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Preface

he focus of Volume 6 of the Annual Review of Nursing Education

is on clinical nursing education. The chapters in this volume

describe new partnership models, innovative clinical experi-
ences for nursing students, the ways schools of nursing in a region
collaborate to select clinical sites, approaches to evaluating students’
clinical performance, and grade inflation. The Annual Review would
not be complete without new teaching strategies and reflections on
the development of nursing faculty, which also are included in Volume
6. In a special chapter (14), Peggy L. Chinn reflects on her career and
experiences as a nurse educator and now on her active retirement. If
you need new ideas for your clinical courses, chapters in this volume
will meet that need.

Part I of this year’s Annual Review focuses on innovative partner-
ships between schools of nursing and clinical agencies. In Chapter 1,
Gayle Preheim describes the development and implementation of the
clinical scholar model within a caring, competency-based curriculum
as an exemplar for clinical nursing education. The clinical scholar
model is an innovative partnership with health care providers to improve
the clinical learning experience of students in prelicensure nursing
courses. Central to the model is the clinical expert nurse, who collabo-
rates with faculty to coordinate clinical placements, facilitate student
learning, and evaluate student performance and the learning experi-
ence in the clinical setting.

As Betsy Frank explains in Chapter 2, partnerships between health
care service institutions and nursing education are not new. What has
spurred this renewed interest in partnerships? In a rapidly changing
health care system characterized by personnel shortages, heightened
patient acuity in inpatient settings, and a move to deliver health care
away from the hospital, service personnel and nurse educators have
discovered that effective partnerships can benefit both students and
the agencies where clinical experiences take place. Read this chapter

xiil
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to understand the development of various forms of academic—service
partnerships in nursing education and to think about ways you can
form partnerships in your own environments.

Chapter 3 builds on Betsy Frank’s review and presents two innova-
tive partnership models that address the need for clinical faculty and
bridge the gap between education and practice. In this chapter Susan
E. Campbell and Debra A. Filer present their clinical partner model
and the home room mentoring model used at their school of nursing.
As clinical instructors, they have experienced the rewards and chal-
lenges of working with both models, which they describe in this chap-
ter. The authors emphasize the importance of establishing partnerships
to meet the goals of education and practice, describe ways of sustaining
these partnership relationships, and offer suggestions for implementing
the models in a nursing program and health care agency.

Kathleen M. White and Jo M. Walrath, in Chapter 4, describe their
Fuld Leadership Fellows in Clinical Nursing Program, an innovative
partnership between the School of Nursing and Johns Hopkins Medi-
cine. The Fuld Fellowship is a vehicle for developing the professional
and leadership skills of undergraduate nursing students. Each nursing
student selected as a fellow works with a hospital-based nurse mentor
on a project aimed at improving the safety and quality of inpatient care.
The program has provided students with meaningful opportunities to
develop their critical thinking skills, conduct important clinical nurs-
ing research, and apply evidence-based practice in real-world settings.

Nursing faculty spend much time planning clinical activities for
students and guiding their learning in the clinical setting. How do
students perceive these activities and their clinical experiences? In
Chapter 5, Leonie L. Sutherland and Virginia Gilbert present their
research findings on how students respond to clinical assignments.
Their analysis showed that embedded within the educational require-
ments of the clinical practicum was a set of rules guiding the work
of nursing students. Students classified patients as “good” or “bad”
based on how well the patient’s nursing care needs met the students’
perceived faculty requirements. Students came to view patients as ob-
jects to forward the educational requirements of the practicum and
experienced tension and conflict in translating classroom learning to
care of their patients.
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As nursing education programs struggle to meet the demand for
more nurses, one limiting factor is insufficient clinical sites for student
learning experiences. With schools of nursing increasing their student
enrollments, there is more competition for clinical sites. Kay Setter
Kline, Janice Hodges, Marilyn Schmidt, Daniel Wezeman, and Jan Coye,
in Chapter 6, describe the collaborative process they use to negotiate
and obtain clinical sites for their nursing program. In their Clinical
Placement Consortium, nursing programs and service settings work
together, using software and technology, to place all students in ap-
propriate clinical sites. This is a true collaborative partnership between
education and service.

Evaluation of students’ clinical performance is often a difficult
process for faculty. Chapters in Part II of the Annual Review guide fac-
ulty in evaluating and grading students in clinical practice, including
evaluating professionalism among nursing students. Other chapters ex-
amine how students assess their own learning and development of clin-
ical competencies, and explore issues of grading and grade inflation.
The final chapter in Part II describes a study on providing feedback to
students in an online course.

In Chapter 7, Stephanie D. Holaday and Kathleen M. Buckley pre-
sent a framework for clinical evaluation and an innovative tool-kit to
assess, evaluate, and measure student performance and growth across
clinical settings and at all levels of a nursing program. The tool-kit
includes consensus-based clinical outcomes and competencies against
which to base judgments for evaluation, a five-point rating scale for
measuring the quality of clinical performance, and conversion scales
for grading the achievement of the clinical outcomes. The framework of
the tool-kit provides a lens to view clinical education and performance
and a benchmark for assessing and measuring student, course, and ac-
creditation outcomes.

For many decades nursing students worldwide have measured their
education and attributed the quality of their nursing education directly
to their clinical experiences. Moreover, continuous quality improve-
ment in educational experiences is directly linked to hearing, reflect-
ing, and responding to the thoughts and beliefs of all stakeholders,
including students. In Chapter 8, Nel Glass and Lou Ward bring to the
forefront the value of innovative student assessment. This assessment is
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focused on a group of stakeholders, namely, nursing students, and their
reflections on achieving teacher-derived clinical competencies in one
clinical environment, that of a mental health setting in Australia. The
authors contend that student reflections on their clinical experiences
are an important educational and clinical consideration integral to the
advancement of clinical nursing education.

Grade inflation is an increase in the grade point average without
an increase in the student’s ability; grade inflation devalues what an A
truly means. In Chapter 9, Judith M. Scanlan and W. Dean Care exam-
ine the issue of grade inflation in nursing. This issue is a sensitive mat-
ter for faculty, who are often unwilling to believe that they contribute to
grade inflation in nursing courses. The authors explore whether grade
inflation is real or perceived, discuss causes of grade inflation, and sug-
gest strategies that nurse educators can use to ameliorate the problem
of grade inflation in schools of nursing. They believe that nurse educa-
tors need to address the problems related to grade inflation in clinical
courses.

Faculty often struggle with defining and evaluating clinical be-
haviors related to professionalism in nursing students. The authors of
Chapter 10, Karen Rizk and Rebecca Bofinger, found this to be true
with both attendance and dress code issues. In an attempt to simplify
clinical evaluation of professionalism, the authors developed an objec-
tive tool based on a point system to monitor Absenteeism, Punctuality,
and Adherence to Dress code (APAD). This easy-to-use tool provides
a way of evaluating professionalism. This chapter is a good source of
information about developing professionalism in nursing students and
how to evaluate those behaviors in the clinical setting.

The growth of online courses in nursing is continuing at a rapid
pace, but there is limited evidence as to the best teaching strategies to
promote students’ learning in these courses. Chapter 11 continues with
the theme of evaluation but shifts to the type and extent of feedback
that faculty should give to students in their online nursing courses.
Although best practices in online education acknowledge that prompt
feedback is important, guidelines as to what this means are lacking.
Wanda Bonnel, Charlene Ludwig, and Janice Smith address this issue
as they report on their survey to better understand the concept of on-
line course feedback from the students’ perspectives. From this study;,
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the authors gained an understanding of what students expected in an
online course and what feedback was important to their learning. The
authors present many implications for nurse educators and provide
examples of how to integrate good feedback into online courses.

Part III of the Annual Review begins with Chapter 12 by Janice J.
Hoffman on teaching strategies for critical thinking. Critical thinking
is considered essential to the provision of safe, effective care to patients
in a variety of settings. Hoffman explains that the importance of criti-
cal thinking is directly related to the complexity of the current health
care environment and expanding technologies. Her chapter presents
several practical teaching strategies that can be used to facilitate criti-
cal thinking, including reading assessment and activities, case studies,
and questioning. These strategies can be used in clinical courses, in the
classroom, and in online environments.

In Chapter 13, Nola A. Schmidt discusses the need for integrating
evidence-based practice (EBP) in our nursing curricula. She explores
how to develop a curriculum with EBP as its core. After providing a brief
overview of EBP, she discusses student outcomes, curricular changes,
and teaching strategies for incorporating EBP content in a nursing cur-
riculum. She concludes with suggestions for developing expertise for
teaching EBP in nursing.

The contributions that Peggy L. Chinn has made to nursing and
nursing education are apparent in our everyday work as teachers—in
how we interact with students, how we think about our role as edu-
cators, and how we carry out the teaching process with students in
clinical practice, in the classroom, and in online environments. Chinn’s
work has guided our practices for many years. She has been on the
advisory board of the Annual Review since its inception and has writ-
ten chapters for the Review: “Teaching Creativity Online” (Volume 1)
and “A Praxis for Grading” (Volume 2). She also coauthored the chap-
ter “Peace and Power” as a critical, feminist framework for nursing
education. In Chapter 14 of this volume she shares her reflections
on retirement, her 30-year career in nursing education, and what she
has found to be important in making the transition to retirement. Her
reflections will inspire you to bring some “retirement” into your own
active careers as educators. This chapter is a very special contribution
to Volume 6.
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Leaders in nursing education have a vision of the future, know
how to get there, and can lead others toward that vision. Although
leaders in nursing education are essential to move the profession for-
ward, there is little evidence to guide their development. In the last
chapter (15) of this volume, Diane Whitehead, Maria Fletcher, and
Jean Davis address this lack of evidence. They report on their study
to determine what nursing faculty leadership entails and how nurse
educators become leaders. Critical reflection, a certain leadership style,
communication skills, and networking ability are essential; however, it
is even more important to have passion for what you do and what you
want to accomplish.

The goal of the Annual Review of Nursing Education is to keep you
updated on innovations and new ideas in nursing education. We hope
you will agree that Volume 6 meets that goal. A special acknowledg-
ment is extended to Sally J. Barhydt, Executive Editor at Springer Pub-
lishing Company, for her guidance and assistance. And a thank-you
to all the authors who so generously shared their innovations for the
benefit of educators everywhere.

Marilyn H. Oermann, Editor
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Part 1

Educating Students in Clinical
Practice: Through Partnerships
and Innovative Learning
Experiences






Chapter 1

Clinical Scholar Model: Competency
Development Within a Caring Curriculum

Gayle Preheim

clinical scholar model (CSM) at the University of Colorado

at Denver and Health Sciences Center (UCDHSC) School of
Nursing demonstrate value-driven and outcome-oriented excellence
in clinical nursing education. The CSM is a prototype of academia
partnering with health care providers to improve the experience of
clinical placements and education in prelicensure nursing courses.
Central to the model is the clinical expert nurse, who collaborates with
faculty to coordinate clinical placements, facilitate student learning,
and evaluate student performance and the learning experience in the
clinical setting.

The CSM was created in 1984 within an educative-caring para-
digm (Bevis & Watson, 1989; Watson, 1979, 1985, 1988a, 1988b).
The model evolved over 2 decades to emphasize competency devel-
opment in preparation for contemporary professional nursing practice
(Lenburg, 1979, 1999a, 1999b). Originating with one school and one
hospital, the CSM thrives today at UCDHSC School of Nursing in 14
acute care, ambulatory, and community-based clinical settings with 22
clinical scholars.

The model addresses calls for nursing education reform (American
Association of Colleges of Nursing [AACN], 2006a; National League
for Nursing [NLN]J, 2003, 2005b) and mandates to prepare nurses for

The conceptualization, implementation, and expansion of the
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competent practice in today’s complex and rapidly changing health
care environments (AACN, 1998, 2006a; American Nurses Asso-
ciation, 2002; American Organization of Nurse Executives [AONE],
2004a; NLN, 2000, 2005b; Tresolini & Pew-Fetzer Task Force, 1994).
Hallmarks of the CSM with sustaining power are the following:

* meaningful education—practice partnerships

e valuing of the clinical nurse expertise

¢ arelationship-centered, caring curriculum

* competency-based, outcomes-oriented performance in practice

In this chapter, 1 describe the development and implementa-
tion of the CSM within a caring, competency-based curriculum as
an exemplar for clinical nursing education. I discuss attributes of the
CSM compared to the traditional clinical instruction models, as well
as guides for implementation. The CSM is used to illustrate the coex-
istence of a caring (Bevis & Watson, 1989) and competency-based
(Lenburg, 1999a, 1999b) curriculum for modeling caring and profes-
sionalism and building initial competencies of baccalaureate nursing
students. I summarize the benefits realized by the student, the affiliating
clinical agency, and the educational program to provide evidence of an
effective and enduring model for clinical nursing education.

Confronting Threats During Challenging Times

Numbers are prominent in discussions regarding nursing education
and practice today. A dominant focus on quantity is evidenced by the
plethora of reports and literature tracking increasing enrollments, nurs-
ing faculty shortages, scarcity of clinical placements, and dwindling
funding for education (AACN, 2006b, 2006¢, 2006d; NLN, 2005a).
The critical need for professional nurses and the potential impact on
access, quality, and cost of health care are compelling. However, the
quantification of professional nursing education and practice poses
threats to the integrity and potentially undermines values and beliefs
foundational to excellence in nursing education and quality patient
care. Numbers become irrelevant if curricular frameworks and practice
environments do not support caring or promote competency.
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Reform in nursing education requires transition from traditional
and behavioralist pedagogies to an educative-caring philosophy of edu-
cation (Bevis & Watson, 1989; Diekelmann, 1988; Noddings, 1984;
Tanner, 1990). Progress toward transformation, however, is thwarted
when change efforts encounter resistance, uncertainty, and competition
for limited resources. Although an array of initiatives is necessary to
transform clinical education (Tanner, 2006), caution must be exerted
to ensure that excellence in clinical education is enhanced. The AONE
(2004b) and the National Council of State Boards of Nursing (2005)
confirm the essential value of strong, structured, and well-supervised
clinical instruction in prelicensure programs. The merit of any clinical
placement and education strategy should ultimately be determined by
whether the quality of preparation for professional practice is enhanced,
as well as whether management of the quantity of student placements
and education needs has improved. Solutions to complex problems
must be theory guided, values driven, and outcomes oriented.

Early Beginnings of the Clinical Scholar Model

The CSMevolved from a conceptual framework that values collaboration,
clarifies roles and responsibilities, and specifies outcomes. Embedded
within an educative-caring philosophy and a competency-based model
of assessment, the CSM supports learning and teaching environments
to prepare increased numbers of nurses today for the highly challeng-
ing realities of practice tomorrow. Baccalaureate enrollments at the
UCDHSC School of Nursing have quadrupled in the last decade, while
simultaneously experiencing curriculum revisions, the nursing faculty
shortage, scarcity of clinical placements, and constrained resources.
The CSM endured in turbulent times, evolving and expanding to
accommodate increasing enrollments with assurance of quality clinical
placements and education.

Participation by a health care organization in the education of
future nurses affects the daily workflow and relationships within the
organization. Cronenwett and Redman (2003) described the value of
affiliation to the clinical agency as (a) negative drain with no value;
(b) essentially meaningless with no drain or no value; (c) a valued
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partnership, primarily as a recruitment opportunity for graduate nurses
as future employees; and (d) a greatly valued active partnership whereby
more is accomplished together than either could accomplish alone.
Whether the affiliation is negative or positive depends on contextual
factors. Economic, societal, and political trends influence the ability or
willingness of health care organizations and educational programs to
collaborate.

A review of the cultures in education and practice in the early
1980s reflects a disconnection and provides a perspective for the early
beginnings and inception of the Clinical Teaching Associate (CTA)
model, a precursor to the CSM. Team nursing was the typical care
delivery model. The longevity of staff nursing experience contributed
to the stability of service organizations. Agency, pool, or traveling
nurses had minimal impact on staffing and patient care. Nursing units
were organized into distinct services, and managers often supervised a
single unit. Directors exercised a span of control over a limited number
of clinical areas and employees, allowing for close supervision. Patient
acuity tended to be lower, and intensive care units were reserved for
the critically ill. Length of stay accommodated assessment, provision
of care, teaching, and discharge planning over time. Quality indicators
focused on basic patient satisfaction and safety. During the 1980s the
payer mix began to change, and managed care influenced delivery and
cost of care.

Individual schools routinely arranged clinical placements with
agencies without centralized communication or processes. Typically,
faculty from the School of Nursing accompanied a group of nursing
students to instruct and supervise the clinical rotation. Students often
lacked adequate orientation to the unit or clinical expectations. Patient
care protocols and policies of the clinical unit were not well understood
by faculty, and specific clinical objectives were largely unknown to
staff. Staff nurse involvement was variable and depended on individual
interest or the faculty’s ability to perform in the clinical setting. Little
consideration was given to the level or scope of learning activities, as
students were assigned nursing tasks as they became available. Indi-
vidual student learning needs or interests were addressed serendipi-
tously, if at all. A disconnect between academia and service existed, and
clinical nursing education was inconsistent and chaotic.
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Development of the Clinical Teaching Associate Model

The foundation for collaboration and an enduring education—practice
partnership began in 1984 with a joint initiative between UCDHSC
School of Nursing and the University of Colorado Hospital in Den-
ver. Recognizing staff nurses’ clinical expertise and teaching ability,
the Clinical Teaching Associate (CTA) was designated as a resource to
improve the clinical education experience for both students and staff.
Practicing nurses, employed by hospitals, participated formally in clin-
ical education in collaboration with lead teachers from the schools.
The CTAs skillfully planned learning experiences and implemented
problem-solving approaches to enhance the student’s ability to plan,
implement, and evaluate care. As role models and mentors to individ-
ual students, CTAs also significantly influenced socialization into nurs-
ing (Benner, 1984). The CTA model expanded to additional schools
of nursing and hospitals and stimulated the development of reciprocal
policies related to student practice guidelines and clinical placement
policies (Phillips & Kaempfer, 1987). The CTA model was useful in
building links between faculty and clinicians, encouraging meaningful
presence of faculty in service and clinicians in education, and enhanc-
ing the clinical relevance of education through collaborative planning
(DeVoogd & Salbenblatt, 1989; Phillips & Kaempfer, 1987).

Evolution of the Clinical Scholar Model

The CTA model demonstrated beginning success but proved to be
insufficient in clarifying roles and expectations. Students continued to
lack adequate orientation, preparation, and readiness to engage actively
with the CTA in providing patient care. Clinical instruction continued
to be inconsistent and dependent on CTA and lead teacher experience
with the student level or specific course competencies (DeVoogd &
Salbenblatt, 1989).

As problems with the CTA model surfaced, education and health
care provider environments were changing significantly with mount-
ing economic, regulatory, and accrediting pressures. Shifting payer
models, increasing acuity, and decreasing length of stay overshadowed
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commitment to clinical education. The nursing staff mix changed to
include more temporary agency and traveler nurses with potentially
less familiarity of specific clinical agency protocol and reduced invest-
ment in students as prospective employees. Service began to convey
the need for remuneration for providing clinical experiences. Simulta-
neously, demands for faculty productivity in scholarship and research
increased, encroaching on teaching time. Collaboration in curriculum
development or practice initiatives was minimal. Clinical education
affiliations became less mutually satisfying. The focus reverted to man-
aging student numbers and clinical schedules. Again, the gap between
education and practice began to widen.

An Enduring Model for Excellence in
Clinical Nursing Education

In the early 1990s, nursing leaders determined the CTA model needed
restructuring to improve the clinical education experience for academia
and service. Mutual concerns and expectations centered on strengthen-
ing clinical experiences and facilitating professional role behaviors and
practice competencies within positive learning and work environments
for students and staff.

The Clinical Scholar Model

The components, implementation, and benefits of the CSM for clinical
supervision of nursing students are described by Preheim, Casey, and
Krugman (2006). Assumptions underlying the model guided initial
design and implementation.

Underlying Assumptions

* Actively involving the nurse expert in clinical education in col-
laboration with faculty maximizes development of professional
role behaviors and practice competencies.

* Demonstrating caring and clinical expertise is crucial in serving
as a role model and mentor for enculturation into the nursing
profession.
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e Coordinating clinical placements, schedules, and orientation
prior to the clinical experience is essential for smooth integration
into the clinical setting.

* Understanding the School of Nursing’s unique philosophy of
nursing and education, as well as curricular framework, is im-
portant to role modeling and facilitating individual student pro-
fessional growth and clinical performance within the context of
the course.

* Planning learning activities consistent with the student level
and expected course-related outcome competencies facilitates
individual student professional role and competency develop-
ment.

* Clarifying roles and responsibilities of faculty and the clinical
scholar is key to meaningful student—clinical scholar—faculty
interactions and consistent education and evaluation.

* Consistently assessing students’ performance according to ex-
pected outcome competencies ensures progression and prepa-
ration for safe entry into practice.

e Participating in the evaluation of the clinical experience is
necessary to ensure emphasis on contemporary practice priorities
and program quality improvement.

Attributes and Qualifications
The clinical scholar is

* A caring, expert nurse who exemplifies professionalism in
nursing practice and conveys passion for learning and teaching
in the clinical setting.

* An employee of the clinical agency, with time dedicated for
coordinating, educating, and evaluating student clinical expe-
riences.

* Master’s prepared in nursing with a specialty focus in the area of
teaching responsibility in the baccalaureate program.

* Experienced in nursing practice, with a minimum of 5 years’
experience in the specialty and a minimum of 2 years of
employment within the hospital or clinical agency.

* Recommended and recruited within the clinical agency, based
on extensive experience in practice and as a preceptor.
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e Arole model who values and demonstrates relationship-centered
caring with patients, families, the health care team, students,
and faculty.

* Interactive in caring, learner-focused relationships with students
and faculty.

¢ Jointly interviewed and selected for hire by the clinical agency
and the School of Nursing.

Clinical Scholar Roles and Responsibilities. ~An essential character-
istic of the CSM is the incorporation of a master’s-prepared practicing
expert nurse who is employed by a hospital or clinical agency and also
holds a clinical adjunct appointment in the School of Nursing. The
responsibilities include collaborating with school faculty and agency
staff to plan and coordinate student experiences and learning activities
to meet expected competency outcomes. The clinical scholar, student,
and faculty form a triad to facilitate the student’s acquisition of clinical
competencies. Roles of the clinical scholar include responsibilities for
coordination, clinical education, and evaluation (Table 1.1).

Clinical Scholar Model Components for Implementation. ~ To establish
and maintain effective working relationships, education and practice
partners implement several key components of the CSM (Preheim et al.,
2006). These components include establishing contracts with clinical

TABLE 1.1 Roles and Responsibilities of the Clinical Scholar

Roles Description of Responsibilities

1. Coordination e Confirms scheduled dates, hours, clinical units

pre-clinical

¢ Identifies and negotiates precepted assignments
with qualified and available staff nurses

* Arranges computer training and hospital
orientation

* Ensures staff and preceptors are prepared for
arrival and engagement of students in learning
activities appropriate for the level of student and
course outcomes

(continued)
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Roles Description of Responsibilities
2. Clinical * Role models professional behaviors to facilitate
education socialization as a member of the health care team

3. Evaluation
of student
performance

and nursing profession

Clarifies expectations and roles using effective
communication and conflict management skills
to guide the learning experience

Assesses critical thinking and clinical skills, and
determines knowledge and application of the
nursing process specific to the patient assignment
Interacts with individual student to model,
dialogue, and provide feedback on performance
Provides oversight education to ensure the
clinical course outcomes are met

Conducts clinical conferences to provide an
opportunity to reflect on care provided and
aspects of professional nursing roles and
responsibilities

Fosters a trusting and caring relationship, key
in developing student’s skills; confidence in
performance; and socialization into professional
nursing roles

Assesses readiness for engagement in clinical
practice

Serves as a liaison to preceptor and faculty

to ensure practice opportunities and skill
development according to critical elements for
competent practice

Consistently evaluates student’s clinical
performance using standardized Competency
Performance Examination (CPE) tools and
procedures

Prepares recommendations for further
development and/or revisions of the clinical
experience or teaching/learning tools
Facilitates development and implementation of
joint research and scholarly activities
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agencies, conducting advisory meetings, developing communication
and problem-solving protocols, and collaborating in course planning
and evaluation.

Clinical Affiliation Contractual Agreements. Clinical agency and
School of Nursing obligations are documented in the Clinical Affilia-
tion Agreement. Agencies agree to recommend nurse experts for the
role, provide benefits and professional liability insurance coverage and
invoice for payment, and specify responsibilities of the clinical scholar.
The school agrees to terms of payment, provision of student professional
liability coverage, and enforcement of academic and disciplinary
policies. An addendum outlines specific payment for clinical scholar
services for confirmed clinical hours, including dates, hourly salary,
and benefit data. The contractual agreement is between the School of
Nursing and the clinical agency, with the school paying the agency.

Clinical Scholar Advisory Meetings. The School of Nursing hosts
quarterly meetings for clinical scholars and faculty to address current
issues and review relevant policies. Dialogue is facilitated by faculty or
the clinical scholar on contemporary, evidence-based topics, such as
the art of questioning, working with students at risk or with special needs,
and effective relationships with multigenerational groups of students
and staff. Dialogue may result in teaching and learning tools for use in
the clinical setting. Networking builds comradeship and an awareness
of current issues and trends across education and practice.

Communication and Problem-Solving Protocols. The CSM builds a
strong education—practice link to clinical education by encouraging
meaningful presence of practicing nurses in education and faculty in
the clinical agencies. The clinical learning experience is improved, and
the potential negative impact of students on a clinical unit is reduced
when a credible and responsive clinical scholar is available to the staff to
assist when questions or concerns arise. The clinical scholar frequently
consults with the course faculty, who are knowledgeable about the spe-
cific course syllabus as a teaching and learning guide for expected per-
formance and associated School of Nursing policies related to student
progression.

The clinical scholar is in a pivotal position to interact frequently
with staff and students to identify strengths or areas of concern. The
expectation for early and frequent communication with student and
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faculty is emphasized, especially when concerns about student perfor-
mance relate to patient safety, or if a student may be at risk for satisfac-
tory performance in meeting expected course outcomes. Approaches to
support student learning and professional accountability and to ensure
safety in care provision are developed in partnership with the student.
Faculty is involved to provide clarification of expectations, jointly as-
sess, or collaborate on a plan of action. The clinical agency’s goal for
safe, quality patient care in a positive working environment and the
school’s responsibility for consistent education and evaluation in a
positive learning environment are achieved when open communication
and collaborative problem solving occur routinely.

Collaborative Course Planning, Implementation, and Evaluation. The
clinical scholar and the faculty course coordinator deliberate prior,
during, and following the clinical experience to maximize strengths
and address concerns or areas previously identified as needing
improvement. Faculty is responsible for orienting the clinical scholar
to the overall learning outcomes of the course, the design and imple-
mentation of teaching and learning principles recommended, and the
processes and criteria used in student competency performance evalu-
ation. The clinical scholar is invited to the first didactic class session
to meet with the clinical group to establish an initial relationship, relay
expectations, and exchange contact and logistical information for the
first day of clinical. Clinical scholars and faculty plan regularly sched-
uled clinical site visits by faculty to meet with clinical scholars, stu-
dents, and preceptors. Frequency and purpose of site visits are based
on the need to ensure quality learning and teaching experiences, support
and referral for individual learning needs, and guidance of clinical
scholars.

Outcomes of collaboration include intake assessment guides, grad-
ing rubrics, and revised learning and competency assessment tools.
A variety of approaches are used for improving student preparation,
engaging students in practice activities, and interacting professionally
with members of the health care team. The clinical readiness self-
assessment is a tool used to assist the clinical scholar in determining
individual student learning needs (Table 1.2). Clinical learning activities
are planned to address the student’s individual interests and changing
learning needs.
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TABLE 1.2 UCDHSC School of Nursing Clinical Readiness
Self-Assessment

Name: Date:

Course Name:

The quality of your clinical experience depends on adequate student
preparation and appropriate preceptor/instructor supervision style and
structure. The purpose of this self-assessment is to identify your learning
needs and readiness for clinical. This self-assessment process should be
helpful in determining preparation needed for clinical care and is also
helpful to your preceptor and clinical scholar in planning and evaluating
your learning experiences. Please complete and bring with you to your
agency orientation.

1. What previous clinical rotations have you completed to date?
__ Nursing Care of Adults & Older Adults

__ Nursing Leadership & Management

___ Nursing Care of Childbearing Families

___ Public Health Nursing

___ Nursing Care of Children & Adolescents

___ Clients with Complex Disease Entities

___ Psychiatric/Mental Health Nursing

__ Summer Externship, specify site and clinical setting
___ Clinical Elective, specify course/site

2. What areas of needed improvement are you aware of from other clinical
experiences?

3. Have you been/are you employed in health care? If so, where, for how
long, and what type of role/responsibilities?

4. Do you have a previous college degree? If so, in what field of study?

5. Generally, do you learn and perform most successfully with:
very close supervision
moderate supervision, initiated by the preceptor for yourself
available supervision, requested by you as needed.

6. What population or care setting are you most interested in, possibly

as your entry into nursing practice? (i.e., adults, pediatrics, geriatrics,
medical, surgical, obstetrics, etc.)

(continued)
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TABLE 1.2 (continued)

7. What aspects of care delivery or care coordination are you particularly
interested in? (i.e. assessment, interdisciplinary care coordination,
delegation to unlicensed assistive personnel, patient education, discharge
planning, clinical guidelines or care planning, technology, preventive
care, quality improvement, cost containment initiatives)?

8. Within the context of the course competency outcomes (performance
expected at the completion of the course), what would make this an
outstanding clinical experience in your mind?

9. What is your greatest concern for this clinical?

10. During this clinical rotation, what learning opportunities do you
specifically want to seek?

11. In one year from now, what do you plan to be doing?

12. Optional: Do you have additional learning needs or anything else you
want your preceptor to know about you?

13. Personal Learning Objectives: Please identify three measurable learning
objectives related to this clinical rotation.

&

Reprinted from Preheim G., Casey, K., & Krugman, M. (2006). Clinical scholar model:
Providing excellence in supervision of nursing students. Journal for Nurses in Staff Development,
22(1), 18. Reprinted with permission of Lippincott, Williams, & Wilkins, 2006.

Benefits of the Clinical Scholar Model

Benefits to the Students. Students benefit from the continu-
ity provided by the clinical scholar, who links theory with practice
and increases the relevance of the clinical experience. The clinical
learning environment is positively evaluated by students, largely
due to the clinical scholar’s influence, communication, and conflict
management with staff. A higher standard of student performance
is upheld when the clinical scholar understands expected course
outcomes, students’ ability levels, and important curricular concepts.
Students’ positive evaluations support the importance of prompt and
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constructive feedback, student engagement to demonstrate critical
thinking skills, and competency and caring in practice.

Benefits to the Clinical Agency. Consistency of clinical faculty
within the facility results in less disruption and better integration of
students into unit and staff activities. Preceptors feel supported in
interactions with students when the clinical scholar is an accessible
colleague. Practice partners identify issues and recommend changes to
faculty to increase the relevancy of the clinical experience consistent
with contemporary practice. A positive clinical experience enhances
potential recruitment of new graduate nurse employees. The clinical
agency is able to retain experienced nurses by enriching their roles with
teaching and scholarship opportunities.

Benefits to the School of Nursing. The CSM serves as a relation-
ship and solution-building model between the school and the clinical
agency. Long-term planning is less fragmented and more flexible, facili-
tating the placement of a significantly increased number of students.
Fewer temporary clinical instructors need to be hired and oriented due
to the consistent affiliation with the CSM. Academic standards and pol-
icies are uniformly upheld. Student performance is reliably evaluated,
contributing to appropriate progression or remediation. The clinical
scholar facilitates preparation for entry into practice and professional
roles, further supporting meaningful relationships with clinical agencies
(Preheim et al., 2006).

Comparison of the Clinical Scholar Model and Traditional
Models of Clinical Instruction

Assumptions underlying excellence in clinical education, attributes and
qualifications of the clinical scholar, and specific roles and responsi-
bilities guide the implementation of the CSM and distinguish the CSM
from traditional models of clinical instruction (Table 1.3). In addi-
tion to specifying instruction and supervision roles, the CSM creates a
framework for facilitating competency and professional development
through caring, learner-focused relationships.
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TABLE 1.3 Comparison of the Clinical Scholar and Traditional
Clinical Instructor Models

Clinical Scholar Model Traditional Clinical Instructor Model

Clinical scholar employed and
paid by clinical agency, with the
school providing payment to the
clinical agency for time dedicated
to the Clinical Scholar role

School of nursing simultaneously
negotiates clinical placements and
clinical supervision needs with the
clinical agency

Clinical scholar coordinates
clinical experience, identifying and
preparing the unit and preceptors
for student’s arrival and learning
needs

Clinical scholar uses assigned pre-
ceptor and direct teaching for indi-
vidualized student learning and
evaluation and provides oversight
supervision and evaluation

Clinical scholar promotes devel-
opment of critical thinking and
integration of knowledge and skills
across courses and curriculum

Clinical scholar collaborates as a
liaison with the school of nursing
course faculty and program
director for course and curriculum
planning and revisions, and
evaluation of clinical experiences
at the clinical agency

Clinical instructor employed and
paid directly by the school of
nursing

School of nursing negotiates clini-
cal placements with the agency
independent of clinical supervision

Clinical instructor interacts with
the clinical agency nurse manager
or educator to confirm student’s
assignment to a clinical unit

Clinical instructor provides direct
teaching and evaluation of groups
of students with or without unit
staff acting as preceptors

Clinical instructor facilitates
critical thinking and achievement
of goals and objectives specific to
the course

Clinical instructor interacts with
the school of nursing course fac-
ulty to evaluate individual student
performance

Reprinted from Preheim, G., Casey, K., & Krugman, M. (20006). Clinical scholar model:

Providing excellence to super vision of nursing students. Journal for Nurses in Staff Development,
22(1), 19. Reprinted with permission of Lippincott, Williams, & Wilkins, 2006.
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Clinical Scholar Model: Competency
Development Within a Caring Curriculum

Historically, the prominent approach in nursing education has been
a traditional, behavioral pedagogy with structured and paternalistic
learning environments. The curriculum determines the plan for learn-
ing, outlining learning experiences to achieve goals and objectives.
Even critics of behavioral approaches acknowledge the effectiveness
and efficiency of traditional strategies in increasing the amount of con-
tent learned.

However, inherent limitations of behavioral approaches are evident.
Nurse theorists and educators protest the traditional model of under-
graduate education that has been used for decades. Diekelmann (1988)
referred to behavioral pedagogy as linear, mechanistic, and focused on
content acquisition. Faculty assumes authoritarian roles, controlling
content knowledge and student activities. Students become passive con-
sumers of information. Learning, defined as retention of facts, empha-
sizes behavioral objectives to prepare for the job rather than a life as a
professional (Aydelotte, 1992) and may impede the understanding that
practice rules are guides to be interpreted with experience and within
context. The potential exists for the neglect of values, ethics, and moral-
ity in socialization of students (Bevis & Watson, 1989). Tanner (1990)
cautioned, “The rational technical model of education may no longer
serve us well for educating caring and critically thinking nurses. There is
a growing sense of malfunction with the continued use of the behavioral
model of education in nursing” (p. 296).

Em Bevis in her book with Jean Watson (1989), Toward a Caring
Curriculum: A New Pedagogy for Nursing, declares that nursing educa-
tion must seek the kind of nurse who accepts the ambiguities and
uncertainties of complex practice and social environments. “The
nurse we seek is one who can act and reflect, and who has the nature
of a compassionate scholar with a mind that never ceases to inquire,
quest, or expand” (Bevis & Watson, 1989, p. 68). Teaching and learn-
ing strategies must promote critical thinking, personal accountability,
and self-direction. The CSM is an exemplar of educative-caring philos-
ophy in nursing education, existing within a competency-based cur-
riculum (Lenburg, 1979). The components of a philosophy of caring
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education (Nodding, 1984) can be applied to student—clinical scholar
interactions and learning experiences. The components are modeling,
dialogue, practice in caring, and confirmation.

Modeling

In a caring curriculum, the clinical scholar demonstrates caring
behaviors with patients, families, coworkers, and students. The CSM
may be viewed as a mentorship or caring and cognitive apprenticeship
(Brown, Collins, & Duguid, 1989). Clinical learning is experiential,
and students seek to emulate patterns of performance that exemplify
the nursing roles to which they aspire. As an expert nurse, the clinical
scholar personifies caring and practice competencies. Consideration is
given to how the clinical scholar demonstrates these valued behaviors
and what feedback encourages these behaviors in student performance.
The reasoning underlying the values is explored through the student—
clinical scholar relationship to enhance understanding and integration
into practice (Connor, 2001).

Dialogue

Frequent student—clinical scholar interactions and the use of caring,
teaching moments are critical to motivate students. Personal stories
illustrate values, relationships, and clinical reasoning. Talking about
how professional nurses think and act assists students to access and
construct knowledge. Intellectual commitment is encouraged when the
student knows the clinical scholar well. Skillful listening encourages
reflection on experiences and learning goals. Trusting and respectful
relationships provide context for questioning, critiquing, and assisting
each other.

Practice in Caring

A caring relationship between the student and the clinical scholar is cen-
tral to clinical learning (Evans, 2000). The clinical scholar develops col-



20 CLINICAL NURSING EDUCATION

laborative and collegial relationships, interacting with the student and
the health care team to make his or her presence and influence known.
Students are supported and challenged toward growth through a vari-
ety of teaching and learning strategies, including honoring previous life
experience and providing freedom to be learners who sometimes make
mistakes (Evans, 2000). The clinical scholar demonstrates the use of
praxis, theory, and practice informing each other as a framework for
planning and providing quality care.

Confirmation

By acknowledging the current level of performance and affirming the
best in all, the clinical scholar demonstrates belief and trust in the
student. Feedback, questioning, and seeking opinions in a supportive
learning environment promote confidence (Brown et al., 2003) and
help move the student toward an expected level of mastery.

Within a caring curriculum, a conceptual framework for compe-
tency development and assessment can coexist. Rather than a model
that is traditionally teacher focused or course-objective driven, an
outcomes-oriented framework consistent with contemporary practice
competencies is foundational for the CSM. The UCDHSC School of
Nursing integrated the competency outcomes performance assessment
model (Lenburg, 1979) into a revised curriculum that emphasizes
reflective nursing practice, relationship-centered caring, social justice
and responsibility, and diversity and cultural competencies (Hinton-
Walker & Redman, 1999). Faculty, in collaboration with clinical
scholars, determines “the essential competencies and outcomes for
contemporary practice” (Lenburg, 1999a, p. 3).

In the competency outcomes performance assessment model,
practice-based competency outcomes are clustered in eight core prac-
tice competencies (assessment and intervention, communication, criti-
cal thinking, human caring and relationship, management, leadership,
teaching, and knowledge integration skills). Each practice competency
is further defined by specific subskills for diverse populations and prac-
tice settings and guides competency outcome performance assessment.
Indicators that define the competency, the most effective way to learn
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the competency, and the most effective way to document achievement
complete the organizing framework.

The competency outcomes performance assessment model, imple-
mented within the caring curriculum, provides a useful framework
for faculty and clinical scholars in planning and implementing clini-
cal experiences appropriate to the student’s learning level and specific
course outcome competency requirements. Critical elements of perfor-
mance are described in the competency performance evaluation. The
indicators define essential competencies and are used by students and
clinical scholars throughout the clinical experience to guide practice
and learning opportunities and to assess student performance.

Conclusions: Value of the Clinical Scholar Model

Accountability in professional nursing education requires value-driven,
learner-focused, practice-based, and outcome-oriented approaches to
prepare the nursing workforce for the future. The CSM is an education—
practice partnership, proven successful in establishing and maintaining
excellence in clinical nursing education. As a partnership, the CSM facili-
tates mutual understanding of values and goals in caring practice. Built on
strengths of an educative-caring pedagogy and a framework for assessing
competency performance outcomes, clinical education for prelicensure
students is provided through shared responsibilities and resources. The
expert clinical nurse is a vital link, contributing to caring and compe-
tent practice, crucial to excellence in clinical education. Collaboration
between partners facilitates continuous improvement and opportunities
for scholarship related to evidence-based education and practice.
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Chapter 2

Enhancing Nursing Education Through
Effective Academic—Service Partnerships

Betsy Frank

education are not new. From its early days, nursing education
was tied closely to service as most education took place in hos-
pital diploma schools of nursing. As nursing education moved to the
academic settings located in universities and community colleges,
the link between service and education became tenuous at best. Joint
appointments and other faculty practice arrangements, put forth in the
1980s, helped to repair the fractured link between service and academe
(Royle & Crooks, 1985), but only more recently has a concerted effort
been made to consciously use partnerships to enhance not only nursing
education and research, but patient care as well (Cronenwett, 2004).
What has spurred on this renewed interest in partnerships? In a
rapidly changing health care delivery system characterized by personnel
shortages, heightened patient acuity in inpatient settings, and a move
to deliver health care away from the hospital, service personnel and
nurse educators have discovered that effective partnerships can benefit
both students and the agencies where clinical experiences take place.
Recognizing these factors, the National League for Nursing issued the
Position Statement on Innovation in Nursing Education: A Call to Reform
(2003), which notes that to prepare a nursing workforce that can func-
tion effectively in this new health care delivery environment, educators

Parmerships between health care service institutions and nursing
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and service personnel must fully collaborate to provide the best educa-
tion for future practitioners.

Partnerships not only enhance nursing education, but collaboration
also can help health care organizations solve problems in their organi-
zations (Smith & Tonges, 2004). In an era when many hospitals are
seeking magnet status through the American Nurses Credentialing
Center, effective partnerships can enhance the educational qualifica-
tions of the nursing workforce and promote an evidence-based practice
environment (Fralic, 2004). In this chapter, then, I review the litera-
ture on the various forms of academic—service partnership and hope to
stimulate readers to think about ways partnerships can be formed in
their own environments.

How to Form Effective Academic—Service Partnerships

One’s belief system is central to the success of any successful partner-
ship arrangement. Fralic (2004) notes leaders in academe and service
must have a commitment to the value of partnerships that foster collab-
orative efforts in education, practice, and research. Leaders must also
allocate resources to the partnership and accept the risks associated
with setting up partnerships.

All partners must agree to a common vision and goals without
competing with each other (Smith & Tonges, 2004). Any negotia-
tions between partners should have benefit for all as an outcome. Will
this benefit always be equal? According to O’Neil and Krauel (2004),
benefits are not always exactly the same for all the partners. However,
agreeing to a common vision, an appropriate infrastructure and well-
defined strategic and tactical initiatives beneficial to all will contribute
to the success of any partnership arrangement. As a result, students,
educators, and service personnel can work together to improve the care
of those who seek health care services (Hewlett & Bleich, 2004).

Faculty Practice: A Way to Promote Partnerships

Joint appointments and faculty practice arrangements contribute to
service—academe partnerships. When faculty deliver nursing services
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or conduct research collaboratively with service partners, students
benefit because information from the partnerships can be shared with
students in the classroom and clinical partners can contribute to the
education of students while benefiting from the research and practice
skills faculty bring to the clinical arena.

Joint appointments are characterized by contracts that stipulate
which percentage of a person’s salary and time is allotted to the service
and educational institutions. The person reports to two separate admin-
istrations and has responsibilities in two organizations (Beitz & Heinzer,
2000). Joint appointments typically have been bilocated in acute care
institutions and nursing education programs. Faculty in these arrange-
ments function in blended roles (Beitz & Heinzer, 2000). For example,
a diabetes educator may conduct research on diabetes teaching with
those in the clinical setting and teach the diabetes content in nursing
courses. Or, clinical specialists might work with a school of nursing
with a focus of promoting evidence-based practice (Hopp, 2005).

While joint appointments can benefit both service and academe,
joint appointments can present challenges to the persons in these roles
(Ogilvie et al., 2004). Fulfilling responsibilities in two places may lead
to role overload from competing demands on time (Beitz & Heinzer,
2000). In fact, some of the challenges, in long term, can lead to the
dissolution of joint appointments if a concerted effort is not made
to change the nature of the joint appointments as the nature of the
agencies involved change (Ogilvie et al., 2004).

Faculty practice arrangements typically involve the delivery of
advanced practice nursing care, but may or may not, at the same time,
involve clinical instruction. For example a nurse-midwife may teach 4
days a week and deliver care in a clinic or birthing center 1 or more days
a week. The patient care should be the primary focus of faculty practice
(Saxe et al., 2004). Or, the goal may be “to integrate teaching, research
and practice” (Sawyer, Alexander, Gordon, Juszczak, & Gilliss, 2000,
p. 511). According to Stainton, Rankin, and Calkin (1989) and Saxe and
colleagues (2004), several models for faculty practice exist: the entre-
preneurial model, the nursing center model, the unification model, and
private practice model. In the entrepreneurial model, faculty provide
services for a set fee to an outside agency such as a school health clinic.
Salaries are paid by the educational institution and are supported by
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the service delivery contract. With nursing centers, faculty and students
deliver service through a nurse-managed center that is administered by
the academic organization. The home health care agency at Indiana
State University College of Nursing Sycamore Nursing Center and the
University of Maryland’s Governor’s Wellmobile (Heller & Goldwater,
2004) are examples of such models.

In a unification model, more typical in academic health science
centers, faculty hold joint teaching and administrative appointments
in both the service and educational organizations. For example, a
dean of a school of nursing could also serve as a vice president in the
service organization. This model, like the joint appointment model, is
fraught with the challenges of competing demands. In private practice
arrangements, faculty practice one or more days a week in a clinic or
other health care facility and the income earned can either go directly
to the academic institution to support salary or be income earned on
top of the academic salary, but the time for practice is granted by the
academic institution as part of the faculty member’s workload. Saxe
and colleagues (2004) also include joint appointments in faculty prac-
tice models and note the same benefits and challenges as do Beitz and
Heinzer (2000).

No matter the model chosen, essential elements of effective faculty
practice arrangements must include a clear delineation of guidelines
(such as those set out by the National Organization of Nurse Practitioner
Faculty [NONPF]) for control of mission, philosophy, and goals of the
practice; how the faculty practice role is to be integrated into the total
role performance; how nursing exerts control over the delivery of ser-
vice; and how health care outcomes are evaluated (Sawyer et al, 2000.).
Further, faculty practice and other forms of collaboration explicate the
scholarship of engagement through collaborative practice and research
efforts (Burrage, Shattell, & Habermann, 2005).

Partnerships With Acute Care Institutions

Beginning with the Florence Nightingale model for nursing educa-
tion, partnerships have occurred between nursing education programs
and hospitals. As noted above, at various times in nursing education’s
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history the partnerships have had varying success. More recently,
however, the literature has been replete with examples of success-
ful service—academe collaborative efforts. The nature of these part-
nerships has been as varied as the settings in which they take place
because of the varied organizational structures and cultures (Barger &
Das, 2004). As noted previously, joint appointments are one part of
these initiatives. Other forms of partnerships include externships for
undergraduate students, preceptorship experiences, elective specialty
courses, collaborative research projects involving faculty and students,
faculty participation in hospital committees, and structured orientation
programs for new graduates.

Several universities have initiated partnerships that have resulted
in multiple collaborative efforts. For example, the University of Ala-
bama Capstone College of Nursing has had a long-standing relation-
ship with DCH Regional Medical Center (Barger & Das, 2004). One
unique aspect of this partnership is the feedback the college receives
about its new graduates. Because the medical center uses the del Bueno
(1994) performance-based development system (PBDS), new gradu-
ates are rated on the expected competencies. Strengths and limitations
are noted, and that information is shared with faculty who then can
better focus learning experiences to meet the expected new graduate
practice competencies. Some of the other benefits of the partnership
include summer internships, a cooperative education program, and
adjunct faculty paid for by the medical center and a summer program
for high school students who may want to be nurses. Additionally both
faculty and clinical partners have attended a Helene Fuld Leadership
Institute, which has resulted in better education of preceptors and stu-
dents. Further a Helene Fuld Leadership Grant obtained by the College
built upon the information about emotional intelligence learned at the
leadership institute. Through retreats, members of both the college and
DCH medical center have come to share a more common vision for
nursing education.

The University of North Carolina at Chapel Hill has also devel-
oped a wide range of partnership arrangements with the University of
North Carolina hospitals (Cronenwett, 2004). Included are continuing
education programs, joint research projects, faculty participation on
hospital committees, and undergraduate research utilization projects
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(Smith & Tonges, 2004). One additional component of this partner-
ship is hospital tuition support for undergraduate students. Recipients
of support then enter into an employment agreement with the Univer-
sity of North Carolina hospital (Smith & Tonges, 2004). According
to Cronenwett and Redman (2003), one of the keys to this successful
partnership is an excellent working relationship between the Dean of
the School of Nursing and the Chief Nursing Officer.

California State University at Los Angeles has also worked with
its service partners to provide financial support for students (Williams
& Widman, 1998). In addition to tuition support, clinical faculty
positions were funded. One significant outcome of this particular rela-
tionship was a reduction in recruitment and orientation time and thus
costs to the service partners because students were familiar with the
employing institutions because of their clinical experiences. In addition
better working relationships between faculty and the service agencies
developed through such strategies as joint appointments using such
arrangements as having hospital staff serve as clinical faculty. Other
schools, such as the University of Massachusetts at Amherst, also have
used clinical faculty that are employed at clinical agencies (Roche,
Lamoureux, & Teehan, 2004).

Providing preceptors and clinical faculty for students is a particu-
larly effective way for partnership arrangements to be enacted. One
particular benefit for students is the opportunity to work with expert
clinicians who are in patient care areas on a day to day basis. Preceptor
arrangements often occur in specialty areas and may actually take place
within an elective course.

Perioperative nursing is well suited for an elective course. Students
often get observational experiences in the operating room, but actual
scrubbing and circulating are not common because the pre-licensure
curricular focus is to prepare the student for beginning generalist
practice. The State University of New York at Buffalo offered a 1-hour
elective course in perioperative nursing. Over a 9-year time frame, 67
students took the course. Although no follow-up employment data
were available, 85% of the students strongly agreed the course was
valuable (McCausland, 2002).

Prairie View A and M University also developed an elective course
in perioperative nursing. As a result of this course, two of five students
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chose this field for postgraduation employment and were shown to be
able to take call earlier in their orientation process (Mitchell, Stevens,
Goodman, & Brown, 2002).

Knowing that students then seek employment following a pre-
ceptored experience is important, but understanding the nature of
the preceptor—student relationship helps faculty and preceptors to
make the experience meaningful for both partners. Williams-Barnard,
Bockenhauer, Domaleski, and Eaton (2006) have studied how nursing
students and staff nurses in an acute psychiatric setting interacted in
a partnership program. During a psychiatric-mental health nursing
course, students registered normally for one of four clinical sections,
one of which was a structured partnership arrangement. Students
registered for sections based upon travel time to the agency, without
knowing that one section was the partnership section. Students in the
partnership section were oriented to the goals of the program. At the
end of the course, both students and staff nurses completed the Learn-
ing Partnership Survey (Byrd, Hood, & Youtsey, 1997).

Students and staff both rated communication and attitude toward
teaching and learning among the top factors important for the suc-
cessful partnership. Some differences, however, were reported. Staff
nurses rated clinical competence as more important than did students,
and students ranked compatibility between partners as more important
than did staff nurses. The authors stated nurse partners believed that
sharing their clinical competence was a goal of the relationship and
thus very important, whereas students often expressed the need to be
liked by their preceptor (Byrd, Hood, & Youtsey, 1997). Williams-
Barnard and colleagues (2006) concluded that knowing how students
and partners perceive their relationships is critical to the success of this
mode of clinical education.

In some cases faculty and staff on the nursing units actually share
clinical teaching responsibilities, as was the case with one North Dakota
baccalaureate program critical care rotation. As a result the student to
faculty ratio went from 1:4 to 1:6 or 1:7(Gross & Anderson, 2004).

Externships are another form of partnering using preceptor
arrangements, which help students make the transition to the workforce
easier. These programs, often occurring in the summer, allow students
an intense hands-on clinical experience. Rhoads, Sensenig, Ruth-Sahd,



32 CLINICAL NURSING EDUCATION

and Thompson (2003) reported on a successful externship at Lancaster
General Hospital (PA) with students at Messiah College. Although
follow-up data on employment statistics were not provided, my experi-
ence shows that externships often do lead to postgraduation employ-
ment at the externship site. Another form of orientation to the work-
place is actually having faculty assist with new graduate orientation.
Such was the case when faculty from the University of Massachusetts at
Ambherst School of Nursing and Baystate Medical Center collaborated
on a number of initiatives, including having faculty facilitate orienta-
tion of a new graduate orientation at Baystate Medical Center (Roche,
Lamoureux, & Teehan, 2004). As result of the partnership arrange-
ment, new graduate retention for one year was 92%, and preceptor
relationships were found to be critical to satisfaction with orientation.
Other partnership arrangements have focused on problem-solving
initiatives. Watson, Marshall, and Sexton (2006) reported on an effort by
the faculty and nursing staff at the University of Texas Medical Branch at
Galveston to work together to solve a problem. The goal of this partner-
ship was to improve the faculty and staff perceptions of patient care deliv-
ered at Medical Center. Schultz, Geary, Casey, and Fournier (1997) have
reported on a partnership whereby community health students gathered
research data about care needs of patients discharged from the hospital.

Partnerships in Community-Based Settings

Faculty members who teach in community or public health courses
have a long tradition of working in partnership arrangements. As with
partnerships involving acute care institutions, community and public
health partnerships are also based on local needs. In addition to part-
nerships in public and community health settings, partnerships have
occurred in faith-based community settings and in nursing homes and
other care settings for elders.

Public and Community Health Partnerships

Bernal, Shellman, and Reid (2004) developed the partners in caring
model to guide the development of a partnership between the University
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of Connecticut School of Nursing and the Visiting Nurse Association
of Central Connecticut. This model was based upon a thorough “know-
ledge of the community, a culture of caring and an open system of
communication” (p. 33). The authors noted that in order for effective
partnerships to occur, professional relationships have to develop over
time so that all understand the organizational structure and policies of
both partners. Open communication was defined as key to building
these relationships.

Developing partnerships in the community health setting is often
hampered by competition for clinical placements. This problem is par-
ticularly acute in large urban areas where multiple nursing programs
exist (Ganley et al., 2004). In order to deal with competition for clinical
sites the Community Academic Practice Alliance (CAPA) was formed
between the Marin County Department of Health and Social Services
and four baccalaureate nursing programs. An all-day planning ses-
sion occurred in order to plan for students’ clinical placements, and
monthly meetings were held to monitor and plan new student experi-
ences. Students from all the schools involved were oriented to the clini-
cal agency together. Faculty, students, and preceptors evaluated the
outcome of the partnership learning experiences. On a 1-5 scale, with
5 being the highest, students gave a mean rating for the orientation of
4.57. Fifty-six percent of the students agreed that the clinical experi-
ence caused them to consider public and community health as a career
choice. Eighty-two percent of faculty and public health nurse precep-
tors rated the partnership greater than a 3 on a 4-point scale.

Although the numbers participating in this initial experience were
small (19 students, 4 faculty, and 4 preceptors), the partners agreed
that the multiagency was quite successful. Instead of competition for
clinical sites, collaboration between all the partners occurred when stu-
dents were placed in clinical sites (Ganley et al., 2004).

A single school partnership has been reported by Anderson,
Richmond, and Stanhope (2004). The University of Kentucky and the
Kentucky Department of Health have partnered to provide an enhanced
public health experience for 12 undergraduate nursing students. One
goal of the project was to have a better-prepared cadre of nurses who
might be employed in public health settings. Working with staff men-
tors, students have had the opportunity to develop population-focused
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projects such as development of an early childhood initiative and a
tobacco and pregnancy initiative.

Other universities have also have partnered with public health
departments (Hall-Long, 2004; Siegrist, 2004). The University of
Western Kentucky has had students in the generic baccalaureate and
RNS-Bachelor of Science (RN-BS) programs work in interdisciplinary
teams in four district health departments (Siegrest, 2004). The partner-
ship involved faculty participating in new staff orientation following a
health department reorganization, and public health nurses served as
guest lecturers and other joint educational ventures. As a result, more
students have had an opportunity to participate actively in clinical
experiences in the public health environment.

Following a pilot study conducted jointly by the University of
Delaware and the Delaware Division of Public Health (DPH) a grant
was obtained that funded public health education for undergraduate
nursing students (Hall-Long, 2004). This Partners in Action Project
was based on core public health functions of “community assessment,
partnership development, grant writing, epidemiology and research,
marketing skills and health promotion and education” (p. 339). Stu-
dents were placed in three medically underserved areas for their clini-
cal experiences. Faculty and DPH staff held joint educational sessions
to present the core public health functions. Clinical sites had identified
preceptors. Over two semesters, 26 baccalaureate students and 20 pub-
lic health staff members worked together. New practicum sites were
developed and provided $75,000 worth of service (p. 343). In addi-
tion, eight students over 2 years sought public health nursing positions
within 2 years of their clinical experience, and only two students said
that they would not have considered positions in public health if they
had not had this experience.

Another model for building community partnerships is to focus on
neighborhood communities in a community-based curriculum at Cal-
vin College (Feenstra, Gordon, Hansen, & Zandee, 2006). Each semes-
ter students spend part of their clinical time in a single neighborhood.
One faculty member serves in as a community partnership coordinator
(CPC), which includes working with other disciplines on campus and
three as neighborhood coordinators. The quarter-time CPC is respon-
sible for dealing with community-wide issues, and the neighborhood
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coordinators are placed in each of three ethnically distinct neighbor-
hoods. The neighborhood coordinators, who are the community health
faculty, work with neighborhood health care providers, such as school
nurses, to locate clinical experiences for students, including the col-
lection of neighborhood health data. which has resulted in support for
community-based programs and grant applications. The coordinators
also serve on neighborhood committees. Feenstra and colleagues (2006)
note that budget constraints are a challenge when trying to maintain
this model. However, the positive feedback from the community and
the scholarly work that has resulted has kept this program funded.

Seifer and Calleson (2004) have shown, on a larger scale, the
value of community-based research (CBR) that results from student—
faculty—community partnerships. They surveyed CBR project leaders
at eight universities who had multidisciplinary academic health science
centers where faculty and students had a tradition of community
involvement. One important finding of this study was that participants
identified the need to seek funding from public and private sources
in order to conduct CBR and to develop partnerships and funding for
research that results from the partnerships.

Rural areas are particularly good places for partnership arrange-
ments to occur. For example, the Center for Rural Health Professions at
the University of Illinois College of Medicine in Rockford has facilitated
interdisciplinary partnerships in rural counties to foster community-
oriented primary care (Glasser et al., 2003). In Australia, partnerships
have been formed to provide mental health training for nurses located
in rural areas (Charleston & Goodwin, 2004). These nurses then served
as preceptors for undergraduate nursing students.

Elder Care Partnerships

Many partnership examples exist in the field of community-based
elder care. The use of teaching nursing homes is but one example of
effective collaboration (Chilvers & Jones, 1997). In Australia, a service—
academic collaborative research project, spurred on by new govern-
ment standards for elder care, was undertaken in order to change
attitudes toward promoting independence in older people in residential
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settings (Gaskill et al., 2003). Staff completed an educational program.
Following the program, staff interactions were observed, residents were
surveyed regarding their perceptions of staff attitudes, and the nursing
staff completed a work and social climate survey. The project met with
much resistance, as staff resented the researchers’ presence and were
unconvinced of the project’s worth. The partners learned that effective
partnerships take much time and effort in order to build trust and to
formulate common goals.

Encouraged by an American Association of Colleges of Nursing/
Hartford grant, the University of North Carolina at Greensboro
(UNCG) and Grand Valley State University developed collaborative
partnerships to enhance gerontological content in their baccalaureate
nursing programs (Barba & Gendler, 2006). At UNCG, students take a
required geriatric course and also focus on geriatrics in the community
health course. Faculty and students working with staff at the Moses
Cone Health System (MCHS) across the continuum of care engage in
educational and clinical opportunities focusing on the geriatric pop-
ulation. At Grand Valley State, collaborative efforts were focused on
community-dwelling elders.

Service Learning

Whether service learning is a special form of partnership could be
open to debate. According to Bailey, Carpenter, and Harrington (2002),
service learning is built on a foundation of civic responsibility and
personal engagement in the community. Structured community service
is connected to academic coursework. Bailey and colleagues (2002) also
state that service learning differs from traditional community health
placements “because the focus is on both the students and recipients
of care” (p. 434). According to Seifer (2002), students are not merely
placed in clinical agencies but become real partners in service to cli-
ents. One could argue, however, that the aforementioned partnerships
accomplish this end as well.

One additional component of service learning is the empha-
sis on reflective practice and social justice (Redman & Clark,
2002). The literature is replete with examples of service learning in
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community-based settings. Community college students in Hawaii
have partnered with the American Red Cross to become certified HIV/
AIDS peer educators (Holloway, 2002). Undergraduate students at the
University of South Florida have worked with community-dwelling
elders to develop wellness programs (Erickson, 2004). Students at
Nebraska Methodist College and Catholic Charities in Omaha have
partnered to provide service to the poor and underserved (Herman &
Sassatelli, 2002). Midwifery students in a distance-learning program
worked with the American College of Nurse Midwives to pilot test a
Women'’s Health Care Minimum Data Set (Farley, 2003).

Promoting Cultural Competence Through Partnerships

Domestic and international partnerships help students and faculty
develop cultural competence. Hoffmann, Messmer, Hill-Rodriguez,
and Vazquez (2005) developed a partnership between the University of
Pittsburgh and Miami Children’s Hospital to provide students an oppor-
tunity to work with culturally diverse clients. Students in a Transition to
Professional Nursing course completed their preceptored clinical hours
in Miami. Lectures were videotaped and sent to students, and the Web
was used for assignments and handouts.

International collaboration between nursing programs contributes
to cultural competence of faculty, students, and practitioners. Indiana
State University College of Nursing has a collaborative partnership with
South Carelia Polytechnic in Lappeenranta, Finland. Nursing and social
work faculty have visited at Indiana State University, and nursing faculty
from Indiana State University have spent time in Finland. As a result
of my sabbatical in Finland, Finnish nursing students enter into Web-
based discussions with RN-BS students at Indiana State University.

Another example of a faculty-driven effort to increase cultural
competence is that of Talley (2006). She used a cultural immersion
experience to build a partnership between Georgia Southern University
and a nursing school in Ghana.

Oakley and colleagues (2004) have been involved in a partnership
between the University of Michigan School of Nursing and Peking Uni-
versity (Beida) in China. One outcome of this collaborative agreement
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has been an expansion of community health content at Beida after the
Chinese faculty had visited Michigan. In addition, a nurse-managed
clinic was established in China. Funding travel and maintaining com-
munication between the partners presented challenges. E-mail became
the primary mode of communication, and both partners contributed
funds to support the collaboration.

Distance Education Partnerships

In an era of nursing shortages, collaborative educational efforts can
go a long way in providing an educated nursing workforce. On-site
educational programs, such as the St. Catherine’s RN-BS program
at Allina Hospitals and Clinics in Minneapolis, are fairly common
(Eckhardt & Froehlich, 2004). But nurses who work full time often
want a more flexible form of class delivery. Recently, Indiana State
University College of Nursing, Union Hospital Health Group, Health
South, and the Terre Haute Chamber of Commerce partnered to write
and receive an $800,000 Indiana workforce development grant.
This grant pays for tuition, fees, and books for students enrolled in
a Web-based LPN—Bachelor of Science (LPN-BS), an RN-BS, or a
master’s program in nursing administration and is targeted at stu-
dents who are working full time and cannot attend class in person.
Students do incur a work commitment to the employing institution
since the work sites provide matching funds. Students benefits from
the opportunity to interact with students from all over the coun-
try, because Indiana State University College of Nursing has well-
established distance education programs.

Some examples of other distance education programs that
have facilitated RN-BS education include the University of Wiscon-
sin—Green Bay (Vandenbouten & Block, 2005). A distance-based
community health preceptorship has been a part of that program. The
University of South Dakota has offered a one-credit online nursing
leadership course for its associate degree students (Karpuk, Manning,
Larson, Benedict, & Yockey, 2005). Nurse leaders from around the
state participated in the course via the discussion board and other
aspects of the course.
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Summary

Certainly what has been discussed is only a smattering of published
and unpublished reports of effective partnerships. Clearly, partnerships
within nursing education benefit both students and service partners.
In addition to care delivered, research conducted, and financial sup-
port provided for clinical faculty and student tuition, partnerships can
promote recruitment and retention of an educated nursing workforce.
Clinical practicums can serve as a recruitment tool for the clinical
agencies (Ponte et al., 2005). Rural areas in particular can benefit from
practicum placements. For example, through a Robert Wood Johnson
Colleagues in Caring project and a Department of Education Fund for
the Improvement of Post-Secondary Education (FIPSE) grant, the Uni-
versity of Missouri Sinclair School of Nursing and Moberly Area Com-
munity College partnered with staff at Fitzgibbon Hospital to develop
a differentiated practice model that students then engaged in during a
2-day immersion experience (Devaney, Kuehn, Jones, & Ott, 2003). As
a result, three students sought and received employment at the hospital
and were still employed at the hospital 1 year later. Recruitment is not
the only outcome of such projects. The clinical mentors’ satisfaction
with their role serves as a retention strategy (Block & Sredl, 2006).

Maintaining effective partnerships takes time and energy. Political
agendas often collide. But, as Lamb (2003) notes, nursing’s agenda can
move forward only if nursing service and education take risks and make
working together a priority. Of course, funding partnerships is always
an issue. Federal funds are sometimes available through the United
States Department of Health and Social Services, Bureau of Health Pro-
fessions. However, the funding available is not adequate to fund all the
worthy projects that exist. Nurse educators must seek funding from
other sources, such as service agencies and state workforce develop-
ment grants. A nascent example of such a clinical-academic partner-
ship is the Clinical Nurse Leadership Program articulated by the Ameri-
can Association of Colleges of Nursing. Whether this model becomes
widespread remains to be seen. However, despite the time, effort, and
costs involved to create this model and others, effective collaboration
between nursing education and service is limited only by the imagina-
tion of the partners involved.
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Chapter 3

How Can We Continue to Provide
Quality Clinical Education for Increasing
Numbers of Students With Decreasing
Numbers of Faculty?

Susan E. Campbell and Debra A. Filer

“I sometimes get nervous before going to the hospital, but I'm always
at ease once | see my mentor.”

“Our adjunct instructor was in one word—Fantastic.”

“This was truly a wonderful mentoring experience.”

these, especially when new models of instruction are being

tested. The comments were written by students who participated
in two new models of clinical education introduced at the College of
St. Catherine (CSC). Quality education is a faculty concern when stu-
dent enrollment increases and faculty numbers do not. To address the
need for clinical faculty at the College, and to bridge the gap between
education and practice, the clinical partner model and the home room
mentoring model (HRMM) were developed. These models have been
in use for over 3 years, and as clinical instructors we have experienced
the rewards and challenges of working with both models.

The purposes of this chapter are to share our experiences in
the development of these clinical education models. We share
our insights about the importance of establishing partnerships to
meet the goals of education and practice and ways to sustain these

E very nursing faculty member welcomes student comments like
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partnership relationships. We discuss the lessons learned through
the implementation and evaluation of both clinical education mod-
els and also offer suggestions for implementing the clinical partner
model and the HRMM in your nursing program or health care insti-
tution to expand faculty capacity or increase staff nurse work satis-
faction.

Background

The CSC is the largest and most comprehensive Catholic college
for women in the country. Nursing programs are at the heart of the
institution. The College is the oldest health care education program in
the state of Minnesota, preparing more entry-level professional nursing
graduates than any other college. In recent years, Minnesota, similar
to other states, struggled with educating enough nurses to meet our
present and projected health care needs. The launching of the postbac-
calaureate section at the CSC and increased recruitment efforts were
responses to the shortage of registered nurses (RNs). The postbac-
calaureate section was designed for incoming nursing students who
already had a baccalaureate degree and were seeking the upper-division
nursing major. Efforts to increase the nursing department’s enrollments
resulted in qualified applicants being denied admission because of
limited capacity. Both efforts to increase enrollment in all nursing sec-
tions and the launching of the postbaccalaureate section added to the
need for increased nursing faculty.

The American Association of Colleges of Nursing (AACN) reported
that findings from a 2003 survey showed that 64.5% of nursing schools
cited inadequate numbers of faculty as a reason for denying admission
to qualified students (AACN, 2004). The nursing faculty shortage
will continue to grow because of several factors. The average age of
PhD-prepared nurse educators was 54.3 years in 2004, up from 49.7
years in 1993. Likewise, the average age of master’s-prepared faculty
increased from 46 to 49.2 years over the same period. The average
age of retirement for a nursing faculty member is 62.5 years (AACN,
2005), indicating that in a span of approximately 12 years the nurs-
ing profession will undergo an outflow of experienced faculty mem-
bers. LaRocco’s (2006) question of “Who Will Educate the Nurses?”
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on the front cover of Academe, the bulletin of the American Association
of University Professors, highlights the issue’s importance within the
whole university. LaRocco argues the solution to the nursing shortage
lies in the recruitment and retention of the nursing faculty. The nursing
profession needs to increase the number of nurses completing doc-
torate degrees and to offer competitive faculty salaries. Because nurs-
ing education is dependent on an extensive clinical component with a
low ratio of students to faculty, nursing programs are obliged to have
large numbers of faculty. Clinical coverage often restricts the number
of students admitted to a nursing program. Both models introduced at
the CSC are means to increase a faculty member’s student capacity or,
in other words, to increase the number of students a faculty member
oversees in the clinical setting.

Another persistent issue in attracting qualified nurses to faculty
roles is the relative inequities of salaries between nurses practicing in
the clinical or administrative setting and those in education. According
to Fang, Wilsey-Wisniewski, and Bednash (2006), for the 2004-2005
year an assistant professor with a PhD earned a mean salary of $59,414
per academic year, or $72,617 per calendar year. The nondoctoral assis-
tant professor’s mean salary was $50,548 per academic year, or $61,781
per calendar year. When viewed simply from a financial perspective,
there is no incentive for advanced-degree nurses to pursue a career in
nursing education. The problem of disparities of pay becomes even
more pronounced when programs of nursing education are located in
private religious institutions. According to Fang and colleagues (2006),
the lowest average salaries of master’s-prepared instructors were found
in religious institutions, whereas the highest average salaries for profes-
sors with doctoral degrees were found in secular institutions. As a reli-
gious college dedicated to educating nurses to lead and influence, we
needed to find new ways to provide quality clinical education within
our budget realities.

With the influx of more students, the nursing department at CSC
was additionally challenged to find adequate classroom space and clini-
cal sites. In response, the Dean of Health Professions brought these con-
cerns to the College’s Health Care Advisory Taskforce, which included
deans, directors, faculty, and other administrators from the College,
and vice presidents, directors, and nurse managers from surrounding
health care centers. As a result, partnerships were formed to address
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the challenges and to expand the capacity of current faculty to meet
the burgeoning student needs. More specific information about the
process of establishing the partnership has been described elsewhere
(Campbell & Dudley, 2005).

The establishment of partnerships corresponds with the AACN’s
observation that many of our current faculty shortage problems
could be solved with collaboration and partnerships (AACN, 2005).
Partnerships need to extend beyond the nursing community to others
in our local community and to other disciplines and professional orga-
nizations. As a result of the Health Care Advisory Taskforce, a partner-
ship was formed between the college and a hospital in which we had a
long-term relationship. Because of a common interest, the partnering
hospital agreed to share physical and human resources. Although these
strategies were helpful, the need for master’s- and doctoral-prepared
nursing faculty to staff clinical rotations persisted.

One of the strategies previously employed by nurse educators to
augment clinical faculty is the use of experienced nursing staff in the
clinical setting to oversee student experiences. Some educators have
expressed concern with this approach as usurping the faculty mem-
ber’s autonomy to a member outside the educational arena and essen-
tially a return to hospital-based training programs. With these con-
cerns in mind, the nursing faculty members at the CSC reexamined this
strategy. The outgrowth has been the development of two models of
clinical instruction intended to ensure a quality learning experience for
the student while increasing the capacity of nursing faculty. As clinical
instructors we quickly learned that sharing the work of educating stu-
dent nurses can be more challenging than sharing physical resources or
infrastructure, but we are encouraged with the rewards of the partner-
ships.

Clinical Partner Model

The clinical partner model is a partnership between education and
service with benefits to both partners. The model seeks to meet the
educational needs of the student and to meet the staff retention needs
of the sponsoring health care facility by providing practicing nurses
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an additional venue to share their skills and practice knowledge. With
this model, one faculty member supervises two clinical groups by part-
nering with two clinical adjunct instructors (CAls), each assigned his
or her own clinical group. The CAI is a baccalaureate-prepared staff
RN. The faculty member provides overall supervision and evaluation
of the students’ experiences and acts as a resource for students and
agency nurses. This model of clinical education uses more efficiently
the expertise of both the faculty member and the practicing nurse,
doubling the capacity of the faculty while closing the gap between
practice and education.

Since the late 1990s, the Department of Nursing at the College has
struggled to secure adequate numbers of nursing faculty to staff the
acute medical-surgical clinical sections for our first- and second-level
nursing students in the day section of the baccalaureate program. These
clinical sections are the most difficult to staff because of the physi-
cal and mental rigor needed to function in the acute-care units and
the number of required faculty hours. The most labor-intensive clini-
cal course is at the second level. For these reasons, we developed the
clinical partner model with the second-level medical-surgical course
in mind. In this course we frequently found ourselves understaffed.
Clinical faculty openings were filled by requesting full-time faculty to
take overload assignments. We sought a more sustainable solution to
our faculty shortage.

Because nursing education is regulated by individual state boards
of nursing, it is essential to review individual state’s rules. The Minne-
sota Board of Nursing Rules (Nurse Practice Act, 2003) were reviewed
to verify that this model of clinical education was within the Rules for
Minnesota, specifically, 6301.1700 Clinical Settings Subpart 1 Use of
Clinical Settings, which states the following;:

Whenever a program uses a clinical setting to meet the requirements of
parts 6301.1500 to 6301.2200, registered professional nurse faculty mem-
bers must be responsible for determining clinical learning activities and for
guiding and evaluating students in that setting. (p. 12)

With the clinical partner model the nursing faculty is present at
the clinical site with the CAI and the students. This was important for
the hospital and the staff nurses’ final acceptance of the model.
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To pilot the clinical partner model, we enlisted a senior acute-care
faculty member known for her clinical excellence. The clinical partner
model uses two nursing care units, one for each of the clinical groups.
A decision was made to retain the unit currently used and to seek an
additional unit, preferably in close geographical proximity. Unable to
accommodate this, the hospital offered a newly opened unit in the same
area of the hospital, but on a different floor. The new unit offered the
advantage of implementing the model with the new staff.

Because the pilot hospital was unionized, it was necessary to create
anontraditional job description to avoid the position being assumed by
the most senior nursing staff member in accordance with union rules.
The CAI job description was sent to the nurse managers on the two
patient care units where the clinical partner model would be used. The
nurse managers posted the job descriptions and encouraged staff mem-
bers they believed would be excellent CAls to apply. After several qual-
ified applicants were interviewed, two CAls were selected. The model
was implemented, and after a year’s time it was considered a success.

After the success of the pilot program in the day section, we decided
to implement the clinical partner model in another teaching hospital
with the new postbaccalaureate section. To meet the needs of working
adult learners and to accommodate a new hospital setting, the model
was modified. Lessons learned from the first implementation added
further insights for application. When the clinical partner model was
first used with the day section, the clinical days were two consecu-
tive weekday mornings. When the model was to be implemented at
the second hospital, we were constrained by the hospital’s prior clini-
cal commitments and the students’ full-time work schedules. After
review, the hospital’s administration offered January and June as open
times to schedule our postbaccalaureate section clinical courses. The
January offering for second-level courses was troublesome because of
the number of required clinical hours and the limited time available
in the postbaccalaureate class schedule. Eventually it was determined
that the first-level clinical courses would be conducted evenings in
June and the second-level clinical courses would be a combination of
weekend days and evenings in January.

The hospital in which the postbaccalaureate students were to be
placed is a highly regarded teaching facility in which the college shares
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a long-term relationship. This relationship and the maturity of our
postbaccalaureate students allowed us to simultaneously implement
our second new clinical teaching model, HRMM.

The first-semester implementation of the clinical partner model
went smoothly, and the faculty and students were satisfied with the
clinical learning. Because it was my first semester as the faculty using
the model, I (Campbell) met with my CAls prior to and after each clini-
cal day, and over time we renegotiated tasks. Initially the CAls were
responsible for patient selection based on the faculty’s criteria, but
because Monday’s assignment needed to be posted Sunday evenings, it
became a hardship for the CAls to interrupt their personal schedules.
This was especially true on their nonworking weekends. It was decided
that the CAls would continue to come in Wednesdays to make Thurs-
day’s assignment and make Monday’s assignment only when scheduled
to work on the Sunday. I would complete the patient assignment on
their weekend off. While it was desirable to continue working with the
same CAls when we had clinical on these units again, one of the CAls
left on maternity leave before second-level clinical courses began.

The next semester there were no CAI applicants for the open posi-
tion. This was surprising because we had had many applicants when
the initial positions were posted. What was different now? Why were
we not getting any applicants? We contacted the nurse manager. She
encouraged staff to apply, but none did. Should we quickly advertise
and hire a nursing faculty to fill the position? We knew that these fac-
ulty positions were difficult to fill and would be nearly impossible to
do so on such short notice. The answer came from the remaining CAI
when she suggested one of the previous applicants for her CAI posi-
tion was willing to go to the other unit. The units share similar types of
patients and routines, and the potential new CAI had numerous years
of nursing experience at the facility. The nurse manager, however, was
concerned about removing two of her most competent nurses from
staffing at the same time. The nurse manager did approve the plan after
it was determined that both CAlIs would be working partial overloads
to cover the unit’s staffing needs. These CAI partnerships continued for
the next 2 years.

After 1 year’s experience using the model, a second cohort of post-
baccalaureate students was admitted. The addition of a third clinical
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group to this cohort prompted modifications in the first-level clinical
experience. Because it would be difficult for one faculty member to
work with three CAls on three different units, a second faculty member
was added to oversee the additional clinical group. Since both of us
had worked with the model, we believed it was most efficient if one
of us continued the relationship with the clinical partner model. The
other would oversee the third group, using the traditional model of one
instructor per group.

Because of student and faculty satisfaction with the weekend day
schedule, we decided to schedule our third clinical group on weekend
days as opposed to evenings. This was also preferable because we did
not have to learn a new unit’s routines. More than enough students
were interested in the weekend clinical experience, and upon comple-
tion both the faculty member and the students were pleased.

After focus-group feedback from our first graduating class, it was
decided to extend the use of weekend clinical experiences in level one
to the clinical partner groups. These graduates had participated in both
the evening and the weekend and evening scheduling patterns and
were now able to make comparisons. Students expressed that evening
clinical experiences had been too draining, and that their learning was
impeded by fatigue after working all day. They also disliked starting
clinical experiences in the middle of the shift and recommended future
first-level clinical courses take place on the weekends.

Over the years we learned that an effective CAI is a nurse who is
considered competent by peers, experienced as a preceptor, and excited
about the possibility of working closely with students and collabora-
tively with a faculty member. The relationship of the CAI to the patient
care unit staff is critical, and a good relationship opens doors for both
the students and the faculty member.

Home Room Mentoring Model

A second clinical education model was designed to complement the
clinical partner model and to address the continued concerns about
finding adequate clinical faculty for the new postbaccalaureate sec-
tion. The genesis for this model of clinical education grew out of a
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partnership with service and as the result of a World Café (Whole Sys-
tems Associates, 2002) workshop hosted by the college with participants
from education and service. The World Café participants reflected on
the following question: What would a good clinical experience include?
Some common themes were a learning community, a place of connect-
edness, in-depth relationships, developmental experiences, opportuni-
ties to follow, conversations that give insight into thinking, and a place
of loyalty and trust.

In the HRMM, a student is assigned a baccalaureate-prepared
staff nurse who acts as his or her nurse mentor throughout the 2 years
of nursing courses. This long-term affiliation allows the student to
develop an in-depth relationship with a professional nurse and also
offers opportunities for immediate application of knowledge in the
practice setting. Rather than rotating students through a variety of units
and exposing the student to a variety of nursing personnel, procedures,
and routines, the student is allowed to develop a level of comfort and
familiarity with a unit and its corresponding staff. The mentoring nurse
becomes a recognizable face while providing consistent feedback as
the student progresses through the nursing program. This longer-term
clinical experience complements the more broad experiences offered in
the typical clinical rotation or in the clinical partner model. The anal-
ogy of this learning experience is the homeroom that students experi-
enced in high school. The HRMM increases clinical faculty capacity by
allowing one faculty member to indirectly supervise 24 students. The
implementation of the model was possible only because of an existing
strong partnership with a health care facility. At this point the HRMM
has been used only with the postbaccalaureate students.

Student expectations for HRMM clinical experiences were based on
adult learning theory and assumptions about baccalaureate-prepared
students who enroll in nursing programs to pursue a second career. The
World Café planning group developed working assumptions. Several of
the assumptions were derived from the literature, but others emerged
from the personal experiences of group members who recalled their
own return to education as working adults. It was believed the learner
would be highly motivated, accountable, assertive, responsible for own
learning, and eager when performing hands-on activities. Additionally,
the group believed this learner would value efficiency, practice
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self-disclosure and cautious behaviors, be open to the diversity of nurs-
ing, and be capable of seeking assistance. When compared with the tra-
ditional day student, the postbaccalaureate student would be a better
communicator, be able to see more connections with other majors or
disciplines, and possess greater wisdom and common sense.

As highly motivated learners, the postbaccalaureate students are
capable and able to thrive in a fairly independent clinical environ-
ment. Students choose their mentors and locations from a list provided
by the partner hospital. With the introduction of the HRMM in the
first semester, any negative past memories of a traditionally structured
educational environment would be lessened and not brought into the
learning process. Students contact their mentor directly to establish
mutually agreeable times to work together in the clinical setting. This
flexibility allows students to schedule their school time around their
family and work obligations. The model also allows students to quickly
apply theoretical knowledge to the real working world of nursing.

To function in this new relationship as mentor and mentee, both the
mentors and the students needed role development. The mentors were
provided an orientation packet that included journal articles chosen to
develop their abilities as mentors and teachers. Mentors are recruited
by the hospital leadership. Although the mentors do not receive any
monetary reward for their role, they do receive 10 continuing-
education units for completion of the mentor orientation learning.
Additionally, the mentors receive a CSC tote bag as a token of thanks for
their contribution to the education of a nursing student. Initially only
baccalaureate-prepared nurses were recruited for the mentor positions.

The HRMM places students in an acute-care setting within the
first few weeks of their initial nursing course. The acute-care settings
used have included medical-surgical, neonatal intensive care, dialysis,
and coronary care units. Several students have also been placed in
emergency room departments. This initial clinical experience differs
from the CSC day students, who typically receive more didactic con-
tent before beginning clinical experiences, are supervised directly by
the faculty member, and are initially placed in a nonacute-care setting.

Depending on the course or semester, the student may spend any-
where from 4 to 8 hours at a time with her or his mentor. Objectives for
the experience are established by the clinical faculty instructor and shared
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with the mentor through the student. Students participate in postclinical
discussions with the instructor through written work, and more recently
through directed discussions via an electronic discussion board. These
discussions are rich and meaningful because students are able to share
and reflect on experiences at their own pace and chosen time.

During each of the first three semesters of nursing courses, students
are assigned a designated amount of time to spend with their men-
tors, a focus for each experience, and completion dates. The initial 16
hours of mentoring are observational experiences. During this time the
student establishes a relationship with his or her mentor and becomes
acquainted with the nursing care unit. Typically the first 8 hours are
spent in 4-hour blocks, and students are instructed to focus on the role
of the nurse and the mentor’s nursing philosophy. After each mentor-
ing encounter, students are required to document a reflection of their
experience.

During the next 8 hours, students concentrate on the organiza-
tional structure of the unit and observe a head-to-toe assessment. At this
point in the semester the student has read, observed a demonstration,
and practiced head-to-toe assessment on a mannequin or classmate.
When the student observes an assessment on an actual patient, differ-
ences in execution will be observed based on the mentoring nurse’s
skill level and judgments made during the assessment, the environ-
ment, and the patient’s response. While the lab partner was capable of
fully responding to the requests to “take a deep breath” or “sit up,” the
patient and surrounding environment offer numerous challenges to
the performance as outlined on the checklist provided by the textbook
editor or faculty member.

When the mentor “thinks out loud,” the student is able to gather
insight into the complexity of providing nursing care. If, however, the
mentor does not reveal the rationale for modifications in the assess-
ment process or if the rationale is incongruent with previous learning,
the student may question the mentor’s abilities or learn to mistrust
theories posed by experts. As nursing faculty we are called upon to
assist the students in making sense of this dissonance, and this often
occurs in a postclinical discussion and reflection. The introduction of
both the clinical partner model and the HRMM challenged the notion
of a typical postclinical discussion.
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Guided Clinical Discussions
Clinical Partner Model

With use of the clinical partner model, the question became: “How
could one faculty member meet with 16 students on two different
units?” Although the CAls were able to initiate the discussions, it was
believed that the faculty could better help students reach a higher level
of reflection and could challenge them to think more deeply. To best
meet this goal, it was decided that the faculty member would rotate
between groups, thus ensuring faculty participation in 50% of each
group’s discussions. The frequency of interactions between faculty and
student discussions was reduced to an even greater extent after the
change to the longer but less frequent weekend experience in the first-
level clinical courses.

In an attempt to increase our interaction with students, a midshift
clinical conference was established. A mutually agreed upon time (usu-
ally the lunch hour) was set in which all 24 students, 2 CAls, and 2
faculty members would meet in a common location within the hospital
on each of the clinical days. Because our clinical courses were held
on weekends, we were able to secure the executive board room at the
hospital. Below is my (Filer) observation and reflection of one of these
conferences.

The voices are infectiously enthusiastic, despite many of the students’ con-
fessions of lack of sleep the prior night. It’s their first day of clinicals. I
wonder, are these the same voices I heard this morning in patients’ rooms?
Voices that quivered as they mechanically explained, “I'm Sarah, a student
nurse, and I'll be working with you today.” I listen to individual voices, curi-
ous as to the topic of conversation. Most, but not all, are reviewing events
of the morning with their classmate; what they saw, what they learned,
what questions remain. Some have textbooks in front of them with papers
scattered on the table, mixed among sandwiches, cans of pop, chips, and
stethoscopes.

The midshift clinical discussions occurring today are distinctly
different from the postclinical discussions I have led in the past. Those
discussions were singular and orderly, with students separated into
pods of 8, not a room of 24, and they certainly were not held in a
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hospital board room, with its glass-covered table and swivel chairs.
Those discussions were directed and orchestrated by me, and one by
one the students would tell me and the others about their day. I would
routinely interject a thought-provoking question, and we rarely both-
ered anyone in the hallway with our loud voices.

In our midshift conference I haven’t eliminated those structured
postclinical discussions, but I've added this new one. Students from all
three units leave for 1 hour in the middle of their 8-hour clinical day.
They bring their lunches, books, and inquisitive minds to this special
place. Here they do not need to talk in whispers. Here they share stories
with whomever they choose, stories still fresh in their minds. Anxieties
and fears are lessened when they find commonalities in the events of
the morning.

Students are encouraged to ask questions of their instructors, the
CAls, and their classmates. When we do not know the answer to their
questions, we can turn to our colleagues. Students see firsthand the
value of teamwork and the sharing of information.

This model of clinical discussion works well with the postbacca-
laureate students. This cohort has been together since admission to the
program, and friendships cross clinical group boundaries.

Home Room Mentoring Model

The formation of clinical discussion groups was decidedly different
and challenging when the students participated in the HRMM clini-
cal experiences. Initially students used assigned written journals as
a reflection strategy. Reflections were guided by questions posed by
the instructor. However, journaling does not replace a postclinical
discussion. While journaling is typically a private conversation with
the instructor, postclinical discussions are an opportunity to learn and
share information with fellow classmates.

In the second level, students were asked to post their guided
reflections on an electronic bulletin board. The reflections were
now available to all of the students in the cohort as well as to their
instructors. As the instructor, I (Filer) read and responded to each
reflection, and students commented on a select number. The reflections
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or comments were not assigned a grade. Although the students were
fully capable of being insightful, many of them were providing only
a log of the activities performed during their mentoring experiences.
Likewise, comments written by other students to the postings tended
to be of a cheerleader quality: “It sounds like you learned a lot. Keep up
the good work!” I also suspected that the students were writing their
reflections long after the completion of the mentoring experience, and
[ was unsure if students were taking my feedback into account or even
reading my comments.

After a semester of sharing and interpreting the written narratives
of clinical experiences, we decided to explore other teaching—learning
methods to enrich the clinical experience of the postbaccalaureate stu-
dents. Rather than search out another strategy to meet this need, a deci-
sion was made to change the learning climate of the clinical discussions.

The use of alternative pedagogies was being successfully used
within other departments at the CSC, and nursing faculty members
were also looking for an alternative to the outcome- and competency-
based model currently in use. After discussion and direction from those
within the nursing department who were familiar with alternative ped-
agogies, it was decided to use a narrative pedagogical approach to the
postclinical discussions.

Narrative pedagogy is a sharing and interpreting of contemporary
narratives (Diekelmann, 2001). It is not simply using storytelling as
a learning strategy but places an emphasis on gathering teachers and
students into conversations where many perspectives can be considered
(Ironside, 2003). The use of narrative pedagogy is not a strategy to be
implemented but a practice of learning in communities. It arises from
reflection, interpretation, and dialogue between and among teachers
and students and is site specific and unique in each situation in which
it occurs (Ironside, 2001).

From this pedagogical change, the goal of the postclinical
reflections became a need to increase dialogue among the learners.
Students were given a broad topic and asked to tell a related story
derived from the mentoring experience. After telling the story, the
student was asked to reflect on the experience and to consider the
assumptions and values that impacted the events. The guidelines
brought a greater focus to the student’s writing, and reflections were
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more in-depth and thoughtful. Rather than reading and responding
to each of the students’ writings, students themselves were instructed
to read and comment on at least one other student’s writing. The
original writer would then respond to the comments, thus setting up
a dialogue between two students. A rubric was created that identi-
fied qualities of a beginning, developing, accomplished, or exemplary
reflection. Students were then graded using the rubric for quality and
timeliness. What follows is my (Filer) response and interpretation of
the students’ use of this postclinical reflection.

As I began to read the reflections, I noticed students were supplying titles
to their stories. The titles intrigued me, and I began reading the reflections
even though I had intended to wait until the three-part dialogue was com-
pleted. The next class period I commented on the students’ creative work
and soon every entry had a title: “The man with 1000 IVs,” “The blue-eyed
baby,” “The flying nurse.” Because the electronic discussion board is able
to track the number of times a posting is read, I was able to see that the
number of readings increased from the previous semester, and students
were commenting more frequently than required. The quality of work had
improved dramatically from the previous semester. The students were shar-
ing and interpreting their narratives within a learning community. The stu-
dents were able to better recall knowledge and meaning, and to connect
knowledge with practice.

In the future, students will be asked to post their reflections within
48 hours after completing the clinical session. This will still allow the
students flexibility and think time and will address the concern that
reflection activities should occur as soon as possible following the
learning experience.

Lessons Learned

Most nurse educators assume that the best clinical education model is
a single qualified faculty member with one clinical group. It is familiar
and comfortable. Although this traditional model may have been the
best or at least the most common model used in the past, it no longer
serves the educational needs of today’s students. As patient care units
become more specialized, as the complexity of our patients increases,
and as technology permeates every area of the health care environment,
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it becomes increasingly difficult for nurse educators to keep current with
the practice environment. As the practice-education gap continues to
widen, educators need to reexamine their assumptions of what it means
to be a clinical instructor and what are the best clinical experiences.

An education model that assigns a faculty member to a single
student group may no longer be feasible or in the best interests of our
students or our profession. Rising costs of education, the nursing
shortage, and particularly the shortage of nursing faculty have caused us
to rethink the implications of enacting the traditional clinical model.
This model currently falls short in preparing adequate numbers of
nurses to meet society’s needs. Both the clinical partner model and the
HRMM offer quality solutions for educators willing to redefine what it
means to be a clinical instructor.

Evaluation of the Clinical Partner Model

Over the past 5 years, 234 nursing students have experienced the acute-
care clinical courses using the clinical partner model. During this
period, eight staff nurses have served as CAls along with three faculty
members in two hospitals. A total of 32 acute-care clinical groups
have been educated using this model, a faculty capacity savings of 16
faculty assignments. Indeed, the clinical partner model increased fac-
ulty capacity and provided quality clinical education. In the academic
year 2005-2006, the clinical partner model increased clinical faculty
capacity by three clinical groups.

Although retention of CAls has been challenging from the faculty’s
perspective, the hospital has benefited. The CAI has gained greater con-
fidence in his or her skills and leadership qualities. The CAls who chose
not to remain part of the educational dyad left to take on advanced
leadership roles in the hospital, including roles in staff education. Their
choice was often a direct reflection of the satisfaction and enjoyment
experienced in the CAl role.

While the majority of relationships between the CAls and fac-
ulty have been successful, not all have worked to the benefit of the
student. In one instance, the CAI, an excellent practitioner, chose to
undermine the faculty’s credibility. The faculty member spoke with
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the CAI about the concerns, but the behaviors continued unchanged.
The staff nurse continued to express her ongoing interest in the CAI
position and expected to continue in the role. Among unit staff the
unwritten assumption was that once you are a CAl you indefinitely
hold the position. In situations of this nature, we recommend a frank
discussion of role definition occur between the faculty member and
the CAIL. We also encourage the faculty member to work closely with
the unit nurse manager to keep him or her informed of the discus-
sions and the possible need for change.

When selecting patient care units, it is wise to choose units close in
proximity and patient characteristics. Similar floor plans and routines
will help ensure an easier transition for the faculty member as he or she
moves from unit to unit. The efficiency created decreases frustration
and frees up time for greater student contact.

Not all nursing faculty will flourish in the clinical partner model.
The nursing faculty needs to be experienced and comfortable in the
clinical setting, willing to share the educational process, and not be
threatened by role change. Prior to implementing the model, it is
important to discuss feelings and frustrations that will likely occur as
the faculty shares in her teaching role. Clinical faculty take great pride
in the personal relationships they develop with students. Students may
view instructors as experts in all areas of nursing. Use of this model
can change student—faculty relationships and expectations. Students
may share their affection and admiration to a greater extent with the
CAI, and the faculty member will not be the expert nurse on the clini-
cal unit. Helping faculty to anticipate and prepare for changes will ease
transition into this new role.

Although clinical expertise is essential to the role, the CAI must
be willing to be part of an educational dyad and agreeable to sharing
her insights into the working and political environment of the unit.
The CAI may be torn at times by conflicting loyalties between her care
unit membership and her new partnership with education. If the gap
between education and practice is to be narrowed, both the CAT and the
faculty member must be honest with each other and willing to build
links between service and education. A cohesive team can be formed
by complementing each other’s strengths and keeping a common end
in mind, the shaping of a better nurse.
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Evaluation of the Home Room Mentoring Model

After using the HRMM for over 2 years, it was decided to incorporate
three changes. The first change related to the educational preparation
of the mentor. One of the goals of the HRMM is that students practice
direct patient care at the bedside. It was not uncommon for the mentor
to be recruited for advanced positions sometime during the 2-year
mentor commitment. This necessitated that a different mentor be found
for the student, and the in-depth relationship with the mentoring nurse
was interrupted. After faculty discussion and some questioning about
the assumption that nursing students can learn only from nurses who
are at an equal or higher educational level than the preparatory level of
the student, it was decided to invite associate degree—prepared nurses
to be mentors.

Asecond change was to limit the number of mentoring relationships
in the emergency room units. The varying census within the emergency
room contributed to either a limited exposure of the student to patients
or inadequate time for the mentor to work with the student. The best
units for the HRMM are patient care units where students have mul-
tiple and consistent opportunities to interact with their mentor and
practice patient care.

A final change in the model was a decrease in the length of the
mentoring commitment. When the HRMM was conceived, it was
intended that the mentor—mentee relationship would occur over the
entire 2 years of the nursing courses. In the final course the student
chooses a clinical area of interest and a preceptor is assigned. It was
determined that the student’s learning needs would best be met by
transferring the mentoring hours to preceptor hours. As predicted, a
number of students requested their mentoring units and mentors for
their precepted clinical experience, thus maintaining the relationship
in a different format.

This year we were delighted to learn that several members of the
first graduating class have volunteered to become mentors for the
incoming students. The mentee has become the mentor, the learner
has become the teacher, and education and practice are brought closer
together.
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Summary

In this chapter we discussed the clinical partner model and the HRMM
as methods to provide quality nursing education, address the nurs-
ing faculty shortage, and bridge the practice—education gap. Partner-
ships are central to the models’ success, but over time require ongoing
care and modification. Both models have potential for application to
different health care settings and can be used by all programs of nurs-
ing that prepare graduates for entry-level practice. It is clear that educa-
tion and practice need each other to best educate adequate numbers of
nurses to meet society’s nursing care needs.
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Chapter 4

An Innovative Approach to Quality
and Safety Education for Baccalaureate
Nursing Students

Kathleen M. White and Jo M. Walrath

sity School of Nursing (JHUSON) were named Fuld Leadership

Fellows in Clinical Nursing. Since then, 159 nursing students have
earned that distinction. All of them seem destined to leave a mark on
nursing as indelible as the mark left on them by this extraordinary
fellowship.

The Fuld Fellowship has proved to be a powerful vehicle for devel-
oping the professional and leadership skills of undergraduate nursing
students. Each fellow works with a hospital-based nurse mentor on a
project aimed at improving the safety and quality of inpatient care. The
results have been profound, giving students meaningful opportunities
to exercise their critical thinking skills, to conduct important nursing
research, and to apply evidence-based nursing practice in real-world
settings. Some Fuld fellows have become hooked on clinical nursing
research; others look forward to graduate work in advanced nursing
practice or administration. However, all have learned that the future of
nursing is in its leadership, and that they, as individuals, can and must
stand on the front lines of change.

In this chapter, we describe an innovative program, the Fuld
Leadership Fellows in Clinical Nursing, a partnership between the
JHUSON and Johns Hopkins Medicine (JHM). Through this program,

In January 2004, 20 undergraduates at the Johns Hopkins Univer-
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quality and safety improvement became the vehicle for honing leader-
ship skills of baccalaureate student nurses enrolled in both the acceler-
ated and traditional courses of study. While this program may not be
totally replicable, we believe that many aspects of the program could be
used in any academic medical center setting.

The Challenge

Nurse educators are in pivotal positions to advance the quality and
safety health care agenda in their organizations. Educators directly and
indirectly influence patient care, systems of care, and organizational
safety climates by providing and enhancing the skills and knowledge
of nursing staff in the area of quality improvement (QI). Three fac-
tors support the need for educator involvement: (a) the evidence that
the system of care is “broken”; (b) the agenda for future professionals’
educational requirements; and (c) the professional code of ethics that
guides nursing practice.

The evidence is clear and compelling. Landmark studies of the
Institute of Medicine (IOM) were catalysts for bringing the issues of
quality and safety to the forefront of education, practice, and research.
To Err Is Human: Building a Safer Health Care System quantified the
problem of preventable deaths in hospitals: 48,000-98,000 patients
are estimated to die annually at the hands of well-intentioned health
care providers from preventable errors (IOM, 1999). The report chal-
lenged all health professionals to create safer health systems by improv-
ing six dimensions of quality: safety, timeliness, equity, effectiveness,
efficiency, and patient-centered care. Crossing the Quality Chasm: A New
Health System for the 21st Century provides strategic direction and a call
to action “to improve health care the American health care delivery sys-
tem as a whole, in all its quality dimensions, for all Americans” (IOM,
2001, p. 2).

Academic nursing and medicine have responded to these
reports by recommending curricular changes that address this evi-
dence. The American Association of Colleges of Nursing (AACN)
has identified the Hallmarks of Quality and Patient Safety with recom-
mended baccalaureate competencies and guidelines for curricular
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development that professional nurses must acquire to ensure the qual-
ity and safety for patients under their care (AACN, 2006). Six themes
are presented that have their basis in the Essentials of Baccalaureate
Education (AACN, 1998). Table 4.1, the AACN Hallmarks of Quality
and Patient Safety, identifies themes and provides examples of core
competencies to be achieved by nursing students. In addition, the
American College of Graduate Medical Education (ACGME) has iden-
tified six areas of competence for medical residency programs. Two of
the areas of competence, systems-based practice and practice-based
learning and improvement, specifically relate to quality and safety
improvement (ACGME, 2002).

The Code of Ethics for Nurses also clearly defines nurses’ ethical
obligations and duties as members of the profession of nursing. “The
nurse promotes, advocates for and strives to protect the health, safety,
and rights of the patient” (American Nurses Association, 2001, p. 12).

Throughout JHM, safety and quality are paramount. The Johns
Hopkins Center for Innovation in Quality Patient Care was created in
2002 to improve Hopkins’ health care delivery systems by coordinating
the efforts of interdisciplinary teams of physicians, nurses, and manag-
ers to gather data, evaluate changes, and recommend and implement
best practices. All three hospitals in the system have active nursing
clinical quality programs that integrate with the hospital QI dedicated
to improving the quality and safety of patient care delivery systems
and processes and to using resources to achieve these objectives as
efficiently as possible.

All of these programs create an especially favorable and supportive
environment for the Fuld fellows program. Just as the program began
in 2003, the IOM published its third report on quality and safety called
Keeping Patients Safe: Transforming the Work Environment of Nurses
(IOM, 2004), which encourages health care organizations to redouble
their efforts to imbue their work environments with a culture of safety.
This program is doing that.

Five years after the IOM (1999) report, one important lesson
learned is that providers and educators have to make a personal choice
that improving quality within their sphere of influence is a priority.
The health care system will not improve unless a conscious choice is
made to make it happen. Once there is the will to improve, skills,
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TABLE 4.1 American Association of Colleges of Nursing Hallmarks
of Quality and Patient Safety in Baccalaureate Nursing Education

Critical Thinking

* Recognize quality and patient safety as complex issues that involve all
health care providers and systems.

* Apply research-based and evidence-based knowledge from nursing and
the sciences as the basis for practice.

* Employ data to investigate quality and safety issues and develop action
plans for improvement.

Health Care Systems and Policy

* Provide nursing care that contributes to safe and high-quality patient
outcomes.

Communication

¢ Establish and maintain effective working relationships and open
communication and cooperation within the interdisciplinary team.

* Use a standardized approach to “hand off” communications including an
opportunity to ask and respond to questions.

Illness and Disease Management

 Use individual and system performance methods to assess and improve
the health care outcomes of individuals and communities.

Ethics

¢ Take action to prevent or limit unsafe or unethical health and nursing care
practices by others.

* Advocate for health care that is sensitive to the needs of patients, with
particular emphasis on the needs of vulnerable populations.

* Negotiate and advocate for high-quality and safe patient care as a member
of the interdisciplinary health care team.

Information and Healthcare Technologies

¢ Evaluate various information and communication technologies and utilize
those that are most appropriate to enhance the delivery of patient care and
to improve patient outcomes.

Reprinted from American Association of Colleges of Nursing. (2006). Hallmarks of quality

and patient safety. Washington, DC: Author. Retrieved from http://www.aacn.nche.edu/Education/

PSHallmarks.htm, June 26, 2007. Reprinted by permission of AACN, February 20, 2007.
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knowledge, and leadership are essential to move the quality agenda
(Leape & Berwick, 2005). Nurses must assume key leadership roles
in improving health care systems and processes through the use of QI
knowledge and techniques.

The Fuld Clinical Leadership Fellows Program
Background: Preparing Leaders

Leadership training at the JHUSON is woven throughout the undergrad-
uate curriculum, and baccalaureate students are encouraged to embrace
leadership roles throughout their educational experience, whether in
the classroom or at clinical practice sites. Leadership concepts begin
with the first academic course and culminate with a required capstone
course, Transitions Into Professional Practice. This final course prepares
students in the basic concepts of leadership and further enhances their
leadership skills through their clinical placements and involvement in
community settings, school projects, and within student organizations.
JHUSON is committed to providing students opportunities to unleash
their leadership potential by gaining the skills and knowledge to effect
change in today’s complex health care environments.

Advances in biomedicine and technology have revolutionized
health care, making it increasingly complex and challenging—especially
in hospitals, where patients are more acutely ill than in the past. Partly
as a consequence of the increasing complexity of care, more Ameri-
cans die from medical mistakes every year than from AIDS, breast
cancer, or motor vehicle accidents. Nurses are the key to preventing
complications and adverse incidents in hospitals, adding yet another
role to their roster of responsibilities: to advance the science of qual-
ity and safety in a rapidly changing environment. Such responsibili-
ties require nurses who can match their clinical abilities with critical
thinking and decision-making skills—nurses who are leaders both in
their workplaces and in their clinical fields as evidence-based nursing
practice evolves. Today’s nursing leaders must be comfortable with and
capable of initiating and directing change for the better. The quality of
patient outcomes depends on it. The Fuld Leadership Fellows in Clini-
cal Nursing Program at JHUSON builds on the school’s rich tradition
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of leadership, commitment to innovation, and a history of excellence to
create such leaders and to convince them that they can pursue fulfilling
careers and make a difference in the quality of health care.

Purpose

The purpose of the Fuld fellows program is to allow baccalaureate stu-
dents to work directly with a mentor from the inpatient hospital setting,
to think critically about a clinical quality or safety problem, and to take
the lead within an interdisciplinary team to study and develop solu-
tions to the quality or safety problem. The program was initially funded
for 3 years by the Helene Fuld Health Trust and was re-funded again
in 2006 for an additional 3 years. The program has been successfully
operating for 4 years.

The Fuld fellows program has used QI in the area of patient safety
as the topic to teach and enhance leadership skills and knowledge for
baccalaureate students who are selected to participate in the program.
The program has two complementary components: (a) experiential
learning in a clinical setting and (b) a leadership seminar.

Application and Selection

Students compete each semester by submitting an application to be
considered as a potential fellow. Three faculty members review the
applications and select students to participate based on three criteria:
(a) an essay describing what the student plans to gain from the pro-
gram, (b) recommendations from two faculty members, and (c) aca-
demic performance.

The Fuld fellows program pairs 40 students per year, 20 per aca-
demic semester, with hospital-based mentors who are involved in QI
initiatives. Students work independently under the direction of the
mentor 8 hours weekly throughout the 14-week semester. The students
self-monitor hours worked and receive a biweekly stipend. Addition-
ally, the students receive a small scholarship for the semester they are
in the program. Mentors also receive a stipend for their involvement
with the students.
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Project proposals are submitted from potential mentors from the
hospital each semester to the Director of the Fuld fellows program. Fig-
ure 4.1 illustrates a sample project proposal. The projects are reviewed
for acceptance with several factors in mind: the nature of the quality
and safety problem, scope of the work, and feasibility, and finally, pref-
erence is given to interdisciplinary projects. Many of the proposals have

Time frame: January 22-May 10, 2007
Hours per week: 8 hours

Mentor’s name:

Unit:

Office location:

Phone number:

E-mail address:

Beeper number:

Other contact information:

Best way to contact:

Title of the project:

General description of the project:

Specific aspects of the project for student involvement:

This program requires a level of commitment from the mentors to give time and themselves to
provide the mentorship needed to work in the project and to develop beginning leadership skills
in these Fuld fellows.

FIGURE 4.1 The Fuld clinical leadership scholars student placement
agreement.
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included collaborative teams of nurses, physicians, administrators,
epidemiologists, physical therapists, social workers, and pharmacists,
among others.

The majority of the mentors are nurses, but the model has evolved
over time to allow for other professional mentors such as physicians
or pharmacists, and at times the project setting has been outside the
hospital in a JHM outpatient setting. All projects to date have centered
on quality and safety issues (Table 4.2).

Students are matched with mentors based on expressed interests.
Over the 4-year life of the program, there has been an increase in proposals,
and the demand for Fuld fellows has surpassed the available 20 students
allocated per semester. This is an easy measure of success: an indication
that the program has become valued and recognition that student par-
ticipation in quality improvement will help create a new generation of
nurses who consider safety and quality part of their daily work.

Experiential Learning at the Bedside

At the beginning of the semester, the students are given a copy of
the mentor’s project proposal, which includes contact information.
It is the student’s responsibility to make the initial contact with the
mentor. At their first meeting, the mentor explains the project, provides
background and resource materials about the project, and discusses
possible areas for project involvement. Often a student enters a quality
project in progress and the mentor provides information about what has
happened to that point in the project. By the third week of the semes-
ter, the student and mentor negotiate for what would be reasonable
deliverables over the semester and sign an agreement for this work. A
sample contract is shown in Figure 4.2.

Together, the mentors and fellows investigate the conditions
surrounding the specific safety or quality problems, collect and ana-
lyze relevant data, solicit suggestions for creative alternative prac-
tices, and present their ideas for potential implementation. The
fellow and mentor meet weekly to discuss the project and review
the fellow’s progress. The mentor continues to be available to the
fellow throughout the semester, but typically, the fellow works
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TABLE 4.2 Sample Projects of Recent Fuld Fellows

Promoting Family Involvement to Improve Quality, Safety, and Satisfaction:
A Prescription Medication Safety Initiative in an Intensive Ambulatory
Setting

Tracheotomy Dressing Evidence-Based Practice Project

Initiation of Performance Improvement Projects: Surgical Site Infection and
Deep Vein Thrombosis Precautions

Implementation of an Online Peripheral Inserted Central Catheters Database
to Improve Outcomes Reporting, Service Efficiency, and RN Satisfaction
JHH Safety Attitudes Assessment

Evaluation of the “First Five Minutes”—Lean Sigma Project/Lean Kaizen
(Emergency Department Flow)

Critical Lab Value Alert System

Evidence-Based Practice Investigation of the Best Practices for Second Stage
of Labor Pushing Management

Venus Thromboembolism/Deep Vein Thrombosis Prevention Collaborative

Literature Review on the Use of Left Ventricular Assist Devices as Destination
Therapy

Optimizing Patient Monitoring

Linking Blood Stream Infection Decline to Intensive Care Nursing
Surgical Site Infection Collaboration

Phlebotomy Competency

Improving Care of the Congestive Heart Failure Patient

Statewide Collaborative Projects to Improve Intensive Care Unit Care
Peripheral Inserted Central Catheters Dressing Change Pilot
Improving Quality of Care for Heart Failure Patients

independently on the agreed-upon work and brings a fresh set of
eyes to the problem.

The Leadership Seminar
The Fuld fellows’ experiential learning is supplemented by a 14-week

leadership seminar that offers guest speakers, guided discussion, and
opportunities to learn about quality and safety process improvement
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Mentor Name and Contact Information:
Mentor’s name:
Unit:

Office location:
Phone number:
E-mail address:
Beeper number:
Best way and time to contact:

Student Name and Contact Information:
Student’s name:

Phone number:

Cell number:

E-mail address:

Best way and time to contact:

Time Frame of Contract:

Hours per Week: Approximately 8

Student Activities:

Deliverable at the end of the project:

Mentor Signature Student Signature

FIGURE 4.2 Fuld leadership fellows in clinical nursing student—
mentor contract.
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and leadership skills necessary for teamwork in the hospital setting.
The lectures are presented by nurses in practice who have involvement
with QI at the organizational or unit level. Fellows earn academic credit
for completing the seminar, which emphasizes the following topics:

* The science of quality and safety

* The quality improvement process

e Team-building skills, such as understanding and embracing
the leadership role and fellowship, project management, and
conflict management and negotiating in teams

* Advanced problem-solving techniques used in quality
improvement

* Outcomes data management

* Data presentation skills

Fuld fellows learn more than the conceptual aspects of leadership in
these seminars. The discussion forums allow for problem solving, sharing
of project status, and cross-fertilization of ideas and techniques used in the
various projects. This experience is often the first time students encounter
the barriers experienced by providers as they balance the demands of the
workplace with the need to improve systems and processes of care.

The Success of the Program

The Fuld fellows program quickly gained a reputation for excellence
among students and potential mentors alike. As a result, demand to
participate in the program increased rapidly, growing from an initial
20 student applications in 2003 to over 50 student applications for the
current semester. During the same period, project applications from
hospital-based mentors grew from fewer than 20 to 45.

In May 2005, a Fuld fellow’s project entitled “Assessing and Devel-
oping Critical Thinking Skills for the Bedside RN” won the Shirley
Sohmer Award for Performance Improvement/Research at The Johns
Hopkins Hospital. The Sohmer Award—the highest accolade given to
nurses by the hospital’s Department of Nursing—recognizes outstand-
ing applications of evidence-based nursing practice to the improvement
of patient care. The winning project used new evidence to develop an
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education program to help nursing staff improve their clinical deci-
sion-making skills in areas such as diabetes, cardiac failure, infections,
and pain management, among others.

Several other Fuld fellows™ projects have been written up as
abstracts and submitted for presentation at regional and national
conferences. Many Fuld fellows” projects have been cited at monthly
meetings of the Center for Innovation in Quality Patient Care and have
been featured in Under the Dome, a publication of The Johns Hopkins
Hospital.

What the Participants Say

The Fellows. The Fuld fellows program has been highly success-
ful in enriching the development of aspiring clinical nurse leaders. Fuld
fellows agree that their experiences have been empowering. For many,
the fellowship has transformed the way they see themselves and their
futures.

One Fuld fellow’s project in Fall 2005, for example, focused on
evaluating new protocols for controlling blood glucose levels in one
of the intensive care units. With supervision from her Fuld mentor,
the fellow developed a tool for collecting the necessary data, analyzed
them, and proposed revisions based on the findings to a multidisci-
plinary team of clinicians. “It was eye-opening to see how everything
I was learning in class was connected,” she said. “Many people miss
the big picture. I was able to use what I learned in pharmacology, in
pathophysiology, in ethics, and so on. You have to be able to work
independently. It was a wonderful experience.” She was impressed by
the positive and professional interactions among health care staff at
all levels on the clinical unit. “The Fuld Fellowship allows you to not
be afraid to say ‘I have an idea, and let’s look at the data.” It gives you
confidence and skill.”

Another interesting Fuld fellow’s experience involved a review of
the procedure on how to change a peripherally inserted central catheter
(PICC) dressing at the bedside. Her responsibility was to understand
PICC dressing changes and create a PowerPoint presentation with
photos and text that would be electronically processed into a tutorial.
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The goal was to develop a tutorial to teach nurses how to document
catheter placement measurements, how often to change a dressing,
and the procedure for changing a dressing. By learning and practicing
these key points, the plan was to reduce the rate of infection associated
with PICCs. The Fuld fellow did everything from photographing PICC
dressing changes to calling manufacturer representatives to confirming
drying time for their product. Her work was reviewed and approved by
the interdisciplinary venous access device committee.

Another former Fuld fellow, who is now pursuing a master’s degree,
appreciates how the fellowship showed her the influence she could have
on others. As a Fuld fellow, she studied the replacement dose system, a
telephone hotline that was meant to provide an efficient mechanism for
reordering medications that are mistakenly not delivered to the floor.
“The nurses thought the hotline took too long, so they would call the
pharmacist directly, and that pulled the pharmacists away and worked
against the system.” The Fuld fellow surveyed the nurses and pharma-
cists to understand their perceptions of the problem. It turns out that
“we were dealing with a lot of preconceived notions,” and when they
did use the hotline, the nurses were surprised to find that it worked
well. They corrected the misperception and changed practice.

The Mentors.  Another fellow undertook a project to review medi-
cation errors with guidance from the mentor. The mentor posited that
“most nursing units get feedback about medication errors that occur
on their floors, but they often do not know how to use it.” She con-
siders the Fuld fellowship an exceptional opportunity for preparing
clinical nurses who will approach their work differently when it comes
to quality and safety. “Those who see what's going on with an eye for
improvement will know what questions to ask beyond the recogni-
tion of the problem itself, and how to work toward solutions.” She
said the fellow also learned that devising a solution and implement-
ing it are two different things. “There’s great complexity in trying to
meet all the stakeholders’ needs, and something that makes it easier for
nurses might make it harder for physicians or might not work at all in
practice.”

This past semester the Dean of the JHUSON received a letter from
a Fuld mentor acknowledging the work of one of the Fuld fellows
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who was analyzing reported events related to handoffs in care. She
commented that the Fuld fellow demonstrated knowledge of the con-
tent and excellent presentation skills and had exceeded expectations,
reinforcing the value of the Fuld program. She said that “while [the
Fellow] may say she was lucky to have this experience, I would submit
that we were equally or more lucky to have her.” With these testimo-
nies to the success of this program, we look forward to continuing to
work with the fellows and mentors. One final note on success. You may
be wondering how much the stipend and scholarship affect the success
of the program. Last year, a Fuld fellow was named who subsequently
received a full tuition and living expense grant. We expected the fellow
to withdraw from the program as no additional stipend or scholarship
could be received. To our surprise, the student wanted to be a part
of the program anyway, and for the semester of work in the quality
project, the student received only professional and personal remunera-
tion—probably a higher compensation. In addition, when the re-fund-
ing of the program was in question last summer, we received several
inquiries from previous mentors. They were concerned about the con-
tinuation of the program and wondered what arrangement could be
made to continue to have a fellow without any compensation.

Evaluation

At the end of each semester, Fuld fellows and Fuld mentors complete an
evaluation of the program, assessing its design and success in achieving
leadership development goals and project outcomes. Since the begin-
ning of the program, these evaluations have been overwhelmingly posi-
tive. In addition, each Fuld fellow writes a paper reflecting on his or her
fellowship experience and professional growth. These reflections also
have been positive about the program. For example, comments from
the Fuld fellows include the following: “I learned a tremendous amount
about quality improvement and safety issues surrounding patient care”;
“T enjoyed the weekly seminars and can honestly say it was my favor-
ite class to go to”; “I grew in wisdom and confidence; I plan to stay in
contact with my mentor”; and finally, “The fellowship was a wonderful
experience and a contribution to evidence-based practice nursing.”
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A long-term evaluation of the program began last year with a ques-
tionnaire for the first group of Fuld fellows who graduated in 2004 and
have been in clinical practice for 18 months. The survey is designed to
elicit the following information:

1. Have fellows drawn on leadership skills learned in the program
to identify and lead quality or safety improvement efforts?

2. What leadership skills learned in the program were employed
by the fellows to improve patient care in their daily practice?

3. Has the program enabled fellows to progress as clinical
leaders?

The second group of fellows will be surveyed this month. No data
are yet available from this part of the program evaluation process.

Implications for Nurse Educators

Nurse educators, in collaboration with nursing management, have a
responsibility to ensure that basic QI competencies are achieved. While
the Joint Commission (JCAHO) has had QI on the agenda for change
for many years, there remain nurses at the point of care who have not
been directly involved in these change initiatives. Educators can help
nurses experience QI as a part of the fabric of their clinical practice
and not an add-on to their clinical work. One fellow told us that after
participating in the program, every problem he noticed on the clinical
unit became a potential QI project.

Because nurses, physicians, and other health care professionals are
rarely educated together, this team approach gives Fuld fellows a special
opportunity to train as peers with colleagues from other disciplines.
The experience also exposes other health professionals to the merits of
working with nurses as peer collaborators—an experience that helps
bridge the gap between how nurses are perceived and what they can
contribute to improving patient care.

While we have implemented the fellows program in both of our
undergraduate options, the program is well suited to the growing
number of accelerated undergraduate nursing programs nationwide that
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are attracting talented nontraditional students. Many have bachelor’s
degrees in other disciplines and are poised to excel as mature nursing
leaders who bring a fresh set of eyes to the problems that plague our
health care system. Programs akin to the Fuld fellows program at the
JHUSON can help nursing schools strengthen leadership education,
serve the increasing number of accelerated students better, and exploit
more fully the untapped potential of traditional students.

The evaluations of this program have been overwhelmingly positive
from both the student and mentor perspectives, and the program
receives ongoing support from both JHM and the JHUSON. As with the
development and implementation of any new and innovative program,
the Fuld fellows program has had its growing pains.

What have we learned from leading this program that we can share
with you? We have learned that the most important theme throughout
the program is communication. Communication is critical on many
levels—the experience of the initial contact between the fellows and
the mentors, how the fellow keeps the mentor informed of his or her
progress, how the team responds to and communicates with the fel-
low, and how the fellow communicates with faculty members if there
is a need for faculty involvement. Early in the program, finding out that
the best mentors were busy clinicians with extremely full schedules,
we expanded the proposal application and the student-mentor con-
tract to include all modes of communication and each one’s preferred
mode of contact. The second important revelation in implementing
a program like this was the critical need to screen for committed
mentors who have the time and desire to shepherd an undergradu-
ate nursing student through the QI process. The fellows are chosen
because of their desire for this program and their academic perfor-
mance. The mentors also have found that providing adequate time
in the beginning of the semester to educate the fellow about the proj-
ect work has definitely resulted in a positive return on their time invest
ment.

The third lesson has been an interesting revelation. At the begin-
ning of the program, we envisioned semester-long projects with realis-
tic scopes of work for that time frame. However, several projects dur-
ing the first semester seemed to have no conclusion, yet the student
produced a worthwhile project and had a wonderful experience, and
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the mentor reapplied in the second semester for another student in the
same project for a different aspect of work.

Our need and desire for the projects to be interdisciplinary has
been the greatest challenge for this program. We use the idea of an
interdisciplinary team as a major criterion for evaluation of the project
proposals. We have found that many of the projects begin as interdis-
ciplinary efforts, but over time, nursing becomes the champion and
sole group moving the project to completion. The evaluation of this
aspect of the program indicates that the mentors believe that the proj-
ects are more interdisciplinary than the fellows: 37% strongly agree,
58% agree, and 5% disagree that the project is interdisciplinary. The
fellows responded as follows: 56% strongly agree, 33% agree, and 11%
disagree that the project is interdisciplinary. We have decided that
this is not necessarily negative. The overarching goal of the program
is leadership development, and if the fellows experience a nurse at the
bedside in a leadership role within a QI project, this role modeling has
been a positive experience. We have knowingly selected projects that
were not interdisciplinary, such as the one described in “The Success
of the Program” section that won the annual research award, certainly
a worthwhile experience for the Fuld fellow. We will continue to evalu-
ate the individual nature of each project proposal.

Conclusion

One final IOM report is important to mention: Health Professions Educa-
tion: A Bridge to Quality (IOM, 2003). This report concluded that physi-
cians, nurses, pharmacists, and other health professionals are not being
adequately prepared to provide the highest quality and safest health
care possible and that there is insufficient assessment of their ongoing
proficiency. It recommended that educators and accreditation, licens-
ing, and certification organizations ensure that students and working
professionals develop and maintain proficiency in five core areas: deliv-
ering patient-centered care, working as part of interdisciplinary teams,
practicing evidence-based medicine, focusing on quality improvement,
and using information technology (IOM, 2003). We believe that our
experience with this program meets these objectives set forth by the
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IOM and has positioned the JHUSON to meet the AACN’s core com-
petencies for quality and patient safety education in the baccalaureate
program. The challenge for health professions education in general
and nursing education in particular is to develop interdisciplinary edu-
cational strategies that support leadership competence in quality and
safety improvement.
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Chapter 5

The Good Patient—Bad Patient:
A Consequence of Following the
Rules of a Clinical Practicum

Leonie L. Sutherland and Virginia Gilbert

mographics of society, nurse leaders incorporate new ideas and

systems into clinical practice. Nurse educators are challenged to
adopt these ideas and systems and make them part of the nursing cur-
riculum. Educators develop tools and strategies to help students gain
knowledge and skills to work with patients in the clinical setting. The
ways in which students use these tools and perceive and manage their
clinical activities have not been described. The dearth of research related
to what students actually do in clinical practicum settings provided the
impetus for this study. In this chapter, we present the ways in which
students in an orthopedic clinical practicum responded to clinical as-
signments, or faculty work. Students classified patients as good or bad
based on how well the patient’s nursing care needs met the students’
perceived faculty requirements.

This is a grounded theory of how student nurses get through a
second-semester clinical practicum. Ethnographic methods of obser-
vation and interviews were used to collect data with four groups of
student nurses. The analysis shows that embedded within the edu-
cational requirements of the clinical practicum is a set of rules guiding
the work of student nurses.

Responding to changes in technology, economics, and the de-
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The central perspective, how students navigate the rules of their
clinical practicum work, describes a set of strategies that students em-
ploy to complete the clinical practicum. Rules and work emerged as the
most salient dimensions in this study with student nurses following the
explicit and implicit rules to complete the work expectations of nursing
faculty. At times, the rules were not sufficient to manage contingencies
that arose in the context of the clinical practicum, and nursing students
created new rules or modified the rules. Consequently, students came
to view patients as objects to forward the educational requirement of
the practicum and experienced tension and conflict in translating class-
room learning to the care of patients on the actual clinical unit.

Nurse educators are challenged to prepare nursing graduates who
are flexible, have the necessary skills for problem solving, and have the
ability to advocate for patients. The results of this study help inform
nurse educators about how students prioritize their learning activities
in the clinical setting.

Methodology

Because of the lack of previous work investigating nursing students’
clinical activities, a grounded theory approach was deemed appro-
priate. Grounded theory methods use an inductive approach, work-
ing from the data of individual cases to a more general conclusion
(Charmaz, 2001). A central characteristic to this analytic approach
is the method of constant comparative analysis (Strauss and Corbin,
1998b). Although the procedures have been refined since the inception
of grounded theory by Glaser and Strauss (1967), constant comparative
analysis remains a central tenet of the methodology. As a result of this
analytic technique, the theory is developed from data that are consistently
revisited throughout the analysis. Using an inductive approach was
particularly appropriate for this study in that little is known about the
work of student nurses. A discovery of how student nurses get through
the clinical practicum was made possible using grounded theory meth-
odology. The substantive theory provides an explanation of the process
that occurs as students navigate the rules of their work.

Charmaz and Mitchell (2001) support the use of ethnographic
methods to generate a substantive theory. Combining grounded the-
ory and ethnographic methods allows the researcher to experience
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the phenomena as it is experienced by the participants. Charmaz and
Mitchell (2001) suggest that while grounded theory methods can help
focus ethnographic data analysis, ethnographic methods contribute to
broaden the grounded theorist’s perspective, enabling the researcher to
more fully engage in the experience of the participant.

Therefore, ethnographic methods of observation and interviews
were used to enhance the data collected with four groups of student
nurses enrolled in an associate degree nursing program. Each clinical
group consisted of 10 students and 1 faculty member. A total of 224
hours of observation were made on an orthopedic unit over the span
of two semesters. Thirty-six students participated in this study, and all
four groups of students received instruction from the same faculty.

In addition to participant observation, structured and unstruc-
tured interviews were conducted at times convenient to the partici-
pants. The unstructured interviews occurred on the orthopedic unit
and were particularly useful to elicit additional information regarding
student activities, decisions, and interactions with nursing staff. The
structured interviews focused on the process that occurred as students
prepared for and engaged in activities during their clinical practicum.
Data analysis continued until no new information was forthcoming,
resulting in theoretical saturation (Strauss & Corbin, 1998a).

Dimensional analysis was used as a methodological approach in
developing this theory and is described as “an alternate method of gen-
erating grounded theory conceived for the purpose of improving the
articulation and communication of the discovery process in qualita-
tive research” (Kools, McCarthy, Durham, & Robrecht, 1996, p. 314).
Created by Schatzman (1991) to assist novice grounded theorists in
analyzing research data, dimensional analysis encourages the analyst to
examine the meanings of interactions observed in situations (Robrecht,
1995). For the present study, the process of analyzing and describing
the data using Schatzman’s method led to the development of dimen-
sions and properties that facilitated the development of the data into a
grounded theory through the use of an explanatory matrix (Table 5.1).
Using this framework provided a method by which the dimensions
were organized into various conceptual components. The explanatory
matrix tells the story of the work of nursing students. The resulting
substantive theory provides an explanation and understanding of how
nursing students get through an orthopedic clinical practicum.
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Findings

The findings revealed that embedded within the educational require-
ments of the clinical practicum was a set of rules guiding the work of
student nurses (Table 5.1). The central perspective, how students navi-
gate the rules of their clinical practicum work, described a set of strate-
gies that students employ to complete the clinical practicum. Rules
and work emerged as the most salient dimensions in the study, with
students following the explicit and implicit rules to complete the work
expectations of faculty.

The Rules: What They Are and Who Sets Them

For students to complete the work of the clinical practicum, they were
required to follow rules. These rules included those set by nursing
education leaders and outlined in the Nursing Practice Act (Board of
Registered Nursing, 2000), those developed by the nursing program,
the rules created and enforced by individual faculty, those set by the
hospital, and the rules of each individual nursing student. The rules
provided the framework in which students carried out their clinical
practicum activities.

Nursing Program Rules. The nursing program rules, derived from
various regulatory agency requirements, were designed to provide con-
sistency and guidance for faculty in carrying out the curriculum. The
nursing program had little flexibility with some of the rules. For exam-
ple, the State Board of Nursing clearly defined the number of clinical
hours required to sit for the licensing examination. As a result, clinical
attendance was a rule that faculty and students strictly followed. Other
rules set by the regulatory agencies provided the nursing program some
room for interpretation. The requirement for using care planning and the
nursing process was clearly defined, yet how those concepts were taught
and integrated was up to the nursing program leadership to decide.

Individual Faculty Rules.  This statement made by a student, “It’s
kind of like a treasure hunt trying to figure out what their way of
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thinking is,” describes the student participants’ view about individual
faculty rules. Students quickly learned that what was taught in the
classroom did not necessarily hold true for the clinical setting. The
faculty deviation of rules ranged from minor discrepancies, such as
when students could take breaks, to a major departure of how to
conduct a physical assessment. Students responded to these changes
in various ways, some continuing to follow the rules they were taught
in class and others experiencing tension over the differences and
questioning whether the faculty or nursing program was academi-
cally sound. Other students spent the time figuring out what each
individual faculty wanted and used those methods to get through
their clinical practicum.

Hospital and Unit Rules. The hospital and unit rules were dis-
cussed during the orientation session and outlined in the syllabus. Stu-
dents mostly adhered to hospital and unit rules, and they became part
of their everyday practice. The hospital rules included parking policies,
appropriate locations to take breaks, how to charge a patient for sup-
plies, and rules regarding emergency safety procedures. The unit rules
included operational procedures specific to each nursing unit. Occa-
sionally, students would break hospital or unit rules if they believed
they would not be caught, though these instances were rare.

Staff Rules. Staff rules were set forth by nursing staff members
and covered issues such as medication administration and patient man-
agement. Students needed to be flexible to follow staff rules since these
rules could be different for every staff member. Staff rules could pro-
vide students with practical information on how to perform procedures
students had only seen in the classroom laboratory. Staff rules could
also supplement the instructions given by the faculty. When faced with
a clinical situation in which students found themselves unsure, staff
rules could help guide them. However, if staff rules were such that the
student felt they could not be followed, as in crossing a student practice
boundary, students would then need to make a decision about other
rules they could enact to manage the problem. At times students would
follow the staff rules and at other times they would develop alternate
strategies to handle the clinical issue.
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Self-Rules.  Students brought their own set of rules, self-rules, to
the clinical practicum and used these when the prescribed rules were
not satisfactory to do the work. Self-rules were guided by a cost and
reward system, the desire to get through the clinical practicum, and
the students’ personal values. Students used self-rules to make deci-
sions in carrying out the mandatory clinical assignments and activities.
For example, if the faculty required certain information on the written
care plan that was to be submitted, a student may enact the rule “the
end justifies the means” and opt to fabricate that information. As one
student pointed out, “they [the faculty] want to see the blank filled in,
so I just fill it in, even if T was not able to get the information.” Other
students would enact their self-rules in the other direction. If the fac-
ulty rule determined that the forms for preclinical must be filled out,
these students filled out those forms, even if it meant staying up half
the night to do so.

Students followed the rules based on the perceived consequences
of following or not following the rules. When faced with a clinical situ-
ation for the first time, students usually followed a prescribed rule.
With additional experience, some students opted to ignore rules or
implement only part of the rule. The ultimate goal, getting through the
clinical practicum, was the driver behind student decisions of how to
enact the rules.

The Work: Faculty, Patient, and Staff

In this study, nursing students described their work using broad terms
related to volume, such as, “It is a lot of work.” When referring to the
work, students usually described either their written assignments or di-
rect patient care activities. The written assignments, completed at home,
were time consuming, yielding multiple pages of written information.
Patient care activities were carried out during the clinical day. However,
data analysis revealed that to achieve the assignment outcomes, stu-
dents also engaged in other types of work and work activities. Concep-
tualizing work as “a sequence of expected tasks, sometimes routinized
but sometimes subject to unexpected contingencies” enabled the study
of work as a social process, including the actions, interactions, and
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meanings students made from their experiences (Strauss, Fagerhaugh,
Suczek, & Wiener, 1985, p. 9).

The three dimensions of work—faculty, patient, and staff—formed
the foundation explaining the ways in which students followed the
rules to perform their work. Students, involved in a myriad of activities,
performed in response to faculty, patient, or staff requirements. These
three types of work explained the activities students carried out to get
through their clinical practicum. Sometimes, the dimensions of work
overlapped, such as when a student bathed a patient, a requirement of
both faculty and patient work. At other times, students focused strictly
on faculty work such as interviewing a patient regarding his or her religious
beliefs. When students could not complete all the activities associated
with the three types of work, they would focus on faculty work. As
one student pointed out, “I have to figure out what they [faculty] want
and get it done, because if I don’t, then I might not pass the course.”
Although the clinical practicum was designed to teach students to
provide nursing care in the real world, getting through it was of ut-
most importance. Without success at faculty work, students could not
become nurses. Although the students identified patient activities as
work, much of the effort expended with the patient was geared toward
completion of faculty work. Staff work was important in that it fostered
success in both patient and faculty work.

Faculty Work

Students defined faculty work as those activities required by the faculty
to complete the clinical practicum with a passing grade. The major
function of faculty work was to satisfy the clinical requirements, both
written and practical, for the successful completion of assignments, the
clinical day, and at the end, the clinical practicum. Within the frame-
work of passing the course were numerous activities the student completed
in a loosely structured but sequenced order, beginning with preclini-
cal preparation and continuing with patient care. Students referred to
writing up care plans as a major component of faculty work. However,
as the analysis will show, the work was much more comprehensive
than simply completing written assignments. A significant part of



THE GOOD PATIENT-BAD PATIENT 91

faculty work involved figuring out how the faculty member interpreted
the curriculum and how this interpretation could be reflected in the
written and practical assignments.

Patient Work

The direct care activities of patient work were clearly described by stu-
dents in terms of a sequence of tasks they would carry out during their
time on the unit. When asked what their plan was for the day, students
usually spoke about bathing, bed-making, medications, procedures,
and charting. The indirect care activities were also an integral part of
patient work, yet students spoke of this work in terms of meeting care
plan assignments.

The feature of patient work that was not so clearly defined, yet
gave the students great difficulty, was entering into the patient’s world.
Entering into the patient’s world meant that students would develop
enough of a relationship with the patient that would allow the student
to acquire information of a personal nature. Entering into the patient’s
world enabled students to observe and examine the patient’s psycho-
social, spiritual, and cultural status. This assessment was part of the
care plan requirement, yet it was problematic for the students to carry
out.

Whenever patient work consisted of tangible activities, students
usually performed those without undue anxiety. Giving a bath and tak-
ing vital signs had clearly described steps to follow. However, when the
patient work consisted of intangibles such as determining the patient’s
spirituality, students were more reticent when attempting to acquire
that information. The rules for managing this kind of patient work
were not clearly spelled out. As a result, students developed their own
rules to manage this difficult yet necessary task.

Staff Work

Staff work was defined as the expected tasks and behaviors students
needed to establish a working relationship with the nursing staff. The
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development of the working relationship usually meant students were
better equipped to complete both faculty and patient work. A positive
working relationship with the nurses provided the students with access
to patient information, advice on how to manage and approach their
patients, validation that the student’s decisions were correct, and infor-
mation on confusing orthopedic concepts.

Consequences of Following the Rules of Work

The analysis showed that a hierarchy of work existed wherein faculty
work and expectations influenced the ways in which students ap-
proached staff and patient work. At times the rules were not sufficient
to manage contingencies that arose in the context of the clinical practi-
cum, and student nurses created new rules or modified the rules. Con-
sequently, student nurses experienced tension and conflict in translating
classroom learning to the care of patients on the actual clinical unit.

One of the questions posed to the students was, “What do you
hope to accomplish with your patient today?” On one day, the student
responded with, “I have a really good patient today. I am going to
watch and see how the speech therapist does the swallowing assess-
ment because I haven't learned that yet.” Other students referred to
“having good patients” versus “bad patients,” and the ensuing analysis
showed that students focus on faculty work and use the patient as a
means to get the faculty work accomplished.

Further analysis revealed that students viewed the patient as an ob-
ject of care. As one of the consequences of following the rules, examina-
tion of this concept illuminated the ways in which students prioritized
their learning activities in the clinical setting. As an object, the patient
was a means to an end, a way to accomplish the faculty’s requirements,
which would enable the students to get through the clinical practicum.
Although the students treated their patients with respect and compas-
sion, the patient as an object was used to advance the student through
the clinical experience. As a result the patient took on a secondary role.
Throughout the clinical experience, students were primarily concerned
with completing their faculty work, with the patient becoming the av-
enue to accomplish that goal.
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Students established the patient as an object of care rather than
a subject of care. As an object, the patient was a means to an end, a
way to accomplish the faculty’s requirements in order for the students
to get through the clinical practicum. Accomplished with respect and
compassion, the patient as an object was used to advance the student
through the clinical experience.

The Good Patient

Limited research has shown that student nurses use the good and
bad labels to characterize nursing preceptors and clinical units. Good
nurses were the staff who allowed students to perform many proce-
dures, and good units were those where the patients required many
procedures (Greenwood, 1993). Students were concerned about their
ability to perform in nursing, and actively participating in patient care
procedures made them feel like nurses.

In this study, students classified patients as good patients if they
possessed certain qualities or characteristics that would support faculty
work. The strong focus on faculty work placed the patient in a position
whereby he or she would be judged based on what the student could
glean from the experience. In describing her patient assignment for the
day, one student said the following:

I have a good patient today. I got to insert an NG tube and discontinue a
foley. Then she couldn’t bathe herself so T had to do all of that for her too.
Since she got the NG, she needs to stay in bed.

The characteristics that qualified this patient as a good patient
were mainly physiological, although not all the characteristics of good
patients related to their physical state. Thus a good patient could keep
the student busy, support the care plan process, and reduce clinical
stress. The following describes the characteristics that students identi-
fied in good patients.

The Busy Patient. One of the rules that students had learned
from one another was to keep busy, and good patients kept the stu-
dents busy. By virtue of the complexity of the physical care, most of the
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clinical time could be spent performing nursing care activities with the
patient. The busy activities included feeding the patient, providing a
total bed bath, monitoring behavior, managing incontinence, carrying
on detailed conversations, and performing procedures such as dress-
ing changes. When students were assigned good patients, they would
report during postconference that they had a busy but good day.

The Care Plan Patient. Good patients made the process of care
planning easier for the students. While developing their care plans,
students reported difficulty in trying to conduct a psychosocial assess-
ment and deriving a nursing diagnosis from this assessment. A patient
who required a great deal of physical care usually qualified for multiple
physiological nursing diagnoses. Thus, patients with pain, self-care
deficits, nutritional deficiencies, toileting impairments, activity limits,
a potential for infection, and impaired skin integrity, for example, pro-
vided concrete data from which to derive nursing diagnoses.

Another way in which the good patient helped students with care
planning concerned the interventions and evaluation for the selected
nursing diagnosis. Students were required to list nursing interventions
for each nursing diagnosis, implement those interventions with the pa-
tient, and evaluate the results. Interventions for physiological nursing di-
agnoses were tangible activities performed for the patient. For example,
if a patient was at risk for developing skin breakdown, the student could
massage the skin, rotate the patient’s position, and increase nutritional in-
take. These interventions could then easily be evaluated in the care plan.

Thus the good patient made the entire care-planning process
flow smoothly because of tangible physiological needs that the patient
presented.

The Patient With Psychosocial Traits. Even though students pre-
ferred patients with multiple physiological needs, there were patients
who exhibited certain psychosocial characteristics and thus were con-
sidered good patients. These characteristics were related to the catego-
ries on the psychosocial portion of the care plan assessment form. The
categories included emotional state, family perception of illness, devel-
opmental stages, self-esteem and body image, culture, and spirituality.
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As novices, the nursing students repeatedly verbalized their discomfort
and fear in addressing these issues with their patients. Consequently, if
a patient displayed overt religious items in the room, such as a rosary, a
Bible, or a religious picture, the students could answer the spirituality
question on the form. If the patient was a person of color, the students
could usually answer the cultural questions. As a Viethamese student
pointed out:

It is hard with a Caucasian patient; there is nothing in the book [nursing text]
about white culture, just others like Hispanic, Asian, and Black. So I don’t
know what to write, they [Caucasians] don’t have, you know, a culture.

Patients who had family members visit them in the hospital were
also helpful in completing the psychosocial assessment.

The Patient With a Simple Medication Regimen. ~ A common practice
during the clinical rotation consisted of an intense medication review,
where the faculty would question the student about all the various aspects
of the patient’s medication regimen. Once the medication question
session was successfully completed, the students were able to relax and
complete their less supervised clinical activities. Good patients, then,
were those who had few, if any, medications.

The Bad Patient

Conversely, bad patients made faculty work more difficult. Unlike
practicing nurses who define a difficult patient as one who possesses
objectionable behavioral characteristics (MacDonald, 2003), nursing stu-
dents defined a bad patient as one who impeded the student’s progress
with faculty work. Bad patients (a) performed self-care, (b) had com-
plex psychosocial problems, (¢) required complex medication regimes,
and (d) were sustained by complicated equipment. Bad patients were
not exactly the opposite of good patients. Rather, they were considered
bad patients by virtue of the influence their care had on the successful
completion of faculty work. The following section lists some categories
of bad patients.
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The Atheist. The students tended to equate spirituality with reli-
giosity, and a common strategy was to take the preferred religion from
the chart’s demographic information page and use that to answer the
spirituality questions. Usually students believed this was sufficient to
pass the spirituality section of the care plan. Although a review of their
completed care plans showed that the faculty did not place a lot of
emphasis on spirituality, students still felt the need to fill in the blanks.
Consequently, the bad patient was one who had no preferred religion
or was an atheist.

The Cardiac Patient.  Closely related to the good patient who re-
quired no medications, the cardiac patient embodied all the difficult
aspects of medication administration. In addition to managing the
patient’s orthopedic needs, the students had to be knowledgeable and
aware of the pathophysiology of cardiac disease and the medications
used to treat this condition. Furthermore, cardiac patients frequently
had comorbidities such as hypertension and diabetes, and it was not
uncommon for these patients to have 6-10 medications prescribed.
Each one of these medications involved an in-depth review with the
faculty. The complexity of the medication regimen also meant that lab-
oratory values and patient assessment parameters were involved in the
discussion.

The Young Patient. Young patients usually did not have comor-
bidities and complicated medication regimens. They were able to care
for themselves except for the orthopedic issue that brought them to the
unit. For example, one student was assigned a young man who had
undergone surgery for a compound fracture of the thumb. The patient
required some additional antibiotic therapy and monitoring and was
expected to be discharged the following day. The nursing care consist-
ed of tying the patient’s gown for him. For this student, this patient was
a bad patient. She could not keep busy, and the patient denied having
any problems. The student summed it up by saying:

Younger patients make you think more. Last semester we had mostly older
patients, and they have lots of problems. We had to feed them and bathe
them. But with younger people you have to do more psychosocial problems
and that’s hard.
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The Chronic Pain Patient. Managing pain was a skill students were
able to discuss at length. They knew how to assess for pain, how to
monitor the medications, and to provide nonpharmacological pain mea-
sures. The orthopedic unit admitted patients who experienced chronic
pain, mostly back pain. When students were not able to provide sat-
isfactory pain relief for their patients, the students became frustrated.
Moreover, the only problem the patient would talk about was pain.
This situation was difficult for students in that they could not provide
the care they believed was necessary, and the patients frequently with-
drew, not giving students entry into their world, which resulted in the
chronic pain patient being labeled as a bad patient.

Discussion: The Good Patient, the Bad Patient

The conceptualization of good patients and bad patients has not found
its way into the nursing education literature. Although Greenwood
(1993) described how students labeled good and bad nursing units
and staff, the reference concerned the level of activity encountered on
the unit. These activities, however, consisted of patient procedures,
and good units may have included a number of good patients. In the
present study, good and bad patients were labeled according to the im-
pact they had on the accomplishment of faculty work. As a result, the
patient became an object of care.

Identification of the patient as an object of care rather than a sub-
ject of care has received limited attention in the nursing literature. In
the context of work, May (1992) described two ways in which nurses
come to know the patient. The first he described as foreground work
that entailed the physical aspect of the patient: the medical diagno-
sis, physical limitations, and physiological care required. A focus on
the physical characteristics designates the patient as an object of care.
Labeled as the “the patient as subject,” background work consists of
nurses knowing the patient, the personal part that makes the patient
a unique individual. May contended that nurses focus on this type of
work beyond the accumulation of biomedical symptoms. The differen-
tiation between the patient as an object of care versus a subject of care
forms the basis of May’s conclusion that nurses’ work is complex and
requires a blending of the two types of work.
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In two unrelated studies, researchers concluded that nurses fo-
cus their care on the objective aspect of the patient. Hardey, Payne,
and Coleman (2000) explored what was reported and recorded at the
change of shift. These researchers found that nurses adopted a body-
centered approach when exchanging information about their patients.
The body-centered approach included the medical diagnosis, treat-
ments, diet, code status, and equipment. Using May’s (1992) concep-
tualization that a focus on physical characteristics deems the patient
as an object of care, the present study on student work supported the
differentiation between the patient as an object and subject. Although
May focused on the content taken away from the report, the definition
of the patient as an object of care is applicable. Similarly, an examina-
tion of the content of nursing documentation found a focus on body-
work (Heartfield, 1996). In her work, Heartfield suggested that nursing
as constructed in documentation portrays the patient as an object of
care. Heartfield maintained the individualism of the patient is lost at
the moment of entry into the hospital and that the patient as a subject
is not presented in the documentation.

When students view the patient as an object of care, the patient is
separated into parts that form the basis for the completion of faculty
work. If students viewed the patient as a subject of care, the context of
the patient’s experience would be a relevant component of patient care.
May (1992) suggests that nurses who know the patient through the ill-
ness experience are moving away from seeing the patient as an object.
Yet for students in this study it seemed that completing faculty require-
ments, or faculty work, took priority over all other aspects of nursing
care, which resulted in viewing the patient as an object. This concept
is illustrated in an excerpt taken from the field notes, which illustrates
a student’s dilemma.

Interviewer: Does your nursing diagnosis ever change? You have used this
one [infection] several times.

Student: You probably could except we have to play according to their
rules. In fact T challenged one teacher because the priorities [for her pa-
tient] were not according to Maslow. This patient, who had tissue perfusion
problems, was in end-stage renal failure, he had this and that. But his big
issue was ... ineffective therapeutic management. That was really the big-
gie. That was the reason all the other ones [problems| were happening. So I
said, that’s not it for him. Tissue perfusion is not an issue for him. His issue
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is his personal disease management. That was the problem he was having.
Just because it’s not according to Maslow for that patient, I couldn’t use it.
But we have to put that Maslow thing.

Placing the focus on the completion of faculty work may have kept
this student from further exploration of the patient’s illness experience.
The results from this study provide one step toward understanding the
role patients play in the education of nursing students. Additional re-
search is warranted to make any connection between nursing practice
and the perspectives of students.

Implications

When designing clinical experiences, faculty should take into consider-
ation that from the student’s perspective, patient and staff work are at
times a means to accomplish faculty work. In this study, assigning a pa-
tient for a care plan directed the students’ focus toward collecting data.
Therefore, students spent more time reviewing the chart than provid-
ing actual patient care. To maximize student learning, it may be helpful
for faculty to understand the students’ perspective and create an expe-
rience whereby the student can incorporate both classroom and clini-
cal learning. Helping students to explore the context within which the
patient enters the health care system may lead to better comprehension
of the patient’s goals and expectations. Nursing care plans are designed
to individualize care, yet care plan books provide standardized care.
Active faculty involvement in the actual student—patient interactions
can be beneficial for identifying students’ problem-solving abilities.

Summary

This study examined how associate degree nursing students get through
an orthopedic clinical practicum. A review of the nursing literature shows
no studies that examine this phenomenon; however, earlier studies (Me-
lia, 1989; Simpson, 1979) have shown that what student nurses do and
how they work in clinical settings is shaped and influenced by faculty
and nursing staff expectations for performance. The data were analyzed
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to discover what students actually do during their clinical hours. While
some research has explored student perceptions of clinical experiences,
there have been no reports of students’ clinical activities using work as a
guiding factor (Konrad, 2002; Letizia, 1996). An extensive gap in knowl-
edge exists between how nursing faculty construct clinical expectations
in line with the standards and regulations set by licensing and accred-
iting agencies and how nursing students deal with those expectations.
Nursing educators generally agree that learning is a process that occurs
over time, and thus they employ educational strategies to encourage the
acquisition of knowledge. Clinical courses seek to expand the students’
understanding through experiential activities such as application of con-
cepts learned in the classroom to actual patient situations. Examining the
end result of learning provides valuable insight into student knowledge ac-
quisition. However, hearing the voices of students as they engage in the
everyday clinical work adds an additional perspective into how students
use the strategies and tools given them. Increasing the understanding of
how students perceive and manage their clinical work may be useful to
the design and implementation of teaching strategies.
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Chapter 6

How to Prevent Competition for Clinical
Nursing Education Placements

Kay Setter Kline, Janice Hodges, Marilyn Schmidt,
Daniel Wezeman, and Jan Coye

Hello, Professor Smith?

Yes.

This is Mary Alice Jones from Community General Hospital.
Hello!

I'm calling to let you know that the unit you have been using in the past
has been reassigned to another program and you will have to find another
clinical site for your students.

Is there some way we can discuss this?

I'm sorry, but the faculty member who will now be on the unit is one of our
staff. She’s familiar with the unit and she has been given this unit for her
students. You will have to find another learning site.

is helpful to know there are ways to prevent this scenario from
happening to your program.

In 1995, one of the traditional clinical placement sites for community
health used by Grand Valley State University’s Kirkhof College of Nursing
(KCON) in Grand Rapids, Michigan, began being used by another program
in the area. This created a potentially volatile conflict about who could use
the site and when. Our KCON instructor believed that we had rights of
priority because we had “always been there.” To prevent an accelerating

Perhaps this has happened to you—or you are afraid it might. It
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conflict, we took the first step. We contacted the other instructor to see if
there was any flexibility in her schedule. Then we looked at the options we
had in our schedule. As a result of a short series of candid discussions, both
schools modified their schedules. Conflict was avoided, and the site was
available for learning experiences for students from both colleges.

The following year we did not wait to see if there were going
to be any conflicts. Instead, representatives from each college met
during the prior semester to resolve any potential conflicts. Each col-
lege promised to work out any scheduling conflicts before submit-
ting its requests to the clinical agencies. This collaborative process
proved to be so successful that we invited all colleges to participate
that had students rotating through clinical agencies in Grand Rapids.
This included many schools within a 50- to 60-mile radius of Grand
Rapids. Again, we discussed the issue of who had always been on each
unit in the various agencies. We realized that we all would benefit
from a coordinated and cooperative approach to the utilization of such
valuable clinical resources. In this chapter, we describe the process we
use to negotiate and obtain clinical sites for our nursing program.

Problem

As nursing education programs struggle to meet the demand for
more nurses, one limiting factor is insufficient clinical sites for stu-
dent clinical learning experiences (Kline & Hodges, 2006). This is
compounded by the reduced number of clinical sites available as
hospitals merge and patients receive more care in the outpatient set-
ting (Hodges & Kline, 2005). In addition, schools of nursing are
increasing their capacity for students. This, in turn, increases further
competition for current clinical sites. As noted in the nursing work-
force data collected by the West Michigan Nursing Advisory Council
and published on the Alliance for Health Web site, the schools in
our 12-county area have increased the number of graduates quali-
fied to sit for the NCLEX-RN exam from 300 in 2001 to 523 in
2006 (Annual Survey, 2006). Considering all of these factors, it is
imperative that nursing schools find and use all available clinical
sites so high-quality clinical learning experiences can be provided
for all nursing students.
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Background

Given the desperate need for additional clinical education sites, it
was unsettling to find little direction in the current nursing literature.
A literature search for information related to the problem of clinical
education site capacity yielded only a few articles with suggestions
for solving this dilemma (Ferrell, 2002; Hutchings, Williamson, &
Humphreys, 2005; Pearson, 2002; Roberts, 2002; Turner & Turner,
1997). Although a few models are available for consideration for
clinical placements, they generally have one coordinator. Whereas this
allows more efficient use of existing clinical sites, it does not solve the
competition problem (Centralized Clinical Placement System, 2006;
Clinical Placement Program, n.d.; Massachusetts Center for Nursing
Clinical Placement Opportunities, 2007; StudentMAX™ Clinical Place-
ment Software, 2005).

Turner and Turner (1997) reported on an electronic system to
monitor clinical placements for undergraduate nursing students in
Queensland, Australia. Microsoft Access software was used to track
experiences for about 300 students in 100 different clinical agencies.
This system was made available to other nursing programs in Australia.
However, each of these systems functioned for one program at a time.
It was not a comprehensive system that could offer cross-functionality
for all of the programs and clinical agencies involved. Also, the system
by Turner and Turner (1997) was developed to monitor student experi-
ences rather than to obtain clinical placements.

Another approach was taken by Hutchings and colleagues
(2005). They conducted focus interviews to determine how deci-
sions are made regarding the number of students that can be placed
in one area and still provide an excellent learning experience. They
found several factors that influenced decision-making, including
the types of learners, the number of mentors, and organizational
components.

In an opinion column, Ferrell (2002) identified that one of the
current issues related to nursing education is the competition among
nursing schools for student placements for clinical experiences. She
noted that there should be a way to manage this competition within
a region. Her major points included sharing responsibility, building
coalitions, and seeking funding.
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Considering the demand for clinical sites, Roberts (2002)
recommended that faculty become more flexible in placing students.
For example, use of evenings, nights, and weekends is one way to
increase the availability of clinical learning opportunities. However,
this can happen only if all of the stakeholders join together and become
more flexible.

In the same opinion column, Pearson (2002) addressed the
separation of education and service. Service agencies usually have no
say in education other than to be the recipients of students constantly
streaming through the clinical setting. Education and service need to
become true partners in the education of students, working together
to select clinical sites and identify the number of students that can be
supported by each unit.

Innovation

The Clinical Placement Consortium (CPC) began in 1995 in the
Grand Rapids area as one response to the increasing number of nurs-
ing programs in the region and the accompanying need for clinical
placements. As described previously, the initial problem was that two
schools wanted to use the same community health care setting for their
senior students. To resolve this conflict, faculty and clinical placement
coordinators from both programs met and negotiated a resolution that
allowed both to use the same experience, but on different days and
times.

This was such a rewarding experience that it was expanded the
following year to include all of the clinical experiences for those
two schools. The following year another school was added, and the
momentum continued. Currently, 11 schools participate in the CPC.
They represent 13 nursing education programs that use 64 agencies
for clinical experiences covering 492 units. The problem that initially
resulted in wonderful clinical experiences for 16 students has become
a process that provides 2,216 clinical experiences per semester. All of
them focus on creating exceptional learning experiences for all stu-
dents.

Education and service now work together, with the use of appro-
priate software and technology, to place all students in appropriate
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clinical sites. The CPC represents a true collaborative approach between
academia and service agencies. Both education and service are partners
in the education of students as clinical sites are selected and the num-
ber of students that can be supported by each unit is identified.

Representatives from the service settings have shared meaning-
ful observations and creative suggestions for alternative scheduling
and placement options. For example, it was at the suggestion of a
service representative that we combined two postpartum units with
two labor and delivery units in one institution. Formerly, all four of
these had accommodated only one student clinical group. Now, by
linking one postpartum unit with a specific labor and delivery unit,
these units can accommodate two separate clinical groups at any
time.

In addition, each CPC participant seeks to facilitate the most effec-
tive use of the clinical sites. One example of this occurred when a
school needed a clinical site for a beginning group of medical—surgical
students. An oncology unit was unoccupied and available during the
time needed, but several CPC members spoke up and said that this
unit would not be an appropriate placement for beginning students.
The CPC members worked together to locate a more suitable location
for this clinical group.

Following presentations and publications, the CPC process has
spread to other regions in Michigan (Hodges & Kline, 2005; Hodges,
Kline, & Smidt, 2006; Kline & Hodges, 2004; Kline & Hodges,
2006; Smidt, Hodges, & Kline, 2005). These include Grand Rapids
(the original site), Kalamazoo, Lansing, and Saginaw. Each area has
modified the CPC process to meet its specific needs while maintaining
the collaborative process.

Technical Aspects

The technical portion of the CPC was built around identifying and
using a cost-effective approach. The Web platform for the process
is Blackboard, which is supported by Grand Valley State University
(GVSU). Access to all CPC members is allowed through a password-
protected sign-on. Each CPC member was issued his or her own user ID
and password through the Blackboard administrator. The CPC master
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schedule is the main tool used in coordinating the schedules among
the participating colleges and clinical agencies. Microsoft Office Excel
software is used for the master schedule because it is easily accessible
by all members and is compatible with the Blackboard software.

Negotiating

Each college submits its requests via e-mail attachment to the CPC
administrator using an Excel template provided on the Blackboard site.
The data are then copied to a master schedule, which is checked for
inconsistencies in naming conventions and other data formats. Once
the data are compiled and checked, the spreadsheet is used at the CPC
group meeting. During the meeting the CPC administrator displays the
agency units one by one in an overhead view as the group looks for
conflicts in the schedule. Changes are made to the data within the meet-
ing as members of the CPC group negotiate and agree to the change.
Once the master schedule is finalized at the meeting, it is posted on the
Blackboard site.

Accessibility

To view the schedule, the CPC members use the auto filter design of
the Microsoft spreadsheet to manipulate the master schedule by filter-
ing the data within specific columns to achieve the desired outcome. By
filtering for an item, the visible data will be limited to just the records
that contain the filtered item. For example, a college would like to
view all of its clinical sites. Filtering on the college name in the column
titled College would retrieve just those records. In another example, a
clinical agency may want to view only its own units as requested by all
of the colleges. By filtering on the Agency column for that particular
agency, only the units for that agency will be viewed. Multiple filter-
ing may also be used to narrow the search for specific records, such as
looking for a specific unit, on a certain day of the week, within certain
date parameters.

The CPC member does not have to worry about harming the data
on the Blackboard site, because all files are in a read-only format.



HOW TO PREVENT COMPETITION FOR NURSING EDUCATION PLACEMENTS 109

The files on the CPC Blackboard site can be saved in the CPC mem-
ber’s own computer by using the Save As file option. However,
because the master schedule is a fluid document changing daily,
caution is advised on using the Save As option. Each member must
ensure that he or she has the latest version of the document being
saved.

Naming Conventions

Another important aspect of maintaining the CPC Blackboard site is
naming conventions. The site must start with naming conventions that
are used consistently by all colleges for agency units. Without consis-
tency in unit names, the master schedule will fail to retrieve all records
when filtered. This consistency is important for each type of data being
entered. On the CPC Blackboard site, the proper names of the agencies
and units are listed in a file along with important information about
the unit that may be useful to the college when selecting a clinical site
and when submitting a change request. It is helpful to have a profes-
sional database manager initially define the appropriate columns and
data capture points.

Communication

Communication to all CPC members is done via e-mail through the
Blackboard site. The CPC Blackboard administrator maintains the
roster of current CPC members and their addresses, phone numbers,
and other information and posts this on the Blackboard site as contact
information.

Requests for changes to the master schedule are first cleared
through all CPC members and then cleared with the agency involved.
This is completed rapidly because all members routinely watch
their e-mail for changes. Usually, replies are received the same or
next day. If there is no concern, the change is implemented on the
master schedule. If there is a concern, it is resolved through nego-
tiation and collaboration before the change is made on the master
schedule.
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Database Coordination

The duties of the CPC administrator can be assigned to a part-time
employee or as additional work for a full-time employee. The technical
qualifications are a solid background in Microsoft Office Excel and a
strong sense for detail to ensure the data are consistent. If a Web page is
used as the platform, knowledge of Web page design is also needed.

Improvements

Over the past few years, the technology used for the CPC’s work has
developed into a useful tool that all members of the group feel comfort-
able using. One feature that has evolved is the use of a master schedule
versus a single spreadsheet for each unit. This feature has made the
schedule easy to use and read, which has increased the usefulness of
this tool.

Facilitating the Process

In addition to the technical tasks associated with updating and
maintaining the CPC Web site, there are administrative functions
that must be assumed by nurse leaders in the consortium. In our
CPC, representatives from the largest nursing programs—those that
took leadership in the development of the CPC—ensure that the CPC
functions efficiently by doing the following.

Preparing for Meetings

Successful meetings don’t just happen. Thoughtful planning keeps
the group functioning and includes setting meeting dates, securing
meeting space, sending meeting notices, planning agendas, and leading
discussions.

Setting Meeting Dates.  Finding a time to meet is a huge challenge.
First, it is necessary to find a day of the week when all of the nursing
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programs can have a representative present. A successful CPC cannot
meet when representatives from the member nursing programs cannot
participate. Next, the dates chosen for the meeting must be far enough
ahead of the current semester to allow for advanced planning, but not
so far in the future that the nursing programs do not have a good grasp
of their clinical needs. This careful balance can be achieved with proper
planning. There is also the issue of how many meetings to hold per
year. Some nursing programs have programming year-round, whereas
others have summers off. Whether the CPC meets two, three, or more
times annually is a decision that must be negotiated by the members.

Securing Meeting Space. ~ Since classroom space is scarce at most
colleges, careful planning is required to secure a space where (a) park-
ing is available, (b) the location is easy to find and convenient for the
majority of the members, (c) the room will accommodate representa-
tives from all nursing programs and area clinical facilities, and (d) there
is technical support to access the Internet and to project on a screen the
CPC Web site reflecting schedules requested by the nursing programs.

Sending Meeting Notices. The CPC membersneed to receive notices
for meetings and deadlines for posting clinical site requests far enough
in advance so they can ensure that knowledgeable representatives from
the nursing programs will be present at the meeting. CPC meetings are
not appropriate for clerical assistant representatives. The representa-
tives who attend should have the power to negotiate changes in their
schedules when conflicts are identified. Deans or program directors are
the appropriate representatives to attend CPC meetings.

Planning Agendas. The CPC meeting agenda guides the course of
the meeting. When many important people gather for a meeting, it is
tempting to talk about things that are of interest to all but unrelated to
clinical placements. It is important to remember that the purpose of the
meeting is to find quality placements for all of the nursing programs.
Plan the time frames so that an hour or more is allotted to each clinical
site where many nursing programs are trying to schedule students. Clin-
ical agencies that have only one or two programs vying for spaces will
need less time. The agenda should list all of the clinical facilities where
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there are or could be students scheduled. A call to the hospital/clinical
representative with a reminder of the time you have scheduled him or
her on the agenda is useful. If this is done, clinical agency representa-
tives need only attend the portion of the meeting during which their
agency is discussed. Similarly, schools that use only one or two clinical
agencies need not be present for the entire meeting. This respect for
each other’s time helps maintain mutually beneficial processes.

Leading Discussions. Leadership is required to keep the group
on task and the agenda moving along. Encouraging discussion and
working out conflicts as a group enhance the collegial nature of the
group. Leadership is also needed to anticipate issues that may affect
all or many of the CPC members. A hospital closing units for con-
struction can displace many students, requiring even closer coopera-
tion among all nursing programs to help find clinical sites. In our
CPC, it is common that several schools not directly involved in such
a conflict will volunteer to make scheduling adjustments to effect a
solution.

Recruiting and Mentoring

A clinical placement consortium will be enhanced by including all
nursing programs in a given geographic area and all clinical sites
that could possibly offer a clinical experience. Leadership is needed
to recruit representatives from these agencies to attend the meetings
and to learn about the functioning of the group. Our CPC members
have learned about clinical sites that we might not have considered;
however, representatives of the clinical agencies were present at a CPC
meeting to describe the available opportunities. We now have outlying
clinical agencies asking to be included so that they can enjoy increased
levels of student placements. Student clinical placements are viewed
positively because the students are all potential new employees for the
clinical agency.

Similarly, mentoring and encouraging representatives from all
nursing programs is needed. They need to learn how to submit their
schedules and resolve conflicts, which will ultimately present a clearer
picture to all CPC members of the clinical units being used or those
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available. If an area nursing program negotiates a site on its own with
a colleague who may not know about the CPC, a conflict might arise if
the site is already reserved for another program.

Problem Solving

The CPC s an excellent forum for solving problems that affect all clinical
placements. For example, there is the problem of ever-changing forms
to be signed; documents to be distributed; and policies, parking notices,
computer training instructions, and numerous other informational
pieces that faculty and students need for a successful clinical experi-
ence at an agency. How can a nursing program be certain that it has the
most current information? In our CPC, a pilot project is under way to
see if posting agency orientation information on the CPC Web site will
provide nursing programs with timely access to current, accurate infor-
mation. The clinical agency holds responsibility for the accuracy of the
information on the site. The nursing program ensures that the informa-
tion is distributed to the faculty and students who will be at that site.

Communication to Maintain Trust and Cooperation

Inreal estate, “location” is the watch word. For the CPC, communication
is the key. Frequent, accurate, honest communication among all CPC
members builds trust and enhances cooperation. In turn, coopera-
tion enhances the quality of student clinical experience, which is the
purpose of the CPC.

Lessons Learned

Many lessons were learned as we implemented and continuously
improved the process and structure of the CPC. These lessons included
the need for (a) clinical agency representation, (b) orientation for new
members of the consortium, and (¢) the use of all available hours for
clinical education. We also found that school-to-school and school-
to-agency relationships improved and that flexibility is a key factor for
success.
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The CPC member schools were used to planning for the future
and having alternative plans prepared to accommodate any changes
(e.g., numbers of students progressing, changes in faculty). How-
ever, when clinical agency representatives were invited to attend, we
were able to improve the process. Since both education and service
were at the table, situations such as temporary unit closures, merg-
ers between hospitals, newly constructed units, and changes in spe-
cialty units were apparent to all. This greatly improved availability
for student placements. For example, because of the CPC, schools
knew when new units were being proposed. Once these units had
their own staff in place and were working together well, new clinical
opportunities were possible. This generally required a semester or
two, and then schools were notified that the units were available for
clinical placements.

Based on the experience of CPC participants, it was identified
that new members could benefit from an orientation session before
participating in their first meeting. Without preparation, it seemed easy for
these members to get lost in the process and not speak up for needed sites.

Along the way we also learned that certain information was helpful
for the clinical faculty to have as well. For example, it was important to
know if there were other clinical groups scheduled for the same clinical
unit, in case changes needed to occur for specific circumstances.

The CPC process maintains focus on the goal so that no one school
dominates the clinical areas. We rapidly learned that, with the increased
volume of students due to program expansions, we needed to expand
the schedule to include weekends as well.

One unanticipated, but welcome, outcome of the CPC pro-
cess was an improvement in relationships among members of the
consortium. The CPC members are more willing to look at the needs
of one another rather than simply looking out for themselves, as was
the process many years ago. Now the focus is on making sure that
all students have exceptional learning experiences. We also found
that the relationships between academia and service improved. Both
have a better understanding of the other’s perspectives and find it
easier to make contacts when needed. It has been rewarding to see
experienced CPC members from a nursing program try to help other
nursing programs find quality clinical experiences for their students.
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The group dialogue emerging from the wealth of experience present
among CPC members helps novices gain quality experiences for their
students.

In addition to collaboration, one of the factors that has held the
group together is flexibility. For example, when one school had to find
a new instructor at the last minute, that clinical time had to be changed
to accommodate the new person. To meet this need, the school that
was already in that site suggested that it move its experiences up by
2 hours. Likewise, when one program increased the number of stu-
dents and needed an additional site, another school agreed to move to
another day to accommodate the first school. It is this flexibility that
cements the CPC process.

Observation experiences still tend to be a challenge. In areas such
as surgery, where larger numbers of students need to be scheduled,
it is very important to indicate them on the CPC schedule. However,
those areas that see fewer students, such as pediatrics observations,
can easily be handled just by communicating with those involved. The
West Michigan CPC is considering developing a second calendar for
observation experiences only; other CPCs aren't sure that this is the
best method.

The learning is continuous as we work to improve the process
and involve others. The clinical facilities continue to expand, and cur-
riculum changes necessitate changes in the clinical schedule as well.
Flexibility, a willingness to work together for the common good of all
students, and the commitment to provide the highest-quality nursing
care for our community are key factors that are basic to the success of
the CPC.

Significance for Nurse Educators

The key lessons for educators from this process have been many and
varied. In addition to focusing on the best clinical experiences for all
nursing students served by the CPC, the educators from each college
have learned a great deal about each other’s curricula. This is becoming
a significant asset as we seek to work together to develop new, innova-
tive models for clinical education. Collectively, we have a beginning
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awareness and understanding of the basic organization of the nursing
curriculum of each college.

Another helpful feature of the CPC process has been the willing-
ness to accept responsibility for clinical problems. In the past, when
clinical faculty crossed paths on the units, there were occasional argu-
ments and a fair degree of blaming. More recently, when instructors
have clinical conflicts or issues, the CPC representatives for each school
communicate with each other to define and resolve the issue rather
than blame each other.

For example, last fall students from two schools began appear-
ing at the same time on one labor and delivery unit. When the unit
manager asked that the unit not be overwhelmed with students, each
clinical faculty member became defensive and blamed the other for
sending students inappropriately. As soon as the CPC representatives
were informed, they began to verify exactly where each group of stu-
dents was assigned. It became clear that one group was assigned to a
labor and delivery unit where the census was low. The staff on that unit
was sending those students to the other labor and delivery unit, which
already had students from another college. When this was verified,
both CPC representatives agreed that when the census was low on the
labor and delivery unit, students would return to the corresponding
postpartum unit rather than going to another school’s assigned clinical
unit.

Likewise, one faculty member assigned her students to arrive on
a medical-surgical unit before the clinical time to conduct their own
clinical preparation. The faculty member with a clinical group on the
unit at that time saw this as an overcrowding situation. Students argued
about who needed to utilize a patient’s chart more—the student who
was concluding her clinical experience or the one preparing to give
patient care. In this case, the clinical faculty were put in communica-
tion with each other and they worked together to arrive at a workable
plan.

All of these situations, at first blush, may appear to be problems.
However, as solutions are worked out, the relationships and trust that
are built create a solid framework for collaboration and mutually benefi-
cial understanding among the various nursing programs. There is better
understanding of each program’s strengths and increased appreciation
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for the challenges and struggles each college faces. This has resulted in
less tension and envy and greater cooperation among all involved.

Trust and communication are the key elements that make the CPC
effective. Trust is built when participants understand that no one is
going to take away their clinical sites—that by working together, each
college will gain access to a broader and more comprehensive array
of clinical experiences. Trust also is created when members model a
collegial give and take with each other, offering unused units to other
schools or agreeing to consolidate clinical arrangements on a particular
unit, leaving another unit open for increased use.

Strengths of the CPC from the educational perspective include bet-
ter relationships with other programs, readily available information on
a real-time basis, and reduced conlflict for scheduling clinical experi-
ences. When a conlflict arises, negotiation, rather than competition, is
the method of choice.

While there are many positive aspects to utilizing technology to
address clinical placement issues, there are also challenges. At this time
they include (a) accurate documentation of off-unit observational expe-
riences, (b) incorporation of new colleges, (¢) expansion of one database
to include clinical agencies of nearby and overlapping communities,
(d) accommodating the temporary unavailability of some units due to
increased numbers of new graduates needing orientation, (e) support
and orientation for effective succession planning as members retire and
new members and leaders emerge, and (f) keeping the system simple
enough so that it can be sustained with minimal effort and expense, yet
robust enough to support expanded clinical placements.

Summary

What started out as competition changed into collaboration and nego-
tiation. What originally was “looking out for my students” has become
“looking out for all students.” What began as a conflict for one clinical
experience has ended with negotiation for all clinical experiences.
What was originally allocation by the clinical agency has grown into
collaboration between education and service for all clinical educa-
tion experiences. What began as everyone wanting the same units has
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developed into greater numbers of well-developed clinical learning
experiences. What originated as multiple processes for selecting clinical
settings has become one process that is more efficient for both educa-
tion and service. The CPC has not only brought education and service
together for clinical placements, but also for networking and problem
solving for other issues related to nursing care and education.
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Chapter 7

A Standardized Clinical Evaluation
Tool-Kit: Improving Nursing Education
and Practice

Stephanie D. Holaday and Kathleen M. Buckley

informs us that “nurses and other health professionals are not

being adequately prepared to provide the highest quality and
safest care possible, and there is insufficient assessment of their pro-
ficiency” (p. 1). In response there has been much attention dedicated
to curricular and teaching methodology reform, but unfortunately the
development of sound clinical evaluation methods has often been an
afterthought. This raises the question: In nursing education, is the dog
wagging the tail or is the tail wagging the dog?

Serious attention needs to be devoted to reducing educational
inconsistencies by linking the essential outcomes required for a degree
in nursing with clinical evaluation outcomes in order for nurse educa-
tors to be accountable to their students, patients, and society (Holaday,
2004, 2006; Holaday, Buckley, & Miklancie, 2006). Although curricu-
lar requirements are similar in nursing schools throughout the United
States, there is little consistency in expected outcomes that are assessed
in the clinical setting and the methods used for evaluating them. Often,
faculty rely on personal perceptions and instincts about expectations in
the clinical setting, resulting in much variation. Variation in expected
clinical outcomes leads to variation in actual clinical outcomes and
proficiency. Therefore, the variations and inconsistencies of assessment

SI report released by the Institute of Medicine (IOM, 2003)
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and evaluation in the clinical setting are strongly linked to the inad-
equate preparation of nurses in general.

Factors that partly contribute to the variations in clinical evalu-
ation are the differences in clinical settings, patient populations, and
experiences. However, the greatest contribution is associated with a
lack of standardized clinical outcomes and instruments to measure
those outcomes, confounded by the difficulty of measuring the sub-
jective variables inherent in any clinical environment. Nevertheless,
the need to evaluate the safety and competency of nursing students
in the clinical setting remains, regardless of problems associated with
doing so. If the assumption is that the performance that is assessed and
measured in the clinical setting should tightly align with expected out-
comes, then we must bridge the gap of variations and inconsistencies
in the clinical setting with standardized outcomes, and strengthen the
evaluation methods of those outcomes, to ensure that our nurse gradu-
ates are equipped with the knowledge and skills necessary to practice
as competent health care professionals.

Nurse educators must ask the following questions: (a) How are
the outcomes, deemed essential for safe and competent patient care by
our professional organizations, incorporated into clinical assessment
and evaluation of our nursing students? (b) What is the driving force
behind instruction and evaluation of our nursing students: is it the
outcomes recognized by the profession, or is it content of the nursing
licensure examination, that is, “teaching to the test”? (c) How are nurse
educators assessing and measuring student outcomes in the clinical
setting? and (d) What evidence supports the evaluations given to our
students in the clinical setting, that is, evidence-based teaching?

In this chapter, we present an innovative tool-kit used by three
major university nursing schools to assess, evaluate, and measure stu-
dent performance and growth across clinical settings and at all levels
of educational preparation in a nursing program. The tool-kit includes
consensus-based clinical outcome objectives and competencies against
which to base judgments for evaluation, a five-point rating scale adapted
from Bondy’s (1983) criterion-referenced matrix for measuring the
quality of clinical performance, and conversion scales for grading the
achievement of the clinical objectives, which are leveled according to
educational preparation and correlate with the university grading scale.
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The tool-kit is a blueprint for assessing and evaluating levels of
clinical competence and can be used by any nationally accredited nurs-
ing school. It also provides a benchmark for assessing and measuring
course and program outcomes. It is hoped that the guidance provided
in this chapter will assist other nurse educators to customize a clinical
evaluation instrument and method that is based on standardized out-
comes, rooted in the values of the nursing profession, and suited to the
individual needs of their institution.

Background

The Health Resources and Services Administration (HRSA) (2006) has
projected that by the year 2020 the shortage of nurses in the United
States will increase to more than 1 million, and if current trends con-
tinue, only 64% of this projected demand will be met. Even though the
American Association of Colleges of Nursing (AACN, 2006, Decem-
ber 6) reported significant gains in both enrollments in nursing pro-
grams and graduates from those programs for 6 consecutive years,
with a 5% increase in enrollment and an 18% increase in graduates in
2006, it’s not enough. The HRSA (2006) report estimated that nursing
schools must increase the number of graduates by 90% in order to ade-
quately address the nursing shortage. Though interest in professional
nursing careers seems strong, the AACN (2006, December 6) reported
that because of a shortage in nursing faculty, colleges and universities
turned away over 32,000 qualified applicants this past year, a trend
that has increased over the past 6 years.

In answer to calls to accelerate the growth of the nursing work-
force, nurse educators have been exploring creative strategies to boost
enrollments and expand and accelerate nursing programs. Similarly,
nurse educators are responding to the increasing amount and com-
plexity of content that students need to learn in order to provide safe
and effective nursing care, with innovative teaching—learning strategies
and curriculum design. It is important, however, not to lose sight of the
challenge inherent in efforts to produce nurses quickly as the knowl-
edge explosion continues, and that is to ensure competency upon entry
into practice.
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The Institute of Medicine (IOM) (2000) estimated that as many
as 98,000 patients die in hospitals each year from preventable medical
errors, illustrating the importance of closely monitoring the progress of
nursing students and ensuring a high degree of objectivity of their eval-
uation. A wide array of publications have cited the need to expand the
ability of health care professionals to address concerns related to patient
safety, performance improvement, and quality in health care (AACN,
2006). Lenburg (1999) noted that employers reported experiencing a
widening gulf between the competencies required for practice and those
that new graduates learned in their education programs. Employers are
spending increasing amounts of time and resources to orient and teach
new nurses the competencies required in today’s workplace.

The National League for Nursing (2005) position statement
emphasizes the need for nursing programs to align with the realities
of the health care setting. Calls from authorities are loud and clear
for health care disciplines to address the need for safe and competent
care in our practice environments (Agency for Healthcare Research and
Quality, 2003; IOM, 2004; Trust for America’s Health, 2005). Through
expert consensus, the AACN (2006) has identified specific educational
competencies required for safe nursing practice, and it is revising the
existing Essentials of Baccalaureate Education for Professional Nursing
Practice (AACN, 1998) to reflect changes in the health care environ-
ment. It would seem to follow that nurse educators should link these
educational competencies deemed essential by experts in the nursing
profession to their curriculum and evaluation outcomes.

The need to have a certain standard of competence and exper-
tise is common to all health professions and is important to protect
the public, ensure quality of care, and establish credibility of the pro-
fession. In order to achieve standards of competence, Oermann and
Gaberson (2006) highlight the following components in nursing
education: (a) educational outcome objectives that reflect standard-
ized competencies, (b) a valid and reliable method to determine if
the educational objectives were achieved, and (c) a valid and reliable
mechanism to determine if students can apply their knowledge toward
implementing safe and effective patient care in real-life situations in the
clinical setting. It is the last of these three components that has histori-
cally been problematic across the disciplines in health care education.
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Although successful completion of the nursing licensure examina-
tion is a useful indicator of competency, it does not measure the overall
competence of a graduate nurse. It does not provide sufficient evidence
that graduate nurses have been prepared to apply their knowledge in
providing safe patient care in professional practice. Standardized writ-
ten exams are reliable in documenting recall, but they lack validity
in assessing combined cognitive and psychomotor skills. They do not
capture all the complexities and nuances of live patient encounters and
the environments in which judgments and decisions are made. There-
fore, they do not provide a complete picture of a student’s performance
by entry into practice.

Challenges With Clinical Performance Evaluation

Evaluating clinical performance is a daunting and complex task, and
development of a valid and reliable instrument to do so is even more
complex and fraught with problems. There are difficulties and frustra-
tions associated with both the instrument and the user, so much so that a
desired level of correlation between students’ actual scores and scores on
a criterion measure cannot be recommended for reliability because the
correlation is influenced by many factors, including values, judgments,
expertise, and experience of the evaluator (Oermann & Gaberson, 2006).
These factors link the psychometric and social areas of research.

Clinical evaluations rely on observations, and these observations
are highly subject to observer bias, resulting in little consistency among
the scores of the evaluators and errors that threaten the quality of the
data collected. Thompson, Lipkin, Gilbert, Guzzo, & Roberson (1990)
found the halo effect, specifically the error of leniency, to be evident
in evaluations of medical residents, reporting that 96% of the rating
scores fell between 6 and 9 on a 10-point scale.

In examining the numerous evaluation tools available for use in
the clinical setting, it appears that efforts to assist evaluators to rate stu-
dents more objectively have resulted in outcomes and objectives that are
more specifically stated, narrowing their use, Oermann and Gaberson
(2006) explain that specific instructional objectives while reducing
some of the subjectivity, limit the flexibility required in the clinical
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setting and reduce the measurement focus to a more simple knowledge
and skill level (Gronlund, 2000). It is clear that specific instructional
objectives or competencies for clinical evaluation are inappropriate for
use in nursing education, where critical thinking, judgments, and prob-
lem solving are vital requirements. Furthermore, when the nature of
the clinical setting is unpredictable and varies with each experience,
objectives must serve as a guide, allowing instructors to develop the
appropriate instruction to elicit the outcome to be learned.

Accuracy and Reliability of Performance Ratings

Approaches to improve the accuracy and reliability of performance rat-
ings have resulted in disappointment and frustration. Two major meth-
ods that have been studied to improve performance rating accuracy
and reliability are (a) rater format training, focusing on the content
of the rating scale, and (b) rater error training, focusing on elimina-
tion of common rating errors. Heneman (1988) concluded that neither
of these rater training methods increased performance rating accuracy.
Although error training has been shown to be successful in reducing
psychometric errors, there has been substantial evidence that reducing
psychometric error has little or no corrective effect on the accuracy,
reliability, or discrimination of scores, because performance ratings are
really a reflection of the skill of the raters (Gray, 1996; McIntyre &
Smith, 1984). Furthermore, Heneman suggests that the generalizability
of most findings on rater training is open to question.

While there are difficulties with rating scales, Oermann and
Gaberson (2006) recommend using them for clinical evaluation because
they allow instructors to rate performance over time and note patterns of
performance. Unlike checklists that use two points on a scale to represent
pass or fail results, a rating scale can be made up of three or more points,
conveying far more information about the quality of the performance.

Methods to Improve Performance Ratings

Calman, Watson, Norman, Redfern, and Murrells (2002) propose that
some of the difficulties with performance ratings can be addressed
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through the development of a national instrument for standardiz-
ing clinical competence assessment and evaluation. Haber and Avins
(1994) and Borman (1975) recommend standardizing the observation
of behaviors and defining the nomenclature for the desired expec-
tations in order to help reduce error biases resulting from the halo
effect. Chirico (2004) found that when creating common rater per-
formance expectations by providing raters with rating standards as
well as examples (critical indicators) of these dimensions, idiosyncratic
rating tendencies were reduced and accuracy was improved. In sum-
mary, a standardized assessment and evaluation instrument, based on
clinical outcomes recognized by the profession, which seeks evidence-
based knowledge of students in real-life situations, would support a
more valid, reliable, and complete assessment and measurement of a
student’s overall competence.

Development of the Evaluation Tool-Kit

To address many of the problems associated with evaluating the clini-
cal competence of nursing students, a clinical evaluation tool-kit was
developed by one of the authors (Holaday, 2004). The tool-kit remains
a work in progress. Since its inception, faculty from several university
nursing schools, clinical educators and preceptors, statisticians, inde-
pendent education consultants, and students have contributed to fur-
ther development of the tool-kit. In addition, education staff from the
AACN served as reviewers and consultants for the clinical outcome
objectives and essential competencies in the tool-kit.

With permission of the developer (Holaday), the evaluation tool-kit
was successfully piloted and implemented in all undergraduate clinical
courses at the Catholic University of America (CUA) and George Mason
University (GMU). Again with permission, Michigan State University
(MSU) nursing faculty adopted the evaluation tool-kit for use in all of
their baccalaureate clinical courses. The evaluation tool-kit has dem-
onstrated that the measurement of the performance of standardized
competencies in the clinical setting not only is possible but can render
many positive results. It is important to note, however, that the educa-
tion of the user is critical in ensuring the validity and reliability of the
outcome performance data.



130 CLINICAL NURSING EDUCATION

The most recent undertaking germane to the further development
of the tool-kit is its licensing to other nursing schools and its adapta-
tion to digital format for electronic distribution and use. Investigators
involved in this project believe it offers a unique opportunity to estab-
lish an absolute standard of clinical performance in nursing education
based on direct observation of clinical skills.

Purpose of the Evaluation Tool-Kit

The purpose of the evaluation tool-kit was to improve the accuracy and
process of clinical evaluation, reduce discrepancies among evaluators,
and reflect growth in students’ performance as they progress through
the nursing program. The goal was to provide a blueprint for clinical
teaching and learning with benchmarks for evaluating levels of clinical
competence. The focus was on developing one instrument with suffi-
cient flexibility to accommodate various learning settings, experiences,
and levels. While characteristics of the clinical setting were known to
vary, the framework of the instrument, measurement scales, and the
evaluation process are considered stable.

Conceptual and Measurement Framework

A criterion-referenced conceptual and measurement framework was
selected to systematically guide the development of the evaluation tool-kit,
as well as guide how the evaluation process was to be operationalized. A
criterion-referenced evaluation involves comparing the student’s clinical
performance with predetermined criteria, and not with the performance
of other students in the group (Waltz, Strickland, & Lenz, 2005). This
framework provided a lens to view clinical education and student perfor-
mance. [t served as the basis for identifying standardized criteria and critical
aspects of care to be learned and for designing a measurement system that
would minimize outside influences by the environment or the rater.
The incorporation of standardized essential criteria intended for universal
use by all nursing programs facilitates the portability of the tool-kit across
clinical settings, levels, and institutions, allowing for customization.
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Method

The process of developing the tool-kit involved identifying the stan-
dardized criteria by which students would be evaluated. These criteria
were then organized in the form of outcome objectives and essential
competencies describing what the student is required to learn by the
end of the nursing program. The process also involved the design of
measurement tools, including a scale to rate the amount and quality
of learned information, and scales to measure and grade the achieve-
ment of the objectives and competencies. The measurement scales
were based on absolute standards without regard to the achievement of
other students. This was done to create a fairer assessment and grading
system, but it was understood that it would not eliminate the problems
inherent in judging the quality of the clinical performance.

Outcome Objectives With Essential Competencies.  Eleven broad out-
come objectives were drawn from the two AACN documents: The Essen-
tials of Baccalaureate Education for Nursing Practice (AACN, 1998) and
The Essential Clinical Resources for Nursing’s Academic Mission (AACN,
1999). Following an extensive literature review, the outcome objec-
tives displayed in Table 7.1 were identified to be common to all courses
in a baccalaureate program and were written to reflect the mission,
philosophy, and values of the school of nursing. The 11 objectives were
then incorporated into the curriculum to form both the terminal objec-
tives for the baccalaureate program and the outcome objectives for
clinical practice required for a baccalaureate degree in nursing. These
objectives, as incorporated into the tool-kit and curriculum, provided
a foundation that rested on established protocol, reflecting the strength
of the nursing profession, grounded in institutional identity, which in
turn adds to their validity.

The 11 outcome objectives were then operationally defined with
essential competencies, also drawn from the two AACN Essentials docu-
ments (AACN, 1998, 1999). Table 7.2 presents examples of three out-
come objectives with their associated essential competencies required
by graduation. These essential competencies were written to impart
clarity in meeting each outcome objective. They equip faculty with
an enabling framework of relevant yet broad indicators to facilitate
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TABLE 7.1 The 11 Outcome Objectives

1. Exhibits caring to facilitate spiritual, mental, and physical health.

2. Shows self-awareness in pursuing learning opportunities to enhance
professional development and delivery of nursing care.

3. Expresses effective communication.

-

Uses professional collaboration in the management and delivery of
health care.

Exhibits integrity, honesty, and accountability.
Uses the teaching—learning process when providing health education.
Acts as an advocate for the client and the health care profession.

P N &

Shows awareness of, and sensitivity to, the values and mores of clients in
ethical decision making.
9. Demonstrates leadership skills.
10. Uses critical thinking to promote holistic health.
11. Performs technical skills in a competent and efficient manner.

planning their clinical courses. The qualitative description of each
competency provides direction for faculty to identify the more spe-
cific performance criteria or critical behaviors unique to their clinical
course. The level in which each competency is written, indicating the
expected performance by the end of the nursing program, provides
a benchmark, enabling faculty to adjust the expected level of perfor-
mance to the level of their clinical course.

To provide for a complete evaluation of a student’s clinical per-
formance, the objectives and essential competencies were written to
include the cognitive, affective, and psychomotor domains of learning.
This was to assist faculty to move beyond just the evaluation of skills
performed to a more global assessment and evaluation process, inte-
grating all domains of learning, including features of clinical judgments
and critical thinking.

In an effort to establish content validity of the outcome objectives
and essential competencies, inferences were made about the repre-
sentativeness of their content, first by panels of expert faculty from
schools of nursing, and then by AACN educational staff. Each item and
the overall content were reviewed for accuracy and completeness to
ensure that the objectives and competencies represented the intent of
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TABLE 7.2 Examples of Outcome Objectives (2, 3, and 10) With Their
Essential Competencies

Objective 2: Shows Self-Awareness in Pursuing Learning Opportunities
to Enhance Professional Development and Delivery of Nursing Care

a. Exhibits progressive socialization toward professional nurse status,
observing and emulating nurse role models, and inculcating profes-
sional values (“engaged”).

o

. Seeks learning opportunities and resources to develop competence.

Honestly and accurately evaluates personal performance.

. Responds professionally to feedback or correction.

o oA o

Makes changes to improve practice.

Objective 3: Expresses Effective Communication

—a. Produces clear, relevant, organized, and thorough writing.

b. Exhibits legally accurate and appropriate documentation.

c. Recognizes and uses appropriate medical terminology and abbreviations.
d. Uses various forms of communication to increase understanding.
e

Uses clear and open expression in dialogue and is engaged with per-
son or audience.

f. Elicits preferences and values from clients, clarifying understanding.

__ g Exhibits professional and therapeutic body language.

h. Listens attentively and respectfully without interruption or disruption.

i.  Maintains self-control and dignity and responds to situations profes-
sionally, without blame or aggressive behavior.

Objective 10: Uses Critical Thinking to Promote Holistic Health

__a. Integrates theory and research-based knowledge from behavioral, bio-

logical, and natural sciences to analyze and interpret information.

__b. Gathers appropriate data for assessment.

c. Identifies appropriate nursing diagnoses, goals, and outcome criteria.
Recognizes pathological processes and problems when they arise and
intervenes appropriately.

e. Exhibits an accurate understanding of the expected effects and pos-
sible complications that could result from interventions.

f. Makes appropriate judgments and sound decisions in the management
of care based on a clear and accurate understanding of the rationale.

__ g Evaluates effectiveness of achieving outcomes and modifies appropriately.

h. Integrates principles of primary health care in delivery of care.

i. Uses research findings to enhance and improve clinical practice.
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the essential competencies laid out in the two AACN documents. Sug-
gestions, comments, and feedback resulted in adjustments and edito-
rial changes.

The Measurement Scales

The Rating Scale.  In keeping with the criterion-referenced frame-
work, it was decided that the rating scale for measuring the quality
of performance with respect to each essential competency and out-
come objective would be adapted from Bondy’s criterion-referenced
matrix (1983). Bondy’s development of this five-point scale and its
established validity and reliability have contributed greatly to nursing
education and were major factors in the decision to use the scale.
Modifications to some of Bondy’s criterion-referenced label descrip-
tors and categories were necessary in order to use the scale to rate
performance of the same outcome objectives and essential compe-
tencies at all levels of clinical preparation. These modifications were
accomplished through a faculty workgroup that incorporated com-
ments and suggestions from both student and faculty focus groups
from two university nursing schools. The resulting scale measures
the amount of guidance required to accurately and efficiently perform
each clinical competency. The modifications to Bondy’s scale (1983)
are described subsequently, and the resulting rating scale is displayed
in Table 7.3.

The number of reference points on the scale remained at five (0-4).
The label descriptor for scale point 4 was changed from independent
to self-directed, and the descriptor for scale point 1 was changed from
marginal to novice. These changes reflected concerns from both faculty
and students regarding clarity of the terms independent and marginal on
Bondy’s scale. It was decided that the term self-directed better described
the intent of scale point 4 because a nursing student cannot care for
patients independently, and the term novice better described the intent
of scale point 1 because the term marginal indicated a student who was
barely performing within the lower standard or limit of quality. This
would have presented a problem when using the scale in beginning
clinical courses, where students are expected to perform at the novice
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TABLE 7.3 The Rating Scale

Self-Directed (4)

Almost Never Requires Almost Always Exhibits

(<10% of the time)

* direction

* guidance

* monitoring
* support

Occasionally Requires

(25% of the time)

e direction

* guidance

* monitoring
* support

Often Requires
(50% of the time)

e direction

* guidance

* monitoring
* support

Very Often Requires
(75% of the time)

* direction

* guidance

* monitoring
* support

(>90% of the time)

* a focus on the client or system
e accuracy, safety & skillfulness
e assertiveness and initiative

* efficiency and organization

* an eagerness to learn

Supervised (3)

Very Often Exhibits
(75% of the time)

* a focus on the client or system
e accuracy, safety & skillfulness
e assertiveness and initiative

* efficiency and organization

* an eagerness to learn

Assisted (2)

Often Exhibits
(50% of the time)

* a focus on the client or system
e accuracy, safety & skillfulness
e assertiveness and initiative

e efficiency and organization

* an eagerness to learn

Novice (1)

Occasionally Exhibits
(25% of the time)

* a focus on the client or system
e accuracy, safety & skillfulness
e assertiveness and initiative

* efficiency and organization

* an eagerness to learn

(continued)
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TABLE 7.3 The Rating Scale (continued)

Dependent (0)

Almost Always Requires Almost Never Exhibits

(>90% of the time) (<10% of the time)

e direction * a focus on the client or system
* guidance * accuracy, safety & skillfulness
* monitoring * assertiveness and initiative

* support * efficiency and organization

® an eagerness to learn

© Copyright 2004 by Stephanie Holaday. Reprinted with permission.

level, and use of the term marginal would have indicated a poor perfor-
mance rather than an expected level of performance.

Bondy used three categories to describe criteria for clinical evalua-
tion: (a) the safety and accuracy of the performance, (b) the proficiency,
efficiency, and skillfulness of the performance, and (c) cues needed in
order to perform a competency. These three categories were modified
to two, and frequency descriptors were used along with the qualita-
tive descriptors. The modified categories describe (a) the quality of the
performance and (b) the amount of guidance required to perform the
competency. The first category combines Bondy’s first two categories.
The second category reflects the amount of guidance required to per-
form the competency. Both categories use frequency labels to describe
the amount of guidance required to perform a competency accurately,
safely, and efficiently.

As students improve in accuracy, safety, and efficiency, they dem-
onstrate a decrease in the amount of guidance required when per-
forming the competency. Commensurately, as students progress from
dependent to novice to supervised, and to self-directed, their scores
should demonstrate an increase from 1 to 4. This reflects the work by
Benner (1984), who defines levels of practice from the beginner as a
novice to the expert who has developed a deep understanding and an
intuitive grasp of situations.

The modifications to Bondy’s scale illustrate the expected decreases
in guidance as students gain knowledge and competence from requiring
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90% or more guidance (almost always) to perform a competency, to
requiring only 10% or less guidance (almost never) to perform a com-
petency. Levels of expected performance that correspond to the rating
scale are outlined in Table 7.4. This important feature highlights stu-
dents’ growth over time, as they progress through their nursing pro-
gram, and provides a clear picture for student, course, and program
evaluation.

The Rating Format.  The evaluation format used to rate the quality
of student performance of the outcome objectives and competencies
(see Table 7.5) was adapted from the clinical evaluation tool developed
and tested by Krichbaum, Rowan, Duckett, Ryden, and Savik (1994).
The work accomplished by Krichbaum and colleagues (1994) and con-
tinued by Duckett and colleagues (1997) contributed significantly to
the overall format and process used in this evaluation tool-kit, as well
as to its validity. Krichbaum and investigators (1994) combined the
use of Bondy’s rating scale with broad clinical outcome measures to
evaluate performance across clinical settings. Their findings included
strong positive correlations between scores on their evaluation tool
and variables such as grade point average, college credits earned, and
moral reasoning. Additionally, the high Cronbach’s alphas indicated
that their evaluation tool was a reliable measure of clinical performance
(Krichbaum et al., 1994).

The evaluation tool-kit builds on the work by Krichbaum and col-
leagues (1994) and Duckett and colleagues (1997) by incorporating
a scale that provides meaning to the final rating scores at five clinical
levels in the nursing program.

TABLE 7.4 Expected Levels of Performance

Level Expected Perfomance
Performance 1 Novice—Assisted
Performance 11 Assisted

Performance 111 Assisted—Supervised
Performance 1V Supervised—Self-directed

Performance V Self-directed
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TABLE 7.5 The Clinical Performance Rating Form

1. Exhibits caring to facilitate spiritual, mental and physical health:

Self-directed €]
Supervised 3
Assisted )
Novice ey
Dependent ©)

Objective 1
___ Rating Score

2. Shows self-awareness in pursuing learning opportunities to enhance pro-

fessional development and delivery of nursing care:

Objective 2
__ Rating Score

Objective 3
__ Rating Score

4. Uses professional collaboration in the management and delivery of health

Self-directed @)
Supervised 3
Assisted @
Novice )]
Dependent (0)
3. Expresses effective communication:
Self-directed 4)
Supervised 3)
Assisted 2)
Novice (D
Dependent 0)
care:

Self-directed 4)
Supervised 3)
Assisted 2)
Novice @)
Dependent 0)
5. Exhibits integrity, honesty, accountability:
Self-directed 4)
Supervised 3
Assisted 2)
Novice (D
Dependent (0)

Objective 4
__ Rating Score

Objective 5
__ Rating Score

(continued)
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TABLE 7.5 (continued)

6. Uses the teaching-learning process when providing health education:

Self-directed “) Objective 6
Supervised 3) ___ Rating Score
Assisted 2)

Novice (D

Dependent (0)

7. Acts as an advocate for the client and health care profession:
Self-directed “) Objective 7
Supervised 3) ___ Rating Score
Assisted )

Novice (D

Dependent 0)

8. Shows awareness of, and sensitivity to values and mores of clients in ethical
decision making:

Self-directed “) Objective 8
Supervised 3) ___ Rating Score
Assisted 2)

Novice (D

Dependent 0)

9. Demonstrates leadership skills:

Self-directed # Objective 9
Supervised 3) __ Rating Score
Assisted )

Novice (1

Dependent (0)

10. Uses critical thinking to promote holistic health:

Self-directed ) Objective 10
Supervised 3) __ Rating Score
Assisted )

Novice (1

Dependent (0)

(continued)
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TABLE 7.5. The Clinical Performance Rating Form (continued)

11. Performs technical skills in a competent and efficient manner:

Self-directed @ Objective 11
Supervised 3) __ Rating Score
Assisted @)

Novice (D

Dependent (0)

Total Rating Score for Clinical Performance

© Copyright 2004 by Stephanie Holaday. Reprinted with permission.

The Grade Point Conversion Scale by Clinical Performance Level. In
order to use the same rating scale to rate the same essential competen-
cies and outcome objectives in all clinical courses but at five different
levels of performance, a workgroup of seasoned clinical faculty devel-
oped a scale that converts the final score given on the rating scale to a
grade point at five clinical performance levels. The scale converts the
sum of the 11 rating scores given to the outcome objectives to a grade
point at the end of each level of clinical preparation. These bench-
marks indicate the competency level required to progress to the next
level. Students move through the nursing program as they achieve the
expected competency level of all essential outcome objectives.

The rating scale, used along with the grade point conversion scale,
has been an excellent template for communicating faculty expectations
and providing feedback to students for both formative and summative
evaluation.

Each of the five levels on the grade point conversion scale repre-
sents a clinical course progression in the nursing program. Through a
brainstorming technique, discussion, and consensus, the workgroup
identified behavioral examples that represented a performance rating
score of 4 (an A student) at the fifth level (senior) for each essential
competency under each of the 11 outcome objectives. Then, using
the rating scale as a guide, faculty teaching at performance levels one,
two, three, or four assigned ratings to each behavioral example for the
amount of guidance expected at their course level for an A student.
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The ratings assigned to each behavioral example were averaged
under each of the 11 outcome objectives. This provided a mean score
for an A student for each of the 11 outcome objectives at performance
levels one, two, three, and four. These 11 mean scores were then totaled
for each of the five levels of performance, arriving at a numerical rating
score that represented the uppermost end of the conversion scale for
each of the five performance levels. A grade point of 4.0 was assigned
to each of these ratings. From these anchor points, subsequent grade
points were calculated for each level of performance to correlate with a
university’s grading scale.

The grade point conversion scale presented in Table 7.6 reflects
two of the five levels of clinical practice (performance level I and per-
formance level III) through which nursing students progress during
their educational program according to one university’s grading scale.
It illustrates what Benner recognized as levels of growth over time, as
the learner gains expertise. Grade point conversion scales were devel-
oped to correlate with each university’s grading scale, and piloted along
with the outcome objectives and the rating scale at five levels of clinical
preparation in two university nursing schools (CUA and GMU). Slight
adjustments were made to the top end of the grade point conversion
scale for performance levels one, three, and four, followed by recalculat-
ing the subsequent grade points to correlate with each university’s grad-
ing scale until there was consensus among faculty from both schools as
to the accuracy of the meaning of the grade points on the scales.

TABLE 7.6 Example of Two Clinical Performance Levels Within a
Grade Point Conversion Scale

Clinical Performance I

F0.0) D(1.0) C-(1.5) C.0) B-(2.5) B@B.0 A-(3.5 AH0
<11 11-12 13 14-15 16 17-18 1920 2>21
Clinical Performance 111

F(.0) D(1.0) C-(1.5 CR.0 B-(2.5 BB.0O A-35 AMH0
<21 21-23  24-25 2627 2829 30-31 32-33 >34

© Copyright 2004 by Stephanie Holaday. Reprinted with permission.
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The process that was undertaken to level the scores on the rat-
ing scale in order to develop the grade point conversion scale at five
levels of clinical preparation draws on the value of faculty agreement,
which was used successfully by Bondy when establishing validity
and reliability of her criterion-referenced matrix scale. It also places
value on our professional nurses’ expert opinion, supporting much of
Benner’s work (1984) and recognizing how expert nurses are able to
account for the many factors that make up real-life situations in clini-
cal practice. If areas of agreement evolve between experts with sub-
stantial experience in clinical teaching, then the identification of rating
scores that represent the expected performance of elements related to
that teaching contributes to the validity and reliability of this clinical
evaluation tool-kit.

The Evaluation Process

As previously discussed, this tool-kit provides options to faculty when
evaluating clinical practice. It is important, however, to maintain as
much consistency as possible between and among clinical courses. The
following discussion outlines the basic steps of the evaluation process
and then presents some of the options and alternatives offered by the
evaluation tool-Kkit.

After decisions are made regarding the type of grading system—for
example, pass-fail, 5 through 1, or A through F—the next consider-
ation relates to what to include in the clinical course grade and the
framework for determining that grade. In other words, if the clinical
performance is graded, will it be weighted as 100% of the course grade,
or will there be other components to be factored into the final grade,
such as written assignments, lab work, demonstrations, and so forth?
If other components are to be factored into the final grade, how much
will each component be weighed.

Basic Steps of the Evaluation Process

The following steps summarize the basic evaluation process accord-
ing to the evaluation tool-kit: (a) Each of the essential competencies
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categorized under each of the 11 outcome objectives are rated (0-4);
(b) a mean score of essential competencies is calculated for each of the
11 objectives; (c) the 11 mean scores given to the outcome objectives
are totaled; and (d) the totaled score is converted to a grade point using
the grade point conversion scale (see Table 7.6).

Arriving at the Final Grade

If grades are reported according to the grade point system, then the
grade point calculated in the final step, described in the previous sec-
tion, would reflect the final grade for the clinical course. If grades are
reported according to a letter grade system, they should be easily con-
verted to the final letter grade because the grade point conversion scale
was based on the university grading scale.

If using a pass-fail grading system, one option might be to require
all essential competencies and outcome objectives to be met at the
acceptable performance level outlined in Table 7.4 in order to pass the
course. If pass-fail is used for evaluating performance, other compo-
nents may or may not be graded separately as part of the course grade.
For example:

Written assignments weighed 40%
Demonstration assignments weighed 60%
Clinical performance rating pass required

Alternative Scoring Considerations

If calculating each essential competency under the 11 categories is seen
as cumbersome, an alternative would be to use the competencies as
a guide for direction and planning and to only rate each individual
competency. Other scoring decisions should be considered and agreed
upon prior to implementing the evaluation, such as whether to round
up or down. If rounding up is decided, will it be carried through all
the calculations? If not, what is the point at which the score is rounded
down? Also, if rounding up, from which decimal point is the score
rounded?
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Factoring in Other Components of the Clinical Course

Measurement experts caution against using only one method for deter-
mining the entire clinical course grade. If the aim is that our assessment
reveals whether a student has achieved the complex knowledge and
skills required for competent practice, different methods of compe-
tence assessment are recommended to be included as part of a final
clinical grade. Different methods address different abilities, providing a
more valid assessment and complete picture of student outcomes.
Strategies such as graded demonstrations or written assignments
can easily be factored into the final course grade to support the validity
of inferences made on clinical performance. For example, if assign-
ments are graded according to a percent scale, the final assignment
percent grade may be converted to a grade point using the university’s
conversion scale. This results in a grade point for assignments and a
grade point for the clinical performance evaluation. These two grade
points can be weighed differently or equally for the final course grade.

Discussion

The teaching—learning process has not been completed until informa-
tion required to be learned is assessed and evaluated for subsequent
use. This is a necessary process in nursing education. Regardless of the
grading system or strategies used for clinical evaluation, this tool-kit
provides a blueprint for collecting the data needed and determining
if students’ performance reflects achievement of the competencies
required for clinical practice. Although there are program, curriculum,
and grading system differences across nursing education, this evalua-
tion tool-kit is applicable for use in varied clinical courses, settings, and
educational levels.

Limitations

Although some faculty have reported difficulty using the percent fre-
quency labels on the rating scale, other faculty appreciate them. Because
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there seems to be a split belief as to their value, the percent frequency
labels were left as part of the rating scale, and the individual course or
program faculty can decide whether to use them. It should be noted that
Kroboth and coworkers (1992) concluded that performance of a clini-
cal behavior has to be observed 6-10 times to achieve a reliability coef-
ficient of 0.8. Limited exposure to encounters in the clinical setting for
direct observation and evaluation of a given experience compromises any
assessment reliability. This is known as an assessment gap, which is the
difference between the amount of evidence collected and the amount of
evidence needed to make an inference about the quality of a performance.
It could be argued that the use of the percent frequency labels compels
clinical faculty to actively seek opportunities for observing and assessing
behaviors for evaluation, which in turn provides for accountability.

In the face of the many variations in clinical environments and
patient situations, and the problems associated with rater differences, the
measurement format in this tool-kit provides general guidance, and the
performance indicators to be measured are general in their capability to
be measured. The final responsibility for adequately measuring student
outcomes lies with the individual nursing faculty (the user). It is at this
point that trust is placed in our nurse educators to make the proper inter-
pretations and use of the evaluation instruments that evolve. This might
be considered a limitation, but we believe that this presents an oppor-
tunity for faculty improvement through active involvement in the evalu-
ation process rather than through passively receiving instructions and
guidance. A balance between the inherent limitations and opportunities
must be attained. Indeed, the most challenging issue to be dealt with,
especially with the increasing distribution of the tool-kit, is to ensure that
the concepts that are necessary for its proper use have been accurately
communicated to the users. Training, collaboration, and communication
across users will lead to an objective and value-free measurement tool
and our common goal of performance improvement.

Implications

The evaluation tool-kit is a blueprint for evaluating levels of clini-
cal competence and an investment to assure clinical agencies that
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student graduates were prepared by standardized competencies at
an accepted and safe level of competence. It will assist nurse edu-
cators to provide students with the support and guidance needed
to focus their attention on expectations and critical behaviors to
be performed, while demonstrating growth in their clinical compe-
tence throughout their nursing program (Holaday, et al., 2006). This
should result in broader and deeper student learning and greater
student success. When nursing students have a clear understanding
of expectations and are evaluated by clear guidelines for levels of
expected performance, an improvement in performance as well as
the quality of care given by the time of entry into professional prac-
tice should result.

The evaluation tool-kit is also a blueprint for consistency in clini-
cal education, with a built-in mechanism for accountability by the user
through the assessment and evaluation process. It provides momentum
for institutional change and supports continuous improvement, which
leads to improvement across health care institutions. This work also
has implications for professional nursing practice as a blueprint for the
use of professional practice standards to evaluate nurses for clinical
levels or ladders and promotion.

Conclusion

The clinical evaluation tool-kit presented in this chapter is a blueprint
for preparing students for “readiness for safe, quality nursing practice.” It
was designed to assist with a fair and valid clinical assessment and evalua-
tion across the broad spectrum of nursing roles, responsibilities, settings,
and educational levels. The collegiality and shared vision of faculty from
the three universities currently using this tool-kit have generated energy,
excitement, and a strong commitment to demand excellence in teach-
ing, learning, assessment, and evaluation. At the time of this writing, a
number of other nursing schools with both 4-year and 2-year programs
have adopted the evaluation tool-kit as their blueprint for customizing an
evaluation instrument and method based on the individual needs of their
institutions. While studies are currently under way to assess the effective-
ness and measure the outcomes of this innovative evaluation tool-kit,
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investigators believe it offers a unique opportunity to establish an abso-
lute standard of clinical performance in nursing education.

The AACN (1997) position statement discusses the importance of
preparing nursing students’ curricula in programs that are based on core
nursing values. These values are well articulated in the two AACN docu-
ments used to develop this tool-kit. They are intended to serve as faculty
expectations for student outcomes. Since a team of nursing experts devel-
oped the outcome indicators and essential competencies included in these
two documents, it should follow that we use them as our gold standard
for education, assessment, and evaluation of our nursing students. More-
over, these same indicators and competencies are the outcome criteria
used by the AACN for the accreditation process. This process would flow
smoothly if nurse educators used these outcomes for evaluating programs
as well as courses, both theory and clinical, which in turn would direct
the teaching of those courses within the overall nursing program. There
would then be no question that “the dog is wagging the tail.”
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Chapter 8

Advancing Clinical Nursing Education in
Mental Health: Student Self-Assessment
of Clinical Competencies

Nel Glass and Lou Ward

measured the quality of their nursing education directly to their
clinical experiences. Such claims are consistently stated irrespec-
tive of the breadth and depth of their concurrent theoretical nursing
education. A study in Norway has indicated that both first- and third-
year nursing students perceive theoretical nursing to be unclear and that
contact with patients is the most important part of nursing (Granum,
2004). Oftentimes, qualified nurses will also reflect on their own nurs-
ing as clinical experiences. As qualified nurses ourselves, we too have
reflected, remembered, and recounted our own nursing stories in terms
of clinical experiences. Qualified nurses in the institutions where we are
both employed discuss their nursing experience, and it is obvious that
clinical, not theoretical, nursing is brought to the center stage.
Irrespective of clinical defining the parameters of nursing, nurse edu-
cators are acutely aware that nursing education is grounded in theory, and
that theory needs to follow in practice. However, are we correct in dis-
missing the aforementioned claims and stories about what nursing really
is, and, as educators, can we be so sure we know how nurses learn in the
clinical arena? After all, we still have minimal research that clearly identi-
fies the determinants of effective student clinical learning (Tanner, 2005).
We therefore pose two key initial questions:

F or many decades nursing students worldwide have attributed and
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e Why is it that students and also qualified nurses perceive their
nursing to be defined by clinical experiences?

* What is the value of educators reflecting on students’ clinical
experiences?

We would contend that students have a point worthy of serious
reflection. Arguably, such a book volume as this, which focuses directly
on clinical education, implies there is a need for educators to learn
more about clinical arenas and education. Both teachers and students
have responsibilities, individually and jointly, in this regard.

Successful Clinical Education

It is unquestionable that successful clinical education must involve the
thoughts of all stakeholders, students included. Moreover, continuous
quality improvement in educational experiences is directly linked to
hearing, reflecting, and responding to the thoughts and beliefs of all
stakeholders. Yet we would ask, Is this rhetoric, as the majority of nurs-
ing education seems traditional, conservative, and teacher centered, not
transformative and innovative, one of the results being the infrequent use
of student-centered learning (Bellack, 2005)? It is not only that we can
learn from students, since quality clinical education requires teachers
to examine their own learning, their expectations on learners, and the
quality of the interactions they develop with students (Diekelmann &
Gunn, 2004; Tanner, 2005). It is also advantageous for nurse educators
to constantly challenge their taken-for-granted practices and, moreover,
consider putting themselves into new learning situations as a means
of developing a deeper understanding of student clinical experiences
(Diekelmann & Gunn, 2004; Tanner, 2005). After all, because student
outcomes are the result of teacher—student interaction, teachers’ expe-
riences of their own recent learning may result in greater learning out-
comes for both themselves and students (Diekelmann & Gunn, 2004;
Tanner, 2005).

Undoubtedly when the clinical learning environment is unpacked,
many complex and interwoven issues are brought into play. However,
it is not our intention in this chapter to discuss all of the issues that
affect student clinical learning. Nevertheless, some of the key issues
will be elucidated as background to the topic.
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In this chapter, we bring to the forefront the issue of the value of
innovative student assessment. We focus on a group of stakeholders,
namely, nursing students, and their reflections on achieving teacher-
derived clinical competencies in one clinical environment, namely, a
mental health setting in Australia. Although we do not suggest that the
student thoughts put forward herein support or do not support the
previous statement that nursing is all about clinical experience, we con-
tend student reflections on their clinical experiences are an important
educational and clinical consideration integral to the advancement of
clinical education. Moreover, these reflections provide insight into the
ways that clinical experience is professed by many to be the totality of
nursing.

Although most students do not have educational qualifications and
are maybe less skilled in assessment and evaluations, these facts should
neither devalue nor minimize their voices on clinical experiences. We
would suggest their assessments could contribute further to what edu-
cators know and understand of the value of clinical education. In the
following section, we outline the educational climate and argue for the
need to include student voices in the clinical learning environment of
nursing.

Educational and Health Care Climate
Economic Rationalism

It is undeniable that nursing students need to be well prepared for each
clinical nursing placement and equally that qualified nurses maintain
currency in their professional practice. After all, they are the future
of the nursing profession. However, educators and health care profes-
sionals need to face the ongoing rapidity of health care changes and
the inherent pressure to have a quality nursing workforce and nurses
who provide quality care (Bellack, 2005; Cook, 1999). It is imperative
that educators are both responsible and responsive to changing needs
in both health care and education (Bellack, 2005). In Australia and
beyond, the current educational and health care new normal culture
is one of work more for less, and within that philosophy is a socio-
political force of extensive budgetary restraint driven by financially
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motivated policy (Glass, 2007). Consequently, educators fear that any
necessary educational change requiring greater financial expense, if not
supported institutionally, will result in compromised educational prac-
tices and nonalignment of strong educational principles. Accordingly,
the quality of student learning may be at risk of being pawned against
a competing discourse of financial efficiency.

For instance, as the expense of clinical education escalates, and if
the amount of clinical exposure is limited and therefore compromised,
clinical educators could make premature assumptions of students’
clinical performance. Therefore, we could argue that to ensure quality
clinical assessment and safe and ethical student learning outcomes, we
should consider alternative and additional methods of assessment. Thus,
it is critical that teachers and students are exceedingly flexible in their
approach and expectations of clinical education, and it is incumbent
on students to take greater responsibility to articulate their individual
learning needs in this type of environment (Glass, 2007). Undoubt-
edly in such a dominating climate of fiscal rationalization, balancing
and ensuring the quality of student learning and clinical education and
convincing bureaucrats that institutional efficiency is maintained seem
like a fine line in the sand.

Culture of Evidence

Quality assurance and working with an evidence-based orientation
(Hedges, 2003) are now major features and practices in health and
educational institutions in Australia and beyond. Such a culture of evi-
dence (Hedges, 2003) forms part of the new normal functioning in
education and health care.

The Australian University Quality Audit (AUQA) promotes,
audits, and reports on quality assurance in universities (AUQA, 2007),
whereas in health care institutions, the Australian Council of Health
Care Standards (AHSC) has as its brief a focus on improving the qual-
ity of health care in Australia by the continual review of performance,
assessment, and accreditation (AHSC, 2007). Integral to the culture of
evidence is continuous quality improvement, and a strong measure of
this is benchmarking. While AUQA and AHSC create opportunities for
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health service reaccreditation to occur every few years, the culture of
evidence is typified by daily expectations of employees to focus directly
on improvement and develop ways to benchmark or showcase activi-
ties and practices. As Billings explained, “This culture exists when there
is an expectation that the work of students, faculty, and administrators
is reviewed and continuously improves” (2007, p. 179). Importantly,
continuous quality improvement and evidence-based practice are vali-
dated further if they are linked to benchmarking, be it internal, generic,
competitive, or longitudinal (Billings, 2007).
The salient features of the culture of evidence are the following:

It bases claims and decisions whenever possible on evidence, makes that
evidence explicit, and makes explicit the warrants linking evidence to
claims or policies. It views data not as an end in itself, but as a source of
information that can be used to improve decisions. Moreover, it is con-
stantly evaluating the state of the evidence to see if it needs to be improved.
Improvement means not only gathering new data and creating new infor-
mation, but also in asking whether all of the data being collected is still
needed. (Hedges, 2003)

We would argue that a culture of evidence is a positive devel-
opment, provided the culture also incorporates respect for reflection
of achievements and improvement (Billings, 2007). For instance, one
positive outcome would be benchmarking innovations in clinical
practice, particularly valuing student reflections on their clinical expe-
riences. However, this will not be possible unless faculty articulate
their support for student voices (Billings, 2007). Thus, it is a faculty
responsibility to make educational changes to enable students to take
advantage of flexible learning innovations and outcomes (Bellack,
2005; Glass, 2007).

Quality Through a Competency Lens

Inherent within a culture of evidence are quality standards, and for both
health service and education these are the standards of clinical compe-
tency. Almost a decade ago now, Cook (1999) stated that health care
professionals are demanding that competencies are the main measure-
ment of clinical outcomes. Lenburg (1999) attributed the complexities
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of health care delivery and changing sociopolitical forces to be the main
impetus for promoting the documentation of competence in nursing.
Although Cook (1999) identified nursing faculty to be responsible for
their development, competencies are usually designed, developed, and
assessed by both educational and health service stakeholders. More-
over, it is a usual practice in Australian schools of nursing that nursing
students and graduates have input into this development.

Furthermore, a competency-based approach to quality and evi-
dence has reached considerable popularity and is now adopted
globally, the academic and service sectors being only two areas where
this approach is utilized (Dolan, 2003; Lenburg, 1999). In terms of
clinical nursing education in Australia, it is essential to achieve all of
the competencies, derived from the Australian Nurses and Midwives
Council and approved by state Nurses and Midwives Registration
Boards, to become registered as a nurse. All Bachelor of Nursing degrees
in Australia must have an approved clinical component that is corre-
lated to theoretical studies that prepare students to meet the nursing
competencies approved by the state registering authority.

For instance, in the latest curriculum for the Bachelor of Nursing
degree at Southern Cross University (SCU), the Australian nurse and
midwifery competencies are thoroughly incorporated into the program,
with particular attention placed on their integration into the clinical
nursing units of the program. Nursing students are assessed for their
achievement of competencies by clinical educators, who determine
achievement of competencies by the following:

e Formative and summative assessment of skills

* A reflective practice log book, containing students own re-
flections on developing competence, on critical incidents, and
on personal goals

e Participation in clinical review sessions

Furthermore, organizing clinical education for students to achieve
each competency is critical. Each university in Australia currently
arranges suitable venues and skilled educators for all nursing students to
be comprehensively assessed in their nursing competencies. Therefore, it
is not possible in Australia for students to become graduate nurses unless
they have achieved a satisfactory level in each nursing competency.
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However, competencies are not without problems. If competencies
continue to form part of the nursing curricular, there must be greater
support and resources in place to facilitate effective learning in clini-
cal environments. Venues within health services must be reviewed to
determine whether they support and facilitate student learning, as high-
quality clinical placements are essential to enable students to reflect on
a multitude of diverse experiences. Issues such as support, resources,
and ways of viewing clinical education for nursing students need to
remain dynamic. As Chiarella (2007, p. 2) stated, there is a “need to
refocus on the clinical teaching and supervision skills of nurses. But the
question of how do we define success in clinical practice is perhaps the
most pressing.” It is this specific question that led to the development
of an innovative student assessment project.

Motivations for the Project

As we have indicated, many nurses claim nursing is predominantly
perceived as clinical nursing.This claim led us to reflect on the rea-
sons for such perceptions. It is without question that being able to
deliver high-quality care is critical in all clinical settings; however, as
educators we strongly believe student outcomes must be driven by
sound theoretical principles. Yet, educational principles do not need
to be totally teacher driven. We both realized the value of student-
centered learning and that students learn through active participation
and reflection, and we were willing to create a possibility for students
to move beyond being passive recipients of content (Bellack, 2005,
Kendle & Zoeller, 2007).

Although as educators we continually reflect on educational issues,
a more formal opportunity for reflection and an additional educational
innovation arose.

In 2005, Lou Ward was enrolled in a course of study toward
a Graduate Certificate in Higher Education, and Nel Glass was her
selected mentor for the course. It was possible to develop and imple-
ment an innovative clinical nursing project as part of this course. Fur-
thermore, we strongly believed students’ involvement in their own
assessment could be potentially motivating and empowering, and, as
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Tanner (2005) has suggested, a way to positively reinforce student
learning.

Developing and implementing a learning package that was inclu-
sive of student self-assessment would encourage students to reflect
on their learning, and as Curtz (2005) maintained, such a project is
directly linked to learning improvements. It is this insight that we
believe educators should possess. Furthermore, because students are
the most important stakeholders, their own clinical reflections would
surely contribute to the ways educators gain knowledge (Morgan,
Dunn, Parry, & O'Reilly, 2004).

A further impetus for this project was informed by the scholarly
work of Chiarella (2007). She reported that one of two main reasons
nurses leave the profession in Australia is that “they feel unable to
deliver the care they feel they should” (2007, p. 2). Therefore, being
able to contribute to students’ perceptions of their care delivery became
a clinical endorsement. With both educational and health care support,
a project was designed to have a group of nursing students reflecting
on their own learning ability and, in particular, their ability to achieve
clinical competencies in a mental health setting.

Project Design

We took heed of Bellack’s (2005) thoughts and designed a project
that was innovative, relevant, and contemporary to clinical learning,
not one that utilized an old traditional educational model. We had
an expressed desire to ensure that theory matched practice, in this
case, that there was a contemporary practice utilizing a contemporary
theory.

The project was focused on assessing student competencies.
The teacher-derived competencies formed part of the Bachelor of
Nursing curriculum at SCU. As such, these competencies were
recognized by the Australian Nurses and Midwives Council and
approved by the New South Wales Nurses and Midwives Board.
What made the project different and interesting was the opportu-
nity for students in their mental health clinical placement to assess
themselves. The specific features of this clinical self-assessment are
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TABLE 8.1 Assessment Features

Bachelor of Nursing,

Nursing program Southern Cross University

Year of students 2nd year

No. of participant students in total 40

No. of participant students at any 8

given time in clinical placement

Discipline area placement Mental health

Geographic area of placement North Coast Area Health Service,
Rural, New South Wales, Australia

Duration of placement for each 6 days

student

Time of assessment 2005, between August and
November

Type of learning Teacher- and student-centered
learning

Type of assessment Teacher-derived competency
standards and student reflective
journal

No. of competencies assessed 13

Assessors Clinical educator, nursing students

outlined in Table 8.1. Table 8.2 outlines the specific competencies
for the assessment.

Reflective Process for Assessment

It was intentional to create an environment for additional reflective
practice. We had two general aims. Firstly, we aimed to support the
students’ path more directly toward lifelong learning through further
development of their own critical thinking, problem-solving, deci-
sion-making, and communication skills (School of Nursing & Health
Care Practices, 2005; Taylor, 2000, 2006). Secondly, we aimed to
facilitate personal and professional growth as a means of developing
effective clinical nursing skills.
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TABLE 8.2 Competencies for Assessment

Assessed Competency
1. Fulfills duty of care in the course of practice

2. Practices within own abilities and knowledge level and recognizes own
limitations

3. Conducts own nursing practice within ethical and legal boundaries
4. Provides appropriate support to colleagues and peers

5. Demonstrates appropriate and effective communication skills with
clients and members of the team

6. Demonstrates the ability to integrate constructive criticism

7. Demonstrates ability to effectively prioritize care and use time
management skills

8. Actively participates and works as an effective member of the
multidisciplinary health team

9. Demonstrates problem-solving and critical reasoning skills that
incorporate research evidence-based practice

10. Demonstrates ability to reflect on own practice and self

11. Demonstrates ability to identify appropriate nursing problems,
strategies, and goals

12. Demonstrates ability to plan and document relevant planned care
13. Demonstrates evidence of self-directed learning

Specifically, the project aimed to focus on the students’ reflection
and reflexivity. In terms of their reflective practice, students were
challenged to perceive their reflections as a “complex and deliber-
ate process of thinking about and interpreting experience, either
demanding or rewarding, in order to learn from it” (Glass, 2000,
p. 375). This assessment incorporated the theoretical foundation of
Taylor’s (2005) model of reflective practice, which used a mnemonic
device termed REFLECT. REFLECT represents readiness, exercising
thought, following systematic processes, leaving oneself open to
answers, enfolding insights, changing awareness, and tenacity in
maintaining reflection.

Moreover, by students self-assessing alongside their educators,
student reflective assessments and competencies were used reflexively
and therefore inverted back on themselves (Glass, 2000; Ward, 2005).
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By being reflexive, students could reflect on their own clinical learning
and act on their reflections to improve situations (Glass, 2000). It was
hoped the students would become reflective practitioners who could
solve problems as they arose rather than just being performers of skills
(Ward, 2005).

Students were able to use both reflections and reflexivity in sev-
eral ways. They were used formally: during care delivery in the clini-
cal settings; one on one with the clinical educator during their clinical
practice; and at the completion of each shift in clinical debriefing ses-
sions with groups of eight or fewer students. They were also encour-
aged to reflect informally outside of the clinical setting on their prac-
tice, and while at home, to record their reflections in their journals.
In each formal situation with their clinical educator, students were
encouraged to follow the reflective practice outlined by Taylor (2000,
2006).

At the end of the placement the students were asked to complete
their self-assessed competencies. In all, there were 40 students in a
mental health clinical placement over a 4-month period, and each stu-
dent placement was for a duration of 6 days.

A total of 34 nurse’s competencies were available for evaluation as
a data set. For the purpose of the study and to ensure anonymity, stu-
dent names were withheld. The self-assessments were then reviewed
and discussed with each participant specifically and in small group
clinical debriefing sessions. Students were freely encouraged to express
their opinions on their unique experiences, and they discussed what
they had gained from their placement: what they believed they had
learned about themselves by this reflective process and whether their
perception of mental health had altered.

Results

Most students rated themselves in a more critical manner than did their
clinical educator. Students tended to underestimate specific strengths
and overestimate areas for further skill development. They also ques-
tioned their ability to reflect and review competencies even though
they were willing to participate in this process of self-assessment.
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They identified a need for more theoretical information on competen-
cies and a greater relevance to be placed on the competency criteria.
This was a similar finding to an earlier Australian study (Wynaden,
Orb, McGowan, & Downie, 2000), where students stated they did not
believe they were as skilled as they should be. This notwithstanding, it
was evident that all students had a strong desire to voice their experi-
ences. Students found this opportunity, although different from their
normal traditional clinical assessment, quite motivating in their learn-
Ing processes.

The specific results are outlined in Figures 8.1-8.3 in the form of
frequency distributions. Figure 8.1 outlines the 13 Australian Nurse
and Midwifery competencies that the students used for their self-
assessment in their mental health placement and the ratings of their
performance. In terms of competency, students rated themselves on
a three-point scale: being competent for practice, requiring further
supervision, and requiring further development.

Figure 8.1 provides an overview of the results, whereas Figure 8.2
provides evidence of students’” perceptions of their strengths. Figure
8.3 indicates areas for further supervision. However, it is important to
note that although a particular competency may have been a strength
for the majority, it was an area for potential improvement for other
students.

The data revealed that competencies that focused on self-reflection
were consistently identified by most students as the areas of their best
practice. For example, 29 students identified they had reached compe-
tence in reflective ability, and 27 students identified critical thinking,
self-directed learning, and their perceived abilities and knowledge as
positive in their self-ratings. We would posit that the explicit focus on
self-reflection in the Bachelor of Nursing at SCU combined with this
additional reflective clinical experience would have contributed to this
finding.

Conversely, specific professional issues such as ethical and legal
responsibilities, duty of care, and time prioritization were identified as
areas where students believed they were least competent and needed
more supervision or development. Greater supervision was identified
as necessary by 15 students with ethical and legal boundaries, and 11
rated a need for more supervision with support provision to peers,
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Number of students
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F L Time prioritization

Self directed learning
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FIGURE 8.2 Student assessment: Competent for practice.

time management, and problem-solving abilities. A further four stu-
dents identified they needed more development with duty of care.
This finding is not unexpected, as it is an important aspect of both
ethical and legal professional responsibilities. All of these findings
would tend to support the current mental health discourse where
it is argued for specialist practitioners and graduate nurses in this
discipline (Clinton & Hazelton, 2000; Grant, 2006; Holmes, 2006;
Prebble, 2001).

Furthermore, although most students did not rate themselves as
in need of further development, four students did identify it was nec-
essary for the competency of integrating criticism. This finding would
also support the ongoing turbulence in mental health settings and the
stress under which staff are often placed (Clinton & Hazelton, 2000;
Rose & Glass, 2006).

In terms of open ended reflections and clinical debriefing reflec-
tive sessions, many students expressed a need for more time in mental
health. This need was important to accurately determine their abilities,
skill development and whether mental health nursing would be an area
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for graduate employment. These findings are consistent with the earlier
findings in Wynaden’s et al (2000) study where they documented there
is not enough “exposure, experience or skill development necessary to
adequately prepare them for this practice area.” (2000, p. 144)

This finding notwithstanding, some other students were adamant
that mental health was not for them. One student reflected, “I did not
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enjoy [mental health placement] but I feel I am able to work effectively
in mental health but have no desire to do so.” A similar comment was, “I
think my skills could be better used in general nursing.” Furthermore,
it was also evident in debriefings that for some students mental health
nursing was not as prestigious as general nursing. One student said, “I
went well but [I] don’t think you need much skill to a mental health
nurse; | prefer more intense venues.” This appears to also draw a par-
allel with the current findings of other Australian studies. Charleston
and Happell (2005) have stated that students have polarized views of
mental health and general nursing. In fact, most nursing students do
not want to work in mental health and do not believe it is afforded
the same high status as general nursing (Clinton & Hazelton, 2000;
Wynaden et al., 2000).

Advantages of the Innovation: Reflections

Because we were committed to a deeper understanding of students’
experiences of their clinical learning and to the incorporation of student-
centered learning, the main focus of this innovation was educational.
However, it became evident that listening to students’ experiences in the
discipline—in this case, mental health—was just as critical as under-
standing their clinical performance. Moreover, it did not seem possible
to interpret their educational experiences without understanding their
performance in the discipline.

At the beginning of this chapter, we raised and put forward a
major issue for nurses: that nursing appears to be defined by clini-
cal experience, yet students’ voices in their learning are often mini-
mized. It became apparent to us as educators that it was not possible
to separate the disciplinary experiences from clinical education; to
learn was to appreciate the significance of the discipline for nursing
students, and disciplinary experiences and clinical education were
in fact context dependent. For instance, nursing students wanted
and needed to discuss their views on mental health in order to
explain their perceptions on their competency achievements; there-
fore, their nursing education was defined by clinical experience. We
would strongly argue this is a positive finding of this innovation,
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as we became convinced that students need to be heard about their
education and will listen more if it is linked to their discipline area
of study.

This notwithstanding, not all educational aspects of the innova-
tion had to be discussed in terms of the mental health setting. It was
possible to speak in more educational generalities. For example,
although most nursing students rated their reflective ability highly,
they all believed they wanted to master this art more comprehen-
sively. Consequently, and in response to their requests, specific
group discussions on reflective journaling and reflexivity occurred.
Furthermore, as a result of students questioning their ability to assess
competencies and equally the expressed value in the debriefing on
this innovation, we would recommend that competency assessment
could be utilized as a formative assessment to enhance discussion
on their ongoing clinical performance. Although these students did
not discuss a fear of failure in their clinical placement, it was found
that all students experienced some level of anxiety regarding their
ability. Therefore, we would agree with Wallace (2003) that for-
mative assessment in clinical education would serve a purpose for
educational assessment but equally to allay any fears and anxieties
regarding performance.

Educator Reflection

Part of the process of developing and implementing this innovation
was the inclusion of educator reflection. Although this may have been
perceived as teacher centered and traditional, we would argue that it
was not a conservative educative practice. Rather, it was the educator’s
own reflections on her journey with this innovation that made it a con-
temporary clinical educative practice.

Therefore, the following is included to directly share the educa-
tor’s thoughts on this process and, of equal importance, to demonstrate
that educators need to continue their own learning to improve practice.
Following are the four main questions she asked herself, along with
her responses. We then present an extract of her reflections after the
completion of this study (Ward, 2005).
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The beginning questions and responses were as follows:

e What abilities do T want students to acquire and develop?
Clinical placement needs to develop a student’s critical thinking
and problem-solving ability.

* How will this assessment strategy help to discover whether
students have acquired and developed those abilities? It will
serve as an extension of reflective practice and create discussion
within the group.

e How will I establish and structure the criteria for assessment?
You should simply turn the original assessment back to the
student.

e How will I evaluate the technique’s usefulness? The evaluation
needs to be focused on reflective practice, journaling, and small
group reflective debriefing sessions.

Excerpt From the Educator’s Journal After Completion of the Project

When T first embarked on the project, I wasn’t really very sure of what
significance the project would have or its benefit for myself as a clinical
educator and also for my students. Upon completion of the project, I have
learned that the smallest innovation in education has the potential to have
a major impact and create change. I consider that to measure someone’s
performance can be difficult. The experience has been positive, though, not
without challenges.

Positive outcomes are that several students involved in the project
have been inspired to continue to reflect on their competencies, and they
have also demonstrated enthusiasm and motivation to discuss areas in need
of improvement.

I understood in greater depth the difficulties involved in aligning
student objectives with assessment. To measure progress in nursing educa-
tion is challenging, and the study highlighted that students may have their
own agenda for their learning and the teacher needs to assess whether it is
appropriate and realistic. In circumstances like this, learning contracts may
be effective for formative assessment.

The project highlighted several key learning aspects for me as an
educator, as follows:

* The need to not become complacent in my role as clinical
educator.
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* To continue to maintain a dialogue with my mentor on any
aspects of my developing clinical practice and education.

* The importance of a mentor who is nonjudgmental and who is
willing to be part of trialing educational innovations.

* The possibility that formative assessment could be used in
clinical education.

* The relationship between formative assessment and supportive
feedback in the clinical setting.

* Clinical assessment should be dynamic, ongoing, flexible, and
Creative.

e A critical component of positive clinical learning outcomes is
effective communication between teacher and student.

* The importance of clinical educators being aware of changes in
clinical education and the clinical learning environment and ac-
cordingly making changes in their own practice to ensure high-
quality teaching and learning (Ward, 2005).

Conclusion

In this chapter, we explored self-assessment for nursing students and its
importance as a means to advance learning in the clinical environment.
To understand clinical learning, it is imperative to involve all stake-
holders. Without dialogue among all stakeholders, opportunities for
educational improvement and advancement of clinical nursing are lost
(Billings, 2007). Therefore, we argue that such student involvement
contributes to a culture of evidence, and such a culture is the responsi-
bility of all stakeholders (Billings, 2007).

Moreover, creating opportunities by innovative assessment directly
brings students to the center stage of student learning. Teacher-only
assessment does not provide the necessary insight into students’
experiences and their own learning agendas.

The self-assessment we outlined in this chapter has allowed for stu-
dent voices to be heard and, more importantly, has made clear that
their educational experiences need to be understood within the per-
spective of the discipline within which they are studying. This further
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explains why nurses describe and reflect on their nursing with focus on
their clinical experiences.

While these data are not put forth as generalizable, the major
benefit is that they explain the learning experience of students, by stu-
dents. We have demonstrated the importance of student-centered ped-
agogies to educators and particularly the additional value of students’
actual experiences within a provision of care in contemporary practice
(Ironside, Diekelmann, & Hirschmann, 2005). Arguably, truly involv-
ing students is an overdue breakthrough and equally “a potent frame-
work for taking action and a powerful lever for achieving, sustaining,
and spreading breakthrough improvements” (Institute for Health Care
Improvement, n.d., p.2).
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Chapter 9

Issues With Grading and Grade
Inflation in Nursing Education

Judith M. Scanlan and W. Dean Care

Grading outstrips both intercollegiate athletics and intramural sports as the
most frequently played game on the college campus. (Pollio & Humphreys,
1988, p. 85)

By rewarding mediocrity, we discourage excellence. (Cole, 1993, p. B3)

with the number of students in our nursing program who were on

the Dean’s Honor List (GPA: B+ or better). The question we had
was, “How significant and purposeful was the Dean’s Honor List when
more than half the graduating students received the award?” Initially,
we conducted a 25-year retrospective analysis of grades in our Faculty
of Nursing using case study methodology (Scanlan & Care, 2004). Tt
was evident from the data that grade inflation was an issue. In ad-
dition to publishing our findings, we presented at numerous nursing
education conferences. Participants who attended agreed that grade
inflation was also an issue for them in their schools of nursing. In a
follow-up qualitative study we elicited faculty and students’” percep-
tions of grades (Scanlan, Care, Temple, & Polakoff, 2005).

Grade inflation is defined as an increase in grade point average (GPA)
without an increase in the student’s ability (Bejar & Blew, 1981; Lan-
drum, 1999; McSpirit, Kopacz, Jones, & Chapman, 2000). Young (2003)
argues that grade inflation devalues what an A actually means. The issue
of grade inflation has received increasing attention in the literature over

Interest in grade inflation arose when we became uncomfortable
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the past 10 years across a variety of disciplines (e.g., Boretz, 2004; Chinn,
2004; Kezim, Pariseau, & Quinn, 2005; Speer, Soloman, & Fincher,
2000; Shoemaker & DeVos, 1999; Walsh & Seldomridge, 2005). There
are varying perspectives in the literature with respect to whether grade
inflation is really a problem: is the issue real or perceived?

The purposes of this chapter are to (a) explore whether grade
inflation is real or perceived, (b) discuss issues and causes of grade in-
flation, and (c) suggest strategies that nurse educators can consider to
ameliorate the problem of grade inflation in schools of nursing.

Grade Inflation: Real or Perceived?

In a provocative article, Kohn (2002) argues that grade inflation is a
myth. He contends that complaints among academics regarding grade
inflation have existed for more than a century and that grade inflation
is “largely accepted on faith ... that it is a bad thing” (p. 2). Moreover,
Kohn claims there is no proof that the higher grades received by today’s
students are not warranted. He makes a cogent argument that relying
on entering SAT scores is not the correct benchmark against which
student achievement in universities should be measured. In addition,
Kohn contends that we simply have not addressed the epistemological
problems inherent in grade inflation claims. The evidence of an ac-
curate evaluation of what a student merits relies on the assumption
that an objective evaluation of absolute accomplishment actually exists.
This argument is particularly relevant to nursing, especially when the
issue of grading clinical performance is considered.

Kamber and Biggs (2004) discuss whether grade inflation exists.
One argument they put forward is the issue of uneven grade distribu-
tion. When an A is awarded for work previously assigned a B, the abil-
ity of the educational organization to recognize superior work at the A
level is lost. In addition, the capacity of the system to inform students
with respect to the quality of their work and the ability to reward stu-
dents’ work is jeopardized. In other words, the root of the problem is
one of grade compression rather than grade inflation.

An interesting finding that emerged in two studies (McSpirit et al.,
2000; Speer et al., 2000) is the “not me” phenomenon. McSpirit and
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colleagues (2000) surveyed 329 faculty across disciplines in a relatively
large public university. Only responses of tenured and tenure-track faculty
(n = 275) were included in the study report. These faculty members were
asked to respond to questions about perceived grade inflation at their
university. In spite of their beliefs related to the existence of grade in-
flation, faculty surveyed were confident that they personally did not
contribute to grade inflation; that is, they believed their methods of
evaluation provided reliable measures of actual student performance.

In a similar survey of professors (n = 83/125) responsible for medi-
cal students’ clerkships, Speer and her colleagues (2000) determined
that there was a trend to higher grades at a statistically significant level
in internal medicine. Sixty percent of the respondents indicated that
grade inflation was not as great a problem in their specialty as it was
in other medical specialties. A more alarming finding of this study was
the fact that, although poor performers could be identified, there was a
reluctance to assign a failing grade. A belief that all students who enter
medical school should be able to graduate and fear of litigation appear
to contribute to the reluctance to assign lower or failing grades.

Faculty perceive that grading is a subjective process (Ediger,
2001). In a qualitative study focused on ascertaining the meaning of
grades to students and faculty, Scanlan et al. (2005) conducted focus
groups with faculty. When asked about the meaning of grades, faculty
expressed the belief that classroom grades are more straightforward
than clinical grades, which were viewed as subjective. As one faculty
member said: “It’s (grading clinical performance) a judgment call—so
many variables can’t be controlled.”

This finding is limited to a small number of faculty in a western Ca-
nadian province and must be interpreted with caution. However, when
these findings were presented at a large regional nursing education con-
ference, other nursing faculty agreed that these perceptions related to
grading were prominent in their schools of nursing as well, adding to
the transferability of the finding to other nursing education programs.

Notwithstanding the foregoing discussion, the majority of the
literature is clear that grade inflation exists, is a problem, and has ex-
isted for some time (Basinger, 1997; Beaver, 1997; Bromley, Crow, &
Gibson, 1978; Dresner, 2006; Eizler, 2002; Kezim et al., 2005; Lan-
ning & Perkins, 1995; Mansfield, 2001; Martinson, 2004; McSpirit
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et al., 2000; Scanlan & Care, 2004; Sonner, 2000). Also, the problem
of grade inflation is not confined to any one academic unit but is wide-
spread across university campuses (Dresner, 2006; Kezim et al., 2005;
Martinson, 2004; Scanlan & Care, 2004; Speer et al., 2000). However,
conceptual clarity of the definition and how grade inflation is perceived
by faculty are important issues that should be addressed and added
to the existing literature. In particular, a careful concept analysis of
grade inflation would be useful, especially as it is relevant in nursing
education.

Issues and Causes of Grade Inflation

There is a plethora of literature that addresses the problems related to
grade inflation. These issues are either related to the general educa-
tion system or inherent in beliefs of faculty regarding grading (Scanlan
& Care, 2004). The issues include rising student beliefs that they are
consumers of the education program (Beaver, 1997, Eizler, 2002; Ly-
man, 1993; Pugh, 2000); institutional policies including, for example,
late voluntary withdrawal dates and compulsory faculty and course
evaluation (Boretz, 2004; Eizler, 2002; Greenwald & Gillmore, 1997;
Kamber & Biggs, 2004; Lorents, Morgan, & Tallman, 2003; Martinson,
2004; Mathies, Webber Bauer, & Allen, 2005; Pugh, 2000); lack of fac-
ulty development related to teaching (Lanning & Perkins, 1995; Scan-
lan & Care, 2004; Sonner, 2000); use of part-time faculty and inter-
personal relationships between faculty and students (Alexander, 2002;
Lanning & Perkins, 1995; Summerville, Ridley, & Maris, 1990); the
risk of damaging students’ self-esteem (Beaver, 1997; Boretz, 2004);
changing student demographics (Scanlan & Care, 2004; Shoemaker &
Devos, 1999); the “wilting professorial backbone” (Baker, 1994; Borkat,
1993; Lanning & Perkins, 1995; Wood, Ridley, & Summerville, 1999);
faculty beliefs about what constitutes a satisfactory performance and
the relevant grade (Scanlan & Care, 2004); and grading clinical practice
(Scanlan & Care, 2004; Walsh & Seldomridge, 2005).

Several issues warrant further discussion as they apply to nurs-
ing education. More recently in the literature, a concern related to the
use of part-time faculty and the possible relationship to grade inflation
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has been discussed (Kezim et al., 2005; Mathies et al., 2005; Sonner,
2000). Kezim and colleagues (2005) discovered that grades assigned
by part-time faculty were higher than those of full-time tenured faculty.
Similarly, Sonner found that part-time business faculty “give higher
grades than do full-time faculty” (p. 5). These authors argue that grade
inflation is exacerbated when undergraduate classes are taught by part-
time faculty. “Keeping students happy” is important to the students’
evaluations of teaching performance. In turn, these evaluations are
examined regularly to ascertain whether the contract of the part-time
faculty member should be renewed. Uncertainty with respect to ongo-
ing employment contributes to feelings of vulnerability among part-
time faculty who are unwilling to give lower grades because of potential
repercussions related to their continuing employment.

The use of part-time faculty is especially relevant to nursing educa-
tion. Many faculty who teach in the undergraduate program are part-time,
sessional faculty with little job security or long-time affiliation with their
particular nursing education department. In addition, the majority of
students’ clinical practice is taught and supervised by part-time nurses,
many of whom are seconded from practice. In schools of nursing where
clinical practice is assigned a letter grade, the higher grades in clinical
courses often lead to GPA inflation. Frequently, grading discrepancies
occur between theory and corresponding clinical courses. When one
assumes that theory informs practice, then it seems logical that grades
for paired theory and clinical courses should be similar. However, in
our retrospective review of grades in our nursing program (Scanlan &
Care, 2004), there was a wide discrepancy between grades awarded in
theory courses as compared to those in clinical courses. During a 10-year
period (1993-2002), the mean GPA in all courses in the faculty was 3.29
(on a four-point scale). The mean GPA in clinical courses was 3.81. It
was evident that approximately 60% of clinical grades were at the A or
A+ level. When B+ grades are included, the percentage of grades B+ or
better increases to 90%.

Similar to the findings in medicine (Speer et al., 2000), Scanlan
and colleagues (2005) found that faculty are reluctant to fail students
in clinical practice. Students are given the benefit of the doubt, es-
pecially in the beginning year of clinical practice. Our experiences
support the fact that marginal students may slip through the cracks
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and manage to graduate with less than desirable clinical performance.
It is disconcerting to both students and faculty when a student reaches
the final clinical course and struggles with managing the increasingly
complex demands required of a practicing nurse. A question we con-
tinue to ask is whether grade inflation has contributed to the ability of
the marginal student to progress through the program and graduate.

There are a number of reasons for grading discrepancies leading to
clinical grade inflation:

1. The subjective nature of clinical evaluation

2. The high turnover of clinical faculty, which results in more
novice evaluators

3. Poorly constructed, nondiscriminating clinical evaluation in-
struments

4. Clinical instructors who are reluctant to grade down for actions
not seen and err on the side of leniency

5. The difficulty of applying professional practice standards to
criteria for clinical evaluation

6. The students’ relationships with buddy nurses who also serve
as evaluators

In addition, Walsh and Seldomridge (2005) postulate that clinical
grading suffers from the “rule of C” because the D grade is effectively
eliminated as a satisfactory grade option. Since most programs require
a minimum of a C in a course for a student to pass or progress, the
absence of a D causes grade compression, and hence, grade inflation.
The grade of B is then assigned as an average grade, and a grade of A
becomes very good. By definition, a grade of A+ is exceptional, but in
our experience it is assigned for excellent performance. In other words,
when D is not an option as a passing grade, grades are moved upward
on the grading scale.

McSpirit and colleagues (2000) found that student evaluations of
instruction are “the single biggest cause of grade inflation” (p. 22). This
issue is hotly debated. Some authors argue that students accept lower
grades from teachers considered to be hard markers (Landrum, 1999).
Further, Landrum asserts that the issue is one of student expectations;
that is, the teacher has not accurately conveyed what A work entails, nor
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been consistent across course offerings. As a consequence, students re-
ceive mixed messages from faculty. Students often expend considerable
energy trying to determine faculty expectations. As one student com-
mented in our study, which examined faculty and students’ perceptions
of grades (Scanlan et al., 2005):

I don’t really know what they (faculty) want me to write.

The issue of differing faculty expectations was clearly made by the
students in this study. Some faculty were perceived as easy markers.

I mean some evaluators will be easier than others in general. So it’s just a
matter, I think, of students trying to read the professor and their expecta-
tions and trying to meet them that way.

However, students acknowledged that teachers varied accord-
ing to teaching excellence, a finding that supports Landrum’s (1999)
contention that students accept lower grades from hard markers.

Linked to the issue of faculty expectations is the claim that grade
inflation is a myth (Boretz, 2004). The real problem, according to her,
is that learning is not measured accurately. The emphasis should be
on standards and learning rather than the grade in and of itself. Boretz
suggests that other measures of students’ performance may ameliorate
the problems associated with grade inflation. Such grading systems
would add additional information (e.g., information regarding the grade
range in the class) related to the students’ grades rather than reporting
grades in absolute terms. However, as Boretz points out, a continuing
problem, even when attempting to add further information to the re-
ported grade, is the inconsistency among faculty grading practices.

In the 1980s, grade inflation was connected to faculty beliefs that
grades were linked to building and reinforcing students’ self-esteem—
a notion that continues in primary and secondary education today
(Beaver, 1997; Eizler, 2002). When teachers give lower grades, they
risk damaging a student’s self-confidence and may set the student up
for future failures.

Another trend that has caused grade inflation is the increasing
popularity of mastery learning (McSpirit et al., 2000). The application
of mastery learning is based on Benjamin Bloom’s learning for mastery
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model. Mastery learning does not focus on content, per se, but on the
process of mastering content. This teaching model is learner centered
and fosters progressive refinement of assignments and retesting. These
approaches naturally cause grades to be elevated beyond what they
would be in a traditional teaching model (Lanning & Perkins, 1995).

Undergraduate students tend to be older and have more life ex-
periences prior to entering nursing programs. These qualities bring
maturity and responsibility to the learning situation. More mature,
adult learners tend to be more focused in their studies. Therefore, a
reasonable consequence of this maturity is an increase in grades in
undergraduate nursing programs.

It was clear in the study we conducted to elicit faculty and students’
perceptions of grades that there were considerable differences between
the two groups of participants (Scanlan et al., 2005). Faculty perceived
classroom grades as straightforward and less subjective than clinical
grades, and they were more comfortable grading theoretical courses.
More experienced teachers had developed clearer expectations regard-
ing grading and conveyed these expectations to the students. More
experienced faculty reported they used a variety of strategies for different
purposes that revealed student thinking, knowledge, and capabilities.

Students, on the other hand, personalized the meaning of grades
in the classroom. Grades were seen as motivating and rewarding and
reflected effort and self-worth. Grades in nursing courses were more
important to the students than grades in other courses. High grades
equaled being a good nurse. Interestingly, students commented that
the pursuit of higher grades led to competition, a factor that has not
been discussed in the literature. Students concurred with faculty in
that examinations were more reflective of what students know because
examinations were perceived as objective.

Grading clinical performance was difficult for faculty (Scanlan et
al., 2005). They all acknowledged that assigning clinical grades was
subjective and emotionally draining. More importantly, faculty par-
ticipants were concerned that grading interfered with honest feedback
about clinical performance. Clinical grading was time consuming, and
faculty were reluctant to give lower grades because often the grades
were challenged by the students. A theme running through faculty
participants’ discussions was the message that grades send to students,
especially when the grade is higher than warranted.
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It (grade inflation) creates in students a false perception of their mastery
of the topic area. They think they’re pretty damned smart! I think most of
them are pretty average. Heck, most of us are average. They must think
they're incredibly well prepared for practice.

Students’ perceptions of clinical grades were highly personalized
and charged with emotion. Good grades in clinical practice depended
upon the student’s relationship with the clinical teacher. While students
acknowledged that preparation for clinical practice was necessary, from
their perspective, clinical grades were more dependent upon the clinical
teacher’s perspective regarding grades, politics, and luck. When a student
failed a clinical course, the clinical teacher was blamed for the failure.

It was just the instructor, whatever reason, and not even like there was a
problem for instance. They (instructors) would not even attempt to help
this person get past the problem so they’d pass. They didn't even care. So
that shouldn’t be able to happen. You should not be able to fail in your last
couple of days, you know.

Teachers” expectation is a recurring theme in the literature, espe-
cially in disciplines in which there is a clinical practice component.
Who or what is responsible for grade inflation is complex and unclear.
Of particular relevance to nursing is the concern that some students are
passing who should not (Scanlan & Care, 2004; Speer et al., 2000). The
inability to differentiate among clinical performances and to identify
failing students is a disservice not only to the public, but to our students
as well. What is evident is the lack of research related to grade inflation
in schools of nursing. Other than the research undertaken by Scanlan
and Care and their colleagues (2004, 2005) and Walsh and Seldomridge
(2005), there is no reported research on the issue of grade inflation in
nursing education. Nonetheless, the issues related to grade inflation are
perceived by many nursing educators as influencing their practices in
grading students. What is the actual measure of a nursing student’s per-
formance? In the next section we suggest how we as a collective could
address the issue within our own nursing education programs.

Solutions to Grade Inflation

In spite of the problems related to grade inflation, grades are a require-
ment of the academic enterprise. Given the necessity of grades, how
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can we make them more meaningful, a true reflection of student learn-
ing? On the other hand, is it possible for grades to truly reflect learning,
or should we accept that grade inflation is a problem and move on?
These questions are particularly important for a practice discipline
such as nursing. As we contend in an earlier article (Scanlan & Care,
2004), not attending to grade inflation sends the wrong message about
students’ performance, particularly in clinical practice, and may give
students a “false sense of security” (p. 477).

The issue that has particular relevance to nursing is grading clini-
cal performance. Much of the intangible nature of clinical practice
does not lend itself to measures of evaluation that are deemed reliable
and valid. Application of the theoretical content and demonstration of
professional attitudes and values are difficult to evaluate. Assessment of
clinical practice invariably has a subjective component that is based, at
least in part, on the clinical teacher’s own beliefs and values about what
is important in clinical practice.

Chinn (2004) and Walsh and Seldomridge (2005) suggest that
we develop criterion-referenced clinical evaluation tools. In this sce-
nario, all students would achieve grades dependent on established
criteria. Of course, the likely outcome of such a strategy is that grades
would be high. Would these higher grades be considered inflated?
Walsh and Seldomridge further claim, even when criteria are ar-
ticulated explicitly, all criteria carry the same weight or significance
in the evaluation tool. As a result, students may do well in an area
that is not as important and function poorly in an area essential to
nursing practice. When the scores are summed, the student passes.
In a review of students who failed clinical courses (Scanlan & Cher-
nomas, 2006), it was evident that the use of such an evaluation tool
did result in regression toward the mean in which students passed
a particular section in clinical practice when they should have failed
because of difficulty with an essential aspect of practice germane to
safe patient care.

Another strategy postulated in the nursing education literature is
pass—fail in clinical practice courses (Chinn, 2004; Scanlan & Care,
2004). However, Chinn argues that although a pass—fail strategy does
address grades as a measure of achievement, this strategy does not
accomplish much more. Methods of assessing clinical practice do not
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change, and students may still not be clear on the acceptable standards
for practice performance. Furthermore, excellence in practice cannot
be acknowledged.

A common strategy suggested in the literature that addresses the
problem of grade inflation is faculty development (Basinger, 1997;
Scanlan & Care, 2004; Sonner, 2000; Speer et al., 2000), especially
for new and part-time faculty. A component of developing new faculty
should entail discussions about beliefs and values associated with grad-
ing (Scanlan & Care, 2004). If differences regarding the grade assigned
for satisfactory performance vary across teachers, it follows that grades
will have different meanings, depending on who evaluates and assigns
the grade. If grade compression occurs—that is, a D is not acceptable—
B becomes the satisfactory grade, and there is no room for excellence
(Walsh & Seldomridge, 2005). Furthermore, if faculty are reluctant to
either fail students or give low grades (Scanlan & Care, 2004; Speer et
al., 2000), a discussion with faculty about the distribution of grades
in the nursing program is essential so that a common understanding
of grades is shared by all faculty. Given the research that supports the
relationship between part-time faculty and grade inflation (Kezim et
al., 2005; Mathies et al., 2005; Sonner, 2000), it is critical that these
faculty understand the issues related to grading, especially in clinical
practice. Furthermore, it is important for part-time faculty to be sup-
ported by more senior faculty and administration so that they feel safe
in giving either a low or failing grade.

At our faculty of nursing, we have seen a dramatic decrease in
clinical grades since 2003 (Figures 9.1 and 9.2). From 1993 to 2002,
almost 60% of all clinical grades (n = 4,465) were A or A+; 38% were B
or B+. From 2003 to 2006, 44% of clinical grades (n = 4,221) were A or
A+, while 53% were B or B+.

This shift in grading practices can be attributed to a number of
initiatives put in place in the faculty since 2003. Once data were gath-
ered from our first study (Scanlan & Care, 2004), we presented the
results in various forums to faculty who were surprised at the degree to
which grade inflation existed in our undergraduate nursing education
program. These presentations allowed us to engage in a debate about
what grades meant to us as a group and raised awareness regarding
the issue. In a follow-up study, we conducted focus interviews with
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Clinical

Grades 1993-2002 (n = 4,465) 2003-2006 (n= 4,221)
A+ 400 (9%) 168 (3.9%)

A 2,216 (50%) 1,690 (40%)

B+ 1,357 (30%) 1,631 (39%)

B 369 (8%) 574 (14%)

c+ 74 (1.7%) 102 (2%)

c 27 (0.6%) 19 (0.5%)

DIF 22 (0.5%) 37 (0.9%)

FIGURE 9.1 Clinical grade distribution: 1993-2006.

faculty that, in turn, heightened awareness of grade inflation. Grading
and evaluation of clinical practice are now on the agenda at the yearly
new faculty orientation.

All students in the Senior Practicum (a consolidated clinical course),
amajor source of grade inflation (Scanlan & Care, 2004), are supervised
by preceptors. We found that the relationship students developed with
their preceptors (buddy nurses) made it difficult for preceptors to give
the students anything but an A, a cause of grade inflation discussed in
the literature (Beaver, 1997; Eizler, 2002; McSpirit et al., 2000), and
likely a contributing factor to high grades assigned by preceptors. Three
times a year, a preceptor workshop is held and facilitated by the first
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FIGURE 9.2 Comparison of clinical grades: 19932002 and 2003-2006.
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author and the course leader. Grades and their meanings are discussed,
and preceptors are encouraged to give an A only for performance that
is truly excellent. An A+ is for exceptional performance. In addition,
in the orientation for faculty advisors (generally part-time faculty) who
facilitate the link between practice sites and the university, the course
leader reviews grading and criteria for each of the grade levels.

A further spin-off of our research is work done in the undergrad-
uate program at a policy level to address grade inflation. The Curricu-
lum Committee has held ongoing discussions regarding the feasibility
and desirability of using a pass—fail for clinical practice courses, as
these clinical courses were identified as major sources of grade infla-
tion (Scanlan & Care, 2004). Although no resolution to the debate
has occurred, the discussion has been helpful in furthering awareness
of the problem of grade inflation. Work has proceeded on the refine-
ment of the clinical evaluation instruments that allow for better dis-
crimination between weak and passing students. Nonetheless, issues
related to reliability and validity of the evaluation tools have yet to
be established. In addition, the Student Promotion and Awards Com-
mittee conducted a review of evaluation and grading practices in the
faculty, which contributed to a fuller awareness of grading practices
and grade inflation.

Conclusion

Grade inflation is a reality in higher education. To preserve the integ-
rity and quality of education programs, we must confront the issue
of grade inflation to prevent undesirable consequences. Not attend-
ing to grade inflation sends a message to students that we condone
assignment of grades that do not accurately reflect the true quality of
their work. Moreover, inflated grades in clinical practice give students
an unrealistic and inflated perspective regarding their ability to safely
practice nursing (Scanlan & Care, 2004).

The issue of grade inflation is a sensitive matter for faculty. As
seen in the literature (McSpirit et al., 2000; Speer et al., 2000), fac-
ulty are unwilling to believe that they contribute to grade inflation;
rather, they assert that the problem rests with other academics. An
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open dialogue in multiple forums raises faculty’s awareness of the
issue of grade inflation. Beliefs about what constitutes quality educa-
tional outcomes, while respecting academic freedom, are discussed
and can lead to a mutual understanding of what constitutes accept-
able grade ranges.

Conceptual clarity and research, which delineate more clearly the
issues related to grade inflation, are needed. In particular, nurse educa-
tors need to address the problems related to grade inflation in clinical
courses. It is incumbent upon us to ensure that we are graduating safe
practitioners who are meeting acceptable standards of practice. In part,
our reputations and credibility as nurse educators rely on ensuring that
our graduates exhibit the qualities in practice that their grades reflect.
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Chapter 10

Florence Nightingale Versus Dennis
Rodman: Evaluating Professional
Image in the Modern World

Karen Rizk and Rebecca Bofinger

hen evaluating professionalism in nursing students, faculty

\ ; \ / may struggle with both defining and objectively evaluating

behaviors. We have found this to be true with both atten-

dance and dress code issues. For example, consideration of body art in

dress codes is important in current nursing programs. While nursing

faculty may prefer more conservative dress codes, we are faced with a

generation of students who had Dennis Rodman as a role model. Cer-

tainly his and others’ modern expressions of individuality affect what

nursing students bring to the profession. Careful consideration of these
issues may help bridge this image gap.

In an attempt to simplify clinical evaluation, the authors devel-
oped an objective tool based on a point system to monitor absenteeism,
punctuality, and adherence to dress code (APAD). Being objective in
nature, the tool allows faculty the freedom to fairly evaluate students
without concern for reprisal, especially if clinical failures occur. In this
chapter we discuss issues related to attendance and dress code and how
they influence professional image.

189
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Picturing the Professional Nurse
What Is Professionalism?

The need to prepare professionals for the workforce is certainly not
unique to nursing. The literature is abundant with articles from a variety
of health care professions such as nursing (Brockopp et al., 2003),
physical therapy (Ferguson, Hopwood, Sinatra, & Wallmann, 2005),
medicine (Jones, Hanson, & Longacre, 2004), and dentistry (Brosky,
Keefer, Hodges, Pesun, & Cook, 2003). Each profession attempts to
define, teach, or evaluate professionalism in its students.

Much variability in the literature exists as to exactly what “pro-
fessionalism” encompasses. Jones and colleagues (2004) suggest that
“professionalism has an intangible quality,” which leads to difficulty in
identifying a definition and evaluation strategies (p. 265). Brosky and
colleagues (2003) define professionalism very broadly as “an image that
promotes a successful relationship with the patient” and suggest that
professionalism in health care is defined in ambiguous terms (p. 909).
The American Association of Colleges of Nursing’s (AACN) Essentials
of Baccalaureate Education for Professional Nursing Practice (1998) also
describes professional nursing practice in broad terms including pro-
fessional values, core competencies, core knowledge, and role devel-
opment. The document incorporates an extensive list of professional
behaviors to help educators evaluate the nursing students. With the
variability in the definition of professionalism, educators may not know
which attributes to assess.

Within the literature, professionalism is described in relationship
to image and conduct. Walsh (1993) suggests that nurses can project
their best professional image by paying attention to three essential com-
ponents: (a) appearance, (b) behavior, and (c) conversation. LaSala and
Nelson (2005) similarly suggest that “appearance, behavior and commu-
nication have a cumulative effect on the professional image” (p. 63).

Our concentration of study has been focused on two of these
three components of professional behavior, including appearance and
behavior. Attention is given to specific behaviors within each compo-
nent that not only reflect professionalism but are often hard to evalu-
ate in the clinical setting. In regard to appearance we discuss dress
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code and include specific information about body art. The behaviors
we address include attendance issues in clinical education, specifically
absenteeism and tardiness.

What Should a Professional Look Like?

With the emphasis on evidence-based practice in modern nursing, it
may be ironic to some that the profession mandates dress code prac-
tices that are not based on research. Yet dress codes are necessary in
meeting the needs of the populations we serve. Some questions that
must be asked are the following: Why is dress code important to the
professional image of a nurse? How will a dress code policy fairly meet
the needs of the nurse to individually express himself or herself and
also portray an image that the public expects of a competent health care
professional? Does the presence of visible body art such as tattoos or
piercing project a negative image?

In answering the first question, it would be fair to examine how the
public views the dress code of nurses. First, the uniform helps to iden-
tify an individual as a nurse. Although the strict uniform implemented
in the Nightingale era may not be popular in modern nursing, there
is something to say about the ability of the public to differentiate the
nurse from those of other health care disciplines (Lehna et al., 1999;
Newton & Chaney, 1996).

Second, appearance has been shown to affect the health care
provider—patient relationship. There is agreement in the literature that
first impressions matter when developing a trusting relationship with
patients (Brosky et al., 2003; LaSala & Nelson, 2005; Walsh, 1993).
LaSala and Nelson (2005) emphasize how professional attributes such as
appearance have an effect on first impressions, which are “an important
foundation in building a trusting relationship in a society that values
physical appearance” (p. 63). Appearance has also been shown to affect
a patient’s confidence in a health care provider. For example, Brosky
and colleagues (2003) found that just as patients preferred a more for-
mal dress code for nurses and physicians, they also preferred a formal
dress code for dental students and faculty. In addition, Brosky and col-
leagues (2003) noted that attire affected the anxiety and comfort levels
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of patients. Lehna and colleagues (1999) conclude that “professional-
ism and attire are intimately connected with the notion of competency”
(p. 197).

One conflict with dress code lies in the need for nurses to express
“individuality.” A visible concern in the modern world is that of the
increasing prevalence of body art in the form of body piercing and
tattooing. Although the literature is lacking on the incidence of body
art among nurses, studies of those either tattooing or piercing show
that it is done predominantly to express uniqueness or individuality
(Armstrong, 1991; Armstrong & Kelly, 2001; Armstrong & Murphy;,
1997; Armstrong, Roberts, Owen, & Koch, 2004a, 2004b; Forbes,
2001; Greif, Hewitt, & Armstrong, 1999; Huxley & Grogan, 2005;
Rooks, Roberts, & Scheltema, 2000). Forbes (2001) suggests that those
who have tattoos or piercings found them “attractive methods of body
decoration” and a “valued means of self-expression” (p. 784). In addi-
tion, Armstrong and colleagues (2004a) found that 99% of respondents
were satisfied with their piercings; in a similar study by Greif and col-
leagues (1999), 90%—-91% of the respondents were satisfied with hav-
ing their tattoos and piercings. Dress codes need to reflect this modern
trend while also considering the needs of the patient.

Faculty members and administrators who write dress code policies
should be aware of the rise in body art among all ages, occupations,
and social classes. As Armstrong and Kelly (2001) state, “just looking at
groups of people in the media, schools or in the general public, one can
see that body art is increasing” (p. 13). The thought of Dennis Rodman
immediately triggers images of his infamous body art. Rooks and col-
leagues (2000) suggest that “it is unlikely that one can watch an NBA
basketball game today without noticing a player with a tattoo,” and that
“an estimated 20 million Americans, many of whom are ‘soccer moms’
and others considered average Americans, have tattoos” (section 1, 6).

Armstrong and colleagues have been publishing information
about body piercing and tattooing since the early 1990s (Armstrong,
1991, 2005; Armstrong & Kelly, 2001; Armstrong & McConnell,
1994; Armstrong & Murphy, 1997; Armstrong et al., 2004a, 2004b;
Greif et al., 1999; Stuppy, Armstrong, & Casals-Ariet, 1998). In ear-
lier studies, about 8%—-10% of adolescents had tattoos (Armstrong &
Kelly, 2001; Armstrong & Murphy, 1997). More recent research of
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college students reports piercing rates (other than ear lobe) between
32% and 51% (Armstrong et al., 2004a; Mayers, Judelson, Moriarty, &
Rundell, 2002). Studies of older teens and young adults find tattooing
rates between 22% and 35% (Armstrong et al., 2004a; Huxley & Gro-
gan, 2005; Mayers et al., 2002; Rooks et al., 2000). With the increased
rates of tattoos and piercing among traditionally aged college students,
nurse educators may be concerned about body art that is visible with
a traditional uniform. Although somewhat limited, the literature offers
information regarding tattoo and piercing locations.

In regard to tattoos, Mayers and colleagues (2002) and Rooks and
colleagues (2000) report that most tattoos are located on areas that can
easily be covered. In women, the lower leg, shoulder, and abdomen are
prime tattooing sites, whereas in men the upper arm, chest, and shoul-
der are preferred. However, 30% of tattoos in men are located on the
forearm (Rooks et al., 2000), while only 1% of women have tattoos on
their hands (Mayers et al., 2002). If difficult to cover, tattoos threaten
professional image.

Similarly, visible body piercings stimulate dress code issues. Mayers
and colleagues (2002) report that male students predominantly
have visible piercings. In males, approximately 85% of piercings (ear
and tongue) are visible (Mayers et al., 2002). Approximately 35% of
piercings in female students are ear (other than ear lobe), and 15% are
tongue (Mayers et al., 2002). Armstrong and colleagues (2004a) report
that 53% of piercings in male and female students are high ear and
13% are tongue. Facial piercing (eyebrow, nose, lip, and cheek) rates
vary between 4% and 13% (Huxley & Grogan, 2005; Mayers et al.,
2002). Although not visible with traditional nursing attire and there-
fore not a concern for dress code, naval piercings range between 26%
and 38%, whereas intimate piercing (genital and nipple) ranges between
6% and 9% (Armstrong et al., 2004a; Huxley & Grogan, 2005; Mayers
etal., 2002).

Although more body piercings are visible than are tattoos, jew-
elry can be removed once the site has healed. However, healing time
(able to go without jewelry) varies with site location and can be as
little as 6 weeks or up to 12 months (Armstrong & Kelly, 2001; Stirn,
2003). Clinical agencies may require piercings to be removed during
direct patient care. When planning a piercing, nursing students need to



194 CLINICAL NURSING EDUCATION

consider the time it may take to be able to remove the jewelry without
the risk of closure.

A concern for nursing students with visible body art is the risk
of having their clinical competence judged solely on their outward
appearance. The literature consistently demonstrates that people with
body art are viewed negatively by others (Armstrong, 1991; Armstrong
et al., 2004a; Huxley & Grogan, 2005; Rooks et al., 2000; Stirn, 2003;
Stuppy et al., 1998). Unfortunately, this is true in health care. Physi-
cians and nurses, especially women, without body art tend to look less
favorably on those with body art (Rooks et al., 2000; Stuppy et al.,
1998). Armstrong (1991) found that tattooed, career-oriented women
reported negative responses from physicians and nurses along with the
general public.

There is a lack of evidence to demonstrate that those with body art
engage in negative or risky behaviors. For instance, Rooks et al. (2000)
found that in the emergency department, “tattooed patients were no
more likely than non-tattooed patients to present with an injury, illness
or psychiatric/chemical dependency problem” (Conclusion, 1). Huxley
and Grogan (2005) found no relationship between a high value on
health and healthy behaviors and the incidence of tattooing and body
piercing in a sample of undergraduate college students. Armstrong
and colleagues (2004a) conclude that although “college students were
risk-takers, the negative stereotypical perspectives did not surface in
the general demographic characteristics of pierced students” (p. 60).
In addition, earlier studies implicating negative behaviors have been
inconsistent and challenged for not being representative of the current
population of those with body art (Huxley & Grogan, 2005; Rooks et
al., 2000; Stuppy et al., 1998). Huxley and Grogan (2005) suggest that
“assumptions that those with body modifications engage in more risky
behaviors and fewer health promoting behaviors may be erroneous”
(p. 833).

Concerns about the transmission of disease need to be kept in
perspective. Although it is possible to contract hepatitis and HIV dur-
ing a body art procedure, self-reports of such transmission are few
(Armstrong & Murphy, 1997; Greif et al., 1999; Rooks et al., 2000).
The primary complication of body art is local infections or irritations
at the site. These complications from piercings range between 9% and
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45%, whereas these complications from tattoos range from 0% to 15%.
However, only a small percentage of those experiencing complications
seek medical care (Greif et al., 1999; Huxley & Grogan, 2005; Mayers
et al., 2002; Rooks et al., 2000). With the requirements for infectious
disease screening and the availability of hepatitis B vaccination for
health care workers and students, disease transmission is less likely.
Well-maintained body art should pose no threat to patients.

There may be cause for concern for nursing faculty who want to
objectively implement and evaluate professional dress codes including
body art. As discussed earlier, registered nurses (especially women) tend
to view body art less favorably (Armstrong, 1991; Stuppy et al., 1998).
Newton and Chaney (1996) add that “with age, students and faculty
become more conservative in their views of professional attire” (p. 243).
Rooks and colleagues (2000) confer that in an older age group (36-50),
there tends to be less-positive attitudes toward tattoos. Therefore, one
could surmise that nursing faculty may be at risk for negative attitudes
not only toward students who have body art, but toward patients with
body art. Stuppy and colleagues (1998) remind faculty that “students
model the faculty and care providers” behaviors and attitudes” (Rela-
tionships Between Attitudes & Caregiving Behaviours Section, para. 3).
Just as negative attitudes may alienate patients, and potentially stu-
dents, according to Armstrong and colleagues, “acceptance of the body
art as a recognition of the individual’s uniqueness can build trust and
ultimately develop more individualized, effective nursing care” (2004b,
p. 294). Therefore, nurse educators need to be cognizant of their atti-
tudes toward body art when they work with students.

Faculty are in a perfect position to embrace this current trend and
better guide students in making safe and professional decisions about
body art. Most students who get body art do so between the ages of 18
and 22, suggesting that direction should be provided in the first few
years of college. Considering the limited influence family may have
in regard to body art (Armstrong et al., 2004b), nursing faculty can
offer professional advice to students. Attention can be given to appro-
priate placement of body art so that it is concealed or easily covered
to meet dress code standards, safety can be addressed to reduce the
risk of complications with body art procedures, and information about
healing time of piercings would benefit students if dress codes require



196 CLINICAL NURSING EDUCATION

their removal during direct care with patients. This guidance could
reduce the need for monitoring body art that conflicts with current
nursing professional dress code. Pamphlets, booklets, videos, and Web
sites are available to supplement this information (Armstrong & Kelly,
2001; Greif et al., 1999; Huxley & Grogan, 2005). A current listing of
publications can be found in Table 10.1.

How Should a Professional Act?

Along with appearance, nurse educators are faced with evaluating
students’ professional behaviors in the clinical setting. Of common
concern to faculty are behaviors surrounding attendance, specifically

TABLE 10.1 Resources for Body Art Education

Education Training and Research (ETR) Associates Offers Several
Pamphlets and a Video

Contact at www.etr.org or 1-800-321-4407

e 101 Things to Know About Body Art

* Body Art Incredible Facts

* Body Art Self-Test

* Getting What You Want From Body Art

¢ Taking Care of Your Skin

e Tattoos Incredible Facts

¢ Undoing Body Art

e Thinking Smart About Body Art Video (20 minutes)

HEALTH EDCO Offers a Booklet and Video
Contact at www.healthedco.com or 1-800-299-3366, ext. 295

* Body Art (guide to those seeking body art)
¢ Tattooing & Body Piercing: Thinking Smart About Body Art Video (20
minutes)

National Environmental Health Association Offers a Guidebook
Contact at www.neha.org or 303-756-9090
e NEHA Body Art Model Code and Guidelines




FLORENCE NIGHTINGALE VERSUS DENNIS RODMAN 197

absenteeism and tardiness. Although on the surface these behaviors
may seem trivial, they affect the overall image of a professional nurse
and need to be monitored. As with dress code, faculty can influence
the development of these professional behaviors. Early and consistent
evaluation needs to be implemented.

The literature suggests that in nursing education there is an
increasing problem with attendance issues in the clinical area (Bofinger
& Rizk, 2006; Lashley & De Meneses, 2001; Timmins & Kaliszer,
2002). Lashley and De Meneses (2001) surveyed 409 nursing programs
nationwide and found 99% of programs indicated that attendance in
the clinical setting was problematic. Specifically, Bofinger and Rizk
(2006) found inconsistency between faculty members of a Bachelor
of Science in Nursing program as to when absenteeism and tardiness
become problematic. At what point would lack of these professional
behaviors warrant failure in the clinical area?

A need for nursing programs to develop policies to help with
these attendance problems has been identified (Bofinger & Rizk, 2006;
Lashley & De Meneses, 2001). Monitoring attendance and dress code
among nursing students is important in shaping professional image.
Policies should be fair and consistently applied to all students (Timmins
& Kaliszer, 2002).

Objectively Evaluating Professional Image
Implementation of a Point System

Knowing that evaluation of these professional behaviors can be largely
subjective, Bofinger and Rizk (2006) developed a point system to address
what they call APAD issues. Hospital attendance point systems acted as
models for the work. This simple tool objectively evaluates APAD issues
while preparing the students as professional nurses (Table 10.2).

The point system has been in place across all levels of a BSN program
since Spring 2003. Nursing students are introduced to the system dur-
ing their first clinical nursing course at the sophomore level. Thereafter,
the point system has been integrated into each clinical nursing course.
The policy is available in the student handbook as well as online.
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TABLE 10.2 Attendance and Dress Code Point System

Point Value Occurrence

Tardiness:
1 e 5-14 minutes late
e 15-29 minutes late
3 e more than 30 minutes late
Absence:
3  Absence from clinical with notifying instructor at least 1/2
hour prior to scheduled starting time
5 * No call/No show (Not taking appropriate action to notify

instructor of an absence from clinical. Individual instruc-
tors will make clearly defined arrangements prior to the
start of the first clinical day)

Dress Code Violations:

1 ¢ Breaking of dress code
* Refusing to adjust to dress code after instructor addresses
violation with the student

Consequences:

=5 e Written contract in the form of a Performance Improve-
ment Plan

9 or greater ¢ Failure of clinical
e A student who accumulates 9 or more points will receive
an F in the Theory Course associated with the clinical.
e There will be no option to withdraw from the course to
prevent receiving a failing grade.

Uncontrollable Circumstances:

The school and/or instructor may make a decision to not penalize the
student or the entire group if occurrence resulted from an uncontrollable
circumstance. No points will be accrued in these circumstances.

Performance Improvement Plan:

A student who accumulates 5 or more points will receive a written plan
to improve performance. If the faculty member feels the student has had
a history of problems with meeting clinical objectives, a written plan may
be implemented prior to the accumulation of 5 points to help ensure the
success of the student. This is up to the faculty member’s discretion.

Reprinted by permission of The Breen School of Nursing, Ursuline College, Pepper Pike,
Ohio, February 16, 2007.
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Revising Is an Ongoing Process

Since its implementation, a few revisions have occurred. The first
revision was to change the format of the original point system in sev-
eral ways. The glossary was incorporated into the point scale rather
than being a separate section. Faculty believed that this would sim-
plify the policy and allow for a more uniform interpretation. Second,
other changes were made to improve the overall organization of the
tool. A final change was to describe a written contract as a perfor-
mance improvement plan to convey a more positive tone. Performance
improvement plans are generated once the student has accumulated
more than five points and may be at risk for clinical failure.

It has been customary at our institution for students who are at
risk of failing a nursing course to withdraw from it by a cutoff date ver-
sus taking a failing grade in the course. Under our policies this could
prevent dismissal from the nursing program for repeated failures. It
was decided that a student who acquired a failure based on the point
system would not have the option to withdraw and would receive an F
in the course. This policy is now formally stated in the tool (see Table
10.2 under Consequences).

Addressing Concerns About the Point System

Several concerns about the use of the tool surfaced. One concern was
from conscientious students who perceived legitimate absences as pen-
alties or permanent black marks on their records. Although part of the
purpose of the point system is to remove faculty bias, at their own dis-
cretion faculty members can include an explanation about a student’s
absence or tardiness. Students also are assured that when the tardiness
or absence is a direct result from an uncontrollable circumstance, such
as inclement weather or slow traffic, no points will be given.

A concern from faculty was whether the policy would hold up if a
student actually failed. To date, two students in our BSN program have
failed based on the accumulation of APAD points. In the first case, the
student was considered at risk based on a previous failure in a nursing
course and a withdrawal from another nursing course. When attempt-
ing to repeat one of the courses, she quickly earned sufficient points
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related to tardiness to warrant a performance improvement plan. She
was then absent from a clinical experience without calling the instruc-
tor (No call/No show). The accumulated points warranted failure in the
course. The student was otherwise performing at a passing level. Simi-
larly, in the second case, the student was passing objective measures
(e.g., tests) in the classroom component of the course but failed the
course because of clinical performance. In that case, not only had the
student accumulated enough points to be failed for attendance issues
but also had failing grades on written assignments. Interestingly, nei-
ther student protested the failure.

Legally Protecting Faculty
Will the Point System Win in the End?

Many faculty members may be concerned about reprisals from students
if failures occur as a result of an APAD issue. This is particularly true if
the student has otherwise been performing satisfactorily (Ferguson et
al., 2005; Smith, McKoy, & Richardson, 2001). The courts have con-
sistently held up decisions made by faculty as long as students have
been treated fairly, consistently, and without discrimination (Cameron
& Milam, 1999; Smith, 2003; Smith et al., 2001; Wren & Wren, 1999).
To be nondiscriminatory, faculty may need to explore their own stereo-
types, especially toward those with body art. Knowing that body art is
increasing, careful attention to negative attitudes is imperative.

Developing a Winning Objective Evaluation Tool

Of foremost importance in producing fair, consistent, and nondiscrim-
inatory evaluations is to minimize the subjectivity in the evaluation.
Subjective evaluation can lead to bias on the part of the evaluator.
Ultimately, objective evaluation allows evaluation without either the
observer or the observed being able to influence the other (Mahara,
1998).

Smith and colleagues (2001) offer suggestions for managing objec-
tive clinical evaluations and avoiding legal reprisal. When developing
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and implementing the point system, we utilized their clinical evalua-
tion principles in preparing a fair and consistent tool to assess APAD
issues. These principles include the following:

e Students should receive course expectations and evaluation
methods in writing.

Students should receive immediate feedback from faculty.
Faculty should keep a daily record of student performance.
Faculty should have a clearly written grievance policy in place.

Outcomes of a Winning Tool

Well-constructed objective evaluation tools can benefit both faculty and
students. For faculty, the process of evaluating APAD issues is simplified.
For students, expectations and evaluation criteria are clearly stated. For
example, a faculty member does not have to decipher why a student is
continually tardy to the clinical setting. Instead, the faculty member can
simply convey to the student that excessive tardiness is unprofessional
and refer him or her to the written point system policy. Another example
stems from a concern one of our faculty had regarding the ability of a
student to remove tongue jewelry if worn to the clinical setting. Since
both the school and hospital dress codes specify in writing that tongue
jewelry is not permitted during patient contact experiences, this is not a
dilemma for the instructor. Using the tool, the student receives one point,
and if unwilling to remove the jewelry, an additional five points can be
given. This would not fail the student, but it encourages the student not
to return with the tongue jewelry in place. Faculty members are more
comfortable with the students earning points that are clearly outlined in
writing rather than a faculty member subjectively deciding that enough is
enough. Additionally, due to the objectivity of the tool, faculty members
are less concerned about reprisal in cases of student failure.

Conclusion

Picturing the professional nurse may conjure up different images for
each of us. Within the modern world, nursing students are exposed to
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many expressions of individuality, including body art, which may affect
their image of professionalism. Faculty should be aware of their own
stereotyping of those students with or considering body art. Remaining
nonjudgmental is mandatory for providing an objective evaluation of
students’ professionalism. Taking a proactive role regarding body art to
help students develop professionalism will benefit students more than
only having them cover it up after the fact. Education about placement
and safety of body art implemented early in a nursing program will
enable students to make better professional choices. When evaluating
APAD issues, nursing faculty must remain objective, consistent, and
fair. The APAD point system is an effective way to evaluate professional
behaviors.
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Chapter 11

Providing Feedback in Online
Courses: What Do Students
Want? How Do We Do That?

Wanda Bonnel, Charlene Ludwig, and Janice Smith

ore students are learning in new ways with advances in on-
Mline education. Even with the rapid advent and progression
of Web-based nursing education, there is limited evidence as
to which teaching and learning strategies best promote positive student
outcomes (Billings, Connors, & Skiba, 2001). With limited online
synchronous time and face-to-face contact with students, good online
course feedback (FB) is one way to influence student learning. Prompt
FB has been described as one of the seven core principles for good
teaching practice in undergraduate education (Chickering & Gamson,
1987); technology has been further described as a tool for applying
these good teaching practices (Chickering & Ehrmann, 1996).
Feedback in online courses is an important concept to both faculty
and students. The Nurse Educator Core Competencies (National League
for Nursing, 2005) recognize the importance of faculty competence in
providing timely, constructive, and thoughtful FB to learners. Particu-
larly in a highly text-based online course environment, identifying best
FB practices with students is critical. Limited pedagogical research ex-
ists to document specific teaching and learning approaches and their
effectiveness in online nursing education.
A faculty concern often related to online courses is the time it takes
to provide FB to students and whether that FB is meaningful to them.

205
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Faculty members vary in their approaches to FB in online courses,
with extremes varying from multiple daily student contacts to FB by
exception (that is, if students don’t hear from their instructors, then
they are doing fine). Miller and Corley (2001) found a relationship be-
tween e-mail FB about course progress to students and the subsequent
amount of time the students spent working on online course activities.
Issues of student success as well as satisfaction with an online course
may be related to course FB.

Although current best practices in online education acknowledge
that prompt FB to students is important (Chickering & Ehrmann,
1996), specific guidelines as to how best to provide this are lacking.
Mory (2004), in a comprehensive review of the broad educational re-
search on FB, noted the majority of studies related to the concept of FB
have been completed from a behavioralist paradigm; there is limited
research specific to the constructivist view and online learning. Gaining
student perspectives on what online course FB means and what is impor-
tant to students provides the basis for further discussion and study. In
this chapter, the student survey portion of a study to better understand
the concept of online course FB to students is shared. A constructivist
theoretical perspective (Savery & Duffy, 1995) and qualitative research
methods (Miles & Huberman, 1994) inform the discussion. Implica-
tions for educators are discussed, and course examples are provided.

What Do We Know About Feedback in Online Courses?

Because of its many advantages, online education has been predicted to
become a dominant mode of learning in the future. The American Feder-
ation of Teachers (2000) noted that online education has been beneficial
in encouraging faculty to further examine their teaching practices both in
the classroom and online. Draves (2002) reported advantages to online
courses, including the opportunity for students to learn at their own speed,
focus on specific content areas, learn during their peak times, test them-
selves daily, interact more with the teacher, and maintain a flexible pace
and schedule. Driscoll (2002) noted that technology can actually make it
easier for students to get some types of FB, whether from their teachers,
peers, or others. Web-based technology often provides more efficient
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methods for students in reflecting, revising materials, and achieving at
higher levels (Cobb, Billings, Mays, & Canty-Mitchell, 2001).

Feedback is especially important in online courses because students
often lack face-to-face interaction and may feel disconnected from fac-
ulty and other students; traditional nonverbal FB that students would
normally receive from faculty is missing. Chickering and Gamson (1987)
suggested that FB helps students focus their learning, incorporates affir-
mations of beginning assessments of student knowledge and competence,
provides students opportunities to perform, suggests improvements, and
encourages student self-reflection and assessment of their own learning.

General Issues Related to Feedback in Online Courses

A variety of issues related to FB are noted in the literature. Thurmond
(2003) reviewed the online education literature and found that prompt
FB helps students know how they are doing in a course and if they need
to alter their learning strategies to be successful in the course. She also
reported that delayed FB can have negative effects for students in that
they may feel uncertain, frustrated, or discouraged about the course
and then may not participate. Characteristics affecting the quality of
distance-learning FB include the volume, tone, specificity, and fit of the
FB (Price, 1997). Mory (2004) described the need to attend to the com-
plexity and density of FB provided, suggesting that while research is
inconclusive, excessive FB information may be distracting to students.

Good FB was described by Boyle and Wambach (2001) as FB that
is prompt, maintains or enhances students’ self-esteem, focuses on
the assignment or behavior rather than the person, and is as specific,
accurate, and concrete as possible. They emphasized the importance of
providing positive FB, expressing confidence in the student’s ability,
and providing support without removing student responsibility.

Feedback and Related Concepts

Links among assessment, learning, and FB have been described by Liang
and Creasy (2004). They viewed “assessment of learning” as consistent



208 CLINICAL NURSING EDUCATION

with a grade and “assessment for learning” as consistent with FB that as-
sisted the student to understand and integrate learning goals. The add-
ed flexibility of online communication increases the opportunity for FB
as a form of conversation and allows further student opportunities for
reflection. Expert classroom teachers considered FB more than making
judgments and assigning numbers; these teachers viewed assessment
strategies as part of a FB loop and encouraged students to monitor and
take further responsibility for their learning (Bain, 2004). Wiggins and
McTighe (2005) considered FB to be a value judgment about learning
outcomes specific to a goal; FB was broadly described as commentary
about what was and was not accomplished. Feedback also was viewed
as “stimulating or corrective information” specific to tasks that students
are completing (Mory, 2004).

The concept of FB can be complex in relationship to concepts
of interaction, social presence, and connectedness in online educa-
tion. Debourgh (2003), in a descriptive survey of graduate students,
hypothesized that online course success was related to the levels of
interaction between student and instructor. Boyle and Wambach
(2001) described interaction as a key focus in online courses; they
noted that FB occurs as part of communication within a learning con-
text and that adaptation occurs in relation to that FB. Brownrigg (2005)
studied responses of 450 online students and found that while student,
faculty, and peer interaction were related to social presence, the FB con-
cept did not significantly contribute to student feelings of connectedness.

In a review of the literature specific to Web-based course FB, Bonnel
and Ludwig (2005) reviewed 35 publications and summarized that while
limited research exists on online course FB, specific antecedents, defin-
ing criteria, and outcomes related to the concept of FB can be identified.
Based on their literature review, FB was defined as the communication
of information to the student (based on an assessment) that assists the
student to reflect and interact with the information, construct self-
knowledge relevant to course learning, and set further learning goals.

Students’ Perceptions of Feedback in Online
Courses: What Works?

To extend information from the literature about FB, a descriptive sur-
vey of online students was completed. The question that guided this
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survey was, “What are student perceptions of FB in online education?”
Master’s and Bachelor of Science in Nursing (BSN) completion students
taking online courses (N = 72) responded to open-ended survey ques-
tions seeking their perceptions of online course FB. Content analysis of
responses using N6 software (Information Technology Services, 2003)
for coding and data retrieval was completed. Final themes were gener-
ated and defined to identify the range of themes. Methods for scientific
rigor included data triangulation and coding checks. Table 11.1 pro-
vides further study details.

Study data suggested that students recognized and valued good
FB. The 170 comments that students shared provided insight into
students’ perceptions of online course FB. Survey questions and
sample student responses are provided in Table 11.2. From the com-
ments that students shared, 10 themes emerged from the data seek-
ing the range of responses related to FB. These were defined and
organized into broad categories, including purposes of FB, faculty
process of FB, and course approaches to FB. Themes and representa-
tive student comments are described within discussion of the three
categories.

Purposes of Feedback

Student survey data indicated that FB from faculty served several pur-
poses for students. The three themes and sample responses related to
FB purposes included the following:

1. Report progress: FB included comments that indicated students
were advancing or needing to improve.

e Sample student comment: “I need to know if I am on the
right track. With the missing face-to-face [interaction], feed-
back on progress is very important.”

2. Provide guidance: FB helped students understand what they
needed to do relevant to assignments.

* Sample student comment: “Online course assighments can
be confusing . . . project guidance and individualized project
comments are the most helpful for me.”
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TABLE 11.1 Study Process

1. Literature. Review of the literature of the nursing, medical, and educational
literature (CINAHL, PubMed, ERIC) was initially completed. Key search
phrases included online course feedback, online assessment, feedback to
students, and faculty—student interaction. Thirty-five relevant theory- and
research-based articles were considered relevant for review.

2. Methods. Exploratory, descriptive qualitative methodologies (open-ended
surveys and follow-up focus groups) as appropriate for a new study area
were used to query nursing students about their perspectives of online
course feedback. Institutional review board approval was received. The
sample population consisted of students taking online courses in Spring
2005. All students in identified theory courses (two graduate and two RN to
BSN) received an invitation to participate in the survey. Response rate was
46% (N =72).

3. Process. Letters explaining the study purpose, risks, and benefits were
distributed to students through their courses via e-mail. After piloting the
survey, the online student survey was initiated asking the three questions
identified in Table 11.2. Respondents returned survey responses anony-
mously via a URL set up in an online survey program. Accessing the survey
and submitting responses were considered consent to participate.

4. Analysis. Miles and Huberman’s (1994) framework for discovery guided
content analysis of data. Content analysis, using N6 (Information Technol-
ogy Sources, 2003) for coding student data and report generation, was
completed. Student responses (170 units) were organized and initial and
tentative coding completed on all subject item responses. The project
investigator and the research team completed separate reviews of the data,
and major themes reflective of the data generated were compared with
discussion to agreement. Tentative themes were generated, focus groups
commented on, minor revisions were done, and final data coding was com-
pleted in N6. The final 10 themes were generated, defined, and organized
by categories.

5. Data trustworthiness. Student (N = 10) and faculty focus groups (N = 5, 28,
and 30) and expert consultations were held for follow-up clarification and
confirmation of themes generated.

6. Limitations. This is noted to be a descriptive report of data from one
school. As appropriate in a new area of exploratory research, findings are
intended to be descriptive and thought provoking.
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3. Encourage and recognize: FB included positive comments and
acknowledgment of students’ presence.

e Sample student comment: “Anything positive is helpful,
words of encouragement and pats on the back are fitting for
online FB; it let me know that I am a valued member of the
class.”

As evidenced from data, online students want to be acknowledged,
encouraged, and informed about their progress and to receive guidance
in their learning. The literature as well has noted FB as having different
purposes. Consistent with study findings, Graham, Cagitay, Craner, Lim,
and Dulffy (2000) described acknowledgment FB as feedback that con-
firms or assures the student that some event has taken place; information
FB is factual or evaluative in nature. Mory (2004) described formats for
FB varying from verification FB to elaborated FB. Sitzman and Lerners
(2006) focused on conveying caring as a purpose of FB. Clarifying di-
verse purposes that FB serves for students allows faculty to better focus

TABLE 11.2 Survey Items and Sample Student Responses

What Is an Example of the Least Helpful Feedback You Have Received in an
Online Course?

* None at all, or a “thank you for your insight”
* A lack of assistance or guidelines for papers
* Just a grade with no comments

What Is an Example of the Most Helpful Feedback You Have Received in an
Online Course?

* Personal encouragement

* Group and individual e-mails with key point summaries

* Written comments or suggestions on projects or papers, or seeing the cor-
rect answers with explanations from quizzes

What Is Most Important to You Related to Feedback in an Online Course?

* Guidance or direction for projects and modules
e That I know for sure that I have an understanding of the material
¢ Instructor communication throughout the semester
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their FB approaches. If faculty consider FB only as a corrective function,
they miss important opportunities to support and challenge students.

Faculty Processes for Providing Feedback

Student survey data supported that FB becomes a way for faculty to
influence students’ learning. Varying student perspectives on FB pro-
cesses were identified. The four themes and sample responses included
the following;

1. Individualized/personalized responses: This FB incorporated

specific one-on-one communication.

e Sample student response: “Individualized comments from
the instructor, responding to the work that I have done or in
related to participation in the discussion board work is very
important.”

. Summaries or FB to the group: FB included comments person-

alized or nonpersonalized to the student group.

e Sample student response: “The instructor feedback at the
end of each week was most helpful for me this semester; she
summarized the content and major points of the week and
also gave us an idea of what was due for the next week and
her expectations.”

. Prompt or timely feedback: FB was provided frequently or at

scheduled times.

e Sample student response: “The most important thing to
me in an online course is TIMELY feedback and follow-up.
Sometimes this doesn’t happen.”

. Precise or accessible feedback: This FB was provided in some

way that students were easily reminded of or could access the

information.

e Sample student response: “Clarity and convenience (are most
helpful); extremely long e-mails are least helpful to me.”

Students wanted FB (individual and group) provided in a format

and time frame that fit their hectic schedules. They preferred prompt,
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accessible FB as well as personalized and group type FB. While timely
FB is often discussed as a best practice in the literature, students did not
shed light on what promptness meant to them. In some cases, “prompt”
seemed to be an individual perception; perspectives of prompt FB may
relate to how well faculty have shared guidelines for timing of FB as
suggested by Palloff and Pratt (1999). Themes in this category have
been less well described in the literature. Text-based communications
provide many opportunities for misunderstandings; further research
specific to FB format and timing is indicated.

Course Approaches to Providing Feedback

Student comments supported that multiple approaches to FB exist
and that the students appreciated FB from diverse sources. The three
themes related to diverse FB formats and sample student responses
included the following:

1. Automated: FB was provided electronically following assign-
ment submission.

e Sample student response: “Quizzes and exams that immedi-
ately show how you did is a big plus; [I prefer] quizzes with
correct answers displayed when reviewing a quiz . . . it is
frustrating having to wait to find out the reason why some-
thing is wrong or right.”

2. Peer review and peer discussion: Comments were provided by
other students in the class.

e Sample student response: “The feedback that you get from
your peers and/or group, especially in the discussions [is
most helpfull; the critiques and suggestions from my peers
(and instructors) so that I can submit my papers in a more
appropriate format [are useful to me].”

3. Alternate modes: FB was provided in a non-Web-based format.

* Sample student response: “[I liked when] assignments I
submitted were printed by the instructor, hand graded, and
mailed back to me with her comments; also a telephone call
from the instructor [was helpful].”
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Student data supported that in addition to individualized FB from
faculty, students valued approaches such as automated FB and peer
FB. Comments indicated that students valued critiques and suggestions
from peers as well as instructors; these FB approaches were acceptable
and useful resources to assist them in their learning. Much of the earlier
literature focused on faculty as the primary provider of FB, but student
data suggest broader approaches are acceptable. While self-assessments
were not specifically addressed by students, the concept is increasingly
recognized. Ironside and Valiga (2006) discussed the importance of
self- and peer evaluation in all components of learning.

Student Perceptions of Feedback: What Can Nursing
Faculty Learn?

Faculty can learn from these student perspectives. Students acknowledged
different purposes that FB served for them; they appreciated varying fac-
ulty processes as well as varying course approaches for FB. Data suggested
that FB to students in online courses has multiple avenues for impact. Fac-
ulty processes for providing FB (teaching/learning strategies) and course
approaches to providing FB (online course design) are examples.

Faculty Processes: Teaching and Learning Strategies

Online courses change the traditional classroom learning context and
require changing attitudes, practices, and expectations for the online
setting (Hummel, 2006). As faculty take on new roles, they benefit from
not only incorporating new FB resources, but also having a system for
providing FB. To promote faculty FB proficiency, Bender, Brewer, and
Whale (2006) proposed that faculty can provide FB to learners more ef-
fectively if they consider the FB purpose, the perspective (faculty view-
point), and the proposal (student action and product). To promote
efficiency, some faculty have reported developing a FB system. This
might include, for example, screening e-mails for most urgent student
concerns, organization of individual student data for ease of reference,
having FB templates for assignments that can be individualized to stu-
dents, and using templates for sequenced weekly group FB that can
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be adapted as indicated. Rubrics allow more timely, detailed FB that
can easily be individualized, encourage critical thinking, and facilitate
student—faculty communication (Stevens & Levi, 2005).

Students may not have a good understanding of FB. Learning to
be an online learner was a theme reported from the Hummel (2006)
study. Stodel and Thompson (2006) suggested that students needed
support and guidance as they begin their learning experiences. To
make FB more accessible and precise for students, faculty can focus on
orienting students to course FB strategies. Faculty often neglect to tell
students why selected concepts (such as FB) are important and how
they can best take advantage of selected opportunities (Gilbert, 2005).
In implementing courses, faculty can enhance orientation as to what FB
means in a particular course, setting the stage for student involvement
in providing and using FB (Palloff & Pratt, 2005).

Feedback is not helpful if it is not being used by students. Mory
(2004) summarized strategies for motivating students to use FB such as
encouragement and building on past successes. Others have described
self-assessments and goal setting as empowering to students (Huba &
Freed, 1999). As students set further learning goals based on FB, fac-
ulty gain opportunity to focus on what students have to offer, provid-
ing opportunity for the FB conversation with students to be extended
(Brookfield & Preskill, 1999).

Quality student education relates to understanding the learners’
needs (Oblinger & Oblinger, 2005). Students bring to courses not only
diverse learning styles but also diverse backgrounds and characteristics
such as prior knowledge, motivations, critical thinking, and level of
effort. Diverse FB modes can help acknowledge differing student learn-
ing needs in online education. Building in numerous FB approaches
helps meet students’ diverse learning styles and individualize to student
learning needs. Further study on how educational needs may vary for
online undergraduate and graduate students and different generations
is needed (Billings, Skiba, & Connors, 2005).

Course Approaches: Implications for Course Design

Good FB is more likely to occur if numerous FB opportunities are de-
signed as part of the course. Fink (2003) noted the importance of in-
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tegrating and aligning assessment and FB opportunities with course
learning goals and activities. Assignments are designed so that good FB
is possible. Focusing on the design portion of the course related to FB
provides opportunity for explicit thinking about why particular assign-
ments are important in achieving learning goals and how FB can best
be implemented.

Opportunities increase for student learning as students gain
diverse perspectives from multiple FB sources. Multiple FB modes such
as automated quizzes, case studies, student self-reflection, and peer
involvement are examples. Feedback such as automated quizzes gives
learners more opportunities for testing themselves on course concepts
or gaining a quick review. Faculty can cover content high points and
provide further study opportunities through the quizzes provided.

Peer FB provides students opportunities to learn critique skills
that can enhance their professional skill set. Draves (2002) suggested
that wise educators emphasize both student-to-student interaction
and interaction with the course material in ways that encourage stu-
dents to formulate most of their Web discussions for peer review and
response. Assignments that incorporate peer critique and discussion
promote learning and increase skill sets; students learn as they pro-
vide thoughtful FB. Palloff and Pratt (1999, 2005) have noted that stu-
dents gain richer collaborative learning experiences as they reflect on
assignments and interact with colleagues about these.

Self-reflection provides students an important FB mechanism. Bain
(2004) noted that students need to gain skills in judging the quality of
their work; to judge self-knowledge against a standard and know when
more learning is needed. Tools such as journals and portfolios provide
students reflective opportunities. Self-reflection helps students learn
how to transfer concepts from theory to practice and from one context
to another (Billings, 2005).

Although most early online teaching literature focuses on the
faculty as the main FB provider, Palloff and Pratt (1999, 2005) discuss
the role of diverse course members in supporting and developing the
learning community. As students learn from one another and become
more independent learners, they gain skills that serve in lifelong learn-
ing. Examples of how diverse FB modes are integrated into an online
teaching with technologies course are provided in Table 11.3.
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TABLE 11.3 Examples of Feedback in an Online Teaching With
Technologies Course

Precourse: The course is designed so that module activities and assignments
maximize feedback (FB) opportunities. Multiple FB modes such as
opportunities for automated quizzes, case studies, student self-reflection, and
peer involvement in FB are incorporated. Additionally, selected assignments
are designed to invite FB from the broader community; for example, guest
speakers provide readings and discussion questions and then provide FB on
the discussion specific to their specialty. Applied assignments are integrated,
and students self-reflect, share, and compare what they have gained from
assignments. A major project is completed in successive parts, allowing stu-
dents to build on progressive FB. Also, there is attention to when timing of
assignments and FB are most needed.

Introductory materials: As the course begins, a group e-mail is sent, inviting
students to class and providing information for beginning the course. An
introductory module is provided with information about FB, including
what format FB will take and when it can be expected. Suggestions for how
students might best participate and use FB in the online course are included
in the module. Feedback purpose in the course, students’ roles in FB, and
clear identification of how, when, and where FB can be anticipated are
included. Self-reflection is integrated into the first course module; students
self-assess on their own goals for the course and how their goals match with
the stated course goals. After student introductions are received, group FB
is provided as to broad characteristics of the students making up the course
learning community.

Ongoing faculty process: Group FB is provided from faculty at least weekly,
summarizing key points of the module, the learning community activities,
and project achievements. Additionally, an introduction to the upcoming
week’s content and activities is provided. Group FB often incorporates
selected points from individual student’s earlier discussion comments. At
the end of each module, students complete evaluations that incorporate
reflections on the most important points they have learned from the
module and related assignments, providing faculty an opportunity to
comment on course progress as a whole. At midterm, faculty provide each
student an individualized FB summary based on a rubric; this is used as
an opportunity to further encourage and challenge students specific to
ongoing project work.

(continued)
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TABLE 11.3 Examples of Feedback in an Online Teaching With
Technologies Course (continued)

Peer FB is integrated into the course as part of online discussions and student
sharing of applied assignments. A detailed rubric is provided as preparation
for student dyads to share FB with one another on selected aspects of their
course projects. Applied assignments also allow students to work with men-
tors on selected projects and gain FB from these individuals.

Course completion activities: Student portfolios are used to showcase course
projects. As the course comes to an end, in addition to traditional course
evaluations, a summary module integrates students’ postcourse self-assess-
ments and reflections on accomplishments consistent with and beyond initial
course goals. Final grade summaries are e-mailed to individuals with chal-
lenges as to possible future goals regarding the completed course project.

Note: These strategies provide examples of how diverse feedback modes can be integrated
into course design and faculty teaching. Examples are taken from an online graduate course.
Teaching with Technologies (Bonnel, Wambach, & Connors, 2005).

Benefits of New Approaches to Feedback

There are new ways to think about online course FB to students. Gilbert
(2005) suggests that an online course is not a commodity such as a
pizza that can be delivered to any group of students; student and fac-
ulty interactions such as FB make the course work for diverse student
groups. Faculty direct and teach via the FB they provide and the
resources for further learning they share as a part of FB.

Further study as to what FB characteristics best support student
success and satisfaction and that promote efficient, effective use of
faculty time is recommended. With the extensive use of e-mail and
online discussions, text-based communication is a critical area for fur-
ther study. As further online technologies evolve, new FB opportunities
emerge; concepts discussed within this chapter are done so broadly to
provide continued study direction.

There are benefits to looking at FB in new ways. Faculty gain a
toolbox with diverse FB strategies, pay attention to assignment structure
to promote good FB opportunities, ask students for a commitment to
participate in FB via self-assessments and peer review, and gain strategies
to encourage student goal setting. Wood (2005) indicated that a quality
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course must be timely, relevant, and responsive to specific learner
needs; good FB provides faculty opportunities to make this happen.

In this new way to think about online course FB, the entire learn-
ing community contributes and benefits. Students gain skills for life-
long learning, and faculty can focus their FB time in ways that are most
helpful to students. Feedback is a complex concept; used in conjunc-
tion with other best practices, it is a tool to foster student satisfaction
and promote online learning.
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Chapter 12

Teaching Strategies to Facilitate Nursing
Students’ Critical Thinking

Janice J. Hoffman

tent and competencies required of new graduates upon entry

into professional practice, usually in a hospital setting. Today,
new graduates begin their first professional nursing positions in diverse
settings, from outpatient ambulatory care to specialized intensive care
units, all requiring very different skill sets and knowledge. Because
the content is too exhaustive to teach everything to students, the goals
of undergraduate nursing education have shifted to the preparation
of thinkers and lifelong learners. As described by Jones and Brown
(1991), “nurse educators can no longer provide a sufficient knowledge
base of facts to circumscribe professional nursing practice. Not only
are there far too many facts, but there are far too many facts which
become erroneous over time” (p. 533). They go on to describe the
dynamic nature of health care and how the increasing technology and
complexities of care required of many clients demand higher-order
thinking skills (Jones & Brown, 1991). More attention is being given to
learning how to learn as the primary focus of adult education (Billings
& Halstead, 2005). Increasing complexities of the health care envi-
ronment and the rapid changes in the delivery of health care demand
that nurses master complex information, effectively use technology,
and skillfully coordinate a variety of health care experiences for their
patients.

Traditionally, undergraduate nursing curricula focused on con-
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Critical thinking is considered essential to the provision of safe,
appropriate, relevant care to clients in a variety of settings in a practice
discipline such as nursing. The importance of critical thinking is directly
related to the complexity of the current health care environment, as
well as to ever-changing and expanding technologies. Synthesis and
integration of multiple forms of knowledge are required for effective
clinical decision making (Kramer, 1993). Registered nurses need criti-
cal thinking abilities to provide safe, competent, skillful care to clients
(Brunt, 2005; Kataoka-Yahira & Saylor, 1994). For these reasons, nurs-
ing education has attempted to address the need for developing criti-
cal thinking in nursing students by making it one of the essential core
competencies for nurses in the 21st century, as identified by the Ameri-
can Association of Colleges of Nursing (AACN, 1998) and the National
League for Nursing Accreditation Commission (NLNAC, 2005). These
competencies underlie independent and interdependent decision-mak-
ing critical for effective clinical judgment (Beckie, Lowry, & Burnett,
2001).

In this chapter I present several practical teaching strategies that
can be used to facilitate critical thinking. Based on research findings
and experiences with these strategies in an undergraduate nursing cur-
riculum, a discussion of reading assessment and strategies, case stud-
ies, and questioning are presented as approaches to facilitate nursing
students’ critical thinking.

Reading Strategies

In a study of 437 undergraduate nursing students in a large East Coast
university, reading comprehension was found to be significantly related
to changes in critical thinking, successful progress through the nurs-
ing program, and first-time National Council Licensure Examination
for Registered Nurses (NCLEX-RN) success (Hoffman, 2006). These
findings are consistent with those of Abdur-Rahman, Femea, and
Gaines (1994), who found a significant relationship between reading
comprehension and program completion and graduation in a study of
associate degree students. Rubino’s (1998) research also found statisti-
cal significance between reading skills and first semester grade point
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average (GPA), persistence to second year, graduation, and performance
on the NCLEX-RN.

Because nursing curricula are reading intensive, and reading is
a major teaching—learning strategy used in nursing education, these
research findings have implications for nurse educators. Not only is
reading required for class preparation, independent reading is required
as students prepare for clinical assignments. Often clinical assignments
include health issues or disease processes that have not been taught in
class. For this reason, students must be capable of reading and under-
standing disease processes, pathophysiology, diagnostic procedures,
and treatment modalities, and applying this content to the nursing
care of their assigned patient. This clinical preparation process requires
sound reading skills and critical thinking skills to apply content to the
care of the assigned patient.

Reading comprehension is a skill that can be facilitated and im-
proved with screening of students during the admission process. Stu-
dents with weaknesses in this area can be identified, and strategies to
facilitate and improve reading comprehension can be implemented ear-
lier in the nursing program. Many nursing programs require either SAT
or ACT scores for admission, and these scores may assist in identifying
at-risk students. Other nursing programs use products like the Nurse
Entrance Test (NET) (ERI, Inc.), a test that includes scores on reading
comprehension. With early identification and remediation for students
with documented weaknesses in reading, their success in the program
is facilitated (Beeson & Kissling, 2001). Student retention is of vital
importance in light of the current nursing shortage, and it is imperative
that schools of nursing admit and support those students with the great-
est potential for academic success.

Once students are in the nursing program, there are a number of
reading strategies that can be successfully implemented. Fopma-Loy
and Ulrich (1999) describe a teaching strategy designed to improve
critical thinking through directing the students’ reading assignments.
Seventeen reading prompts are used, and at least one of them is
assigned to reading assignments in both beginning and advanced nurs-
ing courses. Prompts include activities such as (a) writing a paragraph
about what the student thought the reading was about based on the title
(asking the student to acknowledge their assumptions); (b) identifying
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content they did not understand from the reading and describing how
they sought to find the answers; and (c) writing a summary, describ-
ing the significance, and identifying three unanswered questions they
had after completing the reading. The premise of this strategy is that
greater structure and direction regarding reading assignments contrib-
ute to development of critical thinking skills. The prompts require the
students to identify assumptions, recognize relationships, evaluate evi-
dence, make inferences, and analyze conclusions, all aspects of critical
thinking.

The anecdotal findings of this study indicated that “after initial
implementation of the prompts, faculty observed that students’ level of
preparation for the class and engagement in class discussion of read-
ings had increased” (Fopma-Loy & Ulrich, 1995, p. 11). Feedback
from most students was positive; they described the use of the read-
ing prompts as increasing their understanding of the readings, helping
them apply the content, requiring them to question what they were
reading, and often focusing their reading on evaluating and critiqu-
ing the reading assignment, not merely reading for understanding and
comprehension. This strategy facilitates the students’ use of higher cog-
nitive skills of analysis rather than knowledge and comprehension. The
students can use this skill in focused, directed reading once they enter
practice and read content related to their area of nursing practice.

Nursing curricula continue to require large amounts of reading in
preparation for classes, and students need reading skills to make sense
of new knowledge, critically think, and provide safe, competent patient
care during their clinical courses. Very often the content being taught
in class is not the same as the patient population that the student is
assigned to in the clinical setting. Preparation for clinical assignment
requires the student to be capable of independent reading in order to
plan and implement individualized, relevant care for a patient with a
diagnosis or procedure that has not been presented in the concurrent
nursing class. Reading skills and comprehension are requirements for
nursing students and practicing nurses to maintain competence in
the ever-changing health care environment. Additionally, these are
strategies that foster critical thinking (Davidhizar, Bechtel, & Tiller,
1999; Fopma-Loy & Ulrich, 1999; Oermann, 1997). “Reading and writ-
ing can assist the learner in selecting useful viewpoints that promote
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learning, to associate personal experience with the literature that makes
sense to her/him, and to use reflective thinking that initiates in depth
exploration” (Chen & Lin, 2003, p. 138).

Case Studies

One teaching method frequently described in the nursing literature
as effective in encouraging critical thought is the case study (Jones &
Sheridan, 1999; Neill, Lachat, & Taylor-Panek, 1997). Case studies
“encourage students to work through problem situations, generate
hypotheses, and test these hypotheses against relevant literature and
personal experiences within the context of a caring framework. It
offers students opportunities to discuss real-life situations and nurs-
ing challenges in a safe environment and stimulates students to think
critically since cases offer no concrete answers” (Chen & Lin, 2003,
p. 138). Ferrario (2003) points out that another advantage of the case
study is that it promotes reflection, teacher—student dialogue, and
group discussions.

The case study approach is a type of problem-based learning,
which is effective for promoting critical thinking. Using problem-
based scenarios, students may work in small groups (that promote
dialogue) and focus on solving real-world problems while at the same
time exploring their own learning needs. The teacher uses questions
to guide students’ interpretative thinking skills, explicit and implicit
assumptions, and inferences. This strategy fosters students taking more
responsibility for their learning (Thorpe & Loo, 2003, p. 10). This type
of teaching—learning strategy is particularly valuable in clinical set-
tings where either preconferences or postconferences are conducted.
Real problems, based on the students’ actual experiences in caring for
patients, can be used as the focus for discussions. These discussions
provide immediate evaluation and feedback about the problem under
discussion.

In the Adult Health Course of the undergraduate baccalaureate nurs-
ing program where I teach, case studies are used. Posted on the course
Web site at the beginning of the course are case studies that students are
encouraged to review prior to discussion in class. Even with large class
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sizes—for example, 80 students—this strategy promotes student partici-
pation and active learning in the class. Additionally, some students form
study groups, and the case studies are used for review and exam prepa-
ration. Based on student responses to the case studies, the teacher can
give immediate feedback about how well the students understand the
concepts under discussion, and provide further clarification if needed.

The focus of case studies is application of knowledge rather than
simple recall of content. Because this course is in an integrated cur-
riculum, students have previously completed courses in pathophysiol-
ogy and pharmacology, and the case studies are developed to provide
the students with opportunities to apply previously learned content.
Table 12.1 presents an example of a case study used in the Neuro-
sciences content. After a brief clinical scenario is presented, the case
study continues with a series of questions for the student to address.
The questions are at the application and analysis level and require the
student to explain the hows and whys of clinical presentation, ordered
treatments, and nursing priorities.

Although the majority of students find this approach a challenging
yet positive teaching strategy, students who prefer the traditional lecture
may not necessarily appreciate this strategy. To address their learning
style, these students are encouraged to complete the class objectives
prior to coming to class. Because these objectives represent the specific
content, they provide the students with notes for review and study that
are similar to the lecture notes to which they are accustomed.

Rowles and Brigham (2005) offer the following guidelines for
effective use of case studies:

1. The case study needs to focus on the most important concepts
to be learned

2. Because case studies may not have one right answer, the
teacher must consider alternative responses and be able to
say, “I had not considered that action, let’s discuss further.”

3. The learning environment needs to be open, safe, and non-
threatening to facilitate students’ participation

4. All students should be engaged in the learning activity if class
size allows

5. Summarization of key points is essential to ensure that the
students take away the most important concepts
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TABLE 12.1 Sample Case Study

Mr. Kelly is admitted with evaluation for recurrent headaches. A 57-year-old
retired Navy officer, he currently works as a tax advisor. On admission, he is
alert and oriented x 3. His gait is slow, but steady.

1. What additional assessment data would the nurse collect on this patient?
Mr. Kelly is scheduled for a head CT with contrast.

2. What are the nursing implications for this procedure?
The CT reveals a 5 x 8 cm irregular mass in the left frontotemporal area.

3. Based on the location of this tumor, what clinical manifestations
should the nurse monitor?

Mr. Kelly is scheduled for a craniotomy.

4. Describe the preoperative teaching required for this patient and his
family.

Mr. Kelly undergoes a craniotomy for debulking of his tumor. Initial tissue

analysis indicates a high-grade glioma.

5. Describe the pathophysiology of this tumor and its chances of
recurrence.
Mr. Kelly is transported to the Neuro Intensive Care Unit.

6. In reviewing Mr. Kelly’s postoperative orders, the following are noted:
Assess LOC and GCS every 1 hour for 4 hours, then every 2 hours for 2
hours, and then every 4 hours if stable

IV 0.9% normal saline at 50 cc/hr

Bedrest with head of bed elevated 30°

Maintain head and neck in good alignment

Decadron (Dexamethasone) 10 mg IV every 6 hours times 4 doses, then 4 mg
IV every 6 hours for 48 hours, and then initiate Decadron (Dexamethasone)
taper protocol.

Pepcid (Famotidine) 20 mg IV every 12 hours

Dilantin (Phenytoin) 300 mg IV BID

Colace (Docusate) 100 mg prn for constipation

Codeine 15-30 mg every 6 hours prn

7. What are the rationales for each of the ordered therapies?
Mr. Kelly is scheduled for radiation therapy.

8. Describe teaching related to this therapy.
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While the case study approach is valuable in guiding the student
to apply content to analyze specific clinical issues, it also provides a
framework for approaching new and unknown situations in actual
clinical situations. The focus is on correlation of clinical manifestations,
treatment modalities, and patient outcomes to the presenting clinical
condition to better understand the big picture of the patient. This is
valuable to students’ weekly clinical preparation for clients with new
diseases because it also provides a practical approach for use in practice
as a new graduate nurse.

Questioning

Asking students to answer questions is an age-old method for evalu-
ation of student preparation and learning. Unfortunately, there is lit-
erature to suggest that lower-level questions, requiring only the recall
of information, are used by many teachers (Packer, 1994; Profetto-
McGrath, Smith, Day, & Yonge, 2005; Sellappah, Hussey, Blackmore,
& Murray, 1999; Wink, 1993). Higher-level questions are integral to
facilitating the critical thinking skills of nursing students in the clinical
setting (McGovern & Valiga, 1997; Rossignol, 1997).

Questioning strategies are cited in the nursing literature as
effective strategies to increase critical thinking. House, Chassie, and
Bowling (1990) encourage the use of probing and higher levels of cog-
nitive processing for the stimulation of critical thinking. In a study
by Sellappah and colleagues (1998), the use of higher cognitive level
questions by the teacher led to an improvement in critical thinking,
clinical decision making, and problem solving as measured by clini-
cal evaluations of students. Questioning strategies are important skills
in relation to learning outcomes. King (1994) specifically addresses
the learner’s use of self-questioning as a cognitive strategy that results
in better comprehension and understanding as the knowledge and
achievement product.

When I teach a group of nursing students in the clinical setting, I
always tell them on the first day of their clinical experience, “I am going
to ask you questions until you do not have the answer.” Although that
statement is often met with quizzical and anxious looks, I explain that
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if T ask them only what they already know, then they have not learned
anything new that day, and the time has been wasted. I try to decrease
the anxiety this discussion causes by reassuring them that we will find
the answer together. This is an effective strategy to foster independence
in the students and to expose them to the real world of nursing they
will most definitely face upon graduation. It is important to allow stu-
dents opportunities where they have to find answers for themselves
while in the clinical setting, not always at home the night before during
clinical preparation.

Higher-level questions require the student to apply content and
to synthesize and evaluate information. In the clinical setting, these
questions can be posed by the student as well as the faculty. Types
of higher-level questions that I have found useful in the clinical set-
ting include “What if,” “How,” and “Why” questions. For example,
in reviewing antihypertensive medications with a student, instead of
asking for a recitation of indications, actions, and side effects, I might
ask, “How does this ACE inhibitor decrease blood pressure, and how
is this different than a calcium channel blocker?” or “What would you
do if your patient complains of lightheadedness and visual changes
45 minutes after this medication is given?” These types of questions
require the students to think about the actual situation and form a
response that uses their knowledge (application) of the medication.

Questioning is also integrated into my clinical objectives and con-
ferences. This strategy is used to assist the student in applying content
being presented in class with the care of actual patients in the clinical
setting. As mentioned previously, many times students are assigned to
provide care to patients with disease processes that have not been previ-
ously discussed in class. By posing specific questions related to what is
being taught in class, I provide opportunities for the students to apply
didactic content to their clinical practice. For instance, if the classroom
content that week was on care of a patient with renal disorders, I would
include the following questions with the students’ clinical objectives:

1. Describe your patient’s current fluid-electrolyte status and
compare with assessment findings.

2. What is your assessment of your patient’s renal status, based
on BUN and serum creatinine levels?
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3. I BUN or creatinine levels elevated, correlate to patient’s disease
process or treatment modalities.

4. What risk factors in your patient’s history or current treatment
plan increase his risk for renal compromise? Why are these
significant?

These questions require the student to correlate clinical findings
with textbook descriptions and apply this content to the care of their
assigned patients. Additionally, with multiple students presenting dif-
ferent patients, learning is facilitated as each student is given the oppor-
tunity to discuss his or her patient with the clinical group.

Rowles and Brigham (2005) suggest the following tips to maximize
the effectiveness of questioning as a strategy to foster critical thinking:

1. Questions must be at a higher level than required for rote recall
and memorization.

2. Teachers must be comfortable and prepared to lead the
discussion and to have well-prepared answers in the event the
students do grasp the key points.

3. Questions should be provided in advance of the class to allow
sufficient time for preparation and reflection.

4. A safe, open learning environment is required to facilitate
student participation.

Summary

Nurses must possess critical thinking competencies in order to main-
tain pace with the ever-changing treatment modalities and technologi-
cal advances. Outdated teaching methodologies based on content and
knowledge must be replaced by a focus on outcomes, such as critical
thinking. Nursing faculty responsible for student learning in classroom
and clinical settings must be equipped to assist students in learning
“how” to find the answers, not merely “what” are the answers. Nurses
must recognize that it is an expectation of professional practice that they
update and maintain their competency and knowledge base. Due to the
increasingly complex health care environment, memorization of facts
is no longer sufficient, because there are too many facts to memorize
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and what is memorized quickly becomes outdated. Equipping nurs-
ing students to be engaged and independent in their learning is essen-
tial to critical thinking, lifelong learning, and maintaining competency
in order to provide safe nursing care. Teaching strategies that include
directed reading, case studies, and questioning can be valuable in not
only assisting the student to learn new materials, but also as approaches
to thinking that can be used independently in the practice setting after
graduation.
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Chapter 13

Evidence-Based Practice in the Nursing
Curriculum: Ponderings on Design
and Implementation

Nola A. Schmidt

in nursing. Currently, evidence-based practice (EBP) is emerg-

ing as the best option for change. As educators, we are account-
able for maintaining a curriculum that is in tune with these changing
times. In this chapter, I explore how EBP can be threaded through
an undergraduate curriculum. After providing a brief overview of EBP,
I describe student outcomes, curricular changes, and teaching strate-
gies for incorporating EBP content in a nursing curriculum. I conclude
with suggestions for developing expertise for teaching EBP. Although 1
teach in a baccalaureate program, many of the ideas presented regard-
ing content, teaching strategies, and teaching expertise are appropriate
for any prelicensure nursing program or could be adapted for graduate
education as well.

The integration of research and practice is an ongoing challenge

Overview of Evidence-Based Practice

Chances are the concept of EBP is not new to you. There exist a number
of definitions and models for EBP. Although the purpose of this chap-
ter is not to provide a discourse on EBP, it is helpful to have a defini-
tion and framework as a starting point. Ingersoll’s (2000) definition of

237



238 CLINICAL NURSING EDUCATION

EBP, “the conscientious, explicit, and judicious use of theory derived,
research-based information in making decisions about care delivery
to individuals or groups of patients and in consideration of individual
needs and preferences” (p. 152), offers a precise and succinct starting
point. The steps for creating EBP are listed in Table 13.1. Conceptual-
izing EBP using this definition and these steps has the advantage of
simplicity so that EBP can be easily integrated with existing conceptual
models for nursing curriculum. Perhaps in conceptualizing EBP in this
manner, one may find that integrating EBP into nursing curriculum will
not be as big a challenge as it is perceived to be. Although there are many
similarities among the steps of EBP and the research process, there are
some differences that can have ramifications as a curriculum is devel-
oped. For example, student competencies for an outcome that expects
students to proceed through the steps of the research process to generate
new knowledge would be different from the competencies needed by
students to answer clinical questions to identify best practices. Although
students will need knowledge of research principles and methods, the
application of that knowledge differs between EBP and research.

Student Outcomes

Over the years of curriculum development, I have found that the
end often offers an excellent starting point. A good place to begin

TABLE 13.1 Steps of Evidence-Based Practice

Step 1 Ask a relevant clinical question.
Step 2 Efficiently collect the most relevant and best evidence.
Step 3 Critically appraise evidence for its validity, impact, and

applicability to clinical practice.

Step 4 Integrate the critical appraisal, own clinical expertise, and patient
preferences and values to make a decision about practice.

Step 5 Evaluate the practice decision or change.

Adapted from Melnyk, B. M., & Fineout-Overholt, E. (2005). Evidence-based practice
in nursing and healthcare: A guide to best practice. Philadelphia: Lippincott, Williams, &
Wilkins, p. 9, and Straus, S. E., Richardson, W. S., Glasziou, P., & Haynes, R. B. (2005).
Evidence-based medicine: How to practice and teach EBM (3rd ed.). Edinburgh: Churchill
Livingstone, pp. 3—4.
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discussions about curricular change is by asking, “What kind of nurse
do we want to graduate into practice?” or “What should this graduate
nurse be able to do?”

Program Terminal Objectives

As Dufault (2001) notes, “Advances in research are meaningless un-
less they reach clinicians at the point of care” (p. 1). It follows that,
regardless of their prelicensure preparation, nurses are accountable
for linking research to the patient care they provide. Although asso-
ciate degree programs lack substantial content on nursing research,
this need not prevent these programs from including content on EBP.
Thus, the following can be included as a terminal objective: The grad-
uate will use evidence-based findings to provide and evaluate nursing
care. Most programs probably already contain a similar terminal ob-
jective or one that could be easily adapted to integrate EBP.

Student Competencies

The next logical step in curriculum revision is to consider what
knowledge and skills students must master to achieve the program
objective. Burke and colleagues (2005) and Schmidt and Brown
(2007) have proposed student competencies for EBP that are shown
in Table 13.2.

The four competencies by Burke and colleagues (2005) are leveled,
one for each year of study in a baccalaureate program. One strength of
their work is that the authors developed competencies that lend them-
selves to a variety of teaching strategies in both didactic and clinical
learning situations. Another strength is that the competencies dem-
onstrate a building of knowledge and skill. This allows students time
to process information and acquire proficiency. A disadvantage is that
many nursing programs do not offer lower-division nursing courses;
however, if nursing courses are limited to upper divisions, there are
four semesters for leveling of the competencies. Another limitation of
their competency set is that the competencies fail to address all of the
steps of EBP (Table 13.1).
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TABLE 13.2 Undergraduate Student Competencies for Evidence-

Based Practice

Burke and colleagues (2005, p. 359)

Schmidt and Brown (2007)

Demonstrate beginning competence
in accessing appropriate and relevant
information.

Demonstrate beginning competence
in accessing research-based evidence

relevant to identified clinical problems.

Critically appraise research evidence
to apply findings to clinical practice.

Read and evaluate research reports
and data-based articles, synthesize
findings, and evaluate their
applicability to practice.

Articulate how evidence-based
practice can lead to positive patient
outcomes.

Recognize clinical problems that
can be addressed through evidence-
based practice.

Recognize clinical problems that
can be addressed through evidence-
based practice.

Conduct an advanced search of the
literature.

Analyze components of the research
articles.

Evaluate the strength of research
findings.

Synthesize evidence to determine
best practice.

Write an evidence-based practice
policy.

Create an implementation plan for
changing practice.

Disseminate information through
oral and poster presentations.
Appreciate how collaboration serves
the community.

Develop group process skills: col-
laboration, leadership, negotiation,
and time management.

Burke, L. E., Schlenk, E. A., Sereika, S. M., Cohen, S. M., Happ, M. B., & Dorman, J. S.
(2005). Developing research competence to support evidence-based practice. Journal of Profes-

sional Nursing, 21, 358-363.

Schmidt, N. A.; & Brown, J. M. (2007). Use of the innovation-decision process teaching
strategy to promote evidence based practice. Journal of Professional Nursing, 23, 150-151.
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The competencies by Schmidt and Brown (2007), originating
as a teaching strategy for fostering EBP in a baccalaureate nursing
research course, are process oriented. These competencies are based
on Rogers’s (2003) model of diffusion of innovations. One advan-
tage in this approach is that the use of a theory is consistent with
Ingersoll’s (2000) inclusion of “theory derived” in the definition of
EBP. Despite that the model of diffusion of innovations is a bor-
rowed model, it has been used widely in nursing research utilization,
and the five steps of Rogers’s model are similar to the five steps of
EBP (Table 13.1). The competencies for EBP identified by Schmidt
and Brown (2007) address the five steps of EBP and could be used
as outcomes of a nursing research course or leveled through courses
in the curriculum.

The competencies offered by Burke and colleagues (2005) and
Schmidt and Brown (2007) are a good beginning for transitioning cur-
riculum to EBP. Emphasis is placed on obtaining, reading, analyzing,
synthesizing, and applying findings from research reports. Since these
activities are time consuming, students also need competency in locat-
ing and using synthesized sources of evidence.

Curricular Changes

Once student outcomes and competencies are identified, faculty must
then include EBP content as they redesign and implement courses.
Attention should be given to the program’s conceptual model while
competencies and content are integrated throughout the curriculum.
Integrating EBP in a nursing curriculum requires additions or deletions
of content in the curriculum.

Additions of Evidence-Based Practice Content and Learning Activities
to Curriculum

In addition to developing skill in searching the Cumulative Index of
Nursing and Allied Health Literature (CINAHL) and Medline, students
need content in the curriculum about finding evidence from system-
atic reviews and other syntheses of the research. Librarians can play
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an important role in devising teaching strategies to hone students’
search skills (Klem & Weiss, 2005). Librarians can assist in identifying
resources, providing guidance on library acquisitions, and instruct-
ing faculty and students about search methods. Additionally, they can
be involved in integrating information skills throughout the curricu-
lum, using their expertise to identify learning objectives and formulate
teaching strategies.

Instruction about systematically searching for evidence is para-
mount. Straus, Richardson, Glasziou, and Haynes (2005) describe a
pyramid, with systems at the top, followed by synopses, then synthe-
ses, with studies forming the base. Since the purpose of an EBP search
is to answer clinical questions and to efficiently find information, they
recommend beginning the search for information at the top and work-
ing down the pyramid. They define systems as an arrangement in
which evidence-based information is integrated and summarized and
then linked to the electronic medical record by the specific circum-
stances of a particular patient. Since these types of systems are only in
prototype forms, students need to learn to continue the search to the
next level of evidence.

Synopses provide brief overviews of synthesized findings. Within
the last few years, a variety of evidence-based journals have emerged
that summarize valid and clinically useful studies (DiCenso et al., 2005;
Melnyk & Fineout-Overholt, 2005; Straus et al., 2005). Students need
to learn about these journals and how these sources can be used to
gather evidence to answer their clinical questions. When synopses are
not published about the problem in question, nursing students will
need to find evidence from syntheses, the next step down in the pyra-
mid. Students will need to learn how to access databases that offer
syntheses, such as those found in the Cochrane databases and through
agencies such as the Agency for Healthcare Research and Quality and
the Joanna Briggs Institute. When evidence is not available from sources
such as these, students need to be prepared to continue the search using
CINAHL and other databases for studies and to critically appraise the
evidence they find.

It is important to teach this content early in the program so that
students can master the skills and make obtaining evidence part of
their routines. Waiting until an upper-level nursing research course
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would not allow students to use their skills for assignments in
other courses. Content could be presented during an orientation to
the library, in an introductory or fundamentals course, or as part of
a course on informatics. Burns and Foley (2005) report using two
sequential freshman introductory nursing courses to introduce basic
concepts and EBP skills. Students receive two lectures and two assign-
ments. In the first assignment, students read an assigned article about
hand washing and critique the article using a faculty-designed instru-
ment. They write a review, which they discuss in small groups. The
second assignment involves students searching for full-text literature
on an assigned topic.

Since EBP is about answering clinical problems, I believe that clini-
cal experiences are the mainstay of EBP. Clinical experiences take EBP
out of the realm of the hypothetical by engaging students in the pro-
cess of using clinical judgment and actual patient preferences. Students
could be expected to formulate a clinical question and find evidence to
answer it while in the clinical setting or later when they reflect on their
patient care. Once the students have the evidence, they can consider
that evidence using clinical judgment and their patients’ preferences, ar-
riving at some conclusion about what will be included in patients’ plans
of care. Adding objectives that require students to demonstrate EBP in
the clinical setting would not require any major curricular changes and
would provide an excellent way to induce students to embrace EBP

In most curriculums, students are required to complete preclini-
cal and postclinical assignments. Many of these assignments require
students to provide rationales for nursing care appropriate for their
patients. Sometimes this involves only a citation from the textbook,
with the occasional research article or Web site included. Although
textbooks are good sources of background information, they may not
have up-to-date evidence incorporated in them. To fully transition
to EBP, we need students to be citing syntheses and other evidence
sources as well. Expectations for providing evidence for rationales could
be leveled. For instance, as lower-division nursing students are beginning
to develop their knowledge base, faculty members could expect to see
more rationales cited from the textbook. However, as students’ knowl-
edge base increases, their ability to cite from other sources should de-
velop proportionally.



244 CLINICAL NURSING EDUCATION

Course content needs to be updated to include the latest evidence.
For example, during lectures faculty members can integrate evidence and
their sources in presentations, pointing out to students when the latest
evidence is different from information contained in their textbooks. An
approach such as this may avoid quibbling over what the book says when
exam questions are reviewed. Another advantage to this forward approach
could be that students will begin to appreciate how dated textbook infor-
mation can be while raising awareness about other sources for EBP

Another curricular change would be the addition of a course de-
voted entirely to EBP. The content could be directed toward the student
competencies. Placing such a course early in the curriculum would be
preferred so that students could implement EBP strategies throughout
their other courses. Subsequent clinical experiences could build EBP
activities into them after this content is presented. However, this ap-
proach is limited by other credit demands within the curriculum.

For curriculums that require a statistics course, an option would be
to delete that requirement and substitute content on EBP. The major ratio-
nale for a statistics course is to prepare students for a course about nursing
research. But evidence suggests that there are no correlations between
grades achieved in a statistics course with grades achieved in a nursing
research course and graduating grade point average (Grace & D’Aoust,
2006). Teaching students about the purposes of statistical tests and how
to interpret them, rather than calculate them, could then be included with
EBP content. Content on confidence intervals would be necessary since
these statistics are frequently reported in evidence-based articles.

Another approach to adding EBP content to curriculum is by modi-
fying the nursing research course. The nursing research course could be
altered to shift the focus to EBP, including those methods and principles
of research that are important for critically appraising findings. Table
13.3 contains a suggested list of content that would be needed in a nurs-
ing research course with an EBP focus. While there may be concerns
about limited content on the research process, Straus and colleagues
(2005) include in their top 10 mistakes for teaching EBP the emphasis
on how to do research over how to use research. This approach could
eliminate the need for an additional course. To lay a foundation for EBP
in clinical courses, this would best be placed early in the curriculum.

Leadership or management courses offer another option for inte-
grating EBP learning (Killeen & Barnfather, 2005): EBP content can
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TABLE 13.3 Key Principles and Methods of Research in a Nursing
Research Course With an Evidence-Based Practice Focus

Topic Key Content
General History of nursing research
Ethical implications of research
Research questions Asking relevant clinical questions
Review of the literature Searching for evidence
Theory Relationships among theory,
practice, and research
Data collection Data collection methods
Measurement and error
Design Control
Types of design
Threats to designs
Sampling Representativeness
Sampling methods
Adequate sample size
Data analysis Interpreting findings and tables

be linked with theoretical content regarding change and diffusion of
innovations. Using the conduct and utilization of research in nursing
(CURN) model, students paired with managers and clinical teaching
associates implement an EBP project. Projects can be sustained with a
variety of students over multiple semesters since most projects cannot
be completed in a single semester.

Teaching Strategies for Fostering Evidence-Based Practice

The next step for integrating EBP content into curriculum would
be to incorporate student learning experiences supporting EBP into
coursework. In a recent survey conducted by the National League of
Nursing, more than 88% of faculty responding to a national survey
indicated that their programs provide learning experiences that foster
EBP (Ironside & Speziale, 2006). The following suggestions are offered
for consideration.
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One way to integrate EBP into clinical teaching experiences is to use
an educational prescription (Melnyk & Fineout-Overholt, 2005; Straus
et al., 2005). I have adapted suggested ideas (Melnyk & Fineout-Over-
holt, 2005; Straus et al., 2005) to create an educational prescription for
the clinical setting (Figure 13.1). When students identify clinical prob-
lems, the faculty member can assist students with the patient popula-
tion—intervention of interest—comparison intervention—outcome (PICO)
method to formulate clinical questions, which are written on the prescrip-
tions. Students search for evidence to support an intervention, recording
their findings on the prescriptions. This design of the educational pre-
scription has the added benefit of incorporating clinical judgment and
patient preferences. Students then can briefly discuss their findings with
nurses or the faculty member with whom they are working. If appropri-
ate, students could subsequently share their findings with patients. Prac-
tice decisions based on all three attributes of EBP are made. During post-
conference, students present their prescriptions by discussing how the
process proceeded and their rationales for the clinical decisions made.
I find this strategy especially effective for students with less-demanding
patient care days; however, students will need Internet access in order
for them to implement this strategy on the unit.

As mentioned previously, the addition of evidence as part of the
rationales for patient care is another way to integrate EBP into student
work. Rationales could be presented in care plans, teaching plans, oral
presentations, and other papers.

Assignments also could include having students write a critically
appraised summary (CAS) (Straus et al., 2005), a one-page summary
of evidence, much like the summaries I receive as updates to my drug
book in my PDA. The components of a CAS are identified in Table
13.4. Critically appraised summaries can be disseminated to other stu-
dents, keeping them up to date on best practices. Writing CASs also
hones students” writing skills by requiring them to provide important
information in a succinct and clear manner.

In addition to the use of written communications, Ciliska (2005)
suggests that students practice delivering oral synopses of their stud-
ies. Students need to become adept at quickly transmitting important
information to work colleagues or managers. Inclusion of the pur-
pose, major findings, methodological strengths and weaknesses, and
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Educational Rx

P (patient):

I (intervention):
C (comparison):
O (outcome):

Clinical Practice Question:
Findings with citations:
Clinical judgment:

Patient preferences:

Practice decision:

Discussion will include:

Search strategy and results

Validity and significance of this evidence
Your thinking behind the practice decision
Your evaluation of this process

FIGURE 13.1 Education prescription for evidence-based practice.

decisions about application to practice are recommended as topics to
be summarized.

Many of the teaching strategies used in the past to facilitate
research utilization could be adapted to EBP. Activities such as round
tables (Caramanica et al., 2002; Dufault, 2001; Maljanian, Caramanica,
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Taylor, MacRae, & Beland, 2002), role modeling (Camiah, 1997;
Straus et al., 2005; Youngblut & Brooten, 2001), and inviting staff to
discuss research with students (Caramanica et al., 2002) could all be
adapted to engage students in EBP. The focus of discussion would need
to shift from discussing one article to evidence summaries and synthe-
ses. Klassen, Karshmer, and Lile (2002) suggested the use of research-
based skills manuals in the lab to promote EBP.

Schmidt and Brown (2007) have proposed the innovation—decision
process teaching strategy (I-DPTS). Students are placed in small groups
to simulate being a member of an EBP team and are presented with a
clinical problem suggested by community partners in local health care
agencies. The students conduct a review of the literature, read and ana-
lyze the evidence, make a decision about best practice, write a nursing
practice policy and implementation plan, and present their findings in
both oral and poster presentations. The I-DPTS closes the loop when
student findings are shared with community partners for the purpose
of changing practice. It is possible to build on this project by having
students implement the policy change in a subsequent nursing man-
agement and leadership course.

TABLE 13.4 Format for Critically Appraised Summary

Title: Declarative sentence that states the clinical bottom line

Clinical question: Three to four components of the foreground question that
started it all

Clinical bottom line: Concise statement of the best available answer to the
question

Evidence summary: Description of the methods or results in concise form
Comments: Statements about how to use in practice or limitations

Citation: American Psychological Association (APA) style citation of evidence
Appraiser: Individual to contact if there are questions

Date critically appraised summary was developed and expiration date: So
individuals will know how old the evidence is

Adapted from Straus, S. E., Richardson, W. S., Glasziou, P, & Haynes, R. B. (2005). Evidence-
based medicine: How to practice and teach EBM (3rd ed.). Edinburgh: Churchill Livingstone, p. 221.
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Evidence-based practice projects to address clinical problems
have also been successful in clinical practicum for RN to BSN stu-
dents (Brancato, 2006). As a capstone course, students were assisted
by hospital-based preceptors to identify and answer patient care prob-
lems. Students, immersed in the EBP process, presented their findings
to the preceptor and, in some cases, a hospital committee.

Georgetown University’s Summer Institute offers another example
of how EBP can be used with undergraduate students to bridge the gap
between evidence and practice (Health & Andrews, 2006). Participants
at this institute were prepared to implement tobacco cessation inter-
ventions in their clinical practices using the U.S. Public Health Service
guidelines. This model for teaching students how to implement prac-
tice guidelines in their practice could be applied to traditional courses
and need not be limited to summer scheduling.

Patient simulations in the lab offer another avenue for teaching
EBP (Klassen et al., 2002). For instance, in a skills lab when students
are learning about catheter insertion, a scenario might be presented
in which the charge nurse, played by the instructor, mentions to the
student that she recently heard that silver-coated catheters reduce uri-
nary infections. The student conducts a search, revealing a systematic
review of antimicrobial urinary catheters (Johnson, Kuskowski, & Wilt,
2006). The student then confers with the charge nurse. Using their
clinical judgment, they decide that because the hospital does not stock
these items and because of the immediacy of the patient needing cath-
eter placement, they will use the current nursing policy and available
equipment. They agree to show their findings to the EBP committee.
The student then collects the needed supplies and performs the cathe-
terization and documents as indicated. While the simulation is in prog-
ress, time spent formulating the question, conducting the search, and
appraising the evidence could be monitored. There could be contests
to determine which individuals find the best evidence in the shortest
amount of time.

If the time in the lab is insufficient for adding the EBP component,
educational prescriptions could be preassigned to students for comple-
tion prior to the skills lab. Integrating EBP examples in lab experiences
has several advantages. First, students are introduced to EBP early in
their nursing education. Thus, they learn it is a standard practice, not
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something done if there is extra time. Second, if the search process goes
slowly, there will be no negative consequences in the lab setting since
the lab provides a safe environment where the demands for patient care
are not urgent. Third, it allows faculty members and students to get a
fair assessment of the time required to find and appraise evidence and
may change perceptions about the amount of time required for EBP,
You may be surprised to learn that once the skills are mastered, there is
not as much time involved as individuals perceive. Using a case study;,
Straus and colleagues (2005) have determined that, on average, articu-
lating the research question takes about 30 seconds once the knowl-
edge gap has been identified. They then go on to show how it takes
about 3 minutes of online searching to locate evidence from syntheses,
summaries, and studies.

Mentoring undergraduates during research projects conducted
by faculty is another strategy for building EBP (Callister, Matsurmura,
Lookinland, Mangum, & Loucks, 2005). Students may be paid research
assistants or unpaid volunteers or register for independent study credit.
Students’ skills in finding evidence, writing literature reviews, and pre-
paring presentations can be refined when faculty and students collabo-
rate on research studies.

Recognizing students for their work could also promote their
interest in EBP. Poster presentations of EBP projects at college-wide
poster sessions (Callister et al., 2005; Schmidt & Brown, 2007) or
as continuing education offerings at health care institutions (Killeen
& Barnfather, 2005) offer mechanisms for recognizing excellence.
Monetary awards for outstanding posters or paper presentations or
grants to support EBP projects could stimulate student interest about
best practices. Acknowledging EBP findings of students in college
newsletters or Web pages would provide positive feedback to stu-
dents about their efforts while disseminating information about best
practices.

Developing Expertise in Teaching Evidence-Based Practices

To teach with a focus on EBP, faculty members may need to change
some behaviors and learn some new skills. In a national survey of
baccalaureate nursing programs, qualitative findings indicated that
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faculty identified needing both computer literacy skills and informat-
ics literacy skills (McNeil, Elfrink, Beyea, Pierce, & Bickford, 2006).
As I was immersed in the EBP literature, I began to assess my teach-
ing skills and identified some areas in need of improvement. I plan to
implement the following ideas to improve my teaching. Assuming that
your approach to teaching is similar to mine, these strategies may also
be useful to you.

Change your primary sources for information. While text-
books and journals are good for providing background infor-
mation, they may not answer clinical questions that require
timely information. While maintaining subscriptions to jour-
nals in your area of expertise is critical, adding EBP resources
extends the knowledge sources for your teaching. At your in-
stitution’s library, since resources are limited, you might omit
some journal titles and substitute those with EBP resources
and databases.

Refine your ability to ask relevant clinical questions. The sec-
ond chapter of Straus and colleague’s book (2005) offers some
excellent exercises to do this. It is likely this skill will evolve as
questions are developed with students.

Change the way you search for information. Begin searching for
systematic reviews and synopses rather than individual articles.
It is important that we learn to trust in our abilities to critically
appraise evidence in this format rather than waiting until we
have obtained and read the full-text articles. Save these searches,
as there may be a need for them at a later time.

Adopt information technologies in the clinical setting. A PDA
containing textbook software (e.g., drug book) that is regularly
updated by CATs is a good way to stay current. These also can be
helpful when trying to find information related to background
questions. If the PDA has technology to search the Web, then
evidence searches on a clinical unit could be saved there.

Let the evidence find you. British Medical Journal (BM]) offers
free alerts about relevant studies. By signing up at http://bmj
updates.mcmaster.ca/index.asp, you can set parameters for the
type and level of evidence desired. Notices, sent via e-mail, con-
tain Web links to ratings and abstracts of the article.
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* On your computer and PDA, bookmark important Web sites re-
lated to EBP If your institution uses a course management system,
such as Blackboard, create links to these Web sites for students
and yourself to make it easy to access them when away from your
personal computer. These small actions can save time by avoiding
typos or having to remember the names of Web sites.

* Brush up on interpreting confidence intervals, as they are the
mainstay of EBP statistics. Borenstein (1997) discusses the dif-
ference between statistical significance and clinical significance,
which you may find useful in refining your critical appraisal
skills. The Web site of the American College of Physicians—
American Society of Internal Medicine (2001) contains a helpful
description of confidence intervals.

Conclusion

As with all change, it will take time and energy for faculty to thread
EBP throughout a curriculum. Initial indications show that positive
student outcomes result from the changes implemented. For example,
Callister and colleagues (2005) reviewed data obtained from clinical
journal entries maintained by students and identified a number of ben-
eficial outcomes from teaching EBP. Students reported an increased in-
terest in EBP, enhanced critical thinking skills, improved motivation for
continued professional development, and greater interest in pursuing
graduate education. Students indicated they would be less likely to ac-
cept practices at face value and be more questioning (Brancato, 2000).
Students have shown successful mastery of EBP concepts, as indicated
by their performance on exam questions, papers, and presentations
(Burns & Foley, 2005). Developing an appreciation for the importance
of EBP and perceiving that they learned something that can actually be
used in practice have also been conveyed by students (Brancato, 2006;
Schmidt & Brown, 2007). Although further measurement of student
outcomes is indicated, it appears that teaching students to base practice
on evidence will likely narrow the gap between research and practice
while creating critical-thinking nurses who improve patient outcomes
by solving clinical problems.
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Chapter 14

Reflections on Retirement
and Related Matters

Peggy L. Chinn

hen I was 8 years old and the year had just turned to 1950,

\ ; \ / [ was waiting for my ride home from school and pondering

the future in my 8-year-old way. “I wonder,” I recall think-

ing, “will I be alive in the year 2000? I will be 58 . . . thatis very old. . . .”

Now, I am still in many ways the same 8-year-old wondering about the

future, but a bit more confident about where my life will be in another
50 years.

Like everyone else, I still wonder how many more years I have to
walk this earth, but having retired from formal academic life in 2003,
I feel just as eager about the years ahead as the little child who won-
dered about the year 2000. My purpose in sharing my reflections on
retirement is to convey what I carry with me from my 30-year career
in nursing education, and what I have found to be important in mak-
ing the transition to retirement. It is my hope that my reflections will
inspire you to bring a bit of retirement into your active career and start
realizing some of the benefits earlier rather than later.

I actually started thinking several years ago about the kind of envi-
ronment [ wanted as I grew older. I clearly wanted to be where I could
walk a lot (mild weather conditions year-round) and use public trans-
portation much of the time. I had decided that it would be wise to
adjust to things like a smaller living space, living without pets, and close
proximity to various community services sooner rather than later, so

255
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that when the time comes that these kinds of things become necessary,
[ will have already made the adjustments. I knew I wanted to be where
I could find like-minded people with similar lifestyles but also live in a
very diverse community. As you will see when you read my reflections,
I have succeeded in building pretty much exactly what I set out to do.

The biggest surprise for me once I did enter retirement was how
intensely I wanted to shed responsibilities that tied me down. I had
expected to relish the time and freedom to tend my garden and care
for the old house I loved. Instead, when I became free from the day-to-
day responsibilities of academia, I found these things more of a burden
than pleasure and proceeded to sell off or give away as much as I could
of material possessions and therefore simplify my life. As soon as my
partner, Karen Kane, also retired, we simplified even further and moved
from Connecticut to the San Francisco Bay area.

However, those who know me realize that it is quite a misnomer
to identify myself as retired, as I still take on many professional respon-
sibilities—but only those that can be accommodated in a wandering
lifestyle and flexible time frame (facilitated, of course, by electronic
and Internet advances). Since my formal retirement from the Univer-
sity of Connecticut, I have taught doctoral courses in the United States
and Denmark, consulted on teaching and learning strategies, been
involved with doctoral student dissertations, revised two books that are
now both in their seventh editions, and, of course, continue as editor
of Advances in Nursing Science. One might say that rather than being
retired, I am now carrying a more reasonable workload. Or, this could
be interpreted as indicative of having difficulty actually retiring. Or, it
could be interpreted as a healthy transition from an intensely demand-
ing career toward full retirement. Regardless of interpretation, I know
that I really like being free from what I came to experience as insti-
tutional servitude, I enjoy the work I do in my retirement, and I love
being able to spend more time with family and friends, pursue other
interests, and participate in community projects and activities that have
meant a great deal to me throughout my life.

The sections that follow provide a glimpse into my life in retire-
ment and reflect on my preretirement career in light of the perspective
that I now have in retirement. In sharing these thoughts, I hope to open
possibilities for you to consider as you reflect on your own experience,
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perhaps reframe your experience as a nurse educator, and anticipate in
new ways your own retirement from teaching.

Freedom From Institutions

In 1980, when I was about to leave Wright State University in Ohio
and move to the State University of New York at Buffalo, Grayce Sills
and I had a memorable conversation about the merits of staying in one
place for long periods of time, even throughout a career, or moving
about as I had done (and continued to do). Grayce had remained at
the Ohio State University most of her career and was several years from
retirement at the time. I, on the other hand, had already taught in three
major universities and was not yet 40 years old. She said, very matter-
of-factly, “Some of us are stayers and others of us are leavers—neither
is better than the other—they just are.”

Grayce, a highly respected nurse leader with a commonsense
approach to issues and problems, never shies away from speaking out
and telling it like she sees it. But in the process, she manages to recon-
cile differences in a constructive way, bring opposing parties together
to reach satisfactory resolution, and remain effective in the midst of
difficult situations. I consider her to be one of my most important role
models in nursing. But her ability to stay the course in the face of diffi-
cult institutional challenges was not a talent that I ever acquired to any
satisfactory degree. Every time I moved on to another institution, I did
so primarily because a new opportunity presented itself, but it is also
true that difficult institutional challenges placed me in a frame of mind
to be particularly open to new opportunities. Each time I moved on I
left behind dear and lasting friends and colleagues who understood and
shared my frustrations but who had amazing abilities, like Grayce, to
focus on the possibilities inherent in the institution and carry on with
their lives and work.

Now, all too often I hear harrowing tales of misery and woe from
my friends and colleagues who remain employed in the hallowed halls
of academe, and I rejoice in the freedom that I now have. The tales I hear
are far too familiar—backstabbing and betrayal both within faculties of
nursing and between nursing faculties and institutional administrators;
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neglect and disrespect for the perspectives and voices of nurses in
the institution; nurse administrators who ultimately serve as tokens
for the institution and betray their own nurse faculty; endless discus-
sions among nurse faculties of matters that are ultimately trivial—the
most frustrating of which for me was the constant search for a satisfac-
tory organizational structure that we continued to believe might solve
some of the difficulties we experienced in working together; neglect
of what to me were (and remain) the really serious problems in nurs-
ing education—the ways in which we treat one another and students,
persistent ineffective teaching and learning strategies, our ongoing
wavering loyalties to our own nursing values and perspectives, and
most fundamentally, our inability to address the underlying tensions
between and among one another, nursing and medicine, nursing and
the academy.

Alarge part of my frustration is of my own making, for sure. I have
worked for decades to create a vision of a world free from hierarchical
power-over ways of interacting and have actually created a number of
situations in my own life where I have experienced cooperative power-
with feminist processes that are far more satisfying (Chinn, 2007,
please also see the Nurse Manifest Project at http://nursemanifest.com/
and my Web site at http://ans-info.net/PLC.htm). To move into realms
where competitive power-over values prevail has been and is intensely
painful for me. The most frustrating aspect of working within such
environments is the way that I myself ultimately am drawn into ways
of being and acting that I know to be damaging and hurtful. T was
able to bring into my professional life the values that I would choose,
with some success. But the allure of status and privilege that power-
over structures promise creates a powerful hold on everyone involved,
particularly women and nurses who until very recently had few oppor-
tunities to reach such realms of power and influence. And, like all of
my colleagues, all my life I was well schooled in the ways and habits of
power-over hierarchies.

Now, thankfully, I do not have to experience these day-to-day
frustrations. But I still wonder if it could ever be different and how it
might have been different in my own career. One aspect of academic
life that made it possible for me to persevere in the face of the frustra-
tions that I experienced was the fact that always, semesters came to an
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end and the welcome breaks arrived. Even though I did not realize it
at the time, academic breaks were always for me a taste of retirement.
[ was able to turn my attention to the work that gave me the most joy,
immersing in the start or completion of a project that had been neglected
throughout the semester. Of course, having the start of another semester
looming ahead imposed certain demands, but the pace slowed down.
During the breaks, I could enjoy the company of colleagues, interacting
in ways that inspired and nurtured us, and there were many times that
I did experience this kind of shared joy with colleagues. But during the
breaks, I did not have to engage in the all-too-often contentious, dis-
tressing, and futile interactions that dominated faculty meetings, and
all the dynamics surrounding those interactions.

As T reflect on this pattern of intense semesters interrupted (grate-
fully) by holiday breaks, I wonder if the reprieve of the break also
interrupted the energy and commitment to find a solution to those
things that were contentious and distressing. By the time the breaks
ended, we all returned as if nothing were amiss, and carried on with
the elephant still standing in the middle of the room, with no acknowl-
edgment of the elephant, nor any will to remove the elephant. If we
did not have the breaks, perhaps we would have been able to reach a
crescendo in which we would be compelled to address the underly-
ing issues and problems. Perhaps not. But reflecting on this possibility
does make me wonder what would be needed to change the patterns
that leave too many of us with this feeling shared recently with me by
a nurse educator at the end of a faculty meeting day: “I am exhausted
and discouraged. Our conversations are always about fixing things and
we never talk about our pedagogy. I leave wondering what on earth we
are trying to do and why we approach it the way we do. It feels hope-
less tonight.”

The one thing that I think could have made a difference would
have been for me to fully practice the values that I would choose. The
concentration and energy required to do this is immense, even in the
best of circumstances; it is much easier to conform to practices that
sustain the status quo. Too often, as my frustration mounted, I found
myself practicing from places I would prefer not to be—competitive,
insensitive, self-serving, and expedient places. As I witness the ongoing
struggles of my friends who now work in similar situations, I can fully
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relate to how difficult it is to remain in a place of chosen values when
chosen values contradict the values of the institution. If this is ever to
change, I believe that nurse faculty who share a vision of another pos-
sibility need to find ways to connect, where they can explore and clarify
not only the values they choose, but also rehearse with one another
ways in which they can act on those chosen values within their insti-
tutions. And most important, provide for one another support and
encouragement for every attempt, even in the face of failure.

Enjoying the Work

Without question, I have always enjoyed my work. I have been labeled
a workaholic by some, but this is not how I would describe my experi-
ence. Unlike what I think of as a work addict, what I have done has
been productive, and not in any way routine. I gravitated to work-
related projects that challenged me and were more like fun and games
rather than assignments to be drudgingly completed. For example, I
volunteered to take over the Web site for the School of Nursing when
hardly any academic units had Web sites, because 1 wanted to learn
how to develop Web sites and figured the best way to learn was to do
it. Even though this consumed hours of time, for me it was more like
putting a puzzle together on the dining room table, or designing a sew-
ing project, or planning and planting a garden.

Over and over I devoted hours of time designing and redesigning
course materials and resources that I hoped would more fully reflect
my chosen values—and I thoroughly enjoyed the creative aspects of
doing so. What I enjoyed about teaching was witnessing over and over
again the ways in which my hopes became real—students experienc-
ing life-altering awarenesses that how we work, how we are together
can be different, and experiencing a kind of learning environment in
which they could build on and learn to value their best strengths while
learning new skills and abilities. These were not the experiences of
absolutely every student in all of my classes, but I know that I am not
deluding myself when I say that these kinds of experiences were more
common than not. In the classroom I was able to approach the kind of
world I seek.
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At the outset of every class when I described to the new group
of students that how we worked together would be as important as
what we did, and why, I emphasized that anytime T hear someone say
something like “nurses are their own worst enemies” I challenge them
to tell me what they are doing to change this perception (and the real-
ity). What we did in each of my courses, and how we did it, was my
contribution to changing that perception and reality and to create a
reality wherein nurses are their own best friends and supporters. I also
reminded them that if they did not experience this, they only had to
do what we were doing for one semester, and they would never need
to do it again. But over and over, students related to me ways in which
they were adopting our ways of working together as a class in their
relationships at home with partners and children and in their churches,
community clubs, and even in their workplaces.

But like the possibility of academic breaks interrupting our will to
address tensions among faculty, this ability to create and shape what
happens in a classroom in isolation is, I think, also a barrier to creating
real change in nursing education. I believe that what I did in the class-
room was good and right, and I know that many of my colleagues also
conduct their classes in ways that bring joy and satisfaction and posi-
tive learning to all involved. But my actions in the classroom were not
always stellar, and I know that sometimes I came up short in bringing
into action the values that I would prefer to act upon. I also know that
nursing students have experienced horrendously damaging encounters
in classrooms and faculty offices, particularly students who are disad-
vantaged in any way. What we all do in the privacy of our classrooms
and offices, like the privatized household, has no outside witness, no
watchful eyes and ears, no wise counsel to help guide our actions or
provide constructive feedback and assistance in places where we might
desperately need it. Our actions and words can quickly run amuck,
and we, the privileged and powerful teachers, can walk away with little
or no accountability. Unless those hurt by our actions are able and will-
ing to speak up, we continue on, learning nothing that would guide us
in a new direction.

There are two steps that I believe can be taken to ensure that we
as nurse educators shape our classroom experiences in positive ways
that inspire, nurture, challenge all involved, and bring great personal
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joy and satisfaction. The first I was able to do regularly throughout
my teaching career, and continue to do—inviting frequent and diverse
discussions about not only what we do, but how we do it. This has not
always been possible in the classroom to the level that T would prefer,
but it remains a fundamental feature in my approach to teaching and
learning. (Regretfully, this is not something that I was able to engage to
any great extent in the formal structure of faculty meetings—which 1
believe could completely turn the course of those encounters.)

The second step toward more satisfaction and joy is something
that T can indulge in much more in retirement than before—taking
the time and energy to ponder, to think, to reflect on and consider
alternatives. This seems a natural benefit of retirement, but I do believe
that even while embroiled in the height of an academic career, being
mindful of the benefits of thought and reflection would lead to more
satisfying choices and priorities. Institutions do impose demands that
limit our choices and priorities to some extent, but I believe that those
demands all too often are magnified far beyond the reality. I feel that I
achieved some degree of success in keeping a balance between fulfill-
ing the demands of the institution and focusing on those aspects of my
work that were more satisfying. I sought places and times when I could
reflect on my work and various situations, and I sought friends and col-
leagues who were eager to enter into reflective discussions.

Now that I have experienced a couple of years where this kind of
personal reflection is more typical of my day, and not a rare luxury, I
realize how foolhardy it is to fail to carve out the time and space for
this kind of reflection. It may not lead to noticeable consequences, but
[ experience this kind of meditative and thoughtful reflection as deeply
nourishing and invigorating. It is like physical exercise, but for the
spirit—not easy to getting around to doing, but once it becomes a regu-
lar part of each day, the benefits are amazing.

Pursuing Meaningful Relationships, Interests, and Projects

This aspect of retirement is probably one of the most common features
that retired people talk about. My son, Kelleth; his wife, Kheira; and
their two beautiful, delightful young daughters, Sophie and Elodie, live
near our new home in California, and I am gradually acquiring a few
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grandparenting skills. Karen’s family, on the other hand, remains in
Connecticut, so our geographic shift east to west presents a challenge
on both coasts. I have lived far away from Kelleth most of his adult life,
and while we have always had a close relationship, living within two
miles of one another is a new experience to which we are all still adjust-
ing. I have a significant relationship with Karen’s daughter, Allison (a
nurse); her husband, David; and their three wonderful sons, Cameron,
Benjamin, and Nathaniel. We are all adjusting to the challenges the
long distance creates.

Despite the implications for our family life, we moved to the Bay
Area because of the rich social, political, and professional involvement
this area offers. At the same time, placing ourselves in the midst of an
environment of opportunity was not a magic formula for a rich and
fulfilling future in retirement. Guides that offer advice on getting ready
for retirement always include admonitions to develop hobbies and
interests early in life that can continue into retirement, and I could
have written that part of the book. I have always had sufficient inter-
ests and things I want to do to fill several long lifetimes. First, here is
an accounting of some of the activities, projects, and interests that my
friends and colleagues might have anticipated would consume my life
in retirement and a report of how I am doing.

e All my life T have played musical instruments and have taken
music lessons of some kind throughout my career. I assumed
this would continue into retirement. But surprisingly, I seldom
take the time to play the harp (my most recent instrument) and
am seldom able to drum in groups, which I have loved for years.
My harp and drums are sitting quietly, waiting for attention,
and I am confident there will come a time when they are played
again regularly.

* I started quilting before I started my graduate education at the
age of 27. I moved a quilt all over the country that I started for
my son in 1967, and I finally completed it for his oldest daugh-
ter when she was born in 2004. Before I retired I once again
took up quilting on a serious level (along with Karen) and have
completed so many projects (mostly hand quilted) that I have
lost count. I also have loved to knit for many years, and I pick
up small knitting projects whenever I need something more
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portable than a huge quilt. At the moment I have two quilts in
progress—the process is deeply meditative and satisfying ... but
quilting and knitting are sedentary.

Exercise has never been an activity I dearly love, though I do
love the consequences, and so I consistently engage in whatev-
er form of exercise suits me at the moment—swimming, walk-
ing, weight-lifting, yoga, or tai chi, to name a few. Now that I
am retired and getting older, I am acutely aware that exercise is
not an option—it is a necessity. I do not relish spending 1 hour
or more a day exercising, but realize that this level of exercise
and proper nutrition habits are the most important things I
can do to stay healthy. So I walk at least 30 minutes a day (a
bit more when I reach my goal of 2 miles) and have developed
a 30-minute Pilates routine I can do almost anywhere, anytime,
with only a travel-friendly stretch band involved. We chose our
new location in part because we wanted to be able to walk and
use public transportation as much as possible, so we walk a
mile to the BART station when we go into San Francisco, and
I walk the 2 miles one-way to visit my granddaughters (some-
times I even walk round-trip!). Karen and I also do our favorite
line dances at home several times a week—not only for the
exercise but for the love of the dancing. Walking and Pilates
together consume at least an hour of every day, which takes
as much self-discipline now as it did when I was employed!
Dancing is easier to get into because it is great fun that Karen
and I have enjoyed together for many years, not to mention the
weekly Friday night women’s dances in Oakland, where we also
connect with many of our friends and acquaintances.

Reading is something I have always done sporadically, and that
continues to be true in retirement. I go for several weeks with-
out a book in progress, then another several weeks reading vora-
ciously. Karen and I have participated in a book club group over
the past year, but find it difficult to engage with a club because
of conflicts with their meeting times and our busy schedules,
particularly our travel schedules.

As a child, traveling back and forth from Hawaii to visit relatives
in Georgia and Tennessee was not something 1 particularly
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enjoyed. The long hours of “Are we there yet?” on cross-country
car and train trips were not fun. Engaging with cousins and
relatives in cultures that became increasingly foreign to my
Hawaii-centric perspective became increasingly discomforting.
Our regular visits to the South happened in the 1950s and 60s,
when even our childhood perceptions of the racial tensions of
the South differed vastly from those of our southern relatives
and friends. On the other end as host to frequent visitors to
Hawaii from the mainland as a child and young adult living in
Hawaii, I came to resent the ways in which tourists to the island
engaged, or rather failed to engage, with the culture and people
of Hawaii. Many were voyeurs only, comparing the sights and
sounds of Hawaii to that which was more familiar to them at
home, closed to a level of appreciation for all that Hawaii of-
fers. Few visitors to the island were able to be at home in what
they thought would be familiar territory but in fact turned out
to be an entirely foreign land. During my career, most of my
travel was work related and seldom was I able to enjoy the pro-
cess as a tourist. Traveling to places where 1 also worked, I be-
gan to appreciate the challenges involved in being at home in
a foreign land and learning to appreciate the unfamiliar. Now,
I thoroughly enjoy travel and realize that all of my experiences
with travel were far more valuable and satistying than I had re-
alized in the past. I still travel for work but travel more fre-
quently for pleasure and have learned to integrate pleasure into
the work trips as well. Karen and I actually enjoy the planning
and preparation for travel as much as the adventure itself. Karen
and I go RVing with the Bay Area chapter of RVing Women
once a month, year-round. We fly back and forth to visit her
family in Connecticut, connect with friends there as well, fit-
ting in fun excursions to some of our favorite East Coast places.
We follow women’s basketball avidly and are on our way to the
NCAA Final Four in Cleveland in 2007, which includes time
with our dear friend Elizabeth Berrey. New Zealand for a month
over Christmas in 2006 meant time with Lynne Giddings and
Kate Prebble, as well as with our other friends from Denver, San
Francisco, Connecticut, and Australia.
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Then there are the new projects that reflect in many ways a con-
tinuation of what I have done throughout my career, but are also new
adventures. Shortly after moving to the San Francisco Bay Area, a
woman in San Francisco started a Yahoo group for lesbians age 40 and
over, the purpose of which is to facilitate the creation of community
among lesbians as we age. She put out a call for women who would
be interested in comoderating the list, and (surprise) I volunteered!
For the past year I have worked closely with several other women to
develop this virtual group that includes over 800 women. We all have
the cyberspace connection but get together in small groups of 8-30
women for meals, concerts, walks, picnics in the park, and lesbian,
gay, bisexual, and transsexual (LGBT) political and cultural events in
the Bay Area, of which there are many. This connection has provided
a wonderful orientation to our new community, but by being involved
in the actual working of the group, I have developed a kind of personal
connection with friends and with the community that would not be
possible as a casual participant.

An important thread of continuity in my professional life is my
recent involvement in the Gay and Lesbian Medical Association (GLMA),
headquartered in San Francisco not far from where I live. All of my
career | have worked on the sidelines to develop my own feminist con-
sciousness and to bring feminist awareness to the nursing community:*
My own identity as a lesbian was always at the center for me but was
also one of the barriers to being able to make the connections between
nursing and feminism visible and real—a circumstance of my own
internalized homophobia as well as the homophobic cultures in which I
have lived and worked. My long-time friends Jeanne DeJoseph and Sue
Dibble introduced me to GLMA; they have been active members in part
because of the organization’s support for lesbian health research. Jeanne
was a midwifery master’s student at the University of Utah in one of the
first classes I ever taught. Both Jeanne and Sue were actively involved
in Cassandra: Radical Feminist Nurses Network in the early 1980s, and
were central to organizing our first national gathering at the Women’s
Building in San Francisco in June 1983. Sue is cofounder and codirector
of the Lesbian Health and Research Center at the University of Califor-
nia San Francisco.
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Now we are all retired (so to speak) and get together once a month
to play cards. But our connections that we carry from our activist
interests of long ago will not rest. We are working together with other
nurses in GLMA to develop and publish an LGBT curriculum for nursing
education. Along with Mickey Eliason, nurse and Director of Educa-
tion and Research on the GLMA staff, we are planning a large lesbian
nurse health survey that will focus on lesbian nurses” experiences of
homophobia, general indicators of health, and levels of stress. In both
of these projects, and in GLMA in general, we cannot assume a shared
feminist perspective, but the dominant actions and interactions in this
context clearly reflect feminist ideals, and feminist perspectives that are
put forth are welcomed, not rejected. There are of course a few ongoing
issues for nurses in a physician-dominated organization, but the lead-
ership and official directives that guide the organization are commit-
ted to breaking down structures and practices that privilege one group
over another. I am very excited about our work together and anticipate
that in working with and through GLMA, we can also support nurses
and nursing in breaking the chains of homophobia, prejudice, and dis-
crimination wherever they exist.

In Closing

One of my most cherished connections throughout my career has
been my association with Maeona Kramer, my coauthor of our theory
and knowledge development text, for over 25 years. We started our
careers in nursing education together at the University of Utah and
began thinking about nursing theory when we first met one another
and realized we had similar doctoral education backgrounds in theory
development.

After I left the University of Utah, our connection continued. Every
time we were due to prepare a revision of our text we came together
and faced new challenges, both in terms of the writing and the ideas
that we had come to acquire related to the text, and in terms of our
personal relationship. In both respects we grew and developed, and felt
great satisfaction in the work and the ideas that we shared. In addition
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to our work together in writing our text, we both were involved in
Cassandra, and we each pursued our own feminist educations.

In the fall of 2006, we connected once again to prepare the seventh
edition of our text (Chinn & Kramer, 2007). With each new edition
of the book, we envisioned some new direction that we could foresee,
but did not yet feel fully ready to develop. When we wrote the fifth
and sixth editions, we knew that there was something yet to be devel-
oped with respect to nursing’s patterns of knowing and that this some-
thing was connected to our shared critical feminist perspectives. But
we could not sufficiently conceptualize the form this needed to take
to write about it. Now, faced with the seventh edition, we knew that it
was time to move forward.

Based on our own activist experiences outside the formal struc-
tures of academia, our formal research experiences, and a growing
body of critical and poststructural literature in nursing, we conceptu-
alized emancipatory knowing as a pattern of knowing in nursing that
surrounds and informs all of the fundamental patterns of knowing. In
this process, we took mighty leaps in bringing together the personal,
the professional, and the political in our own lives.

The writing, while admittedly not easy, was deeply satisfying. The
feedback that we received from friends and colleagues who read our
early drafts was gratifying and affirming but also provided the kind of
critical input and feedback that helped us correct our own thinking
and refine our conceptualizations. We drew on our own experiences
in ways that demonstrated the significance of our activist work even
though it has seemed so terribly isolated and disparate from the main-
stream of nursing.

Developing the concept of emancipatory knowing brought together
for me in a most surprising way my own personal convictions, values,
and beliefs concerning feminism and nursing, and knowing and doing.
Most important, developing this pattern of knowing in nursing opens
a door for my own future through which my new interests and activi-
ties pass. It is also an invitation to others in nursing and health care to
respond to a call for personal and professional accountability not only
to ourselves, but to those we serve.

Bringing into being something new and meaningful, as we have
done with this seventh edition of our book, shaped my life before
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retirement—and deepens as I move further into those golden years!
These are indeed years that provide more time with family and friends
and social activities, of lessening responsibility. They are years in which
it is possible to indulge in more reflection and connections between
past and present and future. But they are also years that we each shape
and fill with meaning and significance. 1 hope that in sharing these
reflections, 1 pass along stories that will have meaning for your own
path, and that what T have come to know and appreciate will provide a
mirror from which you will be able to reflect on your own experience,
your own knowing. Most of all, I hope you will find ways to bring some
aspects of your future retirement into your active career experience.

Note

1. My 10-year membership (1980-1990) in the Emma Bookstore Collective in Buffalo,
New York, provided not only the resources but the guidance of many wonderful
women to gain knowledge of my own heritage as a woman and new insights and
skills informed by feminist thought.

REFERENCES

Chinn, P L. (2007). Peace and power: Creative leadership for building communities (7th ed.).
Sudbury, MA: Jones & Bartlett.

Chinn, P. L., & Kramer, M. K. (2007). Integrated knowledge development and theory in
nursing (7th ed.). St. Louis, MO: Elsevier.






Chapter 15

Determination of How Nurse
Educators Successfully Transition to
Leadership in Nursing Education

Diane Whitehead, Maria Fletcher, and Jean Davis

leadership. The Nurse Educator Workforce Development Advi-

sory Council has charged the National League for Nursing (NLN)
Task Group (TG) on Leadership in Nursing Education with “develop-
ing a comprehensive plan to guide NLN efforts aimed at developing a
cadre of leaders in nursing education.” Although nurse faculty leaders
are necessary to move the profession forward, there is little evidence to
guide the development of such leaders. In this chapter, we report on
our study to determine what nursing faculty leadership entails and how
nurse educators become leaders in nursing education.

E ; hared governance in nursing education requires strong faculty

Introduction

In 2006, Fitzpatrick and Tanner wrote: “The need for transformation
in nursing education has been well documented, and it is faculty who
must lead the way:. It is faculty who can and should set the professional
nursing education directions for the future” (p. 229). Nevertheless,
there is little evidence to guide the development of faculty leaders.
Since the NLN has long had a mission to advance excellence in nursing
education, the NLN developed a TG on leadership in nursing education
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made up of volunteer nurse educators from all levels of nursing edu-
cation from across the country. The TG was charged with “developing
a comprehensive plan to guide NLN efforts aimed at developing a cadre
of leaders in nursing education.”

Review of the Literature

Development in any discipline requires able leaders. Leadership con-
sists of both formal leaders who “[supply] the energy, commitment,
and foresight to develop momentum” and informal leaders who “have
the ability to keep that momentum going and to help groups stay on
track” (Roueche, Roueche, & Ely, 2001, p. 531). Consistent with other
researchers, Swanson and Snell (2000) defined teacher leaders as
“those who are exemplars in their classrooms, effective coaches of their
peers, and change agents who contribute to school, district, state, and
national educational reform” (p. xx).

Over the past decade, researchers have explored the development
of teacher leadership in middle and high schools. In these settings,
school culture and climate and the role of professional development
opportunities have been identified as contributing factors in the
development of teacher leaders (Deal & Petterson, 1999; Duke, 1994;
Katzenmeyer & Moller, 1966; Miller, 1992). It is also reasonable to as-
sume that teacher job satisfaction would contribute to the development
of faculty leaders as they would presumably remain in the same setting
long enough to acquire expertise both in the practice of teaching and in
the particular setting in which they teach. Gormley (2003) conducted
a meta-analysis of factors affecting job satisfaction in nurse faculty
that suggested that the factors that appear to be most significant in
nursing faculty job satisfaction are the perception and expectation of
the leader’s role in curriculum and instruction and role conflict and
role ambiguity.

Although some disciplines have begun to explore the essential
knowledge and skills of teacher leaders, there is a paucity of research
describing either the attributes of the role or how teaching leader-
ship is demonstrated in practice. Also missing from the research is an
exploration of the experiences that, over the years, develop teachers
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into teacher leaders. Further, no faculty leadership development theory
was found in any discipline. Therefore, the aims of this study were to
(a) determine what nursing faculty leadership entails and (b) identify
factors contributing to how nurse educators become faculty leaders.

Method

Grounded theory was chosen for this study because it is appropriate for
illuminating the social processes that take place in complex situations,
especially when there is a lack of extant literature and research about
the organization or desired role (Strauss & Corbin, 1998¢). In grounded
theory, participants who belong to the population of interest (in this
case, informal nurse faculty leaders) are interviewed about their experi-
ences. Interviews flowed from the initial questions: (a) What does faculty
leadership in nursing education entail? and (b) What has allowed you to
successfully transition into the faculty leadership role in nursing educa-
tion? Interviews were tape recorded, and field notes were made during
or immediately following each interview (Donalek, 2005; McCracken,
1988; Smith, 2005). Data analysis was conducted simultaneously with
data collection via the constant comparative method (Creswell, 1998)
to develop themes and categories that illuminate the focus of the inves-
tigation. Data collection continued until data saturation was achieved,
that is, until no new information was being gleaned at interviews. The
themes were then organized into an emerging theory.

Literature review, member checks, peer debriefing, and review by
coinvestigators all served as means of triangulation. The bulk of the lit-
erature review was conducted after the analysis phase so as not to influ-
ence the theory as it was being formulated (Chamberlain, 1995). These
measures ensured clarity, confirmation, and completeness, adding
further rigor to the validation of the theory (Shih, 1998).

Participants

Institutional review board (IRB) approval was obtained prior to the study.
Nurse educators, including those in the NLN task group, identified
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individuals they considered to be informal leaders in nursing education.
Inclusion criteria were that the participants needed to have at least 10
years of nursing education background in an academic setting. The sam-
ple of faculty leaders ranged from nurse educators who were moving up-
ward in their careers to those who were close to retiring from their formal
nurse educator positions. No faculty members working at the nursing
programs of the investigators were interviewed. In this report, pseud-
onyms are used to protect the identities of the participants.

Perspectives of the Nurse Educators

The stories from the nurse educators demonstrate a variety of per-
spectives on nursing faculty leadership. Although the experiences are
different, similar themes emerged from each nurse leader.

Amelia

Working for many years in a university with a strong faculty governance
model, Amelia views faculty leadership development as more easily at-
tained within a faculty governance model. “The last place I worked,
the dean made all the decisions, so faculty development was harder as
the dean was very controlling of ideas and new directions.” She recom-
mends that faculty interested in leadership development “start small”
by bringing ideas forward for a course or service project. “A lot of it I
developed early. I would be willing as a young faculty member to go to
the literature or to call other schools and find out what was working.”
She began moving outside of her own university and community by
publishing. “Faculty can also develop their leadership through presen-
tation . . . taking those scholarly ideas, implementing them, and then
presenting them at conferences.”

Amelia feels that everybody needs a mentor. Although she thinks
one can develop as a leader without a mentor, she sees several differ-
ent types of mentors as helpful—faculty, scholarship, and leadership.
The most exciting experiences for this participant in terms of faculty
leadership have been publishing nursing education books.
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She has concerns for the future of nursing faculty leaders in terms of
resource availability and the proliferation of online courses without ad-
equate faculty preparation. Her words of wisdom for new faculty leaders:
“Take charge of your own career . . . even if you don’t have a mentor and
resources are not available, you can still be successful in your career.”

Catherine

Catherine has been teaching for 35 years. She practiced nursing and
“loved getting people inspired about the practice of nursing and about
thinking about doing things differently.” This desire to inspire others
to do things differently and better has stayed with her throughout the
years with students, colleagues, and now protégées.

For Catherine, similar to Amelia, working with significant mentors
was a pivotal point in her career development. Working in a large uni-
versity in the mid-1970s, she was encouraged by the new dean to com-
plete her doctoral work before her 30th birthday. She was recruited
to another major university and has stayed there for many years. She
attributes this longevity in part to the dean, who has created lots of
opportunities for her.

Participating with national organizations for many years in nursing
education, Catherine is excited about the future of nursing education.
She values being “able to see the strengths that every person brings
and figure out how those can be put to use,” stating, “I choose not to
focus on those weaknesses but finding the thread of strength that every
individual brings.”

Corrine

One of the younger participants in terms of years teaching, Corrine
has always been interested in creative teaching strategies. “I think what
makes [a person] a leader is the notion of true passion—a spirit of
wonderment about what it is you do and why what you do is or is not
effective. T think that sustained level of interest and curiosity is what
someone has identified in me.”
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Passionate about her work, supportive and nurturing toward col-
leagues and students, Corrine says that “she is always trying to en-
courage people to try to do things differently.” She sees challenges in
the faculty role due to the different generations of learners and the
technology available to us today. Although she does not feel that she
ever had a mentor in the area of faculty leadership, she has had some
strong women mentors willing to allow her to take a risk and try new
things.

Elsa

Describing herself as “always wanting to make a difference,” Elsa is one
of the newer faculty leaders interviewed in terms of longevity. Graduat-
ing from a Bachelor of Science in Nursing program in the 1980s, she
pursued a career in nursing administration. Earning a Master’s in Sci-
ence in Nursing in nursing administration and continuing to move to
the “next position [where she] could really make a difference,” she en-
tered nursing education “on a fluke” when she relocated to a different
part of the country.

Entering nursing education in a small program with supportive
faculty, Elsa found the program was “into innovation and change.” Tt
was about this time that nursing education began focusing on the cur-
riculum revolution. “I grabbed every book on the curriculum revolu-
tion that ever came out. I read it cover to cover a couple of times . . .
it was just like fuel to the fire in terms of thinking about how can this
be different.” She returned to school to earn her PhD “to really provide
leadership but in a different kind of level.”

Irene

A university faculty member, Irene planned to be a nurse from child-
hood and later deliberately planned out her career trajectory to nurse
educator. She then was offered and took advantage of leadership
opportunities as a faculty member.

However, every decision along Irene’s path was not made based on
her career trajectory. “I did decide to go to a baccalaureate program so
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that certainly facilitated things. It was very serendipitous . . . I just did
it [because] I'd get a car if I went to the baccalaureate program. . . . It
was that kind of 18-year-old decision.”

Irene soon sought a position in nursing education. After teaching in
a variety of diploma and associate degree programs, “it was at that point
I hit my first road block because I was not properly educated. . . . I was
trying to get this job at [a university program] and they wouldn’t hire me
because they wanted someone . . . with . . . [a] master’s . . . no master’s in
nursing, no job.” At that point Irene earned a master’s degree.

Irene believes educators need to “look for ways to be a leader.”
Although she did not have a mentor along her career journey in clini-
cal practice or education, she credits her direct supervisors with being
good leaders and acknowledging her potential by providing leadership
opportunities. Additionally, she created opportunities for herself such
as university service through running for and achieving faculty senate
positions.

Jebusite

Jebusite is a midcareer professional who has spent approximately half
her career in clinical nursing and half in academic settings as a faculty
member. In the clinical arena she held formal leadership positions.
Jebusite now works at a small private university’s school of nursing in
the southern United States. She has been charged with leading faculty
groups and committees at her school by the nurse administrators.

Knowledge and integrity are at the top of Jebusite’s list of factors
that allowed her to become a faculty leader. Knowledge, from formal
education and past experiences, is a factor that led to her being hired
into her current faculty position. This is also the reason she was
viewed as a faculty leader from the start in this position—she had
specialized knowledge few others in the school possessed.

Perhaps less tangible, other factors important to the nurse faculty
leader role were important in Jebusite’s eyes. Self-confidence is neces-
sary, as is caring and being able to communicate that caring to those
she leads. Identifying faculty strengths and encouraging faculty are
important to her. Supporting others and not only being but feeling sup-
ported are necessary for faculty leadership from Jebusite’s perspective.
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The work situation is important to her success as a faculty leader.
The administration recognizes her abilities and offers her opportunities
and support to be successful. So, relationships and politics and an en-
couraging open communication style on the part of the administrator
have contributed to her successful transitioning to faculty leadership.

Jebusite speaks also of the factors that inhibit the ability to transi-
tion to faculty leadership. Even though she has possessed the afore-
mentioned traits and abilities for some time, she relates times in her
career when the setting did not support her taking a lead. Her percep-
tion is that this was due to the official leader to whom she reported. If
an administrator was insecure, lacked knowledge or ability, or needed
to micromanage, there was no opportunity for anyone else to success-
fully lead, as success threatened the official leader. As in other leaders’
stories, Jebusite did leave the environment where she was not able to
flourish.

Clinical leadership positions helped to prepare Jebusite for success
as a faculty leader, as did her family background. Clinical positions
provided valuable leadership experience. Formal educational back-
ground and teaching experiences were also factors in Jebusite’s success,
as she was recognized as knowledgeable from the start of her current
faculty position. Jebusite sees recognizing what won’t work and having
the courage to address that when all others may be in favor as integral
to leadership.

Pyramid

This participant in the study identified passion as not only a key leader-
ship quality in nursing education but also as the impetus to transition
into a leadership role. As she began her teaching career she was aware
of her need to “learn to teach.” She sought out mentors within the
faculty who could assist her in achieving this goal. Having a mentor is
essential to a new faculty member, and she identified individuals who
could facilitate the transition from practice to education. There was
no official mentor process at the university, nor did the department
feel that it was necessarily needed. Perseverance in seeking out helpful
individuals enabled her to form those relationships.
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One of the essential qualities of the leader in nursing education is
the ability to “return the passion about nursing.” This passion is within
and is enriched by the expertise of the individual and his or her ex-
periences in practice. The passion she feels for her nursing specialties
“comes out in what I say and do.” It infuses her work in the classroom,
in the department, and in the larger university community. It fuels her
willingness to commit her life beyond the job. It is this level of com-
mitment that has enabled her to continue for over 20 years in nursing
education without burning out. She has used this passion to make
nursing visible to the larger university community.

One way she has accomplished this is by agreeing to teach a non-
nursing course, an elective course open to all majors. It required a
commitment of time and energy apart from her responsibilities in the
department. She saw this as an important way to show the rest of
the university that nursing faculty could do more than nursing. Her
commitment and passion for this endeavor, her ability to share her
knowledge while demonstrating real concern for the students and
their learning, was personally rewarding and enriching. The experi-
ence recharged her passion for teaching. She engaged in this effort for
several semesters and received a student-voted award for excellence
in teaching.

Linda

Jumping into software program development with another colleague
before there were computers in the college, Linda, who has been a
faculty leader for over 20 years, says, “Don’t be afraid to do stuff that
nobody else wants to do or to take on new challenges.”

Once she started teaching full time, she realized that she did not
know enough about teaching to do a good job. Someone said, “Why don’t
you get an education degree, and I said I already have a master’s degree . . .
they said, get a doctorate . . . again, I thought how hard can that be?”

Keeping negativity outside of her life, Linda feels that outside eval-
uation of your work is important in validating yourself as a leader. She
also feels that finding a mentor is important. The mentor does not have
to be from your own school but should be someone who will support
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you. However, your positive thoughts, your motivation, and doing a
good job every day, she feels, must come from within.

Linda also feels that administration gives you the spirit in
developing the faculty leader. “For 10 years I had an associate dean
who would say . . . try those things . . . go ahead . . . she helped me get
well entrenched in a faculty leader role.”

Being responsible is another hallmark of this faculty leader. “I feel
a huge responsibility every year when I start classes to give my students
the latest information and to use the latest techniques to help them
learn to be good nurses. My first responsibility is always to them.”

Lois

Lois, a nurse educator with educational administration experience, pro-
vided an interesting perspective. She saw motivation, creativity, and
innovation as important. She was one of several nurse educators inter-
viewed who emphasized that the right administrative and organiza-
tional climate makes the difference between continuing faculty leadership
or curtailing potential faculty leadership.

Going beyond the standard is a mark of the faculty leader. “I think
one of the first things is to have done something. You're motivated so
you will develop a course or . . . have a new twist.” She adds that it is
not only motivation and the creativity of “designing strategies [but of]
actually [making] it happen.”

Lois recommends educational administrators “look for people
who seem to be informal leaders with their peers—ones that are
respected.” She also states, “I really think that educators . . . have
to believe that the education role is a very important role and have
self-belief in that and then be willing to try new ways of teaching and
learning.”

Although she did not have a mentor, Lois remembers the follow-
ing: “When I went to a new place of employment, if I got interested in
doing something that was unique or I brought an idea from a different
place, my administrators encouraged me to ‘go forit’. . . it was encour-
aged of me to let go of my creativity.” Lois concludes with a final factor.
Working with others propelled her to move forward more quickly than
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working independently. One of the traits of a nursing education leader,
she says, is “someone that likes to work with other people.”

Mary

Entering nursing as a diploma graduate, Mary began teaching students
in the clinical area as they did their rotations on her unit. Thinking
that maybe she would like to teach, she returned to school for her BSN
and joined the diploma program as a faculty member. Realizing that she
would need an MSN, she returned to school and focused on nursing
education. “I knew that I would never get a PhD . . . after all, I am
teaching in a diploma program.”

No sooner had she said those words than the diploma program
decided to become a college and a BSN program. Rethinking the idea
of a PhD, she returned to school to focus on instructional technology
and design as an education major.

Mary did her first presentation at a nurse educator conference
only 8 years ago. She met people at the conference who later became
mentors, and her love for faculty development continued to grow. She
slowly began adding different strategies to her teaching. Her advice to
faculty seeking to develop themselves as leaders includes the following:
“Seek out a mentor to give you positive feedback and encourage you.
Find a mentor that can help you develop as a teacher. Watch what others
around you are doing that you admire and go talk to them. Get out of
your comfort zone and push yourself. Work in an environment that
celebrates faculty accomplishments.”

Data Analysis

Data analysis took the form of open coding to identify initial categories,
assembling the data via axial coding, and integration of the categories
via selective coding linkages. This process results in a substantive-
level theory (Creswell, 1998; Strauss & Corbin, 1998b). Overarching
themes were identified, and a theory of successful transitioning to nurse
faculty leadership was developed.
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Results

Coding of the interviews and field notes led to the following themes:
self, foundation, atmosphere, and background. As analysis progressed,
an additional overarching theme of passion emerged. Literature review
and critical reflection based on knowledge gained from interviews,
dwelling with the data, and peer debriefers led to concepts of success-
ful transitioning to nurse faculty leadership.

Themes That Emerged

In this section, we describe the themes that evolved on analysis for success-
ful transitioning to nurse faculty leadership. With each theme a few quotes
from our nurse faculty leaders are provided, supporting that theme.

Passion.  Passion is requisite to nurse faculty leadership. This key
represents igniting of the fuel, the spark of passionate commitment,
drive, excitement, enthusiasm, and responsibility. Although all success-
ful nurse faculty leaders have components of the other factors listed
subsequently, passion was the essential element all nurse faculty lead-
ers had in common.

One nurse leader stated: “If you are truly passionate about what you
do and believe it is so important that you want to share it with every-
one . . . then being a leader just happens because that enthusiasm and
passion pulls people along. . . .” Another educator indicated that “what
makes a leader is the notion of true passion—a spirit of wonderment
about what it is you do and why what you do is or is not effective.”

Self.  Self represents the ability to be a leader and a belief in one’s
own ability. The leader needs to be “a caring person . . . a person who
forms a relationship with people . . . not just looking at them as a
person who can do the job but looking at them as a person and under-
standing if there is a difficulty.”

Other skills essential for the leader are listening and understanding
other people’s perspectives, being willing to compromise, and being
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innovative, as Mary said, “because people look to the leader for new
ideas.” The leader, however, cannot only be an idea person. “The leader
has to be somebody who either can develop the ideas herself or himself
or work with faculty . . . to get those implemented.”

Foundation. Leaders need a foundation, including both intel-
ligence and education. Many of the respondents described the need
for education to prepare themselves for their leader role. For example,
Mary said the following: “I thought, I know a little about this. I can do
this. And then 1 realized that I did not know anything about teaching
and not enough to do a good job. Someone said, Why don’t you get a
doctorate? It is one of those things where you never let anything inter-
fere with you moving ahead.” In our interviews others commented on
the lack of education as being a roadblock to being a leader and on the
importance of preparing oneself educationally for that role.

Atmosphere.  The atmosphere represents a situational context and
environment that allow for the development of faculty leaders. Po-
litical astuteness is mandatory to recognize an atmosphere conducive
to success. This can be seen in Jebusite’s comment: “[Formal leaders]
showed confidence in my abilities . . . but were not threatened by it
because they were comfortable enough in their own leadership abili-
ties.” Another educator explained that while “everyone needs a men-
tor . . . you can develop as a leader without a mentor if you're in the
right organization and you're committed.” According to Jane, leader-
ship development also requires resources: “The university has to be
supportive in terms of resources . . . financial resources to present at
conferences, for your own development.”

Background. The leader’s background represents various past,
career, and other experiences (ideal and less than ideal) to learn
from. Role preparation experiences are critical. For one educa-
tor this background came from the faculty: “I was in a small group
where the faculty was very supportive of each other, into innovation
and change.” Another commented on family contributing to their
role preparation, for example, “2 people Travel: registration $1500;
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Plane, cabs, $1000; Hotel, $2000; Food, $500. My dad was a leader
where he worked . . . so I saw how my dad led . . . I looked at it from
that standpoint.”

Management and administrative experiences in clinical practice
also provide an opportunity for educators to develop their roles as
leaders and backgrounds for the roles. For example, Jebusite said, “T've
been an assistant nurse manager, nurse manager, assistant director of
nursing so I've been in leadership roles in the clinical arena. I think
things that I've learned in those roles . . . prepared me for becoming a
faculty leader.”

The Picture of Transitioning to Faculty Leadership

The elements represented by these themes are each complex. The in-
terplay among the elements adds an additional degree of complexity,
creating the picture of successful transitioning to faculty leadership.

The concepts involved in nurse faculty leadership—self, founda-
tion, atmosphere, and background—are necessary but not sufficient
for transitioning to successful faculty leadership. Successful faculty
leadership additionally requires passion.

In order to transition into a nurse faculty leader, elements of self, such
as critical reflection, leadership style, communication skills, and network-
ing ability, can be developed. Foundational knowledge can be enhanced
through lifelong learning. Background experiences continue through ex-
posure during one’s professional career. Atmosphere can be influenced
and enhanced by academic leadership, mentors, and colleagues.

On the other hand, passion is the key element necessary to suc-
cessfully transition into the role of nurse faculty leader. Although pas-
sion is key, it cannot be developed or created. It must simply exist
within the individual.
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