEU prepares you accurately for what to
expect once you are on your own. This was also true for preparation for shift work.
Although it was hard to get used to, throughout the DEU experience you are given
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a fair taste of late-early shifts and how to cope and prepare for them. It was all part
of preparation for the transition from student to RN.

The transition from student to the role of RN feels as though there is not so much
pressure to impress or prove yourself. The rest of the team have got to know you
quite well in the prior six months whilst you were learning in the DEU, and they
know your capabilities and areas that need improvement. I really feel like this is a
major advantage over the other new grads who started their new grad placement in
an unfamiliar area.

Knowing your own boundaries is very much attained throughout the DEU, and it
gives you a chance to speak up when feeling out of scope as a new grad. I don’t feel
as though I would have been able to say ‘no’ if I didn’t understand my expectations
from other wards.

Finally, the DEU gave me a sense of comfort in my surroundings, which added
to my level of satisfaction of working as an RN. If I was not so comfortable in my
surroundings, I am sure a plethora of doubt would have made the experience as an
RN not so enjoyable.

I am very grateful for the year in total I spent on 6A. I was prepared and ready to
start my new grad experience, and that was entirely because of the way they made
me feel as a final placement student throughout the DEU.

Story 4: Grounded in the DEU: First Days Back on the Ward as
a New Graduate RN

Amanda Husslebee, newly graduated DEU RN, Canberra University

Amanda talks about how her Dedicated Education Unit preparation for becoming a
graduate RN helped her concentrate on ‘being a nurse’.

I started to fully comprehend the responsibility inherent in the role of a RN.
It really struck me how fortunate I was to have been on the ward before now.
I could explore what this new role meant for me both personally and professionally.

I remember feeling relieved when I found out who my preceptor for my first day
was. I knew from working on the ward as a student that she would be kind to me
and let me work at a pace that was comfortable for me. After a while, I was able
to stop focusing solely on how to get through the shift and more on how to get
through the shift with good time management, doing everything that needed to be
done competently and safely. This was made easier by the fact that I had been on
the ward as a student so I had a basic understanding of the ward routine. It was just
finding my own routine that took some time and refining. It was at this point that I
started to fully comprehend the responsibility that is inherent in the role of an RN.
The fact that I was out practising on my own with no one to watch over me or answer
to was an intimidating and overwhelming realisation. This was when it really struck
me how fortunate I was to have been on the ward before now. It meant that I knew
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far more than I credited myself for: things like where to locate everyday objects
that you need to function throughout a shift, for example, Obs/ECG/BGL machines,
treatment room, code to the locker/handover room, staff toilet, public toilets and
phone numbers; also, how to respond to common ‘problems’ seen on the ward, such
as low BGLs, high BGLs, ‘chest pain’; and when, and who, to call for help. I really
felt that already knowing these little things allowed me to concentrate on ‘being a
nurse’ and what is expected of you in that role (and how that differs from your role
as a student nurse). It also meant that I could explore what this new role meant for
me both personally and professionally.

Liaison Nurses

Story 5: Let’s Trial It: The First DEU

Kylie Finlay and Paul Griffith Flinders, Medical Centre (FMC) DEU, South
Australia

Kylie Finlay and Paul Griffith were members of the original DEU pilot at Flinders
Medical Centre (FMC), South Australia. Kylie graduated from Flinders University
in 1993 and completed the Graduate Nurse Programme at FMC in 1994. She
has worked on the GI Unit (Ward 5E) for 16 years and has been the unit’s
Clinical Service Coordinator since 2005. Paul Griffith, who had been an RN for
approximately 19 years when the first trial DEU began in 1997 in Ward 5E, was the
first DEU Liaison Nurse (LN).

They talk about their experiences from the time of the first DEU in 1997 in Ward
5E to the current DEU in the same ward.

We trialled the DEU and it’s still here.
I think the DEU allows students to feel part of the team, whereas with a block,

the students are sort of just here and gone.
I see them every week over the 16 weeks or six months. So I get to know them : : :

and they get to see their families each week, whereas with a six-week block, that
takes up all their time and all our time.

Having experience with both block and DEU, I prefer the DEU for the knowledge
aspect—understanding WHY, not just rote doing things, not just knowing how.

Some of the nurses on the ward were DEU students when I was the LN : : :

they’re back now and they’ve been working on the ward for years; we’re reaping
the benefits.

I’ve also done the PA role, which was very beneficial.
We have a duty of care to our patients to make sure our nurses are safe.
We can get them to understand the academic side, but getting them to do the

practice is completely different.
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We’ve now got less time to teach. In the old days we had a lot of time for teaching,
especially with staff members who have English as a second language.

I don’t think either block or DEU placements prepare students for shift work.

Kylie and Paul: Peter (Mason) made sure there was a teaching culture in our ward;
we had good RNs who were good nurse teachers, who were enthusiastic about
teaching students coming through, and we went along with what Peter said, so we
trialled the DEU and it’s still here.

Kylie: It’s something Peter was involved with, and so being RNs on his ward, we
trialled it with him.

Paul: Well, because we were the first ward to trial it, one of the issues we had at the
time were students doing morning, afternoon and night shifts, so at times students
were without a liaison person. I was the first Liaison Nurse (LN). Even though we
had people to support students, if there were problems, we’d sort them out the next
morning when I was back in, so to start with, there was not always an LN available
on all shifts. That was in the old days—you just took what you got and got on with
it. Now we have one dedicated nurse who works Monday to Friday for the semester.
And there’s only the morning shift and the late shift.

Kylie: This makes it easier for continuity but it’s harder from a ward perspective
because you’re taking that nurse off night duty, so from a management perspective,
it is more difficult. I think it’s really good to rotate—we have always rotated the
LN role. We originally did it for a year, but we went through a stage where we just
didn’t have anyone really senior enough to take on that role. People had already
done it, so we got to the point where people had got a little bit burnt out. People
didn’t really want to do the LN role again, and there wasn’t really anyone suitable
for it. That was then. Now, we’re back to the stage where we’ve got lots of people
who are trying to develop their Clinical Nurse (CN) staff portfolios, so it’s a very
good situation.

Paul: It would even be good to put junior staff members there because they’d still
have the support of 20–30 other staff who have already done the LN role; but not be
totally new, because it is very stressful to the RN that’s doing it every semester.

Kylie: It’s been really good. Some of the nurses on the ward were DEU students
when I was the LN, so that’s where Julie1 gets all her skills—from me! Yes, so
they’re back now and they’ve been working on the ward for years.

Paul: They’re nurses that I’ve actually taught myself and they’re now the more
senior nurses and they are fantastic nurses. No issues of concern at all.

Kylie: What Paul could have said was actually that ‘I taught you, then you taught
what I taught you to Julie’, but that’s OK.

1Not the name of a specific student; a random name chosen to represent many students not referred
to individually.
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Paul: We are reaping the benefits.

Kylie: Absolutely. I think if they have a good DEU experience, and everyone has put
into the students, then they actually request to come back to the ward during their
graduate year and then they request to become permanent staff members through
their experience. We’ve got a couple like that. And I think coming here to do the
DEU settles students into their graduate year because they’re accountable for a full
patient load whilst they’re doing their placement, and a lot of them come back. It’s
not such a shock, as this is a busy surgical ward. They’ve actually been here and
they’ve spent six months here.

Paul: But then sometimes they do experience that culture shock, because before
when they were students, they had somebody to fall back on: a supervisor. Now
they have to settle in reasonably fast, especially on this ward, and look after personal
patients. They still have to be supervised but not in such a role, and they are a bit
more stressed at times. But then, we are all busy working and it’s mainly checking
things.

Kylie: We’ve all been liaisons, had our turn. I remember I felt burnt out when I did
the DEU LN role because I was also doing the acute med-surge course at the same
time and I think I had a six-month-old baby. So that’s why I was burnt out—not
related to that role. It was all the other factors.

Paul: I didn’t get burnt out. My philosophy is if I can train a good student to become
a good RN, then I’ve done my job. That’s what it’s all about—training good students
to become good registered nurses to look after patients now, and my parents and
myself one day. I’ve also done the Principal Academic (PA) role, which was very
beneficial as well. It was very rewarding because we also got nurses out of the DEU
for that to count towards Graduate Nurse Practitioner (GNP). And also, I think I
pushed a bit more because we have a very high standard on this ward and I thought
I didn’t want to be the PA who failed any nurses. Well, I did fail one. We put in a lot
of work and even though we wrote in specific times, he just didn’t come back, so : : :

I didn’t have any training to be the PA. Basically, Judy Gonda approached me
and said, ‘Paul, I’d like you to do the PA for the next semester, next six months’. No
problems there. ‘This is what we expect, here’s your paper work, you’ve got these
liaison people at the University’. We had a great time doing that as well. My basic
contact was with Judy. There was more nervousness on my part because I didn’t
want any student to fail. I did the PA role in the last semester so the students had to
do their viva or OSCEs. I really drilled them for their OSCEs.

The University contact people changed whilst I was PA, and they had very
different ways of doing things. One was relaxed in her approach but was very tough
and very strict. You knew who was going to fail and if you didn’t know your stuff,
you’d get a bit of a kick and you went out there and pushed the students really hard.
‘You listen to the staff because that’s where you’re going to get all of your hands
on and all your experience’. I got used to working with the first contact person.
Then the new person took over the role. She had a very different style, much more
academic, whereas the first one was more hands-on clinical. After about the first or
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second semester, the new person came round to the way we did things on our ward
and she was fantastic. I think she was a fantastic academic as well. It was a bit of a
culture shock between the two of them. Different personalities, different styles, but
we worked well together after the settling in period.

Kylie: Definitely different styles. One was more hands-on clinical whereas the other
was more theoretical, academic, and now we’ve got another one, and she’s lovely;
she just fits in, does what she has to, communicates : : :

Paul: She will come up and say, ‘Paul, Fred is failing in this area, we need to get
him to work with a certain number of staff members there’, which we try to do; but
that’s the fine line because they’re at the end of the semester here and there’s not a
lot you can cover in time.

Kylie: The communication about students has changed a lot over the past 20 years.
We went from not talking about students : : : like a talking about students behind
closed doors sort of approach where we’d just go through and discuss each student
and their progress, and now we have an approach where we : : : we haven’t done one
for a while, have we Paul?

Paul: No. I feel out of the loop at the moment; there doesn’t seem to be much
communication.

Kylie: I just thought of that. Well how are they finding out what the students are
like?

Paul: After we had the communications in the seminar rooms behind closed doors,
we went to a writing formation, so at the end of the shift, we’d write something about
the student we were working with and give that to the liaison person, who would
then tell the PA. Then we went from that to the students giving us their appraisal
forms at seven o’clock in the morning to plan for the afternoon, and then it was
verbal, and now : : : The only real communication you get from the University is if
you fail a student.

Kylie: Yeah, we must talk to the University contacts and find out how they are getting
accurate feedback.

Paul: Yeah, because the only time I know something is if the University contact
person comes and tells me about particular students who need extra help.

Kylie: You expect students to have different levels of knowledge; 2nd year, I think,
it’s about information, knowledge, gaining hands-on knowledge. Third year’s about
time management and understanding why they’re doing things; they should already
have the knowledge.

Paul: Responsibility.

Kylie: And really getting them prepared to be walking out, as a first day graduate,
knowing that they’ve got four patients and planning for them.
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Paul: I had a 2nd year the other day who was standing by the nurses’ station saying
they had nothing to do. So we took her and gave her some patients to do hands-on
stuff, and she wasn’t hanging round the nurses’ station again : : :

Kylie: Over the years, we’ve had to drop back on the numbers of DEU students
we’ve been getting each semester because we’re busier than ever. Often when the
DEU students aren’t here, we’re being asked to fit in a three-week block placement,
which is often December, which I’m now saying ‘No’ to because we’re just burning
out with the constant demand the health-care system’s putting on all of us. If it’s
not block placements we’re managing refresher RNs, re-entry RNs, overseas nurses
and also TAFE ENs. We’re managing a lot. We’ve dropped from 12 DEU 3rd years
down to 8 DEU 3rd years. Three years ago I had to write to the University because
we were so efficiently run we were being allocated a lot of overseas DEU students
and that was really difficult. We’ve also had to cut back on the number of overseas
nurses as well. It was just their comprehension—about them saying ‘Yes, yes, yes’
to everything but not understanding what we’re saying.

Paul: I suppose in all this, too, this ward has really changed. We don’t get any light
acuity patients any more. It’s all high acuity now.

Kylie: Major abdominal surgery we’re doing now.

Paul: So we’ve now got less time to teach. In the old days, we had a lot of time for
teaching. And especially now with staff members who have English as a second
language, it’s frustrating. You think, ‘We’ve been here already; do we have to
explain it again?’ It’s so time consuming.

Paul: Right now the issue is with the students. They get allocated the patients, which
is not an ideal formula in regard to understanding what wound they’re looking
after—knowing the diagnosis, knowing the medications, knowing the patients, how
to communicate, how to settle into the ward, and then making sure that when the PA
comes around, they’re able to give her adequate feedback and information without
having to spend a lot of time on the computer. We have allocated 30 min time-out
every day to read up, to get up, to speed with everything about their patients, but
that 30 min can extend to an hour if they’re not supervised. But then you’ve got to
appreciate too that they are supernumerary and they are learning.

Kylie: I feel the staff need to have a break from students—just to be able to come on
and look after your own four patients without having to check everything. It’s nice
occasionally not to have a student load.

Paul: Yeah, definitely.

Kylie: I don’t think either block or DEU placements prepare students for shift work.
You know, sometimes they do it, but the late-earlies, and the night duty and the
weekend work, which is what they don’t have as students. You know nursing is a
very shift work-oriented profession, so they don’t actually get the feel for it, what
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it’s really going to be like, going home and having four hours sleep because it takes
you three hours to unwind. They don’t get the real experience.

Paul: Some want to do nights but we’ve said ‘No’.

Kylie: We need a rest too.

Paul: But when you come to December, and you’re finished with the DEU students,
you’ve got quite a few who have had days off, to get their paper work done, their
essays, so they extend a little bit further and a little bit further so we don’t end until
two weeks later. And then we’ll get hit with a block : : :

Kylie: Yeah, which isn’t good. We’re quite burnt out.

Paul: I don’t think the DEU is more time consuming than the block.

Kylie: The issue is having both. No one wants to take on a block and a DEU; no one
wants to put their hand up to do that.

Paul: In the old days, we used to have the Mondays, Tuesdays, Wednesdays, with
Thursdays and Fridays off, but then we lost too many days through public holidays
on the Mondays, so we swapped it over. We found that Monday also was student-
free—we could relax, you got all your work done on time; you didn’t have to
explain. We’re not getting any extra money but what you get in benefits out of it
is that you care for teaching. It’s an issue of timing, too, of when students are in the
ward.

I find the DEU run over the 14–16-week period is the ideal, except at the
beginning because you’re here for two days then you’re away for five, then you’re
back again for two, and all the things you’ve learnt in the first week, you’ve forgotten
by the second week. But then they start to remember by the third week, and they start
to get a foundation base to build on, and then they start to build on top of that, so by
the time they leave between the 14th and 16th weeks, we’ve got a pretty good idea
of whether the student’s going to be a good RN.

With a block, I find because it’s such a concise and restricted period in the six
weeks, you give them so much and I think they find it very hard to accept all of that.
I suppose a lot depends on the nurse then, whether they’re going to be a good nurse
or whether they’re just going to be mediocre. Also, the students are here all the time
so we don’t get a break. It’s nice to get a break. There’s so much to do in such a
short concentrated time.

Kylie: I think nursing’s a lot about common sense. If you haven’t got common sense,
then you’re not going to be a good nurse. I think the DEU allows students to feel
part of the team, whereas with a block the students are sort of just here and gone, and
it’s just a job, which probably led to a bad experience recently where what comes
back from the students doesn’t fit with the amount of work put in. We had a very
good LN, and we put a lot of work into the students, and not even one of them gave
us a card of acknowledgement when they left. Normally some of them do. This is
the cultural thing that comes in where students just expect it’s your job, whereas a
lot of work went into that first six months with some difficult students, and now it’s
sort of as if that’s all it is.
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Paul: That’s not the first time that’s happened. When one of the other LNs did their
six months, to be told by students, they hadn’t taught properly and there was no
support; that was unfair. There’s definitely a difference between a first semester
student and a second semester student.

Kylie: Yes, I just think over time : : : it’s more like they’re doing us a favour more
than we’re doing them a favour. I think it’s generation Y. They work to live, not live
to work like some of us.

Paul: Yeah, they do. There’s not a lot of thanks at the end of the day, except for
occasionally from us guys. I think a lot of it stems from whoever’s the Clinical
Nurse Consultant (CNC) on the ward and what their ward culture is. I think this
ward’s got a great culture; great learning ward, great teaching. Our standards are
very high and that sets us up very well.

Kylie: I think we do set very high standards and we expect that from students on the
ward. If that were me in the bed who was sick or one of my family members, I’d
expect high standards.

Paul: And it’s making sure that you understand the patient’s signs and symptoms,
and knowing what you have to do and when to do it.

Kylie: You have to keep them alive. It’s about being able to identify when patients
are unwell and acting accordingly.

Paul: If you’ve got good teachers, then the students are generally going to follow
suit, except for some overseas students who go, ‘Hey, I’ve seen this before’, but
it’s come from seeing an unqualified person in a different country, and they try the
same thing here where it doesn’t fit with our culture. And when you ask them where
they’re going to go to work, if it’s back to their teaching hospitals over there, they’re
not going to do things the way we teach them. It’s a different culture.

Kylie: Which is difficult again because we put a lot of work into these students.
They come over on visas.

Paul: Absolutely. But I have the greatest admiration for the students who have
English as a second language because they try so hard. They convert language
to language, and then they try to talk to the patients and you’re there to support
them and the patient. They try so hard but you’ve still got some of those old guys
that just hate Germans and Japanese regardless because of the war history, saying,
‘Get out of my country’. There’s their cultural way of learning too: they’ve got the
books, they’ve read the literature, they’ve got some understanding, then you’ve got
to try and teach them the Australian cultural way, at the bedside, hands-on, and then
you’ve got to make them understand at a standard you think is acceptable and safe.
And then you’ve got to make sure the patients are OK with it, and the student has
to know what they’re doing, and at the end of the day, they can put it in context, be
critical of the literature, can write it all up and then be quizzed by the PA and can
say, ‘Yes, this is what I had to do, and this is how I found all the literature about
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it, and this is how I put it into practice in a hands-on context’. We can get them
to understand the academic side, but getting them to do the practice is completely
different.

I think that one thing with learning and teaching and patient care that I’m always
trying to improve on is how I can communicate. Not just me. I listen to the other
staff in the ward and how they communicate with each other, and to the patients,
and then to the students—how they get that information over to the students and
what the student understands and what the patient understands. I listen to how all
these people chit-chat. Sometimes it doesn’t work, so I pull everyone back and say,
‘Maybe I was explaining the situation this way’, which makes it a little bit easier, but
sometimes we don’t have that luxury. And sometimes you get three different people
showing students to do something three different ways; maybe three generations of
people.

Kylie: One of the domains now in the clinical nurse portfolios is to demonstrate
clinical teaching. So it’s good to have that down as a portfolio item. It would be
good for the universities to actually acknowledge a DEU LN. I get them to keep the
dates and it would be good to have a certificate to say they’ve done this. You know,
because the portfolio is such a big thing these days. It would have to go at least
towards your clinical nurse reclassification.

I think you’ve got to be wary when you are a DEU that you don’t focus all your
time on your students and forget about your grads, especially if you’ve got a few
difficult students. That’s happened before, where the grads have been left. Paul’s
our graduate liaison here and it was difficult when he was trying to do both because
it’s too much to concentrate on.

Paul: I have a split focus. In the block, the graduates are just here for six weeks, here
and gone; I might not even see them. If they are a better standard at the end than at
the beginning, then I’m happy. At the end of six weeks they’ve done what they need
to do and so have we. I feel like six weeks is not long enough to get a good GNP,
but they have to be a better standard at the end of it than when they come.

In the DEUs, I see them every week over the 16 weeks or six months. So I get
to know them—different personalities, where they’ve come from, and they get to
see their families each week—whereas with a six-week block, that takes up all their
time and all our time.

Kylie: With the DEU, you’re likely to work with the students, but with the block
placement, if you’ve been on annual leave, you might miss a whole batch of
students.

Paul: With the DEU, if there is a problem or a concern, you’ve got a longer time to
work that out. But with the block, again, because it’s at the end of the year, clearly
the next year they’re supposed to be RNs but it doesn’t give you a lot of time to get
a nurse out.

Kylie: When I completed my block placement as a student, I came out of it with
no knowledge at all; it was just basic nursing care. I honestly believe I had no
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knowledge, and luckily I’m a fairly common sense person and that’s what’s got me
through. And you know you develop knowledge as you go, obviously, but I really
don’t think I took any knowledge away from my block placement. It was like, ‘I’m
here, I know how to do a bed wash and that’. But I think the DEU allows students
to progress to understanding what they’re doing, not just doing it; to understand
nursing.

Paul: The DEU progresses from one to two to three to four bases, whereas with
block, you haven’t got much time to orientate them and get them to the coalface
before they go. In a DEU, you can tell whether students are going to make it or
not. If not, you speak to the PA and put the student on a contract; then, if they fail,
they fail.

Kylie: Our younger LNs really worry; they want everyone to pass, but we have a
duty of care to our patients to make sure our nurses are safe. If students in their
graduate year show signs that they won’t be a good nurse (when they can’t do the
simple common sense things) then it’s our duty to make sure this is addressed. In
the DEUs, 3rd years must be able to practise at a safe level. We will not sign off
on students we feel are not safe. Any problems, we talk with the PA, LN, staff
members and students. We don’t get many problems on this ward. We don’t go
making mountains out of molehills. We’ve got so many senior staff members on
this ward who have done the DEU that we have a very high standard.

Paul: I had one bad experience once where what a student did was potentially
dangerous. I yelled ‘Stop, stop, stop!’ ‘Whoa, what did you just do wrong?’ I
explained what they did right and they knew what they did wrong. They didn’t do
it again. We have a duty of care to our patients to make sure our nurses are safe to
practice; and a duty of care to our students.

With the DEU we don’t have too many horror stories because we can see the
situations before students fail and there’s time to work on issues before they become
problems.

Kylie: Yeah and you know they’re going to make it and if they’re not, you get the PA
involved and you either put them on a performance plan or they just go and never
come back because obviously nursing’s not for them. It doesn’t matter how good a
teacher you are, some people aren’t going to be good nurses.

Paul: A lot of our liaisons, especially our young liaisons, worry and stress. And I say,
‘Guys, why do you stress? You’ve got the best ward, nearly everybody’s done DEU
liaison, there’s so much help there, you’ve got the PA coming across there : : : In
regard to whether you’ve got six or 26 or 36 students, it’s a very simple procedure’.
They want to make sure everybody passes.

Kylie: And we’ve got a duty of care too in our profession to make sure that nurses
that are unsafe don’t get through because we’ve also been on the rebound of having
some very average graduates, that we’ve had to : : : one I think we had to go to the
Nurses Board for, one we had to go to senior management for because they’ve just



162 M. Bowden et al.

not got it when they’ve graduated and you think, ‘How did this person get through?’
And I think we really need to be honest to our profession.

Paul: Yes, and how are they going to affect our standard? We do have a high standard
here.

Kylie: Yes, but the ones I’m talking about here were simple, common sense things
that you just think, ‘How did they get here?’ And you know, after that 3rd year
student placement, you do pick up problems. You don’t let them go until they’re
registered and then say, ‘Oh, hang on : : : ’.

Paul: You can’t teach common sense. But it’s getting harder and harder to fail
people. We’re watching the safety aspects, with our patients especially, and they
thank you at the end of the day. We don’t get many issues on this ward and I think
that’s because we can follow through from first year. I’m not saying it’s the be all
and end all, but it works pretty well.

Kylie: Having experience with both block and DEU, I prefer the DEU for the knowl-
edge aspect—understanding WHY, not just rote doing things; not just knowing how.

Story 6: A DEU in ‘Invisible Nursing’: From Hesitation
to Strong Partnerships

Marina Boogaerts, Adjunct Professional Associate Community Health with the
School of Health Sciences at the University of Canberra, Australia

Marina is a DEU Liaison Nurse (DLN) in Australian Capital Territory (ACT)
Health Community Health DEU. She is also a Clinical Nurse Consultant (CNC)
at ACT Health Community Health Continuing Care Program. She reflects on
the development of partnerships, relationships and student and staff learning in
Dedicated Education Unit learning environments.

There was a sense of working together.
Seeing students turn the initial ‘chat’ into ‘assessment’ was very satisfying.

I have worked as the DEU Liaison Nurse (DLN) and been involved in the
Community Health DEU since the model was introduced in the Australian Capital
Territory (ACT). Whilst initially the model met with some hesitation from certain
areas of community health, it evolved into a strong and valued partnership.

Students in the Community Health DEU participated in community-based nurs-
ing services such as maternal and child health clinics, school immunisations, alcohol
and drug services, prison nursing and generalist community nursing. The students
had the unique opportunity to experience nursing in a nursing-led environment,
which was underpinned by a philosophy of primary health care, harm minimisation
and wellness. Nursing in these areas is often ‘invisible’. At the start of their
placement, students often had difficulty defining the nursing work. They would use
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phrases such as ‘the nurse was having a chat with the client’. It would not be until
a few weeks into their placement that the layers of the nursing work would become
clear. Giving students the time to take their experience away, reflect and discuss
with peers and academics, and then come back week after week, developed the
richness of nursing in the community. Seeing students turn the initial ‘chat’ into
‘assessment’, ‘using the right questions to get the information needed’ and ‘looking
for opportunities to empower the client’ was very satisfying in my role as DLN.
This was only possible because good relationships existed between the Principal
Academic (PA), the students and the clinicians.

A DEU Reference Group with senior representatives from the clinical areas,
students, the PA and the DLN met regularly to discuss goals and experiences. There
was a sense of working together. This was particularly useful in the community
setting because clinicians and students were spread out across the territory. It also
gave the group an opportunity to articulate the positive effects the model had on
staff. Attendance at the meetings was high and a number of collaborative projects
resulted from this group.

Clinical Nurse Consultants

Story 7: Win, Win, Win

Peter Mason, ‘the clinician who is passionate about the DEU’

Peter is currently Safety, Quality and Risk Management Coordinator, Division of
Surgery, The Queen Elizabeth Hospital, Adelaide, South Australia. He reflects on
his time as the Clinical Nurse Consultant (CNC) in the first DEU at Flinders Medical
Centre, South Australia.

The theoretical model is only as good as the people implementing it—it’s all
about the people.

It was having people who were passionate about the DEU way of providing
clinical education that made it work.

I don’t think I’ll be able to teach anyone else because I don’t know anything.
It was the best! She just knows such a lot.
It was a win, win, win situation: a win for the academics, a win for the students

and a win for the clinical staff.

I was the Clinical Nurse Consultant (CNC) in a very busy gastrointestinal
surgical and medical ward (5E) at Flinders Medical Centre when Kay Edgecombe
and Judy Gonda from the Flinders University School of Nursing approached me to
ask if our ward would be part of a pilot for the Dedicated Education Unit (DEU)
model of clinical practice teaching and learning. I have always been passionate
about finding better ways of doing things, so I felt privileged to be asked to be
part of a new way of developing students as nurses. I was excited by the DEU and,
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as CNC, was proactive in getting it approved by the organisation. Having trained in
the hospital system, I felt that the DEU could combine the best of that system with
others—it could provide a longer time for students to model themselves on staff and
learn how a health-care team functions.

Previously we had had the traditional block placements, which were not ideal.
All the staff in our ward shared a good focus on student education and were vocal
about what was working and what wasn’t. The general consensus was that block
placements did not give students the experience of staying on a ward for any length
of time and they did not experience how a health team really functions. Nor did they
feel part of that team. Staff felt they did not have adequate input into the students
and there was no sense of continuity in watching the students develop. We wanted
students to see the broader picture over time rather than a snapshot of what makes
health care effective.

I got all the staff together and we talked as a group about the possibility of
running a DEU. We saw that the DEU could give the ward clinicians greater input
into role modelling for coaching the students. Some staff had reservations. They
were afraid the DEU would make their life harder. They feared the sheer volume
of people that would be on the ward. Like everyone, they asked, ‘What’s in it for
me?’ I think initially there were a lot of non-believers. But all staff were given the
opportunity to input into the pilot.

We decided to go ahead. I talked to management and explained the DEU
philosophy and how this new way of doing things could work in the gastrointestinal
surgical ward. They said ‘OK’.

All the staff recognised that when the students first came into the ward, there
would be a lot of extra work and a lot of extra people. Initially, the staff felt
overwhelmed. The nurses had an increased workload and the nurses’ station was
like a train station! But we knew if we put in the effort to start with, we would reap
the rewards later; and we did. We really wanted the students to develop a sense of
working as a team. When I orientated the students, I said, ‘We want you to be part
of our team’. Some looked a bit confused. I don’t think they’d had this invitation
before. I really think it was important for them to feel a sense of belonging. But
they also needed to understand what this meant. So we spelled this out to them. For
example, one of the things that annoyed the clinicians was students sitting at the
nurses’ station and not answering the phone ringing or not doing anything about a
patient’s bell ringing. Students seemed to think they weren’t allowed to take any
action because they didn’t know everything. We explained to them that they didn’t
need to know everything but they could help by answering the phone and saying,
‘I’ll just go and get someone to talk to you’, or attending to the patient bell. By
working as a team, we successfully changed both the nurses’ and students’ attitudes;
both came to realise that students could help. Similarly, we overcame the problem
of an overcrowded nurses’ station by asking students to go to another room to read
case notes.

Previously, the academic facilitator would breeze in and breeze out, saying, ‘I’m
just going to see the students. Where are they?’ With the DEU, there was a much
more focused approach where we utilised an experienced clinician from the ward—
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a Liaison Nurse (LN) who acted as a clinical learning facilitator/coach/mother hen
‘go to person’ for students, academics and myself as CNC. The LN was always
available. This role was integral to the success of the DEU process.

A lot of the staff struggled to come to terms with the idea of peer teaching and
learning. As we moved through the DEU process, peer teaching and support, in
which 3rd years teamed up with 2nd years, and 2nd years teamed up with 1st years,
created unease. Most staff held the belief that the more senior you were, the better
teacher you were. However, after thinking about this and seeing the students in
action, we realised that we had been expecting graduate nurses to teach and support
students, but the graduate nurses had no previous experience of doing this. We came
to see the benefits of helping the students develop these skills from the beginning.

I’ll always remember one 2nd year student who had minimal clinical experience.
This student worried a lot and was totally overwhelmed by the complexities of the
ward and the thought of teaching other students. She came to me and said, ‘I don’t
think I’ll be able to teach anyone else because I don’t know anything’. This student
was paired with a 1st year student who gave a completely different picture of the 2nd
year student’s abilities when I asked about their peer learning experience. The1st
year student said, ‘It was the best! She just knows such a lot’.

Students gained a greater understanding of what was required to be a nurse,
which enabled us to step back later and let the students practice. We constantly
discussed the issue of how much leeway to give the students. But if you look over
their shoulder all the time, they don’t develop. You can’t expect them to make the
quantum leap from 3rd year nursing student to graduate nurse if they haven’t had the
chance to act autonomously or semi-autonomously. Our aim was to get the students
working at graduate nurse level before they left the DEU; they would do medications
and handle a full patient caseload. For example, students were asked to come and
check medications with the RN at an appropriate time. If they missed that time,
they’d be given a prompt. Having the students manage a full patient caseload freed
up nurses’ time to do other things. We turned the tables a bit. For example, nurses
always wanted to go to theatre but there had never been time for them to leave the
ward. Students, when they first came to the ward also wanted to go and see surgery.
So, we would send them once, and then, when they had progressed to taking a full
patient caseload on the ward, we could send the nurses. The nurses felt this was an
enormous benefit and a reward for all the hard work they had put into the students
initially.

I developed a very strong relationship with Judy Gonda and Kay Edgecombe
from the Flinders University School of Nursing through the DEU. They used to
roll me out as ‘the clinician who is passionate about the DEU’. There was barely a
month when they didn’t bring someone visiting from overseas to talk with the staff,
which really made the staff feel important. The relationships between the clinical
and academic staff are so important. The theoretical model is only as good as the
people implementing it. It was having people who were passionate about the DEU
way of providing clinical education that made it work. When we implemented the
DEU, we had a larger number of students on the ward than other wards because we
were willing to take them—up to 18 students a day over two shifts. Working out
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ways of managing these extra people in an already hectic and crowded environment
required flexibility and constant problem solving. But having a dedicated team of
people helped. If there were any problems, we sat down and talked about them. It
was not just left to me as CNC to come up with a solution. Staff came up with ideas
and we worked out what would work best.

Staff and students were given the opportunity to provide feedback about the pilot
DEU as they progressed through it, which heightened the sense of teamwork and
belonging. The LN was a critical person in this process. Staff and students felt
comfortable going to the LN if they had any issues, because this person was part
of the ward and part of the team.

The most important experience for me was the ability to combine the best of
what the clinicians could offer with a strong academic process. Exposure to these
two together made the students’ experience much stronger. We had a passionate
DEU PA and the majority of the nurses were passionate about it too because they
were asked for their input. The DEU helped me develop a clearer understanding of
the students and gave me the opportunity to identify future staff; students who could
come back and work with me once they were qualified. The number of students who
benefited is obvious by the number I employed back on the ward. It was rare for us
to have outstanding vacancies because DEU students, once they graduated, were
keen to fill these. I think the DEU provided them with a unique experience in which
they recognised staff were committed to educating them.

I think the DEU contributed to improved outcomes for the students. I definitely
think it is a superior model to the block placements. But I have had conversations
with people elsewhere who don’t like the DEU. It comes back to the people and the
context. It was right for me and it was right for our ward. Feedback from the staff
and students also indicated it was right for them. The staff were very proud of being
the pilot DEU. They saw it, and so did I, as a win, win, win situation; a win for the
academics, a win for the students and a win for the clinical staff.

Story 8: Tears and Fears, Joy and Pride: We Miss the Students
When They’re Gone!

Tracey Duggan, Clinical Nurse Consultant (CNC) of an Acute Medical Ward
Dedicated Education Unit (DEU), working in collaboration with the University
of Canberra

Tracey recounts the value of having students in the clinical setting over an extended
period of time.

So many students on the ward at once can be challenging.
Students become part of our nursing radar.
We know their strengths and what supports they need: they are not another

‘unknown’.
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We see students as part of our workplace. We miss them when they’re gone!
Not only do we enjoy meeting them, sharing our passion for nursing with them
and watching them grow and learn; we also rely on their help with our work, as
well as how they keep us on our toes! I firmly believe in the shared learning that
takes place within a DEU. However, having so many students on the ward at once
can be challenging, particularly space-wise. But by having them with us every day,
we are always aware of them and their progress; they become part of our nursing
radar, so it is easy to communicate with the University representatives about how
they are going. We are sad to say goodbye to the students when they have been
with us for six months; it’s a bit like children leaving home. You’ve shared tears
and fears, and joys and pride with them; you learn so much together. Some of our
students come back as new graduates and that is great, especially when you have
put in the hard work to support them. It also works well because we know their
strengths and what supports they need: they are not another ‘unknown’. And they
are more confident coming back to us. They have less stress because they know the
skills mixes, the personalities, the patient types, the medications, common clinical
pictures, the doctors, social workers, etc. The DEU offers great satisfaction for my
work—to see students transition, both personally and professionally, into nurses.

Academic Liaison Nurse

Story 9: The Clinical Reinvention of Batman and Robin

Elaine Horn, Academic Liaison Nurse (ALN), Manukau Institute of Technol-
ogy, New Zealand

Elaine reflects on how her trepidation at taking on the ALN role turned into a
fulfilling experience.

Life [in a DEU] becomes so much easier.
I have come to love the sense of belonging.
I have learned from the CLN and ward staff, and they have learned from me.
Through my feelings of belonging and comfort in this ward, I am better able to

work as a team member to enable student learning.

My life as a nursing lecturer used to be lonely, with no real sense of being either
a member of the nursing team or one of the students. For the last eighteen months,
it has been very different.

I began working as an Academic Liaison Nurse (ALN) on a busy medical ward
in a large public hospital in Auckland, New Zealand. There were 12 students from
each year of the three-year Bachelor of Nursing programme—more students in one
ward than I had ever had to cover. How was I ever going to cope with assessing
their competency, facilitating their learning and ensuring that they see nursing as
the amazing profession it is?
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Part of this ‘experiment’ is the role of the Clinical Liaison Nurse (CLN). She
turned out to be Robin to my Batman. How? Well, the CLN and I work together
to ensure that the students’ learning needs are being met, that they feel supported
and that they are progressing. We regularly discuss students’ performance with each
other, with the Charge Nurse Manager (CNM) and the registered nurses who have
the students working with them. Life becomes so much easier. No wandering around
looking for nurses with little time or inclination to discuss students with you. I spend
my entire day and working week on this ward. I now know all the nurses by name
and level of experience, the other members of the interdisciplinary care team and
the medical team. This NEVER used to happen when I visited the five or six wards
I had students scattered around in previously.

Initially, I thought I would hate being in one ward because I used to enjoy the
flexibility and mobility that comes with covering several wards. I have come to love
the sense of belonging and I am certain that through this I have become better able
to assess student performance and facilitate valuable learning experiences. I have
learned from the CLN and ward staff, and they have learned from me. That has to
be a win-win situation. My nursing and clinical assessment skills have been utilised
in the ward, which helps to build my credibility as an experienced Registered Nurse
(RN) and educator. Through my feelings of belonging and comfort in this ward, I am
better able to work as a team member to enable student learning. A student once
described that she ‘felt like one of the family’ in this placement—so do I.

Principal Academics

Story 10: We Are All Learning from Each Other

Judy Gonda, Principal Academic (PA) for the first Dedicated Education Unit
(DEU) developed by Flinders University, South Australia

Judy is currently an Undergraduate Course Coordinator, International Advisor and
Senior Lecturer, School of Nursing and Midwifery, Australian Catholic University,
Queensland. She reflects on her PA role in the early days of DEUs.

After only the first semester in the DEU I started to feel like part of the team—I
always knew what was happening at the coalface.

We didn’t always see eye-to-eye.
A small community where everyone (students, clinicians and academics) is

continually learning from each other.

I was the Principal Academic (PA) for the first DEU developed by Flinders
University in collaboration with Flinders Medical Centre in Adelaide, South
Australia. I was there for seven years and two things stand out for me from my
time there. The first is the relationship I developed with the Nurse Unit Manager,
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Peter Mason, and his nursing team. The second is the cultural change that occurred
over that time. These were quite different from any of my previous experiences.

I have been actively involved in clinical education for 15 of the 21 years I have
been involved in nursing education. During those years, I was involved with the 1:8
clinical teacher to student model, the cluster approach and finally the DEU model.
In the 1:8 and cluster models, I always felt like a visitor in the wards, and one who
was mostly endured resentfully.

After only the first semester in the DEU, I started to feel like part of the team. I
was welcomed when I arrived on the ward, invited to morning tea and lunch with
the ward staff and included in all the usual ward gossip. Consequently, I always
knew what was happening at the coalface—the issues surrounding staffing levels,
skill mix, changing practices and how all these were impacting on the nurses in the
unit. In short, I felt like I belonged and that I was accepted as a nurse rather than
being viewed suspiciously as an academic. The students observed this on a regular
basis and I believe it gave them a positive perspective of the relationship that can
exist between academics and clinicians.

Peter and I had a similar philosophy about what was important for competent
and caring nursing practice, which made it easy to work together right from the
start. In addition, we were both absolutely committed to making this DEU into the
best learning environment we could. This had a positive trickle-down effect on the
rest of the team.

However, Peter and I didn’t always see eye-to-eye. The thing is, we always
seemed to be able to come to some consensus about issues where we diverged. I
believe this was because we had a relationship based on mutual valuing and respect.
I valued him for his knowledge about current nursing practice, and managing a
complex team of nurses and patients as well as the hospital organisation; and he
valued me for my educational knowledge and my understanding of the curriculum
and the University organisation.

A particular issue that comes to mind was how we decided to set up the Liaison
Nurse (LN) position in our unit. I wanted the person to be in the position for at
least two consecutive semesters so that there would be some consistency and the
incumbent would have time to develop into the role. I was viewing it primarily from
the individual’s perspective and how that person would liaise with me as the PA.
Peter wanted a different individual in the position every semester because he saw it
as an opportunity to prepare his staff members for leadership roles and a privilege
to be offered as a reward for those who demonstrated potential. He also felt that if
a number of the staff had been in the position, they could support each other in the
role.

We decided to go with his idea initially, with some doubt on my part, and see how
it worked. If it didn’t work, we’d go with my idea. It turned out that his knowledge of
what motivated his staff was correct. We changed the LN every semester. In no time
at all there was a critical mass of nurses in the team who could support whoever was
in that position. In addition, we never had a problem filling the position. It seemed
to be viewed as something to aim for by aspiring Registered Nurses (RN).
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Over the seven years I was on the unit, I saw many changes in the ward culture
as a result of having the DEU, but one aspect was particularly rewarding. Right
from the beginning, we had staff meetings every two weeks to talk about any
problems arising from the implementation of the DEU and to discuss individual
student progress. Any nursing staff member who could take time away from patient
care was encouraged to come and we always had a good turn up.

Initially, I would find these meetings a little disheartening because the comments
about students were often very subjective and judgemental—’she’s fantastic’ or
‘he’s hopeless’ were common statements—but they were often said with no
objective substance. I would try and ask them for some evidence of why they were
making these statements to try to determine whether the judgements were based on
personality clashes or whether they related to actual competence.

I started to introduce the ANCI Competencies as a way of giving the staff
a framework for evaluating the students objectively. They were familiar with
these competencies for student assessment but, like most clinicians, saw them as
a tool applied by universities rather than hospitals, and therefore they had not
systematically applied them with any conviction of their usefulness.

Over time, I saw that it was not me who was asking, ‘Which competencies do
you think this student has a deficit in?’ It was the nurses on the unit. In addition,
it gave them some scaffolding to help students who needed it, for example, they’d
say, ‘If they have a deficit here, we can do this, this and this to help them overcome
it’. Essentially, over time this changed the focus of the meetings and the unit culture
to one of nurturing the students rather than passing or failing them. Consequently,
we had many students placed on Clinical Learning Contracts on the unit, but most
students passed because the staff used the contracts to help the students learn and
improve rather than to fail them.

This has to have been one of the most pleasurable experiences I have had
in clinical education, and to me it epitomises what the DEU concept is all
about; a small community where everyone (students, clinicians and academics) is
continually learning from each other.

Story 11: From Bad to Brilliant

Ann Harrington, Clinical Researcher, School of Nursing and Midwifery,
Flinders University, South Australia
Ann talks about her experiences in setting up one DEU and taking on the PA role in
another.

I had the time to really get to know this student.
The situation went from bad to brilliant!
In the DEU, I learnt from the clinical staff and they learnt from me.
It was all about trusting and letting go.
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I have always been passionate about clinical practice and was involved in
Dedicated Education Units (DEUs) for six years. The DEU has more going for
it than any other model. I have been involved in block clinical teaching, hospital
teaching and cluster clinical teaching as well as DEUs, but for me, the DEU provides
the most supportive environment for the students, as well as academic and clinical
staff in developing future nurses. In my opinion, it is far superior. Students become
totally involved; they are nurtured and become part of the team. Even if students
come with a negative attitude, the DEU provides the time and space for the Principal
Academic (PA), Liaison Nurse (LN) and other clinical staff to work with them in
a controlled, supportive environment that can turn negative attitudes into positive
progress. Students get to know other students and the staff and can translate a lot of
what makes them nurses into the clinical setting. The DEU makes the links between
University work and clinical practice; this is why the PA is so important. The PA
provides the students with the guidance to achieve this link.

I set up my first DEU in the operating room at a community hospital in Adelaide.
My role was to liaise with the DEU Coordinator and the perioperative staff in
day-only wards, general surgical wards, the recovery room and general theatres.
The hospital staff and I wrote perioperative standards for students, aligned with
the ANMC Competencies (ANMC n.d.), so students knew what they had to do. It
gave them a template of objectives for their period of placement. This provided
an evaluation tool for students and staff. The evaluations came back incredibly
positive.

Whilst still involved with this DEU, I took on the role of PA in a DEU in
a palliative care setting. Palliative care is unlike the ‘biomedical model’ in its
approach to care because the person/people in the patient’s family situation is the
centre of care. Consequently, the care that students give often taps into their own
humanity. I did two days per week in each location. After several years I handed
over the operating room DEU to someone else and continued two days per week in
palliative care (I did the ‘front’ and ‘back’ of the DEU).

My experience in the perioperative DEU and the palliative care DEU has
reinforced the unique care philosophies of these two very different areas of nursing.
The perioperative care ‘follow-through’ philosophy involves following the patient
through from the pre- to the in- to the post-operative stages. Students in the
perioperative DEU would introduce themselves to the patients before they went for
their operation and would reassure the patients they would be there with them all
the way through. The patients loved it.

The same follow-through process would happen in the palliative care DEU when
patients had to go to theatre to have a PEG feed inserted. But within a hospice there
is the added relationship building of patients returning home and then returning to
the hospice, so students got to know them really well. And dealing with death had a
major impact on some students. It unlocked unresolved grief from earlier personal
experiences. I worked with these students, as did all the staff, to help them work
through their feelings. If needed, I arranged counselling for them. This really helped
them in their clinical practice. It was the kind of attention that’s not possible in a
block placement.
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I had one student who felt the whole world was against them. They were very
negative and had a history of making it difficult for anyone to work with them.
When this student came to the DEU, I thought, ‘Oh no. Here’s the potential for a
very bad situation’. I wasn’t mistaken. In the first few weeks, they complained that
the DEU wasn’t taking their special learning needs on board, they couldn’t learn
anything in palliative care, it was a waste of their time, they should be doing proper
nursing : : :

The good thing about the DEU is that because the person from the University
is there every week, they can address this kind of problem before it gets too big.
I organised a meeting between myself, the LN and the student to talk about the
philosophy of palliative care and the student’s issues. I made sure I was on the
unit at handover time so I could talk to this student, who needed a lot of attention.
I had the time to let them vent, as I knew they needed to do this. The benefit of
the DEU was that I had the time to really get to know this student and work with
them to overcome some of the issues that had impacted on their progress. There
was also time to build solid relationships with the staff and get them on board in
helping the student. At the end of the DEU, this student, who had initially decried
clinical in palliative care as ‘useless’, came to me and told me how much they ‘loved
palliative care!’

So, this situation went from bad to brilliant. The student even came back to do
Honours. They had been able to tap into things they were good at and had responded
positively, over time, to the nurturing setting of the DEU because I, and the staff,
had taken the time to work with them.

The therapeutic setting of the palliative care DEU and the time provided to work
with the students every week helped me develop the students personally as human
beings and professionally as nurses. It was important that students were working
with good mentors, and that they were on the DEU long enough to develop as
part of a team, and to make connections with patients and staff over a long time.
Students had to write objectives every day based around the ANMC Competencies
(ANMC n.d.) to prepare them for aligning themselves with the Competencies
and professional registration. This approach was not always popular. One student
said it was ‘a trial’ but I said, ‘It is your foundation for practice’, so the student
did it.

I couldn’t be there all the time so I had to trust others to provide a University
education in clinical. I liaised with the staff regularly to make sure they were aware
of the Competencies and that clinical practice is about competence, not tasks. The
students were not just to be allocated tasks and shown how to do things. As well as
showing students how to put a catheter in, for example, clinical staff were to explain
why the patient needed a catheter, what else was going on for the patient in terms
of things such as how they would cope psychologically with the catheter and what’s
going to happen if they go home with the catheter in.

In the DEU, I learnt from the clinical staff and they learnt from me. In the
palliative care DEU, we’d have in-service seminars. The staff were wonderful. The
RN would listen to me about professional issues and I’d listen to her re clinical
practice. I learnt to trust the clinical staff. It was all about trusting and letting go.
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Addendum

I am now reaping the rewards of the long-standing, respectful relationships I
developed in the palliative care DEU in terms of current research in palliative
care and oncology. I am publishing with a clinical nurse with whom I worked in
this DEU. We continue to skill-share in linking grants and collaborative research
projects between the palliative care organisation and the Flinders University School
of Nursing and Midwifery. I currently have one collaborative project running there
and have had two others over the years. I am working with the staff to produce more
as I see no benefit of research if this doesn’t translate into practice. My attitude as a
clinical researcher is: ‘Nothing should stop the development of research’.

If I were asked to go back to do DEUs now, I couldn’t as the pressure of research
is too great. The reality is I am now a nurse researcher and although I have contact
with clinical staff, I no longer have involvement with the students.

Story 12: ‘Walking the Talk’: Reflections on the Principal
Academic Role in a Dedicated Education Unit

Kasia Bail, nursing lecturer, University of Canberra

Kasia reflects on the PA role in one of the Canberra DEUs, highlighting how this
role helped her develop as a clinical lecturer.

Being a Principal Academic made my new role as a lecturer make sense.
It was always opportunistic, discussing issues that were right in front of us.
I found it so fascinating that I was constantly drawn to discuss things I noticed

with other academics.
The DEU enables moderation.

As a newly employed academic, I struggled with the role of ‘lecturer’. I enjoyed
teaching nursing students, I enjoyed sharing my enthusiasm and delving into
topics, I enjoyed learning about constructive alignment in designing curriculum and
assessments. But, I struggled with the ‘sage on the stage’ environmental structure,
and I found it difficult to bring my detailed memories of patients and their stories
into the unfamiliar lecture halls and tutorial rooms. I often felt like I was fighting
with students to help them understand the brevity of their role in making patients
safe, to help them see the relevance of assignments and homework to patients’
lives.

However, being a Principal Academic (PA) made my new role make sense. On a
weekly basis, I was embedded once again in the messy clinical environment; I could
work side-by-side with the students and walk them through what they were working
within—either unpacking what they noticed about clinical practice (exploring their
questions) or helping them to notice different aspects of practice (getting them to ask
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questions). Sometimes this was with one student, sometimes a group of students of
different levels, sometimes it was with clinicians or both students and clinicians.
Sometimes it was about disease management, sometimes hospital management,
sometimes patient trajectories or multidisciplinary communication. It was always
opportunistic, discussing issues that were right in front of us. And then I found
these weekly engagements could feed back into my classroom teaching in the
form of both storytelling (helping students learn from other students’ experiences)
and curriculum design. Working with students and staff in the field made it
apparent to me what our curriculum lacked, where it was strong and which student
patterns of study created different outcomes. I found it so fascinating that I was
constantly drawn to discuss things I noticed with other academics, thus creating a
community of practice within our hallway. The DEU enables authentic constructive
alignment both at a unit level (for each subject the students studied, which included
clinical assessment) and across the degree (as the assessment included the ANMC
Competencies (ANMC n.d.) so the students could see how they were progressing
towards registration).

The DEU enables moderation; students are assessed with input from the PA as
well as the clinical team. Additionally, the hallway discussions offered another
opportunity for moderation. The DEU enables formative assessment. The PA
involvement in designing structure and expectations means there is support for
formal and informal feedback, one of the biggest areas of complaint in student
clinical experiences. The DEU enabled me to actively participate in collaboration
with clinical areas; not just rhetoric, but active, weekly engagement. It allowed me
to offer my expertise in research or higher education for the clinicians, separate from
supporting them to support the students. The DEU fosters a shared approach—that
nursing students are our future and our shared responsibility.

The weekly face-to-face contact and collaborative work towards integrating
theory and practice makes me feel I am ‘walking the talk’; that my role in the DEU
gives authenticity and relevance to my role as a nursing academic.

Clinical Coordinator

Story 13: Putting the ‘Action’ into Action Research:
The Counties Manukau District Health Board (CMDHB)
and Manukau Institute of Technology (MIT) ‘Action Group’

At the time of writing, Sheona Watson was a Lecturer/Clinical Coordinator,
Nursing and Health Studies, Manukau Institute of Technology, New Zealand

Sheona recounts her experience as a key player in evaluating the establishment of
two inpatient DEUs that were partnerships between the Counties Manukau District
Health Board (CMDHB) and Manukau Institute of Technology (MIT).
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There was a real sense of partnership and collaboration between members.

We didn’t win a prize but were very pleased with our efforts.

The Counties Manukau District Health Board (CMDHB) and Manukau Institute
of Technology (MIT) ‘Action Group’ was set up in 2009. The name was chosen as it
seemed to fit nicely with the year-long action research project that was being used to
evaluate the establishment of our two Inpatient Dedicated Education Units (DEUs).
The members of this group—the Charge Nurse Managers (CNM), the Academic
and Clinical Liaison Nurses (ALN and CLN), along with the Undergraduate Coor-
dinator from CMDHB and the Clinical Coordinator MIT—were key players in the
project because the DEU, by nature, requires close cooperation and communication
between the educational and clinical providers. We thought ‘The Action Group’ was
a very appropriate name as we felt that we would be generating much of the data
that would be evaluated.

We held weekly one-hour meetings. The purpose of our meetings was to:

• Co-ordinate day-to-day operational issues within the DEU areas
• Monitor student/staff satisfaction
• Facilitate staff communication regarding the processes in place
• Provide feedback and support
• Participate in action research

The first meeting allowed the group to get to know each other and start planning
for the clinical orientation day, which is such a key aspect of the DEU. There
was much work to be done throughout the semester and the group members were
totally committed right from the start. There was a real sense of partnership and
collaboration between members, and individuals were happy to contribute, knowing
that all ideas and suggestions were considered equally.

The collegial nature of the meetings allowed for debate and discussion of many
issues, both clinical and academic, that are impacting on nursing practice within
the DEUs. This was hugely worthwhile but often meant that some items needed to
be followed up by email as we hadn’t quite got around to them in our discussions.
The learning we all took away from these meetings was very beneficial to us in
our individual roles. The interaction also allowed for frank discussion of student
progress and local processes or factors that may impede student learning. The
varying viewpoints allowed us to come up with innovative solutions.

We also managed to find time to socialise together, partly to celebrate our
successes but also to continue to grow as a group. Just as students were telling
us they felt a real part of the nursing team with a keen sense of belonging, the same
was true for the members of the Action Group. We were keen to spread the word
about the project and the DEU concept, and prepared a poster submission for the
local Health Board ‘Sciencefest’. This called for a few extra meetings but the group
was determined to showcase our work. With the pooling of our individual talents,
the poster was designed and submitted, meaning another evening out as a group at
the event. We didn’t win a prize but were very pleased with our efforts.
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The ALN and CLN from the community DEU were able to start attending the
Action Group meetings. The group has already proved to be a useful forum for all to
discuss issues from practice and now will have the benefit of a slightly different take
on possible solutions to issues raised. The geographical distances that the ALN and
CLN have to travel must have implications for them getting together, but we hoped
the action meetings would give them another opportunity to catch up to discuss any
student/practice issues.

As ever, meetings started with much discussion re current issues in practice and
day-to-day concerns of the hospital/community. It is often like this. We worry that
we will not get all details attended to, but this open discussion and collaboration is
what the DEU concept is all about and a natural progression of the workings of this
group.

Another unique feature of the DEU was the opportunity for peer learning and
support. This was a hugely satisfying aspect of the project and the topic of much
discussion at the Action Group meetings. With students of different levels in clinical
at the same time, peer learning was optimised. Every student had an interest in each
other’s learning and the DEU philosophy allowed them to check on each other’s
progress.

The positive support from the CNMs during the pilot has had a huge impact on
the project’s success. Their individual contribution to the group has been invaluable.
Each has embraced the ideas, found ways to work around any issues that have arisen
and interacted as excellent role models with the students. The growth in the CLNs
has also been an exciting factor in the project. The role is definitely a step up for
senior RNs on the floor but with the support of the ALNs and our regular meetings,
they have made exciting progress, moving from individuals who were unsure how
to move ahead to confident clinical leaders.

Our regular meetings have been influential in the success of the pilot and we
would strongly urge anyone establishing a DEU to consider a similar set-up to
oversee the project. It was pleasing to know that they wanted the Action Group to
continue at the end of the pilot without a name change! The team members felt they
were indeed the ones providing the action and that it was an appropriate name to use
going forward. As much as it is the role not the person, the gelling of personalities
has certainly made this action group a very worthwhile aspect of our DEU model.

How is the DEU experience different from that in other clinical learning
placements? Here, students, lecturers and clinical staff share their experiences of
working, teaching and learning in different DEU environments.

We now (2013) have 12 DEUs and are assisting Waikato DHB and Wintec in
their pilot DEU project so we are all keeping busy.
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Executive

Story 14: Out of the Silos into Inter-organisational
Partnerships: Leadership, Vision and Collaboration

Cathy Andrew, Head of the School of Nursing at Christchurch Polytechnic
Institute of Technology (CPIT) and Mary Gordon, Executive Director of
Nursing at Canterbury District Health Board (CDHB)

Cathy and Mary talk about their roles in forming the CPIT/CDHB DEU partnership
to address concerns about the quality of clinical learning for undergraduate nursing
students.

When people first hear of the DEU, they think of it as a physical entity, rather
than a set of principles.

The ‘status quo’ was not an option.
The DEU has the potential for wider application than nursing.
It wasn’t about either organisation but about solutions that would benefit nurses

and impact positively on patient care.
The DEU can adapt to meet the practice setting needs.
I am struggling to think of any disadvantages of the DEU model.
There has been a change of attitude towards student nurses by the practice

environment.

As a student nurse, Cathy had had personal positive experiences as a comprehen-
sive student. As a Registered Nurse (RN), she had noted that students were not often
integrated into the team, for example, little things like writing names on the board
and allocating times for morning tea. This observation stimulated ongoing thinking
about how students could have better experiences whilst on placements: ‘I always
carried that with me throughout my nursing career : : : how could we work together
so that students have a better experience?’

Mary had recently returned to Canterbury and had noticed some very constructive
relationships at individual levels between some clinical practice settings and some
education lecturers, but there was not a comprehensive relationship throughout
either organisation (Canterbury District Health Board or Christchurch Polytechnic
Institute of Technology—CDHB or CPIT). There were silos working very effec-
tively, whilst in other areas there were limited relationships. The ‘status quo’ was not
an option to continue for Mary, and, ‘As a nursing leader I couldn’t stand by and let
the then situation of them and us continue to impact on not only the nursing profes-
sion but also the health system of New Zealand’. Mary became aware that a number
of senior nurses, including nursing leaders; nurses employed in designated senior
positions such as Charge Nurses, Nurse Educators and Clinical Nurse Specialists;
and experienced and expert RNs, believed that the students exiting Bachelor of
Nursing programmes were ‘not for purpose’. Students were seen as a burden and not
safe to be on busy acute hospital wards because their presence added to RNs’ stress
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and distracted them from patient care. Others believed it was not safe for students
because they would not be able to cope with the busy acute clinical environment.

Mary and Cathy both noted an increasing trend of Charge Nurse Managers
(CNM) cancelling clinical placements at late notice (some even as short as a
few days before students were due to commence their clinical placements). CPIT
(the local education provider) were attracting students but increasingly not having
enough clinical placements for them to complete the minimum required practice
hours. This situation also translated into very few new graduate nurses being
employed within the CDHB. However, a pilot had just commenced for new graduate
nurses called the ‘Nurse Entry to Practice’ programme, which offered a supportive
programme to transition the newly qualified RNs from being a student to being a
competent RN within 12 months.

Cathy originally found the Flinders University research and talked to Mary
about the DEU concept for about 18 months before moving forward. They asked
themselves, ‘How do we create positive learning experiences for student nurses?’
They looked at various learning models. They were aware that something needed
to be done. It was clear that, like other health professional workforces, nursing was
going to face shortages with the increased population demands and the fact that
Canterbury’s population was likely to face this impact before other parts of New
Zealand. Mary stated, ‘If we did do not take every advantage to attract students into
nursing, then we would not even replace the current workforce. Professionally, I
believe that I have a responsibility, as does every RN, to ensure our next generation
is well educated and trained, and the undergraduate preparation and transition to
practice years are the basic infrastructure required to build and develop a highly
effective nursing workforce to meet the changing health needs and service delivery
models that will evolve to meet the population needs. It is this infrastructure level
that is vitally important to invest in so that post registration and postgraduate
education and development can be well leveraged to extend, expand and develop
advanced nursing practice’.

Cathy and Mary made a commitment to work in partnership to change the way
their organisations worked together. They had a joint goal of improving the nursing
students’ experience on clinical placement and of addressing the issues reported by
both the students and the staff working in the clinical practice settings.

However, they had to wait for the right people to come along and for them
to have the potential (to incorporate it) in their roles. A staff member from the
School of Nursing (CPIT) with a passion for student learning in practice approached
Cathy, saying, ‘I need a project’. In order to be successful, representatives from both
organisations were needed to explore a range of options together. A working group
(WG) was established, consisting of two nurse educators from practice (District
Health Board—DHB staff) and two nursing lecturers from education (CPIT) to look
at the concerns and how these could be addressed. Mary observed, ‘The working
group were all committed to teaching and also to practice, which I believe was one
of the key successes. Thus, it wasn’t about either organisation but about solutions
that would benefit nurses and impact positively on patient care’.
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Another key factor that shaped the DEU evolution was that the WG was given an
open brief; there were no predetermined solutions. However, there was recognition
that this was not a problem unique to Canterbury. Therefore, others must have
attempted to solve these issues. The WG had a disciplined approach to addressing
the project brief and were forward thinking. They could see the potential for a
wider application than nursing, for example, their principal statement as part of
the logo was ‘supporting clinical learning’. This meant it could be applied to
interprofessional learning within a practice setting. In addition, the WG were given
the authority to utilise action research methodologies throughout the pilot and
evaluation so that outcomes were underpinned by an evidence base.

Mary and Cathy, as leaders of their respective organisations, provided support,
guidance and commitment, as well as strategic leadership, for the setting up and
implementation of the DEU model in Canterbury. Cathy stated, ‘I wanted the DEU
model to work as I had a sense it was going to mean that students had positive
clinical experiences’. Cathy had to be creative in resourcing nursing staff time to
work on the DEU model because no additional resourcing was available. At the
same time, workload equity had to be maintained among staff in the school to ensure
the school as a whole was committed to the model.

Mary spoke about being an ‘enabler’, providing governance oversight and
being a permission ‘giver’. She was also in the unique position of being able
to influence the local nursing leaders to support the model, not just within the
DHB organisation but within the Canterbury Health System. Mary also had to gain
organisational support not only from the nursing profession but more importantly
from the wider health system. This included support from board and executive
management level of the DHB all the way down to the clinical practice settings and
across the organisation and health system, such as support from the finance teams,
clinical board, middle/service management and partnering organisations such as the
community nursing providers/NGOs.

The practicalities of introducing and maintaining the DEU model cannot be
underestimated. ‘When you have a new idea, it is hard to understand how it will
work and it is so important to get it right’, Cathy said. The DEU has been shaped
and evolved into an identifiable package by the commitment of all involved.

Key aspects identified for a DEU included:

• Strong leadership within both organisations committed to the DEU to gain
support from senior nursing staff and senior management staff

• A Working group with a mandate to work on the implementation and mainte-
nance of DEUs and an annual work plan as to what they need to achieve

• A Governance group where policy decisions and any barriers or issues can be
resolved

• Opportunities for working group members to present at conferences and be
involved in research that maintains stimulus for the model

• Dedicated time for the CLN to prepare for and orientate students and undertake
student assessments

• Regular workshops for new DEUs and new CLNs/ALNs
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• Celebrating DEU success, such as coverage within the organisation’s media and
communications plan

• Successful DEU and student experiences increasing demand for areas to become
a DEU

As we have progressed through the exercise of developing and implementing the
DEU, some of the challenges have been staffing. Staff turnover is common in any
organisation. We have had positive stories of the benefits of consistent staff and it
appears that it is an advantage to the student. Cathy commented, ‘Students have
articulated that the assessment process is fair and valid. That is a major achievement
in an environment where the professional judgements of RNs around the clinical
competence of individual students are increasingly placed under scrutiny through
appeal processes and challenges. Another advantage is that we have been able to
respond to requests by the DHB to increase the number of students accepted into
the programme. We have been able to do this with a level of confidence that the
quality of clinical learning will not be compromised for students on placement, even
though the numbers have increased significantly. At a professional level, there is a
much greater feeling of working together at all levels. It used to be quite separate,
used to operate in silos—education and practice’.

The other key advantage was undertaking the pilot as part of collaborative
research because this was seen as effective and had benefits for education (CPIT)
as well as informing the project group. It was seen as a positive process whereby
we could adapt the model to the Canterbury setting. On completion of the pilot and
evaluation, the governance group and the Canterbury Directors of Nursing (DONs),
including hospital, primary and community DONs, made the formal decision that
the DEU was the preferred model for clinical placements. Following the pilot period
and when looking to establish further DEUs, one of the key advantages that the
CNMs identified was staff recruitment, in particular for new graduates. The ability
of the DEU to adapt to meet the practice setting needs has also proven positive, as
in the examples of the Nurse Maude model for community nursing and the small
rural hospital being a DEU site (Ashburton Hospital).

Mary commented that before the DEU model was introduced, both education and
practice wanted ‘to make it better’ than the then current situation. A considerable
advantage was the effective engagement by staff at CPIT and the DHB who had
support from the nurse leaders from both organisations. Release time for the new
CLN role and who was going to pay for it were some of the issues. This was an
internal issue for the DHB but it signifies how ‘fixed’ or small issues can derail
good initiatives. The budget and staying within it was by far the greatest barrier,
even though the cost was very little. Mary stated, ‘There was no concept that we
(CDHB) were being paid to have students on clinical placement and that this money
was the obvious source to cover the release time, as it was not obvious to the CNM
or their immediate managers’. This barrier was removed by the Executive DON
covering the release time.

One of the key areas that has not picked up the model is primary care, which
seems to be in the environment of small general practice businesses. But, as
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Cathy stated, ‘I am struggling to think of any disadvantages of the DEU model. It
better meets workforce needs, enhances relationships and anecdotally helps improve
student retention in the programme’. We have exceeded our estimation that we
would have 20 DEUs within five years of starting. We currently have 18 DEU
practice areas within the Canterbury Health Service, only three years on from the
DEU pilot project (2007). We have DEUs in the acute tertiary setting, elective hospi-
tal, rehabilitation, Older Persons—Assessment, Treatment and Rehabilitation—and
Specialist Mental Health. We have also established a community nursing DEU and
a small hospital DEU.

We are nearly getting to capacity and manageability and have identified the
model is not for every area. The evaluation is ongoing. It is exciting to have links
with other areas to find out what the common challenges and issues are. When
people first hear of the DEU they think of it as a physical entity, rather than a set
of principles. The future will continue to evolve and change, but the DEU is the
foreseeable model of choice and we hope to extend to as many clinical areas as
appropriate. We have the challenge of incorporating the impact of the new Enrolled
Nurse (EN) programme within the existing DEUs and also integrating the newly
qualified RNs undertaking the Nursing Entry to Practice Programmes. It may be
that the DEU model may not exist in the future in the form it does now.

Members of the WG are discussing the expansion of the DEU model with
other health professionals such as medical and allied health staff. The other key
component would be to develop further research opportunities within the DEU
model.

‘One of the major successes of the DEU model within Canterbury has been
the change of attitude towards student nurses by the practice environment, and
the development of positive relationships between practice and education’, said
Mary. ‘There have been significant gains for nursing within Canterbury. It has also
raised the profile of nursing within the broad governance framework, and profiled
nursing as a proactive profession who address issues and are proactive in workforce
development’.

The DEU is an opportunity for staff development, particularly in clinical. It has
given the RN an opportunity to see if it is the right time to seek promotion. As
Cathy commented, ‘Working together in terms of commitment to clinical learning
has been beneficial for all parties at both organisational and individual levels’.

Conclusion

Regardless of an individual’s role in a DEU or the clinical context of their DEU,
the reflective experiences recounted in this chapter enforce the critical elements
within DEUs: students and clinical and academic staff working together as a team of
learners, nurses and educators; students’ extended period of time in DEUs facilitat-
ing the development of strong collegial, personal and professional relationships and
time to practise; ongoing feedback and assessment; strong University-health service
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organisation partnerships; and clinical and academic staff capacity building to add
value for the staff and sustainability for the DEUs.

Above all, the stories demonstrate one of the key actions identified for developing
and implementing DEUs; they have shared with a wide audience the DEU concept
and knowledge about how it works (see Edgecombe et al., Chap. 11, this volume).
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Chapter 11
From Conceptualisation to Future Expansion:
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Glossary of Terms in Order of Appearance in This Chapter

Christchurch Polytechnic Institute of Technology/Canterbury District Health
Board partnership CPIT/CDHB

Clinical Lecturer academic staff in non-DEU clinical learning models who
visit the clinical learning setting intermittently to provide curriculum integration
and monitor the student’s progress with the student and their preceptor; may also
undertake research projects in the clinical setting

Clinical Liaison Nurse (CLN) an experienced Registered Nurse (RN) selected
from the practice area who takes on extra responsibilities, including over-
seeing clinical learning in the DEU and liaising between staff, students and
academics/faculty (particularly the ALN); the liaison between the unit and the
University; equivalent role to the DLN (University of Canberra DEUs) and LN
(Flinders University DEUs)

Academic Liaison Nurse (ALN) a permanent clinical lecturer at the Univer-
sity who provides consistent support to students and clinicians

Principal Academic (PA) an academic lecturer in clinical (nursing school
faculty member) who visits the clinical setting prior to student placement to
facilitate clinical staff preparation for working with the students, and thereafter
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visits the clinical setting regularly throughout each semester; communicates and
liaises with students, the CLN/DLN/LN and the CNC, and utilises their ongoing
expertise to facilitate students’ learning

Clinical Nurse Consultant (CNC) in charge of the ward in which the DEU
operates

Registered Nurse (RN) College or University qualified nurse licensed by a
nursing registration body to undertake all facets of nursing in accordance with
the body’s regulations

Charge Nurse Manager (CNM) takes responsibility for ‘appointing’ a RN to
the Clinical Liaison Role (CLN), and rostering time for preparation, orientation
and assessment as well as attendance at staff development/capacity building
sessions

Nursing Council of New Zealand NCNZ

Introduction

Doing a Dedicated Education Unit (DEU) involves a shift of mind-set at all levels
of the University and the partnering health care service organisations. Implementing
a new strategy for clinical education necessarily involves cultural change, which
encompasses changes in curriculum, pedagogy, roles and responsibilities and
management systems (including administration, research, evaluation for quality
assurance, risk mitigation and marketing). A willingness to consider and test new
concepts is essential.

Conceptualisation

Frustration with the status quo was the impetus for the initial DEU concept, which
developed from an integrative and equal partnership between:

• Practical experience (academic and clinical)
• Pedagogical theory
• Research (into others’ experiences)

The concept (see Edgecombe, Chap. 2, this volume) was grounded solidly in
many years of experience in nursing practice and academia, adult learning theory,
discussion with academic teachers, clinical staff and students and research into
the literature to assess the issues that continually arose in relation to nursing
students’ practice learning, particularly since the shift from hospital-based only to

http://dx.doi.org/10.1007/978-94-007-7232-8_2
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Table 11.1 CPIT/CDHB comparison between their preceptorship and DEU clinical education
models

Preceptorship model DEU model

No dedicated on-site support person CLN(s) identified for each DEU
Lack of consistent Clinical Lecturer (CL) Consistent ALN who becomes familiar with the

DEU practice area
CL and preceptor responsible for student

orientation
ALN and CLN responsible for student orientation

(supernumerary time provided for the CLN)
Individual preceptors responsible for

facilitating the students learning
All DEU staff responsible for facilitating student

learning
Clinical assessment completed by the

preceptor and CL
Clinical assessment completed by CLN and ALN

with staff input (supernumerary time provided
for the CLN)

Some CDHB staff unfamiliar with BN
curriculum

CLN and DEU staff are familiar with BN
curriculum

Students are responsible for their own
learning

Students are responsible for their own learning
CLN coordinates student learning on a day-to-day

basis
CLN is supported by the ALN/CPIT Course

Leader
CLN provides on-site, consistent and accessible

support to students and staff
Student peer teaching encouraged
ALN is able to offer on-site teaching

sessions/research support to staff and students
1–2 students per ward/unit Increased student numbers. Minimum six per DEU
CL allocated several students across the

CDHB; therefore duty hours allocated
to the CL spread across clinical areas

Contact hours for the ALN are consolidated so that
the ALN is able to spend increased time in the
DEU. More students D more ALN support

Source: Jamieson et al. (2008). Establishing Dedicated Education Units for Undergraduate
Nursing Students: Pilot Project Summation Report. CPIT Publishing: New Zealand, p. 8. Used
with permission from the authors and CPIT/CDHB

joint University and hospital-based teaching and learning in the 1990s. Concerns
about a theory-practice gap abounded. Despite implementing different models of
student nurse education, nursing as a profession was dogged by the perception of
inadequate integration of theory and practice. The new way of providing nurse
education demanded a new approach to students’ learning in the clinical setting
to facilitate higher levels of theory-practice integration, not only for students but
also for academic and clinical staff. This new approach, the DEU, also addressed
the issue of increased demand for nursing student clinical placements at a time of
shortage of placement venues.

Since the inception of the first DEU at Flinders University, other universities who
have adopted it and adapted it to suit their context-specific needs have followed a
similar conceptual process, as described in Chaps. 4, 5, 6, 7 and 8 (this volume). The
CPIT/CDHBcomparison between their preceptorship and DEU models is provided
here to highlight the DEU’s perceived and real benefits in practice for students and
clinical and academic staff (Table 11.1).

http://dx.doi.org/10.1007/978-94-007-7232-8_4
http://dx.doi.org/10.1007/978-94-007-7232-8_5
http://dx.doi.org/10.1007/978-94-007-7232-8_6
http://dx.doi.org/10.1007/978-94-007-7232-8_7
http://dx.doi.org/10.1007/978-94-007-7232-8_8
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Laying the Foundations

Sharing the Concept

The first step in laying the foundations for the DEU is to have the courage to stand
by the concept and take the lead in sharing it with academics and clinical staff for
initial feedback, then with the wider academic community in Schools of Nursing,
leaders of health service organisations with whom the Schools already have practice
learning partnerships, clinical staff and other potential clinical partners. Targeting
potential partners who would be most willing to try the DEU concept is an important
part of this dissemination and marketing process.

It is essential to explain clearly the DEU’s principles, purpose, context (Univer-
sity and clinical settings), nature of the integration of University and practice-based
people and knowledge, curriculum issues, the learning (pedagogy), partnerships and
supports that will be available to all stakeholders (adapted from Cooper et al. 2010).
This includes clearly defined roles and responsibilities, management processes and
lines of communication.

Holding meetings for discussion, debate and to seek further partners results
in a core group of stakeholders who can see the potential benefits of the DEU.
They are willing to take the risk and a leadership role in putting the shared
concept into practice. Each leader will have ‘an appreciation for how the DEU
concept complements their vision for their departments and for nursing as a
profession’ (Glazer et al. 2011). Marketing the DEU concept can involve making
use of already established strong personal relationships and University-health
service organisation relationships, face-to-face meetings and technological tools
such as videoconferences, emails and websites. The CPIT/CDHB model provides
an example of marketing the DEU essentially as a collaborative model of clinical
teaching and learning that:

• Facilitates a closer working relationship between CPIT nursing staff and CDHB
clinical staff

• Provides consistent clinical support for students
• Increases understanding of BN curriculum amongst clinical staff
• Focuses on the learning needs of students
• Encourages and values peer teaching (Casey and Whittle 2009)

Establishing Partnerships

Partnerships’ contextual environments (from a systemic and organisational per-
spective) must be considered before approaching potential partners because, as
Judy Gonda found in her research about partnerships in clinical education for
nurses (Gonda 2008), organisations driven solely by cost containment and increased
efficiencies are unsuitable for DEU partnerships. In assessing potential partners, you
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need to consider organisational characteristics such as ‘geography’, whether it is a
‘learning organisation’, its ‘teaching mission’, ‘service lines’ and ‘administrative
support’ (Parker and Smith 2012: E3). Unit characteristics including ‘leadership’,
‘intraprofessional collaboration’, ‘teamwork’, ‘communication’, ‘resources’ and
‘cultural diversity’ (Parker and Smith 2012: E3) also require consideration. Parker
and Smith (2012: E3) identify nursing practice (‘differentiated practice’, ‘maturity
of the unit’ and ‘shared governance’) as an additional group of structural factors for
consideration in assessing a unit’s suitability for a DEU. However, partnership is
always a two-way street, and potential partners will want to know what the benefits
are for them. The American Association of Colleges of Nursing (AACN 2010) has
developed some useful resources for setting up and evaluating academic-practice
partnerships.

Partnership Levels

It is also essential to remember when establishing partnerships that these involve
several partnership levels. First, partnerships must be established at the higher
organisational levels of health service organisations (boards and CEOs) and univer-
sities (Vice-Chancellors and Heads of Schools of Nursing) to ensure the policies,
procedures and financial and administrative resources that are put in place will
result in success (Gonda 2008). In addition, there must be willingness at this level
to support the introduction of DEUs.

Once a partnership agreement has been reached at the organisational level,
the next step is to establish partnerships between the University and the Heads
of Nursing, the University and the Heads of wards/units (e.g. Clinical Nurse
Consultants—CNCs). Other levels of partnership necessary for DEUs to function
successfully lie with the relationships between the Heads of Nursing, Heads of
wards/units, ward/unit staff, students and clinical facilitators. DEU partnerships
require all stakeholders to adopt a leadership role in participating in what is
essentially a clinical learning and teaching community of practice, as described
by Grealish et al. (Chap. 3, this volume). Underlying each leader’s interest will
be ‘an appreciation for how the DEU concept complements their vision for their
departments and for nursing as a profession’ (Glazer et al. 2011).

Members at the higher levels of the partnership hierarchy need to solicit and se-
riously consider the views of other stakeholders in the DEU who will be affected by
particular decisions before acting on them. Consequences of these decisions need to
be evaluated, analysed and reported to all stakeholders continuously in an informal
manner and as a formal process in the early stages of the partnership (Gonda 2008).

Equal, Committed, Enduring Investment and Value

Principal Academics (PAs), CNCs and RNs are supported in their roles through
strategies that ensure equal, committed and enduring investment, such as

http://dx.doi.org/10.1007/978-94-007-7232-8_3
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realistically adjusted workloads and capacity building/staff development, and
recognition and reward in the form of professional awards and promotion (Gonda
2008). Valuing all partners equally means they have a say in decisions that involve
implementing the DEU in particular health care contexts and work together
continuously towards achieving the mutually agreed goals of the DEU. The
CPIT/CDHB DEU exemplifies the ingredients for a successful partnership. We
use it in the next section as an illustration of how to do a DEU.

Implementation: ‘Doing a DEU’

Piloting the Concept

Once the partnerships between the University and the health service organisation
have been established, the first step in implementing the DEU involves piloting
the concept. The pilot and subsequent DEUs require ongoing cycles of planning,
preparation, action (implementation), evaluation (research), renovation and mar-
keting (including face-to-face meetings, forums, website, newsletters, brochures
and reports). An important part of the pilot stage is consultation with a critical
friend who has experience of DEUs and can be called upon for support throughout
the DEU implementation and embedding stages. The CPIT/CDHB visited Flinders
University School of Nursing DEU academic staff who acted in this role.

Setting up a Steering Committee or Governance Group is recommended as a
good practice strategy for providing advice to the pilot project team and over-
seeing the project’s implementation. The following illustrations demonstrate the
CPIT/CDHB Governance model (Fig. 11.1), and the partnership, group and support
structures set up to pilot the DEU in Christchurch, New Zealand (Fig. 11.2).

Recruitment

Recruitment of a pilot clinical site, academics and students can be done through
applications/expressions of interest to ensure a high participation rate amongst those
who are interested and willing. This is also a competitive process.

Preparation

It is essential to prepare the clinical setting (in particular the clinicians), students
and academics. Preparation of clinicians can involve information at informal and
formal staff meetings at work and orientation workshops at the University to
give them an overview of the DEU concept, an introduction to teaching/learning
theory and some clinical teaching strategies. Students can be prepared through



11 From Conceptualisation to Future Expansion: Keys to Successful. . . 189

EDON + HOS
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DEU Project
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PROJECT
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A number of nursing groups with in the CDHB/CPIT

Research
Supervisor

Kay Edgecombe
Project Mentor

Fig. 11.1 CPIT DEU governance model (Used with permission from Michelle Casey (CDHB),
Deb Sims (CPIT) and the CDHB/CPIT DEU Governance and Working Groups)

meetings at which they receive an overview of the DEU concept, shift requirements
and start and completion dates, as well as thorough orientation to the DEU
clinical environment. Similarly, academics can be prepared through workshops and
meetings with the clinicians. It is essential that all have a solid understanding of
what drives the DEU and how this strategy differs from other clinical education
strategies.
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Fig. 11.2 Partnership, group and support structures for piloting the DEU. Used with permission
from Michelle Casey (CDHB) and Rose Whittle (CPIT), The Dedicated Education Unit (DEU)
model of clinical teaching and learning, May 2009 (powerpoint presentation)

Visualisation

Providing a visual model of the DEU during the preparation stage can help
participants understand the collaborative relationships amongst them. The
CPIT/CDHB graphic is used here as an illustration of the type of visualisation
needed (Fig. 11.3). Providing a comparison with the model/s currently in use can
further enhance participants’ understanding of the DEU and its points of difference
(Fig. 11.4).

Roles and Responsibilities

Understanding new roles and responsibilities is paramount for those participating
in the DEU pilot. These will be explained during preparation sessions but will
also evolve during the pilot. It is crucial that sufficient support is provided to
enable those undertaking specific roles (e.g. the CLN or the ALN) to perform
their roles to the level required to meet the DEU’s objectives. In the CPIT/CDHB
DEUs, the CLN role incorporates specific DEU time allocations. These consist
of 8 h away from the ward/unit to attend a DEU workshop, 8 h per student
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Fig. 11.3 CPIT/CDHB DEU model. Used with permission from Michelle Casey (CDHB) and
Rose Whittle (CPIT), The Dedicated Education Unit (DEU) model of clinical teaching and
learning, May 2009 (powerpoint presentation)
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Fig. 11.4 DEU compared to current model. Used with permission from Michelle Casey (CDHB)
and Rose Whittle (CPIT), The Dedicated Education Unit (DEU) model of clinical teaching and
learning, May 2009 (powerpoint presentation)
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placement administration/preparation prior to students arriving in the ward/unit, 8 h
for orientation activities with students, one and a half hours per student for formative
assessment, 1 h per student for summative assessment and half an hour daily for
CLN-related activities while students are in the ward/unit.

Evaluation

Evaluation of the pilot is crucial to inform the possibility of implementing DEUs as a
clinical learning strategy. Evaluation includes feedback from all those participating
in the pilot. It covers issues raised about time, roles, workload, support, teaching
and learning (including assessment), curriculum, administration, cost, recognition
and reward. Above all, it needs to measure the real outcomes against the intended
outcomes of the DEU: Will it work?

Acting on the initial feedback, changes can be made and a renovated DEU
implemented as an extended or second pilot to ensure thorough testing before
full implementation. The second/extended pilot can test new roles and suggested
changes from the initial pilot. This is essential to ensure successful implementation
of the DEU if it is decided to adopt it.

Further feedback from the second/extended pilot will inform universities and
health care service organisations of the benefits or otherwise of the DEU as a clinical
education strategy in different clinical contexts. Implementation can go ahead if the
pilots work well.

Evaluation from the CPIT/CDHB pilot project found the DEUs provided greater
support for all aspects of student learning and the teaching/learning relationships
between staff and students at the clinical, organisational and individual levels
(Figs. 11.5 and 11.6).

The Real Thing: Doing a Post-pilot DEU

The CPIT/CDHB post-pilot DEU structure and process is summarised here to
give clear insight into what has proven to be successful DEU practice in specific
CPIT/CDHB contexts.

Initial Stage

1. Articulate a shared philosophy between the University (CPIT) and its health
services organisation partner (CDHB)—document and disseminate.

2. Agree on where to establish DEUs.
3. Articulate the principles underpinning the partnership between CPIT School of

Nursing and the DEU practice area—document and disseminate to all partners
and potential partners.
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Student focus group & CET results

Fig. 11.5 Student evaluation re teaching and learning support in DEU. Used with permission from
Michelle Casey (CDHB) and Rose Whittle (CPIT), The Dedicated Education Unit (DEU) model
of clinical teaching and learning, May 2009 (powerpoint presentation)

4. Establish a management structure, beginning with a DEU Working Group (had
previously been the Pilot Project Team) to maintain and develop the DEU model
of clinical teaching and learning within Canterbury DHB venues (Fig. 11.7).

5. Establish a Governance Group to provide guidance to the Working Group
(members of the Working Group are also members of the Governance Group).

6. Clearly outline, document and disseminate the terms of reference for both
groups, as per the CPIT/CDHB examples on the following pages.

7. Second, a Nurse Educator (an original member of the Working Group) to
support implementation of additional DEUs. The Nurse Educator works closely
with DEU staff and the CPIT clinical management team and represents the
CDHB on CPIT committees.

8. Clearly outline, document and disseminate roles and responsibilities of DEU
participants, for example, Clinical Liaison Nurse (CLN), Academic Liaison
Nurse (ALN), DEU staff (including RNs, ENs, Nurse Assistants, pool nurses
and Medical and Allied Health staff) and students (Fig. 11.8).

9. Clearly outline, document and disseminate requirements for application for
particular roles, for example, for the CLN role (Fig. 11.9).

10. Incorporate DEU principles when recruiting staff in DEU practice areas.
11. Provide training for new CLNs, ALNs, CNMs and key nursing staff via

workshops each semester.
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Fig. 11.6 CLN and ALN evaluation re teaching and learning support in DEU. Used with
permission from Michelle Casey (CDHB) and Rose Whittle (CPIT), The Dedicated Education
Unit (DEU) model of clinical teaching and learning, May 2009 (powerpoint presentation)

12. Clearly outline number of students for each DEU based on individual DEU
skill mix and Full Time Equivalents and DEU bed numbers, with a minimum of
three students per shift. Also identify required learning opportunities, including
Skill repetition, One-to-one teaching, Peer teaching, Incidental learning and
Diversity of learning.

13. Implement use of communications tools, such as the Clinical Practice Diary to
assist with communication between staff and between students and staff. This
is an ongoing assessment tool as well as maintaining lines of communication.
We provide a sample of a Clinical Practice Diary in Fig. 11.10.

Establishment Stage: DEU Embedded, Sustainable and Looking Forward

Once the initial DEU has been operating successfully for several semesters, it can be
considered to be established. Understanding when the establishment or embedded
stage has been reached depends on evaluation of the initial implementation stage,
and the DEU’s ability to run effectively with reduced input from the initial Working
Party; it has become sustainable in its current context and should now have the
ability to flex and change as the contextual environment changes.
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Terms of Reference 

Dedicated Education Unit
Working Group 

April 2009 

Scope The DEU Working Group will oversee the day-to-day running of existing
DEU’s and actively promote and develop the DEU model of Clinical
Teaching and Learning in interested practice areas within the CDHB

Purpose For CPIT and CDHB to maintain and develop the Dedicated Education Unit
model of clinical teaching and learning within Canterbury DHB

Objectives 1.  To ensure existing DEU’s are maintained and reflect Canterbury
     DEU models philosophy
2.  To support the establishment of new DEUs
3.  To provide leadership and support to the staff and students in the DEU
     practice areas
4.  To continue to work collaboratively with CPIT and CDHB staff
5.  To continue to monitor the DEU practice areas
6.  To report to the Governance Group on: monitoring outcomes
7.  To develop and implement action plans as agreed to by the Governance
     Group

Accountability The DEU Working Group is accountable to the DEU Governance Group

Membership • Two Nurse Educators, CDHB

• Two Nurse Lectures, CPIT

• Clinical Manager, CPIT

• Undergraduate nursing student coordinator, CDHB

• Each member to be appointed for a two-year term with the right of
renewal

Co-chairpersons • Clinical Manager, CPIT

• Undergraduate nursing student coordinator, CDHB

Quorum Majority

Meetings Fortnightly and as required

Agenda Circulate 3 days prior to meeting 

Minutes Circulate within 1 week following meeting and confirmation of minutes
to occur at next meeting

Decision making Wherever possible by consensus.  If unable to concur, then decision will be
by majority vote

Functional
relationships with
other groups and
committees

Governance Group
DEU Charge Nurse Managers
CPIT Clinical and Academic Managers

Communications
responsibilities

Appointment
process

The Executive Director of Nursing, CDHB and the Nursing Head of School,
CPIT will be responsible to appoint appropriate members to the DEU
Working Group as per the membership section of this document

Resignation
process

Members are required to submit their resignation to the Governance Group
in writing providing at least one month’s notice

New members New members will be orientated to DEU Working Group by a member of
the working group

Review of terms
of reference

These Terms of Reference will be reviewed by the DEU Working Group
yearly

Fig. 11.7 DEU working group terms of reference (Used with permission of CPIT and CDHB)
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Terms of Reference 

Dedicated Education Unit
Governance Group

June 2009 

Scope The Dedicated Education Unit (DEU) Governance Group (GG) is a decision-making group with a mandate to oversee
the maintenance of current DEU practice areas and to assist the DEU Working Group in the establishment of the DEU
model to interested practice areas within Canterbury District Health Board (CDHB)

Purpose To monitor, approve, resource and oversee the establishment, maintenance and evaluation of DEUs within the CDHB

Objectives 1. To provide guidance, support and direction to the DEU Working Group

2. To ensure current DEUs are monitored and new DEUs are supported

3. To oversee the evaluation of all DEUs

4. To provide leadership and support to the DEU practice areas

5. To develop a strategic research plan for DEUs

Accountability The GG is accountable to the Executive Director of Nursing, CDHB and the Head of School: School of Nursing and
Human Services, Christchurch Polytechnic Institute of Technology (CPIT)

Membership • Executive Director of Nursing: CDHB

• Head of School: School of Nursing and Human Services, CPIT

• A nominated Divisional Director of Nursing: CDHB

• A nominated member of the Nurse Entry to Practice Programme (NETP): CDHB

• Clinical Manager: School of Nursing, CPIT

• Nurse Coordinator—Preregistration Nursing Students Role: CDHB (Currently seconded Nurse Educator, DEU)

• DEU Working Group members

• Nursing Leaders: Primary/Community

Chairperson Executive Director of Nursing: CDHB

Co-chairperson Head of School: School of Nursing and Human Services, CPIT

Quorum 50% plus chair

Meetings Monthly, 1530−1700 hours, 3rd Thursday of the month

Agenda Circulate 3 days prior to meeting

Minutes Circulate minutes to GG members and to the Directors of Nursing. Circulate within 1 week following meeting and
confirmation of minutes to occur at next meeting

Subgroup Subgroups may be established by the GG to activate and/or co-ordinate specific work/tasks as seen fit by the GG.
All subgroups will be adequately briefed by the GG and resourced to enable full achievement of the tasks/work 
assigned
At least one (1) Governance Group member will be part of any subgroup established

Decision making Consensus with equal representation from each organisation

Functional relationships with
other groups and committees

• Canterbury District Health Board Directors of Nursing (DONs) Group

• CDHB NETP Group

• Clinical Practice Committee, CPIT

• Southern Region Nurse Executives New Zealand (NENZ) 

• CPIT School of Nursing Advisory Committee 

Communications responsibilities Communication will occur in partnership across both organisations, recognising the collaborative nature of DEUs

Review of terms of reference These terms of reference will be reviewed by the Governance Group annually

Fig. 11.8 DEU governance group terms of reference (Used with permission of CPIT and CDHB)
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Checklist for Appointment to Clinical Liaison Nurse (CLN) Role

The Nursing Leader appointing the CLN and the Registered Nurse complete this form together
using the tick box and writing comments in the boxes provided. If role is to be shared, please
complete a separate form for each individual.

RN Name: Tick
box

Name of Nursing Leader (NL):

Had Performance Review within last year? Date:

Are they on PDRP programme? Competent/ Proficient/ Expert

Please circle relevant one

Has RN read CLN Roles and Responsibilities on the
CDHB intranet or Internet?

CDHB Internet—CLN role
www.cdhb.govt.nz/deu/default.htm

Had discussion with NL about CLN role, DEU model
and workplace contribution etc.

Had discussion with NL regarding impact of annual
leave/ study leave/ commitments during student
placements?

Does RN have regular access to a workplace
computer?

Access to a computer is essential

Does RN have a CDHB email address? If you do not have one, this will be
arranged

Please provide your email address

RN can be contacted on the following phone
numbers:

Ward ext:

Cellphone:

Comments/Other Requirements:

Name of RN:____________________________ appointed to
CLN role for the DEU model in the practice area

Date:

NL Signature:

I (Name of RN )______________________________ accept
appointment of CLN Role for the DEU model in the practice area.
Date:

CLN Signature:

Please keep a copy for yourself and fax or send a copy of the
checklist to Name, CDHB Nurse Educator DEU

DEU name

Ph: xxx-xxxx

Fax: xxx-xxxx (External) xxxxx (Internal)

Date:

cc. Nurses personal file

Practice Area:

Fig. 11.9 CPIT/CDHB checklist for appointment to clinical liaison nurse role (Used with
permission of CPIT and CDHB)
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CPIT/CDHB Clinical Practice Diary 

Student Name___________________________     Clinical Area____________________    Clinical Lecturer_________________________ 

Please use this to keep a daily diary of activities and significant experiences you feel will help you and the staff evaluate your daily performance
Areas for Possible Focus :  - Communication skills - Time management skills - Holistic assessment skills - Nursing care plans - Documentation
-  Clinical skill performance   - Team work   - Participation in learning opportunities - Knowledge of drugs/safe drug administration practice
- Ability to provide rationale for nursing actions - Linking theory to practice

Student Daily Focus and Activities/Review of day Brief Comment from Allocated Nurse: Suggested Focus for Next Shift
Monday Date:
Focus:

Review of Day:

What the Student Did well:

Suggested Focus for Next Shift: Nurse Initials:

Nurse Initials:

Nurse Initials:

Nurse Initials:

Nurse Initials:

Tuesday Date:
Focus:

Review of Day:

What the Student Did well:

Suggested Focus for Next Shift:

Wednesday Date:
Focus:

Review of Day:

What the Student Did well:

Suggested Focus for Next Shift:

Thursday Date:
Focus:

Review of Day:

What the Student Did well:

Suggested Focus for Next Shift:

Friday Date:
Focus:

Review of Day:

What the Student Did well:

Suggested Focus for Next Shift:

Fig. 11.10 CPIT/CDHB clinical practice diary (Used with permission from CPIT/CDHB)

Mary Gordon,
Executive Director of Nursing,

CDHB

Cathy Andrew,
Head of School, Nursing & Human Services,

CPIT

Certificate of Recognition
This certificate is presented to the staff of

Ward 28

to acknowledge their commitment to the DEU model of clinical teaching and learning with nursing students in the Canterbury health system.
A Dedicated Education Unit (DEU) is a practice area dedicated to supporting undergraduate nursing students.

Awarded on 30 July 2010

Te Poari Hauora o Waitaha

Fig. 11.11 Proposed certificate of recognition for the ward/unit (Used with permission from
CDHB/CPIT)

Key strategies during the establishment stage to engender engagement and a
sense of belonging amongst organisations, staff and students participating in DEUs,
as well as continuing to market the DEU and build expansion and sustainability,
include:

1. Recognition and reward, for example, a DEU certificate for the ward/unit
(see Fig. 11.11).
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Fig. 11.12 Example of
badges for DEU participants
(Used with permission from
CDHB/CPIT)

2. Badges for DEU participants (see Fig. 11.12), which give a sense of belonging
to the DEU.

3. Ongoing evaluation/audit of the DEU via feedback from all participants.
4. Ongoing quality maintenance involving all participants, including a 5-yearly

review. Strategies, as outlined by Casey et al. (Chap. 7, this volume), include
face-to-face evaluation meetings, DEU key indicators, an audit planner, a
review of DEU documents (includes Philosophy, Roles and Responsibilities), an
annual DEU Workshop, support for existing DEUs (includes updating intranet
and Internet), ongoing promotion of the model (includes updating information
brochure and website), ongoing maintenance of the model and support from the
DEU Governance Group.

http://dx.doi.org/10.1007/978-94-007-7232-8_7
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5. Planning for the future—develop a strategic plan (CPIT/CDHB has a five-year
plan).

6. Seeking new directions and possibilities for DEUs in different contexts—new
partnerships, research and innovation.

7. Constant local and global dissemination of the DEU and resources for setting
up new DEUs in different contexts via the Internet (http://www.cdhb.govt.nz/
deu/default.htm), publications, conference presentations, face-to-face meetings
with other interested Schools of Nursing and health service organisations, and
collaborative research and publication with others already using the DEU as a
strategy to address clinical learning and teaching issues and nursing workforce
issues.

Clear Demonstration of How the DEU Fits Within the Structure of Clinical
Placements Across the CPIT Bachelor of Nursing Degree Programme

The CPIT Bachelor of Nursing (BN) is a 3-year undergraduate programme,
providing students with theoretical and clinical courses. The curriculum is designed
to meet the requirements of the Nursing Council of New Zealand (NCNZ) Education
Programme Standards for the Registered Nurse Scope of Practice (NCNZ 2005) and
the Competencies for Registered Nurses (NCNZ 2007).

Clinical courses include a range of practice experiences that must occur in both
hospital and community settings. Students bear the costs for access to healthcare
providers. Each course offers minimum and maximum clinical hours, consistent
with NCNZ requirements.

The NCNZ registers successful graduates as Registered Nurses (RNs). Clinical
lecturers employed by CPIT, in conjunction with RNs employed in the specific
clinical area, assess the learning outcomes and competencies, based on the NCNZ
competencies. Students are expected to demonstrate an increase in independent
behaviour related to the application of knowledge, skills and attitudes over the 3
years of the programme. Clinical practice placements across the 3-year levels follow
the structure outlined in Table 11.2.

Conclusion

Dedicated Education Units can take different forms depending on the clinical,
organisational and education outcomes contexts in which they are implemented.
The example of the successful CPIT/CDHB processes for planning, piloting and
implementing their DEUs encompasses all the elements of DEUs described in
other chapters in this book. It places additional emphasis on marketing and staff
identification strategies, particularly having DEU staff and students wear badges,
which generates a sense of pride, identity and belonging.

http://www.cdhb.govt.nz/deu/default.htm
http://www.cdhb.govt.nz/deu/default.htm
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Table 11.2 Structure of clinical placements across the 3-year undergraduate programme

Year 1
Students are allocated to each clinical placement in groups of six to eight and have a clinical

lecturer present for all their shifts. Clinical practice placements take place in Continuing
Care settings, which have a mostly older adult population who require different levels of
care ranging from assisted independent living to hospital level care

Part A (Semester 1) Part B (Semester 2)
Three half-day visits to placements to meet

and introduce themselves to their
allocated patients/residents, with a
primary focus on communication skills as
a beginning health professional

Progress to working 14 full 8-h clinical days,
which mostly occur in a clinical block.
Focus on developing clinical nursing and
health assessment skills with allocated
patients/residents

Year 2
Part A (Semester 1) Part B (Semester 2)
Mental Health placement in either a

community or inpatient practice area.
Students have 30 clinical days over a
7-week period. Most weeks are 4-day
clinical weeks, with students working 8-h
shifts, Monday to Friday, as rostered by
placement staff. The clinical lecturer is
present for the equivalent of 0.5 h per
student per day, equating to
approximately 2 h per student per week.
The more students in a particular area, the
greater amount of time the clinical
lecturer is present

Medical/Surgical placement, either combined
in one practice area that can provide this
experience or in two different practice
areas, one with a medical and one with a
surgical specialty focus. Students have 45
days over a 10-week period, with a
combination of 4 and 5-day weeks, and
work 8-h shifts, Monday to Friday, as
rostered by the placement staff. The clinical
lecturer contact hour allocation is the same
as the previous semester

Year 3
Part A (Semester 1) Part B (Semester 2)
Six-week (30 day) Community Health

placement, for example, in an urban or
rural medical practice, district nursing,
child health nursing, corrections health
(with criminal offenders) and public
health nursing. Clinical lecturer
supervision is decreased to the equivalent
of 1.5 h per student per week (or 9 h over
the 6-week placement)

Final placement. Students select an area of
practice in which they are interested. May
be influenced by future career plans or a
need to consolidate or extend their skills in
a particular area. Rostered shifts (including
night shift and weekends if appropriate).
Eight to 11-week placement, depending on
the number of clinical hours the student
needs to meet the NCNZ requirements.
Clinical lecturer visits students for
equivalent of 1 h per week over the
placement block. This decreased contact
reflects the expectation for the student to
integrate and become part of the nursing
team
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While this chapter is not intended as a recipe for DEUs—no two DEUs will be
identical due to localised conditions—it provides a foundation for those interested
in setting up DEUs in that it summarises all steps from conceptualisation to
implementation. We believe that these same steps can be used for developing and
implementing interprofessional DEUs. This is an area for further research, which
will need funding. Undertaking DEU evaluations has not been addressed specifically
in this chapter, but different DEUs in different parts of the world will have different
avenues for funding such research. In the USA, for example, the Robert Wood
Johnson Foundation (http://evaluatinginnovationsinnursing.org/) provides funding
for Evaluating Innovations in Nursing Education (EIN).
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Chapter 12
Conclusion

Kay Edgecombe and Margaret Bowden

This book has traced the development and implementation of the DEU as a
clinical learning and teaching environment. It has explored the DEU’s conception
(Chap. 2, this volume), framing within the pedagogical basis of a community of
practice (Chap. 3, this volume), adaptation and uptake in Australia, the USA, New
Zealand and Sweden (Chaps. 4, 5, 6, 7, and 8, this volume), inbuilt and formally
structured capacity building (Chap. 9, this volume) and shared personal experiences
(Chap. 10, this volume). Chapter 11 (Edgecombe et al., this volume), which has
outlined how to do a DEU by giving examples of different processes used by the
Christchurch Polytechnic Institute of Technology/Canterbury District Health Board
(CPIT/CDHB) DEU partnership team, consolidates Chaps. 2, 3, 4, 5, 6, 7, 8, 9, and
10 (this volume). It completes the journey through DEUs by putting all the essential
elements together in one chapter as a ‘how to’ guide.

Each chapter has emphasised the value of clinical and academic staff
‘preparation’ or ‘staff/faculty development’ (capacity building) as part of the overall
DEU process. Strategies for structured and incidental capacity building in DEUs
mentioned throughout the book have been consolidated in Chap. 9 (this volume), in
which Edgecombe and Bowden outline workshops and discuss peer teaching and
learning to illustrate how capacity building is inherent in DEUs.

The personal experience reflections in Chap. 10 (this volume), while illustrating
the different experiences of people in different roles in different DEUs in different
countries, all support the value of the DEU as a set of principles and an effective
clinical education strategy. The stories provide evidence that the DEU has facilitated
a better clinical learning environment than previously tried models in the contexts
described. Importantly, the stories reiterate experiences of ‘belonging’ and ‘being
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valued’ in the DEU environment, experiences that had been lacking in other
placement environments. The experiences retold also raise seemingly negative
issues that arise when implementing the DEU as a model of clinical learning in
the clinical setting, for example, coping with increased numbers of students on a
ward. However, the stories also illustrate how misgivings about numbers of students
gave way to the realisation that having more students was beneficial in a DEU
environment.

Importantly, although not stated overtly in most of the chapters, organisational
transformation and cultural change, driven by strong leadership, lie at the heart of
successfully introducing and implementing DEUs across different clinical contexts.
The sense of a shared community, or a ‘village’ as Craig and Moscato call it in
Chap. 6 (this volume), with both partners committed to developing, sustaining and
maintaining a professional nurse’s career, engenders a sense of shared responsibility
and enthusiasm to share learning, develop the next generation of nurses and continue
to pursue ongoing nurse education. It inspires academic staff, clinical staff and
students to become part of the cycle of generation and regeneration that will sustain
and expand DEUs.

Transformation and Cultural Change

This journey through DEUs in Nursing across the globe has demonstrated transfor-
mation and cultural change within University Schools of Nursing and health-care
organisations. Shared recognition of the need for innovation, a shared vision about
such an innovation and a willingness to take the risk to collaborate to implement
it, evaluate it and ensure its sustainability through working in partnerships that
give equal value to all their participants’ input have enabled this change. The
previous chapters in this volume highlight the same ingredients for beginning
successful partnerships and transformation as those Flash et al. (2006) identify:
sound organisational purpose understood and agreed by all partners; strong personal
leadership, and recognition and use of internal talent; and a ‘carefully crafted,
adaptive strategy’. Above all, this book illustrates the necessity for, and the power
of, like-minded people. Such people, as also identified by Flash et al. (2006), are the
key ingredient in any transformational change.

Keys to Success

A sound set of foundational principles and willingness to participate stand out as
crucial ingredients in the successful development and implementation of DEUs.
Willingness must go beyond the initial passionate few advocates to the sustainable
level of willingness to participate at a systemic level in dynamic environments with
transient populations. The contributing authors and the literature emphasise that the

http://dx.doi.org/10.1007/978-94-007-7232-8_6
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key factor in a successful DEU is ‘buy-in’ at all levels of the partnering institutions
and organisations.

Leadership at all levels, from those who have the initial idea to those
in administrative and policy positions within universities and health-care
services/organisations and to the clinical and academic staff in the clinical settings,
promotes participation. Students, through their role as peer teachers as well as
learners in the DEU environment, become leaders in engaging other students and,
as evidenced in some of the stories in Chap. 10 (this volume), in engaging the
clinical and academic staff. This willingness and engagement is needed on the
part of those not directly involved with a particular DEU as well as those who are
directly involved. One of the most important roles is that of a ‘critical friend’, a
person who is willing to guide and support those who are in the process of setting
up DEUs. The critical friend will be someone who has already set up DEUs and
evaluated them and is willing to share their knowledge with others, making sure not
to impose on a new DEU context a strict set of conditions that may have worked in
earlier DEUs.

Dedicated Education Units already in operation have adhered to their foun-
dational principles and incorporated strategies that have proven successful in
developing, implementing and managing practice learning models, including:

• Clear purpose
• Leadership
• Communication
• Collaboration, which involves support from hospital and university management

and administrative support
• Clear role and responsibility delineation
• Clear management processes
• Flexibility
• Innovation
• Evaluation
• Re-innovation (see Cooper et al. 2010; Sims 2008)

All of these elements are included in the trial stage. After evaluation, re-
innovation informs the second and subsequent DEUs. Staff capacity building is a
key part of the collaborative support and management processes at all stages.

Administration

Administration requires more attention. In the Introduction to this volume, we
made the point that research into clinical learning models tends to overlook
administration. Although we hoped to include more detail about the nuts and
bolts of administration, this role tends to be implied within the terms of reference
for governance groups or committees, for example, in the sample CPIT/CDHB
forms provided in Chap. 11 (Edgecombe et al., this volume). However, effective

http://dx.doi.org/10.1007/978-94-007-7232-8_10
http://dx.doi.org/10.1007/978-94-007-7232-8_11
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administration is central to the whole DEU strategy, particularly in terms of
researching and disseminating information about the roles, responsibilities and
networks required to help organisations and individuals understand the DEU’s
administrative basis. Keeping lines of communication going, controlling computer
systems and working every day to ensure everything runs smoothly are largely
assumed, as is promotion and marketing. Judy Gonda (Chap. 4, this volume) places
some focus on administration, as do Casey et al. (Chap. 7, this volume), which is
evidenced in the CPIT/CDHB forms presented in Chap. 11 (Edgecombe et al., this
volume). However, there is a need for a greater balance in focus between the vision,
the how to, the doing (the teaching and learning) and the day-to-day administration,
which is a rarely acknowledged part of DEU management.

There is also the quandary of how to ‘sell’ the DEU concept. As identified by
CPIT/CDHB, the DEU is not a concrete thing. It is a set of principles on which
to base various manifestations of the basic DEU model for clinical learning to fit
particular contexts. The DEU’s form can change to suit the context and its resources,
which is a complex concept to market and understand when most models are rigid
and take the same concrete form in all contexts.

Harnessing the enthusiasm of those who have experienced the benefits of the
DEU is the most effective way to promote the DEU. This book represents an
undertaking by all contributors to ensure the DEU’s ongoing evolution, uptake and
sustainability.

Where to Next for DEUs?

The DEU strategy works. It has been consolidated across different levels of
university and organisation leadership and endorsed as a sustainable solution to
the global issue of having to find clinical learning placements for increasing
numbers of nursing students. The agility of the DEU strategy is self-evident. You
can implement DEUs differently in different settings or contexts, within the same
university or health-care organisation or across different universities and health-care
organisations. The DEU’s ability to accommodate students across year levels at the
same time, encouraging and developing peer teaching and learning as an additional
skill, with a focus on communication and support, adds to its plausibility as a model
for interprofessional education.

The DEU, originally conceived as a flexible strategy for more effective clinical
learning and more efficient administration in the cross-cultural context of collab-
orative university teaching and learning and health service clinical teaching and
learning, requires further crafting to meet different context-specific needs with
different personnel and different organisations. Further expansion is anticipated in
the area of interprofessional DEUs, which will expand the clinical knowledge of all
students and clinical and academic staff about how to work in an interprofessional
care team, how to value interprofessional information and share it and how to
provide more informed care for patients.

http://dx.doi.org/10.1007/978-94-007-7232-8_4
http://dx.doi.org/10.1007/978-94-007-7232-8_7
http://dx.doi.org/10.1007/978-94-007-7232-8_11
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Dedicated Education Units also have the potential for greater academic engage-
ment with curriculum and research, engagement borne out of the relationships
developed within the units as exemplified by nurse researcher Ann Harrington
in Story 11, Chap. 10 (this volume). Engagement in pedagogical and clinical
research is a strategy for sustaining the DEU. This engagement will create stronger
partnerships between universities and health-care organisations through students
and academics working with clinical staff and organisation management on joint re-
search projects within the clinical setting. This expanded collaboration will develop
the evidence-based research that is currently missing from the partnership equation.
DEUs can become a resource to support clinical research, a frame of reference for
research with students, academics and clinicians that will benefit the health-care
organisations, their patients/clients, the students, the clinical staff, the academics
and the universities. However, this will not happen without committed leaders
because, as Mulready-Shick and Flanagan have identified (2012), ‘leadership is key
to creating and sustaining partnerships such as DEUs’.

Finally, there is a need to develop a new evaluation tool to guide the DEU
process in the future and to enhance its credibility among those trying to understand
the concept or sceptical about how it works. Further evaluation and dissemination
of the findings across all health sciences and other human services disciplines
who currently work in the same clinical spaces can open the door to developing
interprofessional DEUs. Such development would require consideration of each
profession’s curriculum, planning and assessment approaches (Henderson and
Alexander 2011). However, the way the DEU works, with students and clinical
and academic staff working together as a team, provides the ideal environment for
expansion to interprofessional teamwork. It is time to get the health and human
service professions together to trial and evaluate interprofessional DEUs.
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Glossary

The terminology used in this book reflects the contributions from authors in different
parts of the world. The words ‘academic’, ‘faculty’ and ‘teacher’, for example, all
refer to lecturers/teachers in universities. The terms clinician and clinical staff are
used interchangeably throughout the book. Terminology used to describe the roles
specific to different Dedicated Education Units (DEUs) also varies. This glossary
provides a guide to the different terms used for the same, similar and different roles
within DEUs in different locations. It has four sections: ‘Clinical Lecturer’ roles
(university staff); ‘Clinical Educator’ roles (clinical staff/clinicians); ‘Coordinator’
roles (university administration); and brief descriptions of other roles and specific
clinical learning/teaching models.

Term Acronym

Clinical Lecturer roles
Academic Liaison Nurse: a permanent clinical lecturer at the university who

provides consistent support to students and clinicians
ALN

Clinical Lecturer/Clinical Facilitator: academic staff who visit the clinical
learning setting intermittently to provide curriculum integration and
monitor the student’s progress with the student and their preceptor; may
also undertake research projects in the clinical setting

Clinical Liaison Nurse/Dedicated Liaison Nurse/Liaison Nurse: an
experienced Registered Nurse (RN) selected from the practice area who
takes on extra responsibilities, including overseeing clinical learning in
the DEU and liaising between staff, students and academics/faculty
(particularly the ALN); the liaison between the unit and the university

CLN/DLN/LN

Clinical Scholar: an expert clinical nurse who meets the requirements for
providing clinical education for nursing students, is a permanent member
of clinical nursing staff on a medical unit and acts as a preceptor to new
graduate Registered Nurses (RNs) and as a coach to staff preceptors

CS

Lead Teacher: academic staff in charge of both lecture and clinical
components of a clinical course; responsible for assigning grades

(continued)
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(continued)

Term Acronym

Primary Tutor: a Registered Nurse (RN) who has overall responsibility for
conducting the students’ clinical studies

Principal Academic (PA): an academic lecturer in clinical (nursing school
faculty member) who visits the clinical setting prior to student placement
to facilitate clinical staff preparation for working with the students and
thereafter visits the clinical setting regularly throughout each semester;
communicates and liaises with students, the LN and the CNC, and
utilises their ongoing expertise to facilitate students’ learning

PA

Secondary Tutor: a Registered Nurse (RN) who guides the students in
concrete care and learning situations or a certified nursing assistant who
guides students during fundamental care procedures

Clinical Educator roles
Clinical Instructor: staff nurse who wants to teach CI
Clinical Staff/Clinicians: Registered Nurses (RNs), Enrolled Nurses (ENs)

and Assistants in Nursing (AIN) recognised as clinician educators for
students, responsible for facilitating students’ learning in collaboration
with the Principal Academic (PA) and CLN/DLN/LN

Registered Nurse: college or university qualified nurse licensed by a nursing
registration body to undertake all facets of nursing in accordance with
the body’s regulations

RN

Enrolled Nurse: Diploma qualified nurse working under supervision of an
RN to provide nursing care

EN

Assistants in Nursing: certificated nurses (not RNs) providing support to the
nursing teams in clinical settings under supervision of RNs

AIN

Coordinator roles
Clinical Faculty Coordinator: nursing faculty from the university who plans

students’ experience and informs Clinical Instructors (CI) what is
covered in university classes each week

CFC

Clinical Placement Coordinator: academic/faculty in the university
responsible for negotiating clinical placements and ensuring placements
are congruent with curriculum requirements

CPC

Other terminology
Block placement: students placed in clinical setting for a short, concentrated

block of time, overseen by clinical facilitators
Capacity building: preparation/orientation for the DEU for academic and

clinical staff, plus ongoing professional development pertinent to
academic and clinical staff roles and responsibilities in the DEU
environment

Cluster model: block placement with one clinical facilitator working with a
group of students and two RNs

Community of practice: a community of people involved in mutual
engagement (a network of multiple relationships between members of
the community), having a shared repertoire (‘routines, words, tools,
ways of doing things, stories, gestures, symbols, genres, actions or
concepts that the community has produced or adopted in the course of its
existence’) (Wenger 1998: 83) and collectively negotiating day-to-day
practice (joint enterprise)

(continued)
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(continued)

Term Acronym

Director of Nursing: An RN who supervises a whole nursing department DON
Lifeworld perspective: a fundamental approach to learning in which the

learner’s world of experiences (i.e. their lifeworld) is the starting point
for all learning support

Magnet Hospital: a hospital that has been awarded recognition by the
American Nurses Credentialing Center as a hospital that demonstrates
excellence in nursing care

Peer learning: learning with and from peers
Preceptor/mentor: an experienced RN who provides one-on-one support for

nursing students
Preceptorship model: one student allocated to one preceptor (RN)

Reference
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