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Abstract

Clinical experience is central to the preparation of profession:] nurses because
nursing is a practice profession, a discipline whose nature is an interactive process with
patients and their families. The importance of clinical experience can be illustrated by the
fact that student nurses spend twice as much time in clinical as in the classroom. Despite
recent changes which have profoundly affected the profession (technological advances,
feminist movement, aging population, increased health care spending), there exists little
research regarding the effectiveness of the clinical learning experience.

The purpose of this research was to investigate and describe the clinical learning
environment, specifically how the clinical instructor in nursing education interacts with that
environment to foster learning. Thre= supplemental questions were asked: what are the
elements which comprise the clinical learning environment, what are the characteristics of
these elements, and how does the clinicai instructor cope with, adapt to, influence, and
manipulate the environment?

Symbolic interaction formed the philoscphic foundation for the research approach
used iti the study. The investigation used a qualitative methodology to collect data. Three
clinical instructors were observed on three wards, in two hospitals, over a seven week
period. Key participants (clinical instructors, students, staff nurses, and head nurses) were
invited to explain their experiences in their own words. These insights were coupled with
participant observation and document analysis to provide a rich source of data; some
300,000 words were electronically transcribed to form the research database. During the
course of the study, 112 peopie signed consent forms and participated in some manner: 92
in the study proper, and an additional 20 in a pilot study.

The analysis of transcript units was facilitated by the use of a microcomputer and
dutabase software. All fields in the data base were identified by name of informant, date,

site, and type of data (transcript, field note, memo), and further categorized as the data
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were analysed. As the data were unitized, key words and phrascs were used to code the
idea contained in the unit. As the number of units increased, themes and patterns began to
emerge, and the units were constantly reevaluated and compared in light of these themes.

Instructors were observed to be carrying out five major functions: personal
orientation activities, preparation of the nursing unit to receive students, preparation of
students for their clinical experiences on the unit, instructional activities, and monitoring
and evaluation exercises. Four roles characterized her practice: co..ch, consultant,
colleague, and counsellor.

The clinical learning environment was conceived as being comprised of seven
dimensions: personal, physical, social, currictlar, contextual, political, and economic. A
model was proposed to illustrate the environmental dimensions. No attempt was made to
determine which dimensions of the clinical learning environment were most important. The
intent of the study was tc det=rmine which elements existed and to describe them. In any
given clinical learning situation all dimensions were more or less present. The teacher
based her responses to any situation on the prominence or salience of each dimension.

The clinical learning environment was characterized by a set of four common
characteristics, or properties. These properties were complexity, structure, stability, and
opportunity. In attempting to manage the environment, the instructor viewed the clinical
milieu in relation to her connection to the students and their leamning needs. She wanted to
be able to intervene directly in the milieu without her actions or decisions being mediated,
compromised or thwarted by others. She viewed each clinical situation as a potential
learning opportunity for her student, and worked to alter conditions where student learning
might be hindered. Instructors acted to integrate college curricular requirements with
clinical experiences, creating circumstances from which students could learn what they

needed and prepare themselves for their future roles and responsibilities in the profession.



The author suggests that clinical instractors must begin to practice their craft with
theoretical rationale for their strategies. There is a need for more planned educational and
experiential preparation of clinical instructors.

Further investigation of the proposed model to reveal interactions amzong
dimensions, and the relative importance of each dimension to the teacher and the student, is
required.

Investigation of practical curriculum theory which addresses interacticn of the
teachers, students, subject matter and milieu may serve as a fruitful undertaking for further
research development. If clinical teaching activities and clinical learning environments are
systematically studied in conjunction with research on nursing students and nursing theory,
propositions can be developed that can be tested and applied to improving the effectiveness
of teaching and the efficiency of learning.

The model of the clinical lcarning environment proposed in this study needs to be
applied in a wider variety of settings and with a broader range of teaching programs
(baccalaureate, continuing education, graduate studies) in order to determine its general

utility.
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Chapter 1
Introduction and Review of the Literature

Every year nearly 7,000 nurses graduate from schools of nursing in Canada.
Nursing education setves to ensure that qualified and competent nurses are available to
health care agencies to meet a continuing growih in demand. The manner in which this
mandate is fulfilled reflects a complex mix of beliefs and traditions about professional
education, nursing theory, and the nature of the professional nurse in the workplace. The
following overview of the history of nursing education in Canada provides a synthesis of
tiie social and political factors which have affected the development of professional
education for nurses, and the manner in which such influence remains prevalent.

Substantial change has taken place in nursing education since Florence Nightingale
instituted the first training school in England in 1860, the concept of which was imported to
Canada in 1874. Initially, nurses in Canada were trained in hospitals where standards
varied enormously from school to school and students worked long arduous hours on the
wards under difficult circumstances. If offered at all, classroom theory was fit in after
ward duties were complete. Following release of the Canadian Nurses’ Association
commissioned Weir Report (1¢ * 2), calls were made for fundamental reforms, specifically
that the responsibility for nursing education be transferred from hospital to educational
institutions. The objective was to have educational needs of the profession take priority
over hospital service requirements.

Despite these recommendations, until the 1960s over 95% of Canadian nurses
received their basic nursing education in hospital programmes. However, a great deal of
experimentation and planning was occurring in an effort to improve the quality of nursing
preparation. Professional associations spearheaded many of these innovations and were
assiste . © y <. .. ges in the funding structures to health care agencies and the demands of

increasing «chnology in health care (Baumgart & Larsen, 1988).



Over the past three decades, the percentage of the Gross National Product allocated
to education and health care has more than doubled, promoting a dramatic growth in
services.

The twenty years between 1960 and 1980 saw a tremendous change in general
post-secondary education which in turn had an enormous impact on nursing education. A
network of community colleges and vocational/technical institutes was developed.
Universities flourished. Adult continuing education enrolments increased. Basic,
graduate, and continuing education programmes for nursss expanded in scope, size, and
resources, causing major changes to the pattern of education for nurses. The curriculum
and content of nursing programmes shifted in response to improved technology, advances
in nursing knowledge, and the advent of nursing theory to govern practice.

Hospital schools of nursing were closed and diploma programmes transferred to
community colleges (with the exception of 21 schools out of 186) across Canada. There
are currently 110 diploma programmes offered in Canada (89 in community colleges) and
21 baccalaureate (university-based) programmes. The percentage of baccalaureaie-prepared
graduates has increased to 20% from 6% (C.N.A., 1982).

Willman (1986) asserts that increases in nursing enrolment are a result of societal
changes related to demographics (lower birth rate coupled with improvements in medical
care), changing health needs (aging population), the feminist movement, changing
perceptions of nursing as a career, affirmative action, equal opportunity and pay equity
programmes, and the community college movement which has increased the availability of
post-secondary education to a greater numbers of students.

The nature of the student body is more heterogeneous than in the past with an
increasing proportion of males, mature students, and minorities enrolled in nursing
education programmes. Lifestyles of students are also changing. No longer do students
live in dormitories; many commute long distances. Financially, many students are

dependent upon part-time employment to maintain their lifestyles while studying. As well,

~



students differ in academic background, intellectual ability, and motivation (Willman,
1986).

The many changes that have occurred in basic nursing education in Canada have
profoundly affected the relationship between nursing service and education. A new
partnership is being forged and many questions about the congruence between knowledge
and competencies required by today’s employers and what nurse educators feel is important
to the future diversity of roles within the profession need to be addressed (Miller, 1985,

p. 418). Consideration of the student, the subject matter and the nursing environment is
paramount. The context within which nursing takes place has a significant impact on the
way nursing is practised.

Chater (1982) pictures the conceptual framework of nursing studies as three
interlocking circles: setting, student, and subject. The setting includes variables such as
the type, mission, location, and characteristics of the institution. The student circle calls
attention to the characteristics of the learner: age, personality, ethnicity, level of education,
background, and goals. The subject represents the discipline of nursing. Schubert (1986)
adds one aspect to Chater’s (1982) interlocking circles to form what he calls the four
curricular commonplaces: teacher, student, subject matter and milieu.

According to Schein (1972), professional knowledge consists of basic sciences,
applied sciences, and the skills and attitudes that comprise the performance of service to
clients. The essence of nursing is the clinical act (Chater, 1982). The clinical act happens

between the nurse and the patient. The Canadian Nurses’ Association defines it as

a dynamic, caring, helping relationship in which the nurse assists the
client to achieve and maintain optimal health. The nurse fulfils this
purpose by applying knowledge and skills from nursing and related fields

using the nursing process.
C.N.A.1980 p.vi.

The clinical setting is a broad term encompassing any milieu where a nurse interacts

with a patient. Obvious settings include hospital wards, clinics, and nursing homes.



Theory and practice are viewed as two related components of nursing practice yet,
for the most part, have been taught as separate entities. The clinical component is integral
to and in fact constitutes the major part of any programme of nursing studies. An
understanding and description of how the clinical environment affects learning is central to
the improvement of nursing education programmes.

The remainder of this chapter comprises a review of the literature and is arranged in
four major sections. The review of the literature will focus on that which is relevant to the
milieu which, in this instance, refers to the clinical setting where the practical component of
nursing education takes place. In the first section, the literature respecting clinical
instruction in nursing is surveyed. In section two, research relevant to environments in
schools and organizations is reviewed to determine its applicability to the nursing setting.
In the third section, literature on the practical component of professional education is briefly
outlined to seek concepts applicable to nursing education. The research question and

implications for the investigation are outlined in section four, followed by a brief summary

to conclude the chapter.

1.1 The Clinical Component of Nursing Education

Clinical learning experiences refer to the totality of directed activity in which a
student engages with patients. Clinical nursing practice is central to the preparation of
professional nurses (Redman, 1965; Allerman & Britten, 1978; Carr, 1983) because
nursing is a practice profession, a discipline whose nature is demonstrated through an
interactive process with patients and their families. The importance of the clinical
component in a nursing education programme can be illustrated by the relative number of
hours devoted to teaching nursing theory compared to the number of hours in the clinical
setting. Twice as much time is spent in clinical as in the classroom. Itis in the clinical

setting that patient contact is made, nursing skills are practised, and the nursing process is



integrated with patient care. Students view clinical experience as crucial to their education
because it most closely resembies the performance of a graduate nurse (Carr, 1983).

Because of the continued existence of three models for the preparation of nurses
(hospital, community college, and university) and the resulting duplication, cost,
confusion, and division between nursing education and service, it is imperative that nurse
educators maintain frequent and informed dialogue concerning teaching and leaming in the
clinical area. However, this has not been the case; clinical teaching seems to have a status
secondary to classroom work. Commonly, senior faculty teach in the classroom, while
less cxperienced faculty supervise clinical experiences (Smith, 1988).

The place of clinical practice as a necessary component of the professional
preparation of the practitioner of nursing is undisputed. However, because of the complex
nature of clinical practice and the long-standing, and essentially unchallenged, traditions
and patterns for providing clinical experiences, there is a need for careful scrutiny of how
and under what conditions clinical practice is conducted, and how clinical learning takes
place. in the next section, research relevant to the clinical instructional process in nursing

education is presented.

1.1.1 Clinical Instruction

The education of nurses is the responsibility of community colleges and
universities. Clinical sites are chosen and contractual arrangements are made for student
field placement in health care agencies for the purpose of clinical experiences. The nurse
educator and the students are guests in the agency and accountability for patient care rests
with the health care agency, not the educational institution (Coliege of Nurses of Ontario,
1985; Infante, 1985). The nursing programme utilizes the unit as a laboratory for the
purposes of teaching and learning, not provision of care (Infante, 1985), although the latter

takes place as a part of the leamning process.



The primary responsibility of the clinical instructor is to facilitate the transfer of
learning from the theoretical to the practical with respect to the specified goals and
objectives of the course being taught. The student nurse also learns to apply theories of
action to real clinical situations, learns how to leam, develops skills in handling ambiguity,
and becomes socialized into the profession (Reilly & Oermann, 1985, p. 77). The process
of clinical teaching is complex because it is influenced by many variables. These variables
include multiple programme objectives, a wide range of practice settings, diverse abilities
of the learners, skill and experience of the instructor as a nurse and as a teacher, and
interpersonal and group dynamics operative in the clinical field (Vollman, 1985).

The purpose of the clinical experience is to provide systematic learning experiences
for student nurses during their assignment to the clinical area. The focus is on the learner
(Quinn, 1980). Clinical experiences are selected by faculty on the basis of the nature of
nursing as a profession, the health care needs of the population, and the nature of the
educational environment (Haukenes & Mundt, 1983). The educational environment
includes the curriculum model, the nature of the faculty, the nature of the community, and
the nature of the student. According to Roman (1986) the essentials of the instructional
process, as generated from documented actual practice, are ihe participants, their goals, the
environment, the instructional means, and their effects.

The impact of the clinical instructor on student learning is considerable (Vollman,
1985), but the process of clinical ieaching has been neither well documented nor well
communicated (Pugh, 1980). O’Shea and Parsons (1979) pointed out that this appeared to
be an area in need of further investigation. A search of literature pertaining to clinical
instruction leads to the conclusion that little research has been directed toward a basic
analysis of clinical teaching behaviour (Daggett, Cassie, & Collins, 1979). Previous
nursing research which has focused on faculty behaviours has centred primarily on the
identification of effective or ineffective instruction (Jacobson, 1966; Karns & Schwab,

1982; O’Shea & Parsons, 1979; Rauen, 1974). Effective teacher characteristics and the



importance of the nature of the teacher-student relaticnship have been drawn from clinical
incident reports, literature reviews, and gencral education theorists. Results are categorized
into six major areas: availability tc sudents, professional competence, interpersonal
relations, teacher practices, persona! characteristics, and evaluation practices (Theis, 1988;
Zimmerman & Waltman, 1986).

In a comparative study Pugh (1976) found that the ideal teacher-student relationship
“involves good or excellent communication in a peer relationship.” This relationship is
formed primarily for the purpose of teaching and learning. The teacher role is that of
facilitator, counsellor, and colleague, zssisting the student to seek answers to various
questions in their quest for knowledge.

The nature of the relationship between instructor and student has been characterized
as intense and transient. Wang and Blumberg (1983) observed 44 nurse faculty over two-
hour periods as they interacted with students, and found that the majority of interactions
were on a 1:1 basis, with one third lasting one minute or less, and another one third lasting
one to six minutes.

Guinée (1978) characterizes the relationship which exists between a teacher and a
student as a partnership. Itis the leamner’s responsibility to achieve the learning objectives
and the teacher’s responsibility to help them be attained through guidance and the provision
of appropriate learning experiences. Communication skills which include empathy,
respect, and a response to the whole message make outcomes between teacher and learner
more meaningful and productive.

Carr (1983) characterizes the student-teacher relationship as a partnership which is
essentially political in nature. The teacher maintains a position of power and control with
the authority to purposefully manipulate situations and resources for students. Teachers
select and organize learning experiences and determine the nature of the evolving
partnership between themselves and their students. Four social-emotional qualities

characterize the partnership: dynamic, reciprocal, cumulative, and humanistic. The



constant exchange of energy and information make it a dynamic partnership. The
reciprocal nature is illustrated by teachers linking their perceived effectiveness to student
performance outcomes. Successive responses in the partnership are built upon those
preceding and serve to shape the relationship. The humanistic quality is indicated by the
mutual need to be accepted and respected as individuals and by communication which is
open, honest, and caring.

The role of the clinical instructor and her working relationship with the service
(health care) agency personnel vary in different programs. The divergent practices and
relationships which are developed reflect the beliefs of faculty, the educational
administration, and the health care agency about what the role of the clinical instructor
should be (Smith, 1977, p. 203). Quinn (1980) suggests that the clinical instructor acts as
counsellor for learners, assessor for the school, liaison officer between the school and the
hospital ward, and as a nurse during busy periods. The hospital ward is directed toward
many goals and purposes (administrative, professional, service) and involves many
professional disciplines. This creates the potential for competition and conflicting sources
of activity at any given time (Reilly & Oermann, 1985, p. 79). The differences stem from
different cultures and value systems and the clinical instructor must negotiate among
competing interests to ﬁnd a role for herself and create a positive environment for the
students.

Instructors are advised to establish constructive professional relationships with
hospital personnel by clarifying their respective roles, evaluating student performance,
frankly discussing problems, jointly planning student learning experiences, and developing
mutual respect (Smith, 1977, p. 217).

The selection and creation of the learning environment that will be suited to the
student is the responsibility of the teacher (Guinée, 1978). A milieu that is conducive to
learning is one in which there is pleasant student-teacher interaction and opportunity for

concept formation. To develop generalizations about nursing and transfer them to other



situations a student must understand the concept, have a positive attitude toward new
situations, and possess a sense of security so that the self-image is not assaulted.

Dodd (1973; cited in Lewin and Leach, 1982) explored two hospitals as learning
environments for student nurses and found that neither constituted a learning environment
because learners experienced difficulties in knowledge application. The ideal description of
skills as practised in nursing school did not correspond with the reality of the ward.

Several subsequent studies investigated the appropriateness of selected wards for
learning (Schréck, 1973; Strohmann, 1977; Fretwell, 1980; Skeath, Deadman, Gousy,
Harvey, Tyrrel, & Yorston, 1979; Lewin & Leach, 1982). A common finding was that the
head nurse was a key person in the clinical setting. The ideal head nurse was democratic,
patient-oriented, and fulfilled an active teaching role. Her leadership style set the tone or

climate for student experiences in the clinical setting.

1.1.2 Ward Climate

Carr (1983) stated that the clinical milieu displayed the features characteristic of a
sncial setting which exhibited three salient qualities: multidimensionality, simultaneity, and
relative uncertainty. Multidimensionality and simultaneity refer not only to the fact that a
multitude of human events occur simultaneously, but also to the multiple goals and
objectives of the organization. Relative uncertainty relates to the unpredictability of events
in the clinical field. As an institutional structure, each ward exemplified four dimensions:
physical, political, social, and emotional. Subtle and complex relationships between
behaviour and the milieu create a general atmosphere or climate on the ward.

Ogier (1983) investigated the relationship of the head nurse to student leaming and
found that the ward climate, that is, the atmosphere of the work environment whether
friendly or hostile, was directly influenced by the head nurse. Students preferred wards

whose head nurses had a style which was open and inclusive of the learner.
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According to Schweer and Gebbie (1976) the development of a favourable climate
for learning is dependent in part on the establishment of working relationships betweea the
teacher of clinical nursing and others concerned with the education of nurses (p. 45). The
authors suggest that the following activities are important strategies: soliciting the
cooperation of the head nurse, working together cooperatively with the staff, fostering
reciprocal communications, and coordinating learning activities.

The relationship between the educational institution and the health care agency is a
critical variable in setting the tone or climate in which student learning is to take place.
Every clinical site has its own culture (norms, values, and expected behavicurs). New
entrants, i.e., teachers and students, need to understand the culture in order to work
successfully in the clinical setting (Reilly & Oermann, 1985, p. 79).

Climate is multidimensional, with two aspects related to the impact of the
organization itself (individual autonomy, degree of structure imposed on the job, reward
orientation, consideration, warmth, and support) and leadership (work versus relationship
orientation). Ward atmosphere reflects the quality of human relationships. Orton (1983)
found student response to climate to be most notable in terms of satisfaction with clinical
experience. There was no attempt in this study to correlate student response to ward
climate with academic achievemert, however, Griffith and Bakanauskas (1983) cite
empirical and experimental evidence to show a direct relationship between an individual’s
self-concept and manifest behaviour, perceptions, academic performance, and intellectual
efficiency (p. 105).

The teacher and the students, according to Heidgerken (1965), constitute a group.
This group may be considered as a small social system consisting of persons influencing
and being influenced by one another and drawn together because of common concemns,
goals, and values. All groups have certain characteristics in common; goals to achieve,
members who are joined together in common purpose, activities designed for goal

achievement, and some sort of leadership or control. Group climate forms the emotional



environment for members. Climate is very important in the clinical group because it has an
influence on the type of learning which takes place. Climate is not a simple entity, but is
the sum total or composite of a variety of factors such as administrative structure, nature of
the curriculum, aims of education, methods of instruction and discipline, the teacher, and
the student. The teacher is viewed as the central factor affecting group climate because all
other factors are, to at least some degree, subject to her control. The teacher brings herself
to personal relationships with students and gives meaning to the learning experience.

Peer group attitudes cannot be ignored. They are important in that they are readily
transferred and become powerful climate determiners. As adolescents, students seek
conformity and acceptance (Heidgerkin, 1952). The peer group is important in the
development of professional identity (Chaska, 1983). The stage of late adolescence is
characterized by Erickson (1968) as a potential crisis period as professional role identity is
defined and synthesized. As nursing students move into the clinical setting, they interact
with other nurses and experience the role of nurse through practising nursing behaviours,
t}{us identifying with the group to which they hope to belong. Self-concept develops
through interpersonal relationships with significant others. This is the essence of
professional socialization (Griffith & Bakanauskas, 1983).

The reference groups for the student in the clinical setting are the faculty and staff
nurses. Peers are also important in providing feedback with regard to the appropriateness
of behaviour, support, potential solutions to problems, and reinforcement for behaviours
and emotions experienced. Less advanced students look to upper classes for cues (Merton,
Reader, & Kendall, 1957). Student biases about faculty rest largely upon the teacher’s
reputation among fellow students.

Ogier (1983) examined the self-identification of student nurses as learners and
workers. She found that students feel like learners most of the time, but also identify
themselves as workers. Interestingly, the least discrepancy between identification as

worker or leamner was ai the end of their first clinical experience, indicating that at this point
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in their academic career they are most likely to suffer role ambiguity and conflict.
Ambiguity is considered to be a source of stress in the workplace and was reported to be
alleviated in this study by consideration (a climate of good rapport, warmth, and two-way
communication) and structure (active direction in planning goal attainment).

Pugh (1980) describes the literature on clinical teaching and learning over the past
three decades to be sparse and limited in scope. There appears to be much difficulty, she
asserts, in defining what clinical instruction is and identifying what makes it effective.
Despite a slowly growing body of literature that describes the clinical teaching process,
there are few studies which elaborate the particular practices, procedures, roles, and
relationships the instructor experiences in ker efforts to facilitate student learning. The
knowledge about clinical teaching that does exist tends to be framed as common sense
guidelines or propositions. Rarely is such knowledge grounded in studies of what the
clinical instructor actually does. From such perspectives one is led to believe that there is a
good deal of information about what transpires between students and teachers in the clinical
setting when, in fact, there is very little actually documented on this topic.

Until Carr (1983), no comprehensive direct look had been taken at the clinical
instructor. Carr studied how two clinical instructors processed information during clinical
instruction and presented a beginning framework for investigating the process of clinical
instruction. She calls for a more thorough investigation of the setting to describe the
environment for learning and how the clinical instructor works within it to facilitate student

acquisition of knowledge, skill, and professional values.
1.1.3 The Ward as a Learning Environment
Quinn (1980) considers the environment on the ward the most important factor in

clinical learning. She states that the crucial factor in a positive clinical learning environment

is psychological safety for the student nurse.




The learning environment is all-encompassing and links the teaching —learning
process with learner development (Roberts, 1984). The learning environment is a set of
perceived attributes or properties that refers to an individual’s cognitive description of the
milieu. It involves processing perceptions into more abstract meaningful depictions. It
relates to characteristics in the immediate situation that have direct and immediate ties to
individual experience. The learning environment is depicted by nurse educators and
researchers as multidimensional, with a core set of elements that apply across a variety of
situations.

Environmental variables in education are those factors which deal with the mutual
relationship and interaction between the person and the environment (Huckabay, 1980).
Educational theorists are charged with stressing perceptual and cognitive abilities and
excluding what to Huckabay is the most important environmental variable in learning, the
environment. Environment influences learning on two levels, early and immediate. The
learner’s early environment influences the development of genetic potential in terms of
perception, language, and cognitiv: development. The immediate environment influences
attention, perception, motivation, and efficiency. Certain variables such as age, maturation
level, socioeconomic status, and sensory function require consideration although they are
generally not manipulable. The immediate environment is described by Huckabay as being
comprised of four components. They are physical, conceptual, classroom management,
and discipline.

The relationships established between clinical instructor and agency personnel and
between students and staff are important to establish a supportive learning milieu. The iype
of relationship which exists between the instructor and staff was characterized as a “shared
rclationship” (Carr, 1983, p. 210). Nurses are co-assigned with students to a patient, the
instructor participates in nursing service activities, and nurses and instructors share
themselves personally and professionally. A reciprocity exists between the instructor and

the clinical setting. The clinical instructor is responsible for clarifying the role and
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expectations of staff in relation to student learning and clinical supervision. The instructor
helps to establish lines of communication between all parties. These task statements
illuminate the important negotiating/mediating role the clinical instructor must play (Reilly
& Oermann, 1985, p. 85).

How the clinical instructor facilitates learning in such a diverse and dynamic milieu
is not fully explicated in the present literature on clinical instruction.

In the next section, relevant literature pertaining to school learning environments
and organizational climate will be reviewed to seek principles relevant to nursing education.
For the student nurse, the ward encompasses both learning and work environments and
therefore links the two bodies of literature in a unique manner. Hospitals, of course, differ
from both schools and business organizations and caution must be exercised in relating

existing studies to the clinical situation.

1.2 Learning Environments

Lewin (1935) characterizes human behaviour as a function of the the person and the
environment. Sheahan (1983) reviewed the educational literature and analyzed Lewin’s
framework in the context of the teaching process. The behaviour desired by a teacher is
student learning. Learning has several domains; cognitive, affective, psychomotor, social,
moral, and experiential. In order for learning to occur, account must be taken of the person
involved in the leaming activity. The person has many characteristics which must be
considered; biological, intellectual, memory, motivation, perception, personality, self-
concept, and style of thinking. These characteristics reiate to how well the person learns,
but the context within which the leaming takes place cannot be ignored. The environment
consists of attitudes, expectations, groups, roles, social climate, teachers, and relationships
between teachers and leamers. Sheahan’s modification of Lewin’s approach provides a

useful model for examining the teaching and Jearning process.
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The school environment has for some time been acknowledged as a powerful
influence on the organization and operation of a school, and there is no shortage of
literature on school climate, learning environments, school ecology, and organizational
culture and context. However, much of the research which has been conducted has utilized
traditional research models and approaches to inquiry into the phenomenon (Barker, 1968;
Brookover et al., 1978; Hall & Griffin, 1982; Halpin & Croft, 1963; James & Jones,
1974, 1979; Lam, 1985), linking environment to academic outcomes to predict
achievement and describe school effectiveness.

Theoretical work has moved beyond the conception of schools as closed, isolated
systems run according to professional standards and judgments to a more open-system
perspective of the institution subject to both internal and external environments (Weick,
1976). Empirical researchers, however, have failed to take environment seriously
(Schubert, 1986). Not only are the effects of environmental variations on school
organizations and student learning unclear, there is a lack of definition of the concept and
the attendant variables which comprise it, evidenced by the number of synonymous terms
used to describe it.

The physical conditions of the school, its organizational structure, norms,
expectations, and other persons in the educational environment influence and place
boundaries on what an individual teacher does (Hall & Griffin, 1982). The learning

environment is defined by Brookover (1982) as

a composite of variables as defined and perceived by the members of

the group. These factors may be broadly conceived as the norms of the
social system and expectations held for various members as perceived
by the members of the group and communicated to the members of the

group.
The focus of the Brookover research is on the composition of the student group,
school climate, and academic achievement. The school was characterized as a total learning

environment, with the learning environment in any particular classroom not isolated from



16

the total milieu. Three clusters of school characteristics were identified; ideology,
organizational structure, and instructional practices (Brookover, 1982).

A comprehensive review of the literature on organizational climate, context,
environment, ecology and their related measures was conducted by James and Jones
(1974, 1979) with the subsequent development of a model which describes the relationship
of climate to a situation and a person. The model was arranged to represent psychological
climate (the individual’s perception of the organization) as a function of the situation
(context, structure, process, physical environment, and systems values and norms), the
person (personality, demographic, and experiential variables) and the reciprocal interaction
that occurs when the individual’s perception of the climate influences the situation, the
person, or the person-situation interaction. What an individual can or cannot do to affect
the overall climate is unclear.

Little of the present literature on school learning environment or organizational
climate addresses the unique situation of the clinical experience component of a programme
of nursing studies. Most of the information available was generated from organizational
research, or research on schools with the classroom as the unit of analysis. Clinical
learning takes place in a practice setting, not within the confines of a classroom in an
educational institution. Itis questionable then, to what extent the existing literature can be
transferred to the clinical education context in nursing.

It is important to distinguish how clinical teaching is different from classroom
teaching and why the literature on classroom climate and environments is not necessarily
generalizable to the clinical context. Firstly, the student teacher ratio is much smaller in the
clinical setting. A classroom teacher could be faced with a very large group. In the clinical
setting, however, the instnictor rarely supervises more than eight students, depending on
collective agreements and institutional practice. On the ward, the instructor does not exert
the degree of control over what happens in the learning situation as the teacher does in the

classroom. The clinical instructor must remain adaptable and flexible because unusual and
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unpredictable events can occur. Because of the presence of patients, there is added stress
due to an increased element of risk. Patients are in the hospital because they are in need of
nursing care, and they may not have the patience or stamina to deal with a learner. As well,
the risk of error can be quite devastating to teachers and students, so the stress levels of all
parties may be unduly elevated in this milieu. The content of learning differs from the
classroom; psychomotor and communication skills dominate in clinical, while cognitive
skills dominate the classroom (Quinn, 1980).

Nursing is not unique in its use of the practice setting as a component of
professional studies. Other professional programmes have incorporated various models of
practical experience into the preparation of their graduates. A brief review of the relevant

literature respecting education in the professions follows.

1.3 Professional Education

Professional education is a significant component of post-secondary education.
While curricula in professional programmes vary both within the profession and in
comparison to other professions, Dinham & Stritter (1986) outline the three sorts of
experiences that are typically offered; courses in basic arts and/or sciences, courses which
address the professional body of knowledge, and a practical component which initiates the
student to the profession and links theory to professional practice.

Professions vary widely in their use of practical experiences for students.
Characteristics learners bring to the setting also vary. McGlothlin (1964) cites differences
in entrance requirements to the professions which range from from high school diploma
(engineering, nursing, pharmacy, architecture), several years of basic arts or science
courses (law, medicine, dentistry, veterinary medicine), and baccalaureate degree (social
work, theology, clinical psychology).

Irby (1986) describes clinical education in medicine as having three distinguishing
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characteristics; a problem-centred approach, an experienced-based learning model, and a
combination of team and individual 1eaming. The focus is on the patient and the richness
of the learmning experience depends largely upon faculty members’ instructional skills and
the patient mix available.

Several problems with clinical experiences in medicine are described by Irby
(1986). He found persistent complaints about overvhelming work demands placed upon
students allowing them little time to reflect on their experience and make connections to
theoretical knowledge. Clear expectations for performance were lacking. As well, role
models and clinical settings to which students were exposed were not always appropriate.

Typically, professional education research focuses on the analysis of student
performance outcomes, measuring acquisition of skills, knowledge, and attitudes. Foley
(1983) suggests “research must be concerned with assessing the behavioural outcomes that
result from educational intervention.” Pearsol (1987) disagrees. He suggests that by
placing greater emphasis on education than on the profession itself, researchers who
undertake field-based practical inquiry will generate insights which are more educationally
valid than those investigators who focus on prescriptive research. He calls for research
which embraces the complexity of the professional environment, not that which seeks to
artificially simplify it.

Daggett, Cassie, and Collins (1979), making general observations about clinical
teaching in their comprehensive overview of medical education research on the topic, state
that research efforts in medical education are neither particularly extensive or revealing.
They searched the other health professions for pertinent information and found the largest
body of knowledge on the subject to be from the nursing profession, but little relative to
teaching skills per se. They found a good number of research reports from other
professions (education, counselling, administration) which concerned themselves with
general observations on teaching in the professional setting, but the results were rarely

reported in a comprehensive fashion which would articulate appropriate teaching roles.
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Nor were these research studies based upon systematic observation of actual teaching.
Clearly, much still needs to be accomplished in this area of research across the professions.
It is evident that other professions have little to offer to the understanding of the
clinical component of nursing education. What knowledge does exist is often not applied
in any systematic fashion. Becker (1961) provided a student view of medical edncation,
and demonstrated the use of ethnographic methods. Daggett et al. (1970) provided a
Canadian perspective on clinical teaching in medical school and presented an overview of
the literature on clinical teaching in the helping professions, supervisors’ training roles,
important components in clinical teaching, and altemative teaching methods. In their

literature review, which spanned several different health disciplines, they stated:

there is a great congruence in the studies reported of what constitutes
effective and ineffective clinical teaching. As a result, one would
expect to find evidence of well-thought out approaches to clinical
teaching, as well as appropriate training programs for clinical
instructors. Sadly, this is not the case (p. 161).

The model for medical ecucation differs widely from the model for nursing
education (Morgan, 1986). Dental schools also provide a clinical component for their
students, but again this differs in context. Law, education, and social work use practical
experiences as well, but literature on clinical supervision in these professions is not readily
transferable to the general nursing setting. Since the contexts differ widely with respect to
teacher-student relationships and ratios, organised bodies of knowledge, types of skills
required, and the clinical practice sites, the environments experienced by educators and
students of nursing are very different from other professional groups.

Across the professions, clinical teaching relates to the overall preservice education
in different ways, with differing levels of importance, and is placed in the programs
differently (concurrent, as in medicine, dentistry, and nursing; in blocks, as in teacher
education; terminally as in medical internships and articling placements for lawyers and

architects). The focus also differs (acquisition of psychomotor skills, application of



different models of practice, socialization into the profession), the practice of the
professions takes place in different settings and is based on different bodies of knowledge.

Furthermore, clinical instructors vary across the professions. They have different
backgrounds of experiences and qualifications as professionals, relationships to their
employer (college or university), and respective departments. They are bound by differing
rules and regulations of their professions, have different responsibilities, and are
accountable to the institutions and clientele in different ways. Instructors are accorded
different status relative to the hierarchy of their profession and interprofessional tensions.

Few comparative studies exist where different professions and their clinical
apprenticeships are examined and the model from one profession is applied to another.
There is an unwieldy set of studies spanning more than 20 years, and which is difficult to
synthesize because of the lack of consistent focus and instrumentation within the literature
relating to a single profession, much less across professions. In the absence of a cohesive
body of empirical literature, it is difficult to guide, inform, or compare the clinical

experiences or characterize the learning environments across the professions.

1.4 Implications for Research

Nurse educators cannot assert causal relationships between teacher behaviour and
student learning without preliminary investigation into the elements of clinical instruction.
There is a need to understand why teachers do what they do in the context of the clinical
setting. Clearly, the profession knows little about clinical instruction and the environment
in which it is conducted. Itis evident that this is an area in need of inquiry, especially to
discover what contextual information is deemed relevant by clinical instructors and what
teaching decisions they make to cope with, adapt to, or transform the milieu.

Further, it has been pointed out (Clissold, 1962) that there is little or no guidance

given to new teachers in nursing. Clinical instructors work from a basis of common sense,
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rely on their intuitive understanding of teaching and learning, and have little empirical
evidence to inform their approaches, ard there is no framework to guide their actions.

There are certainly iimitations to this professional over-reliance on experiential bases for

teacher development in the absence of e:npirical data and a theoretical framework for action.

Beck, Youngblood, and Stritter (1988) concur with Clissold’s analysis of the lack
preparation for teaching in the professions. Little practical knowledge can be gleaned from
present studies, and in the absence of data from systematic studies of the clinical instructor
in the practice setting, few guidelines are availabie to those concerned with improving the
quality of clinical experiences in professional education. Such guidance is necessary
because most clinical instructors have the majority of their formal education in the
theoretical and technical aspects of their discipline and little training in education.

Little is gained by looking to other professions, schools, or organizations for
assistance. An investigation into the clinical context where teaching and learning take place
and inquiry into the relevant dimensions and characteristics of this environment is clearly
essential. As the profession grows and changes to accommodate new knowledge and
advancing technology, more effective use must be made of the clinical experiences
provided for students. A necessary first step is to determine what constitutes the clinical
environment, and how instructors act within this milieu to facilitate student learning.

In the next section, the research problem, question, and implications for

investigation are presented and discussed.

1.4.1 Research Question

In view of the lack of information relating to clinical instruction in nursing
education, this study focuses on a description of the learning environment and the
practices, roles, and relationships of the clinical instructor as she or he attempts to

transform what is essentially a practice environment within a heaith care agency into a
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learning environment for the students assigned to the ward for the purpose of learning

nursing theory and practice.

Social scientists are dramatically impotent in their ability to
characterize environments. Generally, they do not even try. ... The
language of education and the behavioral science is in great need of a
set of terms for describing environments that is as articulated, specific
and functional as those already posed Jor characterizing individuals.”
Shulman, 1970; p. 374

The clinical setting has been described as a dynamic and complex environment.
The clinical instructor not only strives to make sense of this environment but also attempts
to work within it in ways which support the development of the students.

The general research problem was translated into the following central question:

How does the clinica! instructor interact
with the environment during clinical experience?

Given the limitations of the present knowledge about clinical learning environments
and clinical instruction in nursing education, the following activities were undertaken to

respond to the research question:

1. Description of what the instructor does and how these activities relate to
student learning,

2. Portrayal of the clinical setting, as viewed by key participants, focusing
particularly on those aspects which link directly to the learning experience of
student nurses, and

3. Examination of the connection between the clinical instructor, students, and
the clinical setting.

The environment is not only central to the educative process, it is considered to be
the major component over which the individual teacher has some control. While the
importance of the physical milieu cannot be denied, the elements in the immediately present
interpersonal environment are considered to be the most cducationally relevant (Hunt &
Sullivan, 1974).

There are several reasons for the study of the educational environment.

Environments are described in order to communicate with others about methods, to
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determine important facors influencing development and behaviour, to decide how and
where to influence implementation of innovations in educational practices, and to
characterize differences in educational approaches. Since much of the research on
environments is linked to student achievemeni variables (Brookover, 1982), one assumes
that understanding environments will allow educators and administrators to manipulate

them to improve student learning.

1.4.2 Methodological Considerations

Much depends upon the environment in which students learn. So little is known.
Researchers are confronted with three problems when investigating learning environments:
how much of the environment to describe, which units of study (variables) to employ, and
whose perceptions of the environment to use. In addition, time can become an important
factor when the researcher wishes to go beyond a single moment in time, which may be
neither typical nor representative.

How much of the environment should be described? Inasmuch as the behaviour of
a teacher provides the most immediate environmental effect on a learner (Hunt & Sullivan,
1974), the teacher’s actions must be considered paramount when investigating an
educational environment. But the student nurse is not separated from the broader context
which might include the culture and characteristics of the community, nursing school,
health care agency, the organization of the course, hospital unit, and the personal
characteristics of the teacher and the student. In order to focus the study, the researcher
must make a decision with respect to how many of these variables to include in the
investigation. Some aspects or elements which comprise the environment are general
(culture) while others are specific (teacher characteristics), some are remote to individual
experience (organizational size) and others are more immediate (teacher behaviour).

Teacher behaviours and instructional activities are more heavily represented in research on



the environment than structural or macro-organizational characteristics, because teacher-
related variables are of lesser magnitude and more immediate to the experiences of the
individual.

The decision about which units of the educational environment to study becomes
problematic to the researcher when the literature is reviewed and the number of potential
variables for study become evident (Chavez, 1984; Ellett, 1986). This is a critical decision
because it relates to the context and purpose of the study. What becomes important to the
researcher is not only which variables are chosen for investigation, but how they are
described. Since much of the research on education environments is linked (directly or
implicitly) to student achievement, it is important that the researcher who wishes 1> describe
the environment use value-free language. Terminology can set up distinctions of good or
bad, desirable or undesirable.

Whose perceptions should be used in describing the environment? An environment
is felt more than it is seen or heard. It is perceived in light of individual knowledge and
experience. An individual then organizes information about the environment into a
cognitive map that guides future actions. Perceptions about the environment will therefore
reflect individual characteristics in the processes of perception, concept and attitude
formation as well as in the situation itself. Diversity of perception, because of the roles of
the participants, their ages and experiences, is certainly to be expected. Insight into
differing perceptions of the same context will serve to illuminate ambiguous and poorly
defined elements of the environment. By describing events, roles, relationships, and
meanings in the context of the situation, the researcher will more clearly understand the
elements which comprise the learning environment, their properties, and how they are
manipulated.

The major aspects of the educational environment that were included in this study
are the patterns of the interactions of the instructor with students and hospital staff and how

these interactions rclate to subject matter and teaching processes. The clinical site was the

etk
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primary unit of analysis but was not separated from the total milieu, the structures of the
institutions (both educational institution and health care agency), the overall atmosphere,
and the academic and intellectual norms, emphases, and expectations. The perceptions
sought were those of key participants in the clinical learning situation; clinical instructors,
students, and hospital staff. Description, not evaluation, was the intent of the
investigation.

When researching the complex world of clinical experiences in nursing education, it
quickly becomes apparent that the more traditional techniques of research which emphasize
preordinate theories and methods are often inappropriate due to the special nature of the
clinical experience and the lack of empirical knowledge about the process. Since an attempt
to link the instructional process in the clinical component of nursing studies to leadership
theory did not yield relevant results, it became evident that this research route was not
fruitful (Vollman, 1985). Additional research of a more exploratory nature was required to
examine the complexity of the teaching-learning process in the discipline. In the absence of
guiding theory and known variables research to generate understanding is necessary.

No preordinate theory existed to direct this study, to define testable hypotheses, or
to determine methodologies for data collection and statistical analysis. The question itself is
generative, implying an inquiry to discover the environment through the actions and
interpretations of clinical instructors. The emphasis is on an in depth exploration of what
exists in reality and what actually happens. Hence, the need for an insider’s view of the
environment is obvious.

These concerns are better served by a qualitative study, open to the variables and
interpretations which emerge. This mode of research has a philosophical foundation which
is compatible with both the intent of the question and the present state of knowledge about
the environment of clinical instruction in the health care field. In chapter two, the research

approach is discussed in detail.



1.5 Summary

The clinical component is integral to and in fact constitutes the major part of any
program of nursing studies. An understanding and description of how the clinical
environment affects learning is central to the improvement of nursing education programs.
Currently there is a dearth of studies drawn from actual clinical nursing instructional
practice and no agreed upon concept of the process among nurse educators. Nurse
educators are becoming increasingly aware of the need for more attention to the impact of
the clinical setting on the education of the nursing student and of what can be done to make
it a more effective and favourable learning environment.

The intent of this study was to describe the clinical learning environment and the
actions instructors take to influence that environment. It is hoped that this study elaborates
the contextual realities of clinical instruction in nursing education, describes the
circumstances and actions of instructors in their efforts to facilitate learning, and builds a
framework for understanding the dynamic forces of instruction in the clinical field.

In order to study the complex world of clinical experiences in nursing education, it
is apparent that the more traditional techniques of research which emphasize preordinate
theories and methods were inappropriate due to the unique nature of the leamning
experience. Traditional methods imply that variables are not only measurable and
quantifiable, but also identical for all participants. These assumptions, when dealing with a
situation as personal as a clinical learning experience in nursing, create a distance which
minimizes the understanding of the dynamic context and which limits the presentation of
multiple perspectives of the phenomenon. Therefore, a different approach to inquiry,
based on the philosophical foundation of symbolic interaction, was used.

In the next chapter symbolic interaction is presented and discussed in light of the
research question and qualitative research methods. As well, the re search approach used

for the investigation is presented and outlined in detail.
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Chapter 2
Research Approach

In this chapter the research approach is presented in conjunction with the theoretical
foundation for the methods utilized. The sites, settings, and sample are described.
Research methods used, participant observation and intensive interviewing, are discussed.
The data analysis process is presented in detail, and issues of reliability, validity and ethical
inquiry are explored in the conte::t of qualitative research.

For this study an adaptive and flexible approach was employed which minimized
preconceived notions and encouraged natural responses from the participants. It was
important to understand the complexity of the meaning given to the phenomenon of the
clinical learning environment and the actions engaged in bty the actors (clinical instructors,
students, and nurses) within this context.

I wished to enter transactions with the participants in the field as neutrally as
possible so that any a priori frameworks did not unduly bias the data collection and
analysis. I was aware of the existing literature, theories, and frameworks, and had
examined my own assumptions about clinical teaching and learning. I was determined to
be open to the worlds of the instructors in the study. To get close, to understand their
perspective, and to feel what it was like in their context was vital to the description of the

clinical learning environment as experienced in action.
2.1 Conceptual Framework for the Methodology

Symbolic interaction (Blumer, 1969) forms the philosophic foundation upon which
the research approach used in this siudy is grounded. This theoretical perspective is based
upon three major premises dealing with human behaviour in society. People act toward

things on the basis of the meaning that the things have for them. This meaning is derived
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from or arises out of the social interaction that people have with others. An interpretive
process is used by a person to deal with the things encountered. Meanings are handled and
modified by this interpretive process.

Central concepts of symbolic interaction are that the mind, self, and society are
most usefully viewed as processes of human conduct. Language is the primary mechanism
to consciously convey meaning to others. Human conduct is determined by how one
defines situations within which one must operate, and behaviour is constructed in the
course of execution based upon the definition and meaning of the situation. One does not
merely respond mechanically to external stimuli. People are socialized into society but are
not merely passive actors; they can choose to act in accordance with convention (arbitrary
laws), manners (mutually agreed upon behaviours), or to deviate from social group norms

(Manis & Meltzer, 1967). Symbolic interaction refers to the manner in which people

interact:

Human beings interpret or “define” each other's actions instead of
merely reacting to each other’s actions. Their response is ... based on
the meaning which they attach to such actions. Thus, human interaction
is mediated by the use of symbols, by interpretation, or by ascertaining
the meaning of one another’s actions.

(Blumer, 1962, p. 180).

People, therefore, make indications to others about what to do and they interpret
others’ signals to themselves. Conflict can be created if these signals are misunderstood.
Intrapersonal conversation and conflict can also be created if one views the self as two
parts: “I” and “me”. The “I” responds to the environment and to others and the “me” is the
organized set of attitudes one has developed over time. The “me” can empathize with and
take the role of others, whereas the “I”” provides a sense of freedom and initiative.
Individuals, by viewing themselves self-consciously, are able to control their reactions to
situations. Social control is thus explained as individuals cooperatively exchange roles and

monitor behaviours toward each other. Communication is central to this process.

Symbolic interactionists view modern culture as essentially dynamic, emphasizing



the reality of genuine creative change and evolution.

Blumer (1962) expresses the doubt that human society can be

analyzed by schemes which do not take into account persons
constructing individual and collective action through an interpretation
of the situations which confront them (p. 192).

Rose (1962) summarized interactionist research methodology by emphasizing three
key points: (a) subjects are studied in their natural environment and the research technique
tends to be some form of observation, (b) the conceptual framework of the research is
based on the assumption that human behaviour and social life are in continuous process,
and (c) people are perceived as living in a symbolic environment which mediates the
relation of the physical environment toward which he is responding.

Blumer (1969) explains that human groups live in different situations (cultures)

which create different sets of meaning but

Whether one is dealing with a family, a boy’s gang, an industrial
corporation, or a political party, one must see the activities of the
collectivity as being formed through a process of designation and
interpretation (p. 21).

He goes on to assert that the researcher must have first hand acquaintance with the
sphere of social life under investigation. The concepts of symbolic interaction are
congruent with the values of qualitative research approaches such as phenomenology,
ethnomethodology, and naturalistic inquiry. These approaches use methods of participant
observation, intensive interviewing, and inductive reasoning, placing emphasis upon
personal perception. Observers are required to suspend personal biases to view behaviour
from the actor’s point of view. Qualitative approaches are particularly useful in the study
of social processes which are dynamic and bounded in time.

Naturalistic inquiry (Lincoln & Guba, 1985) is a qualitative approach to doing
social science research, examining meaning as it is generated in the context of human
interaction. Its congruence with the framework and criteria for research of symbolic

interaction is evident in their description of the method.
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In doing research from a naturalistic perspective, [the researcher] is
forced into the natural setting because he or she cannot specify, without
an a priori theory or hypothesis, what is important to control or even to
study. Until [the researcher] has spent some time in the setting he or
she cannot specify the focus (problem, evaluand, or policy option) in
more than rudimentary form, or place boundaries on it. [The
researcher] could not design a contrived study (an experiment, say)
because he or she would not know what to contrive. If theory is to be
grounded in data, those data must first be located and analyzed
inductively. Since [the researcher] canrot specify the precise form of
the data to be sought, he or she must fall back on an open-ended
adaptive instrument: the human being, who, like the ‘smart bomb’, can
identify and wend its way to (purposefully sample) the target without
having been precisely programmed to strike it. Humans find certain
data collection means more congenial than others; they tend toward the
use of qualitative methods that ‘extend’ human senses: seeing,
hearing, and tacit ‘sixth-sensing’ that lead one to observation,
interview, documentary analysis and the like. These methods result in
insights and information about the sending context so that the extent of
transferability and applicability in some other receiving context may be
Judged. No aggregations, no generalizations, no cause-effect statements
can emerge, but only idiographic interpretations negotiated with
knowledgeable respondents; hence an air of tentativeness surrounds
any proposed application. Finally, the case study mode lends itself well
1o the full description that will be required to encompass all of these
facets and make possible understanding on the part of the reader
(building on his or her own iacit knowledge and making ‘naturalistic
generalizations’ possible). Judgments about the trustworthiness of such
a process cannot be made with conventional criteria; criteria devised
especially for and demonstrably appropriate to naturalistic inquiry are

required. (p. 43-44).

Since humans act toward events based on the meanings things have for them, they
are not simply responding or reacting to stimuli. They are deriving meaning from the
interactions they have with others in the milieu. Individuals, then, act within a larger
network of other individuals and society; the organization of this society frames the social
action, but does not determine it. Symbolic interactionists recognize a degree of choice in
human behaviour, and as this choice is exercised the resulting actions generate new
experiences, new meanings, and new lines of action. Thinking is involved in interpreting
events and making choices, and a dialectical process is used to identify tentative meanings

which may be revised as instruments for informing and guiding future behaviours. To



describe and understand the clinical instructor’s “world”, the researcher must capture the
process of interpretation and must observe the person at a time when events are
encountered and interpreted.

When little is known about a phenomenon, one must begin an investigation by
observing and analyzing it in an effort to understand and describe it. These efforts assist
future researchers in identification, prediction, and determination of causal relationships.
Qualitative methods are chosen because they are logically consistent with the theoretical
framework of symbolic interaction and with the research questions being investigated. The
operations of field study assume reality is infinitely complex; in order to reveal the
phenomenon, a discovery (rather than verification) form of research approach best presents
the world from the participant’s point of view. The methodology of an investigation,
therefore, emphasizes subjective interpretations of phenomena by utilizing observations and
conversations, inductive strategies, situational content, and observation of performance in
the actual setting. This approach demands flexibility and a vital sensitivity to process.
Qualitative methods are sufficient to prove the existence of phenomena, to describe
elements of them and processes relating to them, but are inadequate to specifying causal
connections.

Clearly, this methodology suits the intent of this study. As stated earlier, the intent
of this investigation is to describe, not evaluate. To obtain a more comprehensive
understanding of the actual processes that constitute the daily life of the people involved in
a clinical leaming experience, a naturalistic approach was employed to provide qualitative
(as opposed to quantitative) information (Lincoln & Guba, 1985). The emphasis was on
observation in the natural setting with responses made to new issues as they emerged.
Natural (that is, not contrived) responses to actual events were the data collected. The
orientation was to activities, interpretations, and intents of the participants. This approach
is particularly useful when there is uncertainty as to what issues would arise and when an

understanding of a process is desired. The aim of the research was to describe and
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understand the learning environment, the practices, roles, and relationships of the
individuals involved. I considered existing theory in comparison to the emerging data.
The research approach is described as a case-like portrayal of the researcher in
action. In the next section, the steps toward entry into the field and access to participants
are presented, including a discussion of the selection process for the clinical settings and
instructors. Pseudonyms are used throughout this report to protect the identities of the

agencies and people who took part in the study.

2.2 Selection, Access, and Entry

Strategies for gaining access to and entry into a site can be unpredictably difficult
for qualitative researchers (Bogdan & Biklen, 1982; Carr, 1983; Pugh, 1984). Trust,
communication skills, and interpersonal competence are necessary attributes for the
researcher; yet, a dilemma exists when the researcher is not known to the community
involved. A further obstacle is created by the preponderance of quantitative and emprical
studies conducted in the health care setting and the resulting lack of familiarity with the
qualitative research approach.

The original criteria for selection of the health care agencies for this study were that
the site (hospital and ward) be utilized by at least two clinical instructors and their students,
that the site be in an accredited teaching hospital, and that instructors be from a
undergraduate university-based programme. Given that the prevailing emphasis in nursing
education favours baccalaureate preparation as minimum education for entry to the
profession, it seemed ideal to select participants from this population.

Two clinical instructors and their students, using the same site, were interacting in
the same structure and with the same people. Any differences, therefore, were probed in
terms of differing perceptions and decisions in response to essentially the same structural

milieu. This strategy minimized confounding factors.



Accredited teaching hospitals are required to meet certain minimum standards of
quality and provide certain services to students. Accredited teaching hospitals see their
mission as not only patient care but also education and research. It was assumed that this
milieu provided a more weicoming atmosphere for educators, and that staff would espouse
values conducive to education. In conducting a study of this nature, working with staff
who held negative attitudes toward education and research would have been potentially
disruptive.

In addition, I wished to select a site and a clinical setting with which I was
moderately familiar. To be required to develop an understanding of the intricacies of
rursing practice in an unfamiliar subject area was a discomforting thought. Since my
clinical practice background included medicine, surgery, pediatrics, and obstetrics, the
potential choices for settings within the selected site were reasonably broad in nature.
Ruled out were specialty areas of critical care, operating room, and psychiatry.

The selection process, obtaining access to hospitals, and gaining entry to the wards
took place over the academic year. As well, the schools of nursing were operating their
courses and students were rotating through the clinical sites over the course of the term. In
Table 2.1, the two agendas are illustrated.

Table 2.1
Timing of Academic and Research Events, 1987 Academic Year

1986 1987

Sept Oct Nov Dec Jan Feb March | April May

Research Events:

Faculty Memorial/ East Gen Pilot Research
Proposal Varsity West Study
City

Clinical Programme:
Rotation 1 Rotation 2 Rotation 3 Rotation 4
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2.2.1 Obtaining Access to Hospital Sites

Gaining permission to use nursing units in health care agencies where student
learning experiences took place proved to be a difficult and time-consuming process. Initial
requests for access went out early in the proposal stage to Varsity (a pseudonym) nursing
faculty and Memorial Hospital (a pseudonym) which met the criteria for the study.
Informal acceptance was given by representatives of the hospital, pending approval by the
University of Ottawa Faculty of Education and the Memorial Hospital Nursing Research
Committee. Application to the Memorial Hospital Review and Ethics Committee, which
had the final approval in matters of research access within the hospital, would follow only
after the first two levels of approval were granted. When the research proposal went
through official channels it was accepted at the Faculty of Education, but rejected at the
level of Memorial Hospital’s Nursing Research Committee. The rationale for rejection was
based on four concems: (a) the apparent lack of framework for conducting interviews, (b)
the difficulty assuring objectivity and anonymity, (c) informed consent for all participants
(concern that patient data may inadvertently be recorded), and (d) the degree to which any
published conclusions would invade privacy of the hospital and its personnel. Given the
nature of the professional confidence at that time with the Grange Inquiry (1984) having a
major impact on scrutinizing and sensationalizing the conduct of nurses in Ontario, the
points were considered valid. Although an attempt was made to resolve these concerns by
sending a letter of clarification to the Director of Nursing, access was denied. The proposal
never reached the final review stage at Memorial Hospital.

At the same time as the proposal was submitted to Memorial Hospital, it was also
submitted to the Varsity School of Nursing Research Committee. This committee approved
the proposal. Prior to meeting with faculty to seek volunteers to participate in the research,
a host site needed to be found. Application was made to two teaching hospitals, East

General and West City Hospitals (pseudonyms). After presenting the proposal and
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researcher credentials, access was graated by East General Hospital. This process did not
require a committee review since a reciprocal arrangement with the Varsity committee was

in place. Permission for access was approved by the West City Hospital Research Review
and Ethics Committee, on condition that conversations with patients and physicians not be

tape-recorded.

2.2.2 Selecting Research Participants

The Director of Varsity School of Nursing granted permission to approach teaching
faculty with requests for volunteers. Knowing that two sites were available for the study,
Varsity clinical instructors needed to be solicited to take part in the study. Volunteers who
had come forward as a result of the proposal review at the Varsity School of Nursing were
ineligible because they were assigned to the hospital that had rejected the research or were
assigned to specialty units. The coordinator of the section assigned to medical-surgical
settings was approached for referral to potential volunteers. Three candidates were named.
All refused. One instructor was part-time and considered the research burden excessive.
Another was concerned that since her application for tenure was under review, it was too
risky for her to engage in additional activities. A third was concerned that the student
group to which she was assigned included some borderline students and she felt under too
much pressure because of these demands. Presentations of the research were made
individually, and although initial interest was expressed, all requested additional time to
think the matter over. The ultimate result was refusal, and other options ad to be
considered: drop the study, change the selection criteria, or reconceptualize the entire
project.

I elected to modify the selection criteria. The decision was made to present the
proposal to the two local community colleges, North College and South College
(pseudonyms) which had nursing students assigned to East General and West City
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Hospitals and seek volunteers from their faculties. This decision was justified by reflecting
on three points; both programmes are mandated by the same governing bodies of the
profession (College of Nurses and Ministry of Colleges and Universities), they use the
same clinical units for practical experiences, students graduate with the same professional
designation (Registered Nurse) and legally are held accountable for having equivalent
minimal nursing knowledge. Although educators are seeking to identify and measure
distinguishing characteristics, current evidence to support the idea that baccalaureate degree
graduates practise nursing any differently than diploma (community college) graduates is
inadequate (Watson, 1981; Dennis & Janken, 1979). Indeed, Chamings and Treevan
(1979) conducted a study in which university and college nursing programme heads rated
their graduates on expected competencies and concluded that the expectations for graduates
of the baccalaureate degree programmes were higher, but not clearly different. Although
programme components are not comparable in terms of length, there are enough generic
similarities between the programmes, the nursing theoretical frameworks used, and the
clinical context, that the argument to proceed with this modification in selection seemed
reasonable.

University baccalaureate preparation for nursing differs from community college
preparation in several ways. University applicants are screened much more critically in
terms of high school marks, although both programmes demand essentially the same high
school academic credits. The ratio of clinical to classroom hours are essentially equal in
both programmes. University programmes provide more basic science, nursing
administration, community health, teaching, and research courses which are only
superficially introduced in community college programmes. In addition, Varsity’s
programme followed a pluralistic approach to nursing theory, unlike the North and South
Colleges’ programmes which concentrated on a single theoretical framework for nursing.
It was apparent that the differences between the programmes were most notable in terms of

the classroom (theoretical) component rather than in the clinical experiences.
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The chairperson of each of the two local English-speaking Colleges were very
interested in the study and invited me to make presentations to their staff. Several
volunteers were forthcoming as a result, allowing me to make a purposeful selection of the
respondents for the study. A few were ineligible because they were assigned to agencies
where I had not been granted access. Of the eligible instructors, selection was made based
on the area assigned for clinical experience, years of teaching experience, and initial rapport
with the researcher. Two instructors (pseudonyms Sara and Errin) were assigned to the
obstetrical unit at West City, on different days of the week, with different levels of
students. A third instructor (pseudonym Peggy) was selected who was in the same
teaching team as Errin, instructing in the same year of the programme, but assignedto a
different clinical site (East General) for different days of the week. The selection of Peggy
was considered desirable because the time was becoming short and three instructors made it
possible to collect data seven days a week. In addition, it provided an opportunity for
comparison across sites as well as across participants. Since she was in the same
educational situation (first year students in an obstetrical setting) as Errin, differences in
findings could be examined in relation to the students’ different levels of preparation and
experience. Interestingly enough, the three instructors represented a variety of experience
levels themselves, which could provide contrasts in perceptions and actions. In a later
section, a profile of the three participants is presented which illustrates the contrasts.

Once the clinical instructors had agreed to take part in the study, meetings were set
to inform the students and to elicit their support and participation. The instructors
introduced me, set the research in the context of professionalism for nurses, and left it to
me to outline the study and what student participation would mean. The students’
questions were almost exclusively related to time and evaluation. Would this take more of
their precious time? Would I be carrying tales of their performance or conversations back
to the instructor? I took this opportunity to point out the appropriate clauses in the consent

forms (Appendix A) which addressed their concerns and assured them the research would



be conducted in an ethical fashion. All students signed consent forms.

It was important to the intent of the study that reasonably typical nursing units in
active treatment teaching hospitals be selected. Since all nursing students spend a portion
of their clinical experience time in maternal-child nursing areas, the selection of obstetrical

nursing units for the research setting makes sensc in terms of the nursing curricular

demands.

2.2.3 Gaining Entry to the Hospital Ward Research Settings

The next step was to obtain entry to the hospital wards. At West City Hospital, the
research proposal which had received review commitiee approval, was presented to the
director of nursing responsible for the obstetrical programme. She gave permission to
approach the staff, through the programme coordinator. A meeting was arranged by
telephone for two days hence. We met in the coordinator’s ¢ffice, which was situated
adjacent to the wards (called MAT1 and MAT?2 for the purposes of this thesis) I wanted to
use for the research. During some prelirainary small talk prior to presenting the research
proposal, we discovered an old acquaintanceship. The coordinator had worked as a nurse
in a remote northern area where I had grown up, and she had known my father, a bush
pilot. This made entry to the area very much smoother than anticipated, as the coord:nator
reported being initially cool in her reception of the research.

It was now the appropriate time to speak to the head nurses on the two wards in
question. Both were away at a conference that day, so I telephoned the next day to set up a
meeting. I was unable to arrange a convenient time to meet them both, so two separate
meetings were set. When we met, the proposal was discussed, and what it meant to the
head nurse and staff in terms of consent and potential work disruption was outlined. The
acceptance of the study was enthvsiastic and gracious. Both Lil and Michelle

(pseudonyms) readily supported the research, voluntecring to solicit participants from
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among their staff and coordinate the signing of consent forms. I declined this offer,
wishing to ensure that volunteers understood the nature of the research and thc commitment
they were assuming when they agreed to participate. Proposal and sample consent forms
were left in the staff report rooms, and meetings were set to meet the staff prior to the
beginning of the field study.

It was interesting to note that night staff on MAT1 read the proposal and signed
consent forms prior to the staff meeting. They left notes for me that they wanted to be
involved when their shift changed and they were back on the day shift to which the
students were assigned. There seemed to be a feeling of pride in being selected for
research. On the other hand, some Registered Nursing Assistant (RNA) staff on MAT2
showed a certain reluctance to participate. One refused outright, flinging the consent form
back at me after the information meeting. While I did not seek to change her mind, I did
attempt to uncover reasons for refusal. In this case, the policy the hospital had adopted
with respect to phasing out RNA staff in favour of all-RN staffing appeared to be the
reason for reluctance on the part of the RNAs. This policy was identified as the source of
some conflict which is discussed in the latter part of this report. All but one RNA
eventually agreed to participate in the study. It was arranged that no students would be
assigned to her patients for the duration of the study. This was not a difficult task as she
soon went on an evening and night shift schedule and the problem resolved itself.

A similar scenario took place at East General Hospital. The proposal for research
was presented simultaneously to a group of staff nurses, the programme director, and head
nurses (Claire and Helen) of the obstetrics service. The response was overwhelmingly
supportive. Some nine years previously I had taught students in the case room (labour and
delivery) and several people recalled that experience.

The difficult search for a research site and volunteers was now complete. The
process had taken in excess of five months. I had planned to conduct the study over one

complete semester (15 weeks); little over half that time remained in the academic year.
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Decisions about how to most effectively utilize the remaining weeks in the semester were
now critical. During the course of the study, 112 people would sign consent forms and
participate in some manner: 92 in the study proper, and an additional 20 in a pilot study.

In the next section the pilot study is presented.

2.3 Pilot Study

With permission for access to two research sites, and three clinical instructors
available for the study, time was now becoming a major concern. There was one student
rotation left in the academic year before college broke for the summer. I did not have the
luxury of a full semester (fifteen weeks) remaining in the academic year in which to
conduct the study (see Table 2.1). In one week it would be winter study break, and then a
new group of students would be assigned to each clinical area for the final clinical
placement of the year. It was mandatory that I make use of this one complete student
rotation for data collection purposes. I could not afford to take time to familiarize myself
with technical equipment or field research procedures during the course of the project. It
was essential that a pilot study be conducted to assess the adequacy of the data collection
and analysis techniques and remedy any unanticipated problems.

Nathalie, a nurse educator from North College, had originally volunteered for the
research and was not selected. She would be an ideal candidate to participate instead in this
pilot study. Nathalie was assigned to East General Hospital at that particular point in time
with a group of third year students on an active treatment orthopedic surgica! unit. Nathalie
and her six students were informed about the study and all signed consents to participate.
As well, the head nurse and staff met with the researcher and agreed to take part in the pilot
study.

The selection of Nathalie was problematic in that she and I had known each other

for several years and had worked together four years ago. I was sensitive to how the data

40



41

might be influenced by our relationship. Glesne (1988) outlined three concerns when the
researche. becomes friends with informants: (a) danger of data bias beczuse of an
unconscious subjective selection process, (b) denial of access to other data sources because
of this friendship, and (c) overidentification of the friend with the researcher, causing the
participant to become more observer or to act to impress, not inform, the researcher. These
problems riever emerged. Throughout the pilot, I was very conscious of this relationship
with Nathalie, although, upon reflection, we related more as colleagues than friends. Since
the pilot study was intended to focus on research methods and strategies it was not difficult
to avoid problems of overidentification.

The pilot study spanned four days; the day prior to clinical experiences when the
instructor selected patients with whom the students would work, three clinical days of 6.5
hours each, plus three one-hour post-conferences.

The pilot study began with major interviews with the clinical instructor, Nathalie,
and the head nurse, Mae. The interview with Nathalie focused on what :he actually did
while in the clinical area and what relationships she found important. We discussed the
clinical teaching and learning environment from . " -thalie’s point of view as a clinical
instructor. Mae directed the conversation in her interview toward her role as head nurse
and to what extent she perceived it as being central to the climate of the unit. As well, the
roles and responsibilities of the various staff on the ward were examined, and how staff
interacted with the students and clinical instructor was discussed. Considerable latitude
was offered to explore a wide range of clinical topics related to the education of nurses. By
probing what instructor actions and values Mae felt were important, areas for future
eluboraticn were generated.

By encouraging Nathalie and Mae to talk about their experiences, probing more
deeply about the subjects which were raised, I obtained an idea of how people actively
engaged in the clinical setting structured their work with students and ordered their

thoughts about the learning in the clinical milieu. The interviews were open and quite free-



flowing, allowing an exploration of the perspectives of the participants and a general
understanding of the range of concemns related to the phenomenon of the clinical learning
environment. Transcripts and my summary comments were given to both participants for
review within two weeks. Transcripts were returned with only minor editing corrections as
well as a small number of thoughts or eiaborations the participants had added, clarifying
their perspectives.

Once the field portion of the pilot study began, information about the phenomenon
of the learning environment was secondary to method-oriented issues. I sought to resolve
questions or concerns about ease of observation, technical aspects of tape recording versus
note-taking, disruption of work if I spoke with people on the ward, and ease of maintaining
more of an observer than participant stance in the clinical milieu. During the pilot study I,
in effect, trained myself as a field researcher. In order to provide a focus for the pilot
study, I took note of the functions of the instructor as she interacted with the students and
staff, elaborating, corroborating, or questioning her actions in comparison with our initial
interview. I spent some time selecting interactions and writing notes to characterize themn.
I engaged in spontaneous but method-oriented conversations with staff and students that
gave me information about the degree to which people noted differences in the instructor or
their own practice when they were under scrutiny.

A memorandum written during the pilot study indicates the ..ssons I was leaming,
primarily about myself, about actual field study and its methodological, personal, and
ethical challenges.

The purpose of the pilot is to assure myself that what I planned to do
was “do-able” and that the data collection procedures, taping, etc. went
smoothly.

Interviews: Went smoothly overall - I need to be more specific in terms
of searching for examples of elements in the clinical milieu without
directing the flow too much. Sometimes the interviewee rambles and I
don’t think I probe deeply enough or assert enough direction. On the
other hand, I don't want to cut them off too soon and lose valuabi: data.
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Interviews must take place in a quiet place with few possibilities of
interruptions if I want to tape record. The air conditioning fans and
intercom provide much background noise. Also, I must be careful of
interrupting andlor speaking over the interviewee - makes it difficult
for transcribing. I didn’t do too much taping of spontaneous chats -
people were quite intimidated by the recorder but were more willing to
speak to me if I was just taking notes. It will be a good idea to carry
the recorder around and not use it for the first week of the study - just
to get people used to seeing it.

Consents: Getting consents from staff in the a.m. was problematic. It
is very busy at that time and (a) it's an extra burden for staff and (b)
they tended to sign without reading which made me concerned from an
ethical standpoint. They did, however, take their own copy so maybe
they would read it later in more detail.

Farticipant - Observation: I attempted to maintain a passive observer
stance which was, for the most part, successful. At times the clinical
instructor (and occasionally the students) would include me in
interactions. The staff was welcoming and friendly, asking questions
about the research and my background. It seemed important to them
that I was a nurse; I must remember to make people aware of that as I
do the study. While there was limited opportunity for any conflict re my
role, I can see that it may cause problems in the study because of its
extended duration: I am a nurse, educator, colleague, clinical instructor,
researcher. I was an “outsider” in that I was not privy to relationships
on a personal level, but socially I felt accepted. People called me by
name, asked if I'd had a break, and charted to me, including me in
conversations, etc. The Team Leader introduced me to doctors that
came onto the ward. It's hard to say how my presence affected the
people involved. Students said the clinical instructor was “different”
at first, more questioning and demonstrating behaviours in particular,
but that she returned to “normal” in a couple of hours. Studerts
expressed some nervousness at first, but settled down when they
realized I was, as I said, just observing. They all felt the staff acted
quite naturally.

Personal Conceirns: This sort of research is very intersive and
demanding. In order to reduce fatigue and capture as much as possible I
must remember to take rest and coffee breaks and take “writing”
breaks occasionally. If I can’t capture enough by writing - which I hate
doing - I should use my verbal abilities to tape record my reflections.
Debriefing will become important. Who and by what means can I
facilitate this process? Perhaps I should get someone to interview me?
Am I missing important data because of what my professor calls
“headnodding reflex”? Am I accepting certain practices without
question? Am I being critical enough? Am I making the best use of the
data which presents itself?

Memo 14.02.87



In addition to evaluation of the data collection and analysis procedures a secondary
purpose of conducting a pilot study was to examine two substantive bases for the study,
derived from the literature review, which offered potenially useful frameworks for
investigating the learning environment (Lam, 1985; James and Jones, 1974). It became
apparent after analyzing the data from the pilot study that reliance on these frameworks
would hinder the conceptualization of the environment because they set artificial guidelines
and limits to the scope of the investigation. Methodologically, a great deal of insight and
practical knowledge was gained during the conduct of the pilot study. The lessons learned,
when taken in context of Bogdan and Biklen’s suggestions for novice researchers (1982,
p. 127), proved to be prophetic in the coming weeks when the primary investigation took
place. They advise the researcher to find someone who will make introductions to people
in the field, to be friendly, and to remain relatively passive. They caution against taking
what happens in the field too personally and admonish the researcher to set realistic goals
and not to attempt to accomplish too much in the first days.

As illustrated by the above memorandum, I was learning about myself as a
researcher and about some of the hazards of field research. Discussion of the pilot study
has been included for its methodological utility to the early stages of the investigation. It
was valuable in testing, adjusting, and framing my research approach.

The remainder of the discussion will focus on the main body of the study and the
research approach used to investigate the clinical learning environment. In the next section,

the participants and the clinical sites are described.
2.4 Sample and Site Description
Three instructors were selected from South College for the main body of the study.

They varied in experience as teachers, but were ail considered to be satisfactory performers

according to their chairperson. All were articulate about their practice and enthusiastic
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about my research. In Table 2.2 their clinical teaching assignments (to the obstetrical
service at the respective hospitals) during the study are presented. The hospital, the wards,
and the days of the week they were in the setting are also outlined.

Table 2.2
Description of Clinical Teacher Placement

Name
" Sara | 2 | WestCity “CObstetric | M-T-W
MAT1, MAT2, W
Case Room
Errin 1 West City Obstetric Th-F
MAT1, MAT2 S-S
Peggy 1 East General Obstetric Th-F
MAT3 S-S

The first instructor selected, Sara, was a very experienced nurse educator who had
in the past been director of a nursing education programme in a hospital setting. She was
assigned to teach eight second year nursing students on an obstetrical service, wards MAT1
and MAT2 (pseudonyms) at West City Hospital. Her clinical days were Monday,
Tuesday, and Wednesday. Interestingly, Sara had, at one time many years previously,
been head nurse on one of the units to which she was now assigned as a clinical instructor.
As well, because of her extensive experience in education, several of her former students
were nurses working on the wards.

The second instructor, Errin, was assigned to the same obstetrica! wards at West
City Hospital as Sara (MAT1 and MAT2), with eight first year students from South
College, on Thursdays and Fridays alternating every two weeks with Saturday and
Sunday. Errin had several years of experience teaching nursing in a community college in
another province. She was new to South College, new to West City Hospital, and

expressed a great deal of interest in being a part of the study.
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Peggy, who also taught in first year, was assigned to obstetrical ward MATS3 at
East General Hospital with eight first year students. Peggy was a new instructor; this was
her first teaching position. Her clinical hours were the same as Errin’s.

Each ward, regardless of the hospital in which it was situated, provided a basis for
comparison (corroboration or repudiation of what was discovered) and the selection of an
instructor who taught in a different hospital setting provided the basis for additional
environmental comparisons based on a different organizational structure which is described

below. The descriptions of the nursing units selected for the study are presented in a brief

format in Table 2.3.
Table 2.3
Description of the Major Characteristics of the Research Settings
Hospital Ward i Size Service Structure | Delivery | Staffing
West MATI1 28 beds | Obstetric | Traditional | Combined | All R.N.
City 28 cots | High Risk (central- Care
Pregnancy ized)
West MAT2 32beds | Obstetric | Traditional | Combined | Mixed
City 32 cots (central- Care R.N.
ized) R.N.A.
East MAT3 34 beds | Obstetric Friesen Separate Mixed
General 26 cots | High Risk | (decentral- | Mother & R.N.
Pregnancy ized) Baby R.N.A.

The two wards selected at West City Hospital used a method of combined care to
deliver nursing services to mothers and babies. In combined care, one nurse is assigned to
the mother and her baby. In a traditional delivery setting, a nurse from the nursery cares
for the baby, and another nurse from the postpartum floor cares for the mother. The
structure of West City’s wards was traditional; that is with a central nursing station and

supply areas.



47

The larger of the two wards, MAT?2 (32 beds), was geographically widespread and
also contained a 32-bassinette Nursery, which categorized it as a 64-bed ward. The patient
content was primarily postpartum. It was staffed with 23 registered nurses (RN) and 12
registered nursing assistants (RNA). MAT2 was an older ward which was scheduled for
renovation in the near future.

MAT1 was a smaller ward (28 beds, 28 bassinettes), recently renovated. An all-
RN staff (17) provides care to postpartum patients as well as high-risk antepartum women.
In general, the antepartum and postpartum patients are geographically separated.

The third ward setting utilized in the study was at East General. MATS3 was a 34-
bed combination antepartum and postpartum ward with a 26-bassinette nursery adjacent ‘o
it. This hospital was planning the implementation of combined care, but was delivering
care in the traditional mode for the duration of the study. East General was a relatively new
hospital, constructed less than ten years prior to the study, and was structured in a Friesen
concept, which is decentralized. There was no central nursing station and supplies were
kept in alcoves, called nurse servers, adjacent to the patient rooms. The staff was mixed
RN and RNA, some of whom had moved from the previous site (the Old Hospital) to this
building when it opened. East General was a bilingual institution, serving both
francophone and anglophone clientele.

The three wards were similar in several ways, but different in others. MAT3 and
MAT!] both served a mixed antepartum and postpartum clientele. MAT?2 was different in
that it served primarily postpartum women, only accepting antepartum cases if MAT1 was
full. MAT3 and MAT2 had nurseries adjacent to their units, but in the case of MAT2 both
areas were the responsibility of one head nurse. At East General, the nursery and floor
areas had separate head nurses. In terms of organization and delivery of care, two main
differences were notable. East General organized their nursing units according to the
decentralized Friesen concept. West City was structured in the more traditional centralized
fashion. West City used a combined care delivery system, whereas East General utilized a
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traditional (separate) approach to care of the mother and baby.

Itis apparent that there was a range of both variation and commonality in the
settings selected for the study. This allowed opportunities for comparison of the ways in
which instructors interacted with different models of organization and delivery of nursing
care.

In this section, the sites, settings, and participants were discussed. In the following

section, the methodology of data collection in the clinical field is presented.

2.5 Data Collection

Data collection took place over one semester from February to May 1987. The field
portion of the study was conducted for seven weeks over a period of one student clinical
rotation at the college, beginning in March (see Table 2.1). In total, 27 clinical days (out of
a possible 31) were spent in the field with the three instructors.

Data collection was comprised of three phases. The first phase, orientation and
overview, commanded the majority of the time in the pilot study previously described. In
this phase, technical aspects of the study were rehearsed and some of the prominent aspects
of the research problem were identified. Early in the main body of the study, I was still
seeking sufficient relevant information to determine what was important to pursue and
develop further. In the second phase the exploration became more focused. Interview and
observation protocols became more structured as I probed in depth to solicit more
information about the salient elements of the phenomenon of the clinical learning
environment. The third phase represented the stage where interpretations were shared with
the research participants to ascertain the validity of the analysis. By subjecting the written
study to the scrutiny of those who provided the information, its credibility is established
and the investigation is allowed to reach closure. There are of course significant overlaps

among the phases of the data collection process, and time is an important factor. Time is
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required between phases to synthesize interpretations, to determine key areas for further
reflection and investigation, and to set the foundation for links and transitions to the other
phases.

Data sources were of two types; human and nonhuman. The primary methods
tapped human sources by interviews and field observation. Secondary methods included
written reports, records, drawings and official documents. The core data were comprised
of field notes, transcripts of conversations, document analysis, and joumnal entries. In all,
a cohesive strategy of participant observation in conjunction with conversational strategies
and supplementary techniques was utilized to collect descriptive data to develop insight into
the world of the clinical instructor and her interpretation of interactions with the learning
environment.

Three issues critical to data collection guided the inquiry process: (a) identification
of the full range of variation in the modes of organization and nursing practice and learning
situations, the roles and relationships of the members, and their perspectives on events, (b)
collection of recurrent instances of a wide range of events so that their characteristics are
able to be established, and (c) examination of discrete events in a holistic manner, linking
them to the wider context. By remaining cognizant of these issues throughout the study, I
was able to ensure that an adequate amount and variety of observational evidence was
gathered. The essence of establishing a reliable and credible portrayal of events lay in
capturing different kinds of data from different people in different positions in the milieu
over time.

In Table 2.4, the data requirements are matched to the questions of the investigation
to illustrate how the data collection methods related to the central questions of the research.
In the following sections the methods of data collection, participant observation, and

interview strategies are presented in detail.



Table 2.4
The Relationship of the Data Requirements to the Research Questions
Central Question | Research Questions Data Requirements
How does the What are the Observation of activities of key participants to
clinical instructor | elements which describe the nature of the milieu.
gtsil;agrtmv;'ét; © i;ec;?nm P g the clinical Interview of key participants to obtain verbal
during clinical environment? statements about how they perceive the milieu.
experience? Examination of documents (manuals, reports)
to determine their impact on activities and
behaviours.
What are_th; Observation of situations to describe the
characteristics of context where clinical instructor activity occurs
these elements? and who is involved.
Interview of key participants to determine the
processing of information concerning the nature
of specific situations as well as decision making
rationale for activities. Verbal discussion with
participants about situations to examine
perceptions of the learning potential, enabling
or constraining properties inherent in the
situation.
What does thc; Observation of the clinical instructor, focused
instructor doin on actions and combined with conversation to
relating to the explain rationale and intent of activities, roles,
clemen;s and and functions.
glx;o;g::lu me Interview of key participants, focused on how
environment? the instructor relates to others and for what

purpose, how she copes with, adapts to,

influences and manipulates the milieu.

2.5.1 Participant Observation

Participant observation was the principal method used in the field portion of this

study. The task of the participant observer is to gather data by becoming involved in the

daily life of the group under scrutiny. By watching the people, the researcher may

determine the types of situations that ordinarily present themselves and how the people

behave in them. By entering into conversations, the researcher is able to discover

interpretations of events which have occurred.

50
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Participant observation is a methodological technique grounded in the tradition of
sociology and anthropology. It is a process of deliberate investigation founded upon a long
and well established tradition of inquiry into the social and cultural worlds of the group a
researcher seeks to understand. If one wishes to truly understand a group, one must
become a part of its structure and processes.

In participant observation the investigator establishes and sustains a many-sided and
relatively long-term relationship with a human association in its natural setting for the
purpose of developing a scientific understanding (Lofland & Lofland, 1984).

It is important to stress that it is xey to the operation of participant observation that
any preconceptions in the form of theories or hypotheses must not be allowed to dictate
data collection and analysis. It must be understood, however, that the field researcher
cannot help but enter the research with a background of culture and beliefs. I was
interested in the people on the ward as they were, not as I considered they should be. I
concentrated on what the instructors did, how and why they did it, and any variables
considered in advance because of literature review or experience were used as organisers
for the study. The process of the research was open and flexible.

I followed the clinical instructors through the daily round of clinical experiences,
seeing what they did, when, with whom, and under what circumstanc=s, and questioned
them as to the rationale for their actions. People with whom the instructors interacted were
included in observations, and their perceptions of events were also obtained. In this way I
built up a body of field notes and conversation transcripts that captured the activities and
patterns of interactions as they occurred.

Initially I used a very comprehensive survey of the setting to get an overall sense of
the milieu, identifying the events, their frequency, and times of occurrence during the day.
The important activities suggested by Schweer and Gebbie (1976) served a: : :itial
organizing foci for observation of the functions of the clinical instructor. I observed and

probed how the instructor solicited the cooperation of the head nurse, worked together



cooperatively with the staff, fostered reciprocal communication, and coordinated learning
activities. Other factors, functions, roles and relationships emerged as the research process
evolved and were probed in depth and detail to determine their meaning to the participants.

From repeated observation I began to focus on events of central interest to the
study, restricting the range of times and places where observation occurred. I periodically
stepped back into the survey mode in order to restore the broad perspective and confirm the
holistic view of clinical practice. With a systematic and rigourous approach to the inquiry,
vast amounts of information became available as the research progressed. By gaining the
confidence of the people in the field and by maintaining a presence which neither disrupted
nor interfered with the course of events, a wealth of impressions was generated.

The development and maintenance of relationships with research participants is of
utmost concern. In order to understand, I sought out individuals who were willing to
interpret the activities of the ward to me. I viewed these people as “colleagues” rather than
research subjects under investigation. It was important that I develop the confidence and
support of these colleagues to complete the research and gain as much understanding as
possible of the phenomenon of the learning environment and the roles, relationships, and
practices of the clinical instructor as she attempted to capitalize on th¢ learning opportunities
presented in the practice milieu. While I felt accepted as a nurse and nursing education
colleague by staff and teachers respectively, I do not belicve that the informants viewed me
as a colleague in research. They were, however, able to develop the trust and confidence
necessary to give me complete and honest information and insight. In view of the fact that
most staff nurses do not conduct independent research and what research is conducted in
hospitals fits the traditional positivistic research paradigm, an understanding of qualitative
research methods did not exist in this milieu. While I viewed participants as collaborators
in the invesiigation and analysis, true reciprocal collegiality was an impossible task.

Trust and rapport are not simpiy a matter of social pleasantness and proper

etiquette. If I wanted to gain valid insight, which is critical to the success of the research,
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trust was mandatory. The issue of evaluation was a continuing source of concern among
participants. They were given repeated assurances about the purpose of the study and
reminded that they could request that certain information be “off the record” or used
indirectly. This alleviated im1nediate concerns, but the idea of evaluation persisted despite
my disclaimers. However, I believe a genuine partnership evolved over time, allowing the

researcher and teachers to jointly frame questions and plan data collection strategies.

One of the things I enjoyed about having you present was that you, in a

way, provided me with a sounding board and tossed out ideas and

helped give a different perspective. And that to me makes it a little

more exciting.

Errin, L1500

The choice of settings proved fortuitous in that I had never taught in either of these
hospitals, and while I had some clinical expe-tise in obstetrics, it was in the case room
(labour and delivery) at the Old Hospital prior to the move to East General. The study itself
utilized only the floor and the nursery, although the second year clinical inz: uctor (Sara)
sent her students to the case room for observational experiences on a rotational basis.
Because I was not expert in postpartum or newborn nursery areas, I was open to the
subtleties of interactions, and could ask genuinely naive questions as I probed for meaning.
My experience as a nurse and as an educator were invaluable in recognising and separating
the roles of the participants in the field. Hence, as I was neither a member of the setting
nor the nursing specialty, I was considered an “outsider”. But since I was a nurse, I was
also an “insider”.

It's been pleasant having you around. I must say in the very beginning
the reception wasn't very good. The staff thought "Oh No!" In fact, I
don'’t really know what they thought, whether they were going to be
evaluated or interrogated or dear knows what! It took a couple of
weeks to warm some people up, then after that, my goodness, it was
lovely having you around. We knew what you were here for.

Lil, 735

Since I was acknowledged as an experienced nurse educator, it was not difficult to

establish credibility and rapport with the clinical instructors. It was important, however,



that I not accept events at face value, but exhibit a certain naivete so that others would
explain what they had done and why. This dual role of being both “insider” and “outsider”
was deliberately fostered. It allowed greater opportunity to step in and out of the settings
under study, to participate and also to reflect on the data. It also prevented problems of
over-identification with any one group of participants. It did at times present some ethical
dilemmas when I was privy to information from several different groups and could not
share perceptions without revealing confidences. This was handled by asking probing
questions such as “What do you think [the other person] was trying to do when she said
[did] that?” to facilitate examining situations from an alternative point of view. This
strategy also fostered revelation of tacit knowledge of the participants, making the implicit

more explicit, and understanding those events or activities that were taken for granted.

You would say “Well, why did you do it?” I don’t know why I do it,
Just do! You helped me look at things with the students. I mean, not
Just being another pair of eyes and ears, but the probing kinds of
questions that you'd ask me or ask the students. You made us really
think about what we're doing and why we're doing it and try to grapple
with the reasons.

Errin, L1601

In a qualitative inquiry the researcher is viewed as the data collection $nstrument
and, of necessity, must become very familiar with the phenomenon and context under
investigation. I immersed myself in the environment by actively participating, observing,
and extensively questioning others. Becoming a visible part of the milieu affected my
gradual acceptance into the culture. This was an interesting procedure. Staff nurses were
very interested in my nursing background. Several questioned miy credentials; where I
trained and where I had worked. The following exemplar illustrates the importance that

nurses attached to my nursing credibility.

This morning, as I was walking down the ward, a woman called out to
me “Nurse!” She appeared agitated, and her baby was wailing loudly,
obviously hungry. The woman was scrunched on the bed, the baby held
awkwardly. I went into the room. “Can I help you?” Apparently when
the nurse came in to help her put the baby to breast, the woman was not
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ready. The nurse had left, intending to return, but had not yet done so.
The mother decided she would take care of matters herself, but with the
discomfort of the episiotomy and the lack of experience with breast-
feeding, was having a difficult time of it. She was nearly in tears. I
could not in good conscience leave her to find a staff nurse, so I did
what came naturally. I put my notebook and tape recorder on the
overbed table, slipped the baby into the bassinette, and proceeded to
arrange the woman comfortably on the bed with pillows and blankets. I
bundled up the baby, then gave her to the mom. With a little assistance,
the baby took to the breast, the mother relaxed and beamed at me
“Thank you so much.” As I I<ft the room, I realized a staff nurse had
been watching the whole episode. Later, she was heard to tell another
nurse: “You should have seen Ardene. She put that baby on the breast
and hzd that mom relaxed - just like a pro.” After that, I was invited to
coffee with the staff. It was as if my actions proved I was really a

nurse. I began to feel accepted. The nurses seemed to be more open.
Field Note

I was concerned that my presence in the setting did not change the daily events or
actions of the participants. Initially, a flurry of activity and incerest was produced which
quickly settled as people got into the routine of their tasks and roles. At several points I
would stop and inquire if events as they were occurring were indeed typical, and, if not,
how they differed when I was not present. I believe by clearly identifying my role and
purpose and by developing relationships in the field, my presence was accepted and a

normal state of affairs generally prevailed as illustrated in the following excerpts.
Have you noticed my observing you from time to time?

Student: Not really. No. When I get busy I just don’t notice. In fact, I
was expecting to see more of you.
T.E., L540

I thought it would be a little different than normal but I hardly even
noticed you were around. And some times I wished you were there,
like if I was doing something: “Where's Ardene?” No, the research
hasn't influenced my work at all. Maybe the first day I might have felt
nervous when you were walking around but, it kind of just fit i...
Because you've been here since the beginning of our rotation. Every
day our buddy nurse is new to us. You're not. So you fit right in. If you
had come in the middle of the rotation, like say today or our last day,
and you had just arrived and followed us around, then I'd be nervous!
Plus, you know, you're not always behind our back in everything we do.
I'm also used to other people around because it's our second year and
whenever a dressing change or another skill comes up, the teacher says
“How many students want to come and watch?” So people would be
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watching while you were taking staples out or whatever. So I'm kind of
used to someone being there.

1.0, L321

While I was in the clinical area for the entire day the student and teachers were
there, not all of the time was spent in observation. After determining the temporal aspects
of nursing practice and teaching strategies through my survey technique, I was able to
select and plan observations in a more scheduled fa:hion. In most instances, observations
were in half-hour blocks. Memory and the need to write up the event precluded much
longer observation periods. On occasion, I would station myself unobtrusively and write
notes as I observed. This strategy made people a little self-conscious at first, but in time
they took it as a matter of course. I developed abbreviations and shortcuts in order to
prevent the curious from discovering what I was writing when it was controversial or could
affect their behaviours. It was easier to write notes when others in the area were also
writing, during report or conferences, for example. While I always carried my pad, pen
and tape recorder, I did so to make them familiar to the participants, so that when they were
used, it was not viewed as unusual or special. Field work is very deinanding physically
and intellectually. I took care to ensure that I was prepared and alert, fir:ing breaks to eat
and relax into the schedule. I was concerned that fatigue, stress, or illness might prevent
the adequate collection of data. While it was more fun to conduct the field work than do the
notes, I disciplined myself to complete them before leaving the hospital for the day. Once I
became involved with the demands of life at home, I had a natural tendency to set aside my
research obligations.

Each field visit had at least one focus, often generated from previous insights or
questions. There was ample time to follow up on ongoing situations since students were
on the ward for at least two days in a row with the same assignments and, as well, to get
involved with new activities and developments.

Ar a participant observer I was not confined but was free to wander around the

units and the nursery areas. A strict observation schedule wa : not used. I moved to
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whichever locale was deemed appropriate for the data being sought to gain access to the
broadest possible kinds and amounts of information. I was able to observe anywhere in
the setting at any time and able to interview most members in the setting since few had not
agreed to participate.

The role position I attempted to pursue throughout the course of the study was that
of participant observer. I participated in activities, but clearly as researcher. Bogdan and
Biklen (1982) state that “becoming a researcher means internalizing the research goal while
collecting data in the field.” Ibehaved socially and even assisted in performing some of the
duties of the nurse or the instructor, but always with the reason of promoting the goals of
my research. Going for coffee with the nurses may not have generated a great deal cf
usable data, but it was an invaluable aid to acceptance and rapport-building. The choice of
activities to observe on the ward was determined by my research interest and objectives.
Formal and informzl ecnversations and methods were used to supplement the field data.
Subsidiary techniques were also employed with the open cooperation of the participants.
In one instance, for example, I asked the students to draw a picture of the clinical
environment, the people in it, and how they were linked to each other. This strategy, along
with the verbal explanation by the student, was an incredibly rich data source.

I assumed several different roles during the course of the study. While changing
roles seemed to be natural, I wondered whether it would affect the data collection process.
At times I felt compelled to intervene as a teacher or as a nurse if I nad information or
advice which could benefit the student or prevent harm to a patient. Inasmuch, however,
that these roles appeared to assist in establishing credibility and rapport with the
participants, it is my view that these roles, rather than impeding collectiun of data,
enhanced the data collected.

I was readily allowed, indeed invited, into clinical situations where I had
opportunity to observe interactions and collect data. As nurses and students became

sensitized to my research goals, they gave me advance notice of when events of potential



interest to my study were planned to occur. In addition, participants knew that I wanted to
talk to them about incidents after they happened and built this into their schedule. In fact,

on one occasion an instructor said

I know you want to discuss what just happened in detail, but I just
have to leave for an appointment. I jotted down a couple of points on

this scrap of paper. You can read it now, then let’s follow up after
conference, 0.K?

[Sara] Field Note

My intuitive knowledge and previous experiences in nursing education were used to
gain an appreciation of the nuances of the realities and actions of the participants. Such
tacit knowledge reflected my personal value patterns, allowing any apparent biases to be
identified and taken into account. My task was to become aware of the frames of
interpretation that I brought to the investigation and to the frames of those I observed. This
process was fostered by debriefing strategies which challenged my interpretations of
events, and fostered the development of alternative viewpoi~ts fiom which an
understanding of \he key aspects of complex actions and meaning could be discerned.

During the course of a day in the field, I would stop hourly to write notes,
descriptions of incidents, and conversations. When possible, I asked individuals and/or
groups to comment on events giving their perceptions and feelings about incidents that
occurred. These activities were carried out as soon as possible after events happened in
order to limit any time-related distortions. At first I felt bombarded by information, tried to
capture everything, and attempted to document every detail in the field notes. Later, as |
became more immersed in the culture, understood the patterns of work and activities better,
and felt more accepted by the participants, my nervousness abated and the field notes
indicate much more focused inquiry.

In rotrospect, I see this as taking a panoramic view of the setting, taking it all in to
get a sense of what was happening. Over time, key areas of practice, potential areas of

conflict, and particular trends emerged from the setting, and I returned to these areas to
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purposefully observe and focus on particular activities or phenomena. My activity could be
characterized as an ebb and flow, some days active and intense, and other days quite
detached. In this way I was able to spiral my observation and conversation to greater

depths, while still retaining a broad sense of the whole.

2.5.2 Interviews

As well as participant observation and the conversational strategies that formed a
part of the method and were reported in field notes, formal intensive interviews were
conducted with focal participants (clinical instructors, head nurses) and other major
informants (students, staff nurses). An interview is a purposeful conversation that is
guided by one person in order to get information. In this instance I wanted to elicit rich,
detailed explanations of clinical learning and teaching experiences in the informants’ own
words. I sought to discover the clinical learning environment as experienced by the people
in the milieu, what aspects were deemed important as impediments or facilitants, and how
the participants in the investigation related to them. Interviews took place during all facets
of the study.

No prior interview agenda could be definitively specified because not enough was

known to predict possible interactions and outcomes. Therefore, I utilized an emergent and

adaptive agenda, not one which controlled the substance of what the participants expressed.

What was said and how it was said were chosen by the participants. I wanted to
understand the complexity of the meaning given to the phenomenon of the learning
environment and the actions in which the participants engaged. This did not mean I
ignored past research conducted on the concept of learning environments. While certain
conceptions of the environment were held from past teaching experience and literature
review, and guiding questions were present, I did not know specifically where these initial

questions and conceptions would next lead the inquiry. In a sense, I “tested” what I had
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read and experienced as I engaged in observations and conversations.

Interviews were conducted with instructors, head nurses, some staff nurses, and
most students. At the beginning, they were relatively open-ended, focused by the research
interest and guided by scme very general questions. I encouraged considerable freedom to
pursue a range of topics and offered the participant a chance to shape the content and tell
her story. As the study proceeded, interviews became progressively more focused. Since
a relationship had been built between myself and the participant and specific information
was being sought, less time was spent on amenities and exploration and more on the focus
and intent of the question.

In all, participants seemed at ease after some initial self-consciousness about being
tape-recorded. They spoke freely about their points of view, giving examples and offering
rationales for their actions. Beyond asking for specifics, all that was required of me was
my attention and encouragement. One topic usually flowed naturally into another with little
guidance. On occasion, debate ensued with regard to competing interpretations of events,
and this lead to healthy clarifications of various points of view. Participants were asked to
reflect back on specific even:s and “relive” the event, explaining what they were doing,
why, and what they hoped to accomplish. This was a very fruitful avenue of exploration.

The formal interviews with the instructors evolved into tree-wheeling discussions
of the milieu, the subject matter and nursing model, the people involved with the instructor
(students, staff, other teachers), and how and why the clinical instructor taught the way she
did. These opportunities served to enlighten the rationales and pedagogical plans of the
instructor.

Head nurses kept closely to their roles and relationships with students and
instructors, outlining functions that were important to them in the administration of the
ward and the assurance of quality nursing care. Staff nurses were much more practical in
their view of the clinical leaming experience, focusing on what they did for and with the

student and why it was important. Since time was short, interviews were of short
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duration, making them of necessity more focused. Interviews with staff nurses were
initiated by me, by a nurse wanting to say something “on the record”, or in response to a
clinical situation or event. In order to foster this spontaneous communication, I announced
at report in the morning what my “topic of the day” was. It was apparent that there was
usually a “slow period” between 1100 and 1200 each day, and I made myself available
during that time to communicate with the nurses. In no way did I constrain them to any
specific topic. My “topic of the day” (examples: the student and I, the teacher and I, how
this research is affecting me) and my time frame was a strategy to show that I was available
and wanted to hear from them. It was a successful strategy, since I could count on at least
two nurses each day coming to talk to me about clinical teaching and learning issues.
Similar questions or topics were given to the students, who replied either in writing
(as letters to me) or on tape, whichever they chose. Interviews with students were
interesting. For the most part they were quite intimidated about talking with me when the
tape recorder was running. Idiscovered that if I had explicit questions or was seeking
specific information, they were more articulate. In an attempt to generate more data, I tried
interviewing students in pairs if they had shared particular experiences. This was more
fruitful. ..n exciting strategy was the “round table” discussions. In these cases, the tape
recorder was placed in the centre of a table and we talked, primarily, about reasonably
public topics which would not be of potential embarrassment to anyone. This strategy
presented multiple perspectives on issues, open discussions, debates, and fostered more
open interpretations and peer questioning. It allowed students time to reflect and recall,
quiet moments in which to listen and not speak, opportunity to rethink, clarify, or amend
statments. One person’s comments stimulated another to state an opinion, seek
clarification, contradict, or qualify. In this manner, contrasting perspectives were brought
into prominent relief. Control was an issue that I handled by acting as moderator,
encouraging reticent participants to speak, and preventing the more dominant from taking

over the discussion. Transcription was an impossibly difficult task, so notes served as



records of these discussions. In each group there was at least one person who was
talkative, and I used them to reveal issues of importance to students and to frame questions
for further conversations with individual students.

Questions relating to impressions of the clinical area, interpersonal relationships
with their peers, instructors, staff nurses, and researcher formed the general substance of
interviews with students. I carried a card with me to serve as a reminder or a guide. This
guide was not a structured series of questions to be asked verbatim as written. Rather it
was a list of topics to investigate when talking to students. I wanted them to speak freely in
their own terms, yet provide them with a set of concerns and also encourage them to
introduce their own issues. Some students were “chattier” than others and the guide served
merely as a checkiist that reassured me that I had not overlooked anything. With the more
reticent, less verbal student, I needed to ask the questions more specifically, probing and
seeking more detail and explicit examples, remembering to avoid posing questions in a
leading manner.

In all cases, tapes were transcribed and given to the participants for review with a
summary of the main points raised. At a later date we discussed the summaries, and
further questions and insights were explored. In this way the interviewee was able to
clarify, correct, and extend what was said, ensuring credibiiity and clarity of the ultimate
product. While I transcribed some tapes myself, the bulk were given tc a secretary to type.
My role was to review them for accuracy and provide the contextual detail and summary.
This working arrangement was very efficient and time-saving, allowing quick turnaround
of transcripts and effective analysis. Since students in the study were in either first or
second year of a three year programme, I was able to contact them easily for this follow up
procedure. At this time, all students gave permission to use quotes from their transcripts in
the research report. Transcripts were sent to the home address of staff nurses with
potentiai quotes highlighted with a marker, telephone conversations were employed to

receive feedback, and verbal permission to quote from the transcript was solicited.
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2.5.3 Related Data Collection Techniques

I employed several supplementary techniques during the course of the inquiry.
Hospitals produce many documer:ts including procedure and policy manuals to guide the
practice of employees. These were reviewed for their clarification of rules and roles as they
pertained to the clinical experiences for students. The clinical irsxuctors’ records and
students’ anecdotal recordings were reviewed and analysed for insight and understanding.
In addition, students were often requested to do small written or visual assignments for me,
to help me to understand their unique perspectives on the clinical milieu. Photocopies of
selected students’ anecdotal records were obtained with their permission.

Because of the intensity of the field portion of the study, notes were not typed
daily, but were reviewed, clarified, extended, and superficially interpreted prior to
returning to the field each day. Ireviewed planned activities early in the day with the key
participants, shared insights and ongoing questions over lunch, and discussed the events of
the day over coffee with the instructor after students had left for the day. In the evening I
would conduct a provisional and partial analysis, determining the current status of the study
compared with the overall goals and plans and project the next day’s data collection
activities. On weekends, more rigourous review of the data was conducted. Weekly
meetings were held with my professor to share my experiences and concerns, tc debrief,
and to receive support and encouragement. In these sessions, we discussed how to - dapt
to unforeseen circumstances or unexpected opportunities. My professor shared articles,
files, and perspectives to enlighten possible avenues of approach and analysis.

Problems of data collection and recording posed difficulties throughout the study.
Recorders failed to work, batteries ran down, tapes got mangled. Handwritten notes and
abbreviations were illegible. Travelling on winter roads and finding parking were

troublesome. Administrative details like scheduling meetings, seminars, finding rooms in



which to interview people, and locating lockers in which to store clothing and equipment
took time and effort. In addition, a family accident removed a major source of emotional
support and placed additional personal responsibilities on me. The isolation of field work,
the loneliness and anxiety, fatigue, and feelings of inadequacy became real concerns.
Debriefing strategies with an experienced qualitative researcher allowed personal catharsis
and yielded important practical advice and necessary encouragement and support to
continue the study and maintain its quality.

Concerns of special interest arose in the course of the investigation, not only
between wards and hospitals, but also within and across levels in the organizations. For
example, the interests of the nurses and the head nurses were not always the same, nor
were the special interests of teachers and nurses, or teachers and students. This caused
certain conflicts and raised ethical dilemmas for me. Discretion became the key watchword
as I probed the issues for key aspects.

When ethical issues arose, the basic principle I followed was to protect the interests
of the particularly vulnerable people in the setting. The focal participants (clinical
instructors) are especially at risk, the students to a lesser degree. In anticipation, I made it
clear that data confidentiality would be respected (See consent forms, Appendix A).
School administrators had been informed that I would not disclose 2ny evaluative
information about the research participants. Clinical instructors were requested not to ask
me to evaluate student performances. These precautions did not totally eliminate risk, but it
minimized informal verbal coercion throughout the course of the study. As it happened, no
requests were forthcoming from administration.

The methodological challenge of the data collection process was to record, in some
permanent form, the observations and conversations. Taped interviews were transcribed.
A research diary (in the form of small notebooks) was kept which noted day to day events,
quotes, impressions, and information. A second journal was kept which chronicled my

reflections on the data, plans for future directions in observation and questioning, the



process of the study, the development of relationships, and the logical analysis of events,
as well as ethical dilemmas faced in the course of the study. These memoranda regarding
interpretations and insights into the data collected were used in the audit procedures to
illuminate the analytical process an< ¢nsure trustworthiness, which is discussed later in this
chapter.

In this section the methods of data collection were presented. The processes of
focusing the inquiry, building relationships and becoming a part of the milieu, developing
routines to establish the rhythm of the research process, and interrelating the formal and
informal procedures of the method were discussed. In the next section, the process of

ensuring reliability and validity is outlined.

2.6 Special Criteria for Trustworthiness

Conventional criteria (internal and external validity, reliability, and objectivity) are
not consistent with the axioms and procedures of naturalistic inquiry. New (analogous)
criteria have been defined and operational procedures have been devised to ensure
trustworthiness (Lincoln and Guba, 1985). These criteria are: credibility, transferability,
dependability, and confirmability. Research strategies to establish a trustworthy research
study are outlined in Table 2.5 and discussed below.

Credibility, adequate representation of the multiple realities and perspectives, was
ensured by prolonged engagement in the clinical sites. Sufficient time was spent in the
clinical area (27 lays) to achieve the purposes of the research, develop trust, and provide a
wide scope of multiple perspectives. Persistent observation provided the depth and detail
necessary to determine the most salient characteristics and elements in the situation.
Triangulation, the use of different sources, methods, and theories, as well as member
checks further ensured that credible findings and interpretations were produced. Debriefing

strategies such as conversations with my professors and peer researchers and a reflexive
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jeurnal were used to expose my tacit knowledge, implicit interpretations, possible biases,
apparent contradictions and gaps in data. These external checks served to “keep the
researcher honest”. Data, analytic categories, interpretations, and conclusions were
checked with members of the group from whom data were originally collected, providing a
direct test of the findings.

Table 2.5
Summary of Techniques Uscd to Establish Trustworthiness

Trustworthy Criterion Technique
Credibility 1. prolonged time in the field

. persistent observation

3. triangulation of sources and methods

4. debriefing

5. discrepant case analysis

6. member checks

Transferability 7. thick and rich descriptions
Dependability 8. audit procedures
Confirmability 9. audit procedures

All criteria 10. reflexive journal

Transferability was fostered by using thick descriptions and purposeful selection
that allow the reader to determine the extent to which the research report can be generalized
to another setting. To this end as much relevant data as reasonably possible is included in
the written document, with charts and tables available to make quick reference possible.

Dependability (reliability) means taking into account factors of instability in the
situation or design/phenomena-induced changes. An audit procedure conducted by a
person external to the study, along with overlap methods, replication, triangulation, and
reflexivity (Halpern, in Lincoln & Guba, 1985, pp. 382-392) were utilized to ensure
dependability. In this way flaws in the process or product can be identified to ensure that
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the study falls within acceptable professional, legal, academic, and ethical limits. In this
investigation, the auditor, a peer doctoral candidate, selected and investigated a single
theme. It was determined by consultation with research advisers that this would constitute
an adequate test since the research process was closely monitored throughout by the
research committee. For example, members of the research committee visited me in the
field to acquire a deeper understanding of the context and better advise me.

Confirmability (objectivity) is ensured when the researcher shows that a concept or
category has been experienced or reported by more than one informant. The neutrality of
the researcher’s data collection, analysis, and interpretation was te ted by a confirmabili.y
audit procedure (Halpem, in Lincoln & Guba, 1985, pp. 382-392) conducted by a person
externai to the study, the above-mentioned peer doctoral candidate, using a process similar
to that described above in the discussion on dependability and elaborated below.

For the audit procedure it was decided that rather than conducting a time-consuming
audit of the total study, the auditor would select a particular theme, and follow the audit trail
relating only to that theme. After reviewing the research proposal, the thesis, and all
documents pertaining to the pilot study, the auditor selected a theme for investigation. She
listened to relevant tape recordings to make certain they were accurately transcribed, read
the raw datu (field notes, journal, memoranda, supplementary documents), computer
printouts, and process notes, and ensured that the interpretations were valid and that the
theme was adequately portrayed in the report. Following a discussion with me relative to
her findings, a letter of attestation was written and is included in Appendix R.

Activities to ensure trustworthiness were planned at the outset of the investigation
and kept in mind as data were collected and analysed. Although it was a time-consuming
process, it kept materials organized, reflexive notes purposeful, and defended the rigour of
the method. In the next section, the process of analysing the data generated from the data

collection prccedures is presented.



2.7 Data Analysis

Analysis of the data represented an interactive process between myself as the
researcher and the research experience. Exploring the clinical learning environment was
viewed as an experience to be lived and understood. Perspectives and perceptions are
influenced, if not governed, by the researcher’s and participants’ experiences, interests,
and knowledge. I searched not only for the elements and properties of the learning
environment, but also for a framework to describe them. In addition I sought to learn the
significance these elements had for the clinical instructor and the meanings attached to her
actions as they related to the environment - manipulating it, adapting to it, coping with it, or
transforming it.

Participant observation is an ongoing process. It develops together with the
explanation of events and interpretation of their meaning. With the knowledge that
develops from understanding the world of the clinical instructor, it is possible to develop
unifying themes and patterns. Incidents to further illuminate or illustrate these perspectives
can be sought in the next observation or interview phase. Participant observation proceeds,
then, through a tandem process of investigation and analysis, with one process informiig
the other.

As mentioned earlier, I entered into transactions with participants on the nursing
units in ways that did not require them to view their situation through a particular
framework or with a set of predetermined definitions or categories. I remained open to
issues as they emerged and searched for alternative interpretations of events. For example,
from some of the interactions which were observed taking place among staff nurse, student
and instructor, it became evident that a socialization process was likely occurring. This
was an aspect of the educative process to which I had not given a lot of attention, until
seeing it in practice. This necessitated further literature review in order to identify and

define the professional socialization process, in order to distinguish it from other basic
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social processes which may also have been operant.

Inductive (rather than deductive) analysis was used with the interview and
observational data gathered. The points of view of a variety of informants are more likely
to be found using this technique, and the mutually shaping influences that interact in the
clinical context are more likely to be identified. This approach is cyclical in nature and is
not accomplished in distinct linear stages. Abstract thought processes such as introspection
and intuition as well as reasoning were involved in the analytical process. Analysis is more
then intuition, more than insight. It involves systematically combing the data, and going
back to it time and time again as new ideas and patterns emerge. Analysis is looking for
supportive evidence bﬁt also for cases, instances, or statements which are contradictory, in
order to define what the phenomenon is and what it is not.

All the interview transcripts, field notes, and journal entries were reviewed in order
to get a feeling for the data and to begin to make sense of them. The data were searched for
themes and patterns which emerged using the method cf analytic induction and constant
comparison (Lincoln & Guba, 1385; Glaser & Strauss, 1979; Lofland & Lofland, 1984).

Major foci were identified and isolated by their recurrence in the data, or by the
emotional intensity surrounding them. E-iotioral intensity was determined by nonverbel
and verb=l means such as increased voice volumes, more people speaking, gesticulations,
body posture, and use of space in conversations. Analysis of this nature took place in the
field as time permitted; most often insights came at odd moments, or when journals and
notes were being reviewed. A crude classification scheme emerged, based on thc research
question and extended and was refined as more informatinn became available.

The analysis proceeded, with some overlapping, in the following general stages
derived from Lincoln a~d Guba (1985): unitizing, categorizing, pattern-filling, and
member checking. This process procceded maiually in the early stages, but once a crude
classification system emerged, a microcomputer and data base were used to facilitate the

ordering and categorizing of the data.
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Unitizing is the breaking dowr. of inforraation into singular chunks for analysis. A
uvit is determined by its ability to target some unZecrst;.~ding or action that is required to
illuminate the phenomenon. It must also be the smallest piece of information that can stand
by itself in the absence of additional infozmation except perhaps a broad contextual
understanding. Some units were simple seniences, others were several paragraphs. These
units were found within transcripts, field notss, documents, records, and research diaries.
In order to prevent data loss, much data that later proved irrelevant were initially unitized.
It seemed prudent to discard data very cautiously.

I did not unitize by cutting segments out of the transcripts and placing them onto
index cards as traditionai qualitative researchers describe. Transcripts were first created on
my Macintosh 512Ke computer using Microsoft Word™, a standard word processing
program. Features which were particularly usciul to the researcher include automatic line
numbering, global search and replace functions, and spell-checking.

The selection of a database program to store, organize, and synthesize the data was
not so s.uignt forward. Filemaker Plus™ was eventually selected because it provided
variable length text fields to accommodate various sized transcript units, automatic indexing
of field values which made data handling more efficient, ability to easily modify the
database structure as my understanding of the relationships and meaning of the data
evolved, and full compatibility with Microsoft Word™. Further, multiple layouts of the
data could be maintained concurrently to facilitate data display and presentation.

For ease of access, both programs were used simultaneously to transfer word
processed files into the data base. This was a relatively easy task (albeit time-consuming)
since all data had been electronically captured and it was a simple “cut and paste” exercise.
Units were selected from the word processed document and entered into the data base as a
“text field”. A complete unabridged file of raw transcript data was retained in both
electronic format and hard copy. Categorization fields and a comments field were added to

each record and modified throughout the study. A segment of raw transcript, the same



segment unitized, and the units as categorized in the final version of the data base ~an be
found in Appendix C. The process of electronic unitizing is thus illustrated for the benefit
of the reader.

All fields in the data base were identified by name of informant, date, site, and type
of data (transcript, field note, memo}, and further categorized as the data were analysed.

As the data were unitized, key words and phrases were used to code the idea contained in
the unit. These phrases were at times researcher-constructed; at other times, the codes ere
derived from the words of the participant. As the number of units increased, themes and
patterns began to emerge, and the units were being constantly reevaluated and compared in
light of these themes.

The second stage of daca analysis, categorizing, then proceeded by applying the
provisional categories or themes to each of the units. The unitized statements were
individually reviewed, and judgments applied with respect to the provisional categories
which had been roughly defined. For example, reflective notes were categorized according
to Bogdan and Biklen (1982): reflections on analysis, method, ethical dilemmas and
conflicts, observer frame of mind, and points of clarification (op. 87-88).

Categories defined key eiements of the environment and properties of these
elements. Any unit could be categorized in more than one category. Tor instance, a unit
might be described as a comment on the physical aspect of the ward. It would be
categorized under that dimension. It may further relate to how the furniture is not movable,
so it would also be categorized under the appropriate property. Further, the unit may
illustrate how the instructor copes with this particular problem and adapts it to suit her
needs, alsc allowing it to be catalogued under instructor activities. In a similar manner the
roles of the instructor and her tasks during the clinical experience were catalogued. Since
various sources were used 10 form the data base, statements couid be compared from one
source to another, from one informant to another, and trom site to site. This triangulation

strategy also served as a validity check.
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At times, entire categories were examined to ensure internal consistency and avoid
overlaps with other categcres. The computer proved te be an invaluable tool at this stage,
assisting with categorizing, searching, and ordering data. When the entire data base of
some 300,000 words had to be manipulated simultaneously, arrangements were made to
use a Mac SE 2.5 Ram with a 40 megabyte hard disk. Martin (1988) notes that the use of a
microcomputer allows the social scientist to handle large volumes of ethnographic data
efficiently, “allowing the researcher to focus on the phenomenon being studied rather than
the mechanics of handling the data” (p. 14).

Statements were derived from the categories and then organized into a cluster of
themes, which were referred back to the data for validation and searching for discrepancies
and contradictions. At this point, two activities were required to move into the third stage
of analysis; discrepant c1se analysis and pattern-filling.

Lincoln and Guba (1985) regard discrepant case analysis as a process of revising
hypotheses with hindsight. The object is to refine the categories, their definitions and
relationships until most known cases are accounted for in the analysis. When a unit did not
“fit” a category, it was not coded immediately; but set aside. As the not-coded units grew,
they were reviewed to determine if a category or pattern was emerging. Additionally,
categories were continually being refined and redefined to make explicit what was and was
not appropriate for inclusion in that category. Some categories were unwieldy in size and
needed to be revised and subdivided. Others were sparse and could be subsumed under
others. In this way, no data were lost and categories were inclusive of all the units.

In concert with this activity, the categories themselves were examined for overlap
and drawn into a composite whole. Relationships among the categories were examined.
At this point logic was used to determine gaps and missing pattern descriptions. The data
were being reconstructed after being reduced to small units of analysis. Missing
information to complete the emerging patterns could be pursued in subsequent data

collection efforts.



At some point a decision to end the study is required. There are four criteria to
inform a “stop” decision cutlined by Guba (1978; in Lincoln and Guba, 1985): exhaustion
of sources, saturation of categories, emergence of regularities (a sense of integration has
emerged), and overextension (new information does not add to the understanding of the
phenomenon). Fortunately, the above criteria were met within seven weeks, because the
semester ended and the field portion of the data collection opportunity disappeared.

In the fourth stage of analysis (member checking) a description of the clinical
learning environment was written. This description was given to the focal participants in
the study (instructors) with a request for feedback about the adequacy of the interpretation
and description of the phenomenon. In addition to the presentation of the dimensions and
properties of the clinical learning environment, a discussion of how instructors dealt with
the realities of the milieu was included. Final interviews with participants verified the

description and interactions and provided an additional validity check.

2.8 Risks To Subjects

Ethical questions are of concern in all research. Anonymity remains problematic in

1y, even studies which include larger sample sizes. One has to determine whether

onal anonymity or the anonymiry of the informants is at risk. The institutions have
not been directly identified. Participants were fully aware of the implications of their
involvement from the beginning of the project. Pseudonyms and roles were used and
informants had the option to negotiate which quotations and exemplars were included in the
dussertation. To quote Simons (1984):

Where individuals are described, pseudonyms or roles are used in the
report. While this does not assure anonymity frcm those in the
immediate environment, it decreases the probability of identification
over time and distance. (p. 90)

All participants in the study had right of access to any information recorded (written
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and audio) that they had provided; they shared and discussed interpretations developed en
route and at the end. Participation was voluntary and any participant had the right to
withdraw from the study at any time without prejudice. There were no drop-outs. The
consent form made it clear that interviews would be tape-recorded. As well, participants
could request certain data be kept confidential, rephrased, or used only indirectly. Ifa
particular subject area was declared personal information or if the participant did not wish
to discuss certain events, that wish was respected. I negotiated independent as well as
collective concems with each of the participants (e.g., timing, frequency, and venue of
discussions and cbservation periods) to ensure the least amount of inconvenience to the
research participants.

I followed the principles of ethical research, and paid particular attention to
independence, impartiality, confidentiality, and ongoing consultation. Independence
safeguards the investigation from the pressures of different interest groups. Impartiality
requires the researcher to check accounts for bias and to secure fair and objective reporting.
Confidentiality protects informants from inappropriate use of information private to them.
Rules of access and consultation give individvals opportunities to decide what to share, to
reflect on what has been shared, and to edit or commeat on their information in context.

Since the informants collaborated in the analysis and interpretation processes, their
perspectives could be included in the dissertation, thus reducing the risks of
misunderstanding, misinterpretatioii, or researcher bias. Identifying characteristics were
obscured or used only indirectly. The rasearch is descriptive in nature, not evaluative;
consequently no judgments of worh or merit of the informants or their practices were
made.

It was not anticipated that any patient data or medical records would be required for
the study. No patient information was transcribed when it arose in the course of
interviews. Patient conversation data were included indirectly as they related to events

under observation.



2.9 Limitations of the Study

This study is not without limitations. Because the group studied were from the
community college system, it cannot be assumed that the ideas generated can be transferred
to teachers and students in university-based programmes. It must also be noted that the
clinical agencies in which the study was conducted were large urban teaching hospitals.

The environment as experienced by teachers and students is a learning environment.
Whether the framework for izscribing the clinical learning environment can be transferred
to the clinical environment itself, as experienced by staff nurses, was not the intent of the
investigation and was therefore not examined.

Studies of this nature are often carried out by a team of researchers, thus allowing
for much wider data collection, resulting in data which are greatly enriched. A tezra allows
for validation of findings among researchers. As well, studies of this nature are often

conducted over a much longer time frame, resulting in richer data.

2.10 Summary

In this chagpter, the research approach was presented. Implementing a qualitative
study is a complex and seemingly formidable task for this novice researcher. Before the
inquiry could take place there were several necessary preliminary steps that proved time
consuming and frustrating: making initial contacts and negotiating access and entry,
building trust and rapport, and identifying and using key informants effectively and
ethically.

As the study unfolded, the process seemed only nominally under my guidance.
Ongoing reassessment and reiteration were required to ensure that the amount and variety

of Gata necessary to inform the analytical process were retrieved and that all potential
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sources were tapped. Iused many techniques to collect data; participant observation,
interviews and analysis of written records. Whatever the technique, I, the researcher was
the primary instrument of data collection.

At all times the concem for trustworthiness (reliability and validity) remained
uppermost in my mind. Field work, triangulation strategies and adequate notetaking
safeguarded against major distortions in the data. Personal issues which arose cannot be
discounted as trivial. Dealing with ambiguity, managing field problems, and handling the
personal emotions and time constraints made the data collection process pesonally
demanding.

During the analytical process, I examined the data and reconstructed it into a
meaningful whole that lends understanding to the phenomenon of the clinical learning
environment. To do this, I scanned the data for categories while simultaneously comparing
all incidents documented. A continuous feedback loop was used to discover themes,
patterns, and relationships. The four-part process outlined by Lincoln and Guba (19%85)
and assisted by a microcomputer and data base software was operationalized: unitizing,
categorizing, pattern-filling, and member-checking.

In the following chapters the results of the data collection and analysis efforts are
displayed and discussed.



Chapter 3
Teaching in the Clinical Setting

In this chapter, the observed functions, activities, and roles of the clinical instructor
as she carries out her responsibilities in the hospital are described.

The work of the clinicel instructor can be described as time bound and time
dependent. Time is a critical ¢lement of clinical nursing practice, and time-related events
provide a means for ordering thoughts, plans, ar»d actions.

Time demarcates structures within which the events of clinical teaching take place.
During a particular semester, certain courses are offered to students for a prescribed length
of ime. A specific number of hours are determined for class and lab activities; certain
hours are allocated to clinical experiences. Within these hours, certain days of the week
and certain shift hours are designated.

Each clinical day, the teachers divided time into blocks which served to decrease the
complexity of decision tasks required at any given time. It allowed a degree of
predictability to be imposed on the milieu, and provided set times during which specific
goals could be accomplished. Particular events and behaviours were expected to occur at
definite times, providing opportunities to monitor student progress. It was necessary for
the clinical instructors to maintain a certain pace in order to accomplish the activities of the
day.

In the morning I have 3 reports to take. What I usually do is set up the
students in the case room and assign them to the buddy nurses. Then [
will check in on the other two wards, depending on which students I
want to work with. If it’'s medications, which is usually the high risk
area with all the artepartum mothers, I'll start there. If I have a
problem student, I'll start with that student, helping with the
assignment. Then after I've done medications, I' ll make appointments
with the various studen:< to to try to organize my day: who wants to
see me and when so I can review teaching plans, supervise new
procedures, meet people, ensure student-staff communication and
report, help studen:s with patient assessment if they are having troubie,
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help with charting, and give them assistance if they are having trouble
with organizing their care. In the first 2 hours I hope to get around to
see each student. Then from there, we'll progress throughout the day.

I usually wan: all the students to have their charting done by 11 o'clock,
so berween 10 and 11 I'll make rounds again. I see each of the patients
and hopefully each of the students.

From 11 1o 12, I either sit in on the teaching students are doing, or talk
with individual students about any problems they’'re having.

Break for lunch. Then we do a tidying up of any special things that
come up with the student again that she needs to be supervised for. It's
more on new skills at this point at the moment than anything.

Then I usually try to have a post-conference for an hour. Some of these
are open conferences where the students discuss some difficulty or
exciting things that has happened. Sometimes it will be an educational
program, like a tour of the special care nursery. We do have one
research project and I ask that nurse to talk to them about it. We do
several different ihings at conference.

Sara, L35

Although the concept of time was similar among instructors, the form in which it
was applied differed. Each instructor ordered her day uniquely, placed emphasis on
different activities, and dealt with inevitable time delays and interruptions in different
manners. Part of the difference in time management could be attributed to the level of
student. The second year students were able to act independently for many more nursing
acts than the first year students. They carried more patients, however, and since the
patients were generally more comple in terms of their nursing needs, the level of expertise
requived of the student was higher.

Not all instructor activities were teaching activities. I will mention them without
elaborating in great detail, because the focus of this study is on teaching activities, although
a certain amount of time was spent &1 non-engagement with students. For example, some
teacher time was spent checking material and textbook references and consulting with staff
and allied health personnel to improve her own knowledge and understanding of
developments in the field of the clinical specialty. At times, instructors became involved in

providing independent care-giving activities or interacting with patients and visitors.
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Because of the distance created by the geography of the setting, much time was spent
travelling among areas on the ward(s) as well as waiting for planned events to occur.
Instructors required breaks from the ward for meals and often this non-ei: gaged time was

spent in working the informal network of contacts from both the hospital and the college.

3.1 .“unctions of the Clinical Instructor

Clinical instructors were observed to be carrying out five major functions: personal
orientation activities, preparation of the ward to receive students, preparation of students
for their clinical experiences on the ward, instructional activities, and monitoring and
evaluation exercises (Table 3.1).

Table 3.1
The Instructor in the Clinical Setting

The Functions of the Clinical Instructor

Personal orientation.

Preparation of the ward.
Preparation of the students.

Instructional activities:

° Patient selection

° Communication

° Curriculum translation
Monitoring and evaluation:

° Student progress
© Self reflection

° Environment

3.1.1 Personal Orientation

Each of the instructors conducted personal orientation activities. The activities

a.ffered because "he needs of each instructor werc unique. The purposes of orientation
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were uniform: to learn what was new and different about this ward and the people in it, to
establish guidelines for her activities and the roles and responsibilities of others, to develop
a sense of belonging, to feel secure in personal knowledge and practice base, to determine

what kinds of information needed to be exchanged between the staff and the instructor,

how this information is handled, and how conflict is managed.

I went in one day to the floor and buddied with a staff member to get
into the routine, what's done. And then I spoke individually with the
nurses and went with them to coffee. That’s how they got used to me.
I then spoke with the Head Nurses. That answered a lot of questions.
If you go in and you: are willing to go arourid and make the beds with
them you can just sort of ease your way in. I also went into the
Nursery for most of a morning and bathed some babies and answered
questions and spoke to nurses individually. You see a fair number of
the staff by doing it that way.

Peggy, 1189

The disposition of these orientation activities set the tone for the remainder of the

experience and affected the quality and degree of acceptance into the setting of the instructor
by the ward staff.

The difference between ward orientation and going into the Case Room,
where I was nor comfortable and not known by the staff, you can’t
believe! I found that they were very unfriendly to me in the Case
Room. They did not respond to me. They really checked me out. How
much do I know? What can I do? When I got there with studc.  they
were really double checking my students on things. They were always
asking “Where is that teacher coming from? She has this model and she
talks to students .1 a language that we don’t know.” Once I went into a
room and I didn't have a mask on, because I Fad seen a nurse in one of
the Delivery Rooms without one. I was orienting students. They yelled
at me. That frightened me; made me very nervous. So I felt very
unsure there for the first 6 months.

Sara, L421

Errin was new to the health carc ~vstem in the city, and she reflects on her first

exposure to the ward:

I couldn’t get into the swing of things. I hadn'’t gotten to know the staff
well enough. 1 felt really out to lunch most of the iime! First, the fact
that I'd only, well, I hadn’t even seen We.t City Hospital before the
first week of work, so you can appreciate the trauma. It's a big
hospiral. its go: a lot of policies that are different than what other
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places have. And of course I don’t know the doctors. I don't know the
wards. I don't know the hospital policies. I didn’t even know my way

through the tunnels. I didn’t know anything.
Errin, L1417

Some of it, of course, once I established credibility with them and the
students, then things became more positive, more comfortable. )

Errin, L683
Pe;.zy and Errin, because they were new to the college, received orientation to the

faculty as well.

This is a very formal orientation and we had five days out of town last

year. All the new teachers in the region. This year we had three and a

half days and next year we go again for a final session. So it's a two-

year process. Every summer there’s this orientation business where we

get together. And in between it's writing personal objectives for

yourself to work on throughout the year. Last fall I wrote a personal

development plan, what I wanted to achieve and dates by when I hopcd

to achieve it. Now this fall, I will review last year's objectives and

write new ones for the coming year.

Errin, L1364

Orientation activities served to inform the instructor about the important aspects of
the ward and the nursing course. Without this preparation, she would have little credibility
among staff or students. As she learned about the milieu, she discovered potential areas of
conflict, and attempted to address these issues and negotiate a resolution prior to the arrival

of the students.

3.1.2 Preparation of the Ward

The second function of the instructor was to prepare the ward to receive students.
The head nurse was instrumental in this process. Her attitude toward education and
students determined the complexion of the experience. Head nurses can be supportive and
creative, or they can place obstacles in the way of student practice. Trie instructors viewed
the head nurses’ political influence as high, and their decisional jurisdiction over patient

care as powerful. By initiating a cooperative relationship with the head nurse, instructors
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hoped to positively influence the learning environment. If the students felt welcomed,

instructors felt their anxieties would be reduced and they would learn more effectively.

I had a lot of discussions with Lil before I went to the obstetrics ward
because she seemed to be more interested in talking with me then the
other head nurse. I went to her ward (MAT1) in January. I had all
kinds of questions and she took the time and talked with me, and
encouraged me to ask questions. She was very helpful.

They were just in the process of transition on the other ward (MAT 2)
Jrom the head nurse that was leaving 1o Michelle and consequently we
never really formed that bond. I've never had a problem with when
I've asked Michelle something, but she always seems so busy and it
seems I hate to bother her. She often seems to be under more pressures
than Lil.

Errin, L1269

A great deal of the instructor’s time and effort during orientation was devoted to
setting the stage for student activity, establishing her own credibility, determining who the
power brokers and conflict generators are, and determining and establishing lines of

communication.
Q: How do you establish credibility?

A: Well, I don’t know. It is just something you do. I try to be friendly
with the staff and talk to :hem. I share what I would like to have
happen with them and the students and find out what they want us to
Le doing. I1try to include them, I guess, in what's going on. Certainly I
offer them opportunities, on a fairly regular basis, to share any feelings,
one way or the other, that they might have abour students, learning,
patient care, and what we are doing.

Errin, L687

We are just building our relationship up because I'm new, and I'm
certain they know that I am not an obstetrics nurse. I haven't worked
there in this hospital very much. I think sometimes that if you've been
in a hospital a lot, been a staff nurse there, or been assigned to other
floors, it is easier. But I was new, going into that hospital and had to
make sure not to say “Well, at the City, or over at Memorial ...” You
have to watch yourself. Everyone feels possessive about their own
hospital and you can’t say “well, there is a better way.”

Peggy, L716

I think actually they were testing me. They were kind of watching to
see. You go Jo the vitals in the Nursery and they think, “oh, vkay.” So
you prove yourself, I think. But I always let them know what I car’t



do, or that what I expect my students to do I will be able to do. You
have to lay some groundwork.

Peggy, L1365

I go in at 7:15 for orientation. I believe in that. I don’t want to walk in
at 1 o’clock to do my teacher orientation from 1 to 2 o’ clock because
right away I think their backs would be up. That's not nursing. I like to
go for report in the morning. At least it shows I got out of bed and got
there early, the way everybody else did. I think that helps a lot.

Peggy, L1371

The instructor needed to convey information about the students and their learning
objectives to the head nurse so that the ward staff could prepare for their arrival. The
instructor confirmed the dates and shifts with the ward, gave the head nurse a list of
students with their home telephone numbers for security purposes, and determined time
boundaries for patient selection, arrival on ward, and report activities. As well, head
nurses were given folders which contained the course outline and clinical objectives for the
experience. The instructor highlighted the types of opportunities she hoped to provide for
the students, and what activities were excluded. She enlisted the support of the head nurse

in carrying out her teaching functions in ways that would not impede the functioning of the

ward or adversely affect quality of care.

At the beginning of the semester I bring objectives and talk to the head
nurse about where my students are. I usually ask to meet with all three
head nurses for an hour; sometimes I can do that, sometimes I can'’t. I
also put up a list of skills that my students have accomplished and what
they need. I give them a list of days and shifts we are on the ward. 1
Jfind when I come back I need to go over it. The staff doesn't, I think
with the number of students, always orient them according to where my
students are. Now, at the present time, a new semester, it's really
easy. My students are doing everything. So they just say “Sara, wha:
are your students able to do?” And that is much easier than if my
students are at levels where they were earlier in the year where they
were just beginning their first injections, their first intravenous
infusions, their first post-operative patients. Now, doing combined
mother and baby, working with gestational diabetics, teaching; it is
better.

Sara, L108

In preparing staff for their teaching role, she clarified practices already in place, and
the degree of comfort the staff felt about teaching and supervising students. She negotiated
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with them what sorts of things she would delegate, and what activities she would
personally supervise.

I will supervise all first injections. After that, if a nurse wants to cover,
that's fine with me. But I will pop in if I have time to make sure no
steps are missed.
(Errin) Field Note
It was deemed essential by all instructors that ward staff urderstood the objectives
of the learning experience. Teachers sought different sorts of learning situations depending
upon student needs (e.g., admissions, discharges, caesarian sections, etc.). Frequent

formal and informal means were used to communicate objectives.

Sara announces at report what she is looking for. Errin writes on the
1op of the assignment sheet (“prn meds only” ) in red ink. Peggy posts a
list on the bulletin board. She phoned the nursery staff yesterday to
confirm what babies she wanted for the students.

Memo

By the time the students arrived, the instructor had developed at least a beginning
relationship with the ward staff which fostered communication and relationships among
students, staff, and the instructor.

I know the staff will say to me “Oh Sara, did you know this rule has
changed?” Whereas if it's a new teacher they don’t feel they can
approach them, they don’t know how much to say to them, where they
are coming from, or what or their facial expression means. I think I can
kibbitz around with them but still keep my role. “How are your
children doing?" “You're just back from a holiday?” I can say all those
little things because I know about them and, as a result, they just treat
me as one of the staff.

Sara, L412
The relationship between the instructor and the ward personnel can be characterized
as guest and host. The clinical instructor is not employed by the hospital. Her employer is
the educational institution. The instructors in this study felt especially vulnerable under
these circumstances; they function alone, distant from their chairperson, director, and the

rest of the teaching team. In contrast, the ward staff were a cohesive group with long-

established patterns of interaction. They have “invited” the clinical instructor onto the
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ward, but it remained for the instructors 0 “earn” their way into their lives. This takes
time.

Prior to the students’ arrival, all three instructors made advance arrangements for
locker facilities, identification tags, and parking. In addition, conference rooms were
booked well in advance (si>. months) and access to library facilities was ascertained. As
guests, these accommodations could not be taken for granted. Pressures for space and
equipment are very high because of the number of students and staff in the large teaching
hospitals. Instructors have an elaboraie advance plan and a large network of contacts to

facilitate convenient and appropriate facilities for students.

We have some slide tapes and movies and things from the college that
might help with combined care. I have some teaching things that they

use at another hospital. I share them with the teachers here. They let
me use the teaching room.

Sara, L610

Without sufficient advance work, the teacher can find herself conducting post-
conferences in the cafeteria or locker room.

The purpose of ward preparation was to smooth the way for the acceptance of
students into the milieu. The instructors felt it was critically important that the students feel
welcomed and that there was as little anxiety in the clinical experience as possible under the
circumstances. They felt their personal orientations and the ways in which they prepared
the ward and solicited cooperation from the staff contributed significantly to positive

student experiences. Next, the students were oriented to the ward.
3.1.3. Preparation of Students
Five activities characterize the preparation of the students for their clinical

experience. The first, and of highest priority to the instructors, was the establishment of a

personal relationship between the individual student and herself. The initial encounter was
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in the absence of any prior history in most cases. Most students had not had previous
contact with their instructor, although many had conducted a survey of other students who

had been previously assigned.

I do it all the time; I go around knocking on doors to find out everything
I can about the teacher before clinical starts. Are they fair, how do they
mark, are they hard murkers, what are they picky about?

AW, 1497

Nervousness was increased if they had received feedback from other students that
the instructor was difficult to please or was a poor teacher. Instructors had no information
other than names. The initial contact, then, was characterized by exploration and
uncertainty. Teachers explored, through various means, the learning neecs of the
individual students, past experiences in clinical, and personal experiences in life and with
the clinical specialty. She clarified her personal goals and expectations for the experience,

and established her standards for performance.

I let them know the very first day what I expect. I have a manual 2l

written out with the pages and the material that they need to know in

this area. They must have a knowledge base and the hospital policy.
Sara, L523

By learning about their students, instructors were able to individualize their

approaches and rationalize decisions.

The male student. Well, I suppose his major problem would be dealing
with ladies in an obstetrical area, in a rather intimate manner. We
addressed that issue right at the very beginning. I told him what I
would do before we even got onto the floor. I told him I'd put him in
the nursery first, so that he could develop some expertise, some
knowledge about the system, and be more comfortable by dealing with
the babies first. We could just show he was good student nurse,
regardless of gender. The babies didn't care!

Peggy, L710

Relationship building was an ongoing activity, but one which was based on

impressions gleaned at orientation.

First of all, I start on the first day of the students’ orientation. It is in
a small room. We sit in a circle. They know my name and I know their
faces. We start off in sort of a warm-up thing and a little “ tell me



something about yourself.” I give them my background and I let them
know how I work as a instructor. I tell them I like to roll up my sleeves
and work along with them. I stress that clinical is like learning to ride a
bicycle - some of us take 5 times before we’re balanced, and others can
ride the first time. I also try and sit down, in the first two weeks, with
the student and have a little chat. Maybe just a few minutes after
cenference, saying “How are you doing? How are things going?” I also
make times when I have counrselling hours and they can come see me. |
usually keep an hour open in clinical when they can come and see me. I
have two other hours during the week at the school.”

Sara, L478

The second activity in preparation of the student for the ward was based on the
curriculum. The instructor needed to establish the level of previous group achievement,
what knowledge was expected in terms of entry to this course, and how this course linked
to previous and next level courses. Performance criteria for pass/fail grades, and how

these grades were determined were discussed.

I like to ask a lot of questinns. I feel if I don’t, I don’t know where
they're at. And I tell them at the beginning I ask lots of questions. But
I tell them if they don’t like it to please tell me.

They'll be pouring a medication and I' ll come along and ask them what
it is. I tell them at orientation to remind me later on, when this
happens, to tell me “This is not the time to be questioning me on my
drugs; I'm trying to concentrate on what I'm doing.”

Peggy, L1745

I know where these students are coming from, what their level is, and I
know where to begin clinically. I now know that when they come from
Psychiatry that they’ve been out of physical skills and organization and
I set up a totally different orientation for them.

Sara, L1716

Thirdly, the instructors engaged in many activities related to the establishment of
group cohesion and morale. Ice breakers were used to introduce students to their peers,

and anecdotes shared to fost>r the ‘getting to know you’ phase.

Usually I do some ice breakers: tell me how big a family you come from;
have you ever had any children? Some of them have had babies and
some of them haven't ... or I will start this particular session with
“What did you do on Spring break that was fun?” They just laugh and
tell me a little bit about themselves, and that usually starts them off.
They will sort of have their head down, not looking at each other.
Maybe one or two will know each other, but they’ve never worked
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together as a group and they have difficulties that way, breaking the ice
and getting together.
Sara, 1.643

Information about travel arrangements and other potential sources of difficulty was
sought in order to solve problems before they happened and to avoid disruption to the

ward:

I go right back on our first day to pointing our bus routes, etc. Just can
they get there, and what arrangements do they need to get there. [ like
to know where they live, because some will have unavoidable problems
being late. So if I know they are going to be late, then I can cope with
it. Aslong as I know. If they get the one and only bus on Sunday, then
whenever they show up is fine with me.

Peggy, L41

Attention was paid to how the students interacted and with whom they were most
closely associated. Potentially negative cliques were identified and plans made to separate
the students when patient assignments were made.

A tour constituted the fourth activity in orienting the student to the ward. Students
were taken on a tour of the facilities to assist them in relating the line map to the actual
geography of the ward. At this time the instructor pointed out the relevant rules governing

behaviours in specific territories of the ward.

I also prepare them actually for the hospital. We tour the whole
hospital on the first day, very briefly. The main floor, where things are,
their locker room, the cafeteria. I also show them the connection of the
hospital with the other hospitals, as we are in a big complex. I think it
is nice to know that. They are not in isolation because once you get to
the ward you’re kind of lost on that particular floor. I try to help them
that way. But not too much, because they forget it. If we walk it they
remember it.

Peggy, L49
Last, but not least, the instructors attempted to prepare students for the interpersonal
relationship and communication demands, and in recognition of the transient nature of the
experience, instructions were given with respect to the norms and expectations for student

behaviour.

I try 10 make the students aware that they have two people to keer
informed, and I encourage them to report to both of us. At this point I
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don't think students rer.:y inow what the pertinent data is. I suggest to

them that they go a co ple of times in their hours here and just tell the

staff nurse about the i-atizn?. I reassure them that the nurse will not

bite off their heads. They will appreciate the effort, and will ask any

questions if the student misses some point of information.

Errin, L1013

In many cases anecdotes and humour were used to illustrate famous ‘boners’ pulled

by former students in this and other settings. This was effectively balanced by showing the

possibilities for learning that were available in this rotation.

I told them how I arranged to buddy a student with a male staff nurse in
the intensive care unit. This nurse has a lot of knowledge and skill. He
works permanent nights. My student went in early to meet with this
staff nurse, to identify with another male and to see if he had any
problems and if so, how he dealt with them.

Peggy, L719

The instructors paraded a litany of past successes of students to motivate them and
challenge their creativity. For the two new instructors, these examples were gleaned from
information learned from others, or generated from their own experiences.

Orientation to the hospital not only benefitted faculty and students, instructors felt
that it protected staff and patients from confusion and error. Exchange of knowledge
shields people, staff in particular, from unnecessary delay and demands on their time from
students’ questions.

All three clinical instructors evaluated the orientation activity in terms of its
perceived helpfulness to students. They were aware that increased time was needed
because the students may never have been previously assigned to that hospital. The first
year instructors, Peggy and Errin, were also cognizant of curricular gaps between what the
student had been taught and what they needed to know to function safely on the wards.
Three areas of conflicting demands characterized crientation activities: time in orientation
versus time in practice, amount of information which would be ideal for the student to
know versus what was feasible in light of the time available, and student knowledge needs

versus patient safety needs.
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The above five activities which were used to prepan: students for clinical practice

focused primarily on expectations for performance and relationship building. These

activities set the foundation for the instructional strategies the instructor would implement in

the subsequent weeks of the clinical rotation.

3.1.4 Instructional Activities

In implementing instructional activities in a clinical patient care setting, the

instructors faced three major ethical dilemmas: patient consent for teaching, maintenance of

professional standards of care, and time spent learning versus time spent caring for
patients.

For the most part, none of the instructors asked patient permission to assign

students. Upon admission, patients in both hospitals signed general consents allowing

students to care for them.

I do nor ask the patients if they mind if they had a male student nurse
because I think they might have doubts and think that maybe they
shouldn’t. And if they were assigned one, without me asking, then it
would just be a nurse.

Peggy, L724

I don’t ask the patient’s permission to assign a student unless it’s
perhaps a doctor’s wife or somebody that the student might know, then
I see if they mind. I base my selection on the student’s learning needs
and the patient’s situation: what the patient offers in the way of
procedures, skills, teaching, whatever. And I try to give the students a
varied kind of assigr.ment.

Errin, L931

Patient safety was uppermost in the instructors’ minds at all times. They attempted

to match patient needs with student ability, and monitored student activities and progress

closely when there was any doubt in their minds. As well, checks were in place to ensure

that potential errors were minimized. For example, medications were supervised through

all steps of preparation and administration.



The dilemma of working and learning was more difficuit to resolve. Giving patient

care is a part of learning, but learning is the primary focus of the clinical experience.

Sometimes this distinction is lost on ward staff.

Students who have patients assigned end up with two or three mothers
and their babies. That’s fairly heavy. Then the head nurse asks “A
patient is coming out from the case room, can your student admit them
to the floor?” And I've had to say “I'm sorry but if they get involved in
that then there’s other jobs that they are responsible for that they won’t
be able to get done before they leave for the day.” I know sometimes
I'm probably not too popular because I do those kinds of things.

Errin, L1207

On the other hand, as the students advanced in their course and were able to better
organize their care activities, Sara felt they could begin to help out around the ward. These
activities, she felt, fostered student role identification as a nurse and prepared them for the

eventual reality of work life.

They have to learn to get along with people. They are now well into
their second year, so I say “I think you should have a little bit of time
that you can help out. If you help out, your buddy nurse will then have a
little more time and perhaps she’ll take you along and teach you.
Sometime when you’re doing other activities you might learn
something.” Secondly, we are guests, so we must respect all the things
that are going on. Sometimes there are things we are not going to like,
and we must realize that we can’t change everything. But if there are
crucial problems, I tell the student to come to rie before going to the
nurses.

Sara, L390
If questions were raised about standards of care, the instructors dealt with them in

ways that clarified perspectives, gave advice, and explained decisions.

One nurse was a little burnt out so I just warned the students that she’s
an excellent nurse but seems to be a little burnt out and not her usual
self. “Just be polite, be courteous, and don’t bother her with questions
when she is organizing her own care. Give her time to organize her care
and then present your questions to her.”

Peggy, L463

The reality of ward life occasionally fell short of the ideal as portrayed in nursing

classes.



We had a situation on the ward last week where a patient was on
isolation technique. Some of the things that were happening weren’t by
the book and there was dialogue going on about “how come you can do
this thing and you can't do that?”

Errin, L342

Wards were understaffed at times, requiring the use of relief nurses who were not

as able as regular staff to assist students.

I had to call this morning to get a relief nurse I had requested three
weeks ago. I was not about to change the assignment then, so it
resulted in the student having a different nurse than yesterday. It
wasn’t great for continuity, but the student had been here yesterday and
knew the patients. The patients were fine, not critical, and the nurse
had worked here before, but not on a regular basis.

Lil, L295

These concemns, aleag with her own personality, her educational preparation and
teaching experience, her expertise in the clinical specialty she was teaching, and the
demands on her as a representative of the college putting the curriculum into practice,
determined the decisious the instructor made with respect to teaching tactics and strategies.

In addition to the initial impressions of each student formed during the orientation
period, the instructer could go to the teaching team leader for a report on the academic
status of each student. In most cases this was not necessary because instructors had put
mechanisms in place whereby students came to them with a summary of their past

achievements and present leamning needs.

I have an introduction sheet the very first day that I give them on their
learning needs. “How do I best learn? What are my objectives for the
clinical area? Is there anything in my personal life right now that might
interfere with my learning?” They don’t have to elaborate on the
questions unless they want to. I like to know how they best learn from
the teacher. For example, if they are shy, whether they like the teacher
around a lot, or do they prefer to work independently. It gives me quite
a bit of information, and then I try to sit down, in the first two weeks,
with the student to have a little chat.

Sara, 1486

The contradictory nature of the student role in terms of combining nursing and
learning functions on the ward was a continuing problem for the instructors about which

they remained mindful as they assigned patients to sthdents for their clinical experiences.
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Once the students were oriented to the ward, they were co-assigned to a patient with a
buddy nurse who retained responsibility for patient care. The nurse delegated certain

aspects of that care to the student in consultation with the clinical instructor.

Patient Selection

Patient selection was a complex activity in which the instructor attempted to match
the student with a patient to perform nursing skills at a level which was challenging but at
the same time not overwhelming. At the beginning of the rotation this was a very time-

consuming exercise.

Selecting patients to meet all of the conditions is a real skill. That's the
hardest area in clinical teaching.

Q: How did you learn to do it?

It just takes time. And trial and error, I suppose. It helps to have a
good handle on what is happening on the floor and how well you're
supported in clinical. Where I'm going now to this area, they see me as
being knowledgeable, they feel comfortable to say “No, that patient is
too sick. Take your student off that assignrient.” They might say it
abruptly but that doesn’t upset me because I know they're busy. I'm
not upset by that. I'll say “That’s great, thanks. What other patients
can I have?” So it's positive. It just takes a lot of time, I've found.
Knowing the level of the student, the course content, what they are
expected to learn, is critical, so you have to know your curriculum well.
Very, very well.

reggy, L1816

The three instructors fulfilled this function in slightly different ways. Peggy and
Sara selected patients the moming of the first clinical day. Errin preferred to do patient
selection the day before:

I go the day ahead to select patients. Like today I'll go to the ward and
pick the patients I need. Then tonight I will phone each of the students
and tell them what they’ll be handling tomorrow. I will also give them
any direction that they might need; for instance, perhaps the patient
has a particular kind of problem. I'll advise the student to read up on it
in the textbook. That way she is prepared to deal with that problem in



the morning, after having given some thought and done some research
about what they are going to do for the clinical day. I don’t like them in
the clinical area unless they have had adequate preparation. I don’t
feel that at this level they can think on their feet.

Errin, L225

Peggy made arrangements the day before by telephoning the ward and asking them

to name patients that met her criteria.

I don’t do the assignment until the actual morning of clinical. Then I
post on the assignment sheet what skills the students are able do and
what vear they are. When we switch from the nursery to the floor, just
before report I remind the staff “OK, this is the first time these
students have been on the floor. These are new students.”

Peggy, L200

Sara does all of her patient assignments first thing in the morning. She
comes in at 5:30 or 6:00 o’clock so I don’t have any input as to which
patients she would choose. I am on the floor by 20 to seven in the
morning, and Sara will say hello but she doesn’t usually ask for my
input. Why should she? She is as capable as I am of reading the sheets.
She sees that patients are delivered every day. Maybe I'm coming back
from a weekend off and I know as little as she does.

Michelle, L28

Peggy negotiated with her group about when they wanted to receive their
assignments. Her first year group felt the moming was adequate because the focus was on
healthy mothers and babies. The second year students were not consulted. Few of them,

however, were unhappy with Sara’s procedure:

It doesn’t really matter to me. As long as Sara realizes that I won’t
know everything there is to know first thing in the morning. Personally,
I prefer my patient assignment the night before. At least then I can
relax the night before because I know what to expect and I can prepare
myself. I don’t spend all night worrying, wondering what is facing me in
the morning.

AW, L522

Inpu: from students is solicited by teachers:

In preconference we discuss the areas they want to work on this week.
When I am picking out patient assignments they don’t get their
assignment ahead of time but they will have told me what they want to
work at and I try to find that sort of experience for them. I respect
their needs. They know themselves best. Sometimes I have to
encourage them.

Sara, L880



Students advanced weekly in terms of the numbers of patients assigned and the
complexity of their cases. As instructors became better acquainted with the individual
students, the task of patient selection took less time, and the determination of which

patients to assign to which students was clearer.

They start with one and then they get two patients. Then we just add
on another. Just keep moving on. As much as I can cope with in one
day.

Peggy, 1179
The instructors communicated with head nurses about the selection of patients to be

assigned to students.

I use the kardexes. I prefer to look through them myself and select the
kinds of experiences that I think the students need. I like the head
nurse’s input after the fact. Just as a yes, no, they shouldn’t have a
student because of whatever. There might be something she knew
about the patient that I didn’t know. I need to rely on her knowledge of
the situation.

Errin, L.956
The instructors were faced with a dilemma when ward needs (efficiency of care

delivery) and student learning needs were in conflict.

I don’t approve of assigning students based on convenience. I prefer to
select patients to meet student learning needs. Sometimes students
have to run a little distance but I account for that. They are students.
They should not be expected to carry tne same load as a graduate nurse.
I don't think assigning both patients just because they are in the same
room is the right reason.

Errin, 1L.962
Head nurses often had preferences with respect to how they wi-..ed students

assigned.

If you assign two patients in two different rooms you might run into a
situation where a student is reporting to two different staff nurses. I
don't think that is a problem but some staff think it’s problem. The
head nurse thinks it is a problem. If I assign according to student need,
perhaps one nurse would have no patients because the students would
have them all. That meant that another nurse didn’t have any students
and therefore had all her own work to do.

Errin, L982
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In terms of patient selection, head nurses generally deferred to the instructor.
Although students were superaumary, their presence was taken into account by one head
nurse:

I like to have students down the centre corridor with moms and babes if
at all possible. It means that I won’t have to request extra staff if the
workload is too heavy.

Lil, L53
Communication was the basis of successful patient selection for students that also

met, or at least did not interfere with, ward needs.

Communication

Teachers spent a great deal of their time in different forms of communication with
students. They conveyed information. They gave students advice, instruction, and
direction. They gave them feedback on performance. They questioned them constantly
about knowledge, aursing process, analysis of assessment data, and personal feelings
about the experience. They helped the student link practice and theory. Nonverbally,
through the use of personal space, touch, tone of voice, and gestures, they personalized
their communication and gave affective messages. Written methods were also used to
develop a more permanent record: assignments, anecdotal records, work plans, and
charting exercises. In all, the primary mode of instruction was through one-on-one
communication which took place face-to-face.

Followir.g the introductory mutual exploration stage which took place during

orientation activities, instructors and students seitled into a working phase where they knew

what to expect of each other. This phase was characterized by more certainty and trust in

the relationship between student and clinical instructor.

We will have coffee together, and then I get to know the group. If the
group needs discipline, then I hold back and I usually will read the
previous records and I kind of will get a feeling of the group, and I' ll
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pick up how they are, if they are attentive, if the questions they are
asking are knowledge based, and their age group. It’s quite interesting,
an older student, I find, you can relax a little bit more. Some of our
Younger students might be partying or not just applying themselves, and
I feel I keep a more strict teacher relationship at that time.

Sara, L554

I think I can control where I need to be strict. You have that power and
students know it. At the end if they are not functioning you have that
right to pass or fail them. So I don't think it's a problem getting close to
the students or giving them some warmth. You certainly can be annoyed
with them, and you can raise your voice a little bit, but only in private.
You can let the student kiiow they are just not functioning at a proper
level, they are not working, and I won't tolerate it. But the next day
You can go buck to your relationship. I am firm but I will make a point
of giving the student a few positive strokes, too, to try and build her up.
Sara, L1158

Communication among all parties attending to the care of the patient is necessary to
ensurc the patient’s health is not jeopardized and to promote efficient use of time and

resources.

Occasionally one of my nurses will realize something wasn’t done and
the student’'s gone. They have to disturb the patient to do it over again.
Maybe it is something that can wait until the following day and be
rectified. If they are on duty the next day. I think when they establish
and maintain good working habits early, the students learn exactly
what’s expected of them. For instance if the nurse doesn’t say, “Look,
I want report from you before you go off’ and give them a little
direction, you can’t expect the student to think of it as importantly as
the nurse might. I think working with the nurse, using the proper
channels, and communicating with her regularly, it works best that way.
Safer practice, sure, because if the grad doesn’t tell the student initially
what’s expected, that’'s when the trouble starts.

Lil, L523

Without thinking, I mentioned a problem with a student to Sara and she
said “Oh yes, but it was the students who were on over the weekend.
Not mine.” And this is one area where the head nurse can intervene
because the staff who were on the weekend won’t necessarily be on
when the students return, but I will be here to pass on the word.
Michelle, L109

The first person the student contacted in the moming was her teacher, 'who gave out
the daily assignment. In addition, the student was expected to let the teacher know

approximately when and for what reason the teacher should make herself available to the
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student. For example, if a student knew she had medications to give at a particular time,
she noted it to the teacher. The teacher then agreed to be there, or arranged with a staff
nurse to take over.

Secondly, the student was introduced to her staff nurse, usually by the head nurse

before report, and spent some time in conversation with her to organize patient care.

It's something I've always done. I do it as much for my own
convenience as for the students’ edification. I say to them “Look, I
want, apart from what your instructor wants, by the end of the shift, I
want the blood pressure done twice. I want to know the lochia, fundus,
etc. I expect you to report it to me before you leave.” Those few
minutes meant that I didn’t get a student stainmering in front of me
saying “No I didn’t take the blood pressure twice; I didn’t know I had
to.”

Michelle, L559

Communication also fostered efficient and safe delivery of care. Students were
urged to coordinate their breaks with staff, so that in the event a patient needed a nurse, one

would be available.

“When do we go to break?” I usually say “I don’t mind as long as you
don’t all go together. Try to cover for each other while you're gone.” I
think that is good for them to learn. We work as a team here.

Michelle, L637

There are several people to whom the student could turn in the event she needed
assistance: instructor, staff nurse, head nurse, ward secretary, and student colleagues.
The instructors encouraged students to communicate regularly with staff nurses. Students

were often shy and intimidated.

I interact on a need basis. I uon’t intervene unless I see there's a
problem with the students. For example if their messages are not
getting sent or staff are feeling that they're no: getting informed, I' ll
step in. I only intervene when I have to. Students have to learn that
there are going to be people that they work with more easily than others
and they need to learn how to deal with that.

Errin, L1098

Communication was not always without conflict.

I don’t encourage them to be confrontational at all. I try to work around
it. We look at the variables that might be influencing the nurses. We



discussed that topic in conference one day. There are so many Causes
for them to be abrupt with students. Something might be going on at
home, and so on, that students have no idea of. So they have to accept
that some people will react differently than others. Perhaps once they
get to know them better, they may find them much easier to deal with.
Frrin, L1104

The instructors occasionally ran interference for students.

It is easier for me to say no to a request than it is for the student. They
feel they are not in a position to refuse. They will always take on extra
work. But I guess I’m there to also protect the patients that the
students have been assigned to, as far as making sure patients get their
needs met.

Errin, L1217

Sometimes the staff can be abrupt. I tell the students that it can
happen. I certainly cannot change the staff member. We must deal with
the situation, though. I tell them always to be polite because we are
guests. You can’t start screaming back because that doesn’t make it any
better. Just be polite, but be assertive, and, if need be, call me at any
moment and I will come and help you. But if it were a hindrance to
their learning, I just wouldn’t assign that nurse’s patients to my
students. I go to the hospital early in the morning to make the student
assignments and I see where that nurse is assigned, then I keep my
students at the other end of the ward.

Peggy, L566

Instructors also maintained frequent contact with nurses, usually in an informal
manner. Specific information about patient care or student performancc were dealt with

more formally.

If there were some sort of problem I was concerned about, I would
approach the nurse that the patient and the stadent are with. She is ihe
nurse in the room and is responsible for everything.

Peggy, L551

Instructors used many techniques for direct instruction. Peggy liked the Friesen

concept ward where all charts were readily available near the patient’s room.

I can nip around the ward and say “Let's look at your chart. There's
your patient, she just went into the showers.” We have a moment to
look at the notes and to check the orders. Everything is so handy, and
we can look at the chart together. Otherwise I see the student in the
room and then have to run and find the chart. I like this system. And
the students really like it. They find it quite reasonable, to be able to
sit right there in the patient’s room and do their charting.
Peggy, L271
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Another technique that Peggy used was to have the student role model the teaching
she was planning to do by pretending the instructor was the patient. In this way, Peggy
ensured the student knew the correct information, and that he or she could transmit it
effectively. Peggy assisted in the process of communicating with the patient by making
suggestions and providing examples for the student.

Humour was used effectively:

I tell them that they aren’t supposed to know how to bath a baby. It is

my job to teach them. I tell them I love babies, and if they don’t watch

it, I'll be teaching them every day! Grab your babies, I say, or I will!
Peggy, L700

All teachers quizzed the students unremittingly. The primary topics were

pharmacology and nursing assessment.

I have had question-askers in the past so I try to be as prepared as I
can be. Sometimes, of course, I'm not, but that's because of the
situation. I might have been doing something else the night before and
I didn’t have time to look it up. I had a teacher who always asked me
everything about a medication. For that teacher, I adapted. I learned
my meds thoroughly. Another teacher might want to know more about
different things, procedures or diseases. So I guess you adapt. It
doesn’t bother me. It is her job. She doesn’t ask trick questions, and if
I don’t know, she will tell me, and then ask me to write it out for
toimorrow to help remember. No big deal.

AR, L185

The student, the instructor, and the staff nurse formed a partnership that had two
purposes, student leaming and patient care. The student interacted closely and
communicated constantly with all parties, while the instructor focused on the student and
the staff nurse on the patient. Instructors and staff nurses needed to be in reasonably
frequent contact to ensure the student had the knowledge and ability to carry out the
required nursing acts, and that the patient’s condition had not changed.

Communication facilitated the development of interpersonal relationships and
fostered group cohesion. The atmosphere of the ward and the climate within the group

were considered important to learning and socialization into the professional role.
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Curriculum Translation

The instructors were responsible for animating the curriculum and assisting the
student to develop the ethic and skills of the profession. They demonstrated the behaviours
of a nurse and translated the practical knowledge students were acquiring on the ward into

the more theoretical language and constructs of nursing theory.

The nursing theory model we use has special terminology and staff are
looking at you like: I can’t talk to a student. I can’t help her out
because I don’t know what she wants! Of course they are more
oriented to health problems, the medical model. You have to be very
careful about this. So what I do is I have my students, I say, we are
going to do a combination of both. You are actually thinking the model
but you talk in ward terminology. You have to put it over into their
terms.

Sara, L829

For ease of organization and presentation of subject matter to the students the
college faculty had selected one nursing theory upon which the entire curriculum was
based. In the hospital, however, nursing was practised following the traditional medical
model. The nursing model used very different terminology than was usually employed.
Students had been taught in class using one concept and were expected to practise using the
other.

Thinking in terms of the nursing model and charting in traditional terms was a
formidable task for students. They were at times confused about what to say to whom and
what to write in the charts. A lack of understanding among the nursing and medical staff

about nursing theory development had also caused problems for teachers.

Students are trying to use the vocabulary but they are not quite sure
what to do with it. Another snag we ran into was that we were putting
certain things in charting, and we happered to put in that the patient
had an adaptation problem of potential infection. One of the doctors
was upset because he felt we were out of line making a medical
diagnosis. We got our hands slapped for that. So we do not use model
terminology on charts now.

Sara, L844



Sara and Errin were very resourceful, however. They were committed to the use of
nursing theory and attempted to find a way to allow students to implement the model

without causing undue conflict on the ward.

We have started using the kardexes now, putting adaptation problems
on the back where no one ever reads them. But the students are

involved, and maybe a staff nurse will look at thein some day.
Sara, L851

Sara helped the students by presenting case studies during conference time. By
discussing a ward-relevant topic in terms of the model of nursing, she helped the students

make the links between practice and theory.

There was a little study on organization of care and it brought out
aspects such as what a nurse would do if a woman came into the Case

Room bleeding. Those sorts of issues are on the registration exams.
Sara, L1261

With first year students, Erin and Peggy used practice assignments to help their
students transfer their level of assessment into a postpartum check and put it all back into
the terminology of the model. This activity was confusing to the students, especially since

some faculty were also novices in applying the model.

You know, it's starting to come automatic now but there’'s some things
that I just, I just don’t know. And it’s difficult because all teachers
interpret the model slightly different. Especially when it comes to the
nursing care plan. And I don’t know if there’s one perfect way to do a
nursing care plan or if it’s just what your teacher likes. Whatever your
teacher interprets it to be. And it’s, you know, it’s really hard. I find it
really hard because if you only do one nursing care plan how can you
know what is right, for that particular teacher, especially since you did
another one for another teacher and it was fine. You did everything the
way the first teacher wanted. But this one doesn’t like your
interventions, but yet they were fine for the last teacher. So it's all that
lack of consistency.

AR, L290

Instructors spent time working with the model and reading articles about it as part
of their personal orientation to the college. As well, they were involved in curriculum
development and revision which gave them a forum for learning and discussion. Nursing

theory development is a rclatively new area, with educators embracing the concept more
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rapidly than clinicians. This gap between theory and practice did not go unnoticed by

students.

I find it difficult in the sense, it’s not hard to deal with the hospital
work, it's the model itself on the assignments that we have ro do. I
sometimes wonder why we even bother. I think it's a waste of time. |
might know everything there is to know the day I graduate and then
turn around and never use it. The hospital will be using another model
and I’ Il kave to change.

AR, L1275

The use of the model to organize the curriculum was a fact of working and learning
life with which the students and instructors had to deal. The hospital ward, however, did
not use this model. A great deal of time was spent in translation. The instructors
recognized this as an important task because of the critical need for students to
communicate patient assessment data to nurses in terms that could not be misunderstood.

Instructional activities were designed to result in student learning. Patients were
carefully selected according to the needs of the learner. Teachers instructed students using
many different methods. Teaching strategies were selected based on teacher understanding
of the individual learning styles of students. To ensure safety and foster communication,
the curriculum was translated so that all parties used the same terminology. To determine
the effectiveness of their interventions, instructors carefully monitored the environment,

student progress, and their own teaching activities.

3.1.5 Monitoring and Evaluation

Monitoring and evaluation activities continued from the beginning of the experience
to the lastday. The primary focus was student progress, but in order to take advantage of
opportunities which might arise in the course of the day or to intervene if obstacles to
learning were in place, the instructors developed a keen sensitivity to the milieu. An

excerpt from field notes provides an illustration:
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0800 Sara in the medication room with student (AR.) preparing an
analgesic. She was called to the telephone; H.C. calling to report a sore
throat and that she would be absent. Sara advised her seek medical
attention for throat swab and antibiotics to rule out strep throat. She
returned to the med room to resume her supervision of AR. In the
background, a staff nurse was on the telephone, requesting supplies to
remove surgical staples. Sara wheeled around and returned to the desk
and requested the nurse save this experience for a student. She called a
student over and gave directions to the operating room to pick up the
equipment, then went down the hall to supervise the medication
administration with A.R. She interacted briefly with the patient; she
had asked the student about her assessment of the level of pain and her
analysis on the patient condition on the way to the room. They
returned to the nursing station to chart; on the way Sara complimented
the student on how well she did in a test at school last week, and a
student from MATI came down the hall to interrupt them with a
question. “Are we allowed to give meds with our grad?” Sara: “Yes,
what drug is it?” Student: “Colace. I have already checked everything,
I am just waiting for breakfast to arrive.” Sara: “OK, go ahead.” At
the nursing station she went over the procedure for staple removal wiih
the student, then went to the patient's room to assess the situation
with the student. Sara introduced herself and the student and explained
what they would do. Doctor was with the patient. Student went to
gather the necessary equipment and Sara used this time to quiz another
student who was in the same room about blood sugar levels and
assessment of diabetic patients. The student returned with the dressing
tray and cleansing solution, and I left the room. It was not yet 0830.

Field Note
The instructors knew which studerits needed what sorts of experiences. Tuning
into the interchanges and conversations around them helped them take advantage of
opportunities which arose. Quick decisions were often necessary. The pace of the ward
was fast; many things were happening at the same time. For students to meet their learning

objectives, they needed exposure to different nursing situations. Instructors assessed

students and monitored their progress on a regular basis, using many different means.

Student Progress

Student needs and achievement of objectives were assessed and monitored regularly

by the student herself (in anecdotal notes) and by the instructor (more formally on



evaluation forms). The instructors kept track of what patient assignments the student had
been given, what learning opportunities they had, and what skills they had mastered.

I do look at their previous evaluations. From my point of view, I want
to know where they are academically so that I can zero in right away.
If I know someone is a D student I will start with more knowledge
questions on the student right away. If they are having trouble with the
model in areas of stimulus or nursiag intervention, I' ll say, okay, we are
going to zero in on that. Then I keep a flowsheet that reminds me who
needs what and who has been assigned to antepartum and case room
and when. That sort of thing.

Sara, L687

A major area of concemn for the instructors was knowledge base. All instructors
quizzed the students a great deal, assessing their level of knowledge relevant to anatomy,
physiology, and understanding of the obstetrical patient. In particular, they focused on
understanding why certain medications were given, what the potential side effects were,
and what teaching could be done to prevent the side effects. No student was allowed to
give a drug if he or she did not know and understand these concepts. All instructors linked
this knowledge to safe nursing practice. The need for medication was united with patier*
assessment data. It was expected that the student would transfer theoretical knowledge into
practical application.

I will have them write me out anzcdotal records about their experiences
that day. I will write comments on these, as well, so they will know
what i think about their positive areas and their negative areas. What
they need to concentrate on.

Sara, L531
A second area of concem was the ability to carry out psychomotor skills in a safe
manner. This meant knowing the steps to a procedure, urderstanding relevant scientific
concepts, understanding the risks to the nurse and the patient, and taking proper
precautions to prevent harm. Instructors did not expect perfection, but they were
concerned that progress be made and that the same mistake not occur over and over.
Students had laboratory classes at the college where they were taught relevant skills and

were able to practice them on mannequins in a simulated ward setting. Instructors
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recognized the difference between lab and ward experiences and made allowances for
student practice by reviewing the procedure in advance and pointing out potential areas of
concern before they went to the patient rcom.

If they have not had the experience then I let them do it a couple of
times before I evaluate. I talk the procedure over with them before
they do it. I will also talk with them as they do it and guide them
through the procedure. Then I'll give them an evaluation as soon as the
procedure is done.

Sara, L526

Instructors also expected that students would progress in terms of setting priorities,
organizing their time, and exercising clinical judgment.

The student really could not organize and whether you are on obstetrics
or any area, you can organize. Whether it’s handling your baby or
whatever.

Sara, L119

Ward staff often gave feedback to the instructors.

The staff nurse will come back to me and say, “Your student is really
doing well.” or “Sara, this student is really the pits, and you've got to
do something about her, I had to recheck everything she did.”
Sometimes they are very annoyed. They have every reason to be. They
usually come to me very early in the situation. Several times I have
had them document for me that I could use them as a reference in a
student evaluation.

Sara, L463

Organizational concemns were handled by instructors in several ways; any
incomplete procedures could be handed back to the staff to complete, the student could be
given assistance by other students or the teacher, or the student could be required to stay
late on the ward to complete her care. In any case, such incidents were often documented

in some form since they were evidence that certain objectives were not being met.

Whenever I have an incident that I think is significant, I document the
whole incident right away that day or even immediately so that the
facts are straight, and the times are right and so on. Normally I also
discuss the incident with the student. Why it is important and what it
means.

Errin, 1196



Ethical practice was stressed by all instructors. Honesty was valued above all else.
If an error was made, the student was expected to “own up” so that remedial action could

take place.

I tell them if they lie to me, they fail. Period. I have to trust them. If
you screw up, admit it so the patient is not harmed. Sure you will be
embarrassed, you may even be disciplined. So what. Everyone has
made a mistake at one time or another. You will learn from it. Just
don’t let the patient die from it.

(Errin) Field Note

Through the orientation process and the time spent on the ward, instructors learned
about the students; the ways in which they learned best, instructional techniques that helped
and hindered them, and personality attributes that affected relationships with others. All
instructors operated on the dictum of “No surprises”. Students were informed regularly
about their progress toward meeting the objectives. This wasn’t always easy to do. If the
instructor was not very direct, the students might not get the message that they were in
difficulty. An illustration follows. In this case, the student was identified as a borderline
student and had suffered health problems in the previous year which had resulted in lost
clinical time. At orientation, she was not able to answer questions accurately, a fact that
was noted by her instructor at the time. Additionally, she was handing her assignments in

late.

She dropped this bomb on me last week that I need more time. And
that I had done poorly on my assignment.

Q: It came as a surprise to you?

A: Yes.

Q: You'd had no indication up until then that you were struggling?

A: No. Nobody had told me anything. They just said my anxiety level
was up.

Q: Do you feel it was?

A: The first week it was, yes. Because the, I was in a new setting, the
teacher I didn’t know, place that I didn’t know either. So everybody’s
anxiety level was up. And I didn’t know what to expect. I didn’t know
what to expect from Sara. Cause, you know, I just didn’t know what
she was going to do. She started telling me I had a weak knowledge
base. That first day we had orientation and she went around asking
everybody questions. Now I answered every question that I remember.
I really screwed up my assignment. I don’t think it was very fair for her
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to just mark it and tell me I am going up for evaluation committee. I
think she should have let me do it over again. EA 121

On the other hand, the student could be emotionally devastated by a perceived
reprimand.

They’ll tell me “I went home and cried all night.” And I'll feel badly.
Sara, L1768

Head nurses deferred to instructors in matters of teaching and learning, but

monitored events closely to ensure patient safety.

In one instance Sara was spending most of the day with this one
particular student. I felt the load was just too heavy for this student.
One patient, post-section, first day, a diabetic. Other students could
handle it, but not this one. But I think Sara knew what she was doing.
She was trying to prove something, which I think she proved. The
student was just not capable of caring for a patient at the proper level.

That student did not come back to clinical as far as I know.
Michelle, L68

If students happen to be in the rooms when I am making rounds, or
whatever, I see them. It is not a total evaluation but I try to assess
them if I can. See what they are doing and if the patient’s needs are

being met. I spend a lot of time at the desk as well, so I have occasion
then to talk with students.

Lil, L193

The instructor made it known to ward staff that student evaluation was her
responsibility but that she also recognized that she was not able to observe all students in all
activities. She welcomed feedback from staff. Indeed, many times the instructors sought
feedback, particularly regarding weak students. Occasionally the instructor sought
verification of her own assessment. They reported a dilemma with respect to involving
staff in the process. If she asked a staff nurse for feedback, it was possible that she was
causing bias against the student on the part of the staff nurse. On the other hand, the staff
needed to be aware that a certain student might need assistance.

Responses to staff input varied. The instructor indicated her appreciation for the

feedback and said she would address the particular issue with the student involved. They
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usually attempted to present a perspective of explanation or clarification to ensure she

understood the exact nature of the incident.

Sometimes they'll come and say to me “Well, that student isn’t too well
organized.” I'll say, “Remember when you were learning?” Then they
seem to be more supportive!

Sara, L162

I'd hear “Well, I just did this and the student didn’t understand.” I

would say “Well, geez, they haven't had that yet. That's coming up in

two weeks.” I help them put the programme in perspective. Students

felt that they had been thrown in the deep end. Really deep end!

Errin, L1495

When a student was clearly not meeting objectives, instructors felt a personal loss.
It was as if they and their teaching were being judged ineffective because the student was
not learning.

Student progress was being constantly monitored by instructors. They used
methods of questioning, observation, return demonstrations, student self-evaluation, ward
staff input, as well as their own perceptions. Instructors linked student evaluation with the

assessment of their own teaching. If a student was experiencing difficulty, the instructor

changed her approach to the student or used different teaching strategies to facilitate skill

acquisition.

Self-Ref.action

Self-reflection formed part of the evaluation and monitoring activity. Perhaps this
activity was more a result of the research than a usual conscious instructor practice. The
relationships with students, the goals of the clinical course, and the feedback from staff
were all consolidated at the end of the day in terms of “what went well?”” and “what do I
need to do differently tomorrow?” In addition, they reflected on aspects of their work that
gave them satisfaction, and aspects that did not.

Instructors wanted to be treated with warmth and respect.
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I like to be treated as a human being. I know I feel bad if people don’t

support each other. Or give positive strokes.
Sara, L1172

I like to be where people treat me nicely or are more open to my
presence or friendly. It's only natural. I think I tend to be a bit more
indzependent and not as open in asking questions when there’s an
atnwosphere that's not receptive. I tend to try to not interfere or

int 2rrupt staff for things if I can manage on my own, unless I feel it’s

impnortant.
Errin, 1L1113

They liked people around with whom they could consult and share experiences.

We did a lot of talking at coffee in the fall semester. There were many
teachers at City in the fall. We tried to get to coffee and lunch together.
And we just went at it tooth and nail. Doing this exact kind of “Well,
you'll never guess what so and so just did, now what and I going to do
c¢bout that?” or “Can you believe it, they didn’t know this or that.” I
jelt that helped me tremendously because they were experienced

zeachers, most of them. Many years of experience.
Errin, 11486

They responded to students who receive their comments with grace and

friendliness. Criticism from students was taken very seriously.

She said I was a perfectionist. And too strict. She had never had a
teacher that strict. In the area of medications particularly I was very
thorough. They had to go through everything and ask me before doing
procedures. She hadn't kind of had that experience before. It made me
think.

Sara, L777

Peggy reflects on evaluation:

I've just based how I evaluate on my experience as a nurse; not as a
teacher, as a nurse. I've been in many new situations and knowing how
I felt, what was helpful to me, how I learned best, is what I then try to
apply to my students. I don’t have to be a nice person. I don’t feel
threatened as a teacher now if they don’t like me. I want them to learn,
they cre here to learn. I really don’t care, well I do care if they like me
or not, but that’s not the issue. I don't try to be a nice person, I try to
be a good teacher.

Feggy, L1785

They reflected on their work as it pertained to the college, their job assignment, and

the people with whom they taught. Often they felt isolated in the clinical setting, far from



the administrative support they wanted.

I felt very ill-prepared to go into the City to do the job I was there to
do. I'd never done that before in a totally foreign environment, not
knowing the programme very well, that kind of thing. And of course not
being in the classroom in the fall also kept me out of touch with what
students are learning and when and the depth to which they’re learning
it. I found after Christmas when I had a partial theory load that T was
much more in tune with what students should know at any given time.
Errin, L1501

Now I have found that sometimes she withdraws with me because I
asked her outright how she felt about community college students. I
know the hospital supports baccalaureate. She does not know where we

are coming from nor is she aware of what our programme is. I had to
speak out.

Sara, L635

I am a high energy person and I open my mouth sometimes too often.

I’'ve learned now that I choose one or two things to work on and if I

can’t do it with the teaching team then I do it clinically. I can work

within this faculty very happily by rechannelling my energies in

different ways. I rechannelled with people that I feel positive with.

Sara, L1483

Occasionally during research debriefing periods the instructors would state that they
should have spent more time in a certain area or with a particular student. They would look
ahead and reveal their feelings that because some students were not able to exceed the
minimal standard for the learning objective, that somehow they had failed to give the
student adequate instruction.

As part of the research study, the instructors discussed the advantages and
disadvantages of certain teaching strategies as they applied to particular students or
sitvations. Their concern was to develop a rapport with a student that would foster
learning.

Ali instructors expressed a wish for specific instruction about how to teach in the

clinical area. Their agreement to participate in the study was a result of this quest for

information and feedback.
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Monitoring the Environment

The instructor monitored the environment in sophisticated and often intuitive ways,
adapting her activities to the task at hand and the salient elements of the clinical situation
and the characteristics of the milieu.

Through orientation activities, the instructor met and developed working
relationships with the staff. They learned about the nurses on a personal as well s a
professional level, often asking about a child, inquiring about a holiday, or the health of a
parent.

They used information to assist the students. As they learned the roles of the
various people on the ward and the rules for working in the area, they transferred this
information to students in order to make their transition easier. As well, they used their

relationships with staff to foster acceptance of the student.

There are some idiosyncrasies as far as staff. For example, one or two

like their beds certain ways. I might as well tell the student and avoid

a problem.

Peggy, 1.459

The instructors received a report on the condition of the patients and their particular
needs during patient selection activities. Ongoing feedback from students and the co-
assigned staff assisted them in monitoring changes in patient condition. In this way they
were able to anticipate student learning needs. For example, Sara noted one morning that a
patient was reported to have a low hemoglobin. Since she understood the routine of the
ward, she suggested that the student read the procedure for blood transfusion. Within two
hours, the student was requested to assist the staff nurse with the transfusion. The student
was prepared. The nurse was not delayed while the student received instruction. Patient
care was not compromised.

Over time, instructors became aware of how individual students learned and

responded to certain teaching techniques. They would alter their method of instruction



depending on the student. In one case, Errin stayed in the patient’s room during a
procedure, instructing the student step by step. In another instance, she gave a student an
instruction sheet on the same procedure, answered questions, and allowed the student to
proceed independently.

Student activities were monitored very closely. Instructors carried a paper with
them which indicated what each student was doing during the day. Errin organized her
sheet by student name, Peggy by patient name. Sara organized hers by time. As they
conducted their activities, they were in contact with students to ensure that assessments
were done, medications and treatments given on time, and reporting activities carried out.
In addition, they arranged that students were assigned to coffee and lunch breaks and noted
who was having difficulty getting off the ward on time.

The student formed two major partnerships; one with the teacher and one with the
staff nurse. The instructor monitored the relationship between staff and student to ensure
the staff were kept informed of changes in patient condition and that the student was
learning appropriately. Occasionally, the instructor had to step in to negotiate activities,
resolve conflicts, or mediate disagreements.

The complexity of teaching in the clinical environment was noted by all instructors.
Multiple relationships were maintained, many nursing procedures were supervised,
different instructional activities were implemented, and a watchful eye was kept on the
progress of students. Instructors were constantly seeking opportunities for teaching and
learning.

In this section, the functions of the clinical instructor were presented in an attempt
to portray her activities and develop a deeper understanding of the process of clinical
instruction as it pertains to the clinical learning environment. Each individual teacher
activity served several purposes, was bound by time constraints, and focused on the
student and his or her response to the experience. The instructor tried to tailor the

environment, the learning opportunities, and her relationships with others to the needs of
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the student and to facilitation of learning. In the next section an overview of the four major
roles the instructor enacted as she worked within the clinical learning environment is

presented.

3.2 Roles of the Clinical Instructor

In performing her functions as clinical instructor, the teacher assumed four major
roles: coach, consultant, colleague, and counsellor. She enacted these roles with her
students and with hospital staff, depending on the circumstances and the context of the

situation.

3.2.1 Coach

As coach, she instructed, interpreted events observed by the student, and
demonstrated techniques for nursing interventions. The instructor modelled the role of
nurse and provided encouragement and feedback on performance.

First, the instructor set the stage for the clinical experience. Orientation activities
conveyed the roles of the people on the ward, the expectations for student activities, and the
rules to be followed. In particular, her role as teacher was addressed. All three instructors

told the students about themselves and their particular teaching styles and philosophies.

As far as student-teacher relationships, I tell the students that I am
their teacher and they don’t have to like me. I am the teacher and
that's my role, my job. If you don’t like me or what I'm doing, I tell
them, “Please tell me now and not later.” I have my style of teaching
but it might not be their way of learning, so let me know at the
beginning, and I' ll change my way of teaching. I sometimes hear about
students and teachers “She did not like me” and I won’t validate that.
I let the students know that. I am the teacher and let’s get through this
rotation in a civilized manner.

Peggy, L1186
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They are all going to make mistakes. I tell them that but they never
remember. “You only look at my mistakes.” I say, “You're not
supposed to be perfect right now. Just wait. You could be in third year
or you could be tne teacher, and you will make mistakes”. I tell ihem
“I don't want life-threatening ones and we won’t have any mistakes if
you follow my little rules for some things.” I expect errors, I wouldn't
have anything to do if it weren’t for students’ charting errors, poor
organizational skills, or weak knowledge bases!

Peggy, L785

As coach, the instructors wished to learn about the relative strengths and learning

needs of the individual students in order to give them appropriate assignments and advice.

H.C. had a chronic lateness problem, she had u self-image problem, but
very bright. I had to find an area that could twig her, motivate her to
work. She had something to work with and she challenged me. She
didn’t realize how flippant she could be. Staff were complaining. When
she said something I didn’t like, cynical or flippant, I just would put my
finger up. It was our message for “I want you to word that differently.”
Sara, L276

She stood out because of her hair. She seemed rather vocal at the
school and had a loud voice. I told her that that might be a problem and
that she certainly should be watching that because her voice does carry.
She did very well; she kept that for coffee or whenever, but when she
was with patients and staff in report it was not a problem at all. She
was a very direct, positive person and related well.

Peggy, L544

I put her on the floor first because she could talk with patients. She'd
worked as a waitress and could deal with others on a social level, and
not be shy.

Peggy, L1411
The group was also an important consideration for the instructors. They wanted to

foster group spirit to encourage cooperation among the students.

They don’t have the same group dynamics that my previous group had.
They formed good relationships and were a very close group; they
supported and helped one another. This group I find tend to be little
pockets of individuals, pairs. Because they come from different
teaching groups, theory groups, they’re not necessarily together, except
in my clinical group. So there’s not a lot of time to form relationships. |
have to work pretty hard to get good group dynamics going. Errin. L5609

At the beginning, I remember being on MAT1 for report and when I
came out in the hallwzy there were four students from MAT2,
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wondering what they should do next. They were practically arm in arm
in the hallway. They didn't seem to fit in with the staff well, and they
seemed to not have the direction. My other group were just out there
doing whatever they could.

Errin, L650

In post-conference they tend to be terribly giddy at the hospital. That's
why usually we close the door and go away. And I always have a post-
conference regardless of whether it’s in the timetable or not. They need
time to sound off; not in the elevator, in the locker room, or on the bus.
I allow them that time to talk and vocalize.

Peggy, L524

To coach staff nurses, the instructors encouraged their role with students, gave

them feedback, and guided them in interactions with students.

I asked the nurse “Can you take my student under your wing?” I told
her she’s shy and her knowledge is a little weak. “You might ask her
some questions as you're going along, and take her in and show her how
you do an assessment on the mom. She can make beds with you. She is
not comfortable talking to nursing staff yet.”

Sara, 1458

Instructors encouraged students to develop related personal skills and positive

attitudes toward learning.

Her communication, her verbal communication, was a real concern. We
talked about it. Afterwards she registered herself for an assertiveness
course. I felt that she knew very well that communication skills are
very important and that next fall she probably wouldn’t be successful
unless she had made some gains in that area.

Errin, 1.340

I like to check with them as far as interpersonal relationships between
student and patient. If they really don'’t like obstetrics and don't want
to practice nursing there I say, “You do have to get through it. I don’t
expect you to jump up and down and be terribly enthusiastic, but you
have to meet the mandatory behaviours. so I'll try and help you deal
with it.”

Peggy, L1197

In her role as coach, the clinical instructor focused on developing skills and
teamwork. She intervened directly with the students, singly or as a group. She determined
their needs and enacted strategies to meet these needs. She encouraged, motivated, and

evaluated.
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3.2.2 Consultant

As consultant, the relationship with students was like novices consulting experts.
The instructor had acknowledged expertise in the area of theory and practice, but the

student knew the individual patient more intimately.

My patient was in pain, but didn’t want medication which would make
her constipated. She had two pain killers ordered, and also a laxative.
I figured I would offer the least analgesic I could, and a laxative. Sara
thought it was a good idea after she listened to my rationale and my
assessment.

U.0., L537
The swudent sought advice, brainstormed options with the instructor, and discussed

suggestions offered in light of personal knowledge about the patient.

I think Sara tries to get my point of view, my perspective, as to why I
am asking questions. Ske tends to ask a few more questions in return,
and she does go into a little more depth in explanation. She doesn’t just
answer what I have asked. “What do you think?” “Well yes, plus this,
this, and this.” She helps me to learn.

H.C, L274

For something like an injection I have to be there. We always do a
baby first. I hold the leg. I tell them that I will select the site for them,
but they will give the injection. They tell me if they like the site,
because if not, we will stop, start over. They're giving it, they have to
be accountable.

Peggy, L1007

I explain the rationale to them. The principles are observed. There are
a few variations from what they learned in lab. Sometimes they don’t
know how to apply what they know to a new situation, so I help them
with that. They learn where the policy and procedure manuals are and
krow where to look things up.

Errin, L329
The instructor acted as consultant to staff nurses as well. She was the academic
with the time and the mandate to remain up *o date in the field. She brought new
information to the attention of staff as it became pertinent.

Because of her job, she was often assigned to other hospitals and clinical
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specialities and thus brought a wider knowledge base to the area which was of benefit to

the delivery or quality of patient services.

3.2.3 Colleague

As collzague, the instructors shared responsibility in the learning partnership with
the student and in the caring partnership with the staff nurse. They negotiated teaching and
learning activities with the student, determining through this partnership how and when she
would enact her instructional activities. Through shared personal knowledge and
experience, the partners had developed trust and mutual respect, and acted on an essentially
equal footing within their relationship.

If I said “You will check the arm band of the mom and read it against

the card” or if they had identified those steps, I knew that they would.

I would just stand at the door, but where the patient really couldn’t see

me. I would be pretending to do something else. I would tell the

students that I was supervising them but so that it didn’t make it

awkward, the patient didn’t have to know. After one or two like that, I

didn't really have to see them any more.

Peggy, L1024

With staff nurses she shared experiences and knowledge as a nurse, and
collaborated with staff in the delivery and quality of care. The instructor knew that without
the collegiality that existed among nurses the student would not develop his or her
professional identity. Additionally, since the instructors were socialized initially as nurses,

not as teachers, they had strong bonds and professional identification with nursing.

3.2.4 Counsellor

As counsellor, the instructor focused on the student as a person, facilitating self-
growth, exploring feelings of anxiety, and monitoring the development of professional

identity, role conflict, or confusion.



She came into my office and started to tell me about some things that
had occurred in her relationship with her mother; her mother was a
nurse. The student had left home because of these problems and had to
work. She worked in a nursing home. She has worked there four years.
The residents love her. She had personal problems, but she was working
on them. They were spilling over into her school life.

Sara, L345

I referred her to a counsellor for her home problems. She was staying up
and doing nursing care for an ill relative. Twenty-four hours a day
practically. Her shoolwork was falling behind. Through the counsellor
her relative got onto some community care which relieved the student.
She had a tremendous responsiblity at home. She needed a lot of
personal support.

Errin, 1400

Similarly, the instructor acted as educational counsellor to staff who were exploring

ideas of returning to school (as RNAs updating or RNs going back for a degree) or

assessing entry requirements and school demands of a nursing programme for a relative.

The roles of coach, consultant, colleague, and counsellor were enacted as the
instructor carried out her duties as clinical instructor and manager of the clinical learning
environment. Relationships with students evolved over time, and the instructors played
roles within these relationships, depending on the level of knowledge the student had

developed and the degree of rapport and trust in each relationship.

3.3 Summary

The focus of this chapter was on teaching in the clinical environment. First the
major teaching functions of the clinical instructor were discussed, then the roles she

assumed were presented. This discussion addresses the first research question, a

description of what the clinical instructor does in the clinical setting and how these activities

relate to student learning.
The creative use of the clinical setting depends on how readily the instructor can
seize opportunities which present themselves and tailor the environment to suit learning

needs of students.
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As the instructor carries out her roles and functions, she constantly monitors the
environment and adapts her tactics and strategies to benefit student learning. Many
examples from the data were quoted to support these assertions.

The first task of the clinical instructor was to familiarize herself with the ward.
Through the personal orientation process she initiated relationships and gained knowledge
to facilitate student learning. Additional instructor functions were the preparation of the
ward and students for the clinical experience, instructional activities that were time limited
and relationship focused, and implementation of strategies for monitoring and evaluation of
the environment, student achievement, and her own practice. Roles of the instructor related
to her professional relationships with others, particularly the students, as coach, corsultant,
collezgue, and counsellor.

The next chapter is focused on the second point of the research question: a

portrayal of the clinical setting as a learning environment.
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Chapter 4
Understanding the Clinical Learning Environment

Nurse educators are being challenged to take a new look at the way nurses are
educated to enter the profession. In light of proposed changes to the structures and
procedures of health care delivery and nursing education, changing patterns of health and
illness, increasing information and technology, and diminished resources, there is a greater
1.2ed than ever to understand the environmental influences on nursing education. Since the
clinical component represents such an important part of the professional education of
nurses, it serves as an excellent point of departure for scrutiny.

The learning environment in this study refers to the clinical practice setting which is
utilized by schools of nursing in order that their students can learn their profession. This
thesis presents the clinical setting from the point of view of the key participants, the clinical
instructors and student nurses. Since they are in the hospital for teaching and learning
purposes, the description of the environment is focused on this aim. The intent of the
study, while not unconcerned with organizational, professional, or teacher effectiveness, is
clearly focused upon the environment as it is experienced and as it affects learning
activities. This thesis presents a conceptualization of a learning environment that portrays
the complexities and adaptability of people within the organization and the turbulence
caused by external forces to which people are forced to react. This research presents a
framework which represents the dynamic and holistic nature of the learning milieu.

As the data were analysed, it became apparent to the researcher that the clinical
learning environment was indeed multidimensional as stated in the literature review. As
data units were analysed, categories, themes, and patterns emerged by which the
dimensions of the environment could be described. These emergent categories were
named, renamed, and compared throughout the analytical process. The final structure

which emerged represents this researcher’s interpretation of the data.



A framework to describe and discuss the dimensions of the clinical learning
environment is presented in this chapter. A model is proposed which represents the clinical
learning environment as comprised of seven dimensions. This chapter begins with an
overview of the model, then follows with a breakdown of each dimension, which includes
detailed descriptions and representative exemplars from the data. To facilitate the reader,

parameters which define each dimension are presented at the beginning of each section.

4.1 The Framework

Seven dimensions of the learning environment in the clinical setting emerged from
the study: personal, physical, social, curricular, contextual, political, and economic. In
any given clinical teaching situation, these dimensions were found to be present to varying
degrees. Each participant brought a unique perspective, but there were commonalities
which can be defined and described. A model of the clinical learning environment is
presented in Figure 4.1.

Since no situation or event is unidimensional, it may appear that the elements of the
environment are interactive. Ihave chosen to represent the dimensions as being more or
less present, exerting varying degrees of influence in a given situation, rather than as
interactive in nature. Further research would need to be conducted to move beyond a
description of the learning environment to an understanding of the processes of interaction
among the dimensions.

The environment is conceived by the researcher as a series of concentric circles, the
central circle representing the hub of the model, the personal dimension, through which all
experiences are filtered and by which personal reality is created.
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Figure 4.1
Seven Dimensions of the Clinical Learning Environment




The second circle represents the two dimensions which are most direct and
immediate to the person experiencing the environment, the physical setting and the people
who populate it.

The third and fourth circles represent an ever-widening movement away from direct
and immediate influence on the individual’s experience of the clinical learning environment.
The lines separating all circles are broken, indicating a semipermeable membrane allowing
the free flow of information and a dynamic interchange among the circles and the
dimensions of the environment.

In the next section, the dimensions of the clinical learning environment are

presented.

4.2 The Dimensions of the Clinical Learning Environment

As each individual notes what is around him or her, a perception of that
environment evolves in light of a background of experience and knowledge. Each person’s
view is sifted through a sieve of emotions, ideas, biases, needs, interests, and aims that are
uniquely his or hers.

An interpretation-free reality cannot be contacted directly. It is experienced and
filtered and construed as individual reality. It can be determined that a truthful account of
the experienced phenomenon has been discovered when several individuals’ realities
converge. Plausible conceptualizations of the phenomenon under investigation can be
constructed if we can logically explain inconsistencies and/or contradictions by examining
them in light of the data, a holistic understanding of the situation, and a general broad
knowledge of the world.

This section is organized by presenting the personal dimension first. This will be
followed by the physical, allowing the reader to develop a visual image of the design and
layout of the wards used for the study.
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Third, the social dimension is presented and discussed. As people begin to act
within the milieu, they interact with others and learn to respond to the values and beliefs
operant in the setting, and also with the course demands and subject matter presented. The
curricular and contextual dimensions iherefore follow the presentation of the social
dimension, and the two dimensions found to be most remote to individual experience, the
political and economic, conclude the discussion. While no dimension is more important
than any other, some are more immediate in a given situation. None can be ignored.

The following discussion of the clinical learning environment distills and
synthesizes the perceptions generated from the respondents in the study, clinical

instructors, nursing students, head nurses, and ward staff.

4.2.1 Personal Dimension

At one level of analysis, the persons in the milieu can be separated from the
conceptualization of the learning environment. At another level, however, generic and
over-riding concepts unify their perceptions into perspectives, attitudes, and behaviours.

The personal dimension is oriented toward the individual and personal development
and growth. In this dimension the way students and instructors construct and organize
their unique reality is emphasized. The emotional life of the participants is one focus of this
dimension.

That a person reccives information about the environnient, interprets it, and acts on
the basis of this information processing cannot be denied. As one lives in our world, one
experiences it and defines it, reflecting both an individual and an environmental
perspective. This cognitively-based description of a situation tends to be most closely
related to characteristics in the setting whick have the most direct and immediate ties to the
individual experience. The personal dimension of the environment is closely linked to the

physical and social dimensions, and is at the centre of the model. One notes the physical



setting (both the building and the people in it), evaluate how it makes one feel, and one
plans how to modify what one doesn’t like about it. This internal process is intrapersonal
and forms the foundation for the concepts whichwere included in delimiting the definition
and description of this dimension of the clinical learning environment.

The parameters for inclusion in the definition of the personal dimension of the
model are illustrated in Table 4.1 and refer primarily to the formation of concepts and
attitudes which lead to personal development necessary to success as a nursing student.

Throughout the study, the student was reported to be the major determinart of
instructor behaviour. Since student learning is the aim of clinical experience, and because
learning is an individual and intrapersonal activity, this section is presented largely from the
student perspective.

Table 4.1
The Personal Dimension of the Clinical Learning Environment

Parameters for Inclusion in the Personal Dimension of the Model

Environment is personally experienced.

There is a reciprocal relationship between a person and the environment. The
environment is perceived and also created.

Attitudes are formed from perceptions:
° satisfaction
° fear/safety

Personal development evolves from attitudes and attendant behaviours:
° autonomy
° independence

Representative exemplars from the data base have been chosen, triangulated by
using different sources (students, instructors, and staff nurses) and different methods
(observation and interview) to illustrate how the clinical learning environment is personally
experienced, perceived, and created by the student. In addition, certain literatre is cited to

substantiate the findings.
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The Environment as Personally Experienced, Perceived, and Created

The presence of a personal psychological dimension is implicitly understood in the
following definition which had been composed from the literature and accepted for the
purposes of this investigation. The learning environment is a set of perceptually based
attributes or properties that refers to an individual’s cognitively based description. It
involves processing specific perceptions into more abstract meaningful depictions. It
relates to characteristics in the situation that have direct and immediate ties to individual
experience. The educational environment is multidimensional, with a core set of elements
that apply across a variety of situations.

I turned to Moos {1974) for an ecological perspective of the environment and its
relationship to the person. The relevance of this literature had not been appreciated until the
study was under way. Since it was not reviewed until data analysis had begun, it was not
presented in the literature review chapter. It is presented here to illustrate the cyclical nature
of the methodology.

Social ecology is the multidisciplinary study of the impacts on human beings of
physical and social environments (Moos, 1974). Since the physical and social dimensions
are central to the model of the clinical learning environment as proposed in this study, an
understanding of this perspective seemed a logical first step. Social ecology is concerned
with the assessment and optimization of the human milieu. The view of the environment is
from the perspective of the individual; therefore, similar environments have differential
impacts on people, and people impact on the environment in ways that mutually shape both
the milieu and the individual.

Both the characteristics of settings and the interaction between persons and settings
consistently account for substantial proportions of variance in a wide range of individual
behaviours. That is, people vary their behaviour extensively in different social and

physical environments (James & Jones, 1974). As well, a great deal of a person’s
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environment is individually engendered by his/her own behaviour, creating certain social

milieux which then “reciprocate™ by fostering certain behaviours and forming attitudes.
The individual transforms perceptions of relatively specific events and
conditions into psychologically meaningful descriptions of contingencies
and situational influences (e.g. ambiguity, warmth, progressiveness) and
further, these descriptions are used to apprehend order, predict

outcomes, and gauge appropriateness of behaviours.
(James and Jones, 1979, p. 204)

This representation of the environment is viewed as perceptual/cognitive and
affective/evaluative, showing the close relationship between concept formation and attitude
formation. This relationship is illustrated in the section on the physical dimension of the
learning environment. Students and instructors described the setting in terms of how it
made them feel. In addition, instructors looked for ways to use the environment to foster
learning. They noted obstacles and planned how to overcome them. They noted
opportunities and arranged ways to make the best use of them. The following excerpt from
a field note illustrates the concept of mutual shaping between an individual and the

en.vironment;

One day a few students were complaining because they felt the nursery
staff was so unfriendly. “No one even says hello.” Since I had spent
two days observing there, I had not :d that the students themselves Jjust
came in, did their work and left. Not one student initiated any
conversation with the staff. I suggested that they go in there in the
next morning, say a cheery “Good morning” and see what happened. At
the end of the day, the students reported to me that they had had a
wonderful time in the nursery, that the staff was Jfriendly and helpful.
The nurses assigned to the nursery were the same as the day before.
Field Note

Attitude Formation

Satisfaction and functioning in an environment depend as much on the person’s
expectations as they do on the characteristics of the setting. Moos (1974) terms satisfaction
a “negotiated settlement” between what an individual wants and expects and what an

environment has to offer. Morale and performance can change because individual



expectations or perceptions change. That is, the information changes or the individual
changes his/her behaviours because the setting itself changes. Moos (1974) asserts,
therefore, that human behaviour cannot be understood apart from the environmental context
within which it occurs. Understanding of the environment can be derived, then, from
observing behaviours and discerning perceptions of people experiencing it. Hence, the
researcher believes the literature lends credibility to the data and supports the inclusion of a
personal dimension as an appropriate and defensible dimension of the clinical learning
environment.

It was a widely held belief among the instruc ‘ors in the study that whether or not
students liked their course work and/or the clinical area could affect their learning. If
students disliked the clinical subject, found themselves in conflict with an instructor or their
classmates, or found the physical setting too complex or stressful, it could be expected to
adversely affect their learning and result in less than optimal performance. If students
understood the objectives and the reasons for their clinical assignments, instructors
believed they would more likely be satisfied. If they were satisfied, they were more likely
to perform better. None of the instructors liked how teaching and evaluation were linked.
They expressed the opinion that anxiety about evaluation placed stress on students that
impeded their learning. Teachers accepted that student mistakes were part of learning, and
in this respect they were in conflict with the implicit values of the hospital and staff nurses.
Hospitals wanted all mistakes to be avoided, prevented at all costs. This belief is prevalent
among nurses and is a common theme in published standards of nursing care (Murphy,
1988). This axiom applied equally to events that were incidental as to events that were
potentially life-threatening. This quest for perfection in practice caused much anxiety for
students.

Q: Do you have to be perfect?

A: Pretty well, in nursing. They get pretty upset if you're not. If you
miss something they let you know about it. Medication errors are the
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worst. Charting isn’t as bad.
AW, L95

Students brought many fears to the clinical learning process. Several, particularly
the older students, reported fears relating to the consequences of the course; that there
would not be enough time to learn all there was to learn.

We're here for such a short time. We don’t come back before we

graduate, and we have to remember all this for the RN exams. I'm

positive I'll forget. I keep all my notes. Maybe that will help when I

study. A.R. is lucky. She's had children and has something to relate to.

(U.A)) Field Note

Anxiety about instructor presence and performance evaluation was also reported.
Students were afraid of receiving a negative evaluation if they did not perform perfectly and
of punishment for errors. Fears of an interpersonal nature were also reported. These
related to being too embarrassed to speak up in front of others, fear of being called upon by
nurses, doctors, or patients for information and advice, and fear of criticism by instructor
and peers.

A doctor yelled at me once, now I stay out of their way. It really stuck
in my mind.

AW, L220
After a staff nurse had pointed out to a student that she had neglected to chart three

important things the day before, I asked the student how she felt.

I was upset that everyone knew about it, not just her, but 10 different

people knew about it, including my instructor, the substitute instructor.

You probably knew about it too. It's embarrassing when you miss

something. You sound like a real screw-up.

AW, L54

In addition, threats to self-concept added to the anxiety experienced in the setting.
Students reported fears of the additional responsibilities they carried in the clinical area and
consequent feelings of incompetence and inadequacy.

Anxiety and fear are pervasive in the clinical learning environment. According to
Maslow (1968) safety must be assured for growth to take place. Growth toward self-

actualization proceeds as prepotent needs are met. Learning results from a sense of inner
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emotional safety. These needs are physiological needs, safety needs, acceptance,
friendship, recognition of achievement, and self-actualization. True safety is achieved,
according to Maslow (1968), when one’s self-worth is assured and the delights of learning
and personal growth outweigh the anxieties surrounding the learning process.

The clinical instructors in the study felt that their role was to create environments
that were emotionally secure yet still stimulating and motivating for the students.

The following verbatim account from a student’s anecdotal record starkly illustrates

the concept of psychological safety in the clinical learning environment.

0705. Came onto the floor and Sara gave us out the patient(s) we would
have for the day. I was only given one patient and she was scheduled
for a caesarian section at 0800. Sara told me to rush down to the case
room and change into my greens.

I walked down the hall and into the case room to change. When I
walked out, I had no idea where to go or who to talk to. I walked down
to the board and checked the list of women, but my patient’s name was
not up. Now what? I saw UA. and I went to see what she was up to.
The nurses were getting ready for report and so I stayed there with her.

Then Sara walked in and we found my patient. I'm very glad Sara
showed up. I introduced myself to the patient and she seemed so nice.
1 felt very comfortable talking with her and her husband and gave her
any info she wanted to prepare her for O.R.

A grad came to us and just cut in on the conversation. She was
extremely unfriendly and made me feel very uncomfortable.

I wanted to help out in any way I could but no one really seemed to
want me there. A nurse told me to take a break for ten minutes and
return later to the recovery room. I went quietly to the changing room
and closed the door. I sat in a chair, stared out the window, and cried.
I felt so useless.

U.O., Notes

With the human events taking place on an obstetrical ward, the students often felt
personally emotionally charged. They expressed emotions such as joy and happiness at

witnessing the birth of a child, pleasure at helping a new mother and baby, gratitude that

the family allowed them to participate, and, sometimes, fear, frustration, and anger.
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Development of Autonomy and Independence

Students wanted to be themselves, to act freely and with integrity. Under these
conditions, they felt they could be most constructive and creative. They wanted to feel
good about themselves and needed the respect of others. It was important to them that their
past experiences be legitimized as the foundation for dealing with what was to come. They
needed to see the order in events and wanted to achieve some sort of freedom to practise

“their way”. Students wanted to be treated as adults and as “becoming” nurses.

One thing that happens is that the staff nurse will criticize something.
But she says it indirectly like “you should be doing it this way” when
that's not the way we were taught. It isn’t a better way, either. It's
Just different. Why do they bother?

H.C., L97

I do not feel like a colleague at all with my buddy nurse. Actually, what

was going on in the back of my mind was “My God, I'm 25 years old.

I'm not a child.” She made me feel useless. I have been a student for

two years and I work in a nursing home on weekends. I do know

something.

H.C,, L209

In terms of trust, instructors recognized that ultimate control of learning was in the
hands of the student. They accorded students the ability to make use of learning
opportunities and clinical problems. They saw their role as manager of the opportunities.
(“I get to know a little about each student’s interests. This information gives me insight
and helps me to find analogies that help her to understand a concept.”) Further discussion
on how instructors act to establish an emotionally safe environment is described in the next
chapter. (“If students see I care, they are willing to work hard.”)

Students know they are sometimes a burden to the ward and seek to feel welcomed
in spite of it. Empathetic nurses who recall their student days can assist students by their
warmth and caring attitudes and behaviours. The converse is also true. One student says:
“She (buddy nurse) kept calling me Lee and my name is Lee-Ann. This bugged me since

she continued to call me this even after I corrected her.” Another student reported an



133

incident where, in the report room, a nurse came in when the student was the only other
person in there. Instead of responding to the student’s smile, she took a chair and
deliberately turned her back to the student and ignored her. The student reported feeling
uncomfortable that maybe she was not allowed to work in there, so she left. Although it
was perfectly acceptable for students to use the conference room, this particular student
could never bring herself to do so for the entire remainder of the rotation. The following

excerpt from anecdotal records is illustrative:

1.0. and I got to the change room at 0700. No one was there to greet us
or explain what procedure was to be followed for report or who we were
going to be buddied with for the day. Anyway, we took off our clothes
and tried to find a uniform that fit or didn’t have a name on it. There
was only a few small ones and I couldn’t get it past my hips. I had to go
over to the other side of the hall and get the green pants and top. A
whole bunch of women had arrived by now and were sitting around the
small room chattering. Then, all of a sudden, they all got up and headed
out to the floor. So we just followed them out. I was feeling pretty
nervous and a lot like an outsider. No one seemed to notice us at all.
We stood near the wall close enough to hear one of the nurses go through
each patient’s case. Then a nurse started assigning patients to
individual nurses and we were left standing there. A nurse finally
approached us and told each one of us to go to a particular room and we
parted from each other at that point.

(U.0.) Field Note

Nursing curricula traditionally have three main threads: knowledge acquisition
relating to caring for patients, professionalism and ethics, and self-actualization of the
student nurse. Caring and growth (change) are the central concepts in the education and
practice of nursing. As the curriculum is implemented and students complete their courses
and clinical requirements, they develop both personally and professionally, earning the
right to practice the profession. Autonomy and independence are goals to be achieved.
Independence in clinical experiences was granted by staff nurses who had satisfied
themselves their patients were safe with this particular student. Once entrusted with the
patient care tasks, the student was allowed to autonomously make decisions relating to that

care.
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My nurse went through her patients this morning with me, and she gave
me some suggestions like “maybe you can get her up to a shower” .
Another buddy nurse I had would say “I want her up to the shower no
later than 0830” and heaven help me if it was 0900 and she hadn’t
showered yet! This nurse asked me if I had any questions: I inquired
about the dressing. Throughout the day she stood back and let me
approach her if I needed help. If I did approach her she would answer
my questions, but she didn’t come in and take over. I learned a lot
today. When I had this other nurse I was just a robot prograrmmed to do
her bidding. I wasn’t learning, I was just doing what I was tﬁdé 1224

Trust appeared to be a critical factor that determined the staff nurse’s decision to
allow the student the freedom to act independently. Ultimately the staff nurse is
accountable for the care given, and they stated emphatically that unless they were certain the
student was capable, they monitored the situation very closely, asking for frequent reports
and personally supervising care activities by students. They assumed the instructor would
warn them of any difficulties a student was experiencing, and they were more reluctant to
“back off” if the student was early in her academic career or the patient was potentially

unstable. A staff nurse said:

I go over her whole assignment, beginning to end. Then I tell her
exactly what has to be done, like reminding her not to give the patient
breakfast until the fasting blood work is done. I find things get missed
if I don’t tell students specifically. I had to weigh a patient today
because a student forgot. Then a student was late giving insulin
because she was waiting for her instructor. That's not good. She should
have grabbed me and I could have helped her. I ended up supervising
her myself.

I find it easier to just jump in and get it done. I know I talk fast so I
always ask if she understood me.

One student came to me to supervise a med. That's OK, but she didn’t
have everything ready, so it ended up taking half an hour when it should
have taken only 5 minutes. I don’t have the kind of time to stand
around while she gets the ticket out, finds the medication, gets her
syringe and needle, and then draws up the med. She could have done
most of that ahead of time. So I told her not to ask in the future until
she had assembled all her supplies. It will give her some self-
confidence too if she can be organized.

This is a busy floor, the patients aren’t always stable and sometimes
you have to act fast. You need to know that you told the student what
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to do. Not that they always remember, but you did what you were
responsible for. The rest is up to them.
E.S., L13

It's almost as if it is the student’s fault if something didn’t get done.
Maybe the student did the best she could, maybe the patient absolutely
refused to get up and even if the head nurse had gone in there herself
and iried to coax the patient up, she might not have been able to get
him up. There are ways to say things to students so that learning can
take place effectively. The student doesn’t need a lecture at that time.
I like a conscientious nurse, but I don’t want them to be supercritical
when things don’t go exactly right.

Nathalie, L856

Teachers knew and understood the importance of the personal dimension in the
facilitation of learning and in the next chapter a discussion of how they fostered positive
personal learning experiences for students is presented.

Representative exemplars chosen from the data base, have provided an illustration
of how the clinical learning environment is personally experienced, perceived, and created
by the student.

Inasmuch as the environment that immediately and directly affects the individual is
important in developing concepts and forming attitudes, the personally experienced
physical and social aspects of the setting are inextricably linked and form the core of the

model proposed in this study. The physical dimension is presented in the next section.

4.2.2 Physical Dimension

The first thing one notices about the environment are ones surroundings, the
physical characteristics, what one sees, hears, smells, or feels. This section, therefore,
begins with a walk-through of the two sites used for the investigation. Exemplars which
represent teachers’ and students’ reactions will be used to illustrate the impressions created

by the physical surroundings.



Table 4.2
The Physical Dimension of the Clinical Learning Environment
Sensations Sights Smells Sounds
Size Patients Antiseptics People talking
Geography Personnel ' Food Paging system
Atmosphere Colour Cigarette Smoke | Telephones ringing
Temperature Equipment Call bells
West City Hospital

West City is a large red-brick sprawling building which dominates the better part of
two city blocks. As the students arrived, they met at the front entrance of the education
centre, and sat on chairs while they waited for the instructor to arrive. The entrance was
small, but impressive; large windows provided a view to the outdoors, and there was a
circular staircase leading to the second floor. The colours were subdued; pale beiges and
grey. A small hall lead to conference rooms, and an alcove signified an auditorium beyond
the doors. Near the elevators was an information desk, staffed by two women. Several

students reported to be impressed by the size of the building.

As I got off the bus in front of the building I felt intimidated by the
large building and the front entrance.
L.A., Notes

As students walked past the elevators and information area, they entered a hallway
that was brightly-coloured with yellow and white tile, archways, and mirrors. To the right
was a café, green in accessories with white tables and chairs. They went around a corner,
down the stairs, and entered a tunnel. This tunnel was dark, no windows. Pipes traversed
the ceiling. It was warm. After a few yards, they turned and entered their locker room.
This room was only for the use of students assigned to the hospital. Students were told to
use their own locks and remove their belongings at the end of their shifts. They shared at

least two students to a locker. There was a small washroom area attached.
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Our lockers are in the dungeons. To get to them you have to go

underground and the passageway is narrow and not much room for tall

people, because there are pipes all over the ceiling.

R.O., Notes

After they left the lockers, the students returned to the main level and ascended by
elevator to fourth floor, where they were escorted to a small brightly lit conference room.
Padded armchairs were arranged in rows. This room was decorated in blue and beige,
with carpet on the floor and framed prints on the wall. There was a blackboard, a white
board, and lighted panels for radiology films. A podium stood to the front, and

audiovisual equipment was stored to the side. The room was warm although a noisy fan

was in operation. The door remained shut because noise from the hallway was disturbing.

Ward MAT1

MAT1 was an L-shaped ward with west and south wings (See Figure 4.2). The
nursing station was situated at the break in the L. Patient rooms were aligned to the sides

of the central corridor. This ward had recently been renovated and students and instructor

found it to be bright and cheerful. The walls were pale blue, and the tile floors were beige.

A padded handrail ran the length of the hallway, on both sides. There was a sitting area
across from the nursing station, furnished with blue padded couches, a chair and a
wheelchair. A half-wall divided it from the hallway. The area was lit by lamps mounted
on the wall. Seated here, one could see the people walking by, note the activity in the
nursing station, hear the sounds of the ward, and see the entrance to the intensive care
nursery. A sun room was situated at the southeast comer of the south wing; windows
along the length of one wall and blooming geraniums on the sill made it a bright room. It
was furnished with couches, tables, chairs, a television, VCR, and there were magazines

and maternity-related pamphlets on the tables. Framed prints decorated the walls.
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Figure 4.2
Location of Research Setting at West City Hospital Site
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Figure 4.3
Detailed Floor Plan of a Traditional Ward at West City Hospital
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The nursing station had a central charting desk with chairs placed around it. Charts
were in ring binders and were accessible from this desk. The area was painted off-white
and was carpeted. Counters and cupboards were light blue melamine. There was generous
storage space and drawers. A white board with patient information is on the wall. A
poster dominated the wall, pronouncing: “Nurses: speaking with their eyes, teaching with
their hands, comforting with their presence.” The area was neat and appeared orderly.

In one comner was a small windowless report room with a table, tape recorder, and
four rolling armchairs. This room has two small bulletin boards, a white board, nurses’
mail slots, and a wall hanging given to the ward by a patient. It asserted “MAT]1 narses are
the best.” Around the corner was the head nurse’s office and some paper storage
cupboards, one of which was locked. Adjacent to this were the medication and utility
rooms. The medication room is large and had a window. The area near the window was
messy. There was an off-white counter with a sink and drawers. Above, the cupboard
had glass doors. There was a large refrigerator in the room. Ward medications were in a
locked glass cupboard flanked by a second trolley containing assorted equipment. A
bulletin board and medication card slots are mounted on the wall and an insulin reaction
poster is mounted on the door.

A counter separated the nursing station from the hallway. At one side was the ward
clerk’s area. At another was the counter used by the lab technicians. Ii had the specimen
holder and the lab order book on it.

Since there was no smoking allowed in patient rooms, a smoking room was
provided. It was small and smelled of stale smoke. There were chairs and a t.1evision

provided in this room. Prints decorated the walls.

The smoking room was a typical black cloud and the door was wide
open to the hallway. An actual baby cart was wheeled in amongst the
lounge where everyone was smoking. I think the babies should be
forbidden to go there.

O.A,, Notes



Patient rooms were small and seemed crowded with the baby bassinette and
supplies, the mothers’ personal effects and flowers, balloons, and gifts everywhere. It
was a cheerfully busy place, especially the west wing area. The south wing primarily
housed the antepartum patients. It is also where the single rooms are located. The

atmosphere down this wing was quieter and more sedate.

The rooms are very crowded because they have all these gifts and
flowers and stuff. The students have a little bit of trouble, I think,
trying :0 keep the room tidy, in that kind of situation . The moms bring
out the bahy cots and the cots are there as well. Trying to get around,
they have io be careful that they’'re not tripping over things and
bumping into things. We are not really into too many skills apart from
bedmaking, a few vital signs. Just the basic caring. Even to make a bed

is awkward sometimes with the room cluttered.
Errin, L34

Ward MAT2

Once the students passed through the doors and over the short walkway, past the
elevators, and onto the ward MAT2, the decor abruptly changed. On the right were the
nurseries, on the left were patient rooms. This area had not yet been renovated. The walls
in the hall were dull, painted dark blue on the bottom half and light blue on the top. The
rooms on the east side were poorly lit and in shadow from other buildings on the site. On
the west, rooms were brighter, and the view of green fields was pleasant although traffic
noise was noticeable in rooms where the windows were open.

The nursing station was near the end of the long hallway known as “the link”. The
east section of MAT?2 is known as “the pavilion”. Elevators were located between the link
and the pavilion. (See Figures 4.2 and 4.3) The nursing station had large wooden
cupboards at one side where the ward clerk’s desk was located. Steel charts were kept on
shelves near the ward clerk. These shelves opened on two sides, the other side being a

small alcove where physicians could be seated to review charts and dictate notes. A small
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medication rocm with a counter, sink, and an upper cupboard was located next to the
physician’s room. The remainder of the nursing station was an open area with a small table
next to the window and a counter and book shelf on the west. A small galley and a larger
report room was off to the side. The beige-coloured report room contained a large table,

several chairs, blackboard, and bulletin board.

How does the ward itself impact on the students? If it's easy to get
around and comfortable to the students and the charts are accessible,
and textbooks are accessible, I think those kinds of things are helpful to
students. I think some of the things that are negative in the ward
environment are things like very small medication room. We're in the
way when people are trying to do their meds and I have to be there
with students. These kinds of things I think are kind of awkward,
whereas floors that have more room we are not in the way so much. I
think the students get positive feelings when they know they are not in
anyone’s way. They get negative feelings sometimes if people are
hurrying around them and so on.

Errin, L15

The pavilion area was slightly different in its organization. (See Figure 4.3) It had
two halls with a central core which contains the service areas: utility, supplies, showers. It
was dimly lit. Rooms were arranged on one side of the halls. A lounge area was placed at
the southwest corner. It was large and spacious, but sparsely furnished, with two ancient
prints on the wall. At the opposite end of the pavilion, the case room (labour and delivery
area) was located.

The head nurse’s office was located around a corner opposite the bank of elevators.
There was a seating alcove across from the elevators with two vinyl benches facing each
other.

The nurseries were located on the south side of the link area. Windows provided a
view into the nursery during viewing hours. At other times, the curtains were drawn. The
curtains were colourful with a balloon motif. Nurses enter the nursery through a small
foyer which contained a sink, linen, and a small counter. Upon entry to the nursery
proper, the students first encountered the nurses’ desk and supply area. Turning left or

right put them in the baby area. The nursery was warm, bright, and colourful. There were
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murals and wallpaper on the wall. Windows overlooked a field. Depending on the time of
day, the nurseries could be quiet or full of the sound of crying and nurses talking as they

oversaw the care of the infants.

Area in front of the nursery seemed cluttered with carts and people.
The nursery was warm. Really warm.
O.A., Notes

First impressions are important. I asked a student nurse what she thought about the

hospital that first day.

It seems so huge. I don't think I'll ever learn my way around. The
decor is really beautiful and it seems more like a luxury hotel than a
hospital. We didn’t really get to see too much of the hospital except our
wards. I didn’t like the underground tunnels leading to the change room.
I felt claustrophobic and could imagine those pipes breaking over my
head. The wards where we will be working seemed warm and
comfortable. In the nursery the babies’ cots were scattered about and |
felt like putting them in neat rows. I like organization. I like the fact
that the babies “room in” with the mothers. The patients’ rooms
seemed small. I also thought one of the med rooms was awfully small
and preparing meds in there will probably be difficult. o N
.N., Notes

One student group will spend seven 2-day clinical weeks on the two wards located
on this floor (MAT1 AND MAT2) with Errin as their instructor. Sara will sperd five days
every two weeks on this floor with the eight students assigned to her group. The
remaining group in the study will spend their time at East General Hospital with Peggy,
two days each week for seven weeks. East General and the ward used by this group,
MATS3, are described next.

East General Hospital

East General is a large grey concrete building situated in a health sciences complex
comprising several hospitals and university buildings. It is surrounded with a li. ge green
park area. In close proximity, are several other low-rise health and related buildings.



Upon entering the hospital, the students found themselves in a large and spacious lobby.
To the left, near the admitting area, were a bank of padded banquettes. Centrally located in
the lobby was an escalator leading to the outpatient clinic area. At the foot of the escalator
was a coffee shop with green plants acting as screens. Also in the lobby was a gift shop, a
pharmacy, and an information booth. A bank of elevators was situated just past the coffee
shop. The lobby was decorated in a modemn style in colours of cream and blue. Hallways
lead off in three directions. Hallways leading away from the lobby were painted yellow.
Above one, colourful banners hung which directed the visitor to administration and the
cafeteria. Large wall graphics indicated that the locker rooms were located in the second
hallway, while a conservative sign near the third hallway announced the library location

and exit to parking garage. A instructor recalled her first impression:

It is a welcoming atmosphere. The blue is very peaceful, I think; when
you come in and you see the art on the wall, I think it sort of gives a
nice look. And the escalators are very impressive.

Nathalie, L58
Comments from students:
Big, modern.
Impersonal. So large. People are moving so quickly and there’s so
many people.
Like a mall. A shopping mall.
Round Table

The first clinical days provided the richest descriptions of the hospital as the
students experienced it for the first time. The first stop for the students and instructor was
the locker rooms. They went past the elevators, turned right, and into the locker room
area. Students were assigned lockers wt {4 they shared in pairs. They were reminded that
lockers were also used by other programmes, so they must remove their belongings after
each day. The locker area was dimly lit and benches were located between each bank of
lockers. The students shared a common space down one aisle. The lockers were coloured
bright yellow and the locker room itself had green as an accent colour. Attached to the

locker room was a toilet and shower area with sinks and mirrors.
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The students commented on the locker situation:

Crowded.

Really bad.

They just added a whole row or two, it was larger a few weeks ago.

Mine wouldn’t open.

Round Table

The next stop was down the hallway to an office where students received their
identification tags and personal information (address, telephone number, next of kin) was
recorded for hospital records.

Then they took the elevator to the patient care area. As they stepped off the elevator
they saw a large rectangular open area with a desk along the long wall (A.C.C.:
Administration and Control Centre). A clerk at this desk answered all the patients call
bells, called for the nurse when a patient needed one, directed the flow of patients and

visitors, and assisted with the paper work.

Ward MAT3

To the left was a small seating area with two couches and a coffee table. Hallways
left this central area in two directions, left and right. They headed left to MAT3. As they
stood looking down the hallway, they seemed puzzled. The traditional nursing station did
not exist, and room doors did not open directly onto the hallway. This was a Friesen
concept hospital.

I think new students feel overwhelmed when they come here. They

have to be here at least a week before they feel comfortable.

Mae, L315

In this concept, the ward is divided into a central support area, with patient rooms
around the perimeter (See Figures 4.4 and 4.5). Adjacent to each patient room is an alcove
called a nurse server, consisting of a counter, sink, and storage cupboards. Charts are kept

in the drawers under the counter. Supplies and medications are kept in an upper cupboard
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Figure 4.4
Location of Research Setting at East General Hospital Site
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Figure 4.5
Detailed Floor Plan of a Friesen Concept Ward at East General Hospital
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opposite the sink area, and dirty linen and equipment are housed in the bottom cupboard.
The alcoves are clean and functional. Nurses are not visible in the hallways. Since all
patient supplies and charts are at the nurse server, if an instructor wishes to locate a student

she must go to the patient room. No central area is provided for nurses to congregate.

I find it difficult to see anybody. You have to look on the list to see
where people are assigned and go to the room. If a nurse is in a room

or in an alcove, you can’t see her.
Mae, L323

I do look out into the hall to see if there is a student out. I figure if the

student is looking for me they’ll probably be in the hall. Or if I see that

they are out of their ward area. I'll say “Are you looking for me?” Or

they page me.

Nathalie, 1.1230

In the central area is found the chart room which physicians use for dictation and
where textbooks and other information are housed. Next to that is the zone office. In this
office, which contains a small round table, a few chairs, a counter and book shelf, a
bulletin board for notices, and a blackboard with patient data, nursing staff congregate for

report.

The only time you see anyone sitting in this little room is when they get

report in the morning, when they are writing in their report book, or

when they are signing out narcotics.

Nathalie, L1289

The galley, for preparation of patient snacks, and the clean supply room are located
next as students moved east down the hallway. A small room, carpeted and with home-like
furniture (couch, rocking chair, pictures), was also provided for breastfeeding mothers.
As they turned the corner at the end of the hallway, they moved into the nursery area.
There are three nurseries. The first is crowded with bassinettes. The curtains are open and
the area is light and airy. There is a fair bit of noise, crying babies and nurses talking to the
babies and to one another. The nurses were all wearing pink scrub dresses. Some mothers

were in the nursery bathing their babies. A large sink as well as a counter area, linen

storage cart, and charts lined the west wall. An open window provided a view into the
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second nursery. Here there were fewer babies; most were in incubators or under the lights.
This is where babies under observation (newborn, jaundiced) are kept. The area was
quieter and there were only two staff nurses in the room. The blinds to the hall are open
and a family was viewing a newborn baby. The outer hallway between the nurseries and
the central core was crowded with supplies and people. The next nursery is the iniensive
care nursery. The blinds to the hall are shut; if one looked through the glass windows on
the door, the incubators and equipment were visible.

Further down the hall was a large lounge area which also serves the gynaecology
ward. It had windows to the outside and also to the hallway. There were vinyl couches
and chairs, a television, and posters on the wall. Adjacent to the lounge was a teaching
room for patient teaching and postpartum exercises. Blue exercise mats were stored
leaning against the wall. A book shelf held several magazines, and there are a table and
several chairs in the room. Across the hall from this room was a brightly lit teaching
conference room with a blackboard, white board, overhead projector, and an examining
table. A large table with yellow vinyl chairs encircling it dominated the room.

The foregoing description of the wards was presented primarily from the students’
perspectives. Because students were unfamiliar with the wards they were able to provide a

fresh look at what was familiar and commonplace to the instructor.

Commentary

In addition to painting a word picture of the wards, it is interesting to note that the
physical spaces on the wards had certain characteristics which differentiated them from
others. Not only did the spaces within the ward have designated purposes, the wards
themselves were different from other hospital units. Clearly, babies are rarely seen on
other units! Also, for the most part, the patients were healthy, not ill. The atmosphere was

not one of illness and death, but of health and wellness. There were very few pieces of



high tech equipment that one would expect to see in more critical care areas. These
characteristics were common to both hospitals in the study.

Clearly the patients’ rooms formed one type of physical space. Curtains drawn
around a bed in a shared room delineated the private space. Curtains were closed for
feeding activities when the room-mate had visitors. If the patients were alone with their
babies the curtains remained open. Nurses closed curtains when they did their
assessments.

Patients were assigned to rooms based on their reason for admission. Only rarely
were antepartum and postpartur women assigned to the same room. For that reason, the
“tone” of the rooms differed depending on the type of patients housed there. Antepartum
rooms were less crowded because they tended to have fewer flowers, and no bassinettes
were in the room to take up additional space. Inasra:ich as these women were in hospital
for medical reasons related to the pregnancy, their ambulation: was often restricted, so there
was less activity and motion. These characteristics differentiated the space and determined
the activities of the nursing personnel.

Lounge areas were also clearly differentiated by their characteristics. For example,
the nonsmokers did not use the smoking lounge and smokers were rarely found in the
nonsmoking lounge. Visitors and families often spent time in the lounges; as well, these
areas were also used by health workers for teaching or meeting purposes in the mornin gs.
For instance, the community health nurse conducted prenatal classes in the MAT1 lounge
for the antepartum women.

Nursery areas were different in character and purpose than other patient care areas.
The nurseries were kept quite warm in temperature and were also brightly lit. Supplies
were close at hand, and there was always a nurse present when there was a baby in the
nursery.

An interesting area of differentiation was the nursing station (e.g., division of space

for staff). There were certain areas that “belonged” to the ward clerk and the only other
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person who could use that area was the head nurse or her team leader, and then only when
the ward clerk was on break. Supplies had to be requested; students in particular could not
go into a drawer to get a stapler, for instance, without permission. The ward clerk area
was a “commarnd centre” for the administration of the ward, whether this area was on the
ward (as at West City) or in an external site (as at East General).

At both hospitals the photographer had access to a small part of the desk area and a
particular book to find out who had delivered in the past day. In terms of the kardexes and
report books, there was a definite priority access roster. These materials were kept on a
part of the desk to be accessible to the team leader anc the ward clerk. Interestingly, the
desk area was accessible to individual doctors, but they were not encouraged to conduct
teaching round: in its vicinity. They were subtly moved to a classroom or hallway.

The report rooms (chart rooms) were for the use of nursing staff primarily, but
other workers who needed a private place to interview patients were able to use them at
certain times of the day. The nursing station (zone office) and the report room were often
the only places nurses would be seen sitting.

There was restricted access to the case room and intensive care nursery. Signs to
this effect were posted on the closed doors to these areas. In addition, special garb was
worn by personnel entering these areas, lending a “mystique” to the territory.

Students were restricted to the ward to which they were assigned and, except for
trips to the nursery or when seeking their instructor, they did not go to the other areas.

Students and instructors had very little personal space on the units. In most cases a
small part of a counter or cupboard was provided for books and purses, but all were
advised to leave everything but the essentials in their lockers. For privacy, instructors had
to negotiate for space to speak to students. In many instances, this was the head nurse’s

office.

You have to pre-book rooms. This is a problem. Rooms are at a
premium and hard to get. We’ve had to take pot luck, whatever we
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could find free. I can usually find a place to alk to a student privately.

We just go down to the clean utility room. We can at least be apart

Jrom the others.

X.irin, L129

The temperature level in the nursery caused some problems at times. Students felt
that they were sluggish and sleepy if they had been in there for some time.

Because of infectious diseases personal protection was always a concern for
nurses. Universal precautions were in place and protective equipment (disposable gloves)
were available for assessments. In addition, sinks and antiseptic soaps were available in
the nursery, along with gowns to wear while caring for the babies.

It must be remembered that the physical space was also “peopled” with hospital
staff, patients, visitors, physicians, and other students. These people were distinguished
by their clothing and hospital staff were further identified by their security tags. The

number and types of people in the physical space created an impression on the students.

LS. summed it up:

So many people. All seem so busy, with so much to do and so many

places to go. WillI ever belong?
(I.S.) Field Note

The interactions with those in the milieu form the social dimension of the learn: - [:4
environment, which is presented in a later section.

In general, all spaces were in close physical proximity which allowed and, indeed,
fostered communication and interaction among people. The geographical remoteness of the
MAT? pavilion should be noted, however. The design and arran gement of the pavilion
may have inhibited social interaction. In addition, the distance of the nursery from MAT1
made communication difficult at times. This remoteness may have been a factor in some
lack of cohesion among inter-ward staff. Friendships are formed when people work in
close proximity. Teachers in both hospitals found the geographical arrangements difficult
and reported that they did not feel as available to students as they would have liked to have

been. The students often had to go looking for the instructors. On the other hand, the
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instructors felt that some students, knowing instructors could not hear and see everything
they did, developed more confidence and overcame their anxiety more quickly than
otherwise. When instructors were in the immediate environment (nursery, for example),
students expressed a great deal more anxiety and felt they were more “clumsy”.

The arrangement of furniture and chairs within the physical space can promote
feelings of warmth and welcome, or it can shut people out. All instructors would move
chairs in the conference room into a circle for meetings with the student group. At report,
however, it was not unusual to see nurses sitting on chairs while the students stood around
the room.

The organization of space into open and closed areas also had a bearing on mood
and behaviour. In the nursery, a closed space, the staff were more talkative, more socially
interactive, and seemed to be having more fun than the nurses out on the floor.

In this section, the physical dimension of the environment was discussed. This
dimension is experienced through the senses. While all dimensions are personally
experienced, the environment is presented in this thesis as a collective synthesis of these
perceptions. It is through the personal eyes and voices that we come to an understanding
of the clinical learning milieu. How the instructor interacts with and attempts to influence
the environment is discussed in Chapter 5. In the next section, the social dimension is

presented.

4.2.3 Social Dimension

The social dimension is linked closely to, but is different from, the personal
dimension. Whereas the personal dimension is internally experienced, the social dimension
is dependent upon interpersonal relationships and the attendant communication these
relationships engender. As the student and instructor practised in the clinical milieu they

interacted with each other and the members of the ward. There were patterns and



characteristics to these activities which emerged during the participant observation and data
analysis. Behaviours relating to the interchange among people on the ward were governed
by norms (which define appropriate forms of behaviour) and expectations. Practices,
positions, roles, unwritten policies, and personal preferences formed the implicit rules for
conducting certain activities.

While some authors group the personal and social domains into a psychosocial
dimension when they discuss situations and environments (Lam, 1985), it became clear
during the analytic process that in this study that a distinction between the two domains was
warranted. If one views the personal dimension of the learning environment as internal and
psychopedagogical in nature and the social dimension as external and interpersonal in
nature, the distinction between the dimensions becomes clearer.

Carr (1983) suggests the clinical teaching milieu displays features characteristic of a
social setting. She describes it as “an organized collectivity of interacting people whose
activities were centred around a set of common goals.” Her view of the social dimension,
however, was limited to the conversations and activities that indicated people were
interested in the life of their co-workers beyond the work place. Further, she limited the
social group to the personnel who consistently remained on the ward.

I have extended the definition of the social dimension of the learning environment to
include norms and expectations of the instructor and her students as well as thc people on
the ward, the communication and relationship patterns of the student learning group, and
the interaction among students, nurses, and the instructor in order to better reflect the data
thai emerged in this study (See Table 4.3).

The social dimension of the clinical learning environment, then, respects the
communication patterns and the nature of interpersonal relationships in the clinical setting.
The social dimension affects what students learn atout learning to be a nurse; that is, the
social norms and expectations of the nursing student role. The students have a learning

role, the instructors have a teaching role, and the role of the staff nurse is nursing.
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Groups have sccial characteristics that differentiate them from others. Students are
part of the social group of students, which is practising and leaming within the social group
comprised of the ward staff. As suggested earlier (see Chapter 3, p. 84), the relationship
of the student group to the ward group is that of guest and host. The student group, on the
ward for the purpose of learning, are considered “outsiders” by the ward group. Within
each group are cliques and nonconformists. How this diversity is handled is also a
component of the social dimension.

In Table 4.3 the parameters for inclusion in the social dimension are presented, and
refer primarily to interpersonal relationships, communication, and group norms.

Table 4.3
The Social Dimension of the Clinical Learning Environment

Parameters for Inclusion in the Social Dimension of the Model

Depends on communication and interpersonal relationships in the setting, among
students, instructor, and hospital staff.

Behaviour is governed by norms and expectations of members in the social setting.

Groups have social characteristics relating to:
° demographics
° cooperation
° reputation
° morale
° presence of cliques

As discussed in the literature review, climate is a term that is frequently used in the
literature to define the nature of a social setting. The composition of the student body in
terms of racial mix and socioeconomic status (Brookover, 1978), or student personality
and organizational characteristics (Anderson, 1970; O’Reilly 1975) have uften been used as
synonyms for social climate. Carr (1983) typifies the clinical climate as the atmosphere on
the ward. Brookover, a recognized expert in the study of learning environments, proposed

a social view of learning environrnents.
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The school social climate encompasses a composite of variables as

defined and perceived by the members of this group. These factors may

be broadly conceived as the norms of the social system and

expectations held for various members as perceived by members of the

group, and communicated to members of the group.

(Brookover and Erickson, 1975, p. 364, cited in Brookover et al., 1978)

Norms are the common beliefs concerning appropriate forms of behaviour for the
people in the setting. Expectations are the definitions or boundaries of the behaviours
deemed acceptable by the group. Student nurses learn how to learn in the clinical waru
setting. According to Brookover, academic achievement is the implied outcome of positive
learning environments. While the goals of the clinical experience for student nurses are to
acquire the knowledge, attitudes, and skills related to the profession of nursing, this study
did not link the description of the environmexi ic leaming outcomes. Any opinion

expressed in the exemplars are incidental to the study, and reflect the experiences of the

respondents and perhaps their intentions as certain teaching activities are implemented.

Interpersonal Relationships

It could be said that the ward represents a microcosm of society. Each person has
roles and responsibilities to ensure smooth functioning of the ward. Recurring patterns of
behaviour were evident and well-established, based on role expectations and temporal
elements of the daily nursing care demands. In the social dimension of the clinical learning
environment, the emphasis is on the relationships of the individual to the society of the
ward at large, the people in it, and the way people relate to each other and function as a
group.

In Chapter 2, the clinical instructors were described in some detail, and the staffing
mix of the settings for the study was presented (pp. 45-46). Since the demographics of
the learners have not yet been discussed, a brief overview of the group composit:u is

presented in Table 4.4. Their characteristics are compared with recent statistics from two



local community college first year studernt groups (Vollman, 1985). Although the
comparison group is small, and includes second year students (33%), the exercise is
illuminative. Based on the demographic data of the two groups, it is apparent that the
social composition of the group that took part in the research was not strikingly different
from the composition of a larger sample of similar students.

Table 4.4
Characteristics of Students in the Study in Relation to a 1985 Reference Group

Characteristic Present Investigation 1985 Reference Study
Sample size 24 143
Percent distribution by:
i) Age 16-20 62.5 55.2
21-25 20.8 245
26-30 12.5 9.8
>30 4.2 10.5
i) Gender  Female 91.6 93.0
Male 8.3 7.0

Three members of the group were from non-Caucasian ethnic groups, four students
were married, and three were parents. One student held a post-graduate university degree,
and four others were Registered Nursing Assistants who were upgrading their professional
status to Registered Nurse.

Communication patterns and interpersonal relationships were primarily of the
following types: student-sh:dent, student-nurse, student-patient, student-instructor,
instructor-nurse, and instructor-head nurse. They will be discussed in that order for

clarity, not necessarily indicating order of importance.
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Student-Student Relationships

Students are randomly assigned to clinical spaces. Some students would know one
another from previous rotations, laboratory, or classroom groups. Others might, because
of the nature of their programme (RNA upgrade, self-directed), have no previous
acquaintance with any member of the clinical group. Seeing at least one familiar face the
first day made them feel more comfortable. As they waited in the foyer for their instructor
to arrive, their attempts to create a social order were noted. First, they wanted to reassure
themselves they were indeed in the correct meeting place. Then, they made certain that they
had the proper apparel (“We were supposed to bring uniforms, right?”’) and writing
material (“Would you hold my bag? I have to go down to that shop and see if I can buy a
pen. I forgot to bring one.”). As newcomers arrived they were greeted by those already
there. Nobody introduced them to the rest of the group. They related to the people with
whom they were familiar. They waited quietly for the instructor to arrive. There was very
little conversation.

As the orientation process proceeded, students got to know a little about one
another through activities which the instructor had planned. These activities and their
intents were discussed in detail in the previous chapter. After a few weeks on the ward,
subgroups began to form. Those students assigned to the same floor spent more time
together, going to coffee, helping each other with their care, comparing notes about patients
and buddy nurses. Shared experiences solidified relationships, such as pairs of students
rotating to the case room for their observation experiences. Events such as rotating out of
the group for an operating room experience hindered the social processes. Distance also
affected the process; the students assigned to the pavilion or the antepartum wing, for
example, were often socially isolated from their peers. Proximity fostered social
relationships. Those students assigned to the nursery at East General developed firm

connections because of their close association within the physical setting.



As the students interacted for a period of time, a feeling of closeness developed.
Instructors termed this “the group coming together”. Evidence of this cohesiveness was
that students did favours for one another, and the atmosphere at group meetings was
cooperative in nature when administrative and assignment problems were discussed. A
spokesperson, someone who would listen to the students’ thoughts and ideas and not be
afraid to raise them with the instructor, came to the fore in each group.

Cliques formed after students became better acquainted. Cliques can be positive, or
they can be negative. There was no apparent tension or hostility among the subgroups
which formed, but their behaviours, as they affected the group as a whole, were noted by
the others.

One such clique that formed in each group included the top students in that group;
the two or three who were exceeding academic and clinical objectives tended to spend time
together. In this way, they were positive in orientation and the students involved
challenged and assisted each other to greater achievement.

Another type of clique, which formed in only one of the three groups in the study,
found the three weakest students banded together. In this instance, rather than assisting
each other, they spent their time comparing how poorly they were doing and finding
scapegoats to blame. This subgroup provided alternate norms from the group as a whole,
and the instructor found their presence disruptive to the work of the group. The students
involved, however, felt protected, that they were with people who were like themselves
and in the same circumstances. Their conversations centred on the promotions committee
of the college, contracts, and extensions. A student who was suffering no academic

difficulty would not have had to experience these ordeals.
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Student-Staff Nurse Relationships

Relationships with staff centred primarily on patient care needs and were temporal
in nature. In the moraing, students would gather information on their assigned patients and
listen to report. Following the report of the nurses from the previous shift, students would
gather with their buddy nurse (the staff nurse with whom they were co-assigned for patient
care) to plan their day. At this time a process of social negotiation would occur. The
student would be told what the care needs were and how to report what was happening
with the patient to the staff nurse. The student would let the nurse know what she was able
io do independently and for what skills she needed supervision. The instructor then
entered the exchange and plans would be made to supervise the care. For the most part,
once trust had been established, the student went off on her own to plan and implement her
nursing care. In the following exemplar, the process is explained from the point of view of

the staff nurse.

The instructor usually goes over their patients with them, but then, just
as a reassurance, I guess, we go over again exactly what they should
look for and what's to be done ... sometimes they are not always sure.
Maybe they haven’t listened maybe well enough, for whatever reason,
but just so that you know at least you've told them what they’re to do.
[1 tell them] exactly what they’re supposed to do for that patient
through the day. Vital signs, what signs 1o look for, what tests they are
going for, what in fact [I] will be covering whiie they are looking after
this patient. Their medications, what they can and cannot give. They
cannot put medications into the intravenous. They give insulin. They
cannot do nonstress test of course, so we do that. L .
.E,, L11

Trust was introduced in the previous section on the personal dimension as a need
expressed by the students in the study. The establishment of trust between the student and
the staff nurse was found to be a complex and student-directed activity. Arpin ( 1981)
terms it “setting the stage”. By the questions the students asked the staff nurse, and the
confidence vxuded by the student through nonverbal cues, the staff nurse developed a

sense of whether the student “knew her way around”. The staff nurse supplemented her

158



159

judgment by asking for feedback from other nurses or the instructor if she was uncertain of

her assessment.

A student reflects on the development of trust:

My nurse was not around as much today. I worked with her yesterday
too, with the same patients. I guess she trusts me a bit more since I did
OK yesterday. You have to prove yourself to the grads.

(J.A.) Field Note

A staff nurse perspective follows:

These patients are in my care. They are my total responsibility. If I let
the student take care of them, I want to know she is not going to do
something stupid. If I think she is weak, or just doesn’t care, I watch
her like a hawk. Once I see she can do OK, I leave her alone more.
That's why I like to have the same student two days in a rowI;I 3
R, L15

The activities of the ward took place between discrete blocks of time throughout the
day. The first block was from report to coffee break. By break, certain care activites
should have taken place and the nurse wanted a report before the student left. It was the
student’s responsibility to find her nurse and give report. Nurses found it irresponsible for
students to leave the floor without reporting, even if everything was within normal limits.

The second block of time was from coffee to lunch. Since this was a reasonably
“slow” time in terms of patient care needs, less formal interaction was most likely to take
place during this time frame. Most activities related to teaching (bathing, breast fesding,
etc.) and nurses often gave hints and resources to students. Again they expected to be kept
informed of progress before students left the ward for lunch. The aurses, on the other
hand, did not accord students the courtesy of informing them when they left the ward.

This lack of reciprocity was a recurring theme in the student-staff nurse relationship:

My patient was back from the case room. I did my check and then I
went to tell my nurse. I looked all over until someone told me she had
left early for lunch. So I told the head nurse.

(U.A)) Field Note



From lunch to the time they left the ward for post-conference, they continued their
care activities. It was at this time the buddy nurse checked that the student had charted
appropriately and that all necessary care activities had been done. If things were incomplete
and left for the staff nurse to finish, she wanted to know so that she could plan the
remainder of her shift. The staff nurses “picked up” the students’ patients when they left

the ward for the day because students took their leave before the shift was over for staff.

Students are supposed to give us report before they leave. Sometimes

You have to run after them. Sometimes they forget to tell you something

isn’t going well or something they haven’t done until they are leaving

and then it sort of compounds my afternoon load.

LE., L44

It was very rare that a student would socialize with the nurses off the ward. While
the nurse would remind the student it was break time, it was not an invitation to join the
nursing staff. Interestingly, it was well into the rotation before students realized how to
confirm coffee and break times. On one ward it was written on a board, on another it was

on the assignment sheet.

Sometimes I find the students a little “familiar”, calling nurses by their
Jirst name, shouting down the hall, not letting the nurses sit at report.
(J.L.) Field Note

Students don’t go for coffee with the grads. Occasionally a pushy one
will be aggressive and sit down with us. I find it a bit out of line.
(J.L.) Field Note

At times students found it difficult to locate their buddy nurse because the
assignment sheet would have only a first name, and often the nurses would neglect to wear

their name tags.

You sometimes don’t catch the name when it is said, and it's, I don’t
know, you feel kind of stupid. You don't want to go around saying “Hey
you.” It's embarrassing. It would help if they wore their name tags.
We do.

H.C, L17

Students noted differen.es in the way each of the head nurses handled the

introductions in the mornings.
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On MAT2 we are just told who we are with, and you peer around trying
to figure out who’s who.

Round Table

The head nurse here (MAT1) introduces everybody face to face before
report even starts, and says who our patients are. If anything special is
going on, like maybe we are leaving early or are going to rounds, she
reads it off the paper.

Round Table

Student-Patient Relatlonships

Patients were very important to the students and formed a part cf their social

environment.

The patient and I got acquainted very nicely, and she made me feel
really good for helping her. She told Sara that she found me so helpful

and pleasant. Actually it was the patient who was being so helpful and
pleasant.

U.0., Notes
When a patient was critical of a student, or uncooperative, the situation was difficult

for the student to deal with.

Student upset. Says patient does not like her and won’t let her do the
assessment. After some discussion, Errin went into the room to see
what was happening. Apparently, the patient, a 38 year old woman who
had delivered her fifth child late last night was not amused by the
student waking her and wanting to do the assessment.

Field Note

For the most part, the relationship was positive. Students were grateful that the

families allowed them to share in the birthing experience.

Patients received shamrocks on their trays this morning. Many of them
gave them to their student nurse. Students are proudly wearing them
pinned to their uniforms.

Field Note

In turn, patients were pleased to have students. One student received a thank you
card, another had her name included in the birth announcement in the local paper, and a

third received a gift-wrapped box of chocolates from her patient’s husband.
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I spoke to several of the patients to find out what they felt about having student
nurses assigned to them. They reported appreciation for the little “extras” the student did
for which the staff nurse did not have time. “It is like having a private nurse.” The
allegar’ on that student care delivery was not as efficient as that delivered by the nurse was
met with the reply “That’s O.K., I'm not going anywhere!” Patients were not worried
about student competence because they were aware the student was supervised. They
preferred the student to be introduced to them by either the staff nurse or the instructor.
They felt this would increase their confidence that the staff nurse and instructor were indeed

present. None felt the student was an intrusion. In fact, one woman stated:

This is my third baby. Seeing the student experiencing her first
delivery was like reliving my first. She made this so special for my
husband and myself. Just think, she will probably remember this
experience all her life. I was happy to give her something in exchange

Jor all the help she gave me.
Field Note

Student-instructor Relationships

Communication and relationships with their clinical instructor were central to the
students’ clinical experiences. Instructors viewed students as the key determinant of their
teaching activities. The establishment of a relationship with each student as well as with the

group was the focus of many of the instructors’ interactions.

If I can find out what turns her on I can motivate her. Right now, she’s
cruising. She won'’t pass if she doesn’t pick up.
(Errin) Field Note
Students and instructors had regular conversations relating to the daily assignment.
Students were quizzed when medications were given and provided assistance by the
instructor when new procedures were carried out. Much of the communication was

pedagogical in nature. With eight students to supervise, the reader can appreciate the time

factor involved in developing relationships with students. In addition, instructors felt that



friendship would interfere with the ability to teach and evaluate. On the other hand, a
knowledge of the student as a person developed trust and an understanding of the external
life the student lived and how it was impacting on the learning situation. Instructors
expressed this as a delicate balancing act between the job and relationships. Whether they
focused on the task at hand or the student herself depended on the situation and the
student’s need at the time.

Students communicated with their instructors through a system called anecdotal
recording. In these records a student reflected on his/her day. These reflections could be
specifically directed (for example if a student did not know the peak times of insulin, he or
she could be requested to write it up in the anecdotes) or very free-flowing (like a diary).
The style depended on the student. Students wrote these notes after clinical experiences
and submitted them to the instructor later in the week. The instructor reviewed them, made
written comments on them, and returned them prior to the next clinical day.

In addition to these records, instructors kept personal anecdotes of the students’
pertormances, primarily for evaluation and planning purposes. Students who were doing
poorly and who lacked insight into their performance deficits were occasionally given
copies of these records during conference with the instructor.

Counselling sessions were planned into the student timetables. Whether or not they
took advantage of instructor availability at these times was a function of their perception of
need (academic help or personal matters requiring advice) or of instructor initiation (“Come
and see me Thursday noon. We need to discuss this.”) Although these sessions were
outside of clinical hours, they were directly related to the clinical setting in terms of
preparing for it, doing the clinical assignments, or dealt with issues that were affecting their
ability to perform to their potential.

Teachers generally took their breaks with other instructors or the staff, not
including students in this group. When students and instructors were together at break, it

was usually a single instructor with a few of her students. When a student was alone and
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an instructor entered the cafeteria by herself, she might join the student. If the instructor
was at a table alone, the students felt free to ask to join her. They did express some
wariness, however. if they felt they had been rebuffed by past instructors. If, on the other
hand, the instructor was with staff, students did not feel free to accompany them.
Teachers, too, had their preferences and rationale for whom .hey chose to accompany on
breaks. (“To be quite honest, I prefer to sit with another instructor or with students than
with staff.” Nathalie.) Interestingly, if the instructor and researcher were alone together,

students felt quite welcome to join them.

Instructor-Staff Nurse Relationships

Instructor relationships with staff were most intense during the orier tation period
when the instructor was becoming familiar with the ward and the care routines. During the
time students were on the ward, patterns of communication revolved around discussing
assignments and negotiating supervision of student caregiving activities. Most interactions
were instructor-initiated. Staff rarely initiated interactions unless there were problems to be
resolved, or opportunities that were coming up of which the student might be able to take
advantage. Instructors occasionally asked for advice about which patients to assign to the
students and at times requested information about how a student performed, but these
interactions were not regular enough to form a pattern. Sara said that seeking advice about
patients depended on which nurse was on duty. Some nurses gave advice freely, others
reluctantly. Errin said she could read the kardex and decide for herself which patients were
suitable. As Nathalie (from the pilot study) said: “The most dreaded phrase I hear from
nurses is ‘Have I got a patient for your students!’. This is often a difficult or complex
patient who is just not suitable for this level of student.”

The history an instructor has with the ward affects the character of communications

with the staff nurses. For the two new instructors, they had not been assigned to the ward
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prior to this rotation and were in the process of building relationships and establishing
credibility. For Sara, who had a longstanding relationship with West City Hospital and
who had many previous students working as staff nurses in the agency, was maintaining
relationships that had endured many years and many roles. Nathalie had taught on the
ward included in the pilot study for several semesters, had established her reputation, and

related to staff based on tnis framework of shared history and mutual respect. She says:

You have to recognize each other’s expertise. They know more than I
do but I have to be comfortable and say, “Would you show me” because
I will have to teach the students. You can’t be a know-it-all. I can help,
too. Like I teach on other floors, and when I come here and a patient
has a medical condition I can help them understand the consequences of
drugs they don’t see so often, for example.

Nathalie, L1383

Instructor-Head Nurse Relationships

Head nurses relate to instructors primarily in an administrative sense, keeping the
ward running smocthly. Since they are not often at the bedside they do not involve
themselves as closely in caregiving activities. By conducting their rounds, however, they
observe student practices that they bring to the attention of the instructor from time to time.
Most often these conversations take place informally at coffee breaks. They see their main
role as ensuring the instructor is given an adequate orientation to the practices and
procedures on the ward so that stﬁdents will be informed and will give quality care.

Head nurses rarely had occasion to relate to students. Their relationship was

primarily with the instructor whom they viewed as a pecr. Any interaction with students

was incidental.

Occasionally the instructor will ask me which patients I think are
suitable for students but I find this has happened less and less since I
have been a head nurse. It happens more as a staff nurse. So I feel my
opinion is rarely asked on which are the better patients for students.
Michelle, L4



Additinonally, the head nurses felt that their administrative duties kept them from
forming a relationship with students. As expert nurses in their fields, they expressed a

desire to become more involved with educating students.

I find that I have very little interaction with the students during the
day. Occasionally they will ask me something because I am the person
at the desk at the time, but that's about as intense as it gets. I would
like to have time to spend with the students but this ward is so busy. I
am interested in teaching. I would like to be able to sit down and give
short classes myself, but I just don’t have the time.

Michelle, L22

Norms and Expectations

Implicit in the previous discussion about conimunication patterns and interpersonal
relationships were norms and expectations of appropriate behaviour for the participants in
the clinical setting. Utilizing ti:e “topic of the day” strategy, as outlined in Chapter 2
(p. 61), participants were asked “What do you expect from the [staff nurse, instructor,

student, head nurse]?” the following memo was written to outline the prevalent norms of

the ward:

Instructors will prepore the student assignments.
Head nurse will link student with staff nurse.
Staff nurse will give information and direction to the student.
Student will report frequently to the staff nurse.
Staff nurse will inform instructor and studer.: of interesting skills
planned.
Teacher w:li supervise as much of the student work as she possibly can.
Staff nurse wiil help with supervision if necessary.
Patient safety is the foremost concern of all.
Journal Note

The characteristics of the clinical etting affected the perception of the social
dimension. For example, there was some tension between the nurses on the two wards at
West City Hospital. By policy relating to the combined care system, all infants were to be

out to the floor by 0900. Because of the proximity of MAT2 to the nursery, this was a
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relatively easy task. Due to the greater distance between MAT! and the nursery, ward staff
did not get there “early enough” in the opinion of the mzisery staft. Often they had to be
paged to complete the baby assessments and get the infant our to the mother.

In addi. "~n, because West City was in the process of phasing out Registered
Nursing Assistant (RNA) staff, certain tensions were creared as students, staff nurses, and
RNAs worked together. Students found the differences in levels of staffinz confusing as it
appeared to them, on the surface at least, that all saff v.cre doing the same things. In actual
fact, Registered Nurse staff provided primsary care when the patient was immediately post-
delivery, monitored intravenous therapy, dispensed .:edications, and initiated all teaching.
RNA staff cared for the more stable patients and reinforced teaching activities. RN and
RNA staff covered each other’s putients during breaks. Students often ¢:id not know t
whom they should be reporting, especially since the staff did not take the time to clarify
roles.

Furthermore, the tendency not to wear name tags made it doubly difficult for the
student. Many of the RNA staff had worked in the area for years and were very capable.
They were sensitive to “only” being RNAs having to deal with RN nursing students. The
relationship was made more complex because of the agency policy to phase out RNA staff.
Few people were willing to discuss the issue openly, and it became a factor in the general

morale of the ward.
How can I help with a student, Sara? I am only an RNA.

Your students aren’t very bright. Even an RNA knows how to do that.
Sara, L140

At East General, patterns of social interaction were in the process of change since
combined care was being implemented. Nursery staff were being oriented to the floor and
vice versa. The stress of learning an additional role caused some tension which was noted
by studen.s and instructors alike.

As the instructors experienced the social dimension of the clinical learning



environment, they became aware of the patterns of communication and interpersonal
relationships, and utilized this knowledge to ensure positive learning experiences for their
students. How this dimension was influenced by instructor activities is discussed in the
rext chapter.

The social dimension is linked closely to, but is different from, the personal
dimension. The social dimension is dependent upon interpersonal relationships and the
communication activities these relationships require. As the students and instructors
practised in the clinical milieu they interacted with each other and the ward staff. As the
data were analyzed, patterns and characteristics of these activities became evident.
Behaviours were governed by certain rules (norms which defined appropriate behaviour)
and expectations. The implicit rules for conducting certain activities included common
practice, job descriptions, roles, unwritten policies, and personal preferences of the
participants.

In the next section the dimensions of the clinical learning environment that are
further removed from the immediate experience of the student, yet pervade all of his or her
activities in a less direct manner, are discussed. The curricular and contextual dimensions

are most notable in terms of their impact on the instructor.

4.2.4 Curricular Dimension

According to Schein (1972), professional knowiedge consists of three elements;
basic sciences, applied scien e, and the skills and attitudes that distinguish members of the
profession from others. Nursing borrows heavily from the natural and social sciences and
applies principles and theories derived from nursing science to the clinical act, the skills and
attitudes that characterize the performance of nursing service.

The curriculum indicates what it is the student must learn to be a nurse. Inherent in

the determination of the content of the programme are the goals. Goals reflect what is
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valued by the profession and the educational institution. In the instance of North College,
the metto “More than an education” was indicative of their commitment to the broad nature
of professional education. Not only were North College nursing students offered courses
in their professional specialty, they studied mandatory courses in English and philosophy.
In addition, the college prided itself on its small size and ability to monitor student progress
and provide personal counselling when necessary. Goals determine why the subject matter
is important to be learned. Instructional plans indicate how to facilitate learning. The
teaching process itself results in student learning. The evaluation process monitors
progress and achievement. The teaching process itself, in terms ¢€ what functions and
roles the instructors performed was presented in the previous chapter. In this section, the
definition and description of the curricular dimension of the clinical learning environment is
presented.

Table 4.5
The Curricular Dimension of the Clinical Learning Environment

Parameters for Inclusion in the Curri ;ular Dimension of the Model

e T R

The nursing model
The nursing course design
The clinical objectives

The implicit curriculum and professional socialization

The curriculum is commonly conceived as a guide to instructional planning.
Curriculum development took place at committee level and individual instructors rarely saw
more than the final product - the course outline and evaluation guide. The nursing
programme was divided into several courses which have classroom, laboratory, and

clinical components. Each component had specific learning objectives relating to the
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cognitive, affective, and psychomotor domains of learning. This study focused on the
clinical component and its curricular objectives.

Nursing curricula are organize.. around an exglicit conceptual model of nursing.
The professional practice of nursing is based on scientific knowledge. This knowledge is
applied from other disciplines, and also developed from nursing research. This base of
knowledge has substantially shaped the nursing perspective and has guided educational
programmes, research, and professional practice. It is focused on the elaboration of the
relationship between the person and the environment in relation to health. The time
between Florence Nightingale’s nineteenth century statement on nursing to the
contemporary nursing theories has been characterized by many social changes. All
theorists, however, address the same basic concepts; person, environment, health, and
nursing.

For ease of organization and presentation of the subject matter to the students,
colleges have, for the most part, chosen one specific theory on which to base their entire
curriculum. Health care agencies, however, practice from a more pluralistic perspective,
often without a specific espoused theoretical framework. MacFarlane (1971) described
nursing practice as atheoretical and task oriented. The notion of using explicit nursing
theory is recent and adoption in clinical settings is proceeding slowly.

The differences between nursing as it is practised in the absence of an espoused
theory and ~ -ay in which nursing is learned in the presence of a specific model was
noted Sy .ents and nursing staff alike. The concepts of the model were foreign to
those nw..:t  vhad been educated in the traditional manner. Traditionally, assessment
and physical examination of the patient progressed from the top of the body toward the

bottom.

Students don’t follow a head 1o toe system. I have to teach them that.
They wander all over when they assess, and try to fit it into their own
model It doesn’t have to be so complicated.

(E.S.) Field Note
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Traditionally, the analytical part of assessment was carried out through the scientific
method, which has been revised and renamed the nursing process. Through this process
the plan of care is written. Because students used a particular model, and the staff used a
traditional method, often the students had difficulty writing in the chart in words the staff

found acceptable.

The hardest thing is the care plan. Now I know what to do, but I have
Io figure out what it means. Thic model is driving me crazy. Thank

goodness my buddy nurse helped me with my charting today. She made
it seem so easy.

(A.R.) Field Note
Several stafr nurses were South College graduates who were cognizant of the
particular model in use by the students. When asked if she used this knowledge to enhance

student learning, one staff nurse replied:

I try to work in a holistic framework. I don't use the type of
assessment I was taught. I don’t use the model terminology, at least
not consciously.

N.S., L189
The curriculum seemed remote to the students. They more or less passively
accepted the organization of the programme. Any discussion of curriculum with students
focused on the nursing model and how difficult (or easy) it was to lezrn and put into
practice. In order to learn the theory and the attendant nursing process (clinical decision
making), students were required to produce written woik in the form of nursing care plans.
There were no end of complaints about these assignments! Students understood the

requirements of the course and actively sought the experiences they need to meet the

objectives.

EA. looked a little down to me this morning. Sara had promised her a
particular kind of patient but then she ended up with another. As she
left for the day, the student said to Sara, “Tomorrow a patient with
[diagnosis]. Promise?” Sara said “I'll try.” “Not good enough”
replied EA., “Promise. If there is rne, I get her.” “OK” Sara agreed.
Field Note

The curricular dimension was more pertinent to the practice of the instructor than
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the student. When questioned about motives or decisions relating to students and their
activities, the objectives of the experience were always in mind. In addition, instructors
were aware of the previous semester’s objectives and at what level the students would be
expected to perform in the next semester.

The curriculum, the way in which the course is taught, and the theoretical model of
nursing used to organize nursing knowledge, all have an effect on the clinical learning
environment.

In addition to the explicit curriculum mandated by the college and the governing
professional bodies, there is an implicit curriculum. This implicit curriculum has been
termed the “hidden curriculum” (Bell, 1984; Gordon, 1982; Partridge, 1983) and refers
primarily to the professional socialization process.

Professional socialization is the complex process by which a person acquires the
knowledge, skills, and sense of occupational identity that are characteristic of a member of
that profession. It involves the internalization of the values and norms of the group into the
person’s behaviour and conception (Jacox, 1973). Nursing students reportedly leared to
behave in the ways the people with whom they interacted and who were important to them
expected them to behave. These people were the nursing faculty, their clinical instructor in
particular, and the ward staff.

As students moved through their programme, the importance of their instructors
and the nurses varied. The first year students in the study identified the clinical instructor
as the most important person to their clinical learning.

Interestingly, the second year students in the study showed evidence of role
conflict, experiencing difficulty in determining who was most important to their acquisition
of clinical skill.

As data analysis proceeded, I speculated about how third year nurses would
respond. I could infer from the literature on professional socialization that as the skills and

independence of the student increased and the closer to graduation the student was, the



more he or she would begin to identify with the staff nurse, and the less the student would
identify with the instructor.

I returned to the pilot study data and sought verification or disconfirmation of this
speculative exercise. I was able to confirm that indeed this process seemed to be
happening, but was not able to go beyond a superficial analysis because the questions
asked and the nature of observations differed between the pilot and the primary study.

This process is illustrated in Figure 4.6 as one possible depiction of the role conflict

that was apparent in the behaviour of the second year students who participated in the

study.
Figure 4.6
An Illustration of a Process of Professional Socialization
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When I ask a first year student whose advice she would take should she
receive conflicting but equally correct instructions from her ir.“tructor
and her buddy, without hesitation, she answers “My teacher.” Her
reason is that the instructor knows best what the student has been
taught and how. Th.e instructor is the expert. When I asked a similar
question of a third year student (pilot) I heard “my staff nurse. She
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knows the patient and she is the expert on this floor.” The interesting

answers came from second year students. They frequently reported a

great deal of difficulty deciding whose advice to follow. In the end

they would choose the instructor “because she evaluates me.”

Memo

Professional socialization is undeniably a part of the educational process that is not
made explicit in the curriculum. Tt represents # movement in the self-identification of the
nursing student from learner to nurse, and indicates a readiness to accept the role and
responsibility of a practitioner of the: profession.

The curricular dimension affected the student less directly than the central
dimensions (personal, physical, social) but provided the organizational structure for the
presentation of the course subject mattec and clinical learning objectives. Learning occurs
as a result of the explicit as well as the implicit curriculuni. Student nurses learned to nurse
(perform the clinical acts) and to be a nurse (act and think like a professional nurse).

Because of the influence of the curriculum on what is learned in the clinical milieu,

it is a dimension which cannot be disregarded. How the instructor implemented the

curriculum and chose her instructional activities was discussed in the previous chapter.

4.2.5 Contextual Dimension

The contextual dimension of the clinical learning environment was defined, for the
purposes of this study, as the ethnicity and language of the environment and to the
organizational characteristics which form the cultures of the educational institution and the

Table 4.6
The Contextual Dimension of the Clinical Learning Environment

Parameters for Inclusion in the Contextual Dimension of the Model
Ethn.city

Language

Organizational culture

° Community College
° Health Care Agency
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health care agency. In this city, there was not only a large francophone population, there
was a substantial diplomatic and immigrant community. These factors were evident not
only in the patient group but also in the student group and among the nursing staff. The

context as a dimension of the clinical learning environment is discussed in this section.

Ethnicity

The ethnic composition of the patient population was an important factor to the
instructor. Since textbooks are commonly standardized on the Caucasian population, the
assignment of non-Caucasian patients or patients of other ethnic or religious groups to
students provided an opportunity for nursing students to develop an appreciation for
cultures and practices other than their own (e.g., diet, child care, family relationships) and
to practice their techniques of physical assessment (e.g., cyanosis, jaundice, pallor) on
patients not usually represented in textbooks.

The instructors reported a need for an understanding of the health practices and
gender norms of various ethnic and religious groups. For example, certain religions forbid
the care of women by male caregivers. Since some ten percent of the student group was
male, this was an important factor in preparing student assignments. Occasionally, an error

or misjudgment occurred which had ramification for all parties involved.

Only once did I not check the religion on the >hart. Would you believe I
assigned a male student! The woman'’s husband was horrified, the head
nurse was furious, and the student embarrassed.

Errin, L943

I got burned once this term. A patient did not want a student. Period.
The fact that the student was male was irrelevant. The patient was not
cooperative, and on top of that the studen. would have had to work
through a translator since she and the student did not speak the same
language. Well, they both spoke a li:tle French, but the woman kept
saying she couldn’t understand him. 1t just got too frustrating for
everyone. I reassigned the student.

(Sara) Field Note
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With respect to this particular incident the head nurse said:

It happens from time to time. Some patients don’t want students. Very
few patients compiain about anything, but the ones that do scream loud

and clear!
. Michelle, 1.429

There were positive learning experiences for students in other instances. The
religious dietary restrictions of a particular patient needed to be considered when nutritional

counselling was conducted by a student.

I did my teaching plan using the Food Guide and then Errin pointed out
to me that the patient’s religion did not allow her to eat some of the
foods I wes suggesting. When the dietician came to the ward, Errin
asked her to talk to me and we changed my food suggestions. I am going
to make a good copy so Errin can xerox it and give it to the other girls at
conference tomorrow.

(T.K.) Field Note

Family patterns of care can differ among ethnic groups. In one family, the
instructor cautioned a student to include the grandmother in the teaching session because

she was the young mother’s source of support in their particular culture.

The old grandma was always there. I was doing the bath demonstration
and the mother wouldn’t take part. She kept looking to the older lady. I
finished up and then went to talk to Sara for suggestions an how to gei
the old lady to leave. Her presence was obviously intimidating to the
mother. It was her first baby and she had to learn to care for it. Was I
wrong. Sara explained to me what might be going on. We checked it out
with the interpreter. Sure enough. So I wrote it on the kardex because
others felt the old woman was intruding. They didn’t know she would
be the mother’ s source of support at home.

(1.0.) Field Note

I~ addition to practices determined by their culture, people make life choices
according to their religious, philosophical, or political beliefs that have an impact on their
care (e.g., vegetarian, drug-free births). These choices were noted on the kardex and taken
into consideration when the instructor assigned patients to students.

In the student group which participated in the research, three were non-Caucasian;
one native Indian, one from the Philippines, and one black Canadian. Religious affiliation

was not solicited.



Ethnicity is one parameter included in the definition and description of the

contextual dimension. Language is another.

Language

Since East General was a bilingual (French-English) institution, charting and
recording were carried out in either or both official languages. Students required a basic
understanding of the second language in order to be able to function safely in this
environment.

Additionally, the large diplomatic and ethnic community in the region servéd by the
hospitals at times required knowledge of languages other than English or French. Few
students had such a linguistic command and were required to work with translators to
collect the data required for their assessments. It was interesting that students developed

unique ways in which to foster the necessary communication and overcome the language

obstacles:

E.E. got some index cards from her locker at break and drew pictures of
care events (shower, pericare, baby feeding). Ske got the interpreter to
write some words on them in Arabic. It worked great! The head nurse
kept the cards when the patient was discharged. For a rainy day, she
said.

(Errin) Field Note
There were two notable cases during the course of the investigation. One involved
a deaf-mute antepartum patiznt, and the other a blind mother with her seeing-eye guide dog.
This was “language” of a different :ort. With the assistance of staff, students were able to

communicate well enough to provide care to the patients.

I was scared at first, but then the nurse told me she could lip read and ..
always speak slowly and make sure she could see me before I said

anything. The patient was really kind and helpful. She made it easy for
me.

AW, 115



Organizational Culture

Marsick (1987) states that “the culture of the organization can take on the character
of a third partner because perception or misperception sets the tone for decisions,
maintenance or breaking of norms, and ability to use the environment for learning.”

Organizationally, there were two cultures; the hospital and the college. Both the
college and the hospital had autonomous identities. Their purposes were different; their
missions differed. Sources of funding were from different ministries.

These organizational differences worked against the instructor in that the goals of
the two organizations varied. In fact, they were at times in conflict. It has been
demonstrated in previous sections that staff nurses felt little “ownership™ of students and
were, therefore, minimally committed to their education. Staff nurses cared for the

patients, students were there to leamn.

I think one has to remember that the nursing instructors know the
ability of their students better than the head nurse or staff nurse does.
There’s been some occasions when I wondered whether that patient
should have been assigned to that student. But the instructor is in
charge. They know whether their student is good whether she is ready
to go ahead with something more difficult. Perhaps they are doing it
because they feel the student needs a challenge. Would it be
presumptuous to say something? Probably, but I'd say it if I felt
strongly enough. If patient care was affected.

Michelle, L48

The climate or culture was assessed by the instructors in terms of morale and how
amenable the staff were to students. Each ward was notably different in its “atmosphere”

and its reception of students and instructors.

In the nursery the first day I was here I wasn’t sure if we were
supposed to chart in blue or black pen. I asked a nurse and she just
looked at me and walked out of the room. It did not give me 4 good
im. “ression. I was thinking, “My goodness, the nurses here are not very
frieadly to students!”

T.E.,, L142

The changes in piacc with respect to organization of care caused a certa*x amount of
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tension within the organization which in turn affected the instructor and students.

They just would ignore the students. When combined care was
established in the fall, all staff were really upset. They were going
through a crisis situation. “We are not interested in the students right
now,” they told me. “We're really upset about combined care. We
cannot handle anything else.”

Sara, L371
The head nurse denied any problem.

I don’t think the students notice much about combined care. Students
were actually the first ones who ever did combined care around here.
Students were coming on the ward and on the first day they would look
after the mother. On the second day they would look after the mother
and the baby together. I don’t think that this lot of students realize
there is any other way to do maternity care.

Michelle, L169

In terms of the college culture, the characteristics of the teaching group and the
amount of personal as well as professional support the instructors felt from their course
leaders and programme administration determined their perception of the climate or

“atmosphere”.

Our chairman does things by paper messages all the time. Sometimes
for example, I just had a notice on my annual leave, and I had 4 memos
to deal with a simple request. Couldn’t the chairman just stop me in the
hall? Or pop into my office? If administration spoke to teachers they
might learn something about them.

Sara, L1180

The reward orientation of the college affected the instructors:

There isn’t anything at the college for which teachers get rewarded.

After you get your maximum salary, which most of the teachers do,

there’s little reason.

Sara, L1398

In fact, there was little association with the college and other disciplines. Nursing
was in a building by itself and, other than service courses, there was little reported
interaction among faculties. The two new instructors atterided college-wide orientation
activities, but once the academic year began, retained little contact with people they had met

during these activities.
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This observation was made by the students as well:

We don’t blend in with the other students at all. Very few of us go to
college activities, we just stay with nurses.
Round table

Since teaching was done in teams, no instructor had complete autonomy over the
course. Course work was divided among instructors, and each instructor had a finite
amount of time to cover his or her content area. The same was true of clinical work.
Certain assignments and subject matter, decided by the team, had to be covered in clinical.
This restricted the creative use of time by instructors in the clinical agency.

In addition, working conditions affected their perception of the college milieu.
Offices, provision of lounge areas, secretarial support, and determination of workload were
concerns expressed by the instructors. The amount of freedom allowed to set their own
schedules, work at home, or take days to do library work was important in feelings of
autonomy at work.

I have definitionally separated the social and contextual dimensions of the clinical
learning environment. The data in this study warrant the restriction of the definition of the
social dimension to the work group, specifically the students, instructors, and their
interactions with others which relate to learning on the ward. Since the group’s work is
learning, the definition is appropriate.

In contrast, the contextual dimension relates to organizational culture and its affect
on the group, and also includes cultural matters (language and ethnic composition) related
the people who populate the setting. In the next section, the political dimension of the

clinical learning environment is presented.

4.2.6 Political Dimension

The political dimension of the clinical learning environment refers to the policies of
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the educational institution and the health care agency which serve as guides to the
instructors, students, and practitioners in the clinical field. Policies serve to provide
predictability and stability and assist members of the setting to cope with complexity in the
environment. A second aspect of this dimension is the type and nature of contrcl of
professional practice and learning that is exercised in the clinical field, that is, the process
ard jurisdiction of decision-making.

Table 4.7
The Political Dimension of the Clinical Learning Environment

Parameters for Inclusion in the Political Dimension of the Model
m

Policies and procedures which govern the implementation of the teaching programme in
the clinical agency.

Process and jurisdiction of decision making in both college and hospital.

Colleges, universities, and continuing educational programmes compete with one
other for clinical spaces in which students can be placed for actual practice experience. To
ensure equitable access for all programmes, all aspects of the placement process are
governed by policies and procedures.

To gain access to a health care agency in the city, programmes must request
placement from the Clinical Resources Committee, a standing committee of the local
Council of Nurse Executives. The mandate of this committee is to ensure the equitable
placement of learners throughout the region. Members of the Clinical Resources
Committee represent the nursing education programmes and together collaboratively
allocate clinical placements based on a simple set of rules governing priority of access.
This process is conducted in the spring for the following academic year (Mellon & Dunn,
1988).

Once access has been granted, contractual arrangements are negotiated between the



educational insdtution and the health care agency. I was unable to obtain a hard copy of
this contract, but I was able to read one. In the main, the college agrees to send only
qualified faculty and provide adequate insurance, and the hospital agrees to provide access
to specific clinical areas, orientation for faculty, lockers, conference rooms, and cafeteria
privileges. Much of this negotiation goes on at an organizational level above the clinical
instructor and head nurse.

The remainder of the discussion of the political dimension of the clinical learning
environment focuses on the ward level where students, instructors, and staff closely
interact. I will discuss first the agency political dimension, and then the college policies

and procedures.

Hospital Policies and Procedures

The nursing divisions of each of the hospitals used in this investigation had general
policies relating to their educational function as it pertained to nursing students.

West City Policy Manual, Objectives for the Nursing Divisions read:

11. Provide a learning experience, clinical resources, and guidance for
students in the health care system.

East General Policy and Procedure Manual, Department of Nursing, Obstetrics Unit
reads:

5. To provide an educational programme for graduate nurses, students
and other appropriate health personnel.

Clearly, the objectives of the Nursing Divisions of both hospitals stated their
positions about nursing education. In addition, both hospital .nission statements reflected a
commitment to education.

Both hospitals had had a nursing school in years past, West City’s being most

recently moved to the community college system. Many of its RN and RNA faculty had
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been absorbed directly by the college. As a result, many of the instructors teaching for the
college were City graduates, educated under the former hospital system. Accordingly,
West City’s procedures were often seen as the norm, and alternative ways of doing things
were not always readily received. One non-City graduate nurse termed it “the City way or
the wrong way”.

In both agencies, there were procedure manuals which outlined the steps to be taken
in carrying out nursing acts. Few references were made to independent student action with
respect to these acts. In one instance, I could find no basis in fact (pclicy of the hospital or
school) for the comment from a staff nurse that “Students are not allowed to work with the
machines.” This “rule” was not stated in any official notice.

The West City Director of Nursing Education indicated that the staff nurse had a
responsibility to teach students and foster their learning and that it was part of the job
description. That being so, few staff nurses remembered being given information with
respect to their roles with students, their responsibilities in terms of shared patient care, or
their relationships with clinical instructors.

I doit’'t recall ever being given information about working with students.

I was told the patients are my responsibility, no matter what.

ES., L96

Logan (1989) indicates the lack of recollection may be due in part to information
overload at the time of staff orientation. At this time, involvement with students was the
least of the concerns of new staff, and any discussion which took place was likely
promptly forgotten.

Additionally, instructors wished for more and better information with respect to

their roles and responsibilities while in the clinical setting with students.

I have been kind of annoyed at times that there haven’t been more
instructor guidelines from the hospital, or more interest in the

instructors and what is being done with students on the wards.
Sara, L2156



Certain practices were governed by policies from either the professional body
(Coliege of Nurses of Ortario) or provincial and federal legislation (Health Disciplines Act,
Narcotic Control Act). The Standards of Practice from the provincizl College of Nurses
govemed the skills students were expected to acquire by graduation. The Narcotic Control
Act determined policies with respect to the handling of narcotics. For example, instructors,
because they were not employees of the hospital, were not allowed to carry narcotic keys.
When it was busy, however, nurses would give the keys to the instructor saying “I didn’t
see you with the keys!” In normal circumstances, the staff nurse would assist the student
in removing the narcotic from the cupboard, then the instructor would take over.

Administration of medications is a nursing act which is covered by many policies,
one of which is the extent of supervision. East General specifies that all intravenous and
injectable medications were to be supervised to the bedside. No such policy was stated for
West City.

Charting was also covered by policy. At East General, it was specified that the
student was to sign and indicate her/his level and affiliation. There was o specification
that instructors needed to sign the chart, but Nathalie (pilot study) made it a point to cosign
the sheet to indicate she had assigned and supervised the student. In addition, there was no
policy requiring the instructor to cosign narrative charting.

It was assumed that the instructor knew her students, their strengths and
weaknesses, and would assign patients accordingly. There was no policy requiring her to
ask the permission of the staff to assign certain patients, although the head nurses felt they
could indicate when a patient would be inappropriate for student experience.

Since the agencies were teaching hospitals, patients signed consent forms for
treatment by students, so permission to assign a student was never requested of patients.
In the event of a patient complaint, instructors would decide, in consultation with staff,
whether or not to change a student assignment.

The policy with respect to student assignments was that it had to be prepared before
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report. In the case of East General, it was supposed to be prepared :he day prior to clinical
experience. Both first year instructors prepared the student assignments the day before, but
Sara went in at 0530 the first day of each clinical week to prepare the assignment.

Decisional Jurisdiction

Stadents were supernumary to the staffing of the ward, so they were not considered
in the workload distribution. Patients were assigned by student needs, not on the basis of a
staff nurse’s assignment. This created certain problems at times. For example, a student
may have two patients, each coassigned with a different nurse. If one of the nurses is an
RNA, the situation is further complicated by RNA supervision by an RN. The director of
nursing education at West City stipulated that RN students should not be assigned to RNAs
because “they have nothing to offer the student”, but there was no official policy governing
assignments.

The assignment of students sometime caused a power play between head nurse and
clinical instructor.

Lil said to Sara “How come so many students on High Risk? You never
use these patients, do you?” Sara replied “Yes. They do antenatal
care. Students study toxemia and gestational diabetes in class. I need
1o assign these patients.” Lil countered, “Well I assumed you were
doing postpartum so I staff around that.” Sara let the conversation drop
there. At break, Sara elaborated. She has always assigned two students
1o antepartum and two to postpartum on MATI. Today's assignment
was not out of the ordinary. Students are not to be considered for
staffing reasons. She and Lil have apparently discussed this issue on
several occasions. Lil continues to raise this issue at times.

Field Note
The power play continued over time and affected instructional activities. While
there was a recognition tnat quality of patient care must not suffer, time frames and their

implications for patients were open to interpretation. The competing concems of the

instructor (to ensure learning) and the ward staff (to ensure nursing care) occasionally
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caused jurisdictional overlaps as illustrated in the following exemplar.

Sara took me aside and said Lil had instructed a staff nurse to give
insulin and not wait for the student to do it. It was 10 minutes past the
due time, and there is a 30 minute leeway for meds. Lil insists the
insulin has to be given exactly on time or the physicians get upset.
Physiologically it is important. Sara feels she cannot let students go
ahead and give it if they do not have adequate knowledge of gestational
diabetes, blood values, insulin, etc. Lil said, “Tell the students to come
to work early then, if it takes them so long to get ready.” Sara was
visibly upset. She says she will have to clear this up with Lil.

Field Note

The actual instruction and supervision of students is the responsibility of the clinical
instructor, but she does delegate to the staff nurse. This delegation is covered by the job
description of the staff nurse, but the methods of delegation, the preparation and the
evaluation of student performance are at the discretion of the instructor or the initiation of
the staff nurse. Most of the instructors in the study made it a practice to supervise all
students for the first time they did any particular skill. Afterward, future supervision
would be delegated as necessary. Rarely were staff nurses asked for feedback. Carr
(1983) characterized the relationship between the instructor and staff nurse as a *“shared
partnership”. The reciprocity in the partnership as it related to the teaching function was
not as evident as it was in the caregiving function.

The staff nurses and clinical instructor shared decision making responsibility. The
staff nurse, in consultation with the kead nurse, was ultimately responsible for decisions
related to care of the patient. The clinical instructor was responsible for student learning.
Their primary concern was for patient safety.

Students were governed by policies determined by the college, some written and
some set by the instructor. For example, students were expected to be on time for report,
or to notify the instructor in advance if they would be delayed. If they had advance
wamning, the instructors were quite flexible. Additionally, the ward and instructor were to

be notified prior to report if the student was ill and unable to come to the clinical area.
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Instructors set individual standards for student practice as well. The following
exemplar will illustrate:

I prepare the assignments the day before. It takes me almost two
hours. Then the students telephone me at home between six and eight
in the evening to receive their assignment. This way they can read up
what they need, and prepare teaching plans and drug cards. O.A. didn’t
call me last night, then she was late this morning. I reminded her of her
responsibility, and allowed her to continue with her assignment even
though sne had not been able to read up on the drugs or anything. I said
I woula cover her for it one day, but never again. I said I would send
her home if she ever came to the ward unprepared again. Today she
arrived on the ward. She had not called for her assignment. I sent her
home.

(Errinj Field Note

Standards of dress were prepared by the hospitals and supplemented by the college.
Uniform dress codes were in place and students were required to display college shoulder
flashes and wear identification tags. There was restricted access to medical records and
library by students, by written policy. Unwritten norms were that students would not be in

uniform in patient care areas to which they were not assigned.

Errin and I attended a meeting on arother ward. There, in the nursing
station, was a student. The student was in uniform, and was asking for
information about a relative. Errin drew the student aside and
suggested that this was not proper. At conference the next day,
students were reminded that they were not to be in uniform on other
wards, and the group discussed ethical dilemmas which could arise in
such situations.

Field Note

Many policies determined by the college respect the rights and responsibilities of the
parties when a student is not successfully meeting the objectives for the clinical experience
and the instructor is planning to recommend a failing grade. The instructor must document
the student’s performance on the clinical objectives and inform the student that there is a
problem. She must discuss the areas of concern with the student. The instructor then may
confer with the leader of the teaching team for recommendations for action on her part or on
the part of the student. The next step is to recommend failure and take the student formally

to the promotion and probation committee. Students have the right to attend these meetings
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and bring a spokesperson. The decision to fail or not, to extend the length of clinical
experience, or put the student on a specific leaming contract is a. the discretion of the
commiittee.

In this discussion the political dimension of the clinical learning environment has
been defined as the policies and procedures governing the implementation of the teaching
programme in the clinical agency. The process and jurisdiction of decision making has

been presented as one element of this dimension.
4.2.7 Economic Dimension

The economic dimension of the clinical learning environment relates to the adequacy
of funding for the human, technical, and curriculum resources that are required to meet

student learning needs. In Tablec 4.8 the scope of the parameters included in the definition

of the economic dimension is outlined.

Table 4.8
The Economic Dimension of the Clinical Learning Environment

Parame:ers for Inclusion in the Social Dimension of the Model I

Adequacy of funding for human, technical and curriculum resources.

Cost-effectiveness and contzinment measures.

Student expenses and income generation.

This is a particularly important dimension as one considers the percentage of GNP
allocated to education and health care and the very real concerns over rising costs in these
sectors. Many edv-ational institutions are experiencing difficulty juggling higher costs and

declining enrolments.
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We work with the number game. We have to make so much money and
each student costs so much. Sometimes when you're asking students to
leave the programme it is related to the time of year. If we are down
in numbers students are encouraged to stay. If we’re not its much
easier to ask poor students to leave.

Administration assumes certain levels of attrition from year to year and
the hiring policies and the clinical service areas that we are going to are
all dependent upon having certain numbers of students.

We have a quota that determines the monies funded from the province.
Our student ratio for instructors in the laboratory and clinical area is
low. Nursing is a very expensive programme compared to others. The
college is allowed 110 or 112 in nursing and we might admit sometimes
117 to 122. If numbers dropped, instructors may be laid off. Then next
year when numbers increase and administration ask for the monies
returned, the dollars have gone to other programmes. Monies are not
going into traditional programmes as much. Non-traditional types of
programmes are more and more inclined to be funded.

Sara, L141

It has long been recognized that professional education, nursing in particular, is
very expensive (Gilchrist, 1982). Nursing education administrators are faced with the
challenge of justifying expenses and creating cost-effective teaching structures.

These cost factors affect students and instructors. Students are finding the costs of
tuition and related expenses escalating annually. In order to meet these costs, many are
forced to find part-time employment. At times commitment to work interferes with
requirements for learning, particularly if clinical experiences are scheduled for evenings and

weekends.

Economic factors have a tremendous influence on students. In fact, I
had one student in my group who was having some difficulties. This
student worked 30 hours a week to earn the money to support himself.
He worked on the weeksnds and when we are assigned to weekend
clinical days it presents a real hardship for him. He can’t afford not to
work but it’s really cutting into his school time, preparation time, and
so on. Plus when he's at clinical or in class, he’s very tired. Parking is
expensive for clinical experiences as well. The bus is also a problem if
a student does not own a car and depends on transit. It isn’t all that
expensive, really, but on Sunday the bus service is very poor. My
students are late coming to clinical even though they take the earliest
bus they can. They come tearing up the hallways about 5 minutes late
every Sunday and they feel really bad and it upsets them.

Errin, L409
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The usual student in a nursing progremme is no longer the graduate straight from
high school, living at home, and funded by parents (Vollman, 1985). Nursing educators
have recruited the “nontraditional” student into their programmes, and are now faced with
more mature stuGents who have needs that exceed those of the “traditional” student: e.g.,

day care, advance notice of schedules, and flexible hours.

I had to give up my job. I find that, as a single mother, my expenses are
out of this world, but I need time with my children. I am dependent on
my family now, but I will be able to work during the summer months to
build up a nest egg. I'm not sleeping properly. My sister, who baby sit:
for me, is pregnant ard due any time no-w. I pray she holds on until the
end of the semester. And my son scratched his eye and I had to take
him to emergency. That caused me to miss a day.

AR, L1417

The cost factor also affects the clinical instructor. As the nursing laboratory at the
college becomes a more important strategy in nursing education because of cost-effc.iive

higher student-instructor ratios, the demand for adequate numbers, types, and quality of

supplies in the lab increases.

We do not have enough of the tools we need for our simulated lab
experiences. We don’t have enough supplies. I think that the college
money goes into people and not into equipment. We are suffering in
that department. We can’t teach nursing skills unless we have the
appropriate tools. The students are being short-changed there.

Errin, L462

Instructors also require access to certain technology and pedagogical supplies.
Photocopy expenses need to be covered and an adequate selection of textbooks supplied for

instructors.

The students are poor. I'm concerned about them sometimes. They
have to buy books and meet their expenses. Just see what they are
eating for lunch! I often make sure they’ve got enough on their tray. If
I find an article I' ll give it to them and they can read it. Maybe I'll get
them a photocopy from the school. I pay the 5 cents a copy (instead of
them paying 10 cents).

P cggy, L1166

Professional associations and collective bargaining have had an effect on hours of

work and remuneration. In this context, the clinical instructor must balance the demands of




191

the job and the effects it has on the student. For example, the work day has been reduced
so that students do not complete an entire shift on the ward each day. At other times, once
an instructor has worked the total number of hours allowed by contract, another instructor
must continue with the students.

I felt quite fragmented last fall. I didn’t really have any loyalties to
either group. I was just a fill-in. It's like a substitute teacher in a
classroom. How effective is your teaching when you’re doing that?
Going across four wards with a total of, over the semester, thirty-two
students. That's a lot of people to get to know. I had the students for
one day a week. I didn’t get to know them personally, what their
learning needs were, or how they learn or anything. I did not feel the
same commitment either. I found I really had to force myself to prepare.
And I didn’t get into the ward routines because I was switching wards
so often. All of that and two different student groups. It was a very
stressful semester. So I was very happy in January to have my own
group and be on wards that I could get to know.

Errin, L1406

Implementation of the collective agreement and how teachers are assigned their
workloads affects continuity, learning, and job satisfaction. These conditions affect the

ward as well, as ward staff struggle to understand the changing schedules and personnel.

We have three different programmes coming to the ward; university,

college RN, and college RNA. In the off-season we have continuing

education. And the perinatal course. We see so many students it is

hard to remember who can do what! It is further complicated when the

college sends the same instructor with different groups. Lil 146
11,

Hospitals accrue certain costs by allowing students in the agencies: lockers,
conference room space, equipment, and uniforms for specialty areas.
The hospital provides uniforms in the Nursery. The uniforms and the
laundry cost the hospital a great deal of money.
Peggy, L1153

Hospitals are no less affected by cost effectiveness measures, most often in terms

of containment of costs of materials used in providing nursing care.

Oh no, economics are not a real concern. No. You know, students are
not really using any more supplies than nurses. I don’t think they make
a big difference to the budget. Its bad enough without them. $4000.00



192

on Proctosedyl cream. Cost containment for students is a short-sighted
policy. I might scream and shcut if she opened six or eight trays, but,
you know, if she is going to be a decent nurse tomorrow, she’s got to
learn today, hasn’t she?

Michelle, LA86
The reality of nursing service is that wards are often understaffed, or are staffed by
many relief nurses who are not familiar with the ward to which they are assigned. Since
students are co-assigned with staff nurses for patient care, the instructors in the study

expressed dismay over the extent to which this was happening.

I try to co-assign students with ward staff as much as possible, or with
the regular part time nurses. It is becoming more difficult. So I try to
keep a closer eye on those students who do not have a regular staff
person. I also make certain I speak to the relief people to explain what
the student can do. These people are sometimes short-tempered with
*he students, but I'm certain most of it is related to their own insecurity
with the ward. I do have to help the student understand. They do not
know the staff well enough to pick out the ones that are not regulars.
Errin, 1L473

When staff were under the stress such working conditions inevitably cause, they
were neither as patient with the students nor as understanding of their needs for warmth,
welcome, and support. Instructors were occasionally called upon to explain staff actions
and concerns to students who reported anxiety and hurt feelings.

The economic dimension of the learning environment was found to be important to
instructors, head nurses, staff nurses, and students although the impacts were felt in very
different ways.

Funding arrangements depended on student numbers, which in turn affected the
number of instructors which cc .ld be hired. Collective agreements determined the hours
and conditions of work for the instructors. Hospitals were affected by nursing shortages,
and wards were often staffed with relief nurses unfamiliar with the ward or remained
understaffed. Such working conditions affected the quality of the learning experience for
students. The students had financial concerns relating to cost of their education and

demands of an independent lifestyle.



It was important be be cost effective and cost efficient, but it was recognized by the
participants in the study that it is on the gnality of the product, the nursing graduate, that the
future credibility of the profession rests.

4.3 Summary

In this chapter, a model of the clinical learning environment has been presented.
This model was derived from the data collected from key participants who lived and
experienced the milieu. The discussion addressed the second research question: the
portrayal of the clinical setting by key participants. The presentation of the model was
focused upon aspects of the setting (clinical learning environment) which link directly to the
learning experiences of student nurses.

The environment was perceived as a pervasive force in nursing education, and was
found to be comprised of seven dimensions The central dimension was the personal
dimension and provides the filter through which all other elements are perceived.

The clinical learning environment is personally experienced. There was a reciprocal
relationship which mutually shapes the person and the environment. The environment was
not only perceived, it was also created by the person, causing attitudes such as satisfaction
and feelings of safety or fear to be formed. As attitudes are formed, and professional
knowledge is acquired, students developed personally in terms of autonomy and
independence.

The social dimension of the clinical learning environment depended on the
interactions among people in the setting, specifically, their communication patterns and
interpersonal relationships. Instructor, student, and nurse behaviours were governed by
norms and expectations of members within the social setting of the ward. These
expectations were explicitly and implicitly communicated. Groups have social

characteristics which relate to such details as demographics, cooperation among parties, the
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reputation of the programme, group morale, and the presence and character of cliques.

The nursing model, the nursing course design, and the clinical objectives defined 3‘
the curricular dimension of the clinical learning environment. In addition, the implicit
curriculum and professional socialization are included as aspects of the curricular
dimension.

Ethnicity and language were viewed as part of the contextual dimension. They are
elements of the prevailing culture of the society. Organizational culture (community
college and hospital) formed the atmosphere or climate within which instructors and
students functioned and was included as part of the context.

The political dimension of the clinical learning environment included the policies
and procedures which govemned the implementation of the teaching programme in the
clinical agency. As well the process and jurisdiction of decision making in both college and
hospital is included as a parameter within the political dimension, since decision-making
relates closely to concepts of power and authority.

Economics is the study of how human and material resources are used to meet
needs. Adequacy of funding for human, technical, and curriculum resources, cost-
effectiveness and containment measures, and student expenses and income generation were
included in the discussion of the economic dimension of the clinical leaming environment.

In the next chapter, the properties of the leaming environment and how the clinical

instructor acts to influence it are presented.



Chapter 5
Managing the Clinical Learning Environment

In the prévious chapter the definition and description of the clinical learning
environment was presented in terms of the parameters which were included in each
dimension. This presented a view of what a single dimension was comprised and what
was excluded. In this chapter, the discussion will focus on how the instructors linked the
environment to thair activities. Fewer exemplars of the ways in which the instructor
manages the clinical learning environment are presented, as the richness of the description
in previous chapters served to set the stage for this more interpretive look at the
environment.

This chapter represents the findings pertaining to the third research question: an
examination of the connection between the clinical instructor, the nursing student, and the
clinical setting. It is linked closely to the functions of the clinical instructor as described in
Chapter 3 (what activities she carried out as she worked with students on the ward) and to

the dimensions as described in Chapter 4.
5.1 Properties of the Clinical Learning Environment

As the data were analysed and the dimensions of the clinical learning environment
became apparent, characteristc themes relating to the properties of the environment began
to emerge. It became evident that the instructors did not delineate the dimensions of the
environment as they explained their rationales for action; they responded more in terms of
the characteristics of the setting. They spoke about how specific situations were
complicated, how confined, constrained, or frustrated they felt as they attempted to cope
with the milieu to benefit student learning. They rationalized their teaching strategies in

words that encompassed several dimensions of the environment, and they determined what
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strategies to use in addressing a particular issue based on what could be done easily and
efficiently.

The clinical leamning environment was found to exhibit the following characteristics
or properties as determined by the themes discovered as the data were analyzed;
complexity, structure, stability, and opportunity. To present and discuss the characteristics
of the clinical learning environment, each property is first defined, then discussed in terms
of how the instructors viewed it and strategies they used to manage it.

It is useful to view these properties, or characteristics, as dichotomous, having two
poles. Ido not assert that they are in fact bipolar, just that it is useful to think about them
as if they were. For example, bipolarity is easily recognized where it is explicitly labelled
as such (e.g., black and white). Even when no label is readily available to indicate
contrast, it is accepted within a context. For example, “I feel sad” contrasts implicitly with
“I feel happy”. In this way we can envisage relationships between poles and also conceive
a scalar view, such as ‘shades of grey’ in the black versus white analogy (Bannister &
Fransella, 1982, p. 22).

A visual depiction of the above properties is represented by a model proposed by
the researcher following the analysis of data, illustrated in Figure 5.1.

The theme termed “complexity” referred to the number of differences, degree of
variety, and the range of activity relevant to the ward (delivery of care) and the school
(delivery of the course).

The label “structure” was used to represent the theme which related to the
organization of participants in the settings, namely managerial structure, unions and
assoc ‘ations, and lines of authority. Included in this theme were also the unwritten rules
and policies determined by history or tradition.

The degree of change present within the organizations involved and how firmly
fixed or established are the practices, roles and attitudes was represented by the third theme
termed “stability”.
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Figure 5.1
Four Properties of the Clinical Learning Environment
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The fourth theme found in the data was termed “opportunity” because it referred to
how directly an instructor was able to act to resolve issues, influence the milieu, and take
advantage of situations that presented themselves for student learning. Power was a
recurring sub-theme found as the data were analyzed.

In the following sections, the properties of the clinical learning environment are
presented. The clinical learning environment is viewed by instructors as more or less
complex, providing opportunity for the instructor to creatively resolve issues or solve
problems. It is structured so that incumbents in positions within the organizations have
jobs to do and roles to play. It is seen as more or less directly amenable to impact by the

instructor and is potentially in a state of change.

5.1.1 Complexity

There are many reasons a thing may be termed complex; it may be numerous in
size or variery, it may have many parts, and its parts may be intricately interconnected in no
apparent fashion rendering it incomprehensible. A complex thing may be poorly
differentiated, partially obscured, or incompletely defined. Language may not be adequate
to explain a phenomenon, technology may not be well enough advanced to study it, or
knowledge too ill-defined to provide foundation for an investigation.

As noted in Chapter 4, each dimension is comprised of and defined by several
parameters. In this manner, the dimensions themselves may be regarded as complex in
nature. Many people were also involved in the clinical milieu, forming a “personed”
environment, each person with his or her own background, history, ability, and role,
constructing an intricate and interconnected group of ideas, feelings, attitudes, and
expectations that influence behaviour and attitudes.

Few clinical situations experienced during the course of the investigation were

unidimensional in nature, further complicating the conceptualization of the milieu and the
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choice of strategies with which instructors could handle or manage the context for the
benefit of teaching and learning.

The instructors viewed the clinical learning environment and its complexity as a
challenge against which they could try their skill and wit. In the extreme, complexity was
viewed as a frustrating condition that prevented achievement of clinical teaching goals.

The physical conditions of the school and the health care agency, its organizational
f-amework, norms, expectations and other people in the milieu influence and place
boundaries on what an individual clinical instructor does. She must be able to identify the
quantity and quality of information available to her about the environment. The person
who is unaware of an environmental option or of a characteristic of the clinical learning
setting cannot consider this information when making a decision about tactics or strategies
for teaching and learning activities. If the environment is complex, its detail needs to be
examined by the instructor in order to determine which aspects of the milieu, when matched
with the student and the subject matter of the nursing course, will result in improved
learning. Teachers need to discover how the environment can be tailored to facilitate
student growth.

From the description of the physical dimension of the clinical learning environment
presented in the previous chapter, it is clear that the ward setting is indeed complex.
Clinical instructors found the geography, size, and centralization of the wards at West City

to be troublesome.

The physical layout is horrendous. I think it is the largest clinical area
any of the instructors at the college have. The size is very detrimental
to keeping track of all the students.

Sara, L18

On the other hand, Peggy liked the ward layout at East General.

I like the Friesen set-up because I feel we are more in charge. When I
think of some areas I’ ve to where one nurse used to sit and do all the
orders and needs the chart, then they do rounds and have the charts;
that made the students frustrated. Here the chart is with the patient
and when I see the student I can do everything all at once; check orders,



review lab results, and supervise the student’s charting. It's wonderful.
Peggy, L256

Staff found that students add a degree of complexity by their very presence on the
ward. This is an example of the concept of mutual shaping and reciprocity of people with

the environment.

I think the staff get confused with the students because one day of the
week we have one batch of students, then on the weekend we have
another batch of students, so its not always plain who does what skills,
what year of student does what sort of care.

Michelle, L87

The nurses get very mixed up; some days the students are on the ward
until 12:30, sometimes they are here until 1:00, other times they are on
duty until 3:00. Sometimes they’ve got conference at 12:00 and
therefore are going to go to lunch at 11:30, or are they? You see, they
have all their charting to finish! I think it would be great if we could all
sort of get things a little more organized.

Michelle, L644

The lack of space and the number of people who populate the area at certain times
of the day also made the area very complex. Although the following exemplar is from one

hospital, the comment is representative of the three research sites.

It is so very busy. The set-up of the nursery is horrendous. There is
only a small anteroom to the desk. There are always millions of people,
there are new babies coming in, there are babies going out for feeding,
there are doctors coming in to do circumcisions. There can be anywhere
up to 6 or 8 paediatricians in there at 9 o’ clock in the morning. There
are 2 nursery nurses and 3 or 4 floor nurses and it is a very, very, very
confusing place. On the other hand, the student who is looking after her
baby should only have to think about her assigned baby. It bothers me
that they are confused and intimidated. I wish I could make it easier
for them.

Michelle, L.272

Complexity is not necessarily a property or characteristic the instructor wishes to
avoid. In fact, at the senior levels of the student experience instructors felt it was desirable
to have a good deal of complexity in order to prepare students for the professional world to

which they will need to adapt as graduates.




Students felt the complexity of the setting in terms of the number of people on the
ward, the physical layout, and the demands made on the instructor, made it difficult for
students to carry out their tasks. It seemed to the students that when they most needed the
instructor, she was elsewhere, or was busy with another person.

So then the patient had to delay her breakfast for twenty minutes and

she wasn’t very happy. All because Sara was busy with the case room.

AR, L355

At the novice level, however, instructors believed situations which were
unnecessarily complex interfered with learning.

Expressions of fear were frequently voiced to the clinical instructors and it raised
the necessity of increasing students’ knowledge about unfamiliar hospital areas early in the

rotation.

The students change around so many different hospitals for clinical over

their three years in college. The group I have now, none of the students

have ever been assigned to this institution. They're lost, they’'re afraid.

They feel that they have some obstetrics knowledge from first year but

they fear it has been too long ago. Add an unfamiliar ward to that and

you have real fear.

Sara, L190

The student group is comprised of individual students, each of whom have different
personal attributes through which they experience and view their environment. Laschinger
(1987) points out that there are different ways of learning and knowing, and individual
students may perceive the clinical situation in fundamentally unique ways. In addition,
students come to the clinical experience with different background experiences because of
their lifestyles, growth and development, and personal and family situations. This
background influences the way they perceived and interpreted events in the clinical setting.
Different students had different learning needs related to their relative academic strengths
and weaknesses.

Clinical instructors felt the pressure to get to know each student in the group

quickly in order to apprehend his or her individual personal needs in terms of clinical
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learning. The intricate and complicated relationship of student personality, experience, and
academic ability to the acquisition of knowledge, attitudes, and skills associated with the
clinical component in nursing education provide an awesome task for the clinical instructor
to manage. Central to the behaviour of the instructor was the development of a personal
relationship with each student. Student needs were the major determinant of the actions of
the instructors in the study.

No less complex were the social aspects of the clinical learning environment. If any
term were to characterize this property, it would be “transiency”. Student time on the ward
is limited to specific days and times. In addition, they do not work a full shift. Since
nurses work eight or twelve hour days and their shifts change from week to week, the
student may never contact the same nurse two weeks in a row. The transient nature of the
student rotation, the lack of time to develop relationships, and the number of people with
whom the student must interact makes social relationships superficial at best.

Demographics further complicated the nature of communication and relationships.
Students, in the main, were much younger than the nursing staff, and had much less life
experience on which to draw for guidance. This lent the staff more control over
relationships and communication patterns.

More complex than language and ethnicity was the apparent conflict in goals and
cultures of the two organizations within which the student and instructor acted. Students
characterized the goals very simply: work (hospital) and learn (college).

Learning was accomplished through instructional acts which implemented the
curriculum. The apparent discrepancy between nursing theory used in the college and
hospital environments added to the complexity for the student.

The political and economic dimensions of the clinical learning environment were
relatively simple in terms of the impact on the instructor and student. Lines of authority
and jurisdiction of decision-making were clear cut and a matter of written policy or

contractual agreement.



The clinical learning environment, because of its multidimensional nature, is
inherently complex. The interrelationship of dimensions in combination with the multiple
purposes of instructor activities illustrates the true complexity with which the clinical
instructor had to deal as she managed the clinical environment. Complexity was found to
be a pervasive characteristic of the clinical learning environment.

Instructors felt they needed to be aware of the nature of these complexities in order
to act to simplify situations when students require simplification, or to clarify issues when
students were ready to deal with the complexities of the clinical learning environment.

Orientation, a pervasive process that prepared the instructor to teach in the setting
and the student to learr. on the ward, is the most obvious example of how the instructor
coped with complexity. The main strategies were to clarify, simplify, and rehearse.

Through the activities of her personal orientation the instructor clarified the clinical
setting, its geography, the people, the patients’ diagnoses and acuity levels, as well as the
policies and procedures governing how people worked on this ward. As she began to
understand the milieu, she clarified the salient (most prominent) points in order to structure
her teaching. Because of her experience, she had an understanding of where the students
were in their course of studies and what sorts of things with which they would need to be
familiar in order to carry out their dual learning and caring activities on the ward.
Orientation of the student to the clinical area by the instructor addressed the elements of the
clinical setting by presenting and structuring them in such a way that complexity was
minimized, roles and responsibilities clarified, and important nursing skills rehearsed, and
preparing students to enter into the field as safe learners.

Orientation activities for students typically lasted the first clinical week (in this case,
two days for first year students, three days for second year students). Line drawings of the
hospital were provided, indicating clinical and diagrostic areas of importance to the
students’ immediate experiences. In addition, directions to other areas of the hospital that

the student needs were provided; library, audiovisual department, cafeteria, locker areas.
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As well, students were taken on a tour, first of the hospital to orient them to the building,
then to the ward.

I prepare them for the physical layout. We tour the whole hospital on
the first day, very briefly. We do an in depth tour of the ward. Very
detailed. Where to find things they need, what points need to be
remembered. Then I give them a list of things to find, and a map. Their
assignment is to locate on the map where the things are found. X marks
the spot!

Peggy, 1L49

A supplementary activity consisted of “scavenger hunts” so students could more
specifically and individually locate equipment and places where certain activities took place
(e.g., treatment room, medication room).

As the clinical experience progressed and students interacted with patients who
were required to be accompanied to other areas of the hospital, the student received
directions and instructions about what to expect and how to act in these areas. For
example, a mother may need to be accompanied to the special care nursery to spend scme
time with her infant. For this activity, a student needed only to be directed to the nursery.
In another instance instructions were more intensive when, for example, a student was
assigned to observe her client’s caesarian section and provide immediate pre- and post-
operative care. The instructor was required to provide the student with supplemental
instruction such as an individual tour of the relevant areas of the case room, directions
about where to change and what to wear, detailed instructions on what to expect during the
course of surgery, and how to behave in the case room during surgery. In addition, she
reviewed with the student the knowledge and skills required to complete the assessment
and care of her patient. How the instructor decided on the activities for each student and

the amount of preparation required, was determined by her knowledge of the student.

My student has been moving from MAT1 to MAT2, plus trying to take
in the Nursery. She’s been out on her OR experience, she’s been in the
Case Room. She just can’t compile everything together.

Sara, L305
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Relationships between and among students and the instructor were built over time
and were, for the most part, initiated by the instructor and established at orientation. The
form and structure of the relationships were primarily determined by the instructor.
Activities used were termed “icebreakers” by one instructor, who noted their application to
personalizing the clinical experience for students. She felt the experience needed to be

personally meaningful in order for the students to learn.

I try to make the experience relate to something they already know. If

I can link it to something personal it is more meaningful and will

therefore be more likely remembered later. I try to show them how to

empathize, put themselves in their patients’ shoes.

Errin L643

The foundations for trust were set by the instructor. She told the students a little
about herself, her educational background, and her nursing experience. Instructors then
reflected on their philosophy about what they considered to be important for the rotation,

clearly specifying the demands of the course and outlining the clinical objectives.

I tell the students exactly what I expect. Honesty above all. Integrity.

Consideration for others. That means getting assignments in on time.

If there are problems I want to find out from the student, not a third

party. Perfection is not on the list of objectives.

(Errin) Field Note

Students were advised of the norms and expectations of their behaviour in a generic
sense in order to apply these criteria to all future ward relationships and communications.
Their clinical instructor assisted them at orientation by setting out general guidelines and,
during the clinical rotation, helped by reminding individual students of the expectations and
assisted them to adapt themselves to different situations and personnel.

Morale building was an important task for the instructor which began at orientation.
Instructors wanted the group to develop a cohesiveness that would give the students a
sense of belonging somewhere. Instructors felt that doing clinical in a large hospital, a
large college, and a large city was depersonalizing for the student. The work of the group,

they felt, could be best served if relationships within the group were harmonious. At
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orientation, the instructors initiated many activities which served to develop peer
relationships and foster group cohesiveness. Students were sent in pairs to conduct certain
caregiving activities, assigned to cover each other’s patients for breaks, and assigned to
coffee and lunch break together. As well, they rotated in pairs through the case room.
Other activities of the instructor related to student development of the values and
skills of the profession, not only as it is at present, but influencing the student to think of
changes and trends which may influence the future practice of nursing. Instructors
reported they believed that acquisition of basic knowledge is prerequisite to safe nursing
practice by students. The complexity of the subject matter has been noted. The instructors
dealt with the magnitude of facts and skills needed by the student by selecting the most
prominent and important skills and information and focusing on them during the orientation
period. They quizzed the students and provided review modules for the students to

complete.

We will certainly continue with the one day orientation. That is the
reality. Students have found it useful to have all that information,
because they need it at the beginning of the rotation. Regardless of
how boring it is, students need knowledge about obstetrics to function
in the area. We showed two long movies together and we plan to
change that order, to keep them more alert, and put the pleasant movie
at the very end. We will address the issue of safety in greater detail.
Safety aspects particular to newborns.

Peggy, L32

Psychomotor skills were rehearsed at orientation. For example, a postpartum
assessment was demonstrated, practised, and the first one was supervised at the bedside by
the clinical instructor. A baby bath was rehearsed using a doll and the hospital equipment,
a demonstration bath with a real infant was done by the instructor, who then supervised
each student individually as he or she bathed a baby. Other skills were similarly rehearsed
e.g., peri-care, breast care, breast feeding, and bottle feeding. Much patient teaching is
conducted on a maternity ward to prepare the new mother to care for her infant and herself

following discharge from hospital. Students used role play to rehearse these skills.



Anxiety relating to knowledge of the clinical specialty and the physical setting was
alleviated by rehearsal during the orientation period. By the process of clarifying and
simplifying the milieu for the students, instructors taught individual students to
circumscribe their immediate environments to minimize distractions and to distance
themselves from activities and people with whom they had no need to interact.

In order to foster the important relationships between staff nurses and students,
students were not given a patient assignment their first day on the ward. They were instead
assigned directly to a buddy nurse. By assisting the buddy with her work, the student was
able to discover the routines and temporal aspects of caring on this ward. As well, any
knowledge deficits became apparent and inherent or acquired abilities were recognized.

For the second year students, their buddy nurse, in consultation with the instructor and the
student, delegated the care of one of her patients to the student the second day, allowing the
student to put into practice the knowledge and skill he or she had managed to acquire
through the process of orientation.

The use of an archetypical exemplar relating to a major function performed by the
clinical inistructors illustrated how the instructor coped with the complexity of the
environment to foster student learning. Through orientation activities maiiy dimensions of
the environment were addressed, clarified, simplified, and rehearsed. In this way the
instructors met the challenge preser.ied by complexity and minimized the frustration to

themselves and to the students that poor coping strategies would inevitably entail.

5.1.2 Structure

Structure relates to the organization and regulation of participants in the clinical
setting (hospital) and the educational setting (college). The organizational framework,

managerial structure, lines of authority, the role of unions and associations, and the
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closeness of monitoring and supervision of work reflected the degree of structure placed on
positions and people within the milieu. Included in this theme were also the unwritten rules
and policies determined by history or tradition. Power is a pervasive force in this property.

The structure of the clinical learning environment can be described as either
informal or highly organized. Organization in this sense refers to the degree that individual
actions are externally controlled by contractual arrangements or collective agreements.
These structures are in place to protect the employment rights of participants and to clearly
delineate individual accountability and responsibility on the job.

The structure of the ward, the assignment of conference rooms, and the use of
private spaces are all out of the instructor’s span of control. She and her students are
guests in the hospital and as such must abide by the policies and procedures in place. The
size of the teaching hospitals and the location of the wards, locker rooms, and common
spaces, and the comfort of seating and furniture arrangements are all a part of the learning
environment with which the instructor and students must contend. Identification and
determination of the roles and responsibilities of people in the setting were often not clearly
articulated.

Structure is imposed on the student in terms of the responsibilities for reporting to
her buddy nurse, charting pertinent information, and performing caregiving activities. The
curriculum mandates the number of hours in the clinical area, the clinical learning
objectives. and the types of clinical situations in which the student is to be involved. In
addition, the nursing theoretical model which is used to organize course content is
specified. There are formal and highly organized rules and regulations (in some cases,
learning contracts) which are to be followed with respect to assignments, marking, and

evaluation.

Students have some choice as to what they want to do for marks. They
must do one nursing care plan, but beyond that they could choose to do a
teaching plan, a drug plan, they could present three-articles on
obstetrical setting, they could do something on legal ethics, they could



do a conference to the students, they could do some nursing research if

they wanted. They negotiate that in a contract. The activities take

place in the clinical area.

Sara, L826

Certain student clinical activities are monitored very closely, namely the
administration of medications. In this case, the degree of structure imposed is highly
formalized, and supervision is shared by staff nurses and instructor in the interests of
patient safety. The assignment of patients, the division of supervision, and the evaluation
of clinical performance and student learning are within the jurisdiction of the instructor.
Accountability for care is under the jurisdiction of the staff nurse assigned to the patient. In
this respect, a political partnership exists among instructor, student, and staff nurse.

The nature of collaboration between the student nurse and ward staff was dependent
upon the climate of the ward, the interest of the staff nurse, and the degree to which the
instructor had been able to promote a sense of commitment to the student on the part of the
staff nurse. In effect, staff cooperated with learning activities as long as they did not
interfere with their own caregiving responsibiiities. Some staff nurses more willingly put

up with inevitable work disruptions than others.

I would like the clinical instructor to tell me a little bit more about what
the students are capable of doing and a little bit more about the
structure of their day so that I can predict my work. I would like the
instructor to be a little more available to do more supervising. If the
staff are going to be taking over some of the teaching role, which is OK,
I think this is part and parcel of what we accept in a teaching hospital,
but there doesn’t seem to be a lot of information going back and forth. I
think it is pretty well nil and I don’t like it.

Michelle, L742

The climate and the willingness on the part of the staff to collaborate is a function of

the head nurse’s leadership and the value the hospital placed on education.

The head nurse is very central to setting the climate or the tone of the
unit, and I don’t think that I've ever seen it quite as evident as it is
here. I credit both the nurses in charge for the very positive attitude
and atmosphere that's been created. I think Lil is a very positive
person, particularly positive about the students, and friendly. That has
really made this a nice situation for us. The other head nurse is an
acting head nurses who took over the role just shortly after we came.
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She’s not as outgoing, but very efficient and helpful whenever we have

questions for her. So it has been a really good experience for the

students. The head nurse is tremendously important!

Errin, L637

Staucture had an effect on the economic dimension, but it was generally remote to
the experience at the ward level. Certainly the staffing patterns which reflected the
collective agreement had a bearing on learning. Relief staff, both on the ward and from the
college, often were not expert in the clinical specialty and were, as a result, poorly prepared
to give direction or information to the student.

The rules and regulations under which they must function caused the instructors to
view the property of structure as constraining, prohibiting their creativity. The extreme in
this case was termed liberating; fostering and supporting the creative use of the clinical field
for student learning purposes.

The process of patient selection and student assignment is a classic illustration
which characterizes the influence of structure on the management of the clinical learning
environment. Once the clinical instructors negotiated their work assignments, they
bargained with the other members of their teaching teams for a clinical assignment location
and terms of work. This process was conducted primarily on the basis of seniority, with
the least senior person getting the least desired placement. Sara was high on the seniority
list, Peggy and Errin were low. Sara had the most choice and control over her assignment.

Once she had accepted her work assignment the instructor was bound by
prearranged dates and shifts for clinical experiences. Students were randomly assigned to
her group by the nursing school administration with some consultation with instructors and
some deference to student preference (e.g., those who travelled together). Additionally,
students were rotated out of the assigned groups in order to have operating room and
community health experiences and the instructor had no say in what order the students were

assigned to these experiences.
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This process was highly organized and the instructor had very little power to
influence any changes or adaptations to the assignment system. Once she arrived at the
hospital, however, there was more room to manceuvre. Since, within the educational
institution, the organization could be characterized as tightly coupled, the freedom of the
loose coupling between the college and hospital proved advantageous for the instructor.
The constraint was lessened and she was more free to pursue her teaching activities. The
constraints at this time related more to the policies and procedures of the nursing division
and the obstetrical programme. In order to work within the milieu, the instructors needed
to apprise themselves of the rules and regulation that bound their practice. The clarified the

constraints and attempted to adapt them to the level of student.

I asked questions at orientation about the relationship of who is
responsible for whom. They said, “You should know that, being former
director of a nursing programme and having been a instructor here.” I
replied, “Now I am not an employee of the hospital and I'm not a
director. I'm a staff member from a community college. Am I
responsible? Tell me the rules about narcotic keys, about double
signatures for insulin. These are areas of concern to instructors.”

Sara, L511

Errin and I phoned the education department at the hospital this
September when chemstrips were taken off of the added skills list by
the College of Nurses. This skill will now be going under the regular
nursing acts. “Could our students do them? Will the policy now
change?” They had not yet discussed and decided that. Students are
not allowed to do them in first or second year. No rule for third. “But
they were being taught diabetes and it seems strange that the patients
are taught to do their own chemstrips and not the students!” Their
rationale was that it is not doing the procedure as much as it is reading
and interpreting the results. The student is responsible for the reading,
why couldn’t she do the whole procedure? No. She is not allowed.
And that was as far as we got.

Sara, L591

The instructors considered themselves to be peers with the head nurse. Both were
accountable for the overall performance of those under their management. Both set
standards and evaluated performance in their own fields. On one occasion, Peggy was

closely observing a borderline student while the head nurse was assessing a probationary
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employee. They negotiated their strategy together, allowing the staff nurse and student
nurse to nearly complete tasks before interrupting them with safety-related suggestions.

Once students were on the ward, the areas of jurisdiction became somewhat
blurred. As students learned how to nurse, they provided nursing service in terms of actual
care to patients. The instructor was accountable for learning, the head nurse was
accountable for the quality and delivery of nursing care to patients, and the staff nurse was
ultimately responsible for the care given since she had, in fact, delegated it to a student.

Instructors followed the very broad instructions for patient assignment to students
which stated that the assignment should be complete and communicated to the head nurse
before report. This was interpreted and implemented differently by all three instructors.

Adbvice, often as a matter of courtesy or to correct potential errors, was sought from
the head nurse. Again, this was implemented differently by the three instructors in the
study. Errin selected the patients and referred to the head nurse for approval. Peggy asked
the head nurse to nominate appropriate patients based on the course requirements. Sara
selected and assigned patients with little input from the head nurse except that which could
occur immediately prior to report.

Patients were assigned to individual students based on the needs of the student.
Although head nurses may have liked to see fewer students in one area, or more (or fewer)
students buddied with a particular nurse, they were able to say very little. Where they
could intervene was in questioning the instructor with respect to the propriety of a particular
patient being assigned to a student. Matters of care were in her domain. Matters of
instruction and learning were in the domain of the instructor. Much of the jurisdiction was
mutually negotiated and rarely conflictual. In fact, the relationship between the instructor
and the head nurse was relatively informal. That is, until or unless conflict arose.
Jurisdictional conflict was managed by clarifying perspectives and purposes and reaching
compromises with the head nurse. The instructors took a particularly accommodating

stance in these situations, since they perceived themselves as guests on the ward, at the



mercy of the hospital, and subject to invitation and approval by the head nurse.

In some cases the charge nurse introduced the students to their co-assigned staff
nurse at the morning report, in others the instructor took the initiative. These were not
merely small social courtesies, but essential when you consider the student and staff nurse
share responsibilities for the care of the patient.

Once the student was assigned to the patient, the relationship between the staff
nurse and the student was key to the successful consummation of the caring and leamning
acts in which the student was engaged. Several issues of power emerged during the course
of these activities. One related to the issue of name tags as identification was raised on
several occasions. Students wore their tags, respecting the dress code. Staff nurses on the
other hand, were identified on assignment sheets by first names (students were not on the
sheets at all) and many did not wear name tags. Students were quick to generalize “RNAs
don’t wear name tags.” While this was only partially true, it remained a problem. Since
the head nurse in question had not taken initiative to correct this situation after repeated
requests and reasoned arguments, the clinical instructor decided to take action herself, One
morning she had used adhesive tape and a marker to create an ID tag for a student who had
lost hers, then, using a humorous statement, she handed the material to a nurse and asked
her to do the same. The staff nurse complied, and from then on the situation began to
remedy itself.

A second issue relating to power and the regulations of the hospital is illustrated
below:

A student was asked by a staff member to discontinue the IV and there
was no doctor’s order. I said the student couldn’t do it under those
circumstances, so the staff nurse discontinued it and told the student to
document it on the chart. She then asked the staff member for her name
and title. The staff nurse then got a little upset but I said “The student
can’t put on the nurses’ notes that the IV was discontinued by a nurse
without naming you. If you are going to ask the student to do your
charting for you, she needs thai information.”

Sara, L80
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Because staff nurses were older and more experienced as nurses, they were in a
position of greater power than the student. In addition, since the student was a guest in the
institution and was allowed to care for patients (and thereby learn) at the invitation of the
ward staff, the issue of power became a major sub-theme for the property.

Vertical communication “etween staff nurse and student was essentially one-way.
There was little reciprocity. Students were expected to give report to the staff nurse. Few
staff nurses went over their expectations at the beginning of the shift. Students were
expected to report to the staff nurse when they went off the ward. In contrast, staff rarely
informed students of their comings and goings even though students were expected to
cover their patients in their absence.

The clinical instructor made it clear that student evaluation was in her domain, but
she sought input from staff nurses. How and if she used that input was at her discretion.

In the area of teaching and evaluating, the instructor had the power.

There are certain mandatory behaviours, once they are met
satisfactorily and the student is not unsafe in any way, he or she will
pass.

Peggy, L1420

The primary decision of pass-fail was related to patient safety, an aspect of the
caregiving activity.

Q: You speak frequently about students being unsafe as grounds for
failure. Can you give me some examples of what unsafe means to you?

A: Unsafe would be perhaps not putting a side rail up, for instance on a
weak or confused patient. If you're with children, say a two-year old,
putting him in his crib and forgetting to put the side up. In the nursery,
unsafe to me is leaving a baby unattended on a surface where the baby
could fall and have injury, brain damage. Even taking a rectal
temperature, even though it sounds like a very simple procedure,
students can be unsafe. They can cause damage if they don’t have a
secure hold of the baby and the thermometer. They can be unsafe with
sterile technique as far as asepsis in general; not washing their hands,
not wearing their lab coat over their uniform to go off the ward. One
incident alone would not be enough to fail a student; there would have
to be many things. I consider students unsafe if they don’t do the things
that have to be done prior to giving the medication. If they didn’t check




the patient’s bracelet, especially. I have seen errors committed where
wrong drugs were given, or drugs have been given to wrong patients. If
students don’t follow the rules of proper medication administration,

then it is definitely unsafe practice.

Peggy, L1510

The role of the clinical instructor was to understand the structures imposed upon her
practice and the practice of her students from the points of view of the two organizations
and the provincial Standards of Practice for nurses, and to make decisions regarding
teaching practices and leamning activities within these constraints. The strategies used were
clarification and adaptation.

Some of the procedures and policies forced her into a highly organized system,
others allowed flexibility and were informal in nature.

During orientation the instructor learned the policies and procedures relating to
nursing practice in the hospital. She clarified her roles and responsibilities with her peer,
the head nurse, and negotiated an order to her instructional activities that respected student
learning as well as patient care. Power was a recurring sub-theme in the archetypical

situation described (ward assignments) to elucidate the property of structure.
5.1.3 Stability

The clinical learning environment has been characterized in the literature as
dynamic. Dynamic, according to the Oxford dictionary, is defined as relating to energy or
forces in motion, relating to or tending toward change, energetic, vigorous, forceful. In
many cases, the antonym of dynamic is static, but I have chosen the term stable to indicate
the opposite pole of the property.

In this investigation, I have defined the property of stability as the degree of change
that is present within the two organizations, and how firmly established the work practices,

roles, and relationships are.
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Physically, the settings were undergoing little change. At one site, construction
was taking place elsewhere in the hospital which caused some disruption in parking and
access roads into the hospital, but had very little impact upon the students or instructors.

The patient acuity level and staff rotations were relatively predictable. All patients
in the study were on the obstetrical service, so the nursing knowledge and skills were
readily anticipated. While the group of nurses at the hospital changed weekly, sometimes
daily, the practices and expectations of performance were relatively constant.

The curriculum was firmly established and the faculty were well versed in its
application. The assignments were similar for all students, and the marking scheme was
communicated in advance.

The staff and student groups and the patient population were characterized by
different language abilities and different cultural and religious backgrounds, but were for
the most part relatively homogeneous and stable. There were no major immigration
patterns that changed the character of the milieu, such as that which happened "vhen several
thousand “boat people” were welcomed into the city.

Politically, however, major changes were being experienced. At West City
combined care had been implemented and policies and procedures were being written and
implemented on a daily basis. Communication of these policies didn’t always proceed as
quickly, so miscommunication was not uncommon. In addition, the hospital was moving
to all-RN staffing and phasing out RNA staff. The RNA staff had a long history and
tradition on MAT2 and there were many strong emotions surrounding this change.

At East General, combined care was in its early planning stages and staff from the
various areas were being rotated in an endeavour to update their skills and practice. This
made the political dimension of the clinical learning environment relatively unstable
(certainly not static) and very dynamic in nature.

Economically, the funding for both the hospital and the college were stable, with

enrolment quotas being reached at the college, and no programme cuts at the hospital.
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While many of the students had work commitments, they held regular jobs, with
predictable hours, which provided a relatively steady income.

The clinical learning environment can be characterized as dynamic or stable,
depending on the changes which impact on it. The clinical instructor must be aware of the
programme and personnel plans so that she can adapt her functions and activities, such as
her personal orientation activities and teaching plans. Teachers viewed the organizational
changes as sometimes confusing and conflict-ridden as players sorted out their respective
roles and functions. For the most part, however, they viewed change as positive,
presenting possibilities that they could use to the advantage of students. The role of the

instructor during the process of change was to manipulate it for the benefit of the student.

Because their staff is undergoing this change, it actually makes it easier
for us, I think. It is actually enhancing learning, I feel, because the staff
who have been on the floor for x number of years, now have to look
after the babies too. They have had to stop and think about baby care.
The change is obviously threatening at first. They now appreciate the
students more, understand their feelings, they see the students go back
and forth frem nursery to floor and now they know how hard it is.
Peggy, L1450

A pervasive issue relating to stability was related as much to the student group itself
as to the hospital organization and ward setting. There was a lack of stability within the
student group, and a number of changes impacted on it. At the time of admission, students

with a wide variety of academic backgrounds are admitted to the nursing programme.

If applicants meet the admission requirements, selection only comes
into play if we have an over-abundance of applications. I'm not sure
that we do. I understand last year that we took everyone on that list,
which of course means they're letting in applicants who are borderline
academically, to start with. Some of these applicants are not strong
academically. If applicants meet the criteria, then they can get into the
programme if there’s a spot available.

Errin, L164

Age differences, as well as academic differences, were a factor considered by

instructors.
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We are getting students from all different levels. When you get someone
who is just out of high school and still in their adolescence and then you
get another one who is a mother with three kids, and you get someone
who has a university degree, you have to treat them differently on the
ward.

Sara, L2290

Students were placed in hospitals for their clinical experiences, and complained of

the lack of stability in their clinical assignments. Teachers recognised this as one of several

changes with which the student had to deal.

This has come up more than once in my conversations with students.
They never get to know one hospital. They are moved around so much.
They could, with 4 rotations in the period of a year, be in 4 different
hospitals. With 4 different groups of students, and four different
instructors. And they often wouldn’t have any of these teachers for
classes or labs. This is disruptive for students.

Sara, L1889

Once students were assigned to wards, the only people they saw on a regular basis

were their instructor, the head nurse, and the ward clerk. Staff changed weekly, even

daily.

I have had at least, oh gosh, seven or eight different buddy nurses from
the time that we’ve been here (5 weeks). And some weeks when we're
here for three days, I ended up having one buddy nurse for the two days
and then Wednesday I had a different one.

U.0,, L203

In addition, staff had different roles and responsibilities. If a student was co-

assigned with an RNA, an RN would also be involved in patient care because there were

procedures the RNA was not allowed to perform; for example, medications, treatments,

intravenous therapy, and patient teaching. Not all wards had RNA staff, causing further

confusion among students. As well, the use of relief staff who were not familiar with the

wards caused a lack of stability in the setting. The shift changes and the varied staffing

patterns were another source of instability. The difficu!ty noted earlier (Chapter 3) in

relationship formation between students and their staff nurses is more understandable when

their lack of time together is taken into account.



Ward staff noted that the number of groups and the different levels of students
rotating through the obstetrical service made it difficult for them to understand what nursing
skills the students were able to do on the ward and assess what sort of assistance they
would need from staff. Instructors used different techniques to inform staff, the most
common being writing student information (e.g., first year students, no meds) in red at the
top of the assignment sheet. Head nurses, recognizing the difficulties for both students and
staff, clarified at report what the students were doing. As well, they coached relief staff
regarding their role with students.

We've had a couple of new gals on the ward recently. I don’t know how

they handle students so it is something I draw to their attention.

Lil, LS05

Instructors viewed the changes taking place on the wards as either possibilities for
student learning or sources of confusion and conflict. The presence of a researcher and the
students’ involvement in the research project was seized as a possibility from which the
students could learn. Sara used my presence to inform students about the role of research
in the development of nursing knowledge and linked it to a completed nursery research
project. She invited the principal investigator of this nursery research project to speak to
the students, pointed out the different ways in which research could be conducted, and
indicated how the results of research could be implemented in practice. While my research
project was a change in their usual clinical experiences, my constant presence became a
stabilizing factor in their clinical lives.

Staffing problems and the changing methods of care delivery were sources of
confusion and conflict. Communication was the key method used by instructors to deal
with instability and change in the clinical learning environment. They identified factors that
were leading to confusion or conflict, and negotiated new ways of looking at or doing
things. In this way, change and stability were seen to be in a state of dynamic tension,

with changes in the ward setting affecting the instructors and the student group and vice
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versa. St2ff accommodated as best they could to the exigencies of student presence, and
instructors took ward characteristics into consideration as they determined their teaching

strategies. Instructors seized change as a chance to expedite student learning.

5.1.4 Opportunity

Opportunity refers to the degree of control the instructor has, or how directly she
can impact the environment to resolve issues, influence the milieu, and take advantage of
situations for student learning. When the number of intermediaries who are necessary for
action increases, her effect is diminished. Opportunity is linked to organizational climate
and relates to shared responsibility, rules orientation, and individual initiative.

From the complex and dynamic clinical environment came opportunities for
learning and problems to be addressed. Structures mandated how the instructors acted in
certain situations, but in others they had the opportunity to innovate. How she reacted to
the environment in any given situation depended upon her personality, career experience,
educational specialization, the demands and requirements of the instructional role, and the
immediate task at hand. Her influence of the environment was viewed as either
autonomous or indirect.

The instructors viewed all caregiving situations within the clinical setting as
potential opportunities for student learning. Opportunity was viewed as either confining
their activities or allowing a transformation of clinical situations from a work situation to a
learning situation. The transformation (or confinement) was an outcome of the influence an
instructor was able to exert. The instructor wished to have an autonomous, direct, and
reasonably immediate effect in order to take advantage of situations which presented
themselves and to capitalize on events thus enabling student participation and learning.

In order to acdress the personal learning needs of the students and ensure an

assignment that challenged student abilities but rendered them safe to provide the necessary
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patient care, the instructors prepared the student clinical assignments carefully. They
requested information, as required, from head nurses and staff nurses about patient
condition and needs, but the decision respecting to which student any patient was assigned
was in her domain alone. The instructor was not able to determine staff assignments to
ensure a student was either coassigned with a particular staff member or not. Staff
assignment was the responsibility of the head nurse.

The strategies employed and the discretion allowed ©  accommodate individual
learning needs and styles of students was a reflection of the amount of teaching experience
the instructor had. Academic preparation in the field of education as well as in the nursing
profession promoted understanding of psychopedagogy and provided rationales for
teaching decisions.

To what extent the instructor could directly impact the environment without going
through several chains of command depended upon the level of decentralization of control
within the setting. If the determination of access to space was controlled at the ward level,
the instructor had a reasonably direct effect (e.g., ward teaching office). When control of
access to physical space was held in a central office, she had to compete with other
programmes and people to acquire what she needed (e.g., large conference room).
Jurisdictionally, the decision rested quite distant from the individual instructor and it
became difficult to gain priority over larger higher profile groups. While this may have
been viewed as a constraining factor on their teaching, instructors, by booking rooms well
in advance, avoided the problem.

The instructor monitored relationships and communication patterns between staff
nurses and students. She anticipated what events might occur and intervened to mediate
student entry and participation. She discussed issues and methods of social interaction
with her students, fostering alternative explanations for behaviours, and empowering them

to act independently to adapt their actions to changing situations.
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Morale-building was a task the instructors took seriously. They noted “passages”
like birthdays and celebrations and encouraged the students to do likewise. For example,
one instructor brought chocolate bunnies to clinical during the Easter season. Another time
students brought cards to a colleague who was celebrating a birthday and little baby gifts to
one who had just announced her pregnancy.

The formation of cliaues was a phenomenon of the social setting. The way in
which the instructors acted with divergent groups was an illustration of the impact they
were able to demonstrate. When an instructor managed the group as if it were a forum for
presentation and discussion of alternative viewpoints, she increased the ability of her
students to deal with nonconformist values.

One student had dyed her hair a rather odd colour, and the instructor dealt with it in

the following manner:

I am not too concerned about her hair as long as it is neat and clean and
tidy. I know it is certainly not traditional, but there is nothing in the
dress code about hair style or colour. Green hair, I might have trouble
with! If I were taking her to a different clinical area, I am thinking of
the floor I'm assigned to next term, I would have told her that on this
particular floor you can expect certain reactions because of your hair
colour. I would advise her to tone it down a little bit unless she was
prepared to deal with it. It doesn’t upset me because it’s just a colour.
But I would give her a few clues, from my experience with that floor,
how they would react to her. I would tell her that she will stand out and
they might make fun of her or expect different things from her because
of your hair. It would be her choice how to deal with it.

Peggy, L634

She had the power to alter the group through direct action but by using
nonjudgmental responses, the instructors helped students within the clique feel validated,
heard, and not personally rejected and those outside the group to develop awareness of
divergent opinions and perceptions. By modelling behaviours, she used a parallel process
whereby students learned how to effectively manage divergent opinions and behaviours in

their own lives without feeling personally threatened or angry.



On the other hand, when a student showed up in lace-patterned white stockings and
scuffed loafers, Peggy reminded her of the dress code and told her to wear proper attire
when she returned. In this case, her effect was direct and immediatc.

Social norms and expectations were communicated directly and indirectly to
students and instructors alike. A student who deviated from expectations suffered
consequences such as embarrassment in front of staff and peers. For example, lapses in
charting are often on the report tape so that they are communicated to the head nurse and
instructor a very public way for a student to find out she had neglected to chart something.

The clinical instructors had little direct effect on the course or clinical objectives. If
there were experiences they were unable to provide because of the nature of the clinical
setting, they informed the leader of their respective teaching teams and noted on the student
evaluation form that there was no opportunity for the student to carry out the particular
skill. Any more direct effect the instructor would like to exert on curriculum would
necessitate her participation on the college curriculum committee.

Instructors, while constrained by the curriculum, were very isolated from the
teaching team leaders. Very innovative ways were found by clinical instructors to interpret
the assignments to suit their style and student needs. Statements like “What they don’t
know can’t hurt” and “I tried to get the team to accept this method and they weren’t
interested. Said it was more work. Itisn’t. It’s less work. SoI justdo it. If they find

out I’ll say I'm sorry.”

I like the clinical area from the point of view that I can do whatever I
like. Nobody really asks me what I'm doing or why. They know that
I've got my credentials and they understand that what I do is for the
students.

Sara, L727

Organizational issues were difficult for the instructor to impact directly because of

the nature of the corporate culture.

No one has asked me for any feedback, as far as the administrative end
of things, from the hospital or the college, about things that have been of
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concern to me. Teachers are really just turned loose out there. No news

is good news, I guess that is how they see it. There is very little

administrative input.

Errin, L1324

There were few opportunities for instructors to exert a direct impact on the
economics of the college or hospital. They knew, however, if and where there were
supplies hidden or stock hoarded for future use. They used this information to ensure
students received the supplies necessary for quality care.

Instructors used clinical problems as opportunities to confer and consult with other
professionals such as dieticians, social workers, and other nurses (community health
nurses, nurse researchers, and neonatal intensive care nurses). These activities enriched
the learning experiences for students. Occasionally there were conferences or seminars
held at the hospital, and the instructors would excuse their students to attend all or part of
the sessions.

Politically, the instructor needed to be very astute in knowing the rules and
regulations and in being aware of possible loopholes and contradictory precedents. Much
information to facilitate this activity was assembled in the informal intelligence-gathering
that went on among her network at the hospital and college. Creativity was a gamble. In
taking any action which did not accede to the power and governance structures of either
institution, there were acknowledged risks. Instructors spent a good deal of time at what
they called “public relations” to minimize the risk. They termed such activities as “back

scratching™: I scratch their back and they scratch mine.

The other thing I always set up was that my students will do some,
what I call scut work. But if there are some beds to be made, or
someone wants a glass of juice, or the grad needs someone to help move
or turn, I' ll say “Just grab one of my students and they’ll help you.” Or
if we need to stay on an extra half hour because the ward is really busy,
we will. Or we’ll take patients just coming from the case room. I find
that that has paid off. I think that if you don’t have good PR on a ward
it really reflects on your students.”

Sara, L360




Much of this political activity took place at the ward level. Head nurses were active
allies, feeling that the upper administration of both the hospital and the college sat in an
ivory tower and did not understand the real world.

The ward environment offerred many clinical situations that could be used as
learning situations for students. As students were assigned to patients for the purposes of
learning, they also gave nursing care.

Sometimes locating opportunities for students was as simple as asking.

If I hear in the morning that ¢ nurse is going down to a room to do
something interesting, I' ll say “Do you mind if my student comes along

with you?” They are usually happy to have a student along.
Sara, L443

On other occasions, a great deal of intuition and negotiation is required to take

advantage of unusual opportunities. One such example follows:

The ward had quite a few psychiatric patients, one in particular that
they [physician, nurses, social worker] were afraid of injuring the baby.
They thought Psychiatry should be responsible and that the mother
should be down on the psychiatric ward. Finally, after the mother had a
violent outburst, the mother was transferred. The problem which then
arose was how to do the baby care and who was to supervise it.
Everyone agreed the mother needed to be taught and encouraged to care
for the infant, but the time it would take for a nurse from maternity to
80 to psychiatry to do this, was unreasonable. The maternity people
thought the psychiatric nurse should be in there watching how the
mother was reacting to feeding the baby and everything. There still
remained a threat of potential injury to the baby. I listened to all this
and thought I had an ideal solution. I had a really excellent student in
my group and I said to the head nurse “She (the student) is going to be
here for 3 days, I would like 1o assign her to this patient? She has met
her objectives here, she is a mature woman, a mother herself; she has
done an excellent home visit, and she’s very interested in psychiatric
nursing.”

Sara, L890

The clinical instructor needed to be aware of the situations as they were happening,
the decisions tasks to be carried out, and the abilities of her students so she could take
immediate and direct action to take advantage of situations as learning opportunities for her

students.
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Because students were moving between areas, the instructors encouraged students

to act as liaison whenever possible.

There is very little interaction between the ward and intensive care
nursery. I really think those nurses should be out in the morning and
telling those mothers how their babies are, and talking to the floor
nurses. Often the floor nurse will not know how that baby is, and the
mother might lie in bed all day, particularly if she’s first day post-
section. No one has really talked to her and the doctor doesn’t come in
until 3 or 4. I can’t do anything about the staff, but I can send my
student down to find out about the baby and report back to the mom
regularly. I encourage them to do that.

Sara, L836
Certain ward practices, however, must be changed, and the instructor worked

indirectly through the head nurse.

In the 3 years I've been there I have gone to the kead nurse twice. We
had a problem with narcotics being left out on the trays on evening
shift. Of course it was improper, not only for the students, so I had to
mention it to the head nurse. You can’t ignore certain things when you
are teaching. Other things you can ignore.

Sara, L406

Sometimes, however, the role of the student as learner and as worker caused a
dilemma as the distinction between caregiving and learning activities was not always clear.
Instructors occasionally had to intervene directly to ensure the situation in which the student

was placed remained a learning situation.

I have to remind myself to go back to the nursery and make sure the
students are not just folding laundry; that they are actually doing
something to learn. I know it is quiet later on in the day, and they only
look after well babies that mustn’t be disrupted. You must let them
sleep. So I allow one student (or 2) to leave the unit for maybe an hour,
to go down to the library and do research. They all have a presentation
to do, a very brief one, but I want the work done at the hospita!.

Peggy, L315

I have a very set idea in that I think that the students are on the ward
to learn specific kinds of things and I don’t want other things interfering
with their reason for being there. We have a limited period of time in
which to achieve the goals that we have. I want them to have time to
read charts, to read the textbooks, to communicate with their patients.
I don’t want them getting too task-oriented or hung up on tasks that
they feel they’ve got to be helping the nurses out. There’s lots of time
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in the future to be more assistive. I guess I'm trying to protect the
students’ reason for being here and I don’t see bedmaking as a learning
activity at this point.

Errin, L1160

Instructors viewed the clinical setting as offering potential opportunities for students
to learn, and they managed to take advantage of as many situations as possible in order to
capitalize on linking student ability with a challenging assignment to facilitate learning.
They transformed what was essentially a clinical practice setting for the nurses intoa
clinical learning setting for students. They accomplished this by influencing people,

situations, and decisions, based on their own experience and knowledge.

5.2 Learning to Teach

Because the opportunity to transform the milieu to a learning environment was
linked with the instructors knowledge and experience, I decided to probe how these
instructors had prepared themselves to assume their role as managers of the clinical learning
environment. I posed the following question to each instructor that took part in the study:
How did you learn to teach in the clinical area?

Once they had a job in nursing education, the clinical instructors learned by doing.

I thought I' d like a job teaching nurses. The place where they taught
paediatrics was just @ short distance from where I lived, so I walked up
the hill to see if there was a job. I got a job, and I learned on the job,
by doing. I didn’t know anything about education and teaching. I had
no courses on teaching. Other than patient teacning, I had no

experience.
Nathalie, L702

I learned to teach in the clinical area by trial and error. Lots of errors,
and many trials and tribulations! I read any clinical teaching books that
are available, any books that I could get my hands on. I talked to other
teachers and found out what they liked to do. I also asked students how
they learned. I have asked the ward staff for feedback, too, because
they see a variety of teachers and maybe they have different methods.
I’ve tried various approaches and over time sort of developed a pattern
of teaching.

Sara, L2189
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There was no real way to learn to be a clinical instructor when I started.
I read some things. There was the odd book that had something about
clinical teaching. The odd article. I just got thrown into it, in the deep
end, and I sank or swam and so did the students. I think most of us
swam!

Errin, L1437

I had done some teaching, but not in a clinical area. In community
health, where I had worked, there is a teaching role. I had a university
student do some clinical with me, so I had a little bit of contact with a
student that way, but really not very much teaching experience.

Errin, L1442

Teachers relied on their own knowledge and experience to guide them in their role.

I knew the nursing theory that students had to learn and in clinical, I
showed them, demonstrated and they return demonstrated. I gave them
principles for skills as we went along. Some of it I taught by role
modelling. I interacted with the patient and observed the siudent. I
interacted with staff to maintain good interpersonal relationships and [
Jjust assumed students picked it up from role modelling. I didn’t go
through lengthy explanations, “I did this because....”

Nathalie, L725

I’'ve just based my teaching on my experience as a nurse. I've been in
many new situations and knowing how I felt, what was helpful to me,
how I learned best, is what I then try to apply to my students.

Peggy, L1785

I think I have learned more from staff nurses teaching me. IfI go to a
new clinical area I go in for an orientation and I'm usually buddied with
a staff nurse. She shows me how the ward operates and I learn what to
tell my students when we go there.

Peggy, L1930
The instructors had encountered “good” and “poor” teachers in their student

careers.

It is very hard to be a teacher, a good teacher. Very hard. I've rarely
come across a good teacher. When I was a student or when I was a
nurse on the ward where students were assigned. I've learned from
negative examples. I try to avoid those kinds of behaviours.

Peggy, L1872

Personal experiences from their student days had a profound effect on present

practice.

I had an instructor that in second year; she was an older lady, an army



nurse. She was very nasty to me one day in the clinical area. I had
come in early to get information. from the chart for my nursing care plan.
I had come in before day shift. When I got on the floor she was there,
so I immediately went to get the information from the kardex. She left
the nursing station and walked down the corridor. She noticed that the
patient she was assigning to me that day needed to have a diaper
change. The day staff were starting to arrive, and the interns were there
early. Remember how inadequate you feel as a student nurse? I was
very mildly trying to get this information and trying to make myself look
as insignificant as possible. The instructor came into the nursing
station and, at the top of her lungs it seemed to me, she said “What are
you doing here? Don’t you know your patient needs to be changed?” It
was at least half an hour before the shift started. Report wasn’t given.
I was so embarrassed. I wanted to say “But I'm not on duty yet!” but
I thought she knew that. I just dropped what I was doing and went
down and changed the patient. I was really upset, tears were streaming
down my face and I had go past the nursing station into the bathroom. I
was so embarrassed because I was so emotional. I stayed in the
washroom until I thought I looked OK again and then I came out. But I
vowed if I ever became a nurse instructor I would never ever embarrass
a student in front of others.

Nathalie, L745

Another instructor also stands our in my mind. I had worked on a
nursing care plan very very hard. I remember staying up late and trying
to do a really good job. It was very early in the critical care rotation.
She corrected it and then she told me that I had done such a good job
that I didn’t have to do any more care plans. I think that gave me
some insight into the importance of positive reinforcement and when a
student does a really good job to tell them, and offer them some kind of

reward for it. Recognition.
Nathalie, L781

Many instructors taught on the basis of mimicry without any undergirding rationale
or theory. They sought to reincarnate the good teacher and avoid the behaviours of the
poor one. By using common sense as a guide and their own feelings as barometers, the

instructors selected ways of interacting with students.

Even if the information that I have to relate to the student is
unpleasant I can’t say it in a nasty tone. I'll try to minimize it and find
something positive to explain the behaviour and you know so it won’t
come as too bad a blow to the student. I say to mysclf, if this were me
how would I like to be told that I'm not making the grade. That's the
way I try to tell the student.

Nathalie, L796

You have to be positive in your feedback and in your criticism. They
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might not see it as such at the time because it’s hard to be ciiticized,
even in a positive way, to be told that what you are doing is not good
enough and still feel positive about yourself.

Peggy, L1792

I don’t always have to be nice. I don’t feel threatened as a teacher now
if students don’t like me. That's not the issue. I try to be a good
teacher.

Peggy, L1795
Working with nurses who had been students in tae past kept their interactions with

students in some sort of perspective.

I had been here at the college as a part time instructor and then went
back to the hospital as a nurse. Many of those former students were
now my cohorts as nurses. I feel that influenced me. I remember that I
might be working with some of the students some day when they are
nurses. I'm not out to belittle or to say you’re stupid or whatever,
because I might be working with them in the future.

Peggy, L1804

Sometimes a colleague or supervisor acted as a mentor to the clinical instructor.

When I first started teaching, it was the support of my peers really, and
my supervisor, that helped me. There was one colleague also assigned
to this hospital and every day after clinical we would sit down in our
office, which was in the hospital, and we would probably talk for about
two hours. We would talk about what I did and what I should have
done, what other things I could have done, that kind of thing. She is the
one who helped me. She had a few years of teaching experience. The
biggest thing was that we were geographically separate from the rest of
the college. We were three teachers, fifty miles from the college. We
were our own little group and both of the other instructors had teaching
experience. One had been teaching for quite a while but she had a lot of
family commitments so she didn’t often have time to stay after clinical.
The other instructor was single and she gave hours and hours to my
queries every day after clinical. And our supervisor made a habit of
coming to the clinical area once a week . She would meet with the
administrator at the hospital, the director of nursing. or a supervisor.
She’d roam around on the wards and chat with the students. She'd
come to conference and she'd have lunch with us. She’d tell us about
students having course trouble and that we should be watching for
problems. She knew the students better than we did, of course,
especially at the beginning because she’d have evaluations passed to
her from previous teachers. She was most helpful. I was really lucky
that I had those people that were so supportive. I could never have
made it without that.

Errin, L1437




As the data respecting teacher preparation was scrutinized, the lack of a pedagogical

basis for the professional preparation of nurse educators was striking.
5.3 Summary

The question of how clinical instructors lived within the clinical milieu and in what
ways they managed the clinical learning environment to enable students to learn has been
the focus of this chapter. The primary interest of thc instructor was the student.
Instructors viewed the environment in relation to student learning. They wanted to be able
to intervene directly without their actions or decisions being mediated, compromised, or
thwarted by others. They viewed each clinical situation as a potential learning opportunity
for their students, and worked to alter conditions where student learning could have been
hindered. Instructors acted to integrate college curricular requirements and clinical
experiences, creating circumstances from which students could learn what they needed at
any point in time to prepare themselves for their future roles and responsibilities in the
nursing profession.

The activities of the clinical instructor as she attempted to manage the milieu in the
interests of her students could best be interpreted by ascribing four properties to the clinical
learning environment: complexity, structure, stability, and opportunity. Because of its
multidimensional nature, the clinical learning environment was inherently complex.
Clinical instructors monitored the nature of this complexity and acted to simplify when
students required simplification, to rehearse important skills, or to clarify when students
indicated they were ready to cope with the challenges posed by the complexities in the
milieu. Contractual arrangements and collective agreements imposed structure on the
clinical learning environment which in turn defined respective roles and responsibilities and
determined the rules and regulations by which clinical practice was constrained. By

understariding the parameters within which she could act, the instructor adapted to the
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milieu. Any change impinging upon the clinical setting was viewed by instructors as
presenting possitiiities that the instructor could manipulate in the interests of her student.
Power was a recurring issue when the data were analysed. The clinical instructor’s
experience, personality, and understanding of pedagogical principles determined to what
extent she was able to take advantage of opportunities that presented themselves.
Opportunity referred to how directly and autonomously the instructor was able to influence
the environment to capitalize on situations to enhance student learning. Although the
opportunity to transform the milieu to a learning environment was linked with the
instructors knowledge and experience, the data revealed the lack of a pedagogical basis for
the professional preparation of nurse educators.

In the next chapter the findings of this study are linked to the literature on learning
environments, and the implications of these findings for nursing education are presented.

Recommendations for further investigation are suggested.



Chapter 6
Summary and Conclusions

The purpose of this research was to describe the clinical learning environment,
specifically how the clinical instructor in nursing education interacted with the environment.
Three activities were undertaken to repond to the question: (i) to describe what the clinical
instructor does and how these activities relate to student learning, (ii) to portray the clinical
learning environment, focusing on those aspects which link to student nurses’ experience,
and (iii) to examine the interaction between the clinical instructor and the milieu.

That an investigation of this nature is critical to the future of nursing education was

summed up by Chater (1982):

The place of clinical practice as a necessary component in education
programs preparing practitioners of nursing, is undisputed. However,
because of the complex nature of clinical practice and the long
established patterns of clinical practice, which in the main have not
been challenged, there is a need for careful scrutiny of how and under
what conditions clinical practice is provided.

In this study, a careful scrutiny was implemented. A rich description of teaching in
the clinical milieu was presented in answer to the first research question, followed by a
description of the clinical learning environment. This description provided an
understanding of the environmental dimensions which impinge upon teaching and learning
in the clinical setting in response to the second question. How the instructor managed the
environment to facilitate student learning was presented and addressed the third research
question, the interaction between the instructor and the clinical learning environment.

This investigation took place approximately two decades after Walberg (1968) and
Moos (1968) began their seminal independent research on learning environments.
Walberg’s work has resulted in the widely used Learning Environment Inventory. Moos,
beginning with social climate scales used in psychiatric institutions and correctional

facilities and extended to the school system (1974), has produced the well-known
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Classroom Environment Scale.

Two major literature reviews have been spawned by the Walberg and Moos
research (Chavez, 1984; Fraser, 1985). However, most of the contributions made by
inquiry into learning environments focuses on the school system and does not address the
post-secondary context or, more particular to this study, the education of professionals.

The review of the literature of nursing and other professions revealed a dearth of
studies drawn from actual clinical instructional practice. No investigation has been
systematically conducted into the clinical learning environment and how the instructor
interacts with it to foster positive student outcomes.

In order to understand nursing education as it is carried out in the context of the
clinical setting, a qualitative study was conducted to provide new information and insight
into clinical instruction. The purpose was to understand the factors of the clinical learning
environment that influenced and directed the clinical instructor as she taught students of
nursing. A systeruatic attempt was made to discover the knowledge the people involved in
clinical instruction have and are using to organize their behaviour.

In this investigation a qualitative methodology was used to collect data. Key
participants were invited to explain their experiences in their own words. These insights
were coupled with participant observation and document analysis to provide a rich source
of data.

Robertson (1982) supports continuous observation, to the extent of “shadowing”,
as a necessity when one seeks to record the work of a clinical instructor. She reasoned that
instructor and ward activities are numerous and the milieu is in a constant state of change.
A great deal of information can be obtained from many sources by the method of participant
observation. Robertson noted, however, that this research method takes considerable time
and energy.

Seven weeks were spent in the field observing and interacting with three clinical

instructors, their students, three head nurses, and the ward staff on three wards in two
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large, urban, university-affiliated teaching hospitals. Exclusive of a pilot study, 92 people
signed consents and participated in the study. Others in the environment who may have
had contact with the clinical instructors or the students (patients, visitors, physicians,
support staff) were not excluded from observation or conversation. Their remarks may
have been included only indirectly as data.

The major informants retained a strong commitment to the project throughout the
observation, analysis, and writing periods. They devoted time and attention to the
transcripts and emerging interpretations, cross checking events with their own records.
They made time for member checking exercises and the audit procedures. Student follow
up was more immediate because of the nature of their involvement and necessity for
timeliness due to graduation and imminent address changes.

While it was clearly advantageous to the investigation that the researcher was a
nurse, debriefing sessions with a non-nurse provided insights that guarded against the risk
of overlooking the familiar.

An inductive process was used to analyze the data. Because such analysis is
descriptive in nature it tends to disguise the interpretive activity engaged in by the
researcher as significant data were sorted, categorized, and reconstructed. A
microcomputer and data base software facilitated this process. A log was kept of
interpretive memos and an audit was conducted to ensure trustworthiness. Findings

respecting the three aspects of the research question were reported in three chapters.

6.1 Summary of Findings

Findings are reviewed by organizing them according to the central concepts of
teaching in the clinical setting, understanding, and managing the clinical learning
environment. Selected literature relevant to the research findings will be included in the

discussion.
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6.1.1 Teaching in the Clinical Setting

The instructors in the study taught with the belief that students had the ability to
learn the skills necessary to become nurses. Further, instructors expected that few, if any,
students would be unsuccessful in meeting the objectives. The instructor taught in the
clinical setting by carrying out five major functions: personal orientation activities,
preparacion of the nursing unit to receive students, preparation of students for their clinical
experiences on the unit, instructional activities (patient selection, communication, and
curriculum translation), and monitoring and evaluation exercises with respect to student
progress, personal teaching practice, and the environment.

Other authors have viewed the functions of the clinical instructor similarly. Clinical
teaching was portrayed as a difficult teaching challenge by Wood (1987), in a description
of the Canadian context of baccalaureate nursing education. She reported five areas of
instructor practice: contractual arrangements, teaching activities (assignments for students,
supervisions, and evaluation), ensuring standards of practice are maintained by the
students, maintenance of personal clinical competence, and maintenance of academic
credentials.

Beck, Youngblood, and Stritter (1988), in a study of the implementation of clinical
instruction for medical technology students, found that four components comprised the
functions of the clinical instructor; expectation-setting, designing learning activities,
providing feedback, and evaluating -.erformance. Students progressed through three
phases during their clinical rotation; exposure, acquisition, ard integration. These stages
were characterized by progressively less dependence upon the teacher.

By the process of orientation the instructors in the study familiarized themselves
with the wards, initiated constructive working relationships with ward staff, and planned
the student orientation programme. Student orientation assisted them to function with

maximum ease and safety in a new setting. The clinical instructor prepared the ward for
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students by interpreting the nursing programme to the ward staff, the head nurse in
particular. The instructor informed the staff about the sorts of experiences would be sought
for the students. The staff and the clinical instructors negotiated what sorts of procedures
they would put in place to deal with patient selection and student assignment. They
discussed their respective roles in terms of teaching, supervising, and evaluating students.
The clinical instructor also booked rooms, located locker space, and arranged parking and
library privileges prior to student arrival.

Smith (1977) supports orientation as a key function of the clinical instructor in a
health care agency, especially in programmes where faculty and students move to different
clinical settings for their practical experiences. Orientation helps the teacher and the
students adapt quickly to the new clinical setting.

Carr (1983) reported that the orientation process had pervasive effects on teacher
and student functioning within the clinical setting. The process established the freedom of
movement and access to otherwise privileged information. Instructors in her investigation
initiated preparation of the ward as a teaching-learning site to provide a structure for action,
to encourage a feeling of mutual comfort, and to establish communication and commitment.

Schweer and Gebbie (1978) charged the clinical instructor with the responsibility to
ensure free-flowing reciprocal communication and cooperative working arrangements with
all personnel involved in patient care. This was a focus of instructor practice, and proved
to be a formidable task.

In the present study, instructional activitizs were designed by the three instructors to
meet clearly specified objectives. The strategies and tactics employed were directed to
foster student learning and designed to promote mastery of clinical skills. Patients were
matched to student learning needs. Communication and relationships among instructor,
student, and ward staff were monitored and nurtured. The notion of partnership was
introduced; the instructor was viewed as a partner in learning with the student and a partner

in patient care with the staff nurse.



This notion was supported in the literature. Carr (1983) described partnership as
having three aspects of shared responsibility; staff and students were always co-assigned
for patient care, students carried out certain caregiving activities under the direct
supervision of the instructor, and the instructor, students, and staff nurses shared
themselves personally and professionally. Quinn (1980) took a narrower view of
partnership and did not include the caregiving activities. She viewed the partnership as
two-way, the teacher setting the objectives and helping the student attain them by guidance
and the provision of appropriate learning situations. The student’s sole responsibility in
this partnership was to learn.

Because the college had adopted a single nursing theory (model) around which the
curricalum had been organized, all student learning activities used the concepts and
vocabulary of this model. None of the wards included in the study had an espoused model;
nurses practised on the basis of concepts they had derived from their education and
experience. This discrepancy between the college and the hospital forced the clinical
instructor to spend time as translator of the curriculum. She clarified the milieu for the
students in terms of the model. She assisted them in the acquisition of synonymous
vocabulary so the staff nurses could comprehend what students were reporting.

Kinney (1985) determined that a process of verbal structuring used by teachers was
responsible for initiating and facilitating the overt oral consideration of theory related to
practice by students. The process functionally stressed relationships between theoretical
knowledge and clinical assignments. It could be suggested, then, that the instructors in this
study, through their reported techniques of quizzing and curriculum translation, were
verbally structuring the subject matter for students.

Much instructional activity was focused on monitoring student progress and the
developing relationships in the ward setting. Instructors also monitored the environment to
seek opportunities for student learning, to take advantage of new developments on the

ward, and to prevent problems from arising. As part of their monitoring activity,
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instructors reflected on their teaching practice. They reported this as a customary activity
that was intensified because of the nature of the research project.

Three major ethical dilemmas faced the instructors in the clinical area: patient
consent for teaching, maintenance of professional standards for nursing care, and time
spent by students in learning activities versus time spent caring for clients.

Four roles were enacted by the clinical instructors in the study: coach, consultant,
colleague, and counsellor. As coach, she instructed, directed, and demonstrated skills to
the student. She monitored progress, provided constructive feedback, and evaluated
achievement. As consultant, the instructor advised students of potential courses of action
derived from her knowledge and experience that could be used to interpret clinical data or
plan nursing interventions. Once the students became more experienced in the clinical
setting and advanced in their academic programme, the instructor was able to act as a
colleague, sharing responsibility for learning with the student. As a colleague with the staff
nurse, she also shared in the caregiving partnership. As well, the clinical instructor served
as a counsellor to assist students in dealing with personal matters. These roles evolved
over time and were focused on clinical learning needs.

Magill, Munning, and France (1986) found that educational relationships between
faculty and medical students could be didactic, supervisory, collaborative, or consultative.
Their definition of the didactic and supervisory roles contain many elements of the coach
role found in this investigation; information transfer, close direction, and careful feedback.
Their collaborative role relates to the colleague role, emphasizing shared responsibility for
decision-making and performance. The consultative role matches closely with the
consultant role in this study, focusing on teacher response to specific student requests for
information or assistance. An additional role, counsellor, was proposed in the present
study of nurse clinical instructors. This role focuses on personal needs of the learner.

The counsellor and colleague roles were reported by Pugh (1976) along with the
additional role of facilitator. Carr (1983) reported that the clinical instructor acted as a
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leader, information manager, consultant, facilitator, and supervisor.

6.1.2 Understanding the Clinical Learning Environment

As the data were analysed, it became apparent that the clinical learning environment
was multidimensional, a finding which supports Carr (1983). She reported three salient
qualities of the clinical milieu; multidimensionality, simultaneity, and relative uncertainty.
She conceived the milieu as a social setting exemplifying four dimensions; physical,
political, social, and emotional.

In the present research the clinical learning environment was conceived as
comprising seven dimensions: personal, physical, social, curricular, contextual, political
and economic. A model was proposed which illustrated the dimensions in light of their
association with the person experiencing the clinical learning environment (See Figure 4.1,
p. 123). No attempt was made to determine which dimensions of the clinical leaming
environment were most important. The intent of the study was to determine which
elements existed and to describe them. In any given clinical learning situation all
dimensions were more or less present and the teacher responded, based on the prominence
or salience of each dimension and its relevance to the teaching, learning, or nursing task at
hand.

Since all aspects of the environment are personally experienced, perceived, and
interpreted, the personal dimension was viewed as central to the model. The personal
dimension was affective and psychopedagogical in nature. As the student experienced the
clinical setting, he or she reacted emotionally to the milieu or the people within it, forming
attitudes that potentially enabled or prevented learning. Feelings such as emotional safety
were viewed as en~bling attitudes. Fear, anxiety, and stress were viewed as prohibiting.
Maslow (1968) and Knowles (1978) support the notion of fear as an inhibiting factor for

learning and a sense of safety and security as necessary conditions for learning.
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Raybould (1975) reported that for nursing students the intellect did not function
efficiently when it was distracted by anxiety. Anxiety and stress were evidenced by
physical symptoms as well as personality and behaviour changes.

Students were found to experience stress and anxiety as a result of clinical practice
(Karns & Schwab, 1982). Often they were in a totally new environment with no guarantee
for success. They feared mistakes and ridicule. Praise, encouragement, acceptance of their
feelings, and avoidance of criticism enabled students to view themselves more favourably.
This in turn reduced the stress of learning and was found to be related to improved critical
thinking on the part of the students in their investigation.

Rogers (1969) contends that in order for experiential learning to be meaningful, the
quality of personal involvement is key. The cognitive as well as the affective aspects of the
learner need to be considered. Since learning involves a change in perception of self,
Rogers asserts that it is inherently threatening. This threat is easier to manage when
external threats are minimal. If, as Quinn (1980) suggests, instructors are able to
empathize with the learner's feelings, respect the students as people, and respond to their
cues of distress, the learning outcomes can be rendered more meaningful to student nurses.

The immediate and direct experiencing of the physical and social dimensions
formed the second layer of perception, represented by the first concentric circle of the
model (Figure 4.1).

The physical dim :nsion was presented to the reader by describing the setting
through the senses, sensations (size, geography, atmosphere, and temperature), sights
(patients, personnel, colour, and equipment), smells (antiseptics, food, and cigarette
smoke), and sounds (ccnversation, paging system, telephone, and call bells). Both
hospitals and the three wards were described in detail. Geography was an issue with
which the instructor had to contend. The size and unfamiliarity of the institutions was
intimidating to the students. The setting was a *“peopled” environment; numerous people

worked, visited, or received care within the institution.

241



The clinical setting was viewed as a social setting; a group of people working
together and interacting with each other to meet common goals. The goals of the ward staff
were related to patient care, the goals of the instructor and student group were related to
learning. Since learning activities involved patient care activities, the goals were not
mutually exclusive.

Within the clinical setting ward staff, students, and instructor interacted,
communicated, and formed relationships. Behaviour of the people on the ward was
govemned by a set of norms and expectations that were implicitly or directly transmitted.
Social characteristics of the group were described in some detail and related to
demographics, degree of cooperation among people, the reputation of the school and the
ward, morale, and the presence of cliques. The social dimension was found to be a partial
determinant of the atmosphere or climate of the ward. Heidgerken (1965) states that since
human relationships help make up the social environment and play a vital role in learning
and instruction, it is the role of the teacher to maintain control of this environment.

Self concept develops through interpersonal relationships with significant others,
according to Griffiths and Bakanauskas (1983). Significant others for student nurses are
faculty, nurses, and peers. Self concept is key to successful clinical leaming and
development of professional role identification. Self concept relates to the feelings, values,
and beliefs individuals hold about themselves and which motivate their behaviour. The
self-concept is in a constant state of change in response to interactions with others.

The curricular and contextual dimensions were illustrated by the third concentric
circle in Figure 4.1; these dimensions were seen as pervasive, but less directly or
immediately experienced than the social and physical dimensions.

The curricular dimension included the subject matter, organizing framework
(nursing theoretical model), learning objectives, and the hidden curriculum relating to
professional socialization. Without the structure provided by the curriculum, there would

be little purpose or continuity in student learning.




Haukenes and Mundt (1983) suggest that clinical learning experiences be selected
on the basis of nursing as a profession, health care needs of the population, and the
educational environment. They characterize the environment as consisting of four
components; the curriculum model, the nature of the faculty, the nature of the community,
and the nature of the student. The model, they say, is the conceptual framework which
specifies the relationship between the nature of nursing, the meaning of health, the view of
the patient, and the environment. It provides direction for selection of learning experiences
for students, patient assessment, pertinent data collection, and the analysis and intervention
activities of the nursing process.

Ethnicity, language, and organizational culture constituted the contextual
dimension. The cultural mix and the predominant languages of the community are reflected
in the hospitals and the student group. The culture of the individual organizations and their
relationship with each other were discussed. The nursing department (both faculty and
students) remained somewhat separate from the college. Close interconnections were
reported within the college nursing department, however. The relationship between the
college and the hospital can be termed loosely-coupled (Weick, 1976). Each organization
was responsive to the needs of the other, but each preserved a distinct and separate identity
as well as a physical separation.

The political and economic dimensions were less immediate and had less direct
impact on the student as a learner or the instructor as a teacher. These dimensions were
illustrated by the final concentric circle of the model (Figure 4.1).

The political dimension contained the policies and procedures by which clinical
experiences were structured, and related to decisional jurisdiction and process. The
economic dimension referred to funding, costs of providing leaming experiences, and
student financial needs.

Smith (1988) asserts that the economical considerations of clinical practice are

largely invisible but points out the potential impact on the nursing educational system.
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Nursing programmes are concentrated primarily in urban areas, decreasing opportunities
for selection of clinical facilities within the finite amount of hospital space available. As
well, the increasing number and types of nursing programmes are competing for the use of
these crowded clinical facilities. Student numbers have increased to meet the demand for
nurses, and many students must travel long distances and bear the costly burden of
housing, transportation, and other living expenses. Smith reports that even though a
supportive climate generally exists between nursing service and eduation, the demand on
the system caused by the presence of several levels and types of students is straining the
relationship. Typically, hospitals receive little or no financial consideration in return for the
services they provide in support of clinical experiences for students. As funding for health
care becomes increasingly constrained, Smith predicts the diversion of funds and resources
to support student education will become increasingly difficult to justify.

In a specific clinical situation, more than one of the seven dimensions of the clinical
learning environment may be represented. Certain dimensions may be more prominent or
salient and will therefore receive the attention of the person experiencing the situation. Just
because priority is placed on the more immediate does not mean, however, that other

dimensions are ignored.

6.1.3 Managing the Clinical Learning Environment

The clinical learning environment, as perceived by the clinical instructors as they
attempted to manipulate it to enhance learning, was characterized by a set of four
properties. These properties were found to be complexity, structure, stability, and
opportunity. In their attempt to manage the environment, the instructors viewed the clinical
milieu in relation to their connection to the students and their learning nceds. They wanted
to be able to intervene directly in the clinical setting without their actions or decisions being

mediated, compromised, or inhibited by others. They viewed each clinical situation as a
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potential learning opportunity for their students and worked to alter conditions where
student learning might be hindered. Instructors acted to integrate college curricular
requirements with clinical experiences, creating circumstances from which students could
learn what was required to prepare themselves for their future roles and responsibilities as
nurses.

A model of the properties was presented in Figure 5.1 (p. 197). Each property is
described as if it were bipolar in nature. Complexity is presented as either simple or
complicated, structure as either highly organized or informal, stability as changing or
stable, and opportunity as autonomous or indirect.

The property of complexity referred to the number of differences, degree of variety,
and the range of activity relevant to the ward (delivery of care) and the school (delivery of
the rourse). Complexity was introduced into the clinical learning environment by the
unpredictable nature of the setting, the many distractions and interruptions, time demands,
and the number of people and situations involved in the clinical setting. The instructors
viewed the complexity of the clinical learning environment either as a challenge against
which they could pit their skill and wit or as a frustrating condition that prevented
achievement of clinical teaching goals. In fact, complexity was sought as students
advanced in their skill and knowledge. The main strategies used by instructors to manage
and cope with complexity were clarification, simplification, and rehearsal.

Heidgerken (1965) viewed the physical and social aspects of the clinical learning
environment as tremendously complex because of the vast web of interpersonal
relationships within the hospital and outside, the unique administrative nature of the
hospital due to its salaried employees (nurses, allied health and support staff) and private
practitioners (physicians). She asserted that in addition to acquiring nursing skills the
variety of people with different personalities, educational preparation, occupational interests
and goals, and a wide variety of patients (of different gender, age, race, education,

socioeconomic status, and health problems) with whom the student nurse must relate
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renders the complexity of the environment immediately apparent.

Structure as a property of the clinical learning environment related to the
organization and regulation of participants in the clinical setting (hospital) and the
educational setting (college). The nature of structure was characterized as either highly
organized or informal. The organizational framework, managerial structure, lines of
authority, the role of unions and associations, and the closeness of monitoring and
supervision of work reflected the degree of structure placed on positions and people within
the clinical setting. Included in this property were also the unwritten rules and policies
determined by history or tradition. Power was a pervasive force in structure. The rules
and regulations which governed their activities caused the instructors to view structure as
either conflicting or constraining creativity or as liberating. The clinical instructors sought
to undersiand and manage the structure imposed upon them by such strategies as
clarification and adaptation.

Heidgerken (1965) reported several problems arising in clinical settings such as
conflicts among the many different types of students using the hospital for clinical
experiences, conflicts between the ward staff and the instructor, requirements to perform
duties which are unrelated to patient care, inability to render adequate nursing care because
of time pressures, and poor communication among personnel. She noted that many of
these conflicts were human relation problems and therefore influenced the social climate on
the ward.

The primary goal of clinical experience, according to Ma (1984) was to apply
theory taught in class to the reality of the clinical setting. Conflict between head nurses and
faculty was found to create one situation which prevented this goal from being attained. In
a study of 32 faculty and 35 head nurses, 146 conflict incidents were reported. The two
most commonly perceived sources of conflict were roles and goals. The head nurses’
value systems were oriented toward bureaucratic values, while the value system of the

faculty was more professionally oriented. Factors producing conflict were related to
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educational preparation, working and teaching experience, age, school of graduation, and
the nature of clinical settings used for the experiences.

Stability was defined ar the degree of change that was present within the two
organizations, and how firmly established the work practices, roles, and relationships
were. Aspects of the the setting were seen as either stable or in a state of change.
Instructors viewed the instability of changes occurring on the wards as either possibilities
being generated for student learning or sources of confusion and conflict. Communication
was the key method used by instructors to deal with instability. Instructors used change as
a chance 10 expedite student learning, viewing all caregiving situations within the clinical
setting as potential opportunities for student learning.

Opportunity was viewed as either confining to instructor activity or as allowing the
transformation of clinical situations from a work situation to a learning situation.
Instructors accomplished this transformation by autonomously or indirectly influencing
people, situations, and decisions.

Hinchliff (1986) characterized ward learning as a set of opportunities and problems.
Opportunities cannot be left to chance, she asserted; she outlined several sources of
opportunity; the presence of skilled clinical st..¥, patients appropriate to the skills to be
learned, nursing procedures to be implemented, and the variety of teaching and learning
strategies available to the instructor. Problems such as conflict between education and
service demands, many interruptions, lack of time, lack of equipment, unpredictable bed
occupancy, patient acuity and staffing levels, and the geography of the ward were seen as
challenges for learning and adaptation. Whether or not students took advantage of
opportunities and whether they learned was more a function of the student than the teacher.
Motivation, interest, and anxiety had an effect on learning.

From the complex and dynamic clinical environment came opportunities for
learning and problems to be addressed. Structures mandated how the instructors acted in

certain situations; in others they had the opportunity to innovate. How the instructor




reacted to the environment in any given situation depended upon her personality, career
experience, educational specialization, the demands and requirements of the instructional
role, and the immediate task at hand. Her influence on the environment was viewed as
either autonomous or indirect.

As the data respecting teacher preparation were scrutinized, the lack of a
pedagogical basis for the professional preparation of nurse educators was striking.
Instructors learned to teach on the job by a process of trial and error. Most had personal
experience of excellent and poor teachers and sought to model themselves on the excellent
teacher and avoid the behaviours of the poor one. Their own knowledge, experience, and
common sense provided guidelines for their actions with students. The one instructor who

had a mentor considered herself fortunate.

6.2 !mplications of the Research

The study of learning environments is a relatively new field of investigation. Most
research conducted over the past two decades has relied heavily on outcome measures.
These measures, although indisputedly worthy, have not been able to provide a complete
picture of the educational process. In particular, the main focus has been on relationship,
affective, achievement, and system maintenance dimensions and has been correlative in
nature.

In this investigation the broad nature of an educational environment was described,
not attempting to attribute causality to any dimension. The personal, social, physical, and
contextual dimensions receive support from previous investigations on learning
environments (Fraser, 1986) however, the political and economic dimensions are, for the
most part, subsumed under political definitions by previous researchers. The area of
subject matter, the curricular dimension reported in this study, has received no mention in

the literature. In terms of professional education, this makes a significant contribution.
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The rich description of the activities three clinical instructors actually performed in
the clinical setting and their rationale for decisions made in order to fulfill their teaching
mandate has, up until the present, not been attempted. The lack of research of this type had
been noted by many investigators. Perhaps little research has been conducted because of
the need to obtain informed consent from all involved, not only the clinical instructor but
also the institutions involved, their students, staff nurses, and patients.

The quest to more fully understand the process of clinical teaching in nursing
education reveals a phenomenon exceedingly more complex than merely placing students in
the practice setting to experience real life clinical situations and integrate this experience
with the knowledge of nursing theory they have acquired in the classroom.

The results of this investigation highlight the importance of collaboration between
nurses in education and service settings and the need to develop mutual goals for the
education of new entrants to the profession.

Clinical instructors must begin to practice their craft with theoretical rationale for
their strategies. There is a need for more planned educational and experiential preparation
of clinical instructors. It is no longer sufficient to familiarize novice clinical instructors
with the simple rituals of teaching. They must be inducted into a professional specialty that
demands not only content mastery tut also psychopedagogical awareness and insight.
Research, such as this investigation, that seeks to understand the clinical setting and not
merely to provide prescriptions for action will be useful in assisting the professional
preparation and development of novice and expert nurse educators alike.

This study poses implications for other disciplines which engage in clinical practice.
The model of the clinical learning environment which has been proposed has potential for
application in other disciplines, especially those which, like nursing, utilize a health care
agency for practical experiences. Although the investigation was conducted in one

particular setting, the results are potentially transferable o other similar settings.



The research methodology has particular implications for nursing and nursing
education research. To discover knowledge embedded in experience, one needs to explore
and apply methods which are considered non-traditional. Qualitative methods have a great
deal to offer nurses at this stage in the development of knowledge about the clinical act and

the process of professional preparation.

6.3 Recommendations for Future Research

The findings of this inquiry provoke several areas for consideration as future topice
for investigation into the processes of clinical instruction in nursing education.

Clinical teaching is an individual enterprise. Clinical instructors prepare themselves
to teach by developing expertise and competence largely on their own. In addition, the act
of clinical instruction is primarily conducted on a one-to-one basis. As teachers think,
plan, make decisions, and act u: the clinical setting, certain educative environments are
created. These environments are intended to produce specific results in terms of student
achievement of the learning objectives. Further investigation of the proposed model to
reveal interactions among dimensions and the relative importance of each dimension to the
teacher and the student is required.

Investigation of practical curriculum theory which addresses interaction of the
teachers, students, subject matter, and milieu may serve as a fruitful undertaking for further
research development. If clinical teaching activities and clinical learning environments are
systematically studied in conjunction with research on nursing students and nursing theory,
propositions that can be tested and applied to improving the effectiveness of teaching and
the efficiency of learning can be developed. Nurse educators will then be able to move on
to meet the demands and challenges of the future with some creative suggestions for the

cost-effective use of precious clinical resources.



The model of the clinical learning environment proposed in this report needs to be
applied in a wider variety of settings and with a broader range of teaching programs
(baccalaureate, continuirg education, graduate studies) in order to determine its general
utility to the nursing education community.

Further qualitative research and analysis should be conducted to derive additional
insights into the decision models and teachii,g frameworks used by clinical instructors and
how the use of such models influences the clinical learning environment and student
outcomes.

This study is but a starting point in the examination of clinical instruction in nursing
education. I hope the questions raised will generate further research and eventually lead to
a theory of clinical instruction that will inform the craft, and improve the art of clinical

teaching.
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Appendix A
Coinisent Forms: Instructor

The Clinical Instr! ran rning Environmen

Researcher: Ardene Robinson Voliman, R.N., B.Sc.N., M.A.(Ed.)
Noctoral Candidate, Faculty of Education
University of Ottawa Telephone: 521-3182, 564-4296

The purpose of this doctoral research is to describe, define and explore the
elements which comprise the clinical learning environment. The focus of the study is
on the clinical instructor of nursing, the head nurse, the student nurse, and the staff
nurse coassigned for patient care, their perceptions of the clinical environment as a
learning snvironment, the roles which are assumed in the clinical area. the
relationships which are developed, communication patterns, and the actions which
take place during the clinical instructional process that relate tc the I2arning
environment. Data will be collected during Winter 1987, specifically January to May.

| agree to participate in this research by:

0 allowing the researcher to observe me during my regular activities as a clinical
instructor, particularly when | am interacting with students and hospital personnel,

0 responding to questions the researcher may pose in her attempt io understand my
perspective as an instructo: on a nursing unit which is used as a clinical experience
site,

0 allowing the researcher to tape record interviews, and to take notes during
discussions, and
0 helping the researcher decide which information will be shared with others.

| understand that my participation is voluntary and | can withdraw from the study at
any time without penalty. Participation will not affect my standing at the College. No
remuneration will be received for my part in the study.

The researcher will respect the confidentiality of all conversations and
observations. Privacy will be maintained, and no names will be used.

The researcher will negotiate the time and venue of all conversations so that the
participant will not be unduly inconvenienced.

All interpretations and descriptions will be checked and rechecked. Information
will only be used (oral or written) in the report after the researcher and the participant
agree on which examples and quotations to include.

| have read the consent, and | understand the nature of my involvement in this research
project. |agree to participate according to the above conditions.

Name: Signature:
Address:

Telephone:
Date: Researcher:
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Appendix A (cont'd)
Consent Forms: Student Nurse

The Clinical Instr r and the Learning Environm

Researcher: Ardene Robinson Vollman, R.N., B.Sc.N., M.A.(Ed.)
Doctoral Candidate, Faculty of Education
University of Ottawa Telephone: 521-3182, 564-4296

The purpose of this doctoral research is to describe, define and explore the
elements which comprise the clinical learning environment. The focus of the study is
on the clinical instructor of nursing, the head nurse, the student nurse, and the staff
nurse coassigned for patient care, their perceptions of the clinical environment as a
learning environment, the roles which are assumed in the clinical area, the
relationships which are developed, communication patterns, and the actions which
take place during the clinical instructicnal process that relate to the learning
environment. Data will be collected during Winter 1987, specifically January to May.

| agree to participate in this research by:

0 allowing the researcher to observe me during clinical practice hours particularly
when | am interacting with the clinical instructor and hospital personnel,

0 responding to questions the researcher may pose in her attempt to understand my
perspective as a student nurse on a nursing unit which is used as a clinical
experience site,

0 allowing the researcher to tape record interviews, or to take notes during
conversations,

0 allowing the researcher to read notes | or the instructor keep about my clinical
experience, and

0 helping the researcher decide which information will be shared with others.

| understand that my participation is voluntary and | can withdraw from the study at
any time without penalty. Participation will not affect my grade in the course. No
remuneration will be received for my part in the study.

The researcher will respect the confidentiality of all conversations and
observations. Privacy will be maintained, and no names will be used.

The researcher will negotiate the time and venue of all conversations so that the
participant will not be unduly inconvenienced.

All interpretations and descriptions will be checked and rechecked. Information
will only be used (oral or written) in the report after the researcher and the participant
agree on which examples and quotations to include.

| have read the consent, and | understand the nature of my involvement in this research
project. | agree to participate according to the above conditions.

Name: Signature:
Address:

Telephone:
Date: Researcher:
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Appendix A (cont'd)
Consernit Forms: Staff Murse

The Clinical Instr r and the Learning Environmen

Researcher: Ardene Robinson Vollman, R.N., B.Sc.N., M.A.(Ed.)
Doctoral Candidate, Faculty of Education
University of Ottawa Telephone: 521-3182, 564-4296

The purpose of this doctoral research is to describe, define and explore the
elements which comprise the clinical learning environment. The focus of the study is
on the clinical instructor of nursing, the head nurse, the student nurse, and th- saff
nurse coassigned for patient care, their percepticns of the clinical environment as a
learning environment, the roles which are assumed in the clinical area, the
relationships which are developed, communication patterns, and the actions which
take place during the clinical instructionai process that relate to the learning
environment. Data will be collected during Winter 1987, specifically January to May.

| agree to participate in this research by:

0 allowing the researcher to observe me during clinical practice hours particularly
when | am interacting with the clinical instructor and students,

0 responding to questions the researcher may pose in her attempt to understana iny
perspective as a nurse on a unit which is used as a clinical te:aching site for student
nurses,

0 allowing the researcher to use a tape recorder during formal discussions, and to
take notes during spontaneous conversations, and

0 helping the researcher decide which information will be shared with others.

| understand that my participation is voluntary and | can withdraw from the study at
any time without penalty. Participation will not affect my standing at the hospital. No
remuneration will be received for my part in the study.

The researcher will respect the confidertiality of all conversations and
observations. Privacy will be maintained, and no names will be used.

The researcher will negotiate the time and venue of all conversations so that the
participant wil! not be unduiy inconvenienced.

All interpretations and descriptions will be checked and rechecked. Information will
only be used (oral or written) in the report after the researcher and the participant agree
on whicih examples and quotations to include.

| have read the consent, and | understand the nature of my involvement in this research
project. | agree to participate according to the above conditions.

Name: Signature:
Address:

Telephone:
Date: Researcher:
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Appendix B
Attestation of Auditor

The Clinical Instructor of Nursing and the Learning Environment:
A Quaiitati—= Study, Doctoral Dissertation by Ardene Vollman

An audit was conducted .0 assess the wrustworthiness of this study. Specific
attention wa: paid to the dependability and confirmability of the inquiry and the openness
of the investigation to alternative explanations and interpretations of the data.

A modification of the audit procedures suggested by Halpern (1983) and outlined in
Lincoln and Guba (1985) was used. An audit trail was ¢stablished and randomly selected
items were reviewed in detail. These included raw data (tapes, transcripts, and field noies)
and descriptions of data analy.is and synthesis. A peer debriefing process was used to
explore the methodological approach and assess inquirer bias. One key participant was
selected at random and contacted to verify participation and the member checking process.
Two nurse educators who had not participated in the study were asked to verify that the
inferences drawn from the data were logical. These procedures were implemented
intermittently from the time the pilot study was planned untl the final report of the study
was drafted.

Findings of the audit are reported below. There is evidence that audio tapes were
transcribed accurately. There is a complete record of interview transcripts and field notes.
For findings sampled, there were linkages in the audit trail from raw data to synthesized
data to reported data. Examples used were representative of others found in the data base.
Categories generated were congruent with the data and there was agreement that inferences
drawn were reasonable. There was evidence that the investigator worked to identify
personal values, interests, and beliefs that could influence the selection and interpretation of
study data. Indeed, there is record of shifts from the initial entry perspective as data were
collected and analyzed. In summary, introspection, reflective writing, and peer debriefing
were used to control inquirer bias. Findings sampled were grounded in the data collected

and conclusions drawn were logically consistent with the data base.

Ly coinn fF—

Dianne Bloor
August 29, 1989
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Appendix C

Selected Data: Raw Transcript

Ardene: All of these things would be cultural things withir an
environment.

Yes, and I made a selection last week. I don't mcet all the patients
that I select for my students and I assigncd, I didn't know that she
was Muslim, because she had a Canadian name.

Ardene: You had assigned her a male student!

Yes I did (laughter) but the staff intervened, and they said that they
didn't think that she would appreciate it and I was very grateful for
their input, so, and the student adjusted very well. In fact, he came
to me, he said that they didn't think that this was very (laughter)
right so I didn't think anything of it. ButIwas glad. The staff felt
comfortable in telling me and that was good.

Ardene: Do you, again, do you have any major cultural mix among
the students?

Not in this group, no. And I, I mean, no cultural differences.
Ardene: And what about the staff on the floor?

Well, there's one nurse on one ward who's probably from the
Philippines perhaps, I'm not sure. She's been very good with the
students. She's been here for awhile and so she's ...

Ardene: Very Canadianized.
I think so. Westernized in her ways.

Ardene: When you look at culture, you look, you know, beyond
sort of the ethnic and religious things and look also at organizational
culture. So if you're looking at the organizational culture at the

?what kinds of things..., do you have any, sort of impressions
on that?

Okay, I'ma not sure that I understand what you're ...

Ardene: What do they value? What are their expectations of you
and the students? What things are done, not done, sort of?

They allow us a large amount of freedom. They are quite, very co-
operative with the students and myself. They don't really interfere,
they offer things to us which is most appreciated but they do allow
us to pretty much do our own thing, I guess. I haven't really had
any concemns at all.

Ardene: They're very open to education?
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Appendix C (cont'd) .
Selected Data: Raw Transcript

601  Well, they're very used to students. The only thing that we had to
602 clarify was really the level of these students because this is the first
603  time this year that they have this level of students. They're used to
604  having 2nd year students, not 1st year, and 2nd & 3rd year

605  university students. And so, since my students don't give

606 medications or don't do other things, the staff have to sort of rethink
60; that. But they adjusted very well, and we had no problems at all.

60

609

610  Ardene: What do they like from the students? ( silence,

611  confusion about question) = What do they expect? What do they
612  value?

613

614  They seem to really ¥ ~lue the communication. They like the

615  students to show interest, I think, in what they are offering them,
616 andin questioning and so on. I think they like it when the students
617  usethem as aresou.ce person. They really value communication
618  because they are assigned those patients themselves and if the

619  students are keeping them well informed then they feel good about
620  what's happening. If the studentisn't going through them and

621 informing them, even if things are fine, I noticed in one situation, at
622  least, where the staff member seemed a little bit agitated and I'm
623  sure it was purely because the communication wasn't there.

624  Everything was fine, but she didn't know everything was fine. But
625 for the most part they have a positive attitude towards the students,
626  they are very helpful with the students, they offer them suggestions,
627 they offer them assistance, but they don't take over my job, they
628 leave things for me but at the same time they are willing to help. I
629  can't be everywhere at the same time.

630

631  Ardene: They don't take over for the students?

632

633 No. No, they don't. They like to give them experiences. If they
634  hear of something that's happening that's different, they invite them
632 to be invclved. Even as an observer, just to see what's going on.
63

637  Ardene: In the literature we read that the head nurse is very

638  important to setting the climate or the tone on the unit. How would
639  yourespond to that?

640

641  Idon't think that I've ever seen it quite as evident as itis. Certainly,
642  Icredit both the nurses in charge for the very positive attitude and
643  atmosphere that's been created. I thinkb* is a very
644  positive person, particularly positive about the students and friendly
645  and that has really made a nice situation for us to be in. The other
646  Head Nurses are relief Head Nurses who took over the role just
647  shortly after we came. Again, she's not as outgoing, but very

648 efficient and helpful whenever we question her. So it's been really
649  good for the students.

650
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Appendix C_(cont‘d) ]
Selected Data: Unitized Transcript

“51  Ardene: All of these things would be cultural things within an CULTURE
352  environment. —

553 . E.'iw.&km abth‘J__]
554  Yes, and I made a selection last week. I don't meet all the patients P .
3555  that select for my students and I assigned, I didn't know thatshe  fafankt .

556 was Muslim, because she had a Canadian name. S diction

557
558  Ardene: You had assigned her
559

560  Yes Idid (laughter) but the staff intervened, and they said that they ' .
561  didn't think that she would appreciate it and I was very grateful for i:ﬂ; M:u ernkiery
562 their input, so, and the student adjusted very well. In fact, he came

563  to me, he said that they didn't think that this was very (laughter) 4Cdent
564  right so I didn't think anything of it. ButIwas glad. The staff felt

565 comfortable in telling me and that was good. h"“ﬁ“‘“‘“‘
566

567  Ardene: Do you, again, do you have any major cultural mix among

568 the students? Cross :
569 check —+his
570  Not in this group, no. And I, I mean, no cultural differences. Stidant d_ado
571 ‘ndccalis oL
572  Ardene: And what about the staff on the floor? 104 ede and
73 one raLiot
574  Well, there's one nurse on one ward who's probably from the Cavadian
575  Philippines perhaps, I'm not sure. She's been very good with the

576  students. She's been here for awhile and so she’s ...

577

578 Ardene: Very Canadianized.

579

580 Ithink so. Westernized in her ways.

581 ORGANIZATIONAL
582  Ardene: When you look at culture, you look, you know, beyond CONTEXT

583  sort of the ethnic and religious things and look also at organizational
584 culture. So if you're looking at the organizational culture at the
585 <SP what kinds of things..., do you have any, sort of impressions

586 onthat?

587

588  Okay, I'm not sure that I understand what you're ...
589

590 Ardene: What do they value? What are their expectations of you

591  and the students? What things are done, not done, sort of?

592

593  They allow us a large amount of freedom. They are quite, very co- '44 cedem o
594  operative with the students and myself. They don't really interfere, Toaeh
595 they offer things to us which is most appreciated but they do allow

596 us to pretty much do our own thing, I guess. I haven't really had ‘L .
597  any concems at all. ""IMJUU“""'%

598 -&m W@L
599  Ardene: They're very open to education?

600
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Selected Data: Unitized Transcript

Well, they're very used to students. The only thing that we had to dudents
clarify was really the level of these students because this is the first

time this year that they have this level of students. They're used to .

having 2nd year students, not 1st year, and 2nd & 3rd year e

university students. And so, since my students don't give

medications or don't do other things, the staff have to sort of rethink

that. But they adjusted very well, and we had no problems at all. \

Ardene: What do they like from the students?  ( silence, bl
confusion about question)  What do they expect? What do they
value?

They seem to really value the{communication,) They like the Qa’ ‘ ;‘ Zl *

students to show interest, I think, In what they are offering them,

and in questioning and so on. I think they like it when the students

use them as a resource person. They really value communication Interperse nal
because they are assigned those patients themselves and if the . relationship
students are keeping them well informed then they feel good about
what's happening. If the student isn't going through them and
informing them, even if things are fine, I noticed in one situation, at

least, where the staff member seemed a little bit agitated and I'm 4 U ' a

sure it was purely because the communication wasn't there.

Everything was fine, but she didn't know everything was fine. But C;

for the most part they have a positive attitude towards the students, i &f i j:
they are very helpful with the students, they offer them suggestions,

they offer them assistance, but they don't take over my job, they Staff-4eacher

leave things for me but at the same time they are willing to help. I role definidions.
can't be everywhere at the same time. )

commumcal—ion

Ardene: They don't take over for the students?

No. No, they don't. They like to give them experiences. If they
hear of something that's happening that's different, they invite them wateh for
to be involved. Even as an observer, just to see what's going on. Ahis

Ardene: In the literature we read that the head nurse is very
important to setting the climdte or the tone on the unit. How would
you respond to that?

I don't think thut I've ever seen it quite as evident as itis. Certainly, CLIMATE

I credit both the nurses in charge for the very positive attitude and —
tmosphere hat's been creat?dgl_"tm'n#m&? "
posm re person, particularly pcsitive about the students and friendly M ;.l‘, H

and that has really made a nice situatior. for us to be in. The other

Fead Nurses are relief Head Nurses who took over the role just .)‘Lg_,b Quton (R 3)
suortly after we came. Again, she's not as outgoing, but very LA Dawes, B
efficient and helpful whenever we question her. So it's been really
good for the students.



269

Appendix C (cont'd)
Selected Data: Database Record

Transcript Unit

Yes, and I made a selection last week. I don't meet all the patients that I select for my
students and I assigned, I didn't know that she was Muslim, because she had a Canadian
name.

Ardene: You had assigned her a male student!

Yes I did (laughter) but the staff intervened, and they said that they didn't think that she
would appreciate it and I was very grateful for their input, so, and the student adjusted
very well. In fact, he came to me, he said that they didn't think that this was very
(laughter) right so I didn't think anything of it. ButIwas glad. The staff felt comfortable
in telling me and that was good.

Unit Identifiers

Name |Ermin | Date[0220-87 | Int.#[1] Line#[ 554
Hospital East Occupation SN1 HN Other [ |

West SN2 Cl |y
SN3 RN
Applicable Categories
Properties Complexity Roles of the Clinical Coach
Structure Instructor Consultant
Stability Colleague
Opportunity Counsellor

Functions of the Clinical Instructor
Personal Orientation
Environmental Dimensions Preparation of Unit

Personal [ | Preparation of Student |
Social | Instructional Activities |
Physical [ | a) Patient Selection v |
Curricular | | b) Communication |
Contextual |y c) Curriculum Translation |
Political | | Monitoring & Evaluation | |
Economic | | a) Student Progress B

b) Self Reflection
c) Environment

Comments

male student
patient religion
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Appendix D
Summary of Research Data
Category Sub-Category Name Date Pages Words
Pilot:
Head Nurse Mae 13-Feb-87 11 4,120
Teachers Nathalie #1 11-Feb-37 32 14,276 ;
Nathalie #2 11-Jun-87 36 16,551 |
Research: i
Head Nurse Helen 26-Mar-87 6 2,602
Lil 8-Apr-87 16 6,072
Michelle 6-Apr-87 19 8,284
Nurse oC 24-Mar-87 b 1,823
LE 23-Mar-87 6 2,439
ES 23-Mar-87 7 3,276
NR 23-Mar-87 7 2,808
YE 26-Apr-87 9 3,534
HT 26-Mar-87 S 1,825
Students Year 1: Civic RO 5-Apr-87 7 1,434
LO 12-Apr-87 8 2,349
IS #1 5-Mar-87 1 311
IS #2 5-Apr-87 14 4472
AA 12-Apr-87 10 2,723
U 25-Apr-87 6 1,950
ON 12-Apr-87 12 3,967
OA 5-Apr-87 8 2,633
TK 12-Apr-87 12 3,143
Year 1: General NO 25-Apr-87 4 1,709
NL 26-Apr-87 5 1,950
NA 26-Apr-87 9 3,147
Group-General 26-Mar-87 21 6,330
EE 25-Apr-87 7 2,614
NS 12-Apr-87 9 3,030
SN 26-Apr-87 6 2,289
AC 25-Apr-87 19 6,671
Year 2 AW #1 1-Apr-87 11 3422
AW #2 15-Apr-87 6 1,963
HC 15-Apr-87 11 4212
EA & HC 1-Apr-87 14 5,267
EA 7-Apr-87 9 2,526
10 14-Apr-87 14 4,998
AR #1 24-Mar-87 11 4,227
AR #2 14-Apr-87 12 4,575
TE 14-Apr-87 13 3,940
uo 14-Apr-87 14 5,742
Teachers Errin #1 20-Feb-87 15 6,211
Errin #2 12-Jun-87 34 17,302
Peggy #1 16-Mar-87 30 14,379
Peggy #2 15-Jun-87 41 18,940
Sara #1 25-Feb-87 21 10,983
Sara #2 1-Apr-87 20 11,419
Sara #3 16-Jun-87 48 26,465
Notes:
Pilot 26 7,323
Reascarch 65 21,385
Student 11 4,653
Totals 743 298,764




Ambulant
Antenatal
Analgesic
Antepartum
Blood values
Buddy nurse
Caesarian section
Case Room
Catheter

Chem strips

Cyanosis

Epidural

Episiotomy

Fetus

Gestational diabetes

Gynaecology

Incubator

Insulin

Isolation technique

v

Jaundice

Kardex
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Appendix E

Glossary of Clinical Terms

Able to walk, not confinzd to bed.

Pregnant, prior to the onset of labour.

Painkiller.

The time before the onset of labour.

Laboratory results of blood tests.

The staff nurse co-assigned to a patient with the student nurse.
Operative procedure for birth, as opposed to natural delivery.
Specialty area dedicated to labour and delivery.

A tube into the bladder to drain urine.

A procedure used to monitor blood sugar levels.

Bluish discolouration of skin related to decreased oxygen in the
system.

Procedure of spinal anaesthesia used to minimize the discomfort of
labour and delivery.

Incision of periseum prior to delivery to avoid tearing the
perineum by the vaginal delivery of an infant.

The: child in utero from the third month to birth.
Diabetes of pregnancy.
Surgical specialty related to female reproductive organs.

A covered bassinette in which newborn infants who require close
supervision and environmental control are placed.

Medication used in the treatment of diabetes.
Procedures instituted to prevent the spread of infection.
Abbreviation for intravenous(ly), within or into a vein.

Yellowish discolouration of the skin related to increased levels of
bilirubin.

Portable filing system which contains cards on which relevant
information pertaining patients is written.



Lochia

Meds

Nasogastric

Nonstress test

Obstetrical
OR

Pallor
Peri-care
Perinatal
Perineum
Postpartum

Prn meds

Proctosedyl
RN
RNA

Scrub dre:ises

Staple remover

Toxemia

Universal precautions

Vitals

Appendix E (cont'd)

Glossary of Clinical Terms

The discharge from the uterus of blood, mucus, and tissue, during
the postpartum period.

Abbreviation for medications.

A tube from the stomach through the nose for the purpose of
draining stomach contents.

A particular diagnostic test to assess the condition of the fetus in
antepartum women.

Relating to the management of pregnancy, labour, delivery.
Abbreviation for Operating Room.

Pale skin, often a sign of shock.

Hygienic care of the perineum.

Surrounding the time of birth.

The region between the vulva and anus.

After childbirth.

Medication as required, based on patient request, at the discretion
of the nurse.

Medication for the treatment of haemorrhoids.
Abbreviation for Registered Nurse.
Abbreviation for Registered Nursing Assistant.

Special garments worn in operating room and case room. Also
called “greens” because of their colour.

A device used to remove metal surgical staples from an incision.
A complication of pregnancy which causes high blood pressure
and is considered to place the mother and fetus at considerable
health risk.

Normal procedures used to prevent the spread of infection.

Colloquial term for vital signs; the measurement of temperature,
pulse, respirations, and blood pressure.
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