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ABSTRACT

It is generally accepted that a practice experience is a crucial aspect of education for the
professions. However, little research has been directed toward the basic analysis of clinical
teaching behaviour. Much of what has been published in regard to clinical teaching is based on
the authors' assumptions about the components of a clinical teacher's role. There has been a
paucity of effort to identify these components within a specific conceptual framework.
Consequently, clinical teachers in the professions have tended to teach as they were taught and
the character of clinical education has remained relatively stagnant throughout the past few
decades. This exploratory and descriptive qualitative research study was designed in order to
develop a conceptual framework for understanding and explaining what takes place in the realm
of clinical teaching in nursing education. The theory of symbolic interaction provided the
theoretic orientation for the exploring the meaning and behaviour of six nursing educators in
regard to clinical teaching. The research methods employed in the research study were selected
in order to identify how the subjects explain reality in their orvn rerrns. An ethnographic
epistemology, based on the social psychology framework of symbolic interaction, was utilized
as a srategy for discovering the contextual reality of the clinical teachers' behaviour. The
pafiicipants in the study were six clinical teachers in three schools of nursing; two diploma
schools and one university generic baccalaureate program. Each of the participants in the study
taught on medical-surgical wards in an urban hospital. The research entailed more than 1200
hours of participant observation, as well as interviewing, document analysis and concept mapping.
Four major categories of teacher perspectives (i.e., values and beliefs) concerning clinical
teaching were identified. A descriptive model of clinical teaching in Nursing Education emerged
from the data by means of the constant comparative of data analysis. The Crystallization Model
of Clinical teaching in Nursing Education portrays clinical teaching as a dynamic, interactional
process in which what the teacher intends is mediated by a variety of contextual and mediating
variables. Many of these variables are beyond the teacher"s control. Consequently, the research
participants generally viewed clinical teaching as a random activity which prohibited the planning
for and the anticipation of specific learning events/situations. The essence of clinical teaching is
identified in this model as the transmission of the practice of the profession; the presentation of
a model of and for reality to students. The implications of the Crystallization Model in relation
to curriculum reform, teacher preparation and future research are discussed in the research report.
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CHAPTER ONE

TNTRODUCTION

It is generally accepted that a practice experience is a crucial aspoct of education

for the professions (Infante, 1985; Rodgers, 1985). Over two decades ago, McGlothlin

(cited in Dinham & Stritter, 1986) observed that professions vary widely in their use of

clinical experiences to teach the practice of the profession. More recent writers concur

with this observation (Dinham & Stritter, 1986; Infante, 1985). All professions agree that

the challenge of clinical teaching to transform novice students into practising professionals

should be a significant concern within the profession. However, little research has been

directed towa¡d the basic analysis of clinical teaching behaviour. In contrast, classroom

teaching, which is more highty structured and less vulnerable to the influence of external

factors, has been the subject of much study.

Although there is general agreement that the clinical education experienced by

students geatly affects their ability eventually to practice in the profession, very little is

documented about what actually transpires between faculty and students in the clinical

setting. Much of what has been published in regard to clinical teaching is based on the

authors' assumptions about the components of a clinical teacher's role. There has been

a paucity of effort to identify these components within a specific conceptual framework.

Consequently, clinical teachers in the professions have tended to teach as they were taught

and the character of clinical education has remained relatively stagnant throughout the
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past few decades (Pugh, 1983). There are a number of factors which indicate that the time

is ripe for the critical exploration of the current clinical teaching practices in the

professions. Declining enrolments are predicted in many professional programs,

demonsEating a generalized tendency for enrolment in basic sciences, rather than the

humanities and the helping professions (Powell, 1989). Potential students are offered a

myriad of career options which do not involve personal risks (e.g., contacting AIDS) and

are more lucrative than the helping professions. As well, government and industry are

demanding increasing accountability of universities and other educational institutions to

provide programs which will develop effective professional practitioners in the most

effective and expedient means possible (Fairweather, 1989).

Recently, a number of educators in the professions have identified the study and

improvement of clinical education as a priority @iekelmann, 1990a; Diekelmann, Allen

& Tanner, 1989; Dinham & Stritter, 1986; Infante, 1985). However, before appropriate

guidelines for effective clinical teaching can be developed, clinical education must be

understood within its contextual setting (i.e., what takes place between teacher and

student; the factors which influence and direct the teacher in the clinical area). This

exploratory and descriptive qualitative research study was designed in order to develop

a conceptual framework for understanding and explaining what takes place in the realm

of clinical teaching.

Problem Statement

In order to accomplish the purpose of the study, the perspectives of six clinical
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teachers in nursing education were sought regarding the nature and experience of clinical

teaching. The study was guided by the following exploratory questions:

1) What elements constitute a teacher's perspective in the practice setting?

2) What are the assumptions a teacher makes about students and teaching which

support, or are contrary to, his/her perspective of clinical teaching?

3) What internal and external contextual variables associated with the teacher-student,

teacher-staff or teacher-patient interaction affect the teacher's perspective of

clinical teaching?

4) How does this perspective influence the way in which the teacher designs and

implements the clinical teaching experience?

5) How does this perspective influence the way in which the teacher relates to

students, patients and staff in the clinical area?

The study is modelled according to similar research conducted by Janesick (1977),

Fietd (1981) and Tardif (1984). Janesick's study referred to a teacher's perspective in an

elementary school classroom; Field described the perspective of four public health nurses;

and Tardif presented the perspectives of four student teachers.

Definition of Terms

For the purposes of the study the following terms were utilized as defined:

Clinical - "based on actual observation and treatnent of disease or conditions of life

instead of an artificial experimentation or theory" (Infante, 1975, p.4).

Clinical area - an institution, home or community agency where a student comes into



contact with patients/clients (through observation, participation and practice) for t

purpose of developing competence in the practice of the profession (by means

acquiring the necessary intellectual and behavioral skills).

Clinical teachins - the type of teaching that occurs in the proximity of a patienlclient in

an individual or group setting; i.e., in a clinical area. This definition of clinical teaching

is sufficiently broad to encompass clinical teaching as it is enacted in the professions.

However, it is significant that each profession interprets this definition by means of

unique structures. For example, clinical teaching in teacher education has been

traditionally defined as providing direct teaching experience in a classroom, closely

supervised by an experienced practitioner (7æichner, 1989). The clinical learning

experience is intended as the synthesis of all the students have learned in the theoretical

portion of their basic education program. Traditional nursing education provides

concwrent clinical practice experience for students throughout the basic education

program. The teaching role is assumed by a faculty member; nursing practitioners have

little, if any, input regarding student nurses' learning in the clinical area (Infante, 1985).

Clinical teacher - a teacher in a basic professional education progam who is assigned to

teach students in a specific clinical area. This individual may or may not be responsible

for some classroom teaching in addition to clinical teaching responsibilities.

Perspective - the way in which an individual consistently defines a succession of similar

situations (Shibutani, 1967); the meaning and subsequent decisions an individual derives

from that which they encounter in a social context. "A combination of beliefs and

behaviours continually modified by social interaction" (Janesick,I97'l ,p.4). In the clinical

8
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area, the teacher behaves and thinks in a manner consistent with hislher perspective about

clinical teaching. This perspective enables the teacher to make sense of hislher world, to

interpret and to act accordingly. It is this perspective which the study atrempted to

describe and define.

Assumptions

The assumptions which underlie the study are the following:

1) clinical education is a vital aspect of the curriculum in education for the

professions;

2) teachers design and implement clinical teaching experiences for students based on

their perspective of clinical teaching; and

3) clinical teaching in all professions incorporates certain similar components.

The study focused on clinical teaching in nursing education, and it did not

investigate the nature or structure of clinical teaching in professions other than nursing.

This permitted the scope of the research to remain at a manageable level. However, it is

postulated that the study could be replicated in other professions at a future date, thus

testing the third assumption. Because the teachers and the students in the study were

primarily female, and because males in the study might be readily identified, all teacher

and student participants will be referred to in this report in the feminine gender.

Conceptual Framework

The theory of symbolic interaction provides the theoretical orientation for the
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research design for this study. Blumer (1967) describes symbolic interaction as a process

of interpretation. Symbolic interactionism posits that individuals act and interact on the

basis of how they interpret and give meaning to elements in their environment. This

interpretation and the decisions which a¡e based on this interpretation lead to a

construction of the individual's "self'. The way in which an individual consistently

defines a succession of similar events depends on his/her perspective (Shibutani,1967).

The theory states three main propositions:

1) The effect of a situation is determined by an individual's definition of that

situation. For example, a clinical teacher in nursing may define the patient acuity

level on the wa¡d as beneficial because she wishes to offer a challenging

assignment to her senior students. However, a clinical teacher of beginning

students may view the same situation as frustrating because of the difficulty of

assigning patients to students who do not have the knowledge or skills to care for

them.

The greater value an individual assigns to a situation, the grcater will be its effects

in social interactions. For example, a clinical teacher who values autonomy and

personal freedom in her teaching will regard restrictions on her clinical teaching

imposed by the nature of the program's curriculum as more meaningful than does

a teacher who does not maintain the same values.

It is the perception of reality which defines the consequences of a situation for an

individual. For example, if clinical teachers believe that they are powerless to

influence students' learning in the clinical area, they will structure their clinical

2)

3)
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learning activities accordingly (Burr, Leigh, Day & Constantine, 1979).

According to the theory of symbolic interaction, the meaning of an event must be

understood from the perspective of the participants, necessitating that the researcher

observe the participants' actions and interpret them at symbolic and interactional levels.

Inherent in the theory is the assumption that meanings are derived from social interaction;

therefore, behaviour must be observed in its social context (Chenitz, 1986). The research

design must be sensitive to the social processes involved in order to capture them

effectively (Denzin, 1970).In accordance with the tenets of symbolic interactionism, the

researcher must be able to immerse himlherself in the participants' world (Blumer, 1967).

Organization of the Thesis

This chapter has offered an intoduction to the study, outlining its purpose and the

need which prompted its undertaking. Chapter Two provides an overview of the structure,

theoretical perspoctives, major research programs and cu¡rent issues pertaining to clinical

education in the professions. This chapter emphasizes the sharing of common issues and

concerns in relation to clinical education benveen the professions, as well as the absence

of theoretical frameworks to define and structure clinical education. Chapter Three

describes the research design, including the research methods utilized, the nature of the

sample population, the setting in which the research took place and ethical considerations

pertaining to the resea¡ch. It also includes a discussion of the role of the researcher and

the potential sources of reactivity in the investigation. Chapter Four presents a description

of the clinical teachers' perspectives concerning clinical teaching and the variables which
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affect their perspectives as they plan and implement clinical teaching. Chapter Five

provides a description of the participants' experience of the interactive clinical teaching.

A model of the clinical teaching experience is proposed. Chapter Six discusses the

implications of the research findings for the development of clinical teachers, for the

structure of clinical education in schools of nursing and for further study in the field. The

final chapter summarizes the findings of the study.



CHAPTER TWO

REVIE\ry OF THE LITERATURE

There are divergent opinions about the appropriateness of a literature review in a

qualitative research study. Glaser (1978) recommends that the researcher does not consult

the literature prior to conducting fieldwork because researchers may compromise their

ability to make accurate decisions about what is observed or heard. Avoiding the relevant

literature permits the researcher to study the setting with an "open mind" but leads to

"reinventing the wheel" as previous research findings are rediscovered (Field & Morse,

1985, p.35). others (Field & Morse, 1985; srein, Allen & Moxley, 1982) have

recommended the review of all literature pertaining to the research topic. However, as one

indication for conducting qualitative research is the nonexistence of similar research

(Simms, 1981), this review is likely to be somewhat restricted.

The review of the relevant literature in this report is characterized as a selective

examination of literature pertaining to clinical teaching in nursing, medicine, social work,

and teacher education. To a lesser extent, the literature available in the professions of

dentistry, physiotherapy, law, counselling, occupational therapy and speech therapy are

also reviewed. The literature was screened for principal criteria in the study. These criteria

included the following:

1) A model of clinical teaching was described, detailing the process and inter-

relationships of clinical education in the profession(s). The existence of literature
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which met this criteria was sparse. Therefore, all located literature which met this

criteria was included in the review. The majority of this literature was not

empirically based.

Substantive research process in the field was defined as qualitative and/or

quantitative research activity which was systematic, structured and purposeful, as

well as that which provided sufficient information to reveal the conceptual

framework, research design, method of data collection and sample in the

discussion of the research (Merriam & Simpson, 1984).

Issues in clinical teaching were defined as problems, concerns and,/or questions,

common to all professions, related to the structure and process of clinical

education.

The literature informed the resea¡cher about previous research findings which may have

had some implications for the study. However, it did not constrain the parameters of the

study to those identified in the literature.

This chapterpresents a comparative analysis of clinical teaching in the professions.

Although the professions differ (both within and among) as to the strucrure of clinical

teaching and the amount of scholarly inquiry concerning it, there is much to be learned

from the exercise of identifying the commonalities as well as the differences. Medicine

and nursing education have generated the majority of the literature concerning clinical

teaching @inham & Stritter, 1986). However, other professions have offered equally

valuable insights, reflecting the predominant concerns in the profession. For example,

counselling education offers the largest selection of writings conceming the effect of the

3)
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presence of a supervising teacher on a student's ability Lo perform in the clinical area.

This chapter provides an overview of the major research programs that organize

the bulk of research on clinical education in the professions. The emphasis of the

discussion will be the lack of theory development in this research. The chapter concludes

with a discussion of the major issues which face the professions today in regard to

clinical education and a summary of the implications to the study derived from the

literature review. The discussion which follows pertains largely to professional education

in North America. The European and Asian experiences are so different that they can be

compared to the North American experience only with great diffrculty.

Structure of Clinical Education

All of the professions have struggled with common issues in relation to clinical

teaching throughout their history as a profession. Each has been influenced by the social

conditions of the times. Each has responded to demands from governments and the public

for increasingly specialized service. Each has altered the nature of clinical education in

response to those demands. Medical education appears to be the most autonomous of the

professions in its development. It is a profession which can attest to the significant impact

of the faculty on the profession at large, in contrast with professions such as nursing and

teacher education in which the faculty are often regarded as "ivory tower" scholars with

little understanding of the realities of the profession (Sleightholm, 1985 ; Manning, 1987).
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Evolution of Professional Education

Blauch (1962) identifies three stages of evolution in the development of

professional education: (1) apprenticeship; (2) professional training in universities

separated from the profession's practice; and (3) integration of apprenticeship experiences

with the teaching of theoretical content. The earliest form of clinical teaching in the

professions was apprenticeship. In the early apprenticeship period of professional

education, the student remained with an expert in the field, the master, until he/she was

recognized in the profession as being equally skilled and proficient. The master expected

that the apprentice would eventually excel, surpassing hislher knowledge and skills in

their field (Infante, 1985). Although the majority of professions have followed the

evolutionary path indicated by Blauch, nursing education has a unique history. Infante

claims that nursing has never known a true apprenticeship phase. She states that the

"masters" in the early schools of nursing (circa 1860) were not experts in their fields but

were often inexperienced beginning practitioners themselves. However, Brown noted in

her document Nursins for the Future in 1948 (Infante, 1985) that:

By no conceivable stretch of the imagination can the education provided
in the vast majority of the some 1,250 schools be conceived of as
professional education. In spite of some improvements that have been
made in most schools over the years, it remains an apprenticeship training.
(p.48)

Ashley (1975) postulates that the tradition of apprenticeship in nursing survived fifty

years after it had been divested by the other professions because it instilled "a strong faith

in superiors", as well as a submissiveness to authority (p.50).
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Constraints to Baccalaureate Education in Nursing

Nursing education has struggled over the past century to move effectively from

the concept of "training" nurses to "educating" them. This advance has been thwarted by

a number of societal forces. For example, nursing shortages have historically impeded

nursing's move toward baccalaureate education (Grace, 1983). The second phase of

nursing education's evolution occurred in the 1950s, considerably after medicine, social

work and teacher education had moved away from their service-based agencies and

established themselves as separate educational institutions. Similarly to the other

professions, nursing moved away from the service-based educational process in order to

obtain academic credibility and to reduce the financial burden of service agencies for the

education and supervision of nursing students. In the process of achieving educational

autonomy, the responsibility for the education of nursing students shifted from nursing

service to schools of nursing.

The Transition From Service to Education

The concept of clinical education flourished with the admission of schools of

nursing to the academic arena in the late 1950s and early 1960s. The emphasis of

universities on the correlation of theory with practice changed the perception of clinical

education in nursing education from apprenticeship under the supervision of a staff nurse

to a learning experience di¡ected by a qualified faculty member. When university students

started paying tuition, nursing students began to demand quality teaching in the clinical

area rather than mere supervision (Wong, 1987). This change drastically altered the role

of the clinical teacher. Smith (1968) notes that it inevitably demanded that clinical
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teachers be accountable to the students they taught, as well as for the care of patients their

students nursed.

Since the 1960s, the number of university-based schools of nursing have increased

markedly. The basic education programs in nursing have grown in scope and depth in

response to the advances in nursing practice and technology. Teaching sEategies

appropriate to clinical teaching, albeit few in number, have been developed (e.g., the

concept of pre-active conferences). However, clinical education in nursing today remains

largely focused on patient care instead of student learning (Infante, 1985). The faculty

member is generally portrayed as a supervisor of the students' patient care or as a helper,

rather than a clinical teacher.

The third stage of nursing education's evolution has not yet been entirely realized.

The struggle to separate service from education in the 1950s still dominates the practice-

theory structure in the profession. There have been some notable attempts to integrate the

two; the Case Western Reserve coilaboration model in which department heads are

responsible for nursing services and the educational program is the oldest example. A

significant consequence of the education-service sep¿ìration in nursing has been that the

relationship between these two divisions of the profession is characterized by territoriality

and defensiveness (Kramer, Polifroni & Organek, 1986). Nursing education shares the

concerns of social work and teacher education that the practice of the profession which

is observed by the students in practice settings is at times outmoded and less than the

ideal (Granger & Starnes, 1982; Schwebet, 1985). Most clinical experiences for studenrs

in nursing occur outside a university-based hospital. The clinical teacher who accompanies
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groups of nursing students as they practise in a variety of health agency settings is

commonly assigned the status of "a guest in the house" (Glass, 1971) by the agency staff.

The students are regarded as the teacher's "territory" and the interaction with the agency

staff is generally minimal (Stanko, 1981). Social work education has attempted a similar

structure without much success. Tn I97t, in response to agencies' expressions of a lack

of confidence in graduates' ability to meet the direct service needs of clients, Rothman

and James (Frumpkin, 1980) urged schools of social work to develop clinical education

for the social work student's first year which would take place in a laboratory setting and

be closely supervised by the faculty. They advocated that faculty control and supervise

practicum experiences in the field through focused faculty-supervised units, school

projects and paid instruction. A few universities initiated the innovations suggested by

Rothman and James but the programs were deemed a failure within three years

(Waldfogel,1982). The programs were not financially feasible and they did not meet the

needs of the service agencies. Although the literature in social work still expresses

discontent with the traditional field arangements of clinical education, the primary

clinical teaching responsibility has remained with the field instructor and not the faculty.

Clinical Education Today

It is somewhat ironic that nursing educators early in the profession's history

appeff to have had a clearer understanding of what clinical teaching is than do those in

the present. Nutting (cited in Infante,1985), for example, advocated introduction of the

beginning student to nursing care by means of lectures and observation instead of actually

rendering care. The progress which is evident in nursing clinical education since the early
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apprenticeship period is that student nurses are no longer expected or encouraged to be

passive, unassertive, unquestioning individuals in the clinical area. However, clinical

teaching strategies have remained essentially stagnant throughout rhe years. The notable

exception is a very few nurse educators (e.g., Diekelmann; Infante; Tanner) who have

called for alternatives to the traditional structure. Diekelmann (1990b), for example, has

promoted the need for a "revolution" in nursing education which would result in clinical

teaching designed to develop the critical thinking and decision-making skills of student

nurses.

Nursing education differs from the other professions in that nursing students are

required to care for patients before they have acquired the knowledge base to do so.

Students in social work, teacher education, medicine, counselling, dentisffy, physiotherapy

and occupational therapy are provided with the theoretical basis of the profession, together

with some observational experiences in which they have no responsibility for client care,

before they are deemed prepared for a supervised freld-base practice experience. Infante

states that the idea, that a student is not a nurse but is learning to become one, is often

forgotten. "Caring for patients" is often believed to be synonymous with learning. Infante

(1985) suggests that requiring students to assume this responsibility before they are

adequately prepared is unrealistic and results in excessive stress for the students.

Bridgman (1983) indicates that some baccalaureate programs in nursing continue to

identify the clinical experience as primarily a work and not a learning situation. She

proposes that this emphasis on service has impeded the evolution of clinical education in

nursing as a theoretically-based, directed process, similar to that which medicine has
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achieved.

The structure of clinical learning experiences in nursing, teacher education, social

work and counselling is somewhat comparable. Each entails a form of apprenticeship,

during which students learn technical skills of the profession by trial and error (Kagan,

1988). However, in nursing, this trial and error learning is closely supervised by faculty;

in the other professions, the supervision of the student's learning is the responsibility of

the practitioner in the clinical area. Another commonality shared by these professions is

the therapeutic or helping emphasis in the teacher-student relationship. Shaplin (1961) has

indicated that many aspects of psychotherapy are pertinent to the process of clinical

supervision of students (e.g., the teacher assists the student to develop emotional insight;

the teacher examines the appropriateness of the student's reactions and responses, and

there is an emphasis on student self-evaluation and self-knowledge). The roles assumed

by the clinical teachers within each of these professions have been described in almost

identical terminology. Bernard (1979) described three major roles for clinical teachers in

the profession of counselling: teacher; counsellor; and consultant. Those three roles are

implicit in almost every supervisory model in counselling and teacher education. For

example, Housego and Grimett (1983) describe two supervisory roles as deliberative

versus facilitative. The deliberative role closely corresponds with the prescriptively

directing role of the teacher. The facilitative role is analogous to the counsellor role

identified by Bernard. In nursing education, the teacher (1) must teach students in the

clinical area (teacher role); (2) explore the student's feelings and concerns related to the

clinical experience (counsellor role); and (3) monitor the care of the student's patients,
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offering advice and support as necessary (consultant role). There are some contextual

differences in these professions. For example, in social work and counselling, the student

and teacher work with an individual or in small groups at an alloned time. In teacher

education and nursing, however, the clienlpatient population is often large. A nursing

educator might supervise ten students who are caring for twenty or more patients

throughout the day.

Smith (1990) indicates that the similarities and differences between professions

must be identified before their influence on the nature and structure of clinical education

in the profession can be truly understood. She gives as an example the difference in

emphasis on "training" for licensure in professions, such as medical education, as

compared to the goal of teaching students "to think like lawyers" (p. 9) in law. She also

suggests that the nature of professions such as medicine, nursing, and physiotherapy

necessarily constrains the clinical teacher's ability to permit the student to risk error in

the clinical area. Law, by contrast, has fewer absolutes in problem-solving; clients are

unlikely to be severely harmed if the law student makes a mistake in procedure or

sequencing of steps in the solving of a legat problem. All of these professions offer

clinical education in a variety of agencies which differ widely in their bureaucratic

structure, size and history with the educational institution. The analogy between the

structure of clinical education in these professions is not absolutely paratlel. However, it

does suggest simila¡ities in torms of supervisory roles and the definition of the student-

educator relationship.



23

Preceptorship

The concept of preceptorship was introduced to nursing education in the early

1980s, primarily as an attempt to maximize the efficient utilization of an agency's

educators in order that they might fulfil other aspects of their academic role (Flitchings,

1989), but also to provide role modelling of professional practice to students. Preceptors

in nursing education are staff members of the service agency who are required to assist

students, generally on a one-to-one basis, to learn clinical skills (Griepp, 1989). This

concept is similar to that of the co-operating teacher in teacher education and the field

worker in social work. A fundamental concept of preceptorship is that learning will take

place if the student is motivated to learn and has a role model to emulate. Preceptorship

differs from apprenticeship in that it is a more individualized teaching method and it

involves more than the learning of psychomotor skills. It may be compared to the

experience in medical education of residents assuming a role both as a provider of patient

care and as a teacher of interns and senior medical students.

In the early apprenticeship period of professional education, the student remained

with the master until he/she was equally knowledgeable and comperenr. At varying srages

in their development, each profession ultimately moved to a university or college setting.

Qualified teachers were hired and the role modelling function of the teacher was less

emphasized. Later, the cullent mode of theory-based programs developed which

incorporate both the practice and theory of the profession developed. Although it may

appear that some of the professions have returned to the early apprenticeship system,

particularly in their clinical education, today's apprenticeship experiences in professions
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such as medicine, nursing, social work and teacher education rely on theories of action

by which the profession is practised (Dinham & Striuer, 1986).

Models of Clinical Education

The attempts to develop a conceptual framework of clinical education in the

professions have been few. Most have not been based on available research, but a¡e

instead the result of armchair musings or the juxtaposing of concepts from selected

practice or classroom teaching models (Bolton, 1984). Every profession has to some

degree grappled with attempting to develop a model which effectively explains the

process of cognitive and affective skill acquisition, as well as the teacher-student

relationship in clinical education. The task is complicated by the parallet struggle to

define the boundaries of some professions. For example, social work has encompassed

a variety of models of clinical education which reflect the consultive, administative or

educational functions of a social worker (Lowry, 1983). Most professions have attempted

to conceptualize problems and approaches in clinical teaching from other than empirical

research premises, reflecting their dedication to practice rather than their devotion to

"disciplined inquiry" (Dinham & Stritter, 1986). The models of clinical teaching reviewed

in this section of the chapter include both those with empirical derivations and those

which have resulted from the author's reflections of their clinical teaching experience.

Curricular Models

Several curriculum models (e.g., the Tyler Model of nursing education) have

assumed that identical teaching stategies and practices are inherent in both the clinical
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and classroom aspects of the curriculum. Carr (1983) concluded in her study of three

clinical teachers in nursing that clinical teaching is not unique if it is considered, as other

forms of teaching, to influence students in certain designated directions. However, she

also stated that the highly political and spontaneous nature of clinical teaching does not

facilitate the practice of traditional classroom teaching strategies.

Generic Models

Some generic models of clinical education in the professions have been proposed.

These attempt to represent some or all of the aspects of clinical teaching. For example,

models of psychomotor skill learning have been developed by Bolton (1985), Chenault

and Brownford (1978), Hardy (1980), and Russell (1980). Van Buegen's model of agogic

action has been utilized in a variety of clinical education settings in Europe in social

work, counselling and psychotherapy. It delineates the analytical and interactional steps

in the clinical learning situation (Lowry, 1983).

Each of the generic models have inherent limitations in their applicability to

clinical education. The psychomotor skill models presuppose that students must achieve

technical proficiency before they can be taught and expected to perform nontechnical

aspects of the profession. Van Buegen's model does not accurately reflect changes which

occur in the teacher-student relationship as the student becomes more independent and

confident.

Generally there has not been a uniform acceptance of any one model of clinicai

education in a profession. The notable exception is medical education which shares

common assumptions about the nature of the clinical learning experience (Irby, 1987).
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The orientation in medical education is highly academic, valuing problem-solving and

independent thinking skills in the learner. It is hardly surprising that medical education

has not appeared to have experienced the same degree of ambiguity and confusion about

what clinical teaching is as has other professions. Medicine's singular adoption of the

three dominant models identiflred by Irby (problem-centred; experiential; and a

combination of individual and team learning) has undoubtedly helped the profession

clearly to define and structure clinical education experiences in medical schools.

Developmental Models

Counselling educators have demonstrated considerable interest in a model of

clinical education which captures the developmental stages of the teacher-student

relationship as both undergo changes over time. The profession of counselling has

raditionally considered the nature and structure of clinical education to be a high priority

because faculty are required to spend a large number of hours in individual supervision

of students in order to meet the criteria for certification in the field (Pruitt, McColgan,

Pugh & Kiser, 1986). Numerous empirical studies have investigated the principles of the

eighteen developmental models of clinical supervision which occur in counselling today

(Roehlke, L984). These models serve as innovative examples of how current research

regarding the transition from novice to expert may be utilized in model development.

Stolenberg's (1981) developmental model, based on the theoretical work of Ho gan (1964),

has been the most extensively tested. In this model, students are depicted as moving, with

the assistance of the clinical teacher, from an anxious, dependent and. procedure-bound

state to a position of self-assurance and independence. Stoltenberg's developmental model
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of counsellor education has been tested by a number of researchers (Heppner & Handley,

1981; Rabinowitz, Heppner & Roehlke, 1986 ; Worthington, 1984). AII but Heppner and

Roehlke (1984) found support for the elements of Stolenberg's developmental model.

However, several of these studies are limited in their generalizability because of their

research design. For example, some studies have utilized only one experience level of

counselling students (Fleppner & Handley, 1981), a single clinical site (Heppner &

Roehlke, 1984), or a limited number of clinical experiences which are interpreted to equal

a distinct developmental period (Worthington, 1984).

Longitudinal data have not been obtained in any of the studies which have sought

to test the developmental models of clinical teaching in counselling. The research has

been based largely on the self-reports of supervisors and/or students and has not included

direct observation. The relevance of this omission is apparent in the contrast between this

andresearch analyzing the content of supervisory conferences in counselling. Stenack and

Dye (1983), for example, discovered in their analysis of audiotaped supervisory

conferences, that students preferred their clinical teachers to function in the roles of

consultant and counsellor, rather than teacher (using Bernard's description of the three

supervisory roles). This finding was in direct contrast to studies relying on the self-report

of students which claimed that students prefer didactic supervisory behaviours (Loganbill,

Hardy & Delworth, 1982; Worthington & Roehlke, 1979). This discrepancy implies that

students prefer didactic clinical teachers in theory only.

Despite its flaws, this research offers a number of provocative insights. For

example, Worthington and Roehlke (1979) discovered that one may experience behaviours
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and emotions typical of the novice stage of competence (i.e., dependence and anxiety)

each time one enters an unfamiliar and new situation. Wiley and Ray (1986) found that

developmental level may not be synonymous with the student's or teacher's stafus (e.g.,

a beginning student may utilize expert behaviour pattems because of prior related

experiences), thus suggesting that a developmental model of clinical education must

account for idiosyncratic rates of $owth. Although the developmental models offer

provocative concepts for clinical education, their underlying assumptions are not research-

based and many remain untested (e.g., the assumption that developmental change is

always linked to gains in clinical performance; and that the teacher is the best source of

information conceming the student's development).

Supervisorv Models

Teacher education has proposed an array of supervisory models, many of which

appear to integrate similar concepts and to differ only in their semantical interpretations.

For example, Copeland (1982) distinguishes between a directive and a facilitative model

of teacher education supervision. This is analogous to Glickman's (1981) model which

discusses directive, nondirective and collaborative modes of supervision. It is also inherent

in the empirically derived five-dimensional supervisory model proposed by Gitlin, Ogawa

and Rose (1984). Another classification for supervisory behaviour in teacher education

has been proposed by Tabachnick and Zeichner (1984) who distinguish bet'ween technical-

instrumental, personal gowth-centred and critical supervision. Nelson and her colleagues

(1989) have researched their proposed Heuristic model of supervision in teacher education

since 1982. This model offers a combination of traditional approaches, focusing as well
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on the suporvisory teacher being able to communicate differences between a student

teacher's performance and the desired performance. Nelson's research represents one of

few attempts in teacher education to deveþ prescriptive and substantive theory about

clinical teaching. The empirical testing of this model has yet to be completed.

Behaviourist Models

Marsick (1988) describes most professional programs as operating under a

behaviourist model of clinical education. In the behaviourist paradigm, performance

outcomes which are measurable and observable are valued. Individuals are rated according

to standard, expert-derived norms. Problem solving in this paradigm emphasizes

objectivity, rationality and step-by-step procedure. Although Marsick agrees that this

model is appropriate when clinical experience involves a precise technique which permits

no variation, she and others (Kanter, 1983; Peters & V/aterman,1982; Toffler, 1985) have

argued that the behaviourist model does not allow for risk taking, independent thinking,

creativity and humanitarian values. Lincoln (1985) suggests that today's professions are

shedding the behaviourist model and highlighting complexity instead of simplicity;

ambiguity rather than predictability; and an awareness of multiple perspectives rather than

objectivity. This is apparent in the National League of Nursing's recent consideration of

alternatives to the raditional Tyler model of nursing education, as the framework for the

accreditation of schools of nursing in the USA (Diekelmann, Allen & Tanner, 1989).

Innovative Models

Infante (1985) has developed a model of clinical education in nursing which

reflects her observations and analysis of clinical teaching throughout the past four
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decades. The model advocates student independence rather than "elbow supervision".

Clinical learning activities are planned jointly by the student and the teacher according

to the student's individual learning needs. The use of preceptors to teach students in the

clinical area is carefully designed in this model. Recently, the Thomas Jefferson

University of Philadelphia conducted a pilot study of the student outcomes associated with

her model (Infante, Forbes, Houli, & Naylor, 1989). The study involved too small a

sample to assess adequately the outcomes of this model of clinical education. However,

it did indicate that the students, teachers and preceptors who were involved in the testing

of Infante's model were greatly satisfied with the method of clinical teaching and

learning. Further investigation is required to determine whether this satisfaction was

caused by the Hawthorne effect; i.e., the students may have been more inclined to report

increased levels of satisfaction because they were being studied and were aware of the

purpose of the research fliloods &. Catanzaro, 1988).

Some note'üorthy research in the area of model-building in clinical education has

recently been conducted by Diekelmann at the University of Wisconsin. Diekelmann's

Dialogue Model of Nursing has been proposed as applicable to clinical education in

nursing (Diekelmann, Allen & Tanner, 1989). The model has a philosophical basis of

Heideggerian phenomenology and draws on the research of particular nurses (e.g., Roach,

1986) and educators as a curriculum foundation. The model assumes that experience is

the turning around of preconceived notion and beliefs. Students in this model would be

rewarded for relating classroom instruction to clinical instruction and for their analysis

of disconfirming experiences in which preconceived notions are found to be false. Basic
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to Diekelmann's research is the assumption that teachers in nursing do not teach as

teachers teach; nurses bring to the clinical education experience facets of their practice

as nurses and they teach from that practice @iekelmann, 1990a). This is not a tested

assumption but it raises an important question: can models of clinical education in the

professions be generic or should they remain distinctively unique to each profession? The

literature which proposes models of clinical teaching has not addressed this question to

any significant degree.

Critique of Existine Models

A criticism of many models is that they are too narrow in scope to envelop all the

aspects of clinical education. Many appear to equate supervision with all of ttre elements

of clinical teaching (Rolfe, 1990). They often refer only to the supervisory function of the

clinical teacher and therefore cannot guide all the aspects of the clinical teaching

experience. They generally assume clinical education to be characterized by periodicity

and regularity, failing to account for the randomness and irregularity of events in the

clinical area (Bischoff, Faris & Henninger, 1988). They have also failed to generare

improved practices in clinical education (Tabachnick, Popkewitz & Taichnel 1980).

Zeíchner (1983) encourages the development of models of clinical education which are

free from ties with the dominant paradigmatic orientations of the present (e.g.,

behaviourism; traditional-craft). None of the published writings has appeared to have

considered the clinical teacher's role with clientsþatients and agency staff in the clinical

teaching situation.
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Research in Clinical Education

The primary focus of research in clinical instruction has been effective and

ineffective clinical teaching behaviours. Historically, these studies have relied largely

upon students' perceptions as to which teaching behaviours constitute effective clinical

teaching. It has only been within the past fifteen years that the perceptions of faculty have

been included in the studies of desirable clinical teaching behaviours (O'Shea & Parsons,

1979; Sleightholm, 1985; Thompson, 1983; V/ong & V/ong, 1980).

Effective Clinical Teachins Behaviours

Jacobson's (1966) study of effective teaching behaviours has been the basis for

the majority of studies on clinical teaching. Jacobson conceptualized 58 specific teaching

behaviours into six major behavioral categories: 1) availability to students; (2) apparent

general knowledge and professional competence; (3) interpersonal relationships; (4)

teaching practices in classroom and clinical areas; (5) personal characteristics; and (6)

evaluation practices. These categories have been sufficiently broad to provide a

categorical framework for the research of others (Carduffl 1969; Layton, 1969). No two

of these studies have utilized the same questionnaire/instrument tool and consequently,

Jacobson's findings remain essentially unvalidated.

It is apparent from a review of the research in clinical teaching in the professions

that effective clinical teaching encompasses a variety of specific teaching behaviours,

encompassed in Jacobson's original behavioral categories (Bergman & Gaitskill, 1990;

Irby, 1978; Marson, 1982; Morgan & Knox, 1987; o'shea & Parsons, 1979; Rauen, 1974;

Stuebbe, 1980). In spite of the methodological problems (e.g., no consistent tool; small
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samples) encountered by clinical teaching researchers to date, there is general consensus

that articulate, knowledgeable teachers who demonstrate a positive regard for students and

who respect their ability and opinions are effective clinical teachers (McCabe, 1985;

Zimmerman & Waltman, 1986).

Studies in teacher education have indicated that students' preferences for clinical

teaching behaviours change with their level of experience (Copeland, 1982; Copeland &

Atkinson, 1978). Beginning student teachers appear to prefer direct, concrete teaching

methods. As student teachers gain in experience and self-confidence, their preferences

change to indirect supervision and increasing autonomy in decision-making.Pugh (1983),

in her extensive review ofresea¡ch pertaining to clinical teaching, has noted that research

in this area is in its "infancy" (p.68). There have been few attempts to validate the

findings of others or to determine whether the identified behaviours do in fact affect

learning by students. Despite the general congruence of the research of what constitutes

effective clinical teaching, only one (Stritter, Hain & Grimes, 1975) concluded that further

analysis of the clinical teacher's role was necessary.

Proces s-Product Research

Perhaps the greatest gap in the research pertaining to clinical teaching is the

absence of studies measuring how specific clinical teaching behaviours affect student

leaming. Mosher and Purpel (1972) cryptically remark that it is pointless to conrinue ro

evaluate effective clinical teaching until we understand how the processes of clinical

teaching relate to its product, and until we can define criteria for effective student

performance in the clinical area. The research which presently exists in this area is neither
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extensive, nor is it particularly revealing (Layton, 1969; Per'ry, 1968; Pugh, 1983). For

example, LaMonica and her colleagues (1976) evaluated the effects of a seven week

proglam to assist volunteer nursing student participants to develop empathy skills in their

clinical practice. Observations by the resea¡chers following the program revealed that the

subjects' abiiity to empathize had increased. However, the authors do not appear to have

considered the possibility of the Hawthorne effect in this study.

The effectiveness of a variety of methods of feedback (e.g., pupils using electrical

switches to indicate when they did not understand the content presented to them by a

student teacher; audio feedback; observational feedback; video feedback) has been

investigated to a limited extent in teacher education. Feedback from the clinical teacher

which included teaching about reinforcement and discrimination was found to be most

effective. Although this resea¡ch defined clinical teaching in very narrow supervisory

terms, it made considerable contributions to the field in its def,rnition of student teacher

effectiveness by the measurement of specific teaching behaviours. More recent studies

(Hall, 1983; Preston & Baker, 1985) have examined the effectiveness of the clinical

teaching of student teachers in regard to the student's satisfaction with their supervisory

conferences and to changes in the student teachers' teaching behaviours. The most

common form of student feedback in current use is individualized student ratings (Seldin,

1984). Although the effect of student ratings feedback on college classroom teaching has

been modest, L'Hommedieu, Menges and Brinko (1990) recently concluded in their meta-

analysis of 28 relevant studies that several methodological and conceptual flaws served

to attenuate the actual strong positive effects of student ratings feedback. Research in the
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1nuse of student ratings has concluded that this method of feedback is most effective

producing desired changes in a student teacher's performance when the ratings are

supplemented with additional feedback methods, such as consultation with the cooperating

teacher, videotapes of the student's teaching or interaction analysis (Iævinson-Rose &

Menges, 1981; Menges & Brinko, 1986).

Novice Versus Expert

A number of research studies have been published in the last decade pertaining

to the Eansition between the novice and experr level of professional competence (Benner,

1984; Corcoran, 1986). Most have claimed empirical support for a theory which describes

the domains of skilled performance in a profession, although many researchers

acknowledge that further study in the area is required. Fuller (7969,1970) has identified

three stages of teacher development in the transition from novice to expert: survival

(when the teacher is concerned with her/his own adequacy as a teacher); mastery (when

the teacher concentrates on the techniques of teaching); and impact (when the teacher

becomes concerned with the effect of her/his teaching on students). Sprinthall and his

associates (1983) describe the teacher's transition from novice to expert in terms of a

progression through the levels of ego, moral and conceptual development. Benner (1984)

used an early version of the Dreyfus Theory of Skill Acquisition to describe data obtained

in interviews and participant observation of novice and expert nurses. This theory

emphasizes factors such as experience, context and pattern recognition in the development

of expertise. No single theory has been tested adequately to conclude that it can be

supported, negated or revised. Benner and Dreyfus have criticized research methods such
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as protocol analysis, problem simulation and computer modelling in this area of study,

arguing that these methods cannot effectively capture the processes of expertise (LeBreck,

1988).

The concept of novice to expert has many implications in the study of clinical

teaching, both for understanding the behaviours of students and of novice and expert

teachers. The majority of studies have investigated the developmental growth of students;

few have pertained to the developmental changes experienced by teachers (e.g., Carter,

sabers, cushing, Pinnegar, & Berliner, L987; carter, cushing, sabers, stein, & Berliner,

1988). The research has not concontrated on how the novice can become an expert as

much as the differences between novices and experts.

An impressive body of research describes qualitative differences in the expert's

and novice's responses to situational problems presented in a variety of complex domains

(e.g., computer programming; social sciences; geometry; algebra; word problems). A large

part of these differences can be explained in terms of the expert's superior skill in

formulating abstractions of the problem, based on related concepts and an established

knowledge base. In contrast, novice problem-solving is concrete, with problems

categorized into concrete subproblems (Benner, 1984). Leinhardt (1985, 1986) has

conducted numerous studies on what constitutes expert and novice behaviour in the

teaching of elementary school mathematics. She has concluded that experts are able to

cover a great deal more content in an allotted time than a¡e novice teachers. She contrasts

the cohesive and flexible methods of the expert with the fragmented activity of the

novice.
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Studies of the work of managers are particularly relevant to the study of novice-

expert clinical teaching. The literature describing the role of managers and executives

(Koontz, o'Donnell & weihrich, 1980; lævinson, 1981) have overlapped to a

considerable extent with the descriptions of others (e.g., Lortie, 7975) who describe the

roles and functions of teachers. These studies have contributed a great deal to the

understanding of how a manager learns to help other people to change. The people-

changing status of the management profession is currently receiving considerable attention

from researchers in teacher education who identify a similarity between teaching and the

personnel managing professions (Lampert & Clark, 1990).

The effect of experience on the clinical teacher's performance has been extensively

investigated by researchers in counselling education. Marikis, Russell & Dell (1985)

determined in their study of counselling supewisors that the more experienced supervisors

made more self-referent remarks and spent more time discussing the counselling

relationship than did the more novice supervisors. Stone (1980) found that expert

supervisors generated more statements indicative of their planning for the counselling

experience than did the novices. Other studies have failed to generate conclusive findings

about the nature of the differences between novice and expert clinical teachers (Goodyear

& Robyak, 1982; Hodge, Payne & Wheeler,1978; Worthington, 1984).

This area of research has been plagued by ambiguity of terms (e.g., each study has

a different definition of the term "expert"), as well as a lack of validation of developed

theories. The research to date has not effectively tested the assumption that more

experienced clinical teachers are also more effective clinical teachers. Usher (1985) has
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determined that adults are often resistant to the idea that they can learn from their own

experiences and are not always able to reflect on what they have learned. However,

considerable progress has been made in the past few years to correct some of its previous

limitations. For example, researchers recently attempted to validate Case's (1978) theory

of successive stages of expertise in teaching (Bereiter & Scarmadalia, 1986) and Benner

and her colleagues have tested Dreyfus and Dreyfus' (1986) transformation theory of

expertise in a variety of nursing settings.

Ethnographic Research

The nature and structure of clinical teaching according to the perspective of the

clinical teacher has been examined in six ethnographic studies, four in nursing, one in

physiotherapy, and one in teacher education. The ea¡liest of these was conducted by Glass

in 1971. as her doctoral dissertation research. She combined the methods of participant

observafion and interview to discover the realities of clinical teaching for 53 clinical

teachers who taught in va¡ious baccalaureate nursing programs. Her analysis by means

of grounded theory's constant comparison method produced a comprehensive and

provocative view of the world of clinical teachers in nursing. Glass introduced the term

"guest in the house" in her research report. This term referred to the teachers' experience

of belonging to an institution separate from the clinical agency. As "guests" in the agency,

the clinical teachers isolated themselves from the nursing staff in the clinical area and

tended to teach defensively. They were also preoccupied with the avoidance of errors by

themselves or their students, leading to their avoidance of risk-taking. The concept of

"guest in the house" is discussed by Ctifton (1979) as the marginal role of the student
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teacher in teacher education; by Mesler (1989) as the negotiated order of clinical

pharmacists in teaching hospitals; by Scully (1974) as the participative guesr srarus of

physiotherapy students in the clinical area; and by Metia (1987) as the role of student

nurses in British hospitals. Glass also discovered that the clinical teachers distorted the

educational process for their students because of their predominantly present orientation

and their promotion of expressive rather than insffumental values in nursing.

Pugh (1980) examined the relationship between nursing faculty's perceptions

regarding clinical teaching and their actual practices in her doctoral dissertation resea¡ch.

Her study entailed surveys of both faculty and students. Faculty were asked to identify

their role identification as clinical teachers, using semantic differential scales (e.g., "I am

a teacher"; "f am a nurse who teaches nursing"). Students were asked to rate the

frequency of specific low inference teaching behaviours demonstrated by their clinical

teachers, as well as the perceived importance of these behaviours. In addition, the

researcher observed the fifty clinical teachers for one day as they implemented their

clinical teaching activities. The researcher identified a significant incongruence between

the clinical teachers' intentions and their actions. She determined that role identification

(i.e., Nurse; Teacher; Nurse as Teacher) in combination with congruent role preparation

results in the clinical teacher behaving as she/he intends in the clinical area. However,

incongruent role identification and role preparation of clinicai teachers in nursing

produces incongruence in the teacher's ability to teach as she/he intends. Pugh's study is

a milestone in the field as it represents the first intensive effort to describe and analyze

the context of clinical teaching from the perspective of the clinical teacher.
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Carr (1983) proposed to develop a theory which would effectively describe the

process of clinical teaching in nursing. Her thirteen week ethnographic study of three

medical-surgical nursing teachers in a baccalaureate pro$am focused on the cognitive

processes (monitoring, role rehearsal, information processing and demonstration)

employed by the clinical teacher. She concluded that clinical teachers structure leaming

experiences in the clinical area to socialize the students toward a professional ideal

nursing image. The information processing and socialization models of clinical teaching

which Carr offers are complex and difficult to rationalize as products of the limited data

provided in her report. An interesting and unique aspect of Carr's research is her use of

interactional analysis to examine the content of the clinical teacher's interactions with

students.

Rosenthal (1987) utilized grounded theory to analyze her observations and

interviews of three nursing teachers from two community college progïams who taught

on hospital psychiatric wards. In her f,rfteen week investigation, Rosenthal discovered a

number of aspects of clinical teaching which were contadictory to those identified by

Carr. Rosenthal's analysis of clinical teaching concentrates on the interpersonal

interactions of the teacher to a greater extent than Ca:r's research. This appears to be to

some extent a reflection of the clinical area in which the participant observation took

place. For example, Car dismissed the concept of the clinical teacher functioning as a

role model to students because she asserted that teachers were only able to model

teaching. Consequently, the role model concept was insignificant in Car's analysis.

Rosenthal emphasized the role model function of faculty as nurses to be crucial to student
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learning in this clinical area. She stated that psychiatry was intimidating for students.

Teachers were required to emulate many of the interactional techniques used by nurses

in the area in order to reassure students. She also found that the clinical teachers offered

much more personal support and positive feedback than did Car in her study.

It is significant that although the four ethnographic studies of clinical teaching in

nursing refer to similar descriptions of the process (e.g., clinical locations are not

controlled for student learning; clinical teaching is unpredictable; the patient and not the

student is the primary focus in the clinical area), it is the pioneer study by Glass which

most articulately and clearly provides a theoretical context for these findings. Her study

is not referenced by either Carr, Pugh or Rosenthal. Although each of the four studies

have contributed to the understanding about clinical teaching in nursing education, they

have failed to develop a theory which may be effectively utilized in practice.

Scully (I974) conducted a three-month grounded theory study of 31 physiotherapy

practitioners who taught students in a New York hospital. Many of Scully's findings

appear to reflect the primary role of the clinical teachers in her study; i.e., that of a

practising physiotherapist. For example, Scully identified that the clinical teachers in

physiotherapy education were primarily concerned with the potential risk to patients of

students learning in the clinical area. She concluded that clinical teaching in physiotherapy

is "a process of pacing the students to professional competency" (p. 2). Learning

experiences in the clinical area were chosen by the teachers in accordance with their

assessment of the student's readiness to execute a specific skill safely and efficiently.

Scully concludes that the clinical teachers in her stud.y were narrowly focused on the
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acquisition of particular skills by the physiotherapy students. She suggests that clinical

teaching should be much more; students should also be taught the administrative,

teaching, and research skills associated with the practice of the profession.

Calderhead (1988) published a report of his ethnographic study of the clinical

experience of ten student teachers during one academic year. The report contains detailed

analyses of his interviews with the participants of his research, but does not articuiate

much about the nature of his sample or his method of analysis. Calderhead's research is

unique in that he has included the perspectives of teachers, staff and students about

clinical teaching. Some of his findings pose interesting contrasts with the research

conducted by Glass, Carr and Rosenthal. For example, he referred to the university

faculty's value of reflection on experience which at times caused the student teachers,

after they had met with their faculty supervisor, to view the practice of their supervising

teachers in a new and often negative light. This resulted in the experience of inner turmoil

on the part of the student because the loyalties of student teachers tended to be aligned

with the cooperating teacher. Glass, Car and Rosenthal discuss the clinical teacher's

dilemma when required to "make sense of' practices by the agency staff in the clinical

area which are inferior to the "ideal" which is taught by the teacher. It is apparent in

their research that the loyalties of the nursing student are with the faculty member more

than they are with the staff nurse in the clinical area.

Teacher Thinkins

An additional area of research which promises to contribute to the understanding

of the experience of clinical teaching is the study of teacher thinking (for comprehensive
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reviews, see Calderhead, 1987; Clark & Peterson, 1986; Mitchell & Marland, 1989;

Shavelson & Stern, 1981). A myriad of terminotogy is used in reference to teacher

thought. Terms such as reflective inquiry, teachers as action researchers, teachers as moral

craftsmen, self-analytic teachers and schola¡-teachers refer to those persons who engage

in reflective thought about their work. The dissemination of this research has resulted in

an increasing recognition among the professions that the work teachers do requires

complex cognitive processing (Carter, 1989). Kagan (1988) discusses how the research

pertaining to teacher cognition has evolved in the last decade from linear, unidimensional,

scientific models to multidimensional, hierarchical, artistic models of decision-making.

Research in this area has primarily focused on the decision-making processes of expert

practitionors who practise. Its use in clinical education has been limited. Floden and

Klinzing (1990) propose that this area of research may contribute insight into the procoss

of student teacher decision-making, student teacher functioning and student teacher

learning, as well as influencing educational policies in teacher education.

The research pertaining to clinical teaching in the professions has focused largely

on the definition of teacher effectiveness. Proponents of this method of research assume

that clinical teaching can be defîned by a particular dimension, that is, its characteristic

behaviours and activities (Zimmerman & Waltman, 1986). In general, the majority of

research in the area of clinical education has been limited by inadequate research designs,

invalid conclusions and a lack of replication efforts. Given that clinical education is a

highly complex phenomenon (-ampert & Clark, i990), the research conducted in this area

must include the identification of the existing multiple factors which impact upon it.
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Clinical teaching should be studied as a qualitative, as well as a quantitative endeavour,

defined by the conceptual relationship which defines it (Short, 1984). Ethnographic

research offers the possibility of providing a basis in order that researchers may be able

to examine these variables and the network of interrelationships in clinical teaching.

However, at present, reviews of the research in the area of clinical education (e.g., Pugh,

1983) have concluded with a statement similar to the following by Davies and Armershek

(1969) concerning clinical teaching in teacher education:

A review of the research leaves one with a great feeling of urgency to
expiate the study of student teaching; given its ascribed importance in
teacher education, it is alarming to find so little systematic research related
to it. Discussion and descriptive reports are plentiful, but comprehensive
basic study of the processes involved is lacking. (p.1384)

Issues in Clinical Education

Dunkin and Biddle (1974) state that a model of teaching should be able to provide

a framework in which one can address the questions which plague the profession

concerning the complex issues of teaching. The issues which face the professions today

in regard to clinical education include those which relate to who should teach, where

should they teach, how should they teach, how should they relate to others in ttre clinical

setting, how should student clinical performance be assessed and what are the

characteristics and needs of students which affect the nature of clinical teaching? These

issues are a reflection of the lack of a theoretical framework to guide the professions as

to the nature and structure of clinical teaching. At present, there exists no model of

clinical education which sufficiently addresses these issues in order to provide direction
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to the professions as to thefu resolution.

Who Should Teach?

The professions have struggled throughout their history with the question of who

should be clinical teachers. A number of the professions have experimented with a variety

of teacher assignment, utilizing practitioners in the field, educators in the professional

faculty or a combination of both. The decision about who is more effective as a clinical

teacher, the practitioner or the faculty member, is impeded by the lack of a theoretical

framework to guide this choice. Often the decision about which of these three alternatives

to choose is based on cost effectiveness rather than educationally-based rationale (Bush,

1977>.

The Practitioner as Teacher

Research in teacher education has suggested that the practitioner who teaches

students in the clinical area may have the most powerful impact on the students' learning

in the clinical experience (Housego, 1987; Housego & Boldt, 1985; Yee, 1969). However,

practitioner-teachers tend to be more practical than theory-oriented. Lewis and

Kapplemam (i986) have noted that residents demonstrate a tendency to teach

authoritatively, rarely functioning as a role model to medical students. Reynolds and

Cormack (1987) present strong arguments against practitioners being clinical teachers

because practitioners often lack the necessary teaching skills, time and motivation to

teach. Studies of feedback regarding students' clinical performance given by co-operating

teachers in teacher education have demonstrated that it is frequently inadequate for the

purposes of learning, tending to be highly focused on a few, specific situations (Griffin,



46

1983).

The logistics, politics and personnel practices which must be examined before a

field placement can be arranged can be somewhat overwhelming when agency staff are

relied upon to teach students in the worþlace. Concerns such as sites for clinical

placement, travel time, hours assigned, identification of contacts in both the agency and

the professional school and legal responsibility for the student's performance in the

clinical area must be negotiated between both parties. Logistical solutions have been

offered (Thompson, 1983) in order to expedite this negotiation process, but these have

been ineffective in answering such debates as whether students should be placed with

clinically strong or weak agency staff in their clinical experience.

If the clinical teacher is a practitioner who is employed by the agency, faculty may

risk that students will be negatively socialized to the profession, particularly if the

practitioner is a negative role model. Tierney (1987) discusses this concern in the analysis

of his observation that residents tend to refer to patients in the commonly accepted jargon

of the profession (e.g., "vegetable") in order to signify that they have achieved initiation

into the medical profession. He expresses a fear that medical students and interns who are

taught by such residents will attempt to imitate this behaviour, believing it to be

appropriate to the profession.

clinical teachers in some professions (e.g., medicine, social worÐ may be

expected to provide service for clientsþatients as well as teach students in the clinical

area. In medical education, residents' time with students is frequently compromised by

the demands of heavy patient care workloads and long, fatiguing days in the hospital
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(Morgan, 1987). Trying to fit a student's learning needs into the already crowded

schedule of a resident adversely affects the quality of clinical insrnrction offered to

medical students (V/ilkerson, læsky & Medio, 1986). Medical students are often assigned

ths "scut" work on the ward as the residents compete for the "bsst" patients and for

experience in skills and procedures.

Often practitioners who teach are novices to the profession and a¡e consequently

unclear about their roles and responsibilities as a clinical liaison in the field. A survey of

64 field instructors in social work education demonstrated that their expectations of the

role of the clinical teacher were extremely diverse (Faria, Brownstein & Smith, 1938),

The ambiguity of the agency teacher's role in clinical education is often accentuated when

the practitioner teacher must interact with more than one professional program, with

differing requirements and structures of the clinical experience for students. The roles of

the faculty member and the clinical teacher in these situations are frequently overlapping

and confusing (Bandler,1982). Freeman, Logan and Blackman (1986) found in their study

that the social workers who taught students often told students that they were incapable

of and not expected to assist the student with problem-solving; that is the responsibility

of the faculty supervisor.

Facultv as Clinical Teachers

Faculty of university-based professional schools often experience conflicts between

their role as gatekeepers to the profession and their academic requirements as faculty

(Schwebel, 1985). Pressures to publish and to conduct research, as well as the absence

of a reward system in teaching, frequently result in faculty viewing clinical teaching as
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a lesser priority (Irby, 1987). Lanier and Linle (1986) indicate that faculty who supervise

student teachers in elementary or secondary schools are "at the bottom of the stratification

level" (p.530) at the university.

Part-time clinical teachers are often regarded as a financially feasible option

universities. Part-time teachers offer another advantage: they are more likely to

experienced with current practices in the profession because they generally work as

practitioners in the field when they are not teaching (Morgan, 1987). However, part-time

faculty may not attend all faculty meetings pertaining to the clinical experience of

students in the program, thereby missing vital information and the sharing of creative

approaches (Bandler, 1982; Morgan,1987; Wood, 1987). Part-time faculty are generally

bound by contractual obligations not to exceed a specific number of work hours. This

results in the teacher being unavailable to students requiring assistance after the scheduled

work hours. In addition, some professional programs are staffed by so many part-time

faculty that a student may have two or three part-time teachers per terrn (Wood, L987).

The effects of this situation on the student's ability to learn in the clinical area have not

been adequately investigated.

Clinical teachers in professional schools vary considerably in their educational

qualifications, commitment to teaching, status and role responsibilities. In nursing

education, for example, new clinical instructors often have had little or no preparation

about how to teach (Karuhije, 1986). McColley and Baker (1982) found that only abour

507o of new teachers in counsellor education had received any training in clinical

teaching; 20Vo of these had attended one seminar on clinical teaching. de Tomyay and

for

be
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Thompson (1982) observe that many new teachers in nursing are so intent on proving

their credibility to the staff and students in the clinical area that they are likely to be

oblivious to many factors which affect learning. Clinical teaching improvement

workshops/progtams have been described and implemented with varying degrees of

success in medicine, dentistry, nursing and counselling (Jewett, Greenberg & Goldberg,

1982; McColley & Baker, 1982; Sorbal, 1989). The need to improve clinical teaching has

long been recognized by the professions. One of the early studies in medical education,

conducted by Miller and his twelve colleagues (MacKenzie, 1988), concluded that medical

educators might be the major obstacle to students' learning in the clinical area. A national

survey of dental educators (MacKenzie, 1988) discovered that although the majority of

dental educators had not received any formal education about clinical teaching, 95Vo of

the respondents indicated they desired such education.

Role of the Clinical Teacher

Beyer and Marshatt (1990) state that each of the professions share common

stressors among their clinical teachers: heavy workloads, multifaceted role expectations

and the university's expectation of professional advancement. Added stressors experienced

by nursing faculty include assisting students to cope with illness and the personal

tragedies of their patients, as well as satisfying the demands of the service agency for

patient care and legal requirements (Goldenberg & Waddelt, 1990). Stress in clinical

teaching is accentuated by the lack of clarity in the professions concerning role

expectations for clinical teachers (Fisher, 1983).

Although there appears to be widespread agreement among the professions as to
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the ultimate goals of clinical teaching (i.e., the acquisition of knowledge, skills and self-

awareness by students), there exists considerable debate about the nature of the clinical

teacher's role. Butler and Elliot (1985) identified three central functions of the clinical

teacher in social work: management, helping and education. In teacher education, six roles

have been assigned to the co-operating teacher: namely, manager, counsellor, instructor,

observer, provider of feedback and evaluator (Turney, 1982). Counselling students have

identified similar roles for their clinical teachers (Delaney & Moore, 1966) but have

negated the need for management or counsellor roles for the teacher. There exists a clear

need to resolve the role confusion which presently exists in clinical teaching in the

professions, particularly between the teaching and helping/therapeutic aspects of the

teacher's role.

Evaluation

Another decision which poses many problems in clinical education is the matter

of how, when, and where students' clinical competence should be assessed. Evaluation

is perceived as a frustrating and awesome task for many clinical teachers in the

professions, particularly when they are inexperienced in teaching (Wong & Wong, I9S7).

It is not uncommon for students in the professions to receive evaluations which are late,

inexplicit or lacking in meaningful feedback @inham & Stritter, i986). As in all issues

which plague clinical teaching today, the lack of appropriate theoretical frameworks to

guide these decisions has resulted in each profession attempting a variety of evaluation

methods without satisfactory resolution of the issue. Much of the difficulty with

evaluation arises from the struggle of the professions to delineate behaviours which
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constitute effective practice. An additional factor is the inherent subjectivity of most

evaluation methods and tools. Teachers tend to express that they are "passing sentence"

on students when they evaluate them (Wood, 1987) and that they have little confidence

to do so. Other problems associated with the evaluation of clinical competence have been

identified as the nalrow representation of what actually occurs in the clinical area (e.g.,

tact, physical endurance and tenacity are rarely mentioned in evaluation tools), and the

bias toward the assessment of the student's skill and knowledge in the clinical area, to

the exciusion of assessments of professional and personal attributes such as honesty,

caring, and maturity (Messnick, 1989). Medicine and dentistry report the least degree of

difficulty with the issue of clinical evaluation, perhaps because these professions are

largely competency-based (Barrows, 1987).

In the majority of professions, it is the individual who teaches in the clinical area

who evaluatos the clinical performance of students. For example, in medical education,

much of the responsibility for evaluation of students is allotted to medical residents (Irby,

L987). However, practical skills are tested in the legal profession by examiners who are

not faculty of the law school (Smith, 1990). A disadvantage of this separation has been

that both the law schools and the bar examiners at times function at cross-pu{poses to one

another. Smith (1990) states that law schools are reluctant to teach the practical skills

tested by the bar exam, and the bar examiners are often unaware of changes in the

curricula of law schools.

Patient simulation as an evaluation method has recently been adopted by many

medical schools across North America to evaluate the decision-making and diagnostic
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abilities of medical students. Patient simulation has been found to be an effective tool in

measuring medical students' interpersonal skill competence (Schnabel, 1989). Other

evaluation methods (e.g., computer assisted evaluation; self-evaluation; criterion reference

testing) have been developed by the professions in order to address the difficulties of

achieving uniformity and precision of perceptions of the teacher regarding a student's

competence. The limitations of each of these methods as accurate indications of a

student's ability to practise a profession are identified by aurhors such as Swanson (i990),

Melnick (1990), and Wilson (1990). The major difficulties associated with evaluation

methods other than direct clinical supervision relate to the lack of reliabitity and validity

of specific evaluation instruments, as well as the high costs of developing and

implementing these alternative approaches.

V/here Should Clinical Teachine Occur?

Choice of Settine

An area which remains largely uninvestigated in the professions today is the

identification of criteria to apply in the choice of a setting as most appropriate for the

clinical experience of students. As in all issues affecting clinical teaching in the

profession, the choice of an appropriate setting for clinical education is difficult, if not

impossible, if the ideals of clinical teaching (i.e., what the clinical teacher should do in

the clinical area; what teaching behaviours promote learning in the clinical area) are not

clear. Bevil and Gross (1981) have developed an evaluation tool to be utilized by nursing

faculty in the selection of clinical learning settings. The competency-based tool is

intended to be shared only with the faculty and not the agency staff. Irby (1987) discusses
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the importance of selecting clinical sites for the placement of students based on the

availability of effective staff role models. He states that students need to observe

exemplary role models in action and to study the behaviours which constitute effective

practice. He makes no recommendations as to how these role models are to be identified.

The choice of an appropriate setting for clinical teaching must take into

consideration the divergent perspectives of the service agency and the professional school.

Academics are expected to teach, conduct research and publish; the mission of the agency

is service. The perspective of agencies is immediate; that of professional schools is distant

(Bandler, 1982). The unique perspectives of each produce a service-academia conflict

when both are required to work together for the purpose of implementing a clinical

teaching experience for students. Faculty at times suggest that practitioners in the field

are "out of touch" with current theoretical concepts and often practise in less than the

ideal manner (Kaltsounis & Nelson, 1986). Practitioners in the service agencies often

accuse faculties of "living in an ivory tower". Medical practitioners, for example, have

charged that some professors in medical education are reseilchers and not clinical experts

who are able to teach the practice of medicine effectively (Mangione,L987). Practitioners

have claimed that graduates of professional programs are not adequately prepared by the

faculty for the "real world" of the profession (Wood, 1987). The graduate of nursing

education programs has been said to be lacking in essential technical skills and inundated

with the psychosocial theories of patient care; the graduating nurse is said to be able to

"analyze and synthesize but not catheterize" (Kramer, 7976, p.95). Education-practice

links may also be affected by factors which are unique to the agency or professional
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program (e.g., size, history, degree of specialization, funding sources and stage of

development). Resolutions to the service-academia schism (e.g., faculty practice;

collaborative programs) have been proposed by many authors (Dexter & Laidig, 1980;

Infante, 1986; Joachin, 1982) in the professions but to date, none has reported resounding

success with any one solution.

Draining of Resources

Service agencies are beginning to complain about the overcrowding and the

draining of resources that occurs when vast numbers of students utilize their areas for

clinical experience. As well, the increasing sophistication in technology and the acuity of

patients in health care agencies have become a major concern for educators in the

professions. The emphasis of agencies offering highty sophisticated service to clients is

necessarily on disease and technology beyond the level of a novice student (hby, 1987;

Morgan, 1987; Stemmler, 1988). In response, professional programs have made some

adaptations to the traditional mode of clinical education by the use of some untaditional

settings, such as home visits to the well elderly (Bevil & Gross, 1981). However, the

research regarding the significance ofdifferences in clinical sites has not been conclusive

(Dinham & Striner, 1986). Recently in the literature there has appeared a myriad of

studies examining the costs of clinical education to the service agencies. The findings of

this resea¡ch indicate that agencies suffer a financial loss (due ro increased use of

equipment by novice learners and the disruption of usual routines, causing decreased

productivity) when students learn in their clinical areas (Chung, Spelbring & Boisoneau,

1980; Holenen, Fitzgerald & Simmons, L976; MacKinnon & Page, 1986). The long-term
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benefits of clinical education in service agencies (e.g., recruitment of students who will

return after graduation to work in the area) have not been widely investigated.

The Students

An issue of prime importance to clinical teachers in the professions is how to

assist a student who is experiencing difficulties in the clinical area (Flunr, Carline, Tonesk,

Yergan, Silver & Loebel, 1989). Very few studies of clinical teaching refer to the

cognitive and noncognitive difficulties of students in the clinical area. None gives

direction as to how the teacher might intervene effectively. The research conducted in this

area has been sparse, weakly analyzed and lacking in theoretical insights. Hoy and

Woolfolk (1990) determined in their study of the socialization of student teachers that the

beneficial and detrimental consequences of clinical education have not yet been

effectively identified in the research.

Student anxiety in the clinical area has represented the majority of research in this

field. Generally, anxiety is assumed to be an inevitable outcome of the clinical learning

experience. Different authors place differing emphases on the degree of responsibility to

be assumed by the teacher for the student's anxiety. For example, positive feedback from

the clinical teacher is touted by Barr (1980) as the panacea for eliminating and preventing

student anxiety in the clinical area. Research related to student stress in the clinical area

has largely occurred in counselling education. These studies (Gysbers, 1964; Monke,

1971; Mooney & Carlson, 1976) are generally correlational in nature. No causal

statements can be made from this research regarding how or if clinical teaching

behaviours affect student sress.
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Studies of nursing students have identified their major stressors in the clinical area

as the teacher, new and unfamiliar situations, and being evaluated (Pagana, 1989).

Conversely, their most satisfying experiences are reported to be working closely with the

agency staff when the roles and responsibilities of both are clearly defined. This finding

has been replicated in social work and medicine (Brook, Ingleby & Wakeford, 1986;

Mangione, 1987).

The Patients/Clients

Extremely little has been written about clients/patients in the clinical learning

process. No model of clinical education currently exists which addresses how clinical

teachers shouid relate to patients/clients in the provision of learning experiences for

students. Infante (1985) has questioned whether beginning nursing students can effectively

care for patients before they have the necessary level of skill and knowledge to give

quality patient care. She also raises the concern that students add to the already large

number of persons who read a patient's chart and the danger of breaching confidentiality

is increased. Morgan (1987) has expressed a similar concern in medical educarion,

particularly in regard to the increasing acuity of patients in teaching hospitals.

A brief overview of the ,r,"."rrrlffig ro clinical teaching in the professions

has been presented in this chapter. It has provided a small glimpse of the factors and

underpinnings which interpret how the professions define and structure clinical education.

It is readily apparent in the preceding review that the progress made by the professions
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with regard to explaining and developing clinical education has been iaboured, fragmented

and woefully inadequate. The general overall view is one of a search for def,rnitions and

structure of clinical education, with a resounding emphasis on probiem resolution. The

lack of theoretical frameworks to address mutual issues and concerns regarding clinical

education is a recurrent theme.

The issues in clinical education today are complex, defying simple solutions.

Currently none of the models of clinical education effectively addresses them, although

the models proposed by Infante and Diekelmann appear promising. The discussion of

issues in this report is not comprehensive (e.g., the issue of how specialization in the

professions has affected clinical instruction has not been acknowtedged) but it suggests

the immensity of the problems and concerns to be addressed in any study of clinical

teaching in the professions. It is striking that there has been so little sharing between the

professions as to their individual struggles to resolve cturent issues.



CHAPTER THREE

THE RESEARCH DESIGN

The research methods employed in this research study were selected in order to

identify how the subjects explain reality in their own terms. An ethnographic

epistemology, based on the social psychology framework of symbolic interaction, was

utilized as a strategy for data collection and analysis @llen, I9S4). Ethnography

originated in the research of early cultural anthropologists. Its current definition is

frequently clouded by the terminological preferences of the resea¡cher (e.g., Zigarmi &

Zigatmi [1980] define ethnography as entering the natural setting in order to conduct field

research; Stoddart [1986] defines it as the end product of fietd research; Leininger, 1985

refers to ethnography as immersion into the cultural experience of others by nurses).

However, the essence of these diversified defînitions is that ethnography is a process by

which the researcher attempts to describe and interpret social interactions between people;

the science of cultural description (Wolcott, 1975).

During the past forty years, ethnography has undergone considerable refinement

and change (Bryman, 1988). This resulted in methodological and conceptual confusion.

One example of the advancements to occur in this period has been the rejection of the

researcher as the passive notetaker, who possesses absolute objectivity and neutrality

(Ellen, 1984). Ethnographers now embrace the concept of the researcher who functions

as a subjective soaker of the culture they study. A "new ethnography" has emerged
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which is distinguished by highly sophisticated techniques designed to extract cognitive

data (Spindler, 1988). V/olcott (1987) describes the new ethnography as characterized by

the rendering of a theory of cultural behaviour which is relevant and plausible and can

be used to understand the contextual reality of the subjects' behaviour.

Ethnography was selected for this study because the perspectives of clinical

teachers regarding clinical teaching has not been widely studied. According to Erickson

(1986), ethnographic research methods are most appropriate when the researcher is

seeking to identify the meaning-perspectives of particular individuals in specific events.

He identifies the key questions in such research as "What is happening here, specifically"?

and "What do these happenings mean to the people engaged in them"? Other reasons for

selecting ethnography in this study of clinical teaching include: 1) ethnography is

well-suited to the study of the process of professional education (Yunkel 1979); (2)

ethnographic studies provide a description of events which may not be available or may

be contradicted in self-reports by the subjects (Pugh, 1980); and (3) ethnography provides

an opportunity to investigate complex phenomena such as teacher-student interactions

within their contextual setting (Rosenthal, 1989).

Participant Observation

The primary research strategy utilized in the research study was participant

observation. The term "participant observation" implies more than either participating and

observing. It is a field study which may involve a number of modes of data collection

(Wolcott, 1987). This study employed passive participant-observation, interviewing,
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content analysis of the teacher's documentation, and concept mapping.

The teachers were observed as they taught in the clinical area and as they

interacted with the students in the pre- and post-conference stages of the clinical learning

experience. A total of 1242 hours of participant observation occurred over the span of ten

months in the study. The method was particularly advantageous for observing the

teachors'everyday experience in clinical teaching. Often aspects of clinical teaching were

so routine and familiar to the teacher that, when asked to coÍrment later, she would often

reply that she "had no idea" she had done what had been observed. Participant

observation revealed patterns of the teachers' behaviour, as well as providing a direct

experiential and observational access to their world of meaning. It entailed tracking,

observing and at times, eavesdropping. Tracking the clinical teacher involved following

her around as she taught in the clinical area and in pre- and postconferences. Tracking

afforded observations of the teacher's activities and her interactions with others as she

taught. In between her clinical teaching activities, the teacher "talked out loud" about her

perceptions and feelings conceming the situations which arose in the clinical teaching

experience. Becker (1985) concludes that a volunteered statement from an informant is

less likely to reflect the researcher's biases and preconceptions than one which is made

in response to an action (e.g., asking a question) by the researcher. Although the teachers

avoided talking to the researcher when they were busy with students, staff or patients,

they occasionally were so involved in explaining something to the researcher that they did

not notice students or staff waiting to speak to them. Early in the study, this was to

present difficulties for two groups of students who reported their concerns to their clinical
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teacher.

Teacher #6 to researcher: The students talked to me when you left last
week. They said they had some difficulty approaching me about a question
or a concern because I was always busy talking to you. I told them that it
was so much fun to have someone to talk to about all this. I never had the
opportunity to before. But I told them I was here primarily for them, not
you, and they should feel free to intemrpt us if they needed me.
(Fieldnotes: February 8, 1990)

Following these incidents, it was decided that the researcher would signal the

clinical teacher whenever another person was waiting to talk to the teacher, and the

teacher v/as not aware of the other person's presence. As well, the teachers regularly

asked for feedback from the students as to how the researcher's presence was affecting

their learning. These strategies appeared to resolve the difficulry.

Observing the teacher was frequently conducted in an unobtrusive manner. For

example, the decisions of the teacher as to which student(s) required the most supervision

were readily observed by means of standing in the hall of the unit and observing which

rooms the teacher entered and the time she spent in each room. Eavesdropping occurred

simply by overhearing people discussing events or situations. Much of the eavesdropping

in the study occurred when the clinical teacher met other teachers at coffee or lunch.

What was said by the teacher group was frequently the impetus for the researcher to

inquire later as to its meaning of the clinical teacher. Becker (1985) proposes that

informants may respond differently when they are alone with the researcher than they wilt

when they are with other people. For example, the clinical teachers frequently reported

to their colleagues about a student's clinical difficulties in a highly negative and punitive

manner. However, later they would discuss the student's difficulties in a much more



62

positive and optimistic manner.

It is well-established that the very presence of the researcher can affect what is

being studied (Berg, 1989; Morse, 1990). If participants are aware that they are rhe

subjects of a research study, they may experience the Hawthorne effect. Generaily this

effect is short-lived in qualitative research (Berg, 1989) but it may be minimized or

prevsnted by a myriad of srategies (e.g., unobtrusive notetaking) designed to promote

researcher invisibility (Berg, 1989; Glaser & Strauss,7967; Stoddarr,1986). The invisible

researcher is able to be present in the research setting, capturing its essence without

influencing it (Stoddart, 1986). In the reality of this research srudy, invisibility was

difficult to obtain. The researcher was well known to many of the faculty of the three

schools of nursing and to many of the nursing staff of the three hospitals at which the

participant observation took place. Initially in the study, the clinical teachers occasionally

sought the researcher's advice, particularly in crisis situations about matters pertaining to

their clinical teaching (e.g., a staff nurse complained about a student's c¿ìre; a student

quarrelled with the teacher). Students who were aware of the researcher's background in

nursing education at times requested assistance when the teacher was not present. Hospital

staff who recognized the researcher frequently stopped her and inquired about the

purposes of the research. This generally occurred during observation of the clinical

teacher's activities in the clinical a¡ea and affected the behaviour of the teacher, student

and researcher. One clinical teacher threatened to have the reason for the researcher's

presence "tattooed" on the researcher's forehead in order that "we can get on with our

business without being stopped every five minutes". Much of this behaviour abated over
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time. In retospect, it appears to have been largely a reflection of the "stress of entry"

(Field & Morse, 1985, p.91) inherent in the beginning phase of fieldwork. Gentle

reminders by the researcher to the nursing staff that she was working as a researcher in

the clinical a¡ea and should not be disturbed appeared to resolve the difficulty. Hospital

staff apparently became used to the researcher's presence and stopped intemrpting or

asking questions. Students and teachers stopped seeking the researcher's advice within a

few weeks of the initiation of the research. Clearly stating the research goals at the

beginning of the study, and as necessary throughout the research, served to counter the

possibility of students or teachers viewing the researcher as an advisor or teacher

(Rosenthal, 1989).

Interviewing

An additional data-gathering technique utilized in the study was dramaturgical

interviewing. Dramaturgical interviewing occurs within the context of a symbolic

interaction framework and presupposes that the interviewer and interviewee encounter one

another in a "face to face interactionary performance" (Berg, 1989, p.14). The interviews

which occurred during the research were of two types. Structured interviews occurred at

the beginning, middle and end of the study. Interview schedules were developed according

to the guidelines recommended by Patton (1980). Accordingly, interview questions were

formulated from a list of categories which had arisen from the pertinent literature and/or

the data previously gathered. For example, at mid-study Teacher #2 was interviewed. A

major category which had presented itself in the observations of her teaching was
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"Nursing Staff's Influence on Teaching". Questions relevant to this category which had

not previously been answered by Teacher #2 included "How does the number of LPN's

affect what students do and learn in the clinical aÍea?" and "IVhat will you tell and not

tell your administration about the difficulties you experienced with the staff in the clinical

area?"

The initial interviews were tape recorded. However, one teacher expressed

discomfort with the recording process. By mid-study, all the teachers stated that they were

"used to" the researcher taking notes. Three stated they preferred the notetaking method

of recording to that by a tape recorder.

Much of the interviewing of the teachers was conducted by means of

unstandardized interviewing. The interview questions were generated by situations which

had arisen in the clinical area or to which the teacher alluded in her conversations with

the researcher or other teachers. Generally unstandardized interviewing occurred at

coffee/meal breaks or immediately following the clinical learning experience.

Occasionally, it occurred when the teacher was not busy in the clinical area. However,

it was difficult to locate a place on the unit where private conversations could be

guaranteed.

A significant aspect of the interviewing process was

personal language in formulating interview questions. Becker

use of the teachers'

Geer (1969) caution

interviewers to heed the respondent's language in order to prevent misinterpretation of

either the intewiew question or the interviewee's response. The importance of this was

illustrated on several occasions. As well as minimizing the possibility of misinterpretation,

the

and
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this technique generally resulted in the teachers giving more comprehensive and reflective

responses to the interview question. For example, Teacher #1 often discussed students as

"internal" or "external thinkers" in reference to their degree of dependence on the teacher.

When asked to describe how the degree of dependence affected her manner of teaching

a particular student, Teacher #1 stated that her role as a teacher was to encourage

independence and to discourage dependence. However, when asked how a student's being

either an internal or external thinker affected her clinical teaching, she replied:

'We need to mould the students to become internal thinkers. They may go
to the next teacher who will let them stay external but I think it's
important to help them think for themselves. So far I have not received
any complaints from the students. I hate nurses who do things by rote.
(Fieldnotes: October t2, 1989)

An advantage of the resea¡cher being an "insider" in nursing education was that the

researcher, by virtue of her experience, could speak the language of those in the fîetd. A

disadvantage was that, at times, the researcher had her own terminology for specific

concepts and considerable self-monitoring was required to avoid imposing these on the

informants.

Interviewing was particularly productive in clarifying and expanding upon what

had been observed by the researcher. It also provided a means of validating the

researcher's impressions/observations. It is significant that in comparing initial, mid-term

and final structurod interviews, the final interviews are considerably more extensive in the

range of teacher perceptions and affective content than those conducted at an earlier time.

This difference could be related to the increased trust of and rapport between the

researcher and the interviewees over time. It may also be attributed to the development
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of the researcher's interviewing skitl with experience.

Other Methods

As well as participant observation and interviewing, the study also entailed

document analysis. The teachers shared with the researcher various forms of their

documentation of students' ctnical performance (i.e., contracts, anecdotal records; skill

check-off lists; mid-term and final evaluations). These were compared to the clinical

teacher's statements and observed behaviour in relation to the specific students and her

general perspective concerning clinical teaching. Document analysis frequently generated

further interview questions. It also confirmed or disconfirmed several emergent categories

in the collected data.

Concept mapping was utilized at the completion of the field study as a sÍategy

to assist the participants to arriculate their knowledge, beliefs and values concerning

clinical teaching. Novak and Gowin (1984) have defîned a concept map as "--- a

schematic device for representing a set of concept meanings" (p.15). Concept mapping

provides a visual representation of an individual's mental model of a problem or situation,

highlighting the relationships which exist between the cenrral concepts of the individual's

map @anby & Bernard, 1990). Concept mapping enables teachers to move beyond

technical rationality in their thinking about the clinical teaching process. It assists teachers

to explicate and clarify their assumptions about clinical teaching, as well as to assess the

consequences of their teaching behaviours to others (Van Manen, 1977).

The participants in the study were asked to formulate a concept map of their view



67

of clinical teaching in accordance with the guidelines for concepr mapping detailed by

Novak and Gowin. In order to stimulate their thinking about clinical teaching, the teachers

were provided with a list of major categories which had emerged from their individual

data set in the research. The teachers expressed varying degrees of initial concern related

to their ability to complete a concept map. Consequently, the procedure suggested by

Novak and Gowin was altered significantly. The teachers mer individually with the

researcher, following a period of time in which they reviewed the list of categories and

made some initial attempt to define their view of clinical teaching. During this meeting,

clarification was sought about concepts or relationships between concepts which were

unclear to the researcher. At times, this questioning initiated a revision of the original

concept map by the teacher. Because the teachers were frequently unclear about the

meaning of specific categories (e.g., the term "mnemonics" was puzzling to the majority

of participants), the teachers were asked to articulate their concept map of clinical

teaching in their own words. Later, the teacher and researcher discussed how and if the

categories could be substituted for the teacher's terminology. In this exercise, the

researcher was forced to substantiate and explain the categories to the satisfaction of the

participant. This had an unexpected benefit of validating some categories and suggesting

some doubt about others. The researcher mailed each participant her concept map three

months after the concept mapping session. At that time, the participants were asked to

review their map and to make revisions as necessary (see Appendices 1-6 for the final

concept maps).

The exercise of concept mapping was particularly helpful as a means of validating



68

emergent categories of data and the relationships between them (dimensional matrixes).

It did, however, result in some problems. For example, the teachers experienced difficuity

differentiating what occurred in their clinical teaching because of various contextual and

mediating factors and what was their perspective about clinical teaching. Consequently,

although one teacher frequently disparaged evaluation because it was contradictory to her

philosophy and values concerning clinical teaching, she included it in her concept map

(Appendix 3) because "it was a requirement of the school". Only in discussion with the

individual teachers did these incongruities become explainable. Another difficulty was that

the teachers assigned different semantic interpretations to their concept maps. The term

"evaluation" was interpreted to be verbal feedback (Appendices 4 and 5), the student's

self-evaluation (Appendix 4), a formal written evaluation (Appendices 1,2,3 and 6) and

the documentation by the teacher of snrdents' clinical difficulties (Appendix 1). Teacher

#4 suggested that the exercise of participating in the research had made her "mo e

reflective about clinical teaching". She proposed that the study required her to reflect

about her teaching more than she would have done if she was not a participant in the

research. She also suggested that this reflection may have caused her to change her

teaching style. The researcher did not observe any significant changes in this teacher's

clinical teaching during the course of the study, nor did the teacher report any changes

in interviews. It may have been helpful to test this teacher's assumptions about the effects

of reflection on her perspective about clinical teaching by requesting that the participants

to complete a concept map at the onset, as well as at the completion, of the field.work.

This may have served to identify changes which occurred in the teachers' concept maps
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over time.

The procedure of data collection in this research study entailed a variety of data

collection methods, including participant observation, interviewing, concept mapping and

reviews of documents. Each strategy measures different facets of social reality (Bryman,

1988) and together they add to the depth and richness of the findings of the study.

Triangulation of research procedures, as well as the utilization of a variety of settings and

the diversity of the study sample, were attempts by the researcher to provide procedural

rigor in the research, in order that data be accurately obtained and recorded (Burns &

Grove, 1987). The relationship between the research questions, the theoretical framework

of symbolic interaction and the methods of data collection are detailed in Appendix 7.

The Sample

The participants in the study were six clinical teachers in three schools of nursing:

two diploma schools and one university generic baccalaureate program. The researcher

contacted the director of nursing in four schools of nursing and requested permission to

address the faculty regarding the research project. Three directors gave their permission

for the researcher to request volunteers to pafiicipate in the research. One director stated

that the teachers in the school of nursing would be "too stressed" by the research and she

refused to permit the researcher to discuss the research with the faculty. Each of the

subjects volunteered to participate in the study following a presentation made by the

researcher to the faculty of her school of nursing.

The inclusion of both diploma and baccalaureate programs was intended to permit
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a comparison sampling to determine whether or not the unique mission and structure of

each program would affect the teacher's perspective about clinical teaching. Two of the

teachers taught on a part-time basis as clinical teachers in the university baccalaureate

program. Both teachers had never taught in a school of nursing prior to the time of the

study, although both had considerable experience teaching in other settings (e.g.,

community education programs; professional conferences). One of these teachers was

prepared at a R.N. level. Although both teachers had been students in the registered nurse

baccalaureate program at the university, they were not familiar with the curriculum of the

generic undergraduate program. They stated they had received negligible orientation to

the school upon employment. They also rarely saw or interacted with other members of

the university faculty. Because of their unfamiliarity with the university program, any

postulations made about the effect of the nature of the nursing program on the teacher's

perspective must be made with considerable reservation.

Four of the participating teachers were full-time medical-surgical nursing clinical

teachers in diploma schools of nursing. The average length of experience as a clinical

teacher in the sample was 2.8 years; three of the teachers had one year or less of clinical

teaching experience. One teacher was prepared at the master's level; one is currently

enroled in a baccalaureate program of nursing and has a R.N. diploma; the remaining

were prepared at a baccalaureate level.

The sample size in an ethnographic study is determined by the purposes of the

research, as well as by constraints such as subject availability, and time (Bowers, 1986).

Originally, the sample size was restricted to four teachers because it was anticipated that
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the data base would be extensive, considering that each clinical teacher interacts with a

vast number of people in the course of a clinical day. The precedent for utilizing four

participants in research of this kind has been established by Field (1982) and Tardif

(1984) who have concluded that this number of subjects permined the researchers to

investigate adequately the perspectives of the various actors and to fulfrl the intentions

of the research. However, because two of the teachers were pafi-time and only worked

for half of the academic yoar, a decision was made to expand the number of subjects to

six.

A number of researchers have determined that students in professional progïams

change from the beginning to the end of the nursing program in regard to their values,

attitudes, and degree of autonomy in the profession (Eisenberg, 1983; Knafl & Burkette,

1975; Windsor, 1987). However, no studies were located which have identified the effect

these changes have on how the teacher interacts with the students and interprets his/her

roie as a clinical teacher. It is also not known if the time of the year affects the clinical

teacher's perspective. For example, does the teacher change in her/his interactions with

the students as the teacher's workload increases toward the end of the academic year? For

this reason, it was decided that the research would take place over the course of an entire

academic year and that both junior and senior students would be involved. Two of the

teachers in the study taught senior (i.e., second year diploma) students in the clinical area.

Two of the participants were clinical teachers of first year diploma students. The

university program does not provide a medical-surgical clinical experience for senior

students. Consequently, only teachers in the second and third year of the university
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program were invited to participate in the study.

The entrance requirements for students in the three programs involved in the study

did not differ dramatically, except in the def,rnition of 'mature student' for admission. The

university program required 'mature students' to have demonstrated acad.emic proficiency

in four university courses prior to enrolment in the school of nursing. The diploma

schools accepted students in this category if they were over the age of 2I. One participant

in the research study stated that one of the students in her clinical group had not engaged

in a formal academic activity for 15 years prior to entering the diploma school of nursing.

It was the impression of three diptoma program teachers in the study that university

nursing students "ate younger, smafier and have more social supports than diploma

students".

Because of the unique structure of the three programs, it was not possible to study

all six teachers during the course of an academic year. For example, Teachers #4 and #6

were hired by the university program to teach in the clinical area for a eighteen week

term and were involved in the study only for this time period. Because of difficulties

encountered in obtaining access in certain institutions, Teacher #5's participation in the

study was confined to six months of the ten month academic year.

Each of the six teachers was assigned groups of students on a rotational basis (four

to ten students per goup; rotations of four to eight weeks). Two of the teachers (#1 &

#2) raded goups of students after the first semester of the program. This permitted the

resea¡cher to observe not only the teacher's individual response to and interactions with

specific students but also to note the students' responses to changes (i.e., new teacher;
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new ward; new expectations). These seventeen students were observed for a duration of

20 weeks in the study. The responses of these students to the researcher over time were

significant. In general, they appeared to "get used to" the researcher's presence with time.

However, if the researcher was away for a prolonged time (e.g., Christmas break), there

was a noticeable degree of awareness by the students of the researcher's presence when

the researcher returned.

Teacher to researcher: I suspect some Barbara effect today. They haven't
seen you for a few weeks and they are more hesitant today than they've
been in the last couple of weeks. @ieldnotes: February 9,1990)

The Setting

Each of the six clinical teachers who were participants in the study taught on

medical-surgical wards in an urban hospital. It is necessary to identify some of the

commonalities and differences in the setting characteristics in order to appreciate fully

how these affected the clinical teacher's ability to teach and the nature of the data

obtained in the setting. Five of the teachers taught on wards in one of two tertiary care

teaching hospitals; one teacher taught in a smaller (one third of the bed capacity of the

larger hospitals), non-teaching, community hospital. The degree of patient acuity, the

sophistication of technological equipment, the number of persons performing specialized

services in the clinical area at any one time and the general pace of activity were

significantly greater in the larger hospitals. However, even in the tertiary care hospitals

there existed notable differences between specific wards regarding these variables. For

example, three of the teachers taught for half the year on wards where the primary focus
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was rehabilitation and palliation, not restoration or cure. These wards more closely

approximated those of the community hospital.

Four of the teachers (#1, #2, #3 8L #5) taught in a clinical area in the same

institution in which their school of nursing was located. Two taught in a hospital setting

affiliated with, but outside of, their employing agoncy. Four of the teachers had taught on

the ward in the previous academic year, and of these, two had taught on the same ward

for more than three years.

Access to the clinical agency was provided by the Ethical Review Committee

and/or the Director of Nursing of each of the three hospitals. The Director of Nursing or

his/her delegate described the nature of the research in writing to the head nurse and

nursing supervisor of each ward on which the research would take place. The researcher

arranged a meeting with the head nurse of each ward and answered any questions about

the project. The researcher requested that the head nurse inform the nursing staff that the

research did not require their participation in the study . However, the focus and purpose

of the study was clarified for any of the ward staff who requested further explanation.

Generally, this introductory procedure facilitated a pleasant and uncomplicated research

experience on the wards. However, the participant observation method. remained a mystery

to many nurses who questioned its validity and significance in comparison with the

traditional bio-medical resea¡ch model. Several nurses asked, during the course of the

research, if the researcher "felt silly just hanging around like that" and one concluded that

"if you can get a Ph.D. for that, it's amazing".

The wards differed as to theh physicat structure and the allocation of nursing staff.
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heTwo wards were long and na:row, resulting in difficulties for both the teacher and t

researcher to locate each other whenever a temporary separation had been required (e.g.,

a student requested to speak privately to the teacher). Interviews with teachers on wards

which provided private space (e.g., conference room) for her to meet with students were

considerably more frequent and in-depth than those with teachers who were necessarily

concerned about being overheard in a public room.

Role of the Researcher

A dominant theme in the relevant literature is the discussion of the researcher roles

available to participant observers, particularly in regard to the dangers of over-

involvement with those being observed (Berg, i988; Burgess, 1982). Gans (1982) states

that even if the researcher wishes to remain marginal to the participants, the participants

soon demand of the participant observer some degree of personal involvement. In theory,

the marginal role of the researcher affords the luxury of viewing people, events, and

situations in a detached, analytical manner. However, because the participant observer is

not a cardboard cut-out figure but a person with human needs and desires @llen, 1984),

the marginal role is often awkward and artifrcial. The researcher has personal as well as

professional needs for support and acceptabiliry (Gans, lg82), for belonging and

community (Ellen, 1984). This situation becomes more complex as the researcher is

required to maintain a rapport with the participants and to be continually tactful and

socially sensitive throughout the duration of the research. As well, being human, the

researcher develops specific likes and dislikes for participants and is required in the
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marginal role to disregard these for the purposes of the research.

Gans (1982) discusses the tendency of participant observers to meet their personal

needs by pretending participation. The internal conflict that results leads to the

researcher's experience of guilt and often to overidentification with the participant.

Overidentification can cause the researcher to adopt the participants' way of thinking,

producing confusion and the loss of critical faculties necessary for data analysis

(Hutchinson, 1986).

The research paradigm adopted for the present study is in accordance with that

recommended by Connors (1988) and is characterized by reciprocity, collaboration and

dialogue in the researcher-participant relationship. Connors states that it is impossible to

obtain thick, rich descriptive data if the researcher and participant are emotionally distant.

Participants in this research paradigm are assumed to be partners in the research process.

As such, they decided, with the researcher, which of the field notes would be reproduced

in the research report. The priority of the research became to involve the participants in

"formulating the conditions of inquiry" (Simons, 1989, p.119) rather than simply

requesting that they conform to the research conventions.

The decision to adopt this paradigm was reached with much hesitancy, fearing that

reciprocity of the researcher-participant relationship would result in overidentification and

the loss of critical analysis. Although the possibility of reactive effects must be

scrupulously controlled, a number of benefits have resulted from the reciprocal

relationship. The participants have expressed their appreciation that they share the

"ownership" of the data. They have been encouraged to discuss openly with the researcher
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how the research process affected them. They are not expected to wait for the publication

of the research rcport to discover how the researcher has interpreted their world. They

have given the researcher feedback when they have believed her to have misinterpreted

data. They frequently suggested revisions in the resea¡ch process (e.g., one teacher

recommended that students be responsible for inroducing the researcher to their patients

because the teachers were often too distracted or busy to remember to do this).

The role of this researcher could be described as an "insider". She is well known

as a nursing educator and an administrator to many of the nursing staff and the faculty

of the hospitals and schools of nursing involved in the research study. The "insider" role

facilitated access to and rapport with the participants. Researchers who are perceived as

strangers or outsiders may encounter difficulties earning the trust and confidence of the

participants (Glazer, 1982). Participants may be reluctant to confide in the researcher until

a rapport and trust is established. Geer (1964) indicates that a researcher who is familiar

to the participants prior to the research should avoid mannerisms or dress which

distinguish the participants from him/herself. Selecting a neutal, approachable role is less

threatening to participants than the role of a teacher or an authority. A danger of the

"insider" role is that, because of the researcher's familiarity with the field of study, both

the participants and the researcher may assume too much, neglecting the familiar and the

subtle (Rosenthal, 1989).

Oieson and Whittaker (1968) recognized in their research study that the student

nurses they studied attributed six major roles to them (e.g., friend; undercover agent)

which in turn affected the participants' interaction with the researchers. Authority roles
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may be attributed to the participant observer; the interaction in these situations is typically

one-sided, flowing from the researcher (Cassell, 1982). Particularly at the onset of this

research study, the participants attributed a variety of roles to the researcher. For example,

initially, one teacher frequently referred to the researcher's experience as a nurse educator

in her requests that the researcher give her feedback about how she had handled specific

situations which had arisen in her clinical teaching.

Students occasionally spoke to the researcher when she was separate from the

clinical teacher (e.g., waiting for a city transit bus). On these occasions, they generally

provided information about a situation involving themselves in the clinical area and

suggested that it would be beneficial to them if "the teacher knew the whole story". One

student who had failed her clinical rotation met the researcher on the street and stated that

she felt she could confide in the researcher because the researcher was "so kind and

understanding" (the researcher had never spoken to the student).

Many of the roles ascribed to the researcher by the clinical teachers have been

identified in debriefing sessions, generally following each clinical observation day. In the

discussion ofthe day's events, the teacher often shared herperceptions about the research

process. In turn the researcher was able to comment on the role ascriptions which had

been observed (e.g., "I wonder why you asked me if you had done OK with X lstudent].

IVhy do you think you wanted my opinion on your performance when you know that the

research is not about evaluating you?"). Occasionally, teachers and students tested their

role ascriptions (e.g., "I know you're not supposed to help me with this but I really need

someone to figure this out for me before X [teacher] gets back"). Each time, the



79

researcher reminded the teacher/student about her researcher role, refrained from giving

solicited advice and, when necessary, directed them to refer the matter to someone else

(e.g., the program administrative personnel).

Leininger's (1985) model of stranger-friend has been useful in interpreting

behaviour. Leininger's model supposes that participants will initially protect

backstage realities from the view of the researcher. As long as the researcher remains a

stranger (i.e., someone who is unknown and unpredictable), the participant may exhibit

signs of territoriality and distrust. With time, the researcher who becomes known and

trusted by the par:ticipants will be permitted access to the backstage realities of the

research setting. During the fîrst few weeks of the study, the participants were far more

protective of their reality than they appeared to be toward the completion of the field

study. Field and Morse (1985) propose that the entry stage of f,reldwork is crucial for the

researcher; this is the time when establishing tho trust of the participants is of paramount

importance. It is also the phase of the research in which the credibility of both the

research and the researcher will be tested.

The participants began to share their mistakes with the researcher by the second

month of the research. Previously, they often shielded the researcher from their

errors/omissions (e.g., telling the researcher that she would be "bored." attending a

postconference and then much later admitting that she had not wanted the researcher to

know that she had planned to ignore the curriculum's agenda for the conference that day).

As the teachers and the resea¡chers developed a trusting relationship, the teachers

contributed more detail and rich, descriptive data to the resea¡ch. They began to refer to

this

their
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past situations in their experience as clinical teachers and to reflect on their meaning.

They also began to express signs of caring (e.g., one teacher brought the researcher a flier

about supportive shoes because she was concerned about the effect ofprolonged standing

on the resea¡cher's health). These behaviours are suggestive of Leininger's friendship

stage of the researcher-participant relationship.

Occupational roles of the researcher may also influence the participant observation

research process. Rosenthal (1989) issues a warning to nurse researchers to avoid

intervening in patient care too frequently. Frequent intervention may be interpreted as

criticism or the researcher may come to be viewed as a problem solver. The temptation

for the researcher to intervene in patient care was difficult at times, particularly when a

patient called out to the resea¡cher and the nursing staff did not appear to heed the

patient's needs. Occasionally, because to do otherwise would have been awkward and

embarrassing, the researcher assisted the clinical teacher by retrieving an article which had

dropped on the floor or by performing a minor activity associated with patient care (e.g.,

pulling up a siderail). These interventions were documented in the fieldnote transcripts

and analyzed as to their effects on what was being observed.

Preventing/ìVlinimizing Reactivity

Individuals engaged in qualitative research are faced with the challenge of dual

responsibility for systematic, scientifîc inquiry and a responsibiiity to the research

pafiicipants. The role and relationship dilemmas which arise make qualitative research

particularly vulnerable to certain invalidating or contaminating effects (Robinson &
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Thorne, 1988). A significant concern in this regard is the occurrence of reactivity.

Reactivity has been traditionally defined by behavioral scientists as the response

of research subjects to the presence and behaviour of the investigator (V/oods &

Catanzaro,1988). The classic instance of reactivity is the Hawthorne effect when research

subjects alter their usual behaviour in response to being studied (Berg, 1989). Defining

reactivity in qualitative research only as far as to its effects on the research subjects

denies the relational and interactional context of such research. A major characterization

of qualitative research is that it depends on the relationships the resea¡cher establishes to

elicit data. In the process of establishing the trust and confidence of the participants, the

researcher uses the self in interaction within the dynamic social context @avis, 1986).

The researcher abandons the idea of absolute neutrality, accepting instead that "there is

no way to study a thing without changing it" (Sandelowski, 1986, p.34) or being changed

(Cassell, L982). The emotional investment which is always present as the researcher

responds to those being studied affects the researcher's perception and interpretation of

data (Drew, 1989). This has been discussed by various authors in terms of resea¡cher

"enmeshment" (Swartz & Jacobs, 1979); "immersion" (Robinson & Thorne, 1988); and

"going native" (Bowers, 1986; Oleson & Whittaker, 1968).

Sources of reactivity in qualitative research have been identified as the researcher's

overidentification with the participants (Berg, 1989); the personal characteristics (e.g.,

gender) and demeanour of the researcher (Ellen, 198a); the researcher's agenda (e.g.,

entering the research setting with the intention to correct or improve it) which contravene

thegoalsof theresearch(Berg, 1989;Ellen, 1984); thepresenceof theresearcher(Glaser
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& Strauss, 1967; Stoddart, 1986); the emotional context of the situation being observed

(Connors, 1988); and the roles ascribed by the participants to the researcher (Oleson &

Whittaker, 1968). A number of strategies to prevenlminimize reactivity in this research

study have previously been discussed in the report (e.g., triangulation; unobtrusive

observation; remaining in the field long enough to observe the familiar, routine world of

the participants, as well as the atypical or sensational). The following strategies were also

employed by the researcher in this study:

1) the researcher maintained a diary to record her emotional and physical status

during the study. These entries were regarded as sources of data to be analyzed

for the information they contained and contributed to the research. The

"reactionary passages" (Drew, 1989) in the diary were helpful to the researcher in

that they resulted in an emotional catharsis, often assisting her to regain her

emotional equilibrium and objectivity in the study;

2) the research notes were organized to include observations (fieldnotes),

interpretations (memos), and cornments about the methodological process used

(method notes). The method notes contained the researcher's account of her

personal reactions to an event or situation, as well as anything else which may

have influenced the data collected. As recornmended by Glaser and Strauss (1967),

the researcher attempted to remain continually self-reflective, noting changes in

herself as an obseryer over time by means of self-evaluation. This required that

the researcher honestly acknowledge and meticulously report her feelings, attitudes

and behaviour which may have influenced the research process;
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pafiicipants' statements and behaviour were compared when the resea¡cher was

present and when the participant was unaware of the obseryer's presence (Becker,

1985);

the participants (and students) were asked at least once a month in what ways, if

any, the presence or actions of the observer seem to have affected the phenomena

in question (McCall, 1969);

data were identified which were never provided spontaneously to the researcher

but only upon elicitation by the researcher (Becker, 1985);

the researcher attempted to attend at all times to the meanings and categories that

the participants used to define and construcr their world @mmerson, 1987);

the frequency and distribution of data were checked in order to assist the

researcher to identify behaviour unique to specific individuals, groups and

situations (Becker, 1985). An additional benefit of this srraregy is that it may

identify whether the researcher has formed alliances with certain participants or

avoiding cefiain individuals because of her personal needs and likes/dislikes.

field notes were written as soon as possible following an observational period to

prevent forgetting impoftant details and the researcher consciously avoided

discussing the data until after the field nores were completed (Berg, 1989);

the researcher left the field for a time (maximum one week) when fatigue,

boredom or discomfort affected her ability to remain alert and to record data

accurately (Davis, 1986; Cowles, 1988). As well, regular breaks from the field

were scheduled for the researcher to conduct data analysis (One in every four
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thisweeks). However, because of the conflicting schedules of the participants,

schedule was not always followed;

10) the researcher developed a tool for the appraisal of data regarding possible

reactive effects because existing tools of this nature (e.g., Becker, 1985; McCa|l,

1969) were too cumbersome and time consuming for the large amount of data

collected in the study. The tool is based on Wiseman's (1987) identification of

five factors which shape interactive behaviour: emotional valence; distribution of

power; importance of the interaction; goal of the interaction; and the effect of

nonnative or cultural criteria. An example of the use of the appraisal tool is

detailed in Appendix 8. The tool has proven to be particularly beneficial not only

in the identification of many of the possible reactive effects but also in directing

further observations and questioning in the research. The limitations of the tool are

that it requires subjective analysis by the researcher. The results of the reactivity

analysis are ultimately a reflection of the conscientiousness and self- reflective

ability of the researcher (McCall, 1969);

Some of the sources of reactivity in participant observation research and the

strategies which were used to minimizeþrevent the occurrence of reactivity in the study

have been presented in this section of the report. It is not possible to delineate all sources

of reactivity within the confines of this report. However, the ability of the researcher to

look back thoughtfully on what happened, to recapture the situation and total process of

what happened and how the people in the study responded to the researcher is of

paramount importance.
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Ethical Considerations

Oskamp (1984) has derived the following ethical precepts from various ethical

codes in the social sciences to be applied to qualitative social research: 1) social scientists

should avoid harmful consequences to research participants; (2) all research participants

should be told about the research and the likely impact on rhem so rhey can give

meaningful informed consent to participate; (3) research participants should. not undergo

any unusual invasion ofprivacy; (4) deception ofresearch participants should be avoided

as much as possible and used only where it is essential to the accomplishment of a highly

desirable goal and has been previously approved by a ethics review committee; and (5)

research participants should be debriefed soon after the research is complete in order to

inform them about the research findings and allay any remaining anxieties. These precepts

formed the ethical guidelines for this research. Appendix 8 outlines how the precepts were

implemented in the study. The proposal for the research study was reviewed and

approved by the Ethical Review Committee of the School of Nursing of the University

of Manitoba (see Appendix 9).

The Teachers

The teachers who attended a presentation by the researcher to request volunteers

to participate in the study received a description of the study (Appendix 10) which

summarized the purpose and procedure of the research, as well as informing the

prospective participant of the freedom to ask questions of the researcher and to refuse to

participate in all or some of the aspects of the resea¡ch. Informed consent was obtained
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from the six teachers who volunteered to participate in the study (Appendix 11). The

resea¡cher met with each group of students assigned to a teacher participant in the study

immediately prior to their flrst clinical experience with that teacher. The purpose of the

resea¡ch was explained to them and they were given the opportunity to ask the researcher

questions.

The Students

The students received a description of the study (Appendix 12), containing similar

information to that received by the teachers. They were also asked to complete a consent

form (Appendix 13) within an allotted time period (usually 24 hours) and to hand it to

the researcher personally or in her office mail slot (the researcher was given office space

at two of the three institutions). All of the 172 students signed rhe consent form,

permitting the researcher to observe the teacher participant when she was interacting with

the student. Twelve of these students requested some limitations to the consent (e.g., "Not

to watch me when I do a procedure for the first time".) Alt but 13 of these students

indicated they wished to obtain a summary of the research findings at the completion of

the study.

Others

Hospital staff, patients and visitors received a verbal explanation of the research

when they requested it. However, at times when the teacher or the researcher observed

that someone was watching the researcher intently, this information was volunteered.
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Although the researcher wore a hospital name tag, it was diffrcuit to read for many

patients because the typing is superimposed on a coloured photograph of the individual.

The researcher wore a lab coat and street clothes so as not to be confused with a nurse.

However, she was on occasion mistaken for a physician or a hospital administrator.

Initially, the teachers had agreed that it would be best for them to introduce the

researcher to patients when they saw the patients in the morning of a clinical day.

However, the teachers often did not see certain patients until the latter part of the day

(e.g., because they were too busy with one student; because the patient was off the ward

for a diagnostic test) and they often forgot to introduce the researcher at that time. Some

patients asked about the researcher's role directly; others stared intently and waited for

an explanation. One patient motioned to the teacher and told her in a whisper to, "Be

careful. There's a lady over there taking down everything you say". When the participants

and the researcher discussed this concern, it was decided that the students would assume

the responsibility for introducing the researcher to their patients. When students forgot to

do this, the teacher or researcher assumed this role.

Nursing staff were often reluctant to ask the researcher about her purpose on the

ward and generally confronted the teacher, in the researcher's absence, to ask about the

research. It had been anticipated that the head nurses would convey the information about

the study to the staff but this did not happen beyond a note in the staff communication

book (which many nurses did not read) or an announcement in a staff meeting (which

many nurses did not attend). Other staff (e.g., physiotherapists; ward clerks) were also

initially curious about the researcher's presence. Explanations concerning the researcher's
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goals and purposes were a significant part of the researcher's role during the initial two

months of the research. These were rarely required after this time period. One unexpected

effect of the researcher's presence was that certain physicians who observed the

researcher taking notes during their interactions with patients assumed the researcher was

interested in the physician's behaviour. The nursing staff on three hospital wards indicated

that they wished to hire the researcher because specific physicians "are so much nicer to

their patients when she's around".

The Researcher

The continual data gathering in ethnographic research depended a great deal on

the personal ethics of the researcher to guide the study. According to Bryman (1989),

researchers in the end must "define for themselves what is ethical in qualitative research"

(p.135). This entails a countorbalance of the resea¡chers'perceptions of personal integrity,

their responsibilities to their profession and to themselves, and the effects of research

activities for their subjects. The researcher was continually required to make decisions

about which situations should be observed and which should not. For example, students

who were obviously anxious about their clinical performance and who were being closely

supervised by their teacher were obviously negatively affected by the presence of another

observer when they performed a clinical skill (e.g., they made more errors than usual).

The researcher made a decision not to observe these students but to instead interview the

teacher about her interactions with the specific student. Students occasionally asked that

the researcher not enter their patient's room because their assessment was that their
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patient would be negatively affected by the presence of another person in the room. The

resea¡cher did not observe teacher-student interactions when the student or teacher

indicated she wished to speak privately (e.g., when a teacher spoke to a stud.ent about her

body odour). However, the teacher discussed these incidents with the researcher after the

private discussion, unless the discussion was confidential.

At times, the researcher chose not to directly observe the teacher in interaction

with specific patients, because of the sensitive and private nature of the interaction (0.g.,

a patient was crying about her terminal diagnosis and the teacher was comforting her).

An ethnographer is frequently privy to information outside the realm of the study which

may have ethical implications (e.g., observing an incident of malpractice). The consent

form (Appendix 11) details the procedure for the researcher's management of such a

situation. There were times, thankfully few in number, when the researcher experienced

a "professional tug of war" (Kim, 1983) between the research goals and patient advocacy.

It was wrenching on these occasions to witness behaviours of professional staff in the

clinical areas which contradicted the edicts of professional and ethical behaviour. Curent

theorists recommend two strategies to tackle these dilemmas in participant observation

research: (1) avoid intervention until the end of the research study because it may result

in the participants perceiving the researcher as a problem-solver or a critic and it may also

cause the researcher to experience role conflicts (Arhbold, 1986; Field & Morse, 1985;

Swanson, 1986); and (2) intervention should occur when the ethical obligations to the

participants or to others in the study take precedence over the goais of the research

(Davis, 1986). The "tug of war" experience was always sha¡ed with the teacher who was
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also a bystander on these occasions. In each of these situations, the teacher eventually

reported the incident to an authority in the school of nursing or, infrequently, confronted

the individuals involved.

Data Analysis

Fetterman (1990) states that analysis in ethnography takes place in each stage of

the research, from the statement of the problem to the writing of the research report. This

analysis is iterative and frequently cyclical. Data analysis in the research incorporated the

major elements of constant comparative analysis, a method of data analysis developed by

Glaser and Strauss (1967) for use in grounded theory research. These elements are

detailed in Appendix 7. The constant comparative analysis is accomplished in four stages:

i) comparing the data to each conceptual catogory; (2) integating the categories and their

properties; (3) delimiting the emergenr theory; and (4) wriring the theory (Glaser &

Strauss, t967).In contrast to most other data analysis methods, the data collection and

analysis occur conculrently, rather than as separate sequential phases of the research

process. Agar (1980) describes this dialectic process in the following passage:

--- Glaser and Strauss came up with the elegant statement that in
ethnographic research, data collection and interpretation are done
concurently rather than being separately scheduled parts of the research.
In many sociological suryeys, for example, a questionnaire is designed.
Then interviewers go out and "collect the data". The data are then coded
and keypunched. only then does the analysis begin, with the
machine-readable data manipulated according to some statistical procedure.
In ethnography --- you learn something ("collect some data"), then you try
to make sense of it ("analysis"), then you go back and see if the
interpretation makes sense in the light of new experience ("collect more
data"), then you refine your interpretation ("more anarysis"), and so on.
The process is dialectic, not linear. (p.9)
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The focus of data analysis in the research study was the organization of the many

categories which emerged from the data. The data from field notes, interviews, and

document analysis were examined comparatively by the researcher who then coded them,

indicating by name or tenn the class of behaviours or situations represented in the data.

Emerging categories, referred to as "coded categories" (Strauss, 1987), were identified

in the field notes and transcripts by underlining significant words or phrases. This step

in the analysis was repeated until the code was verified and yielded no further properties

(i.e., the category was saturated). For example, one coded category which was identified

early in the study was the "Teacher As Public Relations Official". Sub-categories of this

category were also coded (e.g., "Staff Expectations of Teacher" and "Staff Expectations

of Students"). Further properties of this category were identifîed as additional indicators

of the conceptual code and the category was renamed "Relations with Nursing Staff" and

later, "Temporary Systems".

The coding and analysis of data by means of the constant comparative method

may be likened to completing a gigantic jigsaw pazzle. The categories were developed

by means of inductive inference, derived from patterns which emerged from the data. The

data was ferreted out into discrete categories which were then "fitted into logically,

interrelated categories" (Carr, 1983, p. 123). This process assisted the researcher to

identify the central elements of clinical teaching and the relationships which exist berween

them.

The identified categories were developed, checked, revised, and rechecked until

the category was saturated. An example of this saturation process occurred in the refining
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of the category initially entitled "Helping Students". For some time in the study, the

teachers demonstrated a number of behaviours which they stated were designed to help

a student experiencing clinical difficulties to succeed in the program. One of these helping

behaviours was identified as arranging for the student to meet with the teacher and a

member of the school administration to discuss the student's diffrculties. However,

following one such meeting, the teacher commented, "'Well, now she knows for sure what

she has to do to pass. And if she doesn't do it, she's out". Further discussion with the

teacher revealed that a concealed agenda of this meeting, known only to the teacher and

the administrator, was to convince the student that there was little chance of her being

able to fulfil the requirements of the school and that she should withdraw from the

program. It became apparent that some behaviours were disguised as helping, but were

in fact efforts to remove or extinguish the student from the program. This revelation

directed the researcher to ask all the participants how they determined when they should

stop helping a student and what behaviours they then employed. It also guided specific

observations of the teachers' behaviour in relation to students they perceived as unable

or unwilling to be helped. The final result was the development of a category separate

from that of "Helping", entitled "Extinction".

Miles and Huberman (1984) suggest that plausibility is the opiate of the researcher

who utilizes the constant comparative method. If researchers believe that the emerging

categories are commonsensical, congruent with their world view, they are likely to assume

that they are correct. The strategies recommended by Glaser (Burgess, 1982) and Miles

and Huberman were utilized in the research to prevent premature pattorning of data and
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data-conclusion incongruence. These included using Glaser's eight criteria (e.g., the

density of emergent categories) and checking the fit between the schema and the original

data. As well, the recommendations of Sandelowski (1986) were adopted in order to

ensure the fittingness of the analyzed data in an ethnographic study. Fittingness refers to

the applicability of the frndings of the research study in the experience of readers outside

of the immediate, local context of the study.

The validity of ethnographic research has been widely debated (Bowers, 1986).

Most authors have concluded that traditional external validity measures are inappropriate

in this kind of research because ethnogaphy represents the subjects' lived experience. The

most appropriate measure of validity for an ethno$aphic study is the subject's validation

of emerging categories (Strauss, 1987). Likewise, because symbolic interactionism

assumes that meanings are constantly evolving over time, replicability is not guaranteed

in this type of research. Ethnographic researchers may address the issue of replicability

of their research findings by identifying conditions under which the theory would be

expected to apply (Bowers, 1986).

Limitations Of The Study

The major limitations of the research relate to the nature of the sample population.

The six clinical teachers volunteered to participate in the research. Their willingness to

volunteer may have been a reflection of their interest in and the importance they attached

to clinical teaching. It may have also reflected their willingness to discover more about

the concept of clinical education, particularly as three of the reachers had no or linle
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experience as a clinical teacher. If these suppositions are true, it may be postulated that

teachers with a lesser interest or need may have interpreted the clinical teaching

experience quite differently than did the six participants. As well, the small number of

teacher participants limit the generalizabitity of the findings to orher clinical teachers in

nursing. However, if the findings "fit" in the experience of clinical teachers outside the

immediate local context of the research, these possible limitations are not significant

concerns.

It may be argued that the clinical teachers may have attempted to demonsffate

what they considered to be ideal teaching practices when observed by the researcher and,

thus, the findings are not representative of the teacher's actual practice. Berg (1989)

refutes this argument in his review of qualitative resea¡ch methods, stating that such an

effect of participant observation research is short-lived. As well, several stategies were

effected to counter this occurrence (e.g., triangulation of data collection methods).

The variability of medical-surgical wards used in the study may have been a

contravening variable in the research. Although it was decided to restrict the sample to

teachers of one specialty area (i.e., medicine-surgery) so as to equalize the study

population, the teachers taught in clinical areas which bore little resemblance to one

another in regards to patient acuity, focus of nursing care and typical workload. For

example, the teachers commented that they teach differently on wards in which the focus

is rehabilitative medicine versus an acute medical ward.

Although the variability of clinical sites may be a limitation of the study, it also

sEengthened the conceptual relevancy of categories devised from the emergent data. For
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example, the identification of the acuity level of patients in the clinical area as a variable

mediating the teacher's ability to teach as she intended was derived from the comparison

of the six teachers' responses to the different clinical areas. One teacher in the study

changed from a geriatric rehabilitative ward to an acute surgical ward in the middle of

the academic year. The comparisons which could be made concerning her teaching

behaviour on both wards proved to be exnemely valuable in identifying the effects of this

mediating variable on clinical teaching.

One teacher commented that the process of participating in the research study had

enabled her to become more reflective about her clinical teaching. It is possible that

clinical teachers do not engage in this reflection process unless prompted by a request for

rationale of their usual practices. It is also possible that the teachers may have changed

their teaching behaviours during the research study because of their reflections. However,

both the teachers' statements and the researcher's observations belie this.

Summary

This chapter has detailed the data collection and analysis procedures utilized by

the researcher in the study. It has explored some of the issues which arose in the

fieldwork study, as well as identifying some of the limitations of the research. A

predominant theme in the chapter has been that of meaning. The researcher has proceeded

with the assumption that she brings to the field a world of meaning which must be

acknowledged, and tested in the exploration of the worlds of meaning of the participants.

The participants shared the process and the findings of the research with the researcher,
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validating and challenging how the researcher interpreted their experience of clinical

teaching. It is this interpretation which is presented in the following chapters.



CHAPTER FOUR

THE CONTEXT OF CLINICAL TEACHING

The research study entailed an investigation of both the context and the actual

experience of clinical teaching in nursing education. This chapter includes a discussion

of the teachers' perspectives about clinical teaching as well as the contextual variables in

which clinical teaching occurs. The clinical teacher's perspective and the contextual

variables affected the manner in which the teacher interpreted situations/incidents which

arose in the clinical area, as well as the way she implemented clinical teaching activities

and evaluated her teaching performance. It is the teacher's perspective regarding clinical

teaching and the context in which the teaching experience occurs which determine how

the teacher makes decisions in the clinical area. The teacher's perspective consists of her

theoretical, knowledge and value claims in regard to clinical teaching. It is representative

of what the clinical teacher believes to be right and good about clinical teaching; it does

not necessarily reflect the teacher's actual behaviour as she taught in the clinical area. The

contextual variables discussed in this chapter include: caring, professional identity, and

temporary systems . The chapter also identifies a number of mediating variables which

influenced how the teacher participants were able to effect their perspectives of clinical

teaching. The elements of the context of clinical teaching are represented in schematic

format in Figure 1.
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The Teachers' Perspectives

The perspectives of the six teachers regarding clinical teaching were identified by

means of their initial, mid-term and final interviews; their statements during the field

study regarding their beliefs and values concerning clinical teaching; and their conceptual

map. They frequently revealed their perspective in their use of metaphors concerning

clinical teaching. For example, three teachers referred to "mothering" beginning students;

one referred to the clinical teacher as a "manager" of student learning; and atl of the

teachers referred to their role as 'Juggler" of the student, patient and. staff needs in the

clinical area.

To researcher: one time I experienced a situation in which I was
coordinating it all on the ward. All the students, atl the patients, atl the
questions from the staff. I lost it. I couldn't priorize. I couldn't remember
things. It was very frightening. Other teachers have described acting like
an air traffic controller who's lost it but that was my first and only time.
(Fieldnotes: November 2I, 1989)

To researcher: Sometimes I feel it is just impossible to juggte all their
needs. There's the patients' needs, the students' needs -- both ind.ividual
and group--- and the staff's needs. I can't seem to see to it all. The
acucheck and one subcutaneous took me over an hour. (Fieldnotes:
December 7, 1990)

The perspectives of each of the six clinical teachers are compared in Tabte A. The

analysis of their perspectives assumes that clinical teachers approach the tasks associated

with clinical teaching, attend to the salient features of specific situations/incidents, and

interpret their own performance in accordance with their goats and values in relation to

clinical teaching.

Central beliefs

The six teachers shared some central beliefs about clinicat teaching. All believed
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clinical teaching to be an integral part of nursing education and that they, as clinical

teachers, are able to affect positive student outcomes in the clinical area. The teachers

differentiated between a sense of personal versus general efficacy in clinical teaching; i.e.,

they believed that they were able to influence positively srudents' learning in the clinical

area; but, in general, it is the students who determine the extent to which they learn in

any clinical experience. The less experienced teachers (#2, #4 & #6) initialty stated that

clinical teaching has a powerful and direct impact on student learning. However, as they

gained experience as clinical teachers during the course of the research, they modified

these statements in the realization that they were unable to affect all students equally. At

the end of the academic year, they expressed the betief that students may choose to learn

or not learn in the clinical area (e.g., "They learn in spite of us at times") but that their

personal teaching stategies influenced positively most students' learning. Teachers #Z and,

#6 also demonstrated a tendency to focus their efforts on the students they believed they

were most likely to affect.

The six teachers stated that errors were inevitable in learning, although they

differed as to their perceptions of permitting students to risk error in the clinical area. All

six teachers were generally forgiving and supportive of students who had made errors,

providing the student acknowledged hislher accountability for the error and. "learned from

the experience".

To researcher: I check her (student's) medications now because she goofed
up one time and gave the wrong dose. what concerned me was that she
really didn't know she had done anything wrong until the nurse pointed it
out. (Fieldnotes: March 28, 1990)
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A student told the teacher that she had 'Just realized" she had made a
medication eror. The teacher had supervised the intravenous medication
administration but the student admitted she had not "really read" the
patient's identification band and had administered the medication to the
wrong patient. The teacher gave her specific directions about what she
should do and who she should tell about the error. She said: You're
obviously very flustered about this, X. We'Il deal with it and it will be
fine. Do you want me to give the other patient Y (medication) or do you
want to do it?

Later, the teacher told the student that the error had been "a good lesson".
She said: Let me say this though. I'm confident in your ability to do the
right thing. Although you've made one error, everything else has been
good. The ticket now is how are you going to get back onto the horse?
(Fieldnotes: February 27, L990)

On questioning a student, the teacher discovered that student had omitted
exercising her patient's legs because she was afraid that the patient's
osteoporosis had caused her limbs to be too fragile and that they might
break.
That's honest of you to admit that. Now what could have helped you in
this situation? (Fieldnotes: November 13, 1989)

Success, both theirs as a teacher and that of the students, was viewed as the result

of perseverance and effort. Failure was perceived as resulting from a lack of effort anüor

a lack of commitment to the individual's role as a teacher or student. The teachers varied

considerably in regard to other aspects of clinical teaching. Their similar and different

goal orientations, differing ways of perceiving and responding to information, as well as

their differences in self-regulatory behaviour are represented in Appendix 14.

Predominant Goal Orientation

Three of the teachers' demonstated goat orientations representative of the structures

of teacher motivation classified by Ames and Ames (1984). The authors' classification

system was useful for categorizing the clinical teacher's predominant goal orientation in

regard to clinical teaching. According to Ames and Ames, a teacher possesses a "value-
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belief framework" about teaching, or goal orientation, which determines how the

individual will respond to specific situations arising in their teaching experience. The

authors have identified three systems of teacher motivation (ability-evaluative; task

mastery; moral responsibility) which they believe categonze the major ways in which

teachers perceive and inteqpret information about themselves as teachers and their

teaching. For example, the ability-evaluative category implies that the teacher's main goal

in teaching is ego-protection and the enhancement of hislher self-esteem. Consequently,

student failure is viewed by such a teacher as the direct responsibility of the student.

Success of students, however, is perceived as due to the teacher's skitl and efforts. In

contrast, the teacher who assumes a moral responsibility goal orientation is primarily

concemed with the welfare and development of students. In this orientation, the teacher

blames him/herself for student failures and credits students for positive outcomes. In the

task mastery orientation, the teacher focuses on the educational goals for the student,

concentrating on what and how important specific tasks are for the student's learning.

As in every attempt to classify the complexities of human behaviour, the system

proposed by Ames and Ames did not totally address the variations within the individual

teachers. The teachers participating in the research study attested to different goal

structures or a combination of goal structures at different times in the research. For

example, Teacher #3 was initially more moralistic in her goal orientation and became

more mentoring-oriented during the academic year. This appears to be somewhat

reflective of the nature of students she taught; i.e., as the second year students in the

diploma program neared graduation and the period of professional autonomy, the
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mentoring orientation became increasingly applicable. The orientations represented in

Appendix 14 arc indicative of the predominant goal orientation of each clinical teacher

during the research study. They were determined by counting the transcribed fieldnotes

which were deemed to be representative of each goal orientation and identifying the

orientation which encompassed the majority of fieldnote items.

Effect of time

Comparisons were made between the individual teacher's statements regarding

their perspective over time during the study. It is significant to note that in general, value

claims (e.g., the teacher's primary concem) identified in the teachers' initial interviews

do not contradict the perspectives they diagrammed in their concept maps at the end of

the research. There were, however, substantial differences during the course of the study

in the teachers' knowledge claims concerning clinical teaching. For example, Teacher #6

altered her beliefs about questioning students in the clinical area because of student

feedback and her observations regarding the impact of the questioning on student anxiety.

She did not revise her value of evaluating students' knowledge or her value of the teacher

as gatekeeper to the profession because of these situations. She merely changed her

strategies to accomplish her intentions. Although the teachers spoke about how their

practice as a clinical teacher would and had changed because of their reflections

concerning recent teaching experiences, no major changes in their value claims were

identified during the course of the research. This may be explained by the timing of the

final interview and the concept map. These occurred at the end of the teacher's academic

year, shortly before their summer vacation period. It is conceivabie that teachers do not
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reflect upon their teaching to the degree that it will result in an alteration of value claims

unless they are in an envfuonment which offers physical and psychological space, free

from the demands of the academic institution (i.e., a vacation). Four of the teachers

reported they had previously made changes in their values concerning clinical teaching

while reflecting during the summer months about their previous year.

Last year I almost killed myself trying to get all the skills I could for my
students. I figured that this would be probably their only time in quite
awhile to be on such a busy surgical ward and to get all this practice. But
during the summer, I've thought about it a lot. Sure they had lots of skills
but I rarely got the chance to talk to them about how they were doing or
about their patients. Plus I was exhausted. I was afraid they'd go into
second year (of the program) and the other teachers would. think I had not
done my job. I decided to still ury and get them as many skills as I can but
to be more realistic. They'll get the opportunity to do IV's (venipuncture)
with someone else if they don't do it with me. plus I knew that just
because someone left X (ward) without IV meds (intravenous medications),
that didn't mean I was a bad teacher. I knew that it was OK not to be all
things for all the students. (Interview, August 20, l9g0)

It is conceivable that changes in the teachers' value claims concerning clinical teaching

would have been identifred if the concept mapping strategy had been utilized at the end

of the teachers' summer vacation and at the beginning of a new academic year.

Ability-evaluative

The teachers in the study who had previous clinical teaching experience stated that

they had evolved their goal orientations over their years of clinical teaching experience.

They indicated that when they were new clinical teachers, their orientation was largely

ability-evaluative, focusing on themselves, thei.r abilities and the image they porrayed as

teachers. They stated that they expended much energy in the early stages of their clinical

teaching career determining what was expected of them by the school, by the students,
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and by the staff in the clinical area. Students who failed the clinical rotation were viewed

by teachers in the ability-evaluative stage of their development as negative "reflections"

of the teacher's ability to teach. Successful students were perceived as having been

directly influenced by the teacher's interventions, resulting in positive outcomes for the

student.

Teacher #6 demonsnated many of the behaviours representative of the ability-

evaluative category. At the beginning of her clinical teaching experience, Teacher #6

confessed to spending "hours each night" memorizing pertinent information about all the

medications her students were to administer the next day.

To researcher: In the last rotation I thought I had to sign everyrhing the
students gave. It's not hospital policy and I just couldn't manage to give
it up. I looked up all their drugs in the first rotation. At first, I ttrought I
had to know more than them about their drugs. Now I realize it's just not
possible. I can help rhem to the limit of my experience and I try to keep
notes on any new dtug I don't know. But sometimes the best I can do is
tell the student where she can get the information. That's the reality.
(Fieldnotes: February 1, 1990)

Teacher #6 regularly volunteered to perform complex procedures, particularly

venipuncture, for the nursing staff, in order to attain and maintain a credibility in their

eyes.

The teacher told the researcher that she regularly performs "difficult
venipuncture" on the ward.
To researcher: I need it for my own practice. To maintain my skill. Also,
it helps if the staff sees me as a valuable resource when it comes to this.
It hasn't hurt that they know I can get one in where others fail.
(Fieldnotes: February 1, 1990)

This teacher expressed a great deal of frustration and insecurity about not fully

understanding the role of the clinical teacher.
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I had hoped to help these students wirh problem-solving -- what you do
with what you see-- as well as assessment, organization and meds
(medications). I don't see how I'll get around to it in four short weeks. I
would like to know what is really realistic to expect of students in this
rotation. (Fieldnotes: February 6, 1990)

I try to focus on those students who are bright. I want to maximize their
potential. But at the same time I'm supposed to weed out the students who
aren't going to make it. It's a very difficult part of this job. I don't yet
understand the criteria I am supposed to use to say someone is incomplete
(has not passed the clinical rotation satisfactorily). (Fieldnotes: March 15,
1990)

She regularly attempted to def,rne the expectations of others (i.e., patients, staff, students,

other faculty) regarding her role by asking for feedback about her performanco as a

clinical teacher. She frequently altered her teaching activities in response to this feedback.

To researcher: All my students seem nervous today. I'tl try and loosen up
a bit, especially about their meds (medications). Maybe I'll try and watch
them with their meds without them knowing that I'm watching instead. of
asking them a lot of questions. (Fieldnotes: March 1, 1990)

In post-conference, a student complained that she had "wasted time"
waiting for #6 to supervise her preparation of medications. #6 said she was
"aware" of their frustrations and asked if they had "any ideas about what
we could do about this". She continued: The med (medication) problem we
have been having lately has to do with the increased number of meds each
of you is giving. I will now assume that your drug cards are present and
with you at all times. I'll check new meds whenever possible but it will
no longer be necessary for me to ask you so many questions about each
drug. (Fieldnotes: Ma¡ch 15, 1990)

Teacher #6 attempted to fulfil the curricular responsibilities of her role by seeking

information in this regard from the coordinator of the program, as well as from other

faculty. However, because she was not familiar with all the intricacies of the curriculum,

she was frequently faced with incongruities between her practice as a clinician and what

the students had been taught. She responded to these occasions by emphasizing the
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necessity to "do as you have been taught", while at the same time intimating that a more

experienced nurse would choose her method of practice.

To student performing nasogastric tube insertion: What I'd do with him is
to be fairly aggressive. I'd like to correcr you about one thing. Maybe they
taught you in the lab (nursing skills laboratory) to flex the head back but,
in my experience, it works best to flex the head forward. (Fieldnotes:
March 1, 1990)

To student as they attempted to correct the problem of too much solution
in the intravenous buretrol: This isn't really too Kosher but when you're
on the ward working, you can do this to fix it (disconnected tubing at
insertion site). (Fieldnotes: March 15, 1990)

More experienced clinical teachers in the study indicated rhat the ability-

evaluative phase of their teaching career enabled them to be self-reflective because their

prime concern at that time was how they appeared to others and their ability as a clinical

teacher. This self-reflection led them to reconsider many of their initiat teaching practices

and to eventually alter their goal orientation to reflect a less introspective perspective.

Teacher #6 illustrated a similar pattern in her first clinical teaching experience. At the end

of the academic year, she relied on and sought less the approval of others. She stated that

in her self-reflection, she had become "more confident" of what her role as a clinical

teacher was and how she should implement it.

Moral Responsibilitv

Teacher #4 was also an inexperienced clinical teacher at the onset of the research.

However, she did not demonsfate the ability-evaluative goal orientation. She attributed

this to her extensive "life experience" in a variety of fields and to her self-reflections

about teaching patients, families, and nursing staff as a clinician. She stated that her

personal philosophy in her interaction with others is represented in the moral-
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responsibility orientation she demonstrated in her clinical teaching.

To researcher: I believe that if you feel good about what you're doing, it
is easier to make brain connections, to keep your channels of
communication open. students who feel good about themselves
demonstrate a willingness to learn, a striving, a curiosity, a pleasure in
iearning. (Interview: December 14,1990)

The moral-responsibility framework emphasizes the teacher's role as the protector of

student welfare and the facilitator of student learning. Teacher #4 viewed her role as

clinical teacher as primarily "a catalyst of student learning" (see concept map - Appendix

4). She focused on the abilities of herself and the ward staff to help the students achieve

their learning goals. She stressed the concepts of teamwork and dependability in her

discussions with students.

To students: In a couple of weeks, I'll be wanting you to have your breaks
with the staff. You'll have an opportunity then to learn more about your
profession. (Fieldnotes: October 23, 1989)

To students: I believe that a very effective way of utilizing the learning
opportunities on this ward is to have you learn from one another. For
example, X (student) did Foley care on Mrs. Y last week. Tonight, she'll
show Z (student) how to do it. @ieldnotes: November 13, 1989)

She attempted to provide learning experiences for students in which she anticipated

success. She emphasized that the clinical teacher's main role is to "make students feel

they are worthwhile and competent". Students who performed satisfactorily in the clinical

area were acknowledged by Teacher #4 as directly causing the desired outcome. However,

she searched for what she had "done wrong" or "could have done better" whenever a

student failed to perform satisfactorily in the clinical area. This introspection was

accentuated by her inexperience as a clinical teacher and her lack of awareness about

what was "normal" or "usual" in clinical teaching.
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Teacher #4 met with students on the ward immediately before their clinical
experience was to begin. The students bombarded her with questions about
terminology they did not understand, as well as physicians' writing in the
patients' cha:ts. Later, she said to the researcher: Am I doing something
wrong? They all spoke at once and they had so many questions.
(Fieldnotes: October 23, 1989)

Unlike Teacher #6, this teacher did not rely entirely on feedback from others to identify

her strengths and limitations as a clinical teacher. The indicators of her ability as a

clinical teacher came from the satisfaction she received when a student overcame a

clinical diff,rculty and achieved hislher learning goals in the clinical area.

The moral-responsibility goal orientation was also predominant in the perspective

of Teacher #5. Like Teacher #4, she perceived errors to be a learning opportunity for

students.

To researcher: I usually allow them (students) a time or two with grace.
Until then, I don't oxpect them to do it perfectly. (Fieldnotes: January 17,
1990).

To researcher: The fust time a student does a procedure, I walk them
through it. Some teachers evaluate students according to how much
interference they have required (from the teacher) but I treat at least the
first time as a learning experience. (Fieldnotes: February 28,1990)

Another similarity between the two teachers who indicated a moral-responsibility

orientation was thet approach with the ward staff during clinical learning experiences.

Teachers #4 and #5 advocated a close, teamlike relationship with the clinical teacher, the

students and the ward staff, primarily because such a relationship was viewed as

supplementing the clinical teacher's teaching activities. The teacher's definition of her role

with the nursing staff in the clinical area is perhaps reflective of Teacher #4's dual role

as a teacher and a clinician in the same clinical area; and Teacher #5's role as a teacher
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in a small community hospital.

At change of shift report, Teacher #4 introduced students to their buddy
nurses and introduced the charge nurse. She said to the nursing staff: We
are giving meds (medications) until 1230. We're anxious to learn BP's
(blood pressures). Anyone got experience for them in Bp's? How about
assisting someone to feed? (Fieldnotes: October 31, 1990)

(Teacher #5 to researcher) I don't mind if the staff helps if I know the kid
(student) can do it. But if I'm trying to see what the kid can do, I'd rather
they didn't. (Fieldnotes: March 16, 1990)

Teacher #5 differed from Teacher #4 in other aspects of her perspective. For

example, Teacher #4 viewed students as "growing" as professionals and as porsons,

requiring the nurn¡ring and support of the teacher to maximize thetr personal and

professional development. She frequently observed that she did not understand why the

students appeared so dependent on her, although she emphasized the helper role of the

clinical teacher in the majority of interactions she had with students.

The students told Teacher #4 that they needed her help because they were
"panicking" about deciphering information from the patient's chart.
Teacher #4 sat down with them and assisted them to locate and understand
the applicable information in the charts. Later, she said: Is that feeling a
little more comfortable now? Remember -- you're not alone. There's not
just me but your buddy nurse as well. ffieldnotes: October 30, 1989)

Teacher #5 stated that clinical teaching was similar to "forming a partnership" in which

the student was helped over the rough, unfamiliar terrain of hislher journey throughout

their socialization to the profession. Role modelling of the practice of the profession was

deemed to be a significant aspect of the clinical teacher's role in this perspective (see

concept map - Appendix 4). This teacher viewed the helper role of the clinical teacher as

analogous to "giving a student a map and sending her on her way". Student dependency

on the teacher was not identified as a major concern by Teacher #5.
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Task Masterv

Teachers #1 and #2 demonstrated a task-mastery goal orientation in their clinical

teaching. Their primary focus was the student's ability to master learning goals

established by the teacher and the curriculum. These teachers evaluated their performance

as clinical teachers based on their ability to provide learning experiences which would

result in student mastery.

I went through all the student evaluations yesterday. I've been feeling like
I haven't done much this semester and I've been getting away with it. But
I realize that only two students have one criteria (tearning goal) they need
to work on. They are all doing prery well. I don't know if I'm sþping or
what. But obviously I've given them enough. (Fieldnotes: April 19,1990)

They also attributed student success and failure to their ability to provide appropriate

learning experiences.

To researcher: It has been a difficult term in relation to things in my own
life. I've not been as proactive, not as on top of things that were
happening on the ward so they could get the best learning experiences. I
felt I left the terrn not giving the students as much as I normally do.
(Interview: January 10, 1990).

They often stressed to the students that success in the clinical area is interpreted according

to the degree of autonomy achieved by the student in the performance of specific tasks.

To researcher: The reward you get for struggling through rerm 1 is at the
end of the term, you're bored because the students are so independent.
(Fieldnotes: February 15, 1990).

To researcher: I told X (student) that it's time she was more self-directed
in her time plans. I arranged to meet with her right before her clinical
(day) this week to give her cues but she has to be more independ.ent soon.
(Fieldnotes: March 9, 1990).

Both teachers concentrated heavily in their clinical teaching on the need to supervise

students, particularly when they were performing new or unfamiliar clinical tasks. Both
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Teacher #1 and #2 utiLized strategies to advertise to the students as to their location in the

clinical area at all times: Teacher #1 used a stick-on patch on the door of the room;

Teacher #2 used a sign to indicate her whereabouts. Both Teacher #1 and #2 emphasized

the necessity of ensuring that students were able to provide "safe patient care".

Diekelmann (1988) states that many nursing educators in her research emerged as

gatekeepers to the profession. The assumption that the clinical teacher must protect

patients from "unsafe" nursing care given by students was central to the perspectives of

Teachers #1, #2 and #6. Teacher #1 indicated that as students became increasingly

independent in their functioning in the clinical area, the need to supervise them decreased.

Teachers #1 and 2 relied on the structure of the curriculum to identify the major

learning goals for students in the clinical area. When ambiguities arose about how these

were to be realized, they often consulted with other faculty. They often 'Judged" the

fairness of their expectations of students according to the responses of the other faculty.

Teacher #1, who had more clinical teaching experience than Teacher #2, tended more

often to disregard the advice of other faculty, particularly if it conflicted with her beliefs

about clinical teaching.

To researcher after discussing with three other teachers at coffee about
what is appropriate to expect of students in regard to assessment: I've
decided I'm not going to yield to the coffee pressure. These first years
(students) don't have to be pushed any more than they're ready.
(Fieidnotes: November 3, 1989)

To researcher: The students don't have much information on their meds
(medications) today. They're having trouble sorting our all that
pharmacology but they get the basics. I don't expect them to know any
more than I do. But I do expect them to know how to get the information.
One teacher here demands so much information. I tell the students that I'll
teach them her system if I find out they are going to get her as a teacher.
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Otherwise, they only have to know the basics. (Fieldnotes: November 3,
198e)

Teacher #2 described her perspective regarding clinical teaching as a "transfer" of

learning from the teacher to the student in the clinical area. The student in this perspective

is regarded as "a vessel to be filled" (Fox, 1983, p.153). Accordingly, Teacher #2

frequently issued short statements to the students, intended as the commandments of the

profession.

Statements made to one student during a four hour clinical experience: (1)
One other thing since I'm here. Never, never hang urinary drainage bags
on the rails. (2) Never, never leave your narcotics unattended. (3) Always
put your cap (injection cap) in there. (4) Never, never recap your needle
with your hands. You might prick yourself. (Fieldnotes: Febrtary 22,
1990)

To students: Rule #61474. The bed by the door is #1; bed #2 is by the
window. Last year, we had a student who bathed the wrong patient.
(Fieldnotes: October 18, 1989)

As well, she indirectly suggested to the students that they needed the teacher in order to

leam the practice of the profession effectively.

Teacher #2 told the researcher that she had a "bad cold" in the previous
week and had come to the clinical area to teach. She had previously told
a student that she should not come to the clinical area with a cold because
it might jeopardize the health of the student and the parients. V/hen the
researcher asked her to explain this contradiction, she replied that the cold
"had gone through the whole (student) group" and she had been "very i11".

She continued: we don't get replaced when we are sick and I just couldn't
be away when the students were ready to do their vital signs. (Fieldnotes:
October 18, 1989)

Teacher #1 described her role as a clinical teacher to shape or mold students into

independently functioning professionals. In her concept map of clinical teaching

(Appendix 1), she stressed that the goal of clinical teaching is to "help the students to
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function" "in order that they be able to give safe patient care". She defined her personal

satisfactions in clinical teaching to be when students, by means of her interventions, were

able "to put it all together" in their socialization into the profession.

To researcher: These are the rewards of teaching. The student who could
recognize that her patient had a C7-C2 collapse because of what I told
them last week. Students who put together pieces of data to make a whole
picture are so gratifying to me. (Fieldnotes: October 12, lgïg)

Both Teacher #1 and Teacher #2 emphasized the provision of "challenging"

learning experiences for students in the clinical area. "Challenge" was generally defined

by these teachers as the provision of a leaming experience which entailed complex and

often sophisticated tasks. They frequently presented theoretical content and/or learning

experiences in addition to that which the students had already learned in the classroom

or the laboratory portion of their curriculum.

The researcher observed that the teacher taught about X (d.isease) in the
clinical area, although the students had not yer taken physiology or
pathophysiology content in their classroom lectures. The teacher replied:
It is necessary to discuss the basics of the disease process in order that the
students not harm their patients and for them to have a better
understanding of what their needs are. I don't discuss this practice with the
other faculty because the curriculum is not sffuctured this way. It is
structured to introduce healthy patients before unhealthy processes are
introduced. The feedback from students about this has been very positive,
however. They have said it has made the clinical experience more
meaningful and interesting. (Fieldnores: October 11, 1989)

To researcher: 'We are going to do IV meds (intravenous medications)
before they actually get the skill in the lab. I know that sounds awful but
if I don't do it that way and I wait until the students are finished their lab
in it, I miss out in the opportunities to give them practice in this skill and
they leave me not having the opportunity to do any. some of them will be
going to wards for their last posting which don't have IV meds. It seems
a shame when Y (ward) has so many IV meds not to take advantage of the
opportunity here. (Fieldnotes: February 22, 1990)
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Teachers #1 and #2's relationship with the nursing staff in the clinical area was defined

by the teachers' expectation that the staff assist them to provide meaningful learning

experiences for the students.

To researcher: I found three students and asked them if they wanted to
watch a cortisone injection into a joint on the ward. I ask the staff to let
me know if anything unusual or interesting is happening on the ward. That
way I can avail myself of all the available learning opportunities on the
ward for my students. fieldnotes: November 30, 1989)

Mentorin g-Profes sional Identiw

The goal orientation adopted by Teacher #3 was not represented in the Ames and

Ames structure of teacher motivation. Her perspective of clinical teaching stressed trust

in the student's ability to succeed in the clinical area. She told students that they were the

"owners" of their learning experience and adopted strategies such as contracting (a written

agreement developed by the teacher and the student which details what the student is

required to learn, as well as the student's leaming goals in the clinical experience) in

order to assist the student to identify what he/she desired in their clinical learning

experiences. Self-disclosure of both herself and the student in the teacher-student

relationship was actively promoted.

To researcher: I say to them that this rotation is dessert. They are free to
ask any questions they didn't know in first year and aren't sure they really
know it now. I tell them they are all passing. It's time to ask whatever
they want and know it won't be hetd against them. (Fieldnotes: Ãpiir z,
19e0)

To researcher: Students often come to me thinking I have all the answers
for them. I tell them that this is your rotation. you own it. I can help you
but you must decide what you want to learn. (Fieldnotes: April z, rgg0)

In this perspective, the teacher's primary concern is assisting students to develop
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their individual identity as a professional. The student is encouraged to define for

himlherself how they wish to practise the profession. The teacher functions as the mentor

who guides, challenges and supports the student as he/she develops this definition. She

utilizes her experience and knowledge in the profession to promote the growth and

development of the student as a beginning professional.

A student withheld an analgesic because her patient's blood pressì.]re was
94/58. She discussed her decision with Teacher #3.
Find out his baseline BP (blood pressure) and teil me what it is.
"It's 94f 56".
So, do you think you should continue to withhold the analgesic?
"Nott.
That's right. But you had more information. Look at his pulse. rt's J2.
would you expect him to have a pulse of 72 if he was in shock or
bleeding? (Fieldnotes: January 4, 1990)

Teacher #3 was writing a clinical experience contract with a student:
Anything from your last evaluation you'd like to include?
"Yes. I need to be more independent in problem solving".
You have put down here to increase you assertiveness. Is this a real
problem or is this just something you want to work on? Is it the way you
do it that's the problem and you don't feel very good about it? Or is it that
you're hesitant to approach someone?
"well, it's more like I have difficulty explaining things to people if I'm
nervous - especially doctors". (Fieldnotes : April 9,1990).

Teacher #3 stated that she found it "almost impossible" in her perspective of clinical

teaching to present the practice of nursing to students as a series of commandments which

must never be broken. Her preference was to assist the students to "see the whole picture"

and to make informed decisions about their patient c¿Ìre.

To researcher: I hate telling students, "This is what you do in all
sifuations". You can feel the walls closing in as you say it. you know
that's nor how it is in nursing. I hate it. (Fieldnotes: october 25, 1990)

To students: Reality is that you don'r do things by the book all the time.
Sometimes you have to calculate the risks of the d.ifferent alternatives open
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to you and then make a decision. Remember there's a difference between
a dumb and a calculated risk. (Fieldnores: November 2L,1990)

She also stated that it was contrary to her perspective to strive for "absolute consistency"

between the clinical teachers in the school of nursing. Although she acknowledged that

a certain degree of consistency was desirable among the teachers, she emphasized that

teachers, as well as students, needed to practise their profession according to their

individual styles and preferences.

To researcher: Consistency, and how we (clinical teachers) are always
stressing the need for it (consistency ofclinical teachers' behaviours), puts
my hair up. In the real world, where do we see consistency? Students react
to differences between teachers as differences in their experience as
teachers. Some take more risks with skill, for example. I think the real
danger in insisting that all the teachers be consistent is that it will stifle
individual styles of teaching. Teachers will stagnate that way. (Fieldnotes:
January 8, 1990)

She frequently confronted the inconsistencies within the profession itself and encouraged

the students to enter into dialogue about how they as practising professionals would cope

with these.

To students: The nursing profession contadicts itsetf. They tell you that
nurses should think for themselves but you're supposed to follow policy.
And once you've made a decision, you're to check with at least one other
person. (Fieldnotes: October 25, 1990)

The rewards in clinical teaching for Teacher #3 were observing changes and growth in

the students' abüity to discover meaning concerning occurrences in the clinical learning

experience. The esssntial process was deemed to be the mutual sharing of ideas and

knowledge, not the transmission of facts.

To researcher: X had a bad week in the middle of the rotarion. She was
blindly following everything she was told. I talked to her about that. This
week she's much more questioning. (Fieldnotes: January B, 1990)
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To researcher: X (student) had a patient with CFIF (congested heart
failure). In her head-to-toe assessment, she had completely missed that his
IV (intravenous) was two hours behind. When I brought it to her attenfion,
I asked her what she was going to do about it. She said she needed time
to think about it. Then she said she would speed it up. I brought up this
situation at conference and the brighter ones wanted to slow it down. All
of the others said under no circumstances would you speed it up.
(November 19, 1989)

The mentoring orientation of Teacher #3 may at first appear analogous to the

helper role advocated by Teacher #4. Teacher #4 identifred the coaching, enabling,

supporting and guiding skills of the clinical teacher to be essential to function as a

"catalyst" to student learning in the clinical area. These same skills are inherent in

Teacher #3's perspective regarding the mentoring of students. The major difference

between the two perspectives is that Teacher #4 viewed these strategies as ways in which

the clinical teacher may "help" the student. Her teaching interventions were designed to

benefit the student by enhancing the students' learning and welfare. Teacher #3, however,

stated that her goal was to utilize these strategies to empower students to "think for

themselves".

To student: Now let me come at this from another direction. What are the
risks of giving her demerol? What are the risks of not giving her demerol?
V/rite them down and see which list is longer. @ieldnotes: October 25,
1989)

A student came to Teacher #3 and said she was not sure what to do
because her patient was moaning in pain and the night nurse had reported
that she had withheld the analgesia because the patient's blood pressure
was 90/50. #3 replied: I'd appreciate knowing more abour rhis problem
before I can help you.
"Well her BP is baseline. It was 92/52 on admission." OK. That's more
like it. That's what I need to know. (Fieldnotes: November 21, 1990)

The teacher-student relationship in the mentoring orientation was viewed by
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Teacher #3 as a partnership, mutually beneficial to both her and the student. Reciprocity

was characteristic of the interactional process in her clinical teaching. In addition, Teacher

#3 emphasized the future role of the students as practising professionals. The other five

teachers focused on the present needs of the students.

Teacher #3 to student: v/hy did you walk with Mr. x down the hall? why
was it necessary for you to go with him?
"I had nothing else to do so I thought I'd keep him company".
V/hat if you had eight patients and this man had come to expect that you'd
walk with him? would you appreciate that then? why don't you tell him
that he's OK to walk alone now? (Fieldnotes: November 19, l9g9)

It is important in the discussion of the teachers' perspectives that no one

perspective be regarded as the ideal or most effective. Each was associated with definite

implications concerning how the clinical teaching experience was implemented and

evaluated by the teachers. For example, those teachers with a task-mastery orientation

frequently questioned why their students v/ere so "fixated" on the tasks of nursing.

To researcher: They get so stressed if their meds (medications) are a little
late because I'm caught up with someone and can't be there to supervise
them. X (student) has an OD (once a day) med and it can certainly wait
a half hour or so. But she is fit to be tied over it. (Fieldnotes: March 19,
1990)

Both teachers stated that beginning students in the profession need to master the tasks of

nursing before they are able to approach the complex interrelationships and the critical

analysis necessary to solve clinical problems and to make decisions about patient care.

Teacher #3 attested to receiving many personal rewards (i.e., "making a

difference"; "watching them grow"; "learning from them and with them") in the mentoring

relationships she established with self-directed students who appeared to welcome the

autonomy and challenge of such a relationship. However, she frequently expressed. her
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frusEation when she encountered students who did not choose to enter into the mentoring

relationship or did not possess the skills and confîdence to assume the role of one who

is mentored.

To researcher: x (student) came to me yesterday and said she only had Mr
Y þatient) and she didn't think that was enough. I said, "well, it's up to
you. But talk to Z (student) who had him last week and she'll teli you if
he's enough work for you. You decide if you want another patient.? she
said, "But who should I choose?" I said, "That's up to you". She wanted
me to made the decision for her. I just won't do it. (Fieldnotes: October
25, 1989).

Caring

Caring in nursing entails
---- those human acts and processes which provide assistance to another
individual or group based on interest in or concern for that human being(s)
or to meet an expressed, obvious or anticipated need. (Iæininger, 19g0,
p.135)

Benner, in her address to nurses attending the Celebration 1990 Conference in Winnipeg,

Manitoba, stated that caring is "the primary constitutive role of the nurse". The research

study revealed that the clinical teachers, as nurses, also encompass the caring concept as

integral to their practice as nurse educators. Caring, defìned as the ability to attend. to the

needs of another while respecting their individuality and personhood (Gaut, 1986), was

demonstrated by the teachers in their interactions with students, patients and staff in the

clinical area. Teacher #6 referred to caring as "the heart of clinical teaching" (see

Appendix 6).

The activities of the teachers which revealed the extent of their caring included

attentive listening; getting to know an individual; acting as an advocate; instilling hope

and vision; touching; being parienr; being humble; being accepring; being fair; and
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nurturing. These behaviours were often implemented concurrently and were frequently

indistinguishable from one another. Each of these behaviours reflected elements such as

concern, compassion, alleviation of stress, support and encouragement. Each was offered

as a means of direct or indirect help to another person. Leininger (1934) differentiates

between two types of caring: scientific - judgements and acts of helping based upon

factual information or knowledge; and humanistic - creative, intuitive or cognitive means

of helping others. In the research study, these two types of caring were intertwined and

generally indistinguishable in the practice of the clinical teachers. The caring aspects of

clinical teaching in relation to patients and staff will be discussed elsewhere in the report.

This chapter will focus on the ways in which the clinical teachers demonstrated caring

to students.

Listenins

Each of the clinical teachers spent considerable amounts of time both in and away

from the clinical area listening to the concerns of students. In general, the teachers

believed that even student concems which were not directly related to the student's

clinical experience would ultimately affect the student's ability to learn and perform in

the clinical area. Listening was viewed as having four main purposes: (1) it communicated

to the student the teacher's concern and interest in him/her as an individual; (2) it

provided a cathartic effect which then permitted the student to concentrate more

effectively on his/her studies and clinical performance; (3) it assisted rhe teacher in

determining the sources of a student's clinical difficulties; and (4) it permitted rhe teacher

an oppoûunity to assess the factors which may have influenced the student's ability to
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learn in the clinical area. The teachers communicated frequently to the students that their

office doors were "always open" to them. Teachers indicated by means of cartoon-like

signs on their office doors and formal schedules when they were available to meet with

students to listen to their concerns. Frequently, they took individual students for coffee

to the hospital cafeteria following the clinical experience in order to "talk things out".

Three of the teachers stated that students are "more comfortable" talking to the teacher

in the cafeteria than they are in the teacher's office. One teacher commented, "They think

'evaluation' when they come to my office and they think 'chat' when we're talking over

coffee".

The teachers in the study were often unsure about what they should do as follow-

up concorning information which had been shared wittr them by the students. For

example, often students told them about horrendous personal situations (e.g., sexual abuse;

alcoholism; marital infidelity) which were affecting their ability to learn, yet they refused

to see a counsellor about these concerns. As well, students sometimes asked for special

dispensations because of unusual circumstances or stressors in their personal lives.

To researcher: Several students have come to me to say they are having
personal problems and pressures and that I should consider that when I
make out their (patient) assignment. I haven't quite figured out yet what
I should do about that. I don't want to stress them unnecessarily but, at the
same time, I don't want them to lose out on the opportunity to learn.
(Fieldnotes: February 6, 1990)

At times, the clinical teachers altered their expectations and requirements of the student

because of the students' personal concerns.

To researcher: X (student) came to see me yesterday about her personal
problems. They are overwhelming. I've given her a mild assignment today
to help her get her things together. She needs to feel good about what she
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does. (Fieldnotes: November 3, 1989)

The teachers were often offered confidential information f¡om students concerning the

difficulties experienced by one of their classmates. The teachers did not encourage this

practice and generally stressed that the students should convince the classmate to speak

to the teacher directly about these matters. Although at times they admitted to being

"tempted" to hear this type of information, the clinical teachers refused it because, to do

so, would constitute a breach of the other student's confidentiality and would demonstrate

"not caring" for that student.

A diff,tculty frequently encountered by the teachers was when students confided

that it was the stressors associated with the curriculum which were interfering with their

learning. This was particularly problematic for the teachers when they disagreed with the

practices or aspects of the prog¿Lm which the students found to be stressful.

To researcher: A thing that concems me about this program is the time
element. They (students) are in class all day before they come here and
they usually have exams or major assignments to prepare for during the
week. I would rather that they came to clinical (the clinical area) energized
than overwhelmed. There is only so much a human body can stand. I think
these students are fairly stressed by the demands on them. (Field.notes:
November 21,7989)

Each of the teachers discussed clinical teachers in their faculty who were known

to be the major sources of student anxiety in the school of nursing. These teachers were

described as being "overly demanding of the students"; "too harsh"; "uncaring about

students" and believing that "having unrealistic expectaúons of students makes you a

competent teacher". The clinical teachers in the research stated that they had. "little

respect" for such teachers and that "they should never be allowed to teach".
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Knowing

All of the teachers stated that it was "necessary" to know their students in

somewhat of a personal way in order to maximize the positive student outcomes

associated with clinical teaching. Knowing about who the student was as an individual,

with individual needs and interests, was believed to enhance the teacher's ability to

provide "meaningful learning experiences" for the student and to minimize student anxiety

in the clinical area. The clinical teachers "knew" their students by observing their patterns

and styles of learning and by listening to their statements regarding themselves and others.

At times, the teacher expressed a need to "know" a student in order to validate an aspect

of a student's confession of which the teacher remained sceptical.

To researcher: X (student) told me in the first interview that she had a low
self concept. She said she was easily dismayed (in the clinical area). It's
hard to know at this point if she's being manipulative or genuine. I guess
we'll see. (Fieldnotes: November 2I, 1989)

"Knowing the student" was closely aligned with "accepting the student"; the

teacher's realization and acknowledgement that the student is similar in personhood to the

teacher but yet is quite distinct. Each of the six clinical teachers during the course of the

research occasionally made revisions to their usual teaching activities and behaviours in

order to accommodate the specific needs of an individual student. They were most apt to

ignore or minimize student errors when they "knew" the student and accepted that there

were unique factors which influenced the student's reactions in a parricular clinical

experience.

To researcher: The first time that X (student) did meds (medications) was
very traumatic for her. She was very nervous about giving meds and she
was upset with herself that her drug research had gone poorly. I'm trying
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to make it so that her next experience goes smoothly. I've told her what
information she needs and I'm telling her it wilt be fine. (Field.notes:
February 22,1990)

To researcher: she's like that with procedures, I've noticed. she reviews
them but she's very tentative and asks a lot of questions the first time.
Generally, the second time is much better. @ieldnotes: April 11, 1990)

To researcher: One time I had a student who lied about checking her
patient's arm band. There was no arm band. I wanted to give her the
benefit of the doubt. I said, "Did you think you had checked ir bur you
actually hadn't?" she said, "No". she'd lied. Then she cried and told me
she was under a lot of stress. She was a repeating student and she was so
afraid of being caught making a mistake that she tied. It was our of
character for her. I think it's sad they are so afraid of being evaluated
negatively that they ile prepared to lie. (Fieldnotes: March zB, rggo)

Acting as an Advocate

The teachers were often protective of students, particularly when the teacher perceived

that a patient or staff member had compromised or was about to compromise the student's

psychosocial or physical welfare. In these occasions, the clinical teacher "stepped in" and

prevented the perceived abuse by functioning as the student's advocate.

The teacher discovered at the end of the morning rhat the student's buddy
nurse had not talked to the student and had left her alone to handle a
combative, disoriented and extremely ill patient. She located the nurse at
the nurses station and told her "the student would benefit" from the nurse
being in the patient's room "as frequently as possible". (Fieldnotes: March
9,1990)

The teacher met a nurse in the hospital cafeteria and told her that a student
would be unable to give a high fleet enema before she left the clinical area
that day. The nurse appeared annoyed and asked the teacher twice if she
was sure the sn¡dent could not perform the procedure. The teacher replied.:
I don't think she could manage rhar and still be off at 1330.
Later to researcher: I hated to do rhat to them (the staff) but I had no
choice. X (student) is exhausted after that catheterization, she hasn't had
lunch yet and she still has to do her charting before post-conference.
(Fieldnotes: March 19, 1990)
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At times, the teachers applied their own experience as students and nuses in

empathizing with students in the clinical area. On these occasions, the teacher interpreted

the student's need for advocacy according to the fears and anxieties which the teacher had

personally experienced as a student or as a clinician in the past.

A student's patient had died unexpectedly after a cardiac arrest in the ward
hallway. A nurse asked the student if she wanted "to wrap the body". The
teacher told the student that this was "not necessary".
Later to researcher: I could never wrap someone I had looked after. For
some people, wrapping a body gives them closure. But not me. I told X
(student) she should take an exfa long coffee break instead. (Fieldnotes:
February 13, 1990)

Instillins Hope

The teachers generally offered their students a hope and vision of success in the

clinical area. There were exceptions to this behaviour and these will be discussed in detail

in the next chapter. However, in general, the teachers attempted to instill in the students

a sense of self-confidence by means of positive feedback concerning their clinical

performance and expressing their confidence in the student's ability. Frequently, they "set

students up for succasses" in accordance with the teacher's personal definition of student

success. This was generally accomplished by assigning the student ro patients whom the

teacher knew had provided positive and rewarding experiences for other students in the

past. As well, they often encouraged students to visualize a positive performance in

anticipation of an actual performance event.

To researcher: some of the weaker students I assign two patients. It helps
them with their organizational skills and it also makes them feel special
because the rest of the students only have one. (Fieldnotes: November 22,
1989)

To student: Tomorrow when you come (to the clinicar area), you'll have
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a better time plan. You'll say to yourself, "I'm going to have a better day
today". (Fieldnotes: November 30, 1989)

Patience and Support

The majority of interactions which the teachers had with students during the study

were charactenzed by patience, fairness, humility and nurturance. The teachers frequently

expressed their value of patience and fairness in clinical teaching, often criticizing

themselves harshly when these constants were not strictly enforced. The teachers stated

that students should not be aware if the teacher was "in a bad mood" or was distracted

by negative influences in her own life.

To researcher: Not looking harassed as a teacher when you are harassed
costs you something. I come to work a half hour earlier just to have coffee
and to have time to get ready for all the questions that are going to be
thrown at me right when I get on the ward. (Fieldnotes: October 25,1989).

According to the participants in the research, clinical teachers "have a responsibitity to

remain calm and objective at all times". The only allowable exception was when students

directly compromised patient safety.

To researcher: I hate it when I have to get sharp with students. But they
(students) knew she (patient) wasn't supposed to get out of bed alone and
they just stood there and watched her while she tried to. I had to snap at
them to lift her leg or they would still be there watching her. (Fieldnotes:
November 30, 1989)

Fairness in clinical teaching was defined by the clinical teachers in the research

as "never humiliating the student in front of others"; "always getting the whole story,

including the student's side, before you blame a student for something"; and "treating the

student as an individual worthy of respect and the teacher's attention". Positive feedback

was frequently delivered in front of patients and staff; negative feedback was always
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given to students in private. Students were often told that "no question is stupid" and

encouraged to ask the clinical teacher any question which required an answer. One teacher

stated that it is "imperative that students feel they will not be laughed at or scowled at

when they need the clinical teacher's help".

A student asked the teacher how to remove the suction bottle from the
wall in her patient's room. when the teacher went into the room, she
discovered that the student had auempted to remove not only the suction
bottle but the wall bracket as well. She had used her scissors to loosen the
screws of the bracket and it was hanging by one corner from the wall. The
teacher explained that the bracket is a permanent feature and that only the
bottle should be removed. \ü/hen the student left the room, the teacher
looked around the room, asked the researcher if anyone was nearby and
then burst into laughter. (Fieldnotes: October 25,1939)

When a student intimated that a clinical teacher had. been "unfair" in her

assessment of the student, the clinical teachers in the study considered. such a situation

to be "critical" and a "direct attack on the (teachers') ability to relate to students as a

teacher". They generally responded by reviewing all the data they had amassed about the

student's clinical performance and requesting that a trusted colleague review it as well.

Three teachers confessed to "feeling betrayed" whenever a student accused them of

unfairness.

The clinical teachers stated it was essential that students know that teachers are

not infallible; that mistakes are inevitable and "even teachers make mistakes". They

indicated that students who know that their teachers are not perfect are more likely to risk

making errors in the clinical area and to report them honestly when they occur.

Accordingly, they frequently referred to errors they had committed in the past and

acknowiedged errors they made during the clinical learning experience in order to
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minimize the social distance between themselves and the students and to communicate

their understanding and acceptance of student errors.

To student: You can only deal with the immediate situation. I forget about
things too, sometimes. I need a plan to help cue me about who I'm
supposed to supervise for what. You need a plan too. (Field.notes:
November 19, 1989)

The teacher apologized to a student for giving her the wrong information
about a patient. she said: I'm sorry. It's my mistake but I'm learning too.
(Fieldnotes: October 23, 1989)

Nurturance was common in the teacher-student interactions observed in the

research. However, the teachers differed as to thoir interpretations and expressions of

nurturance. Teachers of beginning students were more likely to state that these students

had a need for "mothering" behaviours of the teacher. Teachers of more experienced

students spoke often of "cutting the apron strings" and "getting beyond babysitting" in

their relationships with students. Teacher #3 defined nurtudng as "helping students to

think for themselves and to feel good about what they can do". Nurturing was generally

demonsüated by comfort measures, designed to increase or maintain the student's

psychological comfort and ease.

To researcher: I senr x (studenÐ off the ward for lunch. we'll do his
dressing in the afternoon. He's had enough of me watching him and asking
him questions. He can't rhink straight. (Fieldnotes: February zz, rgg0)

To resea¡cher: when I'm talking to the women (students), I notice that
their necks are beginning to flush up. I know then that I need to back
down and make them feel less threatened. (Fieldnotes: March 27, 1990)

To researcher: I decided to give X (student) her mid-term evaluation one
week later than the rest of the students. I wanted to see if she might do
better last week and I thought that if she heard she was failing, it would
be the end of her. She did much better that week after she calmed down.
(Fieldnotes: February 22, 1990)
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The teachers frequently gave "one armod hugs" to students, particuiarly when

students had communicated they were frustrated or unhappy. The teachers touched a

student's arm or placed their hand briefly on a student's hand whenever the teacher

wished to communicate support and understanding by touch. They often made statements

such as "You look as if you could use a hug" to students immediately before they actually

hugged them.

Teacher Concerns

All of the clinical teachers agreed that clinical teaching is relational in nature and

that, in order for students to trust the teacher and learn effectively, they must feel cared

about by their teachers. Caring was so pervasive a theme in their clinical teaching that

it was not surprising that the clinical teachers identified the most problematic student as

one who did not appear to care about hislher patients and about nursing.

To researcher: I don't know what to do about X (student) and her attitude.
I thought I'd assess her as we go along. It's so hard for me to understand
why someone wouldn't care for these patients. I'm not sure about this but
it sounded like he (patient) was insisting he ger out of bed. I don'r know
what to do about it. I guess I'11just have to watch her with other patients.
(Fieldnotes: November 13, 1989)

To researcher: The students who get under my skin are the ones who look
totally disinterested and look like they'd rather go skydiving than to be
here [sic]. I don't usually give them the most chailenging patients fust. I
save those for the students who are really motivated. (Fieldnotes: March
22, Lgg})

The teachers often expressed their frustration that caring, which they considered to be

integral to nursing, is so difficult objectively to evaluate for the purposes of d.ocumenting

student clinical performance. They indicated that it was "almost impossible" to document

with objective data a student's lack of caring about a patient, as long as the student were
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technically proficient in her/his nursing care.

The teachers commonly expressed their anxiety about evaluating students' clinical

performance. Negative or unsatisfactory summative evaluations were often perceived by

the teachers to be "conEadictory" to their role as the student's caregiver. The teachers

rationalized this contradiction at times by emphasizing that evaluation was "a necessary

evil", dictated by the school of nursing. Teachers who expressed a belief in their role as

a gatekeeper to the profession indicated that expulsion of "unsatisfactory" students from

the school of nursing is necessary in order to prevent "unsafe nurses from caring for the

unsuspecting public". They often stated that a negative evaluation helps the student to

identify why nursing is not an appropriate career choice for him/her and thus, is

"ultimately good" for himlher. As well, they frequently referred to the amount of time a

student with many clinical difficulties requires from a clinical reacher. They stated that

for the benefit of the other students in the group, the clinical teacher "needs to be able

to spend her time with all of the students, not just the ones who are in trouble". However,

during the course of the reseatch, the teachers experienced much sorrow and frusffation

about the clinical evaluation of students.

To researcher: I hate to give negative criticism to students. When I find I
have to give it, I resent it. (January 17, 1990)

To researcher: I hate this. I've only had a few unsatisfactories (student
clinical performance is deemed unsatisfactory) and the amount of grief and
stress they cause you is exhausting. (Fieldnotes: May 25,1990)

Two of the four teachers who "failed" a student in their clinical rotation during the

research reported that they experienced the somatic and emotional signs of grief (e.g.,

insomnia; lack of concentration; altered eating patterns; spontaneous periods of crying)
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immediately following this experience. They also stated that the process of obtaining

sufficient documentation to justify their evaluation of such a student was "extremely

stressful". Another problematic situation for clinical teachers in relation to caring was

when they did not know how to help a student; when the usual methods of giving care

did not result in the expected positive outcomes for students.

To researcher: X (student) is a problem because she never gives definite
clues to me about how she is doing. She has panic in her voice and yet she
says everything is fine. And she answers questions in such a way that it
is almost impossible to determine what she is thinking. (Fieldnotes: March
27, Lgg})

The teachers created emotional meaning in their relationships with students by

investing emotion in the students whom they taught. This emotional investment involved

both attachment to and separation from students. The clinical teachers were aware of the

time limits of their relationship with students, determined by the structure of the

curriculum in their school of nursing. Clinical rotations for students were generally four

to six weeks in length. The teachers expressed much frustration about "getting to know

and to care about" a group of students, only to have them leave in six weeks and to be

replaced by another group of "strangers". Two teachers acknowledged that they had

learned to cope with this bonding-termination-bonding cycle as clinical teachers by

becoming "bored with" students after a certain length of time, usually by the last week

of the clinical rotation.

To researcher: It's time to give students up to another teacher. I feel like
I've taught them everything I want to. Now I'm ready for Term 2 and new
faces. (Fieldnotes: November 16, 1989)

Caring of students by the clinical teachers was revealed in a number of ways,
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each intended to communicate to the student that he/she was esteemed and valued as a

unique individual. In order for the teacher to implement these caring actions, she obtained

knowledge about the student and was aware that there were specific things which could.

improve the situation for the student. The caring actions were implemented by the clinical

teachers, based on the knowledge they had about the student and chosen because the

actions were believed to be the most likely to effect positive change in the student. This

change, identified as necessary and "good for" the student, was used to justify the choice

and implemontation of these caring activities.

Professional Identity

Reynolds (1985) and Hughes (1985) have noted the similarities which exist

between the clinical teacher-student and the nurse-patient relationship. Stuart and Sundeen

(1987) give practical significance to this observation in their suggestion that students

develop empathy for their psychiatric patients because they have experienced this kind

of caring in their relationship with their clinical teacher. It is apparent in the analysis of

data arising in this study of clinical teaching that clinical teachers in nursing education

teach as they nurse. It is also evident that their identification with their role as nurses,

teachers or nurse-teachers provides a context in which the teacher teaches in the clinical

area.

'When one is a nurse, one's primary focus and emphasis is the patient. When one

is a teacher, the student is the priority. When one is a teacher in nursing, who is the

primary concern and what implications does this decision have in clinical teaching? The
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six teachers in the study wrestled with this question without total resolution. The six

clinical teachers in the study assumed a predominant professional role identity which

determined to a large extent the amount and type of their interventions with students in

the clinical arca. For example, those teachers who attested to a primarily teacher

orientation were reluctant to nurse patients with their students, stating that to do so would

interfere with the student's opportunity to learn from experience. Teachers who described.

themselves as enacting the nurse-teacher role in clinical teaching stated that students

learned the practice of the profession best by observing and participating with the teacher

as she nursed patients. One teacher who regarded her role as primarily teacher-nurse was

willing to nurse patients with students as a means of teaching, but also emphasized to

students that they needed to "learn for themselves by caring for patients by themselves".

Primarv Role

Teacher

Although their conceptions about their primary role differed in specific

circumstances, generally Teachers #7, #2 and #6 attested to a teacher role in clinical

teaching; Teacher #4 ascribed to a teacher-nurse role; and Teachers #3 and #5 identified

their priority role as nurse-teacher. Four of the teachers (#1, #2, #4 & #6) emphasized to

the students that the "patient is their first priority" and frequently "sat on (their) hands"

to prevent themselves from "interfering" in the student's nursing care. They emphasized

the "teacher as a detached supervisor" role in the majority of teacher-student interactions.

The notable exceptions were when they developed a distrust of a student's ability to

"provide safe patient care"; when they suspected that a student did not empathize with a
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patient; and when they wished to demonstrate or "role model" a clinical skill. At these

times, they frequently "took over" the student's care, often relegating the student to the

sidelines as an observer.

To student at the patient's bedside: That turning sheet is a little low. We'd
better change it.
The student replied that she had "just turnod" the patient and "he said he
had pain" when she did so.

The teacher said: I'll just show you.
She then n-lrned the patient, finished bathing him and pur on his ankte
supports as the student watched. (Fieldnotes: November 10, 1989)

Teachers #I, #2 and #6 often commented that it was important for the nursing staff and

the students to "know that teachers still remember how to nurse". Each assumed a regular

nursing task in the clinical area, assuming that observers would interpret this as the

teacher enacting her nursing role.

To researcher: I like them to see me hand out trays on the ward. when
you get beyond a certain level in nursing, no one expects you to do the
mundane things. I see this as role modelling. (Fieldnotes: October 27,
198e)

To researcher: I like to make beds with students. I usually find it a good
time to go over things with the student. It's a good time to talk. She also
said that this gave her an opportunity to show students that she "was not
above doing things like making beds". It also makes her "feer more
useful". (Fieldnotes: October 19, 1989)

Teacher-nurse

Teacher #4 attested to a professional identity of primarily teacher but she also

stated that in order to transmit the practice of the profession to students, a teacher must

nurse. She demonstrated this concept by "helping" students to nurse their patients,

whenever she perceived that they were encountering difficulties. At these times, she

tended to "help" the student by assuming the responsibility for the patient's care.
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A student reported to the teacher that her patient was refusing the oxygen
because it was uncomfortable for him. She said she had explained the
rationale for the oxygen to the patient but he had refused it. The teacher
went into the patient's room.
To patient: x, it's really important to have oxygen on so you can breathe
better.
Patient: OK. Whatever you say. (Fieldnotes: November 16, 1939)

Nurse-teacher

The two remaining teachers (ffi e. #5) nursed patients with the srudents. They

indicated to the student that the student was "the patient's nurse" but they often

functioned as a team with the students to resolve clinical problems or to make complex

decisions regarding their patient's care.

The teacher and the student, working together, took t hour 45 minutes to
coax and cajole the sn¡dent's patient, who had recent surgery, to stand at
the side of her bed.
To researcher in hallway when she was going down the hallway to find
some equipment they needed: she's (the patienÐ afraid she's not going to
make it. She's tired of fighting.
At one time as she held the patient's shoulders, the teacher said to the
student: why don't you go and get her meds (medications) and I'11 stay
with her here?
The physiotherapist came in the patient's room after they had finally put
the patient back to bed and was prepared to do her chest exercises.
The teacher told the physiotherapist: You can't. We've just finished with
her. We've been working with her for the last hour and a half just to get
her to cough. You'll have to come back in the afternoon.
Later to student: How are you?
"I don't know. I'm pretty unorganized today".
You handied yourself very well today. we accomplished a rot with X
(patient). (Fieldnotes: February 27, l9g0)

These teachers were committed to Íansmitting the practice of the profession by nursing

with their students. At times this proved to be a problematic stance. For example, a

clinical teacher who spent a great deal of time with one student and her pationt, in order

to dialogue with the student about nursing, was unavailable during that time to respond
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to the learning needs of the other students.

Patient Advocacy

The six clinical teachers assigned specifîc students to caro for certain patients

because of the experiences and skill practice the patient offered. However, the learning

needs of the student were rarely considered to be more signifîcant than the patient's needs

for care.

A student asked the teacher if she could "please, please" watch a nurse
performing a clinical skill. The teacher replied: No, no. you first are
responsible for your patients. You see to that fust and look after your
learning needs after. (Fieldnotes: November 13, 1989)

Frequently, the teacher refused to assign students to a patient because she believed that

the patient's best interests would not be served if they were to be cared for by a student.

To researcher: He's a long term patient on this ward. He's quite stoic. It's
hard to watch when a student is flustered around him and is making things
worse for him. I try to give this kind of patient only so many rookies in
their stay. (Fieldnotes: Ocrober 25,1989)

As well, the teachers sometimes chose to assign a patient to a student because of the

patient's needs for individualized care.

To researcher: X's (a teacher's) friend is a patient on the ward. She had
kind of a bad experience. I decided that seeing as how she was post-op
(following surgery) and she needed a lot of assistance and she could use
some TLC (tender loving care), I'd assign her to a student. (Fieldnotes:
November 30, 1989)

To researcher: I've given x (student) quite an ill patient. she's from the
same Y (cultural) background as he is and I thought it would be good for
him. He doesn't speak English and X can ralk to him in Z (native
language). (Fieldnotes: February 22, 1990)

It is significant that although all the teachers adopted this practice, teachers #l,lt2 and,

#6 stated that such a practice was contrary to their knowledge claims about clinical
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teaching. They stated that patient assignments should be made on the basis of the

experience/skill practice they offered for the student to meet her/his learning needs. This

is an example of the contadiction which exists between intent and behaviour which was

discovered by Pugh (1980) in her examination of role identification by clinical reachers

in nursing.

The teachers in the study, even those teachers who assumed the predominant

identity of teacher, functioned at times as advocates for the patients' rights and needs

when they supervised the students providing care.

The patient informed the teacher that a group of neurologists were to visit
her in a few minutes for the purpose of assessment. She stressed how
much she was looking forward to their diagnosis. The teacher said to the
student who was just starting to prepare the patient's bed bath: well, X.
You should hutry and get this done. I think she has other priorities than
you this morning. (Fieldnotes: October 72, 1989)

The teacher was supervising a student performing a catheterization. The
student was quite slow and the patient began to complain loudly thar he
was uncomfortable. He begged the student to "get on with it". The teacher
told the student: oK. Take rime ro think it through but hurry it up a bit.
We started at a quarter to. (Fieldnotes: April 11, 1990)

The teachers also functioned as advocates for the patient when they perceived that

the patient was being mismanaged by the nursing or medical staff. Teachers #3, #4, and

#5 regularly communicated to the staff their recornmendations regarding patient care.

Teachers #1, #2 and #6 more often made these recommendations in an ind.irect manner

(e.g., suggesting to a patient that he might ask his doctor why he was receiving a

medication) or discussed the incident solely with the students.

All of the teachers admitted that they experienced personal conflict when they

assigned a student they distrusted or disliked to a patient of whom the teacher had grown
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fond or whom she perceived as needing "special care". This was particutarly problematic

for the three teachers (#1, #2 &. #6) who believed that one way of testing students' ability

was to assign them to the patients who required the most sophisticated and. complex care.

The teacher gave x (student) feedback about her "manner" with Mr. y, a
patient who had been on the ward for several months and of whom the
teacher admitted she was "especially fond". She told X that she seemed not
to have had "much to do with older people before". She indicated that X
had not told Mr. Y about what she was about to do and had treated him
as "if he were senile". She said: Actually, he's a very articulate man.
Later the teacher told the researcher that X wants to work in the operating
room when she $aduates. The teacher said: I think I could have predicted
that one. (Fieldnotes: February 13, 1990)

The teachers generally utilized this method of assessment (i.e., assigning patients requiring

complex levels of care to a student) for students who were given "one last chance" to

succeed in the clinical area before they were given a failing grade in the rotation. These

teachers often stated that they were unsure about the ethics of assigning the sickest

patients to the weakest student. However, they continued to adhere to this practice.

Nursing and Teaching

The simiiarities between how the teacher explained the practice of nursing to her

students and her perspective of clinical teaching was remarkable. For example, teachers

who stressed that nurses assist patients by meeting their physical and psychosocial needs

also attested to a belief in the clinical teacher as the determiner of how student learning

needs would be identified and met. Teachers who expressed a belief in students and

clinical teachers collaborating together to meet the student's needs for learning

emphasized the necessity of active involvement of patients in their plan of care. The

teachers' value claims, both as clinical teachers and nurses, were also revealed in the
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messages they gave students about nursing care. For example, the teachers commonly

stressed to the students the value of being "busy" as a nurse.

The teacher saw three students talking and laughing in the hallway in the
clinical area. She said to them: You guys check to see if your resource
nurse needs any help? The students replied that their resource nurses were
"at coffee". The teacher asked them: so, are there any other nurses who
need help? The students said, "we'll check". (Fieldnotes: November 3,
1989)

To students standing in hallway of the ward: Try ro be off at 1400. You're
supposed to be off at L4I5. Ask yourself if you have nothing further to do
what can you do ro rake advantage of this time waiting for þost)
conference? (Fieldnotes: February 6, 1990)

However, they also expressed $eat discomfort when they as teachers were not needed

and, hence, not busy. They, as their students, learned to look busy even when their work

had been completed.

To resea¡cher: There comes a time in each rotation when the students are
quite independent and I have ro struggle with not doing anyrhing. you
don't want the staff to see you as lazy or not caring about what the
students are doing. (Fieldnotes: November 29, l9B9)

The teacher commented to the researcher: There is very little to do today.
The students are reaily very independent.
She then helped the staff move furniture from a room on the ward to
transfer another patient into ttrat room. The researcher asked her if this was
one of her responsibilities as a clinical teacher. She replied: No. I don't
think this is teaching anymore. I think it's being useful. (Fieldnotes: April
12, tgg})

To researcher: Last week was terrible. All the students did extremely well.
I felt completely useless. (Fieldnores: November 30, 1989)

Conflicts

All of the teachers were faced with occasions when patients on the ward demanded

their time or services as a nurse. These occasions often conflicted with the students,
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occasions according to their definition of their professional identity as a clinical teacher.

For example, Teacher #2 viewed her primary role to be that of teacher. Unless the

patient's safety was jeopardized by her inaction, she generally avoid.ed "nursing the

patients".

A disoriented elderly patient in the hallway called out to the teacher
requesting help.
To student: Let's go rhis way (sidestepped patienÐ.
Later to researcher the teacher stated that she avoids these patients at times
"because if I didn't I'd never have time for my students". She admitted
that this decision was "difficult" for her as "a nurse hates to hear someone
call for help and then have to turn away from them." (Fieldnotes: October
19, 1989)

A patient sitting in the hall was calling loudly for a nurse when the
students were observing a nurse give foot care on another patient in the
hallway. The students were experiencing diffrculty hearing what the nurse
was saying because of the patient's cries. The teacher went to see what the
lady wanted and spent several minutes with her, missing most of the foot
care demonsEation. Later she told the researcher that the patient was one
"who catches you and never lets you go". She said she usually tries to
avoid being "Íapped" by the patient.
During the foot care demonstration, a confused patient wandered through
the wa¡d doors and set off an alarm. The teacher repeated the following
statement twice to the researcher: I didn't even notice her going through
those doors. One minute she was standing by me and the next minute she
was through the doors. (Fieldnotes: October 26, 1989)

Teacher #4, who believed her role to be one of teacher-nurse, experienced frequent

conflict in similar situations, particutarly because the patients in her clinical üea were

accustomed to receiving nursing care from her. She attempted to identify specific

"teaching" and "nursing" times for herself, the nursing staff and the patients. However,

she frequently experienced difficulty maintaining these boundaries in actual practice.

A patient continued to call for Teacher #4 despite the fact that she was
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obviously busy talking to a student. Teacher #4 answered her "Just a
minute, X. I'm busy right now." Later, after she was finished with the
students, she went to the patient and said, "OK, X. What were you trying
to say to me just now?" (Fieldnotes: October 24,1989)

As the teachers came to know and to care about many of the patients they

assigned to their students in the clinical area, patients occasionally utilized this

relationship to request specific favours from the teacher. Again, the clinical teacher's

response could be predicted by her identification with the teacher, nurse-teacher or

teacher-nurse role. For example, one teacher who attested to primarily a teacher role

identification was not swayed by a patient's request to have a student be assigned to care

for her because the teacher believed the patient would not provide an appropriate leaming

experience for the student.

To researcher: Mrs. X (patient) called me into her room last week. she
was worried I might not give her a student again. she had Y (student)
dancing to her orders last week. she told me, "r am a very unusuar case.
I could teach them lots of things".
The teacher later stated that she would only assign this patient to a student
"if it was going to provide a learning experience for the student".
(Fieldnotes: November 22, 1989)

Teachers #3 and #5, assuming a nurse-teacher role, addressed these requests according

to the perceived advantage of the requested activity to both the patient and the student.

If they perceived the advantage to be significant to the patient and the request did not

$eatly compromise the student's learning, they tended to present the situation to the

student as an opportunity to demonstrate caring for the patient. For example, a patient

asked the teacher if a student could give him a bed shampoo. No student had been

assigned to care for him that day. The teacher asked a student who had completed her

work if she would "do this poor guy a favour" and wash his hair. The teacher told the
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student that the patient had not had his hair washed "for weeks" and "he really would

appreciate it". Teachers #1, #2 and #6 generally regarded similar paúent requests from the

perspective of their students' needs for learning experiences.

The professional identities of the six clinical teachers were nor straight-forward.

They often attested to specific desires and ideas about their role as a clinical teacher but

were unable effectively to resolve the dichotomies which arose in practice. For example,

although Teacher #6 indicated in her concopt map of clinical teaching (Appendix 6) that

the student was her first priority, she was often called upon by the nature of her role as

a nurse to respond to the patient's needs before those of the student caring for them.

To researcher: X (student) has trouble with hand to eye coordination. She
went to do an IV med (medication) and I had to correct her in front of the
patient; tell her that she had to do something else. The patient was
anxious. He told me later that she had made him nervous. I said not to
wotry because she was doing fine. He trusted me so he relaxed when I
said that. (Fieldnotes: March 1, 1990)

All of the teachers questioned their priority as a clinical teacher: i.e., is it the

patient or the student? Teachers #3 and #5 were convinced, however, that it was their

identity as a nurse which "speaks most loudly" to their students in their socialization to

the profession. They, more than the other teachers, were willing to abandon the concept

of the clinical teacher as a "detached supervisor" and, for the sake of the students'

learning about the profession, adopt a nurse-teacher role.

Temporary Systems

The clinical teacher and his/her students represent a temporary system within the

pennanent culture of the clinical area in which they teach. Temporary systems are a "set
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of diversely skilled people working together on a complex task over a limited period of

time" (Goodman & Goodman, 1976). They tend to include individuals who have never

worked together beforehand (e.g., the teacher is assigned a new group of students in each

clinical rotation) and who do not expect to work together again. Temporary systems rely

strongly on the interdependence between themselves and a pennanent system. However,

there are generally no procedures or rules which exist within a profession to d^ictate how

this relationship should be enacted.

Consequences of Temporarv Svstems

Although the task assigned to the temporary system may be perceived as critically

important to the profession at large, it is frequently viewed as inconsequential and a

nuisance to permanent systems within the profession. Temporary systems are often formed

with the expectation of "making a difference" in the profession. They experience difficulty

evaluating their success in accomplishing this objective because of their reliance on

feedback from the pennanent structure, whose members a¡e often reluctant to give such

feedback. Temporary systems are usually not encouraged by the members of the

pennanent systom to make any lasting changes in their functioning. Common examples

of temporary systems include auditing groups, negotiating teams, political task force

commissions and research and development projects (Goodman & Goodman, 1976).

The separation of nursing education and practice has resulted in teachers in

nursing being regarded as a stranger in the system in which the student is learning to be

a ntuse ([Iolloway & Penson, 1987). Clinical teachers are rarely viewed as 'proper'

members of the work setting in which they teach. Clinical teachers in nursing education
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are generally assigned to a specific clinical area for the duration of the clinical learning

experience (e.g., six hours per day, three days a week). Their permanent role is as an

employee of the school of nursing. In the clinical area, they assume a temporary role.

Clinical teachers experience a feeling of being somewhat akin to the nursing staff,

because they are all nurses, but distant and alienated from them, because the nursing staff

has developed a permanent structure which at best simply tolerates the teacher and her/his

students as temporary intrusions in their well-ordered working life.

In a traditional management structure, the individuals involved in pernanent

systems have well-defined tasks and roles which utilize the skitls and attributes of each

worker. These conditions are absent in a temporary system. The clinical teacher's skills

as an educator are generally viewed as pointless and somewhat burdensome by the

nursing staff in the clinical area. The teacher in this structure becomes "a part in search

of the whole" (Slater, 1969 p.81), struggling to maintain a differentiated identiry within

the permanent system, while at the same time seeking a sense of collegiality and

belonging. This leads paradoxicalty to the teacher's cry for acknowledgement of the

clinical teacher's uniqueness and to the exacerbation of the division between the

permanent and temporary system. The primary consequences of temporary systems are

individuation, the separation of the individual from a pennanent group from which he/she

derives a sense of identity, and a feeling of loneliness, meaningiessness and alienation

(Slater, t969). Goodman and Goodman (1976) suggest that temporary systems receive

Iittle attention or study within a profession because of their lack of permanence. The focus

becomes the task assigned to the temporary system (e.g., providing a clinical leaming
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experience for students) and little is leamed about the management and coping strategies

necessary for the "turbulent field" (Emery & Trist, 1965) of temporary systems.

A secondary consequence of temporary systems is that both the permanent and

temporary systems establish their territory as exclusive from that of the other (Slater,

1969). Territoriality ranged in degree for the teachers who participated in the research.

A number of mediating factors (e.g., length of time teacher had taught in the clinical a¡ea;

the head nurse's personal philosophy about nursing education; the workload of the nursing

staff) influenced the extent of territoriatity experienced by a clinical teacher and the

nursing staff in the clinical area in which she taught. In general, the greater the

psychological distance experienced by the two groups, the greater was the extent of

territoriality demonstrated by them. Territoriality was minimized by the degree to which

each group perceived the other to share similar interests, parricularly their common

interest in and commitment to patient care.

Territorialitv

Five of the six clinical teachers in the research intimately experienced the

boundaries of the ward staff's territory. The notable exception was Teacher #4 who was

a nurse on the ward on which she taught students. Some aspects of temporary systems did

exist for her and her students. However, her experience was so unlike that of the others

that it will be discussed separately in detail later in this section of the report.

Although formal rules were rarely articulated, the teachers knew when they had

trespassed into the nursing staff's territory by the verbal and nonverbal feedback they or

the students received. New clinical teachers learned to identify the nursing staff's territory
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by changes in the staff's behaviour toward the students and themselves when they

transgressed these unspoken rules. Often the exact nature of the transgression was never

identified but the teacher received the underlying message.

To researcher: The nurses on the evening shift just freaked about the
students going off the ward to watch the interactive video program even
though the students had their treatments done. They couldn't handle
students reporting off and then coming back on the wa¡d. First they
complained to the students. At the end of the evening, they complained to
me. The evening staff can't handle any changes in their routine. They pour
all thei¡ meds for the evening shift at noon and unless I've made the
assignment the day before, they get really annoyed if the students want to
give the meds. @ieldnotes: March 22,1990)

The more experienced teachers in the research had learned over the years to

function on the ward as a "guest": i.e, never assuming that the host's home and all its

contents was yours; always asking permission before you altered the host's routine;

occasionally suggosting alterations in the functioning of the host's home but always

accepting the host's answer as final; and remaining pleasant and grateful at all times.

To researcher: I see that someone brought cookies to the ward today. I'd
love one but I dare not have one . No one's offered so I dare not touch.
(Fieldnotes: October 27, 1989)

Students were taught these social amenities by their clinical teachers.

To students in orientation to clinical area: You go through me if you have
any complaints about the staff. I don't want you to try and handle it on
your own. The patient care responsibility is 1,007o yours. Don't expect the
nurses to help you. Some nurses will just let you stand back and let you
do everything. (Fieldnotes: March 6, 1990)

A new staff nurse was being orientated to the ward. The head nuße asked
the teacher if the nurse could have many of the studenrs' skills that day
because she needed to assess this nurses' capabilities. when a student
complained later that she had lost an opportunity to do a catheterization
because of this, the teacher replied: I'm afraid the head nurse has first dibs
here. @eldnotes: May 16, 1990)
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It was understood by students as well as by the teachers that patients were ultimately the

"property of the staff"; students belonged to the teacher.

The semantical practices of both the ward staff and the clinical teachers were

revealing in their relegation of territory. For example, teachers referred to patients on the

ward in conversations with students as "our patients". When interacting with the nursing

staff in the area, the clinical teachers referred to patients only by name. The nursing staff

commonly referred to "our patients". Students, however, were referred to by the staff in

discussions with the teacher as "your students". The teacher, in turn, talked about "my

students". Teachers and students termed areas on the ward as "the staff washroom"; "the

staff conference room"; and the "ward medication room", although they utilized. these

areas as much as the staff in their clinical experiences.

The clinical teachers identified their territory as thefu students. This was most often

revealed when a staff member was harsh with or negatively critical of a student the

teacher had assessed differently.

To researcher: staff tend to give positive feedback to me regarding
students rather quickly. If it's negative, I see them talking quietly in a
corner. If they're (students) not doing well, I don't need the staff's
feedback to know about it. I can see it myself. (Fieldnotes: March 13,
1990)

The teacher cornmented that she has asked the head nurse for feedback
regarding her clinical teaching. There apparently is no problem with the
teacher but there have been with some of her students.
To researcher: some of them (the staff) worry abour what kind of nurse
they are going to be. one nurse asked me, 'Are these students new?' ---
like they were brand new. I think I said something to her like, 'oh, I think
they are doing OK". (Fieldnotes: March 27, 1gg0)

The teacher asked the night nurse how a student had done.The nurse said
that she was "OK" but she had expected "more initiative" from the student
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when a patient died. Apparently, the studenr did not ask questions
regarding the documentation of the death and "showed no interest in
talking to the family". In the conversation, the nurse said that it was the
student's first death. The teacher asked rhe nurse: So how did she do with
the others? The ones who managed to stay alive? (Fieldnotes: Mray 17,
1990)

Patient Care

It was in the arena of patient care in which the territory of the nursing staff was

most apparent. The teachers were generally reluctant to interfere with or to suggest

alternate methods of the patient care on the ward. However, they were often directly

affected by the nature and quality of the nursing care delivered by the nursing staff to the

patients in the clinical area.

To researcher: X (student) is supposed to go to the OR with her patient.
Yesterday, I went in to talk to him with x and he told us that if the
ileostomy was to be permanent, he was going to refuse to have the
surgery. There was no one else around but us. The patient had normal
concerns about the surgery. Like could he ever go swimming again? He
had not been seen by the enterostomal therapist yet. I resented that the
staff had not talked to him about any of these things and it was left up to
the student and myself to talk to him. (Fieldnotes: February 22, 1990)

The clinical teachers were witnesses to many dark facts concerning the care of

patients in the clinical area. However, they were critically aware that to make these public

was to transgress the rules of "guest" etiquette. They were conscious of the possibility that

the staff may view such public acclamations as "being a traitor".

One "property" of the nursing staff related to patient care was the written

documentation of the patient's progress and management (e.g., the patient's chart; the

Kardex; the computer printout of the patient's care plan). The message that teachers and

students were visitors in the clinical area was very clearly transmitted by the common
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practice of all staff to expect teachers and students to "give up" the patient's chart if a

nurse on the ward or a physician requested it.

The ward clerk asked for chart which teacher and student were reviewing.
The teacher said : suggest to Dr. X. that he'll be really quick with it.
Later, she left the student in the conference room to locate the chart at the
nurses' station. She said to the physician who was putting the chart back
in the shelf: oh, I see it's been done. Thank you for getting it back so
quickly. (Fieldnotes: October 11, 1989)

Staff nurses complained to the teacher that there were too many students
around the desk charting. She replied: If they chart in there (conference
room), you guys will be wanting the charts all the time. This way works
best. (Fieldnotes: February 7, 1990)

It was a common occulrence to observe the clinical teacher or her students waiting for

a staff member to be finished with the cha¡t or care plan. Only rarely did the teacher or

student assert that their need for the chart/care plan was equal to that of the staff's.

Separateness

Although the teachers frequently encouraged the students to utilize the nursing

staff on the ward as resources, it was not uncommon for both the nurses and the students

to avoid this practice.

A student indicated she had waited 20 minutes for rhe teacher to
countersign a narcotic.
The teacher said: one thing -- X (staff nurse) over here is a very capable
nurse. She could countersign this for you in situaúons like this.
(Fieldnotes: March 9, 1990)

The head nurse told the teacher that an ambulance was ready for a
comatose patient to nansfer him to a rural facility. The staff nurse had
forgotten to communicate this information to either the teacher or the
student caring for the patient. The teacher told the head nurse that she was
"very busy" but would get the patient ready. She and the student had to
collect his clothes, empty his urine bag and clamp his NG (nasogastric)
tube. They discontinued his IV (intravenous). Then they tansferred the
patient from the bed to the stretcher. Although several nurses stood at the
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nurses station and watchod this process, no one offered to help.
(Fieldnotes: February 9, 1990)

Staff nurses on one ward refused to sign students' narcotics because "the teacher might

like you to do it her way". One nurse stated that her head nurse had given directions to

the staff that they should avoid "having anything to do with the students because that's

the teacher's job". Staff who questioned a teacher's activities with students on the ward

rarely pursued the subject if the teacher indicated disagreement with their point of view.

The head nurse brought the student assignment to the teacher and said,
"This looks crazy. Some people have really heavy assignments and others
don't have anything to do".
Later the teacher said to the researcher: I explained that I wanted to see
how they'd (students) do. But other students with less to do could help
them. She seemed to accept that. As long as you can give them (the staff)
a reason, they'll accept it. (Fieldnotes: March 27, 1990)

The clinical teachers frequently refened to the differing perspectives of the staff

and the teacher as justification for the territoriality teachers maintained in regard to their

students.

To researcher: Staff think service when they see students. The students and
I think learning experience. I think about service as well. ft's rare to have
a nurse who sees having a student as an opportunity to teach and learn,
instead of just some help with her workload. (Fieldnotes: March 22,1990)

To researcher: The staff still makes comments when I have a long
weekend or, like in term X when I take the students off on Wednesdays
for conference, they'Il make comments about how nice it is to go off at
1300. I think it's because they see the students as being there to provide
service. Also, I think with many head nurses, it's a power thing.
(Fieldnotes: April 2, t990)

The teachers frequently emphasized the distance between students and staff by referring

to the less than ideal practices of some of the nurses on the ward, suggesting that the

students, by their affiliation with the staff, may become contaminated in their practice of
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the profession.

A student repeated the advice given to her by the staff nurse to the teacher.
The teacher had given the student advice which was directly opposite to
that of the nurse's. The teacher said: who told you that? I don't agree. If
it was some nurse with 20 years experience here then maybe I'm wrong.
(Fieldnotes: October 25, 1989)

A student said she had prepared a medication ticket, according to a staff
nurse's instructions, on a piece of paper torn from her notebook.
The teacher said: I'm going to show you something. This is an
addressograph. Your med (medication) ticket should be stamped with your
patient's addressograph. There may be two patients with the same name
on the ward and you have to be able to distinguish between them. Also
some teachers absolutely insist on it. (Fieldnotes: November 30, 1989)

The clinical teachers and their students frequently assisted the ward staff in many

nursing activities, particularly if their own work was complete. However, rarely was this

contribution acknowledged by the nursing staff. One teacher coordinated a complex

resuscitation on the ward. The head nurse was away and the nurses appeared confused

about what they were to do. Only one of the staff commented. that they had appreciated

her help. The head nurse, upon hearing about the incident later, remarked to the teacher

that emergencies no longer impressed her.

To researcher: X (staff nurse) told me that last V/ednesday morning was
just fine but all of a sudden in the afternoon they were so busy they filed
an unsafe working condition report. It never seemed to occur to her that
the reason the morning was fine was because the students had been there.
(Fieldnotes: November 29, 1990)

Although the clinical teachers regularly demonstated their commitment to the

patient care given in the clinicat area and they were often helpful to the nursing staff, they

at the same time communicated to the staff that their "hearts were elsewhere" (Ashworth

& Morrison, 1989, p.1013). The teachers were able to leave the ward with their students
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in the middle of the day to attend a conference or class, no matter what was happening

on the ward at the time. The teachers could arbitrarily assign and take away patients from

students; nurses in the clinical area do not have such freedom. The teachers could decide

to leave the ward earlier than scheduled and decrease their workload under the auspices

of the students' learning needs. From the staff's perspective, it is not surprising that the

teachers in the study reported that staff nurses who know little of the teacher's activities

outside the clinical area often view clinical teaching as "an easy job" with little

accountability.

Teachers who were employed by hospital-based schools of nursing and taught in

areas within that hospital met other faculty regularly for lunch and coffee breaks. The

purpose of these meetings was described by one teacher as "a meeting of like minds".

These were regarded as occasions for the teacher to contact the members of her

pennanent system. It was implied that the faculty of the school were the only individuals

in the hospital who could truly understand the clinical teacher's role.

To researcher: We try to meet each other around the same time each day.
That way we can talk about how our day is going and what we are having
trouble with. (Fieldnores: October 11, 1989)

It is significant that none of these teachers ate lunch or had coffee with the nursing staff

during the course of the research. This was explainable, in part, because the teacher often

used these breaks to discuss clinical teaching with the researcher. However, all

acknowledged that they rarely joined the nursing staff from the clinical area for meals or

coffee breaks.

The teachers who affiliated from the university to an urban hospital were less
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likely to experience a unity with other faculty members because they seld.om interacted

with them except at monthly meetings. Teacher #4 did arange to meet with and discuss

clinical teaching with two teachers from the university program who were also teaching

in the same hospital. Teacher #6 did not express a desire ro meet with other teachers who

were teaching as affiliates from the university in the hospital.

To researcher: I've avoided forming an armed camp with the other
instructors. I hated that as a student, so I wouldn't do that now. The
students against the teachers. I only phone X (other university teacher) if
it's very important. Mostly I've tried to figure things out on my own.
(Fieldnotes: February 1, 1990)

Communication

A consequence of temporary systems within permanent systems is that the parties

involved communicate poorly or not at all about matters which they consider to be part

of their territory (Slater, 1969). Accordingly, the nursing staff often forgot to give the

teacher and the students information which was not written on the patient's care plan or

in the chart about patients. This regularly caused the clinical teachers frustration and

additional energy expenditure.

The teacher had assigned a student to one patient. No one had told the
teacher that the patient's husband had died unexpectedly the night before,
although the staff was aware that the teacher had made this assignment.
The teacher discovered the information "by accident" immediately before
the student was to care for the patient.
To researcher: So we (student and teacher) did a quick assessment and I
decided that she (patient) should not have a student. (Fieldnotes: November
16, lggg)

The head nurse was at a conference. The teacher told the researcher that
yesterday she had not received report (the head nurse tells the teacher
about any relevant information concerning the patients assigned. to the
students), as was her usual practice, from the head. nurse because of the
conference and that this had proven to be confusing for her and the



155

students because they had information about the patients only from the
Kardex which was not current. (Fieldnotes: November 17, 1990)

The communication of information between teacher and staff was often a problem;

omissions were common and written communications frequently proved inadequate. Three

of the teachers regularly attended physician or interdisciplinary rounds on the ward in

order to clarify many aspects which remained inarticulate in the staff's formal

documentation of patient care.

To researcher: I usually attend discharge rounds every week when I'm
making out my assignment. It helps me a lot. This week I learned that one
of the patients has developed a respiratory infection. we're doing
respiration in class this week. I'll assign the person doing respiratory
assessment in postconference this week to this patient. (Fieldnotes: January
24, lgg0)

The clinical teachers in the research often assumed that posting the students' assignment

on the ward was enough to communicate what the students would be doing during their

clinical learning experience. Nursing staff frequently expressed their confusion about the

aspects of care for which the student was responsible. At least once in every clinical day,

the teacher was required to clarify the students' roles and responsibilities, in addition to

the written notification she had previously provided.

A student reported that the nurse had not seen the assignment sheet and
had washed the student's patient.
To researcher: Makes you wonder why you bother making out an
assignment sheet. No one ever reads it. Now I'11 have to check with her
that she knows about the other students who have her patients this
morning. (November 3, 1989)

At times, the clinical teachers expressed to the researcher the d.esire that the

nursing staff would assist them with the students' learning, especially when the teacher

was busy with other students. This expectation was never stated to the nursing staff
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during the course of the research, although occasionally the teacher commented to the

staff that she was having to "be in ten places at once". The teachers' expectations in this

regard were for the most part disappointed. The teachers often expressed their frustrations

on clinical days in which they were unable to "juggle" the needs of all of the students and

their patients.

To researcher: I realize that the reason we'rs doing so poorly today is that
I usually assign only the patients we can manage ourselves without help
from the staff. Today I went for the skills and the staff hasn't helped one
bit. It seems unfair to me that they would react that way because we do
things all the time to help them on the ward. Last week, everyone had
gone for lunch and X (head nurse) asked me to man the desk while she
went to the office for a minute. It was only five minutes or so but I was
happy to help out. They only seem ro talk to me if they want something
from me. It's pretty one-sided. ffieldnotes: March 9, 1990)

Defensiveness

Another consequence of temporary systems is defensiveness of its members in

relation to those of the pennanent system. This was particularty appatent in the

interactions of teachers who were teaching in a clinical area for the first or second time.

The teacher found an envelope containing a narcotic medication stapled to
the narcotic book in the medication room on the counter.
To researcher: It's the same one I took so much trouble to lock up. They
are going to have someone help themselves to it and then they'll phone
and ask me where it is. (Fieldnotes: February 9, 1990)

The teachers who had established some degree of permanence in a clinical area, by nature

of their annual assignment to the ward, were far less defensive than those teachers who

were less familiar to the staff in the clinical area.

The affective responses of the five clinical teachers to their temporar-y status in the

clinical area varied according to the length of their assignment in a particular area; their
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personal sense of competsnce both as a teacher and a nurse; and their ability to receive

support and derive an identity from their own permanent system, the school of nursing.

Another factor which affected the teacher's reaction to the temporary structure of clinical

teaching was her perception of "spatial discrepancy" (Ashworth & Morrison, 1989,

p.1013). Clinical teachers who worked in schools of nursing which regularly moved

teachers from one clinical ilea to another, under the assumption that in order for teachers

to teach in a generalist program they must be generalists, expressed. discouragement,

frustration and alienation. They stated that such a practice resulted in their "never feeling

settled in one aroa" and "never feeling like you belong".

Courtine the Staff

Clinical teachers who initially experienced great alienation and loneliness in a

clinical area attempted to alleviate their separateness from the ward staff by becoming

extremely sensitive and responsive to the staff's norrns. The experienced. clinical teachers

in the study referred to this as "courting" the staff. It was not until they believed. they had

been largely accepted by the staff as credible clinicians and teachers rhat they permitted

themselves the luxury of suggesting changes and offering constructive criticism to the

head nurse. The teachers in the research stated that they experienced less territoriality in

the clinical area if the staff accepted them as credible. Teachers #2 and, #6 frequently

analyzed their interactions with the nursing staff in order to assess how "accepted" they

were.

A nurse said to the teacher: Y (the teacher) if you want ro go with your
students, I'11 stay here and help X (student). I saw one of your students
waiting for you with the narcoric keys.
Teacher to researcher me later: That was nice, wasn't it? That's how you
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know they accept you. when they offer to help you with the students.
(Fieldnotes: November 16, 1989)

These less experienced teachers tended to avoid confronting the staff with obvious

aberrations of the staff's nursing care. They frequently made references to their "guest in

the house" status when making decisions about how and when to discuss these "delicate"

issues with the head nurse.

To researcher: X (head nurse) doesn't have her BN and I think that she
feels insecure about that. she's always trying to keep everyone happy on
her staff. It's very frustrating when she doesn't want to listen to my ideas.
I have to be careful as an outsider. I tell her, "I've noticed this and it's not
working for me. How's it for you?" (Fieldnotes: November 17, 1990)

They most often chose to discuss these situations with the students as a learning

experience, rather than discuss them with the ward staff.

The teacher discussed with students at post-conference an incident on the
ward in which a "placement patient" had become loud and aggressive
because she did not want to change her room.
To students: They (the staff¡ are talking about restraining her now. I don't
know if I feel too good about that. We heard the head nurse say she was
going to get her a valium order. why don't you agree with giving her
valium? You have to do something if the patient is hitting out at people.
So what do you do other than restraints? It was kind of pitiful actually -
listening to her. Do you get a feeling for patient rights here? Have any of
you been in situations in which you have been the patient's advocate?
(Fieldnotes: January 17, 1990)

Teachers #3 and #5 often confronted both medical and nursing staff about the patient care

on the ward. These teachers agreed that they were able to do so because they had been

assigned to the same ward for a few years and the staff had come to know and. respect

them. Teacher #1 stated that her recent experience as a clinician had given her the

confidence to challenge rhe quality of patient care given by the staff.

To researcher: It took me three years to achieve credibility with the staff
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on this ward. You have to demonstrate your credibitity. It's what you do
with the students that they watch. And how you react to what the staff
does. They watch you like a hawk when you're new. (Fieldnotes: October
25,7ggg)

To researcher: For the f,rst three years, I barely got a helro from X (head
nurse). And the ward staff weren't as good then. The IV's (intravenous)
were four hours late when we came on in the mornings. Now I've
established some credibility on the ward with X and her staff. But teachers
who come onto the ward for short periods would find that they (the staff)
are slow to warm up to them. (Fieldnotes: April Z, Igg0)

Teacher #5 stated that she had an added advantage in thar she taught in a small hospital

which emphasized that teachers were part of the nursing staff of the institution.

To researcher: I think she (head nurse) values my opinion about things
because this is a small hospital. All the teachers have taught here for quite
awhile and the wards know us. I'm often asked to join in the ward's social
events like showers and pafiies. (Fieldnotes: March 14, Ig90)

However, even these teachers carefully considered the consequences before confronting

the staff and when they disagreed with the staff's response to their suggestions/concerns,

they generalty did not discuss rhe matter further.

To researcher about a patient on the ward: Notice his footdrop. Isn't that
disgusting? (regarding one of the patients not assigned to students) There's
no excuse for that to happen. And he's not the only one who's had it. I
have told X (head nurse) and any of the nurses that would listen that
wearing sneakers will prevent foot drop. I'm tired of mentioning it. No one
seems to listen. (Fieldnotes: February 9, 1990)

The head nurse told the student that her patient had complained of a pulled
back. She told her to write out an incident report on what the patient had
told the head nurse. The teacher told the head nurse that she should do it.
"The person who heard it should write it." The head nurse repeated that
the student should do it. Later, the teacher said to the student: I don't
really see why you have to do it but you need to do one. when you're
ready, I'll help you with it.
Later to researcher: I didn't win that round. I'll save my energy for the
major battles. (Fieldnotes: May 8, 1990)
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Patient's complaints, communicated by patients to the teacher or the students about the

nursing care given on the ward, were generally handled in a similar manner.

The teacher talked to one student about her patient. The patient had
confided in the student that the nurses on the ward were not answering her
light at night. The teacher listened and then countered with a story of how
patients had complimented one nurse on the ward for her readiness to
respond to patients' needs at night. (Fieldnotes: October 18, 1989)

To resea¡cher: 'When a student says a patient has complained about the
care on the ward I usually react by asking them to step into the other
person's shoes and see what might be going on for them. usually I bring
it up in conference and we decide as a group how we are going to handle
it. If its a complaint I've heard before about a particular staff member, I
usually let a word fall into the head nurse's ear and let her handle it.
(Fieldnotes: January 8, 1990)

The clinical teachers at times attempted to "maintain the peace" between

themselves and the wa¡d staff by compromising some of the idealistic practices taught to

students in the curriculum and by adopting the pragmatic practices of the staff. Such

compromise was not without personal conflict for the teachers, particularly those who

taught beginning students and believed that the students should be protected from the

ideal-reality dichotomy in the profession. These teachers always explained their decision

to the students by discussing their impotence to change the staff's practice.

To researcher: on this ward if you have a 0800 med (medication) and you
have to wait for whatever reason and give it at 0900, you still chart it at
0800. It's hard for the students to understand when they've learned how
important it is to chart the time accurately. X (Student) said to me that we
have to chart the time we actually gave the med and not when it says on
the ticket. I didn't really know how to explain to her that the ward has
chosen not to follow that policy. (November 2,1989)

Those teachers who espoused the value of teaching students that some revisions to ideal

practice do not constitute unsafe practice, taught students to adopt the staff's practices if
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the students evaluated them as "safe" for themselves and patients.

The clinical teachers communicated to the students on a regular basis that they

were the ambassadors of the school of nursing to the clinical area. The teachers often

gave "pep talks" to students before the clinical day began, referring to specific e¡¡ors

students commonly made which were aggïavating to the staff and which reflected poorly

on the quality of teaching provided by the faculty. They often monitored the students for

these transgressions, halting the error before it became noticeable and a problem to the

staff.

To students at pre-conference: Some of you have four patients today.
Don't forget to check for bowel day (the day the patienr uiually received
suppositories) for your patients. Also check the teaching sheet to see if any
teaching has been done and what is left to be taught. (Fieldnotes: January
17, 1gg0)

To researcher: I check the Intakes and Outputs's first thing in the morning
because students often forget to do it and then they're loit when they try
and figure it out later. (Fieldnores: January g, 1990)

Three of the clinical teachers communicated to the staff when students were

considered by them to be performing badly in the clinical area. They stated at these times

that they were aware of the student's shortcomings, they were handling these concerns

appropriately and the student would not be allowed to proceed in the program.

The teacher told a staff nurse: can you keep an eye on X (studentX She
is quite weak. I can't see her doing well in the program. It's so hard to
have students like this but you have to do your best with them before you
can decide they're not right for nursing. (Fieldnotes: November 10, fggO)

This practice was remarkable in that at no other time did the teachers discuss the

limitations of students' clinical performance with the nursing staff, unless the staff

specifically requested clarification about something which they had observed about a



162

student.

Unique experience

Teacher #4 experienced entireiy different aspects of the temporary system of

clinical teaching than those experienced by the five other teachers in the research. Her

usual role as a staff member on the ward in which she taught students was a decided

advantage in minimizing the occurrence of territoriality and defensiveness. Because she

knew the staff and the patients, she was able to provide learning experiences for the

students which were the most appropriate to meet thefu learning needs. She also was

granted access to the backstage realities and unspoken, unwritten information which was

necessary truly to function as a team member in the clinical area. At the end of her first

clinical teaching experience, Teacher #4 concluded that she would not have been able to

teach effectively without these advantages.

To researcher: I think one of my strengths as a clinical teacher has been
my relationship with the staff. Because of that relationship rhey have gone
out of their way to help the students and to try and give them more
experiences. I need to be better at telling the staff exacrly what I am doing
when I'm teaching. sometimes I gave them and the students mixed
messages because I acted as a patient's nurse sometimes and other times,
I said I was the teacher and referred the patient to the nurse. I do think
though that my relationship with the ward helped me to provide creative
assignments for the students. I was able to match them with patients who
wore most appropriate to meet their individual learning needs. I also could
identify the staff who were most appropriate to buddy with the ind.ivid.ual
students. (Interview: December 14, 1989)

She frequently reflected on the experience of most clinical teachers who were not

members of the nursing staff in the clinical area.

To researcher: How do other teachers do it when they aren,t a member of
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the ward staff? They wouldn't know the patients or who to buddy the
students with. Or all the thousands of things that aren't written down
anywhere about the way we do things on the ward. (Fieldnotes: October
24, Lggg)

Students in this clinical area were encouraged by Teacher #4 to study the profession of

nursing by working and socializing with the nursing staff.

To students: In a couple of weeks, I'll be wanting you to have breaks with
the staff. You'll have an opportunity then to learn more about your
profession. (Fieldnotes: October 24, Igg0)

Although this teacher experienced unity with the staff in the clinical area, sho experienced

other consequences of a temporary system. Patients and staff who were aware that she

was teaching for a temporary period often requested that she carry out nursing activities

in addition to her teaching. As well, she worked different shifts than she did in her

regular schedule. This caused her to work with staff she had not known previously and.

to discover aspscts of the ward's functioning with which she had been largely unfamiliar.

Teacher #4 entered the room to attend the change of shift report and
discovered that the evening staff had interrupted the report to meet with
the head nurse to complain about a recent ruling on the ward. She listened
for a few minutes and then left the room without saying anything. Later
she told the researcher that the experience had made her feel
uncomfortable. (Fieldnotes: Octob er 23, 1989)

Teacher #4 went into the conference room with student to iook for the
student's buddy nurse. The nurse had not been seen on unit for some time.
She was sitting on a chair with her feet elevated, reading a newspaper. #4
said: I'm sorry, X (the nurse). I know you're on your break but the student
has a question. (Fieldnotes: October 23, lg89)

This teacher also recognized that, although the staff were skilled clinicians, not all were

adept at teaching the students.

To researcher: I'm seeing our ward through the eyes of the students now.
I see that the prime focus of the staff is the patient's care. That's not
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always the best for the students' learning. @ieldnotes: October 31, 1990)

In addition, despite the staff's willingness to participate in teaching the students,

delineation about what the staff nurse's role was and how it differed. from that of the

teacher's was often probiematic. This was in part due to Teacher #4's inexperience with

the role and her difficulties in defining it.

Nurse to Teacher #4 ; "Do you have a student assigned to that patient?"ttYes."

"Well her bathroom light is on and I didn't want to answer it if it wasn't
OK. I didn't know whether the student should do it or not". (Fieldnotes:
October 24, 1989)

The clinical teachers and their students represent a tomporary system which,

although it emerges from the same profession as the permanent system, differs in

orientation toward both the employing institution and the profession. It is difficult to

maintain this state of marginality without negative consequences for the individuals

involved and for the roles they wish to enact (Guy, 1935). In order to survive as a

member of a temporary system, the clinical teacher engages in rational decision-making

which often includes personal and professional compromises. This generally involves a

staking out of territory and an exacerbation of the "us against them" phenomenon. The

degree to which this results in personal, professional and organizational trade-offs is

dependent on a number of mediating variables.

Mediating Variables

Clinical teachers intend to teach according to their individual perspectives about

clinical teaching. However, they must adapt what they wish to do, according to the
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realities of the clinical teaching experience. A number of variables influence how clinicai

teachers will mediate these realities. The mediating variables identified in the research are

setting, personal and history. The boundaries of the mediating variables are not entirely

distinct and they overlap with one another. For example, the educational background of

the clinical teacher is both a historical and a personal characteristic. However, as the

educational qualifications of the faculty of a school of nursing impact upon the practices

and philosophy of that program, it can also be said that the education of a clinical teacher

is a setting characteristic.

Settine Variables

Curriculum

Setting variables in clinical teaching include the content and organization of the

school of nursing's curriculum. Each of the clinical teachers in the study made adaptations

to the clinical component of the curriculum "because what looks great on paper doesn't

always work in practice".

To researcher: Last year, we (the faculty) covered one need at a time. This
year, we decided to do it cumulatively. I think right now the students a¡e
having a hard time frguring out Level I and tr data. so for now, I'm going
to cover just one need area at a time. This is a hard model to understand.
I think we need to do anything we can to help them handle it better.
(Fieldnotes: October 26, 1989)

An interesting facet of this observation is that the teachers rarely shared these revisions

with the individuals in the school who could effect necessary changes in the curriculum.

The teachers gave several explanations for this practice: (1) there are faculty with "louder

voices" who would "out vote" them if they were to address this issue formally; (2) the

curriculum looked "tidy" on paper, satisfying the needs of administrators and accreditors
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and, therefore, should not be changed; (3) if the administration of the school became

aware that the teacher is making changes, the teacher may be told that she is to adhere

to the curriculum or she may be disciplined; and (4) it would require "more effort than

it was worth" to change the curriculum.

The teacher stated to the researcher that the students are taught the head-
to-toe assessment on thefu first month in the program and then expected "to
dissect out the need a¡eas one by one throughout term x." sh; said she
finds this to be confusing to students and often alters what she is actually
supposed to emphasize to students because "it doesn't work". She said
there is some pressure from other teachers to conform to this way of
teaching so "you just don't advertise what you're doing any more than you
have to". Discussions with faculty about this in formai meetings have
proved fruitless: "f've heard it said that teachers who leave school io work
in the real world and who can't take the reality of it, return to teaching to
reinforce the ideal -- how they think the real world should operare. t know
at least two of this type on our faculty and they do everything they can to
keep things the way they think it should be." (Fieldnotes: Nãvember 22,
1989)

Clinical teachers who taught beginning students and the those who were teaching

for the first time appeared to be fa¡ more focused on the need to integrate the formal

curriculum into the clinical teaching experience than did the other participants. These

teachers regularly discussed with their students how they intended to integrate aspects of

the curriculum. They developed post-conference themes to reflect the classroom theory

which had been presented to the students. They were also more likely than the other

teachers to assign students to patients who would represent the curriculum content

presented at that time.

The curriculum influenced clinical teaching in another way. Students who were

"overwhelmed by the demands" of tests and assignments required. in the progïam were

frequently disnacted and, at times, more eror-prone because their attention was not solely
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on their clinical learning experience. Some written assignments were viewed as "the bane

of a clinical teacher's existence" because the students became preoccupied with obtaining

data for the assignment, rather than learning in the clinical area.

To researcher: The students are concentrating on thefu ethics assignment
so much that they jump on just about any issue just to get their assignment
done. Gieldnotes: February 13, 1990)

To researcher: Assigning patients is a balancing out of who needs to get
challenged and who doesn't. I'm frustrated that so many of these students
can't think about what they may learn with a particular patient --they're
too busy thinking about writing their paper and if the patient meets rhe
criteria in the syllabus. (Fieldnotes: February 6, 7990)

The conceptual framework of the school of nursing's curriculum had linle impact

upon the clinical teacher's teaching. Although the three schools involved taught according

to different nursing models, this was only apparent in some of the terminology used by

the teachers and students. One of the teachers, who had taught in other model-directed

curricula, agreed that he¡ teaching in the clinical area was not affected to any significant

extent by this variable. She proposed that the reason the conceptual framework does not

influence clinical teaching is that current nursing models are not utilized in the practice

of the profession; they are "simply tools to structure a school of nursing curriculum".

To researcher: I have to sort out what is important for the students in
regard to collecting lævel I and II data. Like is it important for them to
write it all down? I learned to assess patients that way as a student and
now I no longer assess that way. Is it right to teach our students something
this complicated that they won't even use? (Fieldnotes: october 26,lggg)

To researcher: I see her (student) standing there hating all of this (Ptacing
data into categories). V/e take some one who thinks as well as she does
and we make her learn to put the things she sees in boxes. What does it
matter if she can't figure out how to relate her data to the theoretical
framework if she knows the data? (Fieidnotes: October Zi, t9g9)
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It had been anticipated at the onset of the research that the mission and philosophy

of the diploma versus the baccalaureate programs in nursing would influence the clinical

teacher's teaching. This supposition was not testable in the research because both

university program teachers were new to the faculty and had little prior experience wíth

the curriculum. By their own admission, these teachers tended to teach as they had been

taught in their diploma basic education program.

Resources

The resources available to the clinical teacher affected her ability to teach in the

clinical area in an often dramatic manner. For example, the physical resources in the

clinical area regularly determined the teacher's workload, as well as how the teacher

could implement her perspective of clinical teaching.

To students: The conference room is all torn up during the renovations. So
we can use the goldfish room (a recreation area for patients) during this
time. (November 2, 1989)

When she arrived on the unit, the teacher discovered that the ward's
medication room would be closed for a time due to renovations. She
discussed her concerns with the researcher about this. Her students were
expected according to the curriculum to administer medications in the next
clinical week: Each student will have to be supervised by me as they
prepare their meds (medications) and it is preferable that they learn in as
similar a setting as they will encounter in practice elsewhere.
The teacher later discussed this with her colleagues at coffee and decided
that her students would not give medications until the room was renovated.
(Fieldnotes: November 17, 1989)

Wards which were long and nalrow meant that the clinical teacher experienced difficulty

observing her students, other than directly in the patisnt's room. They also resulted in the

teacher walking long distances to locate individuals or equipment. Clinical areas with a

chronic lack of operational or appropriate equipment required that students be taught
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compensatory measures.

To student: You should save this linen (taken off patient's bed) because
linen is at a premium right now until the cart comes up. (Fieldnotes:
October 19, 1989)

To students: These are the old activity sheets. In seminar last week you
heard about the new activity flow sheets. They aren't coming out until
November 1. I know you didn't learn this one but we'lljust have to fill it
in because the new ones aren't ready yet. (Fieldnotes: October 26,1989)

Most clinical areas suffered from an appalling lack of space in which the teacher could

discuss matters with students in private. Consequently, teachers addressed sensitive and

emotionally-laden topics with students in rooms piled with dirty laundry and equipment,

in the cleaning person's closet filled with cleaning supplies and in patient's bathrooms.

The teacher talked to one student about her patient in the clean supply
room on the ward. The teacher referred to this as her "offlce". (Fieldnotes:
October 19, 1989)

The lack of conference space on most wards required that clinical teachers leave the ward

in order to meet with the students as a group.

Another resource in the clinical area available to the clinical teacher was the

nursing staff. The primary resource in this regard was identified by the teachers to be the

head nurse. The six clinical teachers perceived the head nurse's commitment to nursing

education and her/his behaviour toward the teacher and students as greatly influencing the

clinical teaching experience.

To researcher: I decided to talk to X (head nurse) about alt the things that
have been happening with the staff lately. She had been a resource nurse
last week for one of the students because they were short of staff. I saw
that she knew how to be a good resource nurse so I knew she would
probably expect that her staff were functioning in the same way. After I
talked to X, Y (staff nurse) has been much nicer to us. V/ (staff nurse) is
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trying more but she's still pretty inconsistent. It's very disheartening that
four core members of the staff are leaving shortly. It makes me concèrned
about who will be left. (Fieldnotes: April IZ, lgg0)

One teacher referred to the head nurse as the "tone setter" for the ward. For example, a

head nurse was reputed to dislike baccalaureate students, believing their program to be

too theoretical and not pragmatic enough. She had never hired a graduate of the university

program on her ward. The clinical teacher stated that the head nurse's attitude had

resulted in the staff's general animosity toward university program nursing students. The

teachers in the study also reported that the composition of the general nursing staff and

the practices of the staff in the clinical area affected their clinical teaching.

The ward was staffed primarily by float nurses today. The teacher told a
student about her buddy nurse who was a nurse from a casual employing
agency: You're probably going to know more about the patient than she
does.
This was to prove correct as the float nurse later told the student that she
could not give her any information about the patient as she did not know
him herself. (Fieldnores: November 17, 1989)

To researcher: One disadvantage of the 12 hour shift is that the team
leader can be off for more than a week and when she comes back, the
students and I know the patients better than she does. @eldnotes: February
7, tgg})

The two teachers of first year diploma students in the field study suggested that nursing

staff were perhaps less supportive of first year students than they were of second year

students.

To researcher: If a ward has second year students as well as first years
they often have a problem figuring out what students can and cannot do.
They usually can't understand why first years can't do certain things and
they get ticked off when they discover that a first year stud.ent won't do
the entire care for the patient. The first year student is often made to
apologize for not being a second year student. @eldnotes: october 1g,
1989)
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Patients were viewed by atl the clinical teachers as a resource for the students'

clinical learning experience.

To researcher: Students don't often think that patients know anything and
they think I know everything. one patient won an award from an
organizatíon and the student came out of her room to ask me what it was.
I said, "How would I know about it? Ask the patient. she's the one who
received it." The student was surprised. She went back in and the patient
told her all about it. (Fieldnores: Ocrober 26, Iggg)

To students: Don't be in such a hurry to ask the nurses all the questions.
Patients know quite a bit about their conditions too, you know. (Fieldnotes:
November 16, 1989)

The teacher's relationship with patients in the clinical area was considered to be

a particularly significant mediating variable by Teachers #1, #2 and #6. These teachers

consciously maintained relationships with long term patients in the clinical area in order

to ensure that the patients would agree to be assigned to students week after week.

The teacher stopped by a patient's room; the patient was not assigned to
students. She spent several minutes conversing with the patient about her
condition and welfare. When we left the room, the teacher said to the
researcher: I like to spend some timo with the ones we aren't using this
week because I may wish to use her again next week. (Fieldnotes:
November 22,1989)

They also utilized patients to teach the students. For example, Teacher #6 often asked

patients to "play a detective game" with the studonts. The students were sent into the

patient's room in small gloups and told to "assess the patient". They then met with

Teacher #6 to discuss their findings and to compare these with the information Teacher

#6 had already compiled about the patient.

Because patients were identified as a teaching resource by the six teachers in the

study, changes in patient acuity in the clinical area were often regarded as critical to their
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ability to teach effectively. The teachers often expressed their concern about the number

of "placement patients" (those awaiting discharge to a nursing home) in the clinical area.

Their concorn arose from the perception that these patients offered "no valuable

experience for students".

To researcher: I don't usually choose the placement patients because the
students are up here to learn acute medicine skills. (Fieldnotes: January 7,
1990)

Personal supports

A resource external to the clinical area which was perceived by the six clinical

teachers to be integral to the nature of the teacher's clinical teaching was a support person

or group. Each of the teachers defined their personal supports in different ways. Some

discussed issues in relation to clinical teaching with a ad.minisrative individual at the

school of nursing; others discussed these matters with a few select faculty members who

were known to share like ideas and philosophies regarding teaching; and others chose to

share their concerns and fears with individuals outside of their employing institution. Four

of the teachers expressed a desire for more formal sharing of the faculty in regard to

teaching sÍategios and the major issues of clinical teaching.

Three of the teachers were occasionally provided by the administration of their

school of nursing with another teacher who was assigned to assist them to supervise

clinical skills or to provide individuat attention to a student who was experiencing

difficulties in the clinical area. These teachers expressed gïeat appreciation for this

resource.

To researcher: I'll need roller skates today. I made the assignment this
heavy because yesterday X (lab teacher) was here to heip me and we were
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able to provide the students with a lot of skills. (Fieldnotes: March 9,
1990)

Norms and standards of school

Each school of nursing was characterized by certain nonns and. standards which

influenced the clinical teacher's teaching. The schools of nursing were described in

various ways by the individual participants: "having a work ethic"; focusing "on the

negative"; valuing "assertiveness"; valuing "people who do their job silently"; "valuing

book learning more than clinical experience"; and believing "that all students are meant

to be nurses". The six teachers reported that the characteristics of the schools were

changeable, affected by such variables as accreditation repoÍs, new personnel,

organizational policy and trends in the profession. For example, one school had apparently

reacted to a number of student appeals in the past year by requiring all clinical teachers

to document comprehensively students' clinical performance. This requirement resulted

in the clinical teacher focusing a great deal of her time with students on incidents which

she could observe and measure. Such a practice was so incongruent with one of the

teacher's perspective of clinical teaching that she ultimately abandoned it. She chose

instead not to evaluate any students as clinically unsatisfactory "because as long as they

(students) are all doing fine, no one asks you to justify your evaluation".

During the research, the diploma programs were affected by plans formulated by

their directors in relation to the development of a baccalaureate nursing program, in

collaboration with the university. The diploma teachers in the research were often deeply

affected by the rumours which ¿rose concerning this plan. A rumour which circulated for

several weeks in one school was that only half of the faculty would be required in the
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new progam. Hospital staff regularly confronted the teachers about the future

collaborative program. One head nurse stated that her staff had told her that the clinical

teacher was planning to assume her position because the teacher had a baccalaureate

degree and the head nurse did not. The researcher observed in these times that the

creativity, spontaneity and enthusiasm of these clinical teachers appeared to be largely

influenced by the amount of direct and clea¡ communication they perceived they had

received from their directors in this regard.

To researcher: I have felt the impact of the uncertainty of the future of the
school this year. It's such a big question mark in all of our (the faculty's)
lives. What will I be doing next year? Will they (administration) still need
me to teach if I don't have my master's degree? It's been hard to stay
motivated and creative because of the apathy which all of us have
experienced as a direct result of not knowing what will happen. (Interview:
January 8, 1990)

The perceived status of clinical teaching in the school of nursing was identified

as a mediating variable by the two university program teachers. These teachers were

employed on a part-time basis and were aware that their salary was "at the low end of the

totem pole" at the university. They perceived that the university administration values

academic pursuits more than it does the practice of the profession. One of these teachers

admitted it was "demoralizing to realize you're working so hard and they (the university)

don't even seem to think it's (clinical teaching) all that important". The diploma teachers

did not identify this variable. They stated that clinical teaching is valued as an integral

aspect of the diploma programs. However, they also stated that "it is assumed everyone

knows how to teach clinically" .

Clinical Settine as Place to Teach



t75

Another factor which influenced clinical teaching was the teacher's perception of

the clinical area as a context in which to teach. Teachers who ascribed to an ability-

evaluative or a task-mastery orientation were often disturbed by changes in the ward

practices which resulted in "less experience" for their students.

To researcher: I will not select patients unless they provide the skills the
students need. I don't just choose patients to give the staff an easy day. A
lot of pationts on this ward are on self drugs. They don't provide much
experience for a student who wants to give meds (medications).
(Fieldnotes: November 22, 1989)

V/hen these teachers were assigned to areas which required few psychomotor skilts in

patient care, they expressed restlessness and frustration. Teachers with a moral-

responsibility orientation were less likely to be affected by the number of "skills" the

clinical area offered but were influenced in their clinical teaching by their perception of

how willing and able the nursing staff were to assist and to teach the students.

Characteristics of Students

The characteristics of the students influenced clinical teaching. The teachers stated

that groups of students develop characteristics over time which influence how a clinical

teacher relates to them.

To researcher: Student groups often seem to be either weak or strong
generally. It seems as if the more motivated, strong students establish the
group behaviour and standards. (Fieldnotes: February 22,1990)

To researcher: The last group had 0 sick days. It's interesting how a group
establishes a group norm for things iike that. (Fieldnotes: April 2, 1990)

The teachers recognized that there are differences in teaching students who know each

other versus students who have never worked together before their clinical experience.

To researcher: You can see the difference in students who have been



r76

together for some time and those who don't know each other very well.
These students feel free to ask one another for help and to talk about
things that are bothering them. (Fieldnotes: February Zj, 1990)

Four of the teachers commented that they must at times adapt their clinical teaching to

meet the needs of students who are adjusting to a new clinical teacher or the needs of

students who are "restless to finish a clinical rotation".

To researcher: Today's their last day on the ward so I have closed my eyes
to a lot. It always seems as if funny things happen on their last day.
(Fieldnotes: April 19, 1990)

To researcher: Whenever students have a new teacher, they tend to regress
as bit. They are so busy trying to figure out what a teacher wants. They
are afraid to do what they know without asking the teacher's permission.
(Fieldnotes: February 15, 1990)

They also acknowledged that students "are different" whsnever they have been away from

the clinical area for any length of time (e.g., for Christrnas vacation). They stated that

students who had a hiatus from the clinical area tended to experience difficulties in the

areas of organization and decision-making until they were re-adjusted to the clinical area.

To researcher: This group of students was not here last week and things
get quite hectic at first because they are being re-oriented to clinical again.
(Fieldnotes: October 18, 1989)

Two of the diploma teachers expressed some envy of the university program because of

the nature of students that program supposedly attracted.

To researcher: If I had the intelligence pool of the university students,
clinical teaching would be great. But we have mature studonts who never
made it through high school and now because they're 25, they're socially
accepted into the progam. (Fieldnotes: November 16, 1989)

However, one university teacher in the study discovered that some nursing staff are not

as supportive and helpful of baccalaweate nursing students as they are with diploma
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students.

To researcher: Some nurses seem to resent BN students' knowledge. One
nurse yesterday challenged a student about something and the student gave
her the rationale dead on. That stopped the conversation dead in its tracks.
(Fieldnotes: March 22, 1990)

The level of the student was identified as a powerful motivating variable by the

clinical teachers, particularly by the two teachers who taught beginning diploma nursing

students. These clinical teachers identified a need to become "far less directing" and "less

mothering" in the second half of the students' first academic year in the program. One

of the teachers stated, "We feel we have to get them (the students) ready for second year

and second year means they have to be able to stand on thet own". Both teachers

commented that other faculty members are often critical of teachers who do not

adequately prepare their students for all necessary clinical skills.

The teacher explained to the researcher that there is a "pressure to make
sure that your students will meet the expectations of their new teacher at
the end of the term". Last year, a teacher "complained" that her students
did not know how to place patients on a bedpan. She "announced it in the
coffee room". My students were used to orthopaedic patients and they had
difficulty adapting to other patients for this procedure. (Fieldnotes:
November 22, L989)

To researcher: I totally exhausted myself last year. I made sure that all the
students in the second term did all the dressings they could. The second
year teachers were saying that the students were coming to them and their
dressing technique was terrible. Some of the second year teachers even
check the students all over again, even though they (the students) have
been checked off (passed as satisfactory in their perfonnance of a skill) in
first year. (Interview: January 8, 1990)

A similar preoccupation with nursing skill readiness was observed in those clinical

teachers who were preparing students for graduation from the program. These teachers
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often commented that senior nursing students "must demonstrate that they can function

independently on a ward before they graduate". They indicated that, although task mastery

was contradictory to their teaching perspective, they "felt forced" by the expectations of

the administration of the school "to produce graduates who don't emba:rass the school".

The model of teaching for the clinical teachers in the research did not differ

dramatically with the level of student except in the teacher's emphasis of priorities. For

example, Teacher #3 taught second year diploma students until the end of the academic

year when she taught first year students. Her style and practice of teaching remained the

same in the two experiences. However, she emphasized priority-setting and decision-

making more with the second year students; she emphasized skill acquisition and

assessment more with the first year students.

All of the teachers discussed differences in teaching novice students versus

students who were more expert in the practice of the profession. They defined novice as

a student who entered an unfamiliar situation in the clinical area and who, because of this

unfamiliarity, was unable to interpret accurately and manage the situation.

To researcher: Whenever they have a new skill to do, they forget all about
the patient. They get tunnel vision. The patient gets reduced to a one inch
square. (Fieldnotes: February 27, 1990)

To researcher: Students have no time perspective. The f,rst day post-op
(following surgery) is the same ro them as the seventh day. Like X who
didn't think of questioning why her patient was having spirometry on his
14th day. (Fieldnotes: February 13, 1990)

Consequently, the clinical teachers identified students as novices if they were assigned for

the first time to a medical or surgical area, even if they were in the iast months of the

program. The teachers stated that novices need more direction and coaching than do more
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expert students. They described novice students as focused on one aspect of nursing at

a time and experiencing difficulty "making connections" between concepts in the

profession. The teachers identified that as the student reaches the end of the program, the

time it takes for him/her to develop expertise in a clinical rotation is greatly reduced.

Other student characteristics identified by the participanrs as affecting clinical

teaching were the student's locus of control and the student's personality. If a student was

perceived as internally controlled, the teacher tended to emphasize task achievement and

personal gowth. Externally controlled students were perceived as requiring more directive

teaching. Three teachers identified students with an external locus of control as being their

"least favourite" students to teach. These teachers stated that students with external loci

of conEol depend excessively on the teacher for feedback about their performance and

are reluctant to make independent decisions. Two teachers imptied that students became

more intemally controlled as a natural progression in the progïam.

While walking to the unit, the teacher said to the researcher: I really hate
term 1 (first term in the program). They have no confidence in their ability
at this stage. They depend on you constantly. It's much better in terms two
and three when you start to see them being able to make decisions for
themselves and they have some degree of confidence in what they can do.
(Fieidnotes: October 27, 1990)

The variable of locus of control was closely related to student personality. Two

teachers described their "least favourite" student as similar to the descriptions given

regarding students with external loci of control; i.e., "dependent" and "clingy". Other

personality characteristics which were cited as "ilritants" to the clinical teacher were

"students who try to manipulate" the teacher; "students who know it all"; "students who

have no regard for anyone but themselves"; "students who can't be trusted to tell the
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truth"; and "students who are lazy". In contrast, the teachers stated "it is easy and a

pleasure to teach" students who are "self-directed", "prepared for their clinical

experience", "motivated to learn", "sensitive to the feelings of others", and "caring".

To researcher: X is delightful. You start explaining things and the lights
go on. She jumps two sreps ahead of me. I could spend a whole posting
with students like that. @ieldnores: January 23, t990)

Although all the teachers stated they preferred self-directed, internally confrolled students,

behaviours of these students which occurred at the expense of the teacher's confol of the

clinical teaching experience were frequently regarded as negative.

To researcher: X (student) is a very bright student but she doesn't know
her boundaries. She changed her patient assignment last night and chose
someone else. When I asked her about it, she said she wanted more of a
challenge. I told her that I might have had something special in mind for
her with the patient I gave her. For all she knew, maybe I wanted to give
her a special experience with a patient who won't talk. I let her get away
with it this once but I let her know that she'll never survive (in the
program) if she insists on doing everything her own way. (Fieldnotes:
March 2L, l99l)

Although the variables of locus of control and personality were identified as influencing

clinical teaching, the teachers denied that they had a significant impact. One teacher

stated, "You have to teach everyone the same way." However, in practice, it was observed

that the teachers avoided certain students more than others. At times, their behaviour

toward specific students they identified as "annoying" or "aggravating" was more cufi and

perfunctory than was their usual behaviour.

The teacher and researcher returned from coffee. The students greeted her
with "can you help me? I have lots of questions" some students were
unable to articulate questions but said they were "confused" and
"overwhelmed" by the information in the chart. one student could not read
the doctor's writing. she gave loud groans and sighs. "I'll never get this".
When the researcher later asked why the teacher did not seem to pay
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attention to the student's pleas, she stated: I did that deliberately. I ignored
her on pu{pose. If she can structure a question to me, fine. But if she just
moans, I'11 ignore her. She'll get the idea. (Fieldnotes: November 22,
1989)

Personal Variables

A number of variables which relate to the clinical teacher's personal makeup

influence herlhis ability to teach in the clinical area. For example, the teachers reported

that the teacher's ability to interact in an interpersonal relationship with students, staff and

patients affects the quality of experiences provided for the students. Teacher #5 stated in

her concept map (see Appendix 5) that positive relationships with the staff provide the

clinical teacher with the information and co-operation she/he needs to teach effectively

in the clinical area. Likewise, strained relationships with the staff will cause the staff to

withhold information and to "make things difficult for the teacher and the students".

A nurse interrupted the teacher's conversation with a student to seek
clarification about an intravenous order. The teacher left the student and
looked with the nurse through the patient's chart. Later to researcher: I
need to respond to requests like this in terms of achieving credibility with
the staff. It means a lot in the long run as to how they will deal with my
students. One nurse has some quirks about what she likes done. I always
tell the students about them because if I don't, she'll be miserable to them
when they're on the ward. Students get a better experience if they are not
viewed as a nuisance by staff. I sense that if you got on her shit list that
your students would suffer. (Fieldnotes: November 30, 1989)

Knowledse of clinical teaching

The clinical teacher's knowledge of effective clinical teaching methods and

concepts was identified by the participants to be a major variable affecting clinical

teaching. They differentiated between a teacher's generalized ability to teach in any
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clinical area and a domain-specific ability to teach in specific clinical areas (e.g., acute

gastrointestinal surgery). All of the teachers stated they desired more interaction with

other faculty regarding the teaching strategies and principles of clinical teaching. Three

of the teachers stated that this interaction should be formaliy scheduled by the

administration of the school of nursing.

To researcher: Once we had a group at the school who would meet over
coffee and discuss what was happening in their clinical teaching. I found
it very intellectuaily stimulating and I learned a lot about how different
people handle different situations on the ward. But not all people want to
talk about their teaching. (Fieldnotes: January 23,1990)

The teachers were aware of what other teachers did in the clinical area only so far

as what other faculty shared at school meetings and at coffee and meal breaks. They often

expressed a desire to "work with another clinical teacher for a day" in order to evaluate

their own clinical teaching and to "know what clinical teachers are really supposed to do".

The six teachers agreed that "there is little in the literature to guide clinical teachers".

None of the teachers stated that she had been taught the skills of clinical teaching in her

basic education program or in her orientation as new faculty. The more experienced

clinical teachers in the research acknowledged that they had learned how to teach in the

clinical area by "trial and error". All of the teachers expressed some degree of lack of

confidence that they were implementing clinical teaching in the correct and most effective

manner.

Structure of clinical teaching

The teachers in the research study frequently made reference to their lack of time

to teach effectively, because of the many demands on their time in the clinical area. Each
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of the six clinical teachers structured the clinical teaching experience in the traditional

manner, wherein each student is assigned to one or two patients and the clinical teacher

assumes responsibility for both students and patients, as well as for the communication

to and from the nursing staff in the area. In such a system, the clinical teachers were

forced to respond to the most pressing need at any one time. They often reported feeling

"sEetched beyond belief" by the strain of attempting to meet the needs of so many

individuals. The teachers stressed that clinical teachers need to be adaptable to cope with

these constant demands. Four teachers referred to former colleagues who were not

adaptable and who consequently "had to leave" clinical teaching. Each teacher in the field

study adopted specific behaviours to organize their response to the demands of clinical

teaching.

To students after change of shift report: All right, everyone. If you need
me for (supervising) skills roday, let me know now. X (student), I know
you have that dressing to do at 1000. Ler's do it at 1030. I'm going to be
busy with the other students doing IV meds (intravenous medications)
from 0930 to 1030. I'll go for lunch around 1130 so I can be back to help
those of you who have IV medications. Is there anything else I need to
schedule? (Fieldnotes: October 27, 1989)

However, circumstances beyond the teacher's control atose continually in the clinical area

which geatly affected her ability to enact these behaviours. For example, a teacher went

into a patient's room to find a student and discovered the patient was haemorrhaging.

Although the patient was not assigned to a student, she chose to take the patient's vital

signs, calm the patient and locate his nurse. This took several minutes. She forgot why

she had wanted to speak to the student by the time she was finished caring for this

patient. Those teachers in the research with an ability-evaluative or task-mastery
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orientation tended to organize their activities around nursing skills performed by students.

Those with a moral-responsibility or mentoring-professional identity orientation organized

their time in order to discuss aspects of patients' caÍe with individual students.

Clinical Skill

The teacher's level of skill as a clinician in the particular clinical area on which

she taught was also considered to be a mediating variable.

To researcher: I feel that because X (clinical area) is not my area I'm not
offering the students all I could in the area. I try to read all I can and to
get resources for the students. But it doesn't seem like enough. (Field.notes:
October 26, 1989)

This variable was cited as a concern to four of the teachers because they believed it to

be critical to their ability to teach effectively. However, they were unsure how they could

maintain their skills as a clinician, as well as teach, in the present sfructure of clinical

education in nursing education. Teachers #4 and.#6 are practising clinicians, teaching only

on a part-time tern basis, and did not consider this to be a difficulty they faced. The type

of the clinical teacher's experience in nursing affected her teaching in the clinical area.

Teachers with a working background in critical care nursing admitted that they tended to

emphasize assessment more than other teachers.

In a patient's room as she does her 'rounds' in the earry morning, the
teacher makes note of the patient's vital signs record, his intake and
ouq)ut, his urinary drainage, his oxygen level and his operative dressing.
Later to researcher: It's my ICU background. Unfortunately, students don't
seem to notice what I do. (Fieldnotes: November 21, 19g9)

One teacher who had been a nursing administrator stated that her style of clinical teaching

was derived from her experience of "what worked and what didn't work" in management.
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Teachers who received their basic education more than five years ago occasionally

commented that it was difficult for them to "keep up" with the many changes in the

profession, particularly when the changes contradicted the traditional primary concepts of

nursing.

To researcher: You know you're getting old when you can't get used to
people putting gloves on for everything. (Fieldnotes: March 13, 1990)

Education

The educational level of the clinical teacher was identified by the participants as

a moderately significant mediating variable. One teacher suggested that clinical teaching

is affected not only by the educational qualification a teacher has achieved but also by

the nature of the education program she attended.

To researcher: I find there is a difference between the teachers who are
generic BN grads and the diploma post-RN grads. The teachers who went
through the BN program think it's OK not to know everything but that
nurses should know how to assess and to obtain the information they need.
The diploma people think that they and the studenrs have to know
everything. (Fieldnotes: October 26, 1989)

Two teachers stated that whether a clinical teacher is prepared at a baccalaureate or

masters degree is not important; it is more significant to note the number of courses taken

by the teacher which directly relate to the principles of clinical teaching. However, two

of the teachers expressed some pessimism about their ability to implement the content of

such courses, considering the present structure of clinical education in nursing.

To researcher: Here I am taking a course in education and would love to
apply the things I'm learning. But with the limited exposure and so much
for the students to learn, all I can do with some students is to say this is
what you do because I say so. There is no time to teach them to think.
(Fieidnotes: November 16, 1989)
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Student experience

One of the most signif,rcant variables affecting clinical teaching was identified by

the participants as the teacher's own experience as a student. The teachers commonly

asserted that they imitated or chose to behave oppositely to teachers they had in their

personal education experience.

To researcher: I usually allow them a time or two with grace. Until then,
I don't expect them to do it perfectly. A lot of how I teach reiates to how
I was taught. I had a teacher who terrified students. I swore that if I ever
went into teaching I would not do what she did. Students have often
communicated to me that I'm very laid back. It's because I don't want
them to feel like I'm always over their shoulder. (Fieldnotes: January 17,
1990)

Clinical teaching experience

The six teachers did not identify length of experience as a clinical teacher to be

a significant variable which influences clinical teaching. This premise was d.ifficult to

validate in the research as the most inexperienced participants, with the exception of

Teacher #6, were also the teachers of beginning students. It is difficult to decipher

whether some of their teaching practices reflect inexperience or their adaptations to the

needs of beginning students. The participants referred to individuals in their experience

who "have remained stagnant as clinical teachers" despite many years of teaching. They

attributed development as a clinical teacher primarily to the teacher's ability to refloct

actively on his/her practice as a clinical teacher and to learn from this reflection. The

clinical teachers did, however, indicate that fi¡st-time teachers demonstrate some

characteristic novice behaviours which affect their clinical teaching.
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The teacher commented about a teacher with no previous teaching
experience in the school: she'll do what we all did at first and
overachieve. When asked why this occurs with first-time teachers, she
answered: Well, for one thing, there are very few definite expectations that
a¡e defined for new teachers. You learn what you're really supposed to be
doing by making lots of mistakes. You say something at coffee and
someone else with more experience asks you why on earth you're doing
that. You begin to have a better idea of what you're supposed to do by
listening and getting feedback from the other teachers. (Fieldnotes:
November 22,1989)

Teachers' previous experience with "types of students" often affected the way in

which they interacted with and assessed certain students in the clinical area. The teachers

often made references to student behaviours which were perceived as characteristic of

problems which the teacher had previously encountered.

At coffee, the teacher discussed another teacher's student as "a recovered
alcoholic with a motivational problem who hasn't looked at her nursing or
med-sci content yet and who develops a new personal problem each
week." She describes tho student as "a combination of X and Y (students
from last year who were unsuccessful in completing the program)".
The other teachers at the table nodded in agreement. @ieldnotes: October
27, l9gg)

To researcher: I'm not sure but she may be an example of a student who's
trying to sabotage herself. I had a student like that last year. There's
nothing much you can do. They're so unaware of what they're doing they
can't even hear you when you tell them what you see. (Fieldnotes: Aprit
2,7990)

If the past experience had been extremely negative, the teacher admitted that she tended

to enter the next clinical teaching experience somewhat defensively. Teachers who had

experienced "putting a lot of energy into helping a student" who tater failed the program

stated they frequently had "to fight a detachment reaction" in their clinical teaching. They

acknowledged that the temptation in these situations was to assume a comfortable and

safe affective orientation in their future relationships with students. Three of the clinical
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teachers openly chastised themselves for "prolonging the agony" of a student in the past

by continuing to help her, despite indications that the student "was hopeless". These

teachers indicated that, because of this history, they had resolved "only to help students

as long it will mean they will be successful".

Experience with evaluation

Three of the teachers in the study mentioned experiences which had "devastated"

them in relation to student evaluations. These teachers stated that they would avoid

evaluating a student as unsatisfactory in the future because the incident had been "so

traumatic". Teachers who had failed a student in a previous clinical rotation expected that

their reputation as a "hit man" would affect the responses of students to them in future

rotations.

To researcher: It's unfortunate that if a teacher has to fail a couple of
students., the students start reacting by coming to that teacher expecting
to fail the term. It's happened to lots of really good teachers. (Fieldnotes:
February 15, 1990)

Students

The history of specific students or student groups was frequently communicated

to the clinical teacher in an informai manner by other faculty members or in a formal way

by summative evaluations. Whether or not this affected the teacher's response to the

student(s) depended on the clinical teacher's perception of the value of this information.

To researcher: There's benefits to conferring with one another about
students. Like x (teacher) told me what Y (student) was doing with her
and I told her, "She did that in Term I". I told her what I had done about
it and what had worked and what hadn't. She said she was glad to have
that information so that she knew where to start with Y. (Fieldnotes:
February 8, 1990)
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To researcher: If a teacher I respect says something about a student, I
listen. I believe it to be true. New teachers who have not achieved
credibility among the rest of the staff and who do not know the rest of the
faculty need very supportive coordinators. (Fieldnotes: February 13, 1990)

Students come to nursing education progmms with a variety of personal and

professional experiences which influence how the clinical teacher interacts with them. The

teachers expressed considerable concern about students who had a history of emotional

and/or social problems which compromised their ability to perform well in the program.

A particular challenge to three clinical teachers were students who were licensed practical

nurses (I-PN) or nursing assistants prior to entering the program.

The teacher said that one of the students had been an aide before coming
into the program. This student had apparently told the teacher, "I hope
what I know doesn't get in the way of what I need to know."
To researcher: I think that's great because so many of these students with
aide or orderly experience think they know everything and don't want to
learn new ways of doing things. (Fietdnotes: October 19, 1989)

To researcher: X (a student) is a LPN who seems to have reached her
potential. She can be counted on to let someone know if something
untoward happens. However, I worry about six months from now when
she's required to make more independent decisions. @ieldnotes: March 28,
1990)

Students frequently entered a clinical rotation with perceptions, derived from their

past experiences with teachers in the program, about correct and expected behaviour

which at times differed from the expectations of their current clinical teacher. The clinical

teacher was required on these occasions to identify first that these conflicting perceptions

existed and then to explicate her personal expectations for the student.

To resea¡cher: Once there was a head nurse on X (ward) who wouldn't let
the students carry the narcotic keys. So the students would come to me
from that ward and they were forever leaving the keys in the drawer. They
would countersign with a nurse and then assume that she would take the



190

keys. (Fieidnotos: April 13, 1990)

The clinical area

Teachers were often informed about the history of a clinical area by other teachers

who had taught there in previous years and by faculty who had heard rumours about the

ward's functioning. This history frequently affected the teacher's ability to effect her

perspective of clinical teaching. For example, according to the participants, teachers who

taught on wards in which the majority of senior staff were discontented with their

working conditions faced the staff's increasing intolerance of students and, ultimately, a

large degree of staff trunover.

To researcher: There's been a lot of turnover this year. I've noticed a lot
of float nurses. They tend not to know things and to miss things. That
makes the st¿ff tense and they seem more impatient with the students than
usual. (Fieldnotes: February 9, 1990)

Teachers who taught in areas which had a previous negative experience with another

clinical teacher reported that they were "tested" and "watched under a microscope" for

most of the first year in the area. Conversely, wards who had viewecl the previous clinical

teacher in a positive manner communicated their expectations of similar performance to

a newly-assigned teacher.

To researcher: I was kind of nervous about coming with my beginning
students to this ward. In term three and four last year, they had X (another
teacher) who knows everything about this ward and, of course, her students
could do more than my fust term students. But I felt really good when
they (the staff) were so receptive about my coming back this year. I don't
have the clinical background in (the specific area of nursing) but it doesn't
seem to matter to them. (Fieldnotes: November 22, 1989)

The six clinical teachers in the research communicated profiles of the area to other

teachers at coffee breaks, focusing on the interpersonal relationships they had with the
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staff, particularly the head nurse, and the nature of learning experiences available on the

ward. If the teacher had taught in the area previously, she tended to assume that the

staff's practices and norms had remained the same. These teachers stated that they became

"far more comfortable" each year they were assigned to teach on the same ward.

Personal historv

The personal history of the clinical teacher occasionally affected her clinical

teaching during the course of the research. For example, one teacher assigned a patient

to a student and then discovered that the patient and she had a previous altercation as

members of the same residential community. The teacher avoided entering this patient's

room.

Patients

Patients' histories were also a factor which at times affected clinical teaching.

Patients who had been assigned to many students in their hospitat stay, occasionally

became reluctant to be nursed by a novice and refused to have a student care for them.

The teacher told two students that she was going to be doing foot care on
another student's patient and suggested they watch the procedure."I'm sure
she won't mind if you watch and it will be good experience for you."
Later the patient refused saying she had "enough of students" in her
hospital stay and that in fact her one student was causing her to feel
uncomfortable by "watching" her all the time. The patient said: "She sat
down beside me and watched me eat supper. In all my life I never had
anyone stare at me while I ate. I felt very anxious." (Fieldnotes: October
23, t989)

Other patients who were used to students caring for them every week at times became

"annoyed" or "hurt" that the teacher decided not to assign them to a student for one week.
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To researcher: We had a couple of irate patients on the unit today. They
somehow got the idea that students were supposed to be there (on the unit)
today and we're not. A couple (of patients) who had students last week are
really put off that they don't get students this week. (Fieldnotes: November
22, 1989)

At times, patients agreed to be ca¡ed for by students because of the attention they would

receive from the clinical teacher.

The teacher told the researcher about a patient who had initially refused
to have students but when she observed the teacher talking to her
roommate, "wanted the anention of the teacher". "I told her that she could
only have me if she agreed to have students. since then she's had
students." @ieldnotes: November 3, 1989)

Pugh (1980) suggests in her research that clinical teachers act in congruence with

their perspective of clinical teaching when the teacher's role identification is

representative of her/his role preparation. The six clinical teachers who participated in this

research study did not demonstrate this finding. Each teacher at times acted in ways

which were contradictory to her perspective of clinical teaching because of the multiple

variables which influenced the clinical teaching experience. Although the teachers often

acknowledged that they would have preferred to behave differently in the clinical area,

they generally expressed feelings of "having to compromise" what they believed because

of the perceived priority of the needs of others (i.e., students, staff, patients, the school

of nursing). The teachers also indicated that without definite guidelines to structure and

implement clinical teaching, the clinical teacher in nursing education will "never know

what is right in clinical teaching" and, therefore, will "never have the confidence that their

way of teaching is appropriate".
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Summary

In this chapter, the individual perspectives regarding ctinical teaching of the six

teacher participants in the research have been described. The elements of their

perspectives (e.g., goal orientation; primary focus) were identified, compared and

contrasted. Three variables were identified as providing the context of all clinical teaching

activities: caring, professional identity, and temporary systems. The resea¡ch findings

demonstrated that clinical teachers in nursing teach in accordance with the basic precepts

of nursing. A number of factors were detailed which impacted upon the clinical teachers'

ability to teach as they intended. The list of mediating variables which influence clinical

teaching has not been exhausted in the preceding discussion. However, the major

influences affecting the clinical teacher's ability to teach as she/he intends have been

identified. This section of the report also depicts the number of variables in the present

structure of clinical education in the nursing profession which remain beyond the

teacher's control, yet dramatically affect the teacher's ability to enact his/her perspective

regarding clinical teaching.



CHAPTER FIVE

THE EXPERIENCE OF CLINICAL TEACHING

In this chapter the experience of clinical teaching as it was enacted by the six

clinical teachers in the research is discussed. It begins with a description of what actually

happens in the interactive phases of clinical teaching: the transmission of practice;

assessment of student learning needs; the responses of the teacher; helping; crystallization;

development of a plan; and evaluation. This chapter includes the identification of the

various ways in which a clinical teacher determines whether a student should be helped

to succeed in the clinical rotation or encouraged to withdraw from the program. The

factors pertaining to the clinical teacher's final evaluation of a student's clinical

performance, before, during and after the formal evaluation process, are also presented.

The focus in this chapter is the teachers' interactions with their students in the clinical

teaching experience. Not'withstanding the significance of the clinical teacher's

relationships with others (e.g., staff, patients, faculty), the teacher participants in the

research considered these to be variables which mediated the reality of the clinical

teaching experience, not the essence of clinical teaching.

Crystallization Model of Clinical Teaching

A schematic representation of the clinical teaching experience, including the

context and the experience of clinical teaching is presented in Figure 2.
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The schematic design was suggested, in part, by the Hymovich model for family

assessment in chronic childhood illness (Hymovich, 1985). Specifically, the way in which

Hymovich represented the contextual and mediating variables was incorporated in the

schematic design of the Crystallization Model of Clinical Teaching. Although no linear

schematic can adequately represent the dynamic processes and interactions of clinical

teaching, the model presents many of the elements of the substantive theory which have

arisen from the research findings.

The Crystallization Model of Clinical teaching purports that the clinical teacher

brings to the teaching experience hislher unique perspective of clinical teaching. This

perspective is the sum of the teacher's beliefs and values concerning clinical teaching. It

is representative of what the teacher intends to do. The clinical teacher's ability to behave

as he/she intends is mediated by the context in which clinical teaching occurs; the

contextual and mediating variables discussed in the previous chapter. According to the

Crystallization Model, the clinical teacher attempts to carry out two major elements of

clinical teaching within this context: the transmission of the practice of the profession to

students, and the assessment of students' learning needs and clinical competence. These

elements are implemented concurrently.

The model suggests that the transmission of practice entails a number of ritual

responses, ways of responding and behaving which the teacher has amassed in hislher past

experience. If the ritual responses do not achieve their usual result or if a situation arises

which the clinical teacher deems is unique, the teacher searches for explanations

(attributions) concerning the student outcome. This reflective search often produces
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affective reactions in the teacher, as well as new strategies to help and teach the student.

The process of transmitting the practice of the profession, assessing student competence,

searching for attributions and developing helping strategies continues in a cyclical and

conculrent fashion until the clinical teacher crystallizes a judgement about the student's

clinical ability.

The model proposes that the crystallization process results in the development of

a plan to assist the student to resolve clinical difficulties, the completion of a written

summative evaluation, or to the exfinction (removal) of the student from the program.

Clinical teachers may seek further support (i.e., personal support; further evidence) in this

process for their appraisal of students. Following the evaluation and,/or extinction of a

student, particuiarly when teachers receive data which contradicts their crystallized

judgement of a student, they may reflect on their perspective of clinical teaching. They

may revise this perspective accordingly.

Transmission of Practice

The six clinical teachers agreed that the essential function of a clinical teacher is

to transmit the practice of the profession to students. They did not necessarily concur as

to the methods by which this transmission could be achieved; nor did they always agree

as to the essential elements of professional practice to be transmitted. Transmission of the

practice of the profession occurred concurrently with the assessment of the students'

learning needs. However, for the purposes of clarification of the category and because the

six clinical teachers viewed this as an unique entity in clinical teaching, "Transmission
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of Practice" will be discussed separately from "Assessment" in this chapter.

In general, the six teachers in the study transmitted a "model of and for reality"

(Benner, 1987) to their students. They attempted in their clinical teaching to socialize the

students to the values, nonns and the practices of the profession. Transmission of the

practice of the profession included assisting students to learn and perform the skill

competencies, as well as assisting students to identify significant patterns and to deveiop

the skill of problem representation in the profession. It emphasized the "connoisseurship"

(Whitman & Gasper, 1989) of the profession: i.e., knowing and appreciating what is

clinically significant and appropriate in the nursing ca¡e of patients. For four of the six

clinical teachers in the study, "Transmission of Practice" also entailed fostering the

students' ability to reflect on their performance and the performance of others in the

clinical area.

The clinical teachers transmitted the practice of the profession in both the pre-

active þlanning) and the interactive (implementation) stages of clinical teaching. The

teachers' planning activities were minimal. Most were focused on matching the numbers

and experience levels of students with the available patients in the clinical area. The

exception was Teacher #3 who spent considerable time prior to the clinical learning

experience formulating contracts with students and determining how best to meet the

student's identified learning needs. The absence of the pre-active planning of the clinical

teaching experience occurred in part due to the perception of the clinical teachers that

"clinical teaching is almost totally beyond (the teacher's) controi" and "cannot be planned

for".
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The Teacher's Perspective

The six clinical teachers presented the ideal and the actual practice of the

profession to their students, in accordance with their perspective of clinical teaching.

Those teachers who attested to a primary goal orientation which emphasized task

achievement and evaluation tended to focus their efforts on the students' skill acquisition.

Those with a moral-responsibility or mentoring orientation fostered decision-making and

problem-solving. Teacher #3, who attested to a mentoring orientation of clinical teaching,

also emphasized the development of the student's individual conception of the role of a

professional nurse.

The teachers, who believed their role as a clinical teacher was to teach,

emphasized strategies which were largely directive and supervisory in nature (e.g.,

feedback; rehearsal; cuing). The teachers, who advocated a teacher-nurse or nurse-teacher

role as a clinical teacher, concentrated on activities which entailed student participation

in the learning (e.g., contracting; discussion; nursing with the stuclent). Teachers who

described their role as shaping students, or transferring their knowledge to students, were

the directors of the clinical learning experience. They determined what students needed

to know and how they would achieve this knowledge. Student input in this process was

generally minimal. Teachers who described ctinical teaching as helping students to gïow

professionally, advocated a more participative orientation. For example, students were

encouraged by Teacher #4 to compose a "wish list" identifying what they wished to

accomplish and how they wished to learn in the clinical area. Students included items on

their "wish iists" such as the way in which they preferred to receive feedback from the
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clinical teacher and their definition of a "challenging" experience in the clinical area.

Going over the students' wish list in post-conference: A co-operative
relaxed learning environment. Are we achieving that? A student replied:
"Well, it's not too relaxed for me." Is there anything we can do about it?
"Not much. There's only one of you to go between us and so many other
people on the ward." (Fieldnotes: November 13, 1989)

Teacher #3 formulated individual contracts with students which were revised throughout

the clinical rotation to reflect changes in the student's learning goals. Teacher #3

contracted with students to provide specific learning experiences. This often entailed

detailed negotiation between herself and the student as to what each believed was

necessary and beneficial in the transmission of practice.

Real Versus Ideal

The six teachers differed as to the degree to which they acknowledged and made

visible to students the dichotomy which exists between ideal and the actual practices of

the profession. The teachers of beginning diploma nursing students were particularly

affected by situations in which they were required to function as a buffer between the

ideals taught in the program and the reality of the work setting. These teachers stated that

it is necessary for beginning students to "master the ideal before they cope with the

shortcuts and the compromises" which exist in the profession. Beginning students were

viewed by these teachers as being so focused on the exact performance of the skill, as

they had learned it, that they were unable to tolerate any suggestions of change in the

procedure.

To researcher: I'd like to do a lot of incidental teaching during procedures.
But students at this stage can't seem to tolerate the distraction. One little
thing throws them off and they stafi making a series of mistakes.
(Fieldnotes: October 27, 1989)
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These teachers frequently responded to students' discovery of such discrepancies by

ignoring the issue, by intimating that the observed practices were incorrect or by stating

that "only nurses with a great deal of experience" can make decisions to revise ideal

practices.

A student said: "The nurses on the ward don't make tickets for their
narcotic meds (medications)".
To the student: Nurses have a geat deal of experience. You can be assured
that nurses have their own safe way of doing things.
Student: "Well, my nurse brought a patient the wrong med. The patient
had to tell her that it wasn't the right pill."
V/hat did you learn from that experience, X? You learned that nurses make
medication errors. You also learned that it is important to teach patients
about their meds so they can recognize them. (Fieldnotes: November 16,
198e)

Student, referring to staff's practice of preparing all medications several
hours before they were scheduled to administer them: "Can they (the staff)
do that? Get all their meds together and leave them on a tray?"
To student: Well, no. But this is the real world. By the time nurses do this,
they know about the preparation of oral meds (medications). They also
make sure they close the door to the med room so the patients don't walk
in and take some. (Fieldnotes: November 22, 1989)

Despite their personal inclinations at times to abandon the ideals of the profession, these

teachers staunchly advocated ideal practices to the students. The exception was when the

situation involved a decision to be made between ideal practices as taught in the progïam

and cost-containment measures. However, even in these situations, the teacher justified

the decision to the students in such a way as to suggest that the ideal practice was

preferable.

A student stated:"I found this pile of blue pads on the floor. should I
throw them out as we've been taught?"
To student: well---in the real world? I guess the best thing you could do
is to only throw out the ones which were facing the floor directly on the
side that would touch the patient. That is an awful lot of pads to throw
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out. They are quite expensive.
"But they were all on the floor on that side."
I guess you better throw them all out then.
The teacher sighed audibly. (Fieldnotes: October 12,7989)

To student: You can use pre-cut sponges for the drain.
The student replied: "You mean we can use them? Aren't they too
expensive? They told us in the lab that they're too expensive."
The pre-cut drain sponges are more absorbent. The reason you were taught
how to make your own is that the pre-cut ones are not always available to
you. (Fieldnotes: February 8, 1990)

The teachers who were practising clinicians as well as teachers (#4 & #6) were

more likely than any of the other teachers to address these dichotomies and, at times, to

encourage the students to adopt the practices of the staff which differed from what had

been taught in the classroomflaboratory.

To researcher: I find it very hard to teach by the books. It's uncomfortable
for me. One thing is that I don't know the books any longer. I graduated
X years ago. I suppose that students have to learn the ideal to become
competent nurses. But when they're challenged on the ward, how do they
make sense of what they see as reality which is so different from what
they learned in their textbooks? (Fieldnotes: December 7, 1.989)

Teachers #3 and #5 often used ideal versus reality situations as topics for discussion by

the student group. They generally presented these situations as having no right or wrong

answer; students were encouraged to explore the situation and to determine the

consequences of adopting these practices in their role as a nurse. They also deliberately

inroduced students to situations in which the student was required to confront the realities

of a nurse's workload.

A student told the teacher that her patients had required much more care
than their Kardexes (care plans) had indicated. one patient was supposed.
to be "assist bath" (the patient was able to bathe himself with minimal
assistance) when in fact he was a "complete" (the patient was unable to
bathe himself and required the nurse to do so) and quite confused. one
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patient had become suddenly quite itl and was requiring a great deal of
supportive care. The teacher did not intervene except to comment that the
baths "might not be a priority" in this situation and to give mouth care and
reposition the patients in the morning. "
Later to researcher: Students just have to cope with these things. As new
grads they need to be able to care for seven completes (complete bed
baths) on this ward. Generally I don't interfere unless I see they're really
drowning. This is reality for them.
The teacher observed the student from the hallway for most of day and
asked her four times if she needed any assistance. Once, she went in and
helped the student reposition her patient. (Fieldnotes: February 7, IggO)

Communicatin g Expectations

The clinical teachers stated that they transmitted the practice of the profession to

students by identifying what was appropriate and what was nor appropriate in the

students' nursing care of patients assigned to them. Expectations of students by their

clinical teachers were transmitted in a variety of ways, both direct and subtle. The six

teachers communicated formal expectations to the students in the orientation to the

clinical area and whenever they met with the students as a group.

To students after change of shift report in morning: Some of the rest of
you have people to be weighed today or tomonow. Check your people and
see if they have a weight on their chart. For many of them their weight is
extremely significant. Also they may not have been capable of doing a
weight on admission and one might never have been done. (Fieldnotes:
January 4,1990)

In preconference, the teacher discussed in detail the students'
responsibilities for the next clinical day. She told them her expectations as
well as when she would help them (e.g., "I'll help you locate the fluid
balance sheet in your patient's room this afternoon." "
She asked the students: What time are we going to do this tomorrow
morning?
Students:"0745"
Good answer. What then?
"Say good morning?"
Do you think you might wanr to hear how he (patient) did the night
before?
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All the students nodded.
Right. And remember --- at 0800, everyone waits to receive report in the
goldfish room. (Fieldnotes: October 18, 1989)

Students received direct and immediate verbal positive feedback from their clinical

teacher when the teacher perceived that the student had cared for herlhis patient in an

exemplary mannor. The positive feedback given by the teachers in the field study was

generally brief and undetailed (e.g., "Great job"; "You did fine"). Negative feedback was

usually more detailed and it was preceded by one or two positive comments. Feedback

was perceived by the teachers to have both a motivating and directing function in clinical

teaching. All but Teachers #3 and #5 valued immediate feedback as a teaching strategy.

Teachers #3 and #5 stated that there were times when it "is best to let the student cool

off and get some perspectivo before you try teaching her what went wrong".

The teachers also communicated expectations of exemplary performance by

referring to past or present students who had exceeded the teacher's expectations. At

times, they referred to their own errors as students or as clinicians.

To student preparing parenteral medication: I think you need to get rid of
some air. I did that once as a student and I pulled the plunger right out. I
lost all my medication. My teacher was not happy. (Fieldnotes: october
25,1989)

The clinical teachers in the study conveyed transgressions of practice by direct feedback

and by other indirect means, such as change in voice tone, change in facial expression

and proxemic changes. For example, a commonly observed incident in the fieldwork study

involved teachers who supervised a student in the performance of a psychomotor skill at

the patient's bedside. The teacher usually began the supervisory process on the side of the

patient's bed, opposite to the student. The teacher generally assumed the role of talking
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to the patient throughout the procedure. If the student made an error or was about to make

an error, the teacher stated the nature of the aberration and walked around the bed to

assume a position at the student's side. The teacher then focused her attention on the

student's performance, observing the student closely. Often, the teacher's voice became

monotone and softer as she coached the student through each step of the procedure. The

conversation with the patient became non-existent or minimal.

A student contaminated the iodine cup during a dressing change. After the
contamination, the teacher moved from the opposite side of the patient's
bed to beside the student's elbow.
The teacher went down the hall to get another sterile container and when
she returned, she whispered to the student: Slow down. You're doing fine.
The teacher then directed the student until the completion of the procedure.
[e.g.,"Support it with your other instrument. Put your forceps on next to
his skin. Now you've gor ir. OK Put rhe pin in."l (Fieldnotes: Febru ary 27,
1990)

Teachers #3, #4 and #5 permitted students to make errors, provided these did not

compromise the patient's safety or welfare, because they identified errors as a method of

learning.

To researcher referring to a student's removal of a nasogastric tube: I had
no idea where it was going to land. I just let her cope. It's one way to
learn. (Fieldnotes: February 27, 7990)

The clinical teachers occasionaily used sarcasm, gestures or humour to indicate

expectations of the profession to students.

A student said she had forgotten her scissors at home. The teacher made
a motion in the air to indicate a spanking. The student responded, "I'll
borrow a pair from X". (Fieldnotes: April 15, 1990)

Students in conference room were sucking on totlipops.
To students: Very dignified. Very dignified.
The students quickly finished their candy. (Fieldnotes: April 11, 1990)
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Restating students' comments was a coûrmon strategy used by the teachers to

communicate the terminology and accepted phraseology in the profession.

A student told the teacher that her patient had "a bit of bleeding from his
penis".
To student: A clot? A stream? A scant amount? What? (Fieldnotes: March
28, L990)

The student said to the teacher, "You could raise the head of the bed so
that his upper lungs would be clea¡ to breathe".
The teacher replied: Right. So you could raise the head of the bed to cause
pooling of the secretions in the lower lobes and increase the vital capacity
of the upper lobes. (Fieldnotes: February 6, 1990)

Another strategy used by the clinical teachers was what one teacher referred to as

"nagging". In this strategy, the clinical teacher would refer to one of her "pet quirks" in

the nursing profession and regularly remind students that she was observing their

performance for evidence that this aberration existed in their practice.

To students: You don't know about my call bell rounds. You haven't seon
me yet go from bed to bed checking the call bells. (Fieldnotes: October 12,
1989)

The individual teachers "nagged" about students who forgot to provide for their patient's

privacy, students who charted incorrectly, students who ignored the psychosocial needs

of their patients, and students who failed to implement appropriate safety measures for

patients. The teachers agreed that each clinical teacher emphasizes different "quirks" and

that students learn to "keep the teacher happy by not doing it".

The beginning clinical teachers in the study occasionally experienced difficulty

making their expectations clear to students. At times, they were misunderstood by their

students because they failed to communicate their expoctations, assuming that the students

would know these from prior experience.
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To researcher: The students in the last group -- a couple of them at least -
- evaluated me as unapproachable and unavailable. I think it was the two
stars of the group who I left alone a lot. I realize now that they didn't
know that I wasn't seeing them because I felt perfectly confident they
were doing OK. Now I know they need feedback too. One of the students
I think evaluated me like this was obviously stunned when I told her on
her evaluation that she was absolutely excellent. (Fieldnotes: March 15,
1990)

The experienced clinical teachers in the research did not demonstrate diff,rculty

communicating their expectations of practice to students. They did, however, express the

concern that students learn to meet the teacher's expectations ("learning the student

game") and do not necessarily relate these to the standards of the profession.

Teaching Strategies

A number of strategies were utilized by the teachers to transmit the nature of the

profession to students in the clinical area. The majority of these were intended to assist

the student to retrieve theoretical knowledge they had learned in the classroom/nursing

laboratory and to integrate this content with their practice in the clinical area. Some were

designed to generate self-reflection by the student or to communicate the affective and

attitudinal attributes of the profession. Many incorporated elements of discovery and

innovation. It is significant that although the teachers implemented many teaching

strategies in the clinical area, they were generally surprised that the researcher had

identified these as remarkable.

To researcher: I read that you had found that I did all sorts of things, like
cuing, for instance, and at first, I was really amazed. I thought I didn't do
anything that sophisticated. But then I thought about it and I realized that
all of this (clinical teaching) has become so second nature ro me that I
don't even realize I'm doing these things. No one ever taught me how to
cue students. I guess I just learned from trying out what works and what
doesn't work. I felt better about myself as a clinical teacher when I saw
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that iist (of teaching strategies used). I could see rhar whar I do is based
on actual rationale. (Interview: Iune 22, 1990)

Attendins

Because the clinical teachers were generally required to conduct their teaching in

crowded rooms in the clinical area, it was necessary for them to adopt a variety of ways

of ensuring that a student be able to attend to what the clinical teacher was saying.

Humour was utilized a great deal in this regard and the teachers often varied their tone

of voice and facial expression for this pulpose. If the student appeared to be distracted,

the teacher touched a student on the arm or shoulder and faced the student directly before

continuing to speak. At times, the teacher placed both her hands on the student's

shoulders. Teachers #4 and #6, as inexperienced clinical teachers, were initially unsure

of how to obtain a student's attention in the clinical area, pa-rticuiarly when the student

was so focused on her patient's care that she did not appeil to hear or see the teacher.

Both expressed reluctance to sta¡tle the student or to "yell down the haii after her". At the

end of the academic year, both teachers had adopted attention-seeking behaviours through

a trial and error learning. The clinical teacher's expressiveness behaviours (e.g., tone of

voice; gestures) were also utilized to indicate priorities in the practice of the profession.

Teachers regularly stressed certain words or phrases which revealed the values and the

norrns of the profession.

A student asked the teacher to supervise insulin preparation.
To student: What's his blood sugar?
"I don't know. I'11 check."
Later when student returned with the information: Never, ever give insulin
unless you know the sugar. (Fieldnotes: April 19, 1990)
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Cuing

The six teachers in the research study frequently cued the students regarding

aspects of nursing care, in order to promote the student's recall of previously learned

information. Generally, cuing occurred by means of questioning.

A student said that the patient's bladder was distended and when he got
up to void, he only voided 50 cc.
To student: Does that make sense to you? His bladder was distended and
he only voids 50cc?
"'Well, no".
Did you check the level of his bladder distention after he voided?
(Fieldnotes: January 23, 1.990)

However, by the end of the clinical rotation, the students were often so familiar with the

teacher's mannerisms that the teacher could cue the students with gestures and facial

expressions. One situation which was repeated on several occasions in the fieldwork was

when the clinical teacher "coached" the student through each step of an unfamiliar skili.

Frequently, students appeared to rely on the teacher's coaching to the extent that, if the

teacher omitted a step in the procedure, the student also omitted it. The teachers often

commented on this phenomenon, but were unable to analyze why it occurs.

Questioning

The teachers maintained individual styles of questioning students. These

questioning practices reflected the teacher's interests and perception of significant

concepts in the profession. For example, Teacher #6 questioned stud.ents about the

pharmacologic action of medications; Teacher #2 questioned students about intravenous

orders; Teacher #5 asked students about the patients' discharge plans. The teachers also

responded to students' answers to their questions with specific standard phrases. The
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students knew immediately if their answer was correct or deficient.

To student: What is the normal theophylline level?
Student: "11 to 14?"
Really? Are you sure?
"I'll look it up". (Fieldnotes: May 16, i990)

The teachers also maintained individual rituals about how they answered students

questions. Teachers #4 and #6 tended to answer students' questions directly. Teachers #1

and#2 answered beginning students' questions but, when the students neared the end of

their second year, they often referred the student to other resources or asked the student

"to think harder" about the answer.

A student asked, "Do I need an alcohol swab?"
To student: I don't know. Do you need one?
To researcher later: At this stage, I feel I can redirect the questions back
to them. They need to start asking themselves first before they
automatically ask me. (Fieldnotes: April 12, 1990)

Teacher #3 and #5 re-directed students' questions about procedures and practices which

the students had learned previously in the program. They directly answered those

questions referring to concepts or information which they knew to be unfamiliar to

students.

Rehearsal

A teaching strategy which was utilized by all six teachers was rehearsal.

To student doing dressing change: You're having a rot of trouble
manipulating those forceps. That's oK. I do too. you might consider
stopping by the lab and asking for a pair to take home for the weekend to
practice. @ieldnotes: February 8, i990)

The teachers often encouraged students to "walk me though" a nursing procedure, prior

to performing the skill. Rehearsal was generally verbal. Howover, at times, the teacher
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reinforced the separate steps of a procedure by asking the student to "write it down in the

order you would do it and number each step". Rehearsal was often utilized as an

opportunity for the teacher to insert some additional information about the procedure or

to acquaint the student about how the reality of the situation differed from the "textbook

picture".

The teacher rehearsed a shortening of a Penrose drain with a student.
To student: Where students usually go wrong is they put on their sterile
gloves and then they touch their instruments. They've handled them with
their hands before.
The student replied,"Don't do it. Right?" (Fieldnotes: November 2r,7g}g)

Rehearsal for beginning students and for students new to a particular clinical area often

occurred in groups. The "football huddle" strategy was utilized to identify the major

components of a student's typical day in the clinical area. Teachers #1, #3 and #5 often

utilized the strategy of rehearsal to inspire confidence in the student's ability to handle

sensitive interpersonal situations which arose in the clinical area.

Repetition

Practice and repetition were highly valued as a learning strategy by the six

teachers in the research.

A student had not given intramuscular injection in several months and
admitted she was nervous about giving one.
The teacher told her to practise giving one to a styrofoam cup. To student:
Pretty good. Do it again until you get the feel of it down pat. (Field.notes:
October 25,1989)

Patients were generally chosen who provided the student with the opportunity to practise

nursing skills and decision making. Teachers of beginning students emphasized practice

as necessary for novice students to "master" certain skills in the profession. They
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indicated that beginning students have a need for inflexible structure in the "how to's" of

the profession. They stated that beginning students "need to know something backwards

and forwards before they can start exporimenting with changes". Teachers of more senior

students, however, provided practice opportunities for students in order to assist the

student to draw comparisons between situations and experiences. Repetition for these

students was intended to provide them with an opportunity to develop broad concepts and

to develop the skills of classification and discrimination.

Compartmentalization

Compartmentalizing was a teaching strategy most often employed by the teachers

ofbeginning students in theresearch study. These teachers frequently assisted the students

to "break down the larger picture into smalier parts", in order to facilitate the beginning

student's processing of specific information.

A student asked: What does polyarthriris mean?"
To student: OK, now. Let's dissect this. What does "poly" mean?
(Fieldnotes: October 12, 1989)

To student: It's very important that you learn the importance of staging.
You can never do it all in nursing. Learn to break down the tasks before
you into small manageable pieces. (Fieldnotes: December 7, I9B9)

Role Modelline and Mentorine

Role modelling was cited by Teachers #3, #4 and #5 to be a significant clinical

teaching strategy. These teachers stated that students often assume the clinical teacher's

nursing attitudes and behaviours by means of identification. The imitation of the clinical

teacher was expected to result in a behavioral and/or attitudinal change for the student.

Although these teachers modelled the practice of the profession a gïeat deal, students
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frequently appeared unaware of the intention of this strategy. It was not uncommon for

the researcher to witness the teacher nursing the patient, while the student took this as an

opportunity to ieave the patient's room and complete other aspects of her work.

A student asked the teacher to talk to her patient who was crying. The
teacher spent several minutes talking to him in front of the student. The
patient said he felt much better after the talk.
Later to researcher: I don't think they really see the creative things I and
the other nurses do. It's because they are novices and they only see what
they have to in order to survive. But I keep hoping some of what I do
they'll remember. (Fieldnotes: November 13, 1989)

A student was talking to an elderly patient in the hallway. She stopped the
teacher who was walking down the hall and said, "I don't think she knows
what she's saying. She keeps talking about a puppy".
The teacher crouched down beside the patient's wheelchair and asked her
if she'd ever had a puppy. She told the patient to close her eyes, imagine
the puppy and to describe it. The patient did so and expressed her pleasure
about remembering the dog she had owned before her hospitalization.
When the teacher finished her conversation with the patient, she looked
around and said to the researcher, "Now where did that student go? Do
you mean that when I sat down to talk to X þatienr), she just left? She
didn't hear anything? showing students how to communicate with the
elderly is part of what I'm trying to do here. They have to watch to leam".
(Fieldnotes: October 23, 1989)

At times, the teachers' role modelling produced other unintended effects.

To researcher: Last week I thought I'd demonstrate some therapeutic
communication to my students so I talked to a patient in the hall with my
students watching. The patient finally said, "Have you any more goldarn
questions?" and all the students giggled. (Fieldnotes: November 3, 1989)

Teacher #3 chose mentoring strategies as an alternate to the traditional role

modelling approach in clinical teaching. Mentoring differed from role modelling in its

directive nature and in its inclusion of the student as a critical analyst of the teacher's

behaviour. Whenever Teacher #3 demonstrated an aspect of nursing care to a student, she

discussed what she was about to do beforehand and directed the student to observe
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specific aspects of her petformance. These were discussed with the student following the

observation. The student was invited by Teacher #3 to analyze and, cnticize the teacher's

performance in relation to the student's view of ideal professional practice.

Learninq from others

All the teachers encouraged students to observe and learn from the practice of

nurses they considered to be "good practitioners" in the clinical area. However, only

Teachers #2, #3, #4 and #5 actually arranged for individual students to schedule time in

order to observe a staff nurse perform aspects of nursing care. Teachers #3, #4 and #5

regularly "nursed patients" with students in order to demonstrate aspects of patient care.

Patients were utilized by all of the clinical teachers to provide "bedside teaching"

to students. The teachers occasionally encouraged patients to discuss with her and a

student an aspect of their illness or hospital experience. Generally, however, the patient

did not participate in bedside teaching. Patients were frequently used to demonstrate

differences between concepts which the student had learned in the classroom but was

unable to differentiate in practice.

A student said her patient's pulse was "bounding".
To the student: Let's go take it together. Later to s¿rme student outside of
the patient's room: No, that's not bounding. Bounding is much stronger.
That pulse was perfectly normal. (Fieidnotes: November 19, 19g9)

To student at patient's bedside, in hushed tone: You see how her fingers
are cyanotic. That's because of her poor peripheral circulation.
Later at the nurses station, the teacher discussed the seriousness of
patient's condition with the student. (Fieldnotes: october 26, r9g9)

Chunking

The teachers assisted students to relate "chunks' of information in the profession
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theby their exploration with students of the exemplars of specific concepts, extracting

unique attributes of that concept. For example, the teachers frequently told "horror stories"

from their past which illustrated negative aberrations of a concept.

The teacher asked student what was under patient's dressing. Student
replied she did not know. The teacher told her to "remove the dressing and
see even if the staff nurse had said only to remove it when soiled".
Later she said to the student: There once was a patient - a lady - who
came up to the ward from Emergency. She'd been there for some time and
for some reason they had put an eye patch on. For whatever reason it was
not taken off on the ward for a long time. By the time someone looked at
it the patient had developed an infection and a corneal abrasion. Whenever
I see a dressing that has not been removed, I think of her. (Fieldnotes:
January 4,1990)

Students whose clinical performance was judged by the teacher to be exceptional were

often asked to relate to the student group how they had responded to specific clinical

situations in the post-conference. The teacher utilized these situations as examples of

positive exemplars. As one "chunk" of a concept was recalled by the student or the

teacher, the student often recalled other related "chunks" of information. In addition, the

teachers frequently shared with the students incidents which had occurred in the clinical

day which the teacher regarded as "a learning experience".

To researcher: X (student) aspirated the needle last week and the syringe
filled with blood. I have never seen that happen in all my years in nursing.
I showed all the students the syringe as an example of why it is important
to aspirate before you give the medication. I couldn't believe it this week
when X forgot to aspirate with Mrs. Y's (patienÐ IM (intramuscular
injection). (Fieldnotes: February 22, 7990)

Providinq Perspective

The clinical teachers in the research indicated that a significant portion of concept

attainment in clinical teaching involves helping the students to attain an accurate
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perspective of a clinical situation. They stated that students, because of their inexperience

and narrow focus as novice learners, tend to assume that minor details are more important

than they truly are. They also tend to "focus on the negative" in their clinical

performance. As one teacher stated, "This is something you can't teach them in a book".

To researcher: Students don't often know how to roll with the punches.
Their idea of a bad day is when everything doesn't go as pianned. They
tell me they've had a horrible day and I tell them, 'Well, nobody died, did
they?' If everybody survived they couldn't have had such a terrible day.
Something must have gone OK. (Fieldnotes: Janua{y 5, 1990)

Assisting students "to gain proper perspective" often entailed the clinical teacher

communicating her faith in the student's ability to practise the profession appropriately.

To student at the patient's bedside: Tell me what you've done so far today.
The student replied, "I can tell you what I haven't done".
Let's be positive --- what have you done?
The student replied that she had given all her medications but had not
begun her bed baths.
So you've given all your meds on time. Good. Making sure your meds are
on time is probably more important for these patients than their baths. If
you have to, there is no reason why you can't give them a bath in the
afternoon. (Fieldnotes: March 22, 1990)

A student gave the teacher a prolonged explanation of why she thought her
patient needed the larger dose of analgesic.
To student: Hold it. You worry too much. You have the necessary data.
Now go for it. (Fieldnotes: October 25, 1989)

Imagerv

The teachers in the study utilized a variety of strategies to provide visual imagery

for their students, including drawing pictures, and metaphors.

The student said she had never had a patient with an abdominal perineal
resection and was "a little hysterical" about changing the dressing the next
day.
To student: Here let me draw you a picture of what you can expect to see
tomorrow when you take off her dressing. (Fieldnotes: April 11, 1990)
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To student, explaining how to recognize coarse lung sounds: Coarse is like
rubbing your hair in front of your ear. (Fieldnotes: February 6,1990)

The teacher drew a basic sketch of a chest tube for student after change
of shift rsport. "
To student: You don't seal it.
Student asked: "Why? Is it like a Foley bag?"
It's more like a sandwich bag. (Fieldnotes: October 25, L989)

Mnemonics

The teachers in the field study also utilized mnemonic techniques to assist the student to

recall and retain theoretical concepts. For example, Teachers #1 and #5 often related

clinical incidents to situations in the student's personal experience as a student, a spouse

or a parent in order to improve the student's understanding of a concept.

A student reported that her patient had an infected intavenous site and the
nurse had recommended hot foments. The student was concerned because
there was no doctor's order.
To the student: It's an independent nursing action. So how would you do
it?
"I don't know. I looked in the procedure manual and I couidn't find it".
If you were at home with one of your kids and they had an infected
scratch on their arm, what would you do? (Fieldnotes: April 19, 1990)

Teacher #6 used acronyms for the same purpose.

The teacher gave a student a hint to remember side effects of atropine:
"mad as a hatter, dry as a bone". (Fieldnotes: February 6, 1990)

These strategies were designed to connect unfamiliar with familiar concepts for the

students and to facilitate their learning of new concepts.

Postconferences

A strategy which five of the teachers in the study stated was of dubious value to

the students' learning was the concept of postconference. The teachers in the research

stated that the hour-long conference session is intended to occur immediately following
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a clinical day "so that the students can discuss their experiences and learn from one

another". Howevor, in practice, the teachers and the students often found it difficult to be

free to leave the clinical area for conference at the scheduled time. Some teachers were

required by the curriculum of the program to discuss specific topics in the conference

period. As these topics were often unfamiliar to the students, bearing little if any relation

to the day's clinical experience, the teachers generally lectured during the conference

time. Another factor which minimized the effectiveness of the postconference was that

the teachers and the students were frequently fatigued and eager to complete the day

when the postconference time arrived.

To researcher: Postconferences are often scheduled at a time when I'm not
at my best. studenrs usually get off the ward late. They usually are
finishing their charting when we're supposed to be off. I have to check
their charts before I can leave. It doesn't leave much time for a post-
conference. (Fieldnotes: April 15, 1990)

Three of the teachers in the research study regularly shortened or cancelled their

postconferences. One teacher reported that, in her school of nursing, this practice is "well

known but never talked about". Teachers #4 and#6 expressed. some reservations as novice

clinical teachers about the postconference concept but were reluctant to revise this

practice because of their concern to adhere to the school's expectations.

To researcher: Next time, I'm going to let go of some of my own agendas.
Because of my own insecurities -- I was afraid to do anything they had.n't
told me I could do -- I sometimes compromised their needs for mine or the
school's. Like postconferences -- next time I'm not going to insist we
cover certain things and do it the way I think it should be done. Often they
were too tired to listen or they had something far more pressing in their
minds to discuss. (Interview: December 14,IgBg)

Teacher #3 scheduled the postconferences for her students in the middle of the
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clinical day. She explained to the resea¡cher that this afforded the opportunity for the

students to discuss problematic issues in the clinical area and then to return to the ward

to implement what had been advised by the group. Teacher #3 considered postconferences

to be essential in order to assist students with pattern recognition and problem

representation.

In postconference, the teacher and students discussed X's (student) concern
regarding her patient's medication order. They advised X to talk to the
doctor about the questionable order. The student stated that she would ask
her buddy nurse to communicate the information to the physician. The
teacher replied that X was to do this herself and to report back to the
group about the experience. The student later reported that the experience
had been a "major accomplishment" for her as she had "been petrified" of
doctors until this time.
Later to researcher: Yesterday, I looked at the (teacher-student) contracts
and I said, "oh, yeah. I need to give her that experience". (Fieldnotes:
October 25, 1989)

Patient Assiqnment

A teaching strategy utilized by four of the teachers in the research was entitled the

"sink or swim" method of clinical teaching by one of the participants. This strategy of

assigning one or more critically ill or heavy care patient(s) to a student was both an

assessment and a teaching strategy.

To researcher: I believe in the 'sink or swim' method. Throw them in deep
water and watch what they can do. I've given some of them very heavy
patients and they have done well. once I know they can cope with such
a heavy assignment I know they can be more independent. They don't
need me to be checking up on them all the time. (Fieldnotes: March 15,
1e90)

Although these patients may have been assigned previously ro other students in the

teacher's clinical group, they were perceived by the teachers as the "heaviest" patients

(those requiring the most care) which could be assigned to this level of student. The
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stategy was generally intended to introduce the student to the "real world of nursing".

It was reasoned that this type of experience would either challenge the student and

motivate her/him to do well in the future, or it would result in the student's realizing that

nursing was too difficult for him/her. The student's passing of this 'test of their ability,

was frequently viewed as critical to the teacher's assessment of the student's total clinical

performance.

Promotinq Reflection

Teacher #3, #4 and #5 utilized several teaching strategies in order to foster self-

disclosure and self-reflection by students regarding their clinical practice. Teacher #4

requested that the students complete a journal following each clinical day. The journal

was confidential, seen only by the student, and it was intended to assist the student to

vent and analyze her affective reactions to the experiences of the day. Teachers #3 and

#5 frequently asked students in their post-conferences to reflect upon incidents they had

experienced or observed in the clinical area, particularly those entailing ethical dilemmas.

The questioning of students by these three teachers was frequently intended "to make the

student think" about her performance or attitudes.

Decision Processing

A significant finding in the research is that the clinical teachers in the research

utilized the majority of their teaching strategies in order to facilitate student's information

processing and decision-making. The goals of informationprocessing and decision-making

were perceived by the teachers as overlapping and related concepts in the transmission

of practice. The teachers stated that decision analysis was necessary in clinical teaching
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in order to assist students to identify and interpret cues in their clinical experience. A

major emphasis in decision analysis was upon the recognition by students of both relevant

and furelevant cues and linking cues in a clinical situation. Decision analysis was utilized

to some degree by all of the clinical teachers but it was a particularly distinctive strategy

utilized by Teacher #3. She stated that problem representation was a major area of deficit

for many diploma nursing students.

To researcher: Students who are good clinicians often have trouble with
data analysis. They often think a patient has one nursing diagnosis or
another. But not both. They have trouble defining what they're really
looking at. (Fieldnotes: October 25, 1989)

This teacher frequently "thought aloud" a decision with students. This procedure enabled.

students to determine the essential elements of the decision making process in nursing.

She also directed students, by means of sequencing questions, to identify the information

they needed to make an appropriate decision, as well as the consequences of various

decisions.

To student: V/hy is the Foley discontinued?
Student: "Because the doctor ordered it".
Bang! (made a gun motion with her hand) That's a lousy answer.
"OK. But I'm not finished".
What other data do you have?
"I don't have any other data".
Yes, you do. What are you concerned about if you take the Foley out?
"Renal failure?"
well, that's not the first thing that comes to mind. (other student came to
ask for assistance) You figure this out and I'll be back.
(later) "I still don't see what you're getting at. I'm lost".
The teacher wrote out the data and the steps of the decision for her.
So now what's your decision? (Fieldnotes: November 21, 1989)
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Assessment

At the same time as the clinical teachers in the research transmitted the practice

of the profession, they also assessed the student's learning needs and abilities. The

teachers observed the students during the transmission of practice for clues as to the

student's comprehension and analysis of the aspects of nursing which were being

rransmitted by the clinical teacher. Assessment in clinical teaching entailed a number of

processes including supervision, intuition, patient assignment, feedback from others and

written assignments.

iupervision

Assessment of Skill Performance

Supervision encompassed the majority of assessment strategies employed by the

six clinical teachers. The inexperienced clinical teachers (Teachers #4 and. #6) in the

sample population initially emphasized to a great degree the necessity of supervising

students' in the petformance of unfamitiar skills/procedures. However, as they discovered

that it was physically impossible for them to supervise all students at once, they began

to priorize students' need for supewision according to the complexity of the skill to be

performed by the student and their judgement, based on prior experience with the

individual, of the trustworthiness of the student. Teacher #4, as a first time clinical

teacher, commented that supervising students tends to focus on the supervision of

psychomotor skills to the exclusion of all other aspects of nursing.

To researcher: I often felt as if I were riding the crest of a wave. Like I
was skirting things, instead of examining them in depth. I went from one
crisis or need to the next. The time for reflection and planning just wasn't
there. (Interview: December 14, 1989)
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The less experienced teachers (Teachers #2, #4 S. #6) supervised students directly

during the course of the freldwork study. They also communicated to students the

expectation that students be supervised until the teacher judged them to be competent

enough to perform the specific procedure independently.

Two students approached the teacher: "Can we do vital signs on our own?"
To students: "Sure. You guys did a lot iast week . Just call me if you have
any difficulty."
A student who was standing beside these two asked,"can I do my vital
signs?"
To student: Well, you're a little uncertain about some things. I'd better
come with you. (Fieldnotes: October 11, 1989)

These teachers generally conveyed to students that a major role of the clinical teacher is

to prevent the student from making errors and to protect them from the consequences of

those errors.

A sn¡dent told the teacher that her patient usually got dressed at 0730. She
asked if she could come to the ward earlier the next day in order to assist
her patient and to further assess her mobility.
To student: It's not that I don't think you can do it but who will you use
as a resource if I'm not there and you run into difficulty? (Fieldnotes:
October 12, 1989)

Teachers #2, #4, and #6 were often uncertain about the legal responsibilities associated

with determining that a student no longer required teacher supervision in the performance

of specific skills. They were also unclear as to the criteria to be utilized to determine that

a student was able to perform a skill independently. They relied. to a gïeat degree on tools

such as "skills checklists" provided by the school or their personally devised. toois to

"keep track of how many times a student did a particular skill and whether you can trust

them to do it well on their own".

The teacher commented to the researcher that she has not given any
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student a score of 10 in her personal coding system of medication
knowledge. To researcher: If they got 10 (out of a possible score of ten),
how could they improve? That would mean they know everything.
(Fieldnotes: February 1, 1990)

Consequently, these teachers were generally reluctant to assess a student as capable of

functioning independently, without teacher supervision. The more experienced teachers

in the study did not depend upon tools or checklists to determine a srudent's ability to

function independently in aspects of their nursing care; they made their assessments based

on prior experience and knowledge of the curriculum.

The teacher explained why she does not use checklists to determine
students' competency in skill performance. To researcher: Some teachers
think that just because there are eight slots to fill out that a studenr
performed a skill, that they should watch the student eight times. Not me.
I watch the student until I'm satisfied that they know how. I think
checklists are for teachers who need them to feel comfortable in their
decisions about students. (Fietdnotes: October IZ,IggO)

To researcher: You give students the wrong message with check-offs. You
suggest to thom that if the teacher has signed them off, they'll be perfect
and never make mistakes. (Interview: Itne 26,1990)

In contrast to Teachers #2, #4 and #6, Teachers #1, #3 and #5 supervised students

indirectly as well as directly.

The teacher was standing outside a patient's room listening to student's
conversation. To researcher: I find I can assess a lot about how a student
relates to her patient without even going in the room. @ieldnotes: February
13, 1gg0)

They were more inclined than the less experienced teachers to acknowled.ge that students

were capable of functioning without teacher supervision. They also identified certain

skills/procedures as requiring less teacher concern and supervision than others, based on

the severity of errors the student could commit.
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To researcher: I'll give X (student) a check-off for her IVAC maintenance.
It's not a skill I get too concerned about. She still hasn't come to tell me
about what the "1" (on the infusion pump scale) means but she knew how
to clear it and when the alarm went off, she played with it until it went
off. (Fieldnotes: May 8, 1990)

Another differentiating practice between these two groups of teachers was that the

experienced teachers tended to tell students that they were "checked. off" (udged as

performing the skill satisfactorily) immediately after supervising their performance of a

newly learned skill. The less experienced teachers required. the student to demonstrate

proficiency, while being directly supervised by the teacher, on more than one occasion.

They often omined to tell the student when the student no longer required teacher

supervision in the performance of that skill, leading to much confusion and

misunderstanding at times.

Assessment of Affective Dimensions

The six clinical teachers identified that supervision of students enabled them to

assess more than the performance of clinical procedures in nursing. They stated that

supervision enables them to assess the student's interpersonal skills with patients and

staff, the student's organizational skills and the student's affective/caring response to her

patient.

To researcher: I find with both X and Y (students) that communicating
with them is often very difficult. I don't know what they're talking about
sometimes. They seem to have trouble saying what they really mean. It's
good they have lots of skills to do today because now I can watch how
they interact with their patients. (Fieldnotes: January 17, 1990)

The teachers reported that they became "narurally suspicious" of students who appeared

to avoid supervision by the clinical teacher.
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Defining Appropriate Expectations

The teachers relied on various strategies to determine appropriate expectations for

students in the clinical area. These expectations determined their response to students'

behaviour. The experienced teachers in the research study were able to utilize the

curricular expectations for student clinical performance, as well as their own experience

with students in the past, as their primary guidelines in this regard.

To researcher: X (studenÐ - remember she was the one who impressed me
so much because she had been so kind to lvtr. Y (patient)? -- well, she
showed me her SOAP note (charting). Her mastectomy patienr had sat in
a chair all morning. she had not coughed or done DB & c (deep breathing
and coughing exercises). No leg exercises. No analgesics. You'd think at
this stage you could at least expect them to do the basics in post-op
(following surgery) care. (Fieldnotes: February 27, Igg0)

To researcher: X (student) tends to drink in everything and think about
things a whole lot more than some of the others. She always wants to be
right so her risk taking is pretty low. But she's not at all bad for this level.
(Fieldnotes: March 13, 1990)

Teachers #4 and 6 were unable to utilize this strategy effectively in their assessments of

students because of their own unfamiliarity with the curriculum and their inexperience as

clinical teachers.

To students: My expectations of you aren't for you to know EKG
cardiology. I don't know what the school has as its expectations but I
don't expect you to know this now. (Fieldnotes: February 1, 1990)

Consequently, they relied on methods such as comparing students with one another to

establish a uniform standard. Teacher #4 sought counsel from experienced clinical

teachers in the university program. These methods were often deemed unsatisfactory and

confusing by these teachers.

To researcher: I was surprised about the amount of peer pressure from the
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other teachers. At coffee, they would often speak about students so
negatively that I would go back to the ward and bry to figure out whether
I was being too easy on my students or whether I had missed something.
(Fieldnotes: December 7, 1989)

Student Dependencv

Although each of the teachers employed supervision as their main assessment

strategy, not ail of the teachers were convinced that direct supervision was beneficial to

students' learning or performance. Teachers #2, #3 and #5 discussed with the researcher

their concerns that direct supervision often results in student dependency on the teacher

and more student erors. Two teachers identified that students tended to depend

excessively on the teacher for direction whenever the clinical teacher supervises the

student in the performance of an unfamiliar procedure.

To researcher: She's a student who wants to be told everything. The
fouble is that when I tell her what to do, she stops thinking for herself.
She actually did much better yesterday when I had to do two dressings at
once and I could only pop in to see how she was doing and leave.
(Fieldnotes: February 9, 1990)

Teachers #I, #3 and #5 also identified that students often became more anxious when the

teacher supervised them, resulting in the student making mistakes.

To researcher: sometimes I think over supervision results in more errors.
The students are so aware of you being there they forget what they have
to do. (Fieldnotes: February 13, 1990)

To researcher: I had a student who had to give an IM (intramuscular
injection) to each of the patients in the same room. she had asked me to
supervise her mapping. I saw that she had mapped oK with the f,ust
patient and then I started chatting to the patient. Then we went to the next
patient and the same rhing. I was talking to the patient and I heard her
gasp. She had given him the other patient's needle. The one that had just
come out of the other patient. 'when 

we reported it to the charge nurse, we
had to tell both patients what happened and take blood from the frst
patient. The staff were really annoyed that they had to do ail the
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paperwork. That incident proved my theory that over supervision results
in mistakes. The student thought I would prevent her from making
mistakes. She tansferred the accountability to me. When the rest of the
faculty heard about that, some completely missed the point. They felt that
from then on you needed to watch everything students do. (Fieldnotes:
February 20, 1990)

On six occasions during the research, a student made an error of substantial proportions

while being directly observed by the clinical teacher. These incidents appeared to have

occurred, in part, because the student was anxious about performing the procedure under

the teacher's supervision and because the student appeared to depend on the clinical

teacher to prevent all errors.

The teacher came for coffee with other teachers and said that she was
supervising a student giving insulin and was checking the patient's pedal
pulses before they began.
To teachers: Before I noticed, she had given the insulin already. I asked
her if she checked the arm band. She said, "No". Later we discovered she
had given the wrong amount to the patient. When we talked about it later,
she said she was neryous and had gone too fast. (Fieldnotes: April 19,
19e0)

The clinical teachers frequently left a student to continue with a procedure/skill alone

when they recognized that the student was becoming increasingly anxious in their

presence.

The teacher was supervising a student preparing an intravenous medication.
To student: So what's the story?
student: "I hate it when you ask me questions I don't know what you're
asking. What do you mean 'the story"'?
The student then bent her needle in the vial and the cap of the needle feil
to the floor.
"Oh, shit".
The teacher talked very quietly and slowly: oK, now. Just remove the
needle. It's all right.
Later, she went away from the student to the nurses station.
To resea¡cher: I thought if I left her arone she wouldn't flap as much.
(Fieldnotes: May 17, 1990)
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To researcher: It looks like X (student) managed oK when we were at
coffee. She would have done a lot worse if I'd stayed around and nagged
her. (Fieldnotes: May 16, i990)

They also recognized their own tendency to supervise "just to keep busy".

To researcher: f'm so tempted to go into their rooms and push a few
buttons on their TPN's. But I know they don't need that now and I'm
forcing myself to stay out. (Fieldnotes: April 12, 1990)

To researcher: I tend to be well organized and I like to keep students that
way. Sometimes I find that I inærfere with them just because I want to be
busy. I hate just standing around. (Fieldnotes: January 17, lgg0)

Trustins the Student

The need for supervision by the clinical teachers in the research was largely

determined by the teacher's trust of the student's ability to perform aspects of nursing

care safely. The teachers occasionally discussed with the researcher their concerns about

the consequences of emphasizing supervision for the students who are experiencing the

most clinical difficulties. Students who were perceived by the teacher to be a problem and

to be untrustworthy received more teacher attention than those students who were able

to function well in the clinical area.

To researcher: I don't worry too much about X (student). she does what
she's supposed to do. She comes to get me if she doesn't know something.
I don't worry about Y either. Those students have their act together. I
wonry about neglecting them though. They don't get as much of my
attention as the students who are having more difficulty. (Fieldnotes:
February 15, 1990)

To researcher: The problem students are the ones that take up most of your
time. You want to give them the benefit of the doubt. You don't want to
be unnecessarily severe. That takes time away from the students who
aren't having major problems but who would like to learn more.
(Fieldnotes: February 28, 1990)

Determining the Amount of Supervision
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The decision about how much supervision was good and right for students was an

individual one. The teachers reported that they arrived at rhis decision with many

misgivings. Teachers, such as Teachers #3 and #5, who had decided not to function as

gatekeepers to the profession and to trust most students, were temporarily shaken and

confused when a student they had not supervised made a serious error.

To researcher: X (student) in the last group was about to give 10.5 cc of
insulin instead of 0.5 in the sage (infusion pump) the last week she was
with me. I knew I'd missed her in the rotation. I'd been so concerned
with Y (other student) that I hadn't checked her enough. The last teacher -
-- she'd had told me the same thing. I knew it and I let her slip through.
(Fieldnotes: November 21, 1989)

Teachers such as Teacher #1 and #2, who were primarily concerned with the safety of

student's nursing care, recognized that supervision at times resulted in unintended and

negative consequences for students. These teachers occasionally explored the

appropriateness of the amount of their student supervision in the clinical area.

To researcher: The question I ask myself alt the time in this term is am I
helping the students enough? I want to give them some space to be
independent of me but I don't want them to feel abandoned either.
(Fieldnotes: November 30, 1989)

All of the teachers identified specific cues which indicated to rhem that a student

required more frequent and intensive teacher supervision.

To researcher: If they do things that get my attention, I start watching
them more. (Fieldnotes: January 5, 1990)

To researcher: I don't know how I decide who to hover over and who to
leave alone. I guess it's a matter of trust. If I can trust them to get me if
they have a problem or they don't know something and I feel my presence
is making them flap, I will allow them to be on their own and come and
get me when they need me. But there are some students I wouldn't turn
my back on. Like the students who at the end of the day you realize you
haven't seen all day and you don't really know what they've been doing.



231

You start to wonder why it has been necessary for them to keep such a
low profiie. Then I start watching them to see what they're really doing.
(Fieldnotes: May 16, 1990)

For example, students who finished their work earlier than the rest of the students and

spent the latter part of the clinical day in the conference room or talking to the nursing

staff were generally regarded as "hiding something" from the teacher. Students who rarely

requested a teacher's assistance and students who spent a great deal of energy atEacting

the teacher's attention to themselves were regarded with equal suspicion.

To researcher: X (student) gives me a very uncomfortable feeling. There's
too much swashbuckling about how smart she is. (Fieldnotes March 22,
1990)

To resea¡cher: If students don't come and get me for help, I find I don't
see what they are doing. So I like to make regular rounds just to see how
they're doing. (Fieldnotes: January 5, 1990)

The teacher checked the student's charting and discovered she had not
charted on the flow sheet.
To resea¡cher: Somehow I knew that. V/ith all the free time she seems to
have, she still doesn't get around to things like this. (Fieldnotes: March 9,
1990)

At times, the teachers deliberately withdrew from their usual supervisory role in order to

assess the student's ability to function independently of the clinical teacher.

To the researcher: "I stay with them for awhile but then I deliberately
leave them on their own. That way they are forced to sort things out for
themselves. (Fieldnotes: October 11, 1989)

Outside of patient's room, to researcher: X (student) was doing a good job
so far of that dressing. I thought I'd leave her and see how she does on her
own. (Fieldnotes: November 21, 1989)

Teachers #2, #4 and #6 also utilized this strategy to communicate to students their trust

in the student's ability and to increase the student's self-confidence.
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X (student) called to the teacher from the other end of hall. The teacher
replied: I'm busy right now.
X said "OK" and went into her patient's room.
Later to researcher: I knew that X was calling for me because she wanted
me to teil her that a decision she had made was correct. She needs to
develop some confidence that she doesn't need my assurances all the time.
She has to start making decisions on her own. Gieldnotes: February 22,
1e90)

However, Teachers #4 and #6 identified at the end of their first clinical teaching term that

students did not always recognize the teacher's intentions in these situations.

Patient Assignment

The six teachers utilized patient assignments in order to determine a student's

capabilities and limitations. Teachers #I, #2 and #6 utilized this assessment strategy

primarily for students whom they perceived as functioning exceptionally well in the

clinical area and for students who were perceived as having "one last chance to

demonstrate that they can be successful". Teachers #3, #4 and #5 used the strategy largely

to "challenge" a student who had requested additional experience. However, they also

assessed "weak" students' clinical abilities in this manner.

A student's patient was unexpectedly discharged and she was left with
only one patient who required minimal care. To student: OK. Just cruise
around (the ward) and help people out.
Later the teacher told the researcher that she had deliberately chosen the
assignment for this student because she had suspected that she would not
cope well with a heavier patient load.
To researcher: It's always that way. You choose patients that are really
going to challenge them and you get on the ward and discover that they've
been Íansferred or gone home or something. You never get to find out
what the student would have done if she'd had these kind of patients.
(Fieldnotes: October 25, 1989)

Assessment of Students' Knowledge
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One common assessment strategy which often proved to be difficult for the

clinical teachers in the ¡esearch was questioning, particularly when the clinical teacher

questioned students about related theoretical content during, or immediately before, the

student performed a nursing skill. The students generally became visibly flustered and did

not execute the skill correctly if questioned intensely by their clinical teacher. Another

consequence of this method of questioning was that students appeared to learn the

questions teachers commonly asked. One teacher, who questioned students at length about

the action and side effects of medications, stated that she was "amazed" that at the end

of the clinical rotation students were giving her "the right information about their

medications" before she had asked them a question. This method of questioning, termed

"drill by fire" by one of the participants, appears to be a hallmark of some inexperienced

clinical teachers. The clinical teachers with prior teaching experience stated they had

abandoned this strategy in earlier years when they discovered "it was teaching students

nothing but how to be petrified". They also discovered that this assessment strategy is

extremely time-consuming.

To researcher: I don't think it's important to know if the students know all
about their medications. I don't ask them questions about their
meds(medications). If they know their five rights and they give it
appropriately, that's OK with me. I'11 spot check them if I want to test
their knowledge. Otherwise, I don't. With all their oral meds, if I asked
them about each one, that's all I'd do until the end of time. (Fieldnotes:
February 8, 1990)

Teacher #6 discovered the effects of questioning about medications as producing fear and

anxiety in her students. She subsequently omitted this strategy in the last weeks of her

clinical teaching term.
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Teachers #I, #2, #3 and #5 relied on the students' charting of the nursing care

they had given to determine ares of understanding which the student lacked/had attained,

as well as what the student had actually done for herlhis patient that day.

To researcher: I evaluate how well they have assessed their patients by
reviewing their charting. For example, you can see by X's chafüng that
although she seems to do well on the ward she has trouble tying it in with
theory. She doesn't do well in tests either. She's a nice girl but sometimes
the cor¡elation (of practice with theory) isn't there. ffieldnotes: January 17,
1990)

A student had charted that she was unable to get a blood pressure in either
of the patient's arrns.
To researcher: I don't think she got any one to help her with the Bp. She
certainly didn't mention it to me. I'11 have to talk to her about what to do
in cases like this. It's not enough to simply not chart a BP. (Fieldnotes:
February 28, 1990)

To researcher: X (student) undermedicated her patient by giving her 75
of demerol when 75-100 was ordered because only 75's were in the
drawer. That's the stupidest reason I've ever heard for medicating
someone. And we had been to a pain control inservice just that morning.
I found out about it when she wrote a SOAP note which said the patient
had good air entry. she (the parienr) had a total lung capacity of 500cc.
and she had not coughed all day. Even physio had not gor her to cough all
day. (Fieldnotes: February 27, 1990)

All of the teacher participants checked the students' charting, but only these teachers

concentrated on the assessment of the students' nursing knowledge and practice. The other

teachers focused on the charting skills of the students.

Another assessment strategy employed by the clinical teachers in the research was

to "set the student up to see if they discover some vital information and make the right

decisions with it". The teachers would often know something about a student's patient or

the patient's troatment regimen but would not reveal these data to the student. They then

assessed the student's ability to discover this information and to utilize it in an
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appropriate manner in their nursing care.

To student: Did you realize that a contraindication of this drug is that it
shouldn't be given to a patient who is allergic to aspirin? I was all ready
to explain to you why your patient was receiving it even though she is
allergic to ASA. Ir's a matrer of the good outweighing the evil. I had
expected you to refuse to give this medication. It would have demonstrated
to me that you had researched your meds (medications) well. (Fieldnotes:
November 16, 1989)

A student came to the teacher to say that she was having diffrculty
counting her patient's pulse. The teacher asked: Is it regular?
The student said it was irregular. The conversation continued : To student:
It is irregular. So what should we do?
Student:"What should we do?"
Yes.
"Take it bilaterally? No? V/ell, I don'r know."
Later the teacher told the resea¡cher that she had been aware that the
patient's pulse was irregular beforehand but she "just wanted to see how
she'd do". (Fieldnotes: October 19, 1989)

Another version of this strategy was "try to soe what's missing in this picture".

To student: Did you notice anything different about your IV?
t'No".

Well, it isn't a ball valve. It is easy ro run dry withour one. If his IV
continues, I'd change it if I were you. It's safer. @eldnotes: November 29,
1989)

The teacher went into a patient's room and observed that oxygen was not
connected to nasal cannula although the patient was dyspneic.
To researcher: I wonder if there's a reason for that. Later when the student
came into the room, the teacher asked her: There is something wrong with
the oxygen. See if you can find out. (Fieldnotes: March 27, 7990)

Information from Others

Patients

All of the teachers attempted to see the patients assigned to students on a daily

basis. Termed "rounds" by the teachers, these visits enabled the clinical teachers to obtain

culrent information from the patients and to inquire about the quality of care the patient
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was receiving from the student. Questioning of patients for the purpose of assessing

students was generally subtle and oblique, disguising the true intent of the teacher's

questions.

The teacher visited a student's patient when the student was away from the
room. She asked him about his angiogram.
To patient: Did X (student) take a look at it (the angiogram site)?
She looked at the site herself and then discussed with the patient what he
knew to be the physician's plans for his future. Later to researcher: I often
find out information when I talk to patients so that I can compare it later
with what the student knows. I also like to get in my nursing licks from
time to time. fieldnotes: April 11, 1990)

Nursins Staff

The teachers at times received feedback from the nursing staff regarding student's

performance in the clinical area. In three of the six teachers' clinical areas, the nursing

staff generally gave only negative feedback concerning students to the clinical teacher.

In Teachers #3 and #5's areas, the staff gave the teacher both negative and positive

feedback about students. Staff feedback in these areas was not frequent. It is significant

that only in Teacher #4's area did the staff give the teacher regular daily feedback. This

was also the only nursing staff in the research which assumed responsibility for assisting

the teacher and the student to identify any problems they identified in the student's

clinical performance.

A nurse commented to the teacher that a student had given her an
excelient report at the end of the shift.
To nurse: Thank you for telling me this. We've been learning a lot about
communication in the last week. (Fieldnotes: November 30, 1989)

The teachers valued feedback from nurses who were generally more positive with

students. They often ignored feedback from nurses who were usually negative about
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students.

To researcher: That nurse is very kind to students. Some of them are ready
to find fault with students. I don't pay as much attention to what one of
them says about a student as I would when someone like X (the nurse)
tells me something. @ieldnotes: May 8, 1990)

Faculty

The teachers also relied at times on feedback from other faculty members

regarding the students' clinical performance and other related information, in order to

provide a historical context to their assessments of students in the clinical area. This

feedback was provided formally, by means of evaluation records and committee meetings

at the school of nursing, and informally in group discussions. All of the clinical teachers

expressed much ambivalence about utilizing the formal student evaluations as a basis for

their own assessment of students. They stated that they were concerned that "seeing the

evaluation before you meet a student might prejudice you about them". As well, the

teachers identified several problems with the criteria used to evaluate students and the

diversity of teachers' interpretations of the various categories in the evaluation record.

To researcher: Written feedback about students from teachers is usually not
too revealing. The Term 1 criterion we use is crap. Everyone passes. All
of these students will pass. (Fieldnotes: November 16, 1990)

To researcher: I tend to write a lot because I believe in positive feedback.
Outstanding is a very difficult category (in the evaluation form) because
does it mean that they've done everything or does it mean that they walk
on water? (Fieldnotes: January 4,1990)

To researcher regarding the evaluation form: In the form we use, one
incident can be represented under several different criteria. It depends how
serious it is but I tend not to use the same incidents. It looks tike you're
beating them to death with the same mistake. (Fieldnotes: March 14,lgg0)

The general tendency of the six teachers in the study was to avoid reading these unless
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a problem developed with a specific student which they felt unable to manage.

To researcher: X (student) told me that she was very angry about her last
rotation. She doesn't think she was treated fairly. I'll wait a couple of
weeks and see how she's doing. If she's not doing well, I'll check the last
teacher's documentation. (Fieldnotes: February 20, 1990)

The informal network about students was actively utilized by alt of the ciinical teachers

in the study.

The teacher asked the lab teacher at coffee if X (student) had a sight
problem or was it her knowledge base which was weak?
To teacher: She seems to hesitate so much before she does anything.
The lab teacher replied that her assessment was the student had a poor
knowledge base. (Fieldnotes: February 15, 1990)

Teachers #3 and #5 noted that teachers in schools of nursing at times communicate

information to other faculty about students which does not appear in the formal evaluation

record and may never have been communicated to the student.

To researcher: I find it really maddening when a teacher tells me that a
certain student is weak, but there's nothing written in the evaluation
summary about it. I don't think that's fair to the student or to me.
(Fieldnotes: October 25, 1989)

Four of the teachers commented that the informal feedback of teachers tends to be in

reference only to the negative or exemplary aspects of a student's performance. It was the

observation of the researcher during the clinical teachers' coffee and meal breaks with

their colleagues, that teachers learned much about students in this informal communication

network.

To researcher: X (the lab teacher) has given me some feedback about my
group. she feels that Y (student) acts as if she knows everything. she's not
very impressed with the others either. Its discouraging to me that some of
the teachers who have been with them hate them. w (teacher) said to me,
"You have a really weird group there". (Fieldnotes: November 2,I9gg)
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To researcher: Other teachers warned me about X and Y (students). They
were satisfactory, but they didn't always make the connections with the
theory. V/hen I started thinking about that, I thought that students who
perceive that their teachers are thinking negatively about them will be
aware of the expectation that they will make mistakes and consequently
will make mistakes. I met with X and I asked her how she thought she
was doing. She said she thought she was doing well because I didn't act
as if I thought she was dangerous. She said that when teachers watch her
she gets anxious if she figures they don't trust her. She also withdraws.
I've decided that I'm going to say to her, "Greal you think you can do
this. So let's see you do it". (Fieldnotes: March 15, 1990)

Intuition

Teachers #t, #3 and #5 frequently referred to their "intuition" about students in

the clinical area. They spoke of "hunches" and "ideas" they had concerning specific

students which later were validated by other assessment strategies.

The teacher asked a student if her patient was ready for the operating
room. She asked the student if the patient's valuables had been collected.
The student then revealed that the patient's diamond rings had been placed
in the bedside table and not the locked valuables cupboard as required by
hospital policy.
Later to researcher: A lot of clinical teaching is asking the right questions.
(Fieldnotes: February 22, 1990)

A student said what the patient's chemstrip reading had been. To student:
Really? That's pretty low for him, isn't it?
The teacher retrieved the strip from the patient's garbage to re-read it. She
deduced that it had not been read accurately because she obtained another
reading. (Fieldnotes: April i1, 1990)

Teachers #2, #4 and #6 also utilized intuition in their assessments of students. However,

they expressed less confidence than the other group of teachers in their abitity to perceive

situations accurately by means of intuition.

To researcher: I thought she (student) was quiet and shy, but when I asked
her, she said it was because she had a philosophy that the best way to
leam is to listen. I said to her 'so if that's been your philosophy, what
have you learned so far?' I was really surprised -- she learned a lot. I
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wonder now if I may have misjudged some of the other students.
(Fieldnotes: March 22, 1990)

The intuitive signals received by the clinical teachers were transmitted in the form of

emotions or as a pattern of seemingly unrelated facts or visual clues.

To researcher: sometimes I don't like students and I don't know why I
feel that way. It later turns out that I don't like their care. I think I know
intuitively they don't like their patients. (Fieldnotes: November 2t, L989)

The teachers implied that their intuitions were processes operating independently of

analysis.

To researcher: Sometimos you get hunches about students and you sort of
hold them to the side and then things happen that give you more
information to reinforce what you initially perceived. Like a teacher in X
(clinical area) had a student going through a follow through. The teacher
doesn't have much to do with students there. It's supposed to be more of
an observational learning experience. Anyway, a nurse said to the teacher,
"Aren't students supposed to be with their patients in this experience?
Because that student just sat in the coffee room most of the time drinking
coffee and reading magazines." The teacher knew then that her hunch
about the student being lazy was coffect. (Fieldnotes: March zB, lg90)

However, upon reflection, the teachers would generally determine that they had seen or

perceived something which evoked past memories and experiences.

To researcher: when I get back from coffee I'll check x's (student)
charting to see if everything is ready to go on her patient's graphic sheet
for him to go to the operating room. Ordinarily, I wouldn't. But something
about her body posture --- she looked really ticked off when I was talking
to her. I'll check and see if she knows what she's doing. @ieldnotes: April
17, rgg0)

This led to a seemingly irrational conclusion, an intuition. For example, a teacher was

speaking to the researcher in the clinical area and she saw a student carrying a tray of

medications. She called out to the student and asked to see the medications. She

discovered that the student was about to administer the wrong form of morphine to the
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patient. Later, she attributed this discovery to "an intuition" she had about the student.

However, several days following the incident, she concluded that she had known the

student to possess a "weak knowledge base". When she hea¡d at the change of shift report

that morning that the patient's morphine had been changed from pill to elixir, the teacher

was aware from her previous experience with students that the student would probably

not recognize the significance of the change.

To researcher: I thought it was intuition. But I really did know that she
(the student) would probably not know the difference when she prepared
his (the patient's) morphine. I had stored it up in my subconscious but
when I saw her with the tray, I remembered. (Interview: AugusT.23,lgg0)

The teachers reported that intuition often led them to "seek a validation of what might be

true" and to increase the amount of direct supervision of a particular student. The

possibility of this leading to a self-fulfilling prophecy, resulting in the very behaviour

which they were attempting to validate, was not identif,red as a concorn by the

pafiicipants.

The teachers in the research study often interpreted students' gestures, facial

expressions and interpersonal behaviours as indicative of learning and/or personal

difficulties. They applied this strategy when they knew the student well enough to be able

to detect changes in the student's usual behaviour pattern. The teacher generally attempted

to validate her interpretations in these situations, using additional assessment methods.

The teacher commented at coffee to her colleagues from the school that
"the strongest student in the group" had sat behind the other students at
preconference. She interpreted this to mean that the student had recognized
that the rest of the group were relying on her for the answers to the
teacher's questions and it "was her way of saying that she would prefer a
more peripheral role in the group." (Fieldnotes: October 18, 19g9)
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Academic Performance

Three clinical teachers in the study utilized students' written assignments as

indicators of the student's ability to practise the elements of the profession. Teachers #1,

#2 and #6 frequently altered their initial assessments of a student's ability because of

contradictory information received in the student's written assignment.

To researcher: I was really surprised when X (student) handed in an
assignment that was really quite good. she was my biggest concern. Now
I see she has the potential. Maybe she's been too anxious to do well.
(Fieldnotes: November 3, 1989)

They made similar adjustments when a student gave an oral presentation which differed

from the teacher's assessment of the student's nursing practice or when a student

experiencing clinical difficulties achieved high academic grades.

To researcher: X (studenÐ is a sleeper. I mean that literaliy. She often
looks tired and bored and disinterested. But she did postconference
yesterday and you wouldn't have believed it. I'd given her an article on
thoracotomies and she told us all about everything her patient had done
and all about his care. (Fieldnotes: February 9, l9g0)

To researcher: X (student) scored Y (marks) on her midterm. It's the
highest mark we've ever had. She didn't articulate well a minute ago when
I asked her to explain about the chest drainage -- but I know that the
wheels are always turning. (Fieldnotes: February 13, 1990)

To researcher: I am concerned about X (student). she keeps making
mistakes. Her eye-hand coordination isn't the best and she can't seem to
memorize her meds (medications). She can read them but she can't seem
to commit them to memory. But she gave this presentation on Mr. y
(patient). It was so fine. She had included research about his coping
mechanisms and it was so thorough. In my two groups so far, this was the
best presentation yet. she won me over with that. I knew she wasn't
incompetent then. she knew how to do something well. So we can work
on her problems. She can learn. (Fieldnotes: March 1, 1990)

Teachers #3 and #5 stated that students utilize different skills in their written and practical
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work. They were less likely than the preceding group of teachers to negate their

assessment of a student's clinical practice because of contradictory evidence in written

assignments.

Other Assessment Strategies

The more experienced teachers in the study (Teachers #1, #3 and #5) utilized

several creative methods of assessing students' ability. For example, Teacher #3 assessed

a student's ability to communicate with the nursing staff in the clinical area by observing

how the student managed to locate and request the narcotic keys.

To researcher: The best test of a student's assertiveness is to see how long
it takes her to get the narcotic keys. (Fieldnotes: October 25, lggg)

However, the traditional assessment techniques of supervision and questioning were the

most commonly utilized by all of the teacher participants in the study.

The Teacher's Response

During the transmission of practice/assessment phase of clinical teaching, the

teacher receives and processes a variety of cues about individual students. The student's

leaming problems/needs in the clinical area are identified. This phase is followed by the

clinical teacher's attempt to understand the situation, to develop various ways of framing

the problem/task and to propose strategies to resolve the problem and/or meet the

student's need.

The clinical teachers in the research study considered various alternatives in their

responses to specific student problems/needs. These alternatives were id.entified by means
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of heuristics the teachers had developed to sift through possible solutions and to decide

which was the most expedient in the particular siruation. When the teacher participants

were in the clinicai area with students, they did what made sense to them in the

circumstances. V/hat had worked in the past and what seemed likely to be effective, given

the specific context, are among the criteria which guided the clinical teacher's response.

Rituals

Each teacher maintained a repertoire of responses to be used in typical situations

which arose in their relationship with students in the clinical area. Simple, ritualistic

responses were selected before the teachers enacted their search for more complex

solutions. For example, the teachers spontaneously responded to students' questions about

nursing procedure or hospital policy by referring them to procedureþolicy reference

manuals in the clinical area. Immediate feedback regarding student's performance of an

unfamiliar procedure was another ritual practised by all but Teachers #3 and #5. One

teacher in the study referred to these rituals as "scripts" of clinical teaching.

The teacher's rituals were generally straight-forward, delineating clear courses of

action to be implemented by the teacher when she received certain cues about students

(e.g., if a student has not researched her patient assignment, she should be made

accountable for her behaviour by sending her off the ward). Rituals generally led to

transmission of practice strategies (e.g., feedback often included rehearsal of the "correct"

way to perform an aspect of nursing care) and, concurrently, to further assessment of the

student's needs and abilities. Occasionally, rituals were disciplinary in nature. If the

teacher were uncertain about the student's response to the ritual, she generally engaged



245

in further assessment strategies to test the validity of the initial cues she had received.

To researcher: I have to give X (student) another day and see if what she's
been doing is just the result of being in a new area. But she can't get away
with being cute. It seems like she's used to being babysat and being
prevented from making mistakes. Next week I'll give her heavier patients.
We'lI see if she gets the message that she has to think. fieldnotes:
January 23, 1990)

The clinical teachers selected specific responses as rituals on the basis of their past

experience as students and teachers and of their knowledge base regarding clinical

teaching. Novice teachers assumed clinical teacher rituals they had learned primarily in

their experience as students. These teachers frequently referred to more experienced

teachers' "bag of tricks" which novices did not possess. They expressed regret and

consternation that their responses were necessarily limited to the extent of their experience

and knowledge in the field of clinical teaching. They often discussed situations, which

more experienced teachers in the study referred to as "qryical" in the clinical teaching

experience, as unique and surprising.

To researcher: Last term people (students) were hanging around the desk.
I didn't know if they were avoiding patients or they just didn't know what
to do next. This time in orientation I made the comment that it is
important that if they have spare time they should spend ir wirh their
patients. (Fieldnotes: February 1, 1990)

'When a situation arose which presented itself to the clinical teacher as a unique

case, the teacher was unable to treat it as a probiem or task to be soived by applying one

of the rules in her store of professional and personal knowledge and experience. She was

forced to deal with it by exploring and testing newly designed strategies and. approaches.

Generally, these unique situations were problematic in a number of ways. For example,

one of the teachers in the study taught a student who made several inaccurate decisions
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about the priorities in her patient care. The student intimated that her personal problems

were so extensive that she could not concentrate in the clinical area. The clinical teacher

admitted that she possessed no satisfactory model of how to proceed in such a situation.

The teacher also received pressure from the other faculty to "clean up this student's act

before she is allowed to go on in the program". Although these atypical situations

generally pertained to clinical problems, they occasionally related to students who were

performing well in the clinical area who were requiring additional "challenge" or

supplementary learning experiences.

When the clinical teacher's ritual responses were perceived by the teachers to be

effective in resolving students' learning difficulties and meeting student's learning needs,

the tendency of the teachers was not to analyze the clinical teaching experience in a

serious way. The teachers' ritual responses yielded intended outcomes as long as the

situation to be addressed by the teacher fell within the boundaries of what the teacher had

leamed to treat as normal. Unexpected and inconsistent outcomes led the clinical teacher

to question the assumptions of her usual patterns and to explore the newly observed

phenomenon in an intensive and introspective manner.

To researcher: I am confused about her. She writes excellent assignments.
But the person who writes the assignments doesn't seem to be the same
person who answers my questions so poorly and performs so badly
clinically. (Fieldnotes: February 15, 1990)

Reflection

Reflection by the clinical teacher was initiated because a situation was out of the

bounds of the clinical teacher's experience and knowledge or because the teachers' ritual

responses did not yield the intended outcomes. Reflection entailed tying a variety of



247

fragments of information concerning the situation together, so as to be able to describe

the elements of the situation and to draw inferences about the appropriate response

required of the teacher.

The teacher told the researcher that she once gave a clinical unsatisfactory
grade to a student who told a patient that "if she pooped the bed, she'd
have to clean it up herself." The teacher said she had to consider that the
nursing team leader who had discussed patient's need to be more continent
may have communicated it to the student in this manner. "But it concerned
me that she didn't have better judgement." (Fieldnotes: January 4, 1990)

The clinical teachers' reflections revealed much about their beliefs regarding clinical

teaching because, in this process, they were required to rely on what they knew and felt

about clinical teaching. At times, particularly when the teacher determined that the

situation was too complex for her accurate interpretation, other faculty were asked their

opinions about the situation. This most often occurred at coffee and meal breaks.

Frequently the situation was presented to the faculty as if the teacher had already

analyzed the circumstances and was merely reporting the situation to her colleagues.

However, the teachers frequently implemented the suggestions and intimations of their

colleagues immediately following these discussions.

The teacher walked down the hall of the School of Nursing with the
researcher and another faculty member. She told her colleague of a student
who was "so stressed with personal problems, it wourd make you sick".
She related several instances which had occurred that morning to illustrate
her statement (e.9., "She came to the ward without an organizational plan
because she had cried all night"). The other teacher iistened and
commented that the student should be asked to withdraw from the
program.
Later to researcher: I am glad she (the other teacher) agrees with me. I was
a little worried that I was being too harsh. X (student) has so many
personal problems. Sometimes I don't know if I have a right to push her
to do the same things as the other students on the ward. Y (the other
teacher) helped me to see that I have to be more forceful with her. She
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either improves or she's out (of the program). (Fieldnotes: october 27,
1989)

At times, the clinical teachers concluded that they required additional data to

reflect accurately upon the situation as it had been presented to them. This most often

occurred in cases when the student's clinical performance had been inconsistent. The

teachers were generally reluctant to acknowledge that a student had a clinical problem if

the student had been able to implement the specifrc aspect of nursing care beforehand at

least once in the clinical rotation. They were also reluctant to view the situation as a

problem if the student's performance in other aspects of her clinical performance were

exemplary. The teachers often concluded in their reflections of problematic situations that

the student required additional transmission of practice strategies in order to resolve the

problem effectively or meer the identified need.

Attributions

Attributional Search

The clinical teachers in the research initiated an attributional search during the

reflection period when their intentions (i.e., the expected outcome) did not match the

student's cognitive, behavioral or affective outcomes. According to Weiner's theory of

motivation and emotion (1985,1986), people attempt to ascertain the cause of outcomes

in their experience, particularly those which are aversive, unexpected and important. This

causal search elicits attributions which in turn influence the individual's cognitive,

behavioral and affective response. Weiner classifies causal attributions according to three

dimensions: Iocus, stability and conftollability.

The clinical teachers engaged in attributional searches when a student performed.
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better or worse than the teacher had expected, when the outcome was unexpected, and

when the outcome was incongruent with the teacher's previous assessment of the student.

Teachers who attested to an ability-evaluative or task-mastery goal orientation as a

clinical teacher, generally concluded that the student's lack of effort or ability was the

cause of the student's failure to meet a specific learning goal; student success was

attributed to the teacher's interventions. Those teachers with a moral-responsibility or

mentoring orientation were more likely than the other teachers to determine initially that

it was their teaching style/methods which resulted in the srudenr's clinical difficulty.

However, if they instituted new strategies and methods and the student's difficulties

remained unresolved, these teachers later revised their attribution to indicate the student's

responsibility for the problem. Student success was attributed to the student's ability and

effort in the clinical area. Attributional searches by clinical teachers occuned. most often

in response to an aversive student outcome. Positive outcomes were rarely the object of

an attributional search. For this reason, the following discussion refers only to negative

outcome causal atfribution searches by clinical teachers.

Attributional Dimensions

The teachers identified a number of dimensions of the attributions they made about

student outcomes in the clinical area, which in turn determined the intensity and

pgrseverance of the teacher's affective response to these attributions. The dimensions

included locus (internal or external), controllability (unconnollable or controllable),

stability (stable or unstable), and globality (global or specific). Intent of the srudenr was

not perceived as an atEibutional dimension because, as one teacher stated, "Often the
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student has the best intentions in the world but just can't make it happen".

Internal attributions made by the clinical teachers in the research study refer to

those inherent to the student: lack of ability; lack of effort; inadequate learning srategies;

anxiety; inadequate knowledge base; lack of sensitivity; inadequate interpersonal skills;

lack of caring about patients and/or the profession; fatigue; personality; lack of

accountability; lack of moral integrity; and poor motor co-ordination. External attributions

refer to those causes outside of the student, such as family demands, "overload" of

unfamiliar stimuli in the clinical area, the complexities of and unfamiliarity with the task

assigned to the student, the nursing staff's responses to the student, and the teacher's

inability to intervene effectively as a clinical teacher. The teachers sometimes identified

causes, generally attributed to be internal, as external, particularly if they knew and were

closely involved with the student. For example, anxiety was identified as having an

internal cause if the teacher did not know the student well; as having an external cause

("It's because of the messages we give in this program"; "I've been watching her too

closely. She needs more space") if the teacher knew the student well, particularly if the

student had visited the teacher on several occasions to request help in dealing with

personal and school-related concerns.

To researcher: X (a student the teacher had labelled in the previous week
as lacking in ability to succeed in the program) came to see me yesterday.
She said she goes home every weekend and her parents tell her every week
that she'll never make it. Every time she makes a mistake, she thinks they
are right. They want her to stay home and get married. poor her. This
program is hard enough without that. @eldnotes: January 24, rg90)

The clinical teachers differentiated between teacher controllability and student

contollability in making attributions about student outcomes. Outcomes which were
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perceived by the teachers to have resulted from within the student were identified as

controllable by the student. However, outcomes which were external to the student were

identified as either student or teacher-controllable. For example, teachers who believed

that students, adversely affected by the attitudes and behaviour of staff nurses in the

clinical area, should address these issues themselves, regarded these situations as

controllable by the student. Teachers, who believed that it was the teacher who should

address all interpersonal problems which arose within students' relations with the ward

staff, viewed these situations as controllable by the teacher, uncontrollable by the student.

However, situations in which the teacher discovered that a student was experiencing

difficulties in the clinical area but had not informed the teacher were viewed. as within

the student's control.

The attribution of stability, or the duration of the cause, was affected by the

clinical teacher's perspective of clinical teaching, as well as by her previous experience

and her knowledge in the field of clinical education. For example, novice teachers in the

sample population tended to attribute certain characteristics as inevitabie ttnoughout the

student's educational program.

To researcher: They respond to a challenge. They genera[y won't
challenge themselves. If they do, they generally don't know how to go
about it. (Fieldnotes: March 1, 1990)

More experienced teachers had learned that students were unique in their responses to the

clinical learning experience. They tended to perceive causal attributions as traits rather

than states. The attributional dimension of stability also determined the teacher,s

expectancy for the student's eventual success; the more stable the causal attribution, the
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less the teacher predicted the student would be successful in the program and in the

clinical area.

To researcher: I think X (student) is going to get into trouble farther into
the program. she thinks by rote. But she doesn't always know why she's
doing things. (Fieldnotes: April L2, 1990)

Teachers who taught students who had performed poorly in the preced.ing clinical rotation,

attempted to "freat the student just like all the others" until unique problem situations

alose or until the teacher's ritual responses did not achieve the intended outcomes. In

these situations, the teachers frequently made attributions to the student's lack of ability,

a stable attribute, and their expectancy for success by the student was low.

Globality, the generalizabilty of a cause (Abrahamson, Seligman & Teasedale,

1978), was a signif,rcant attributional dimension for the novice teachers. It was less so for

the more experienced clinical teachers in the study. Beginning teachers frequently

assumed a student's error in one aspect of their nursing practice to be indicative of a

global characteristic. For example, students who did not ansv/er the novice clinical

teacher's questions about medications correctly were subsequently questioned about their

knowledge concerning additional aspects of their patient's care. These teachers also

tended to assume that a student who had demonstrated insensitivity and uncaring to one

patient would nurse all patients in that manner. Teachers #3 and #5 suggested to the

researcher that globality is often assumed by beginning teachers because of the short

period of time in which a teacher is required to collect data to formulate judgement about

the student's clinical performance during a clinical rotation.

To researcher: You have about six hours a day on the ward, three days a
week for six weeks. You spent about one and a half of those hours at
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coffee or lunch. You spend another two seeing patients, reading charts and
coordinating everybody. You have eight to ten students a time. You're
lucky if you see them for half an hour each. In that short time, you,re
supposed to see them enough to be able to write a final evaluation which
teils the world if they can go on in the program or not. You may have
only seen them when they're having bad days. But you have to write the
evaluation based on what you saw. Their whole future rests on you seeing
them for maybe eight hours in a rotation. (Interview: June 24, Igg0)

Affective Response

The clinical teachers in the research responded with a variety of emotions to their

perceptions of causality of student outcomes. The most highly valued student outcomes

were identified by the six teachers as patients' welfare and/or safety and caring. Students

who did not effect these outcomes because they risked the patient's safety, disregarded

the patient's welfare or demonstrated uncaring behaviours were subject to the most

intensive, negative affective response by their clinical teachers. The teachers agreed that

some incidents are less of a concern to clinical teachers than others, based on the

consequences of the outcome to patients assigned to the specific student. The teachers'

affective responses associated with student outcomes lvere determined by the degree to

which the teacher perceived the outcome to have compromised the patient's well-being.

The clinical teachers experienced a variety of affective responses to attributions

they ascribed to student outcomes. The most intense emotions were associated with

attributions of internal, stable, globat and student confollable causes. The teachers

expressed concern if a student demonstrated anxiety, Iack of ability, poor motor co-

ordination, or inadequate leaming strategies in their clinical practice. They expressed

displeasure and, at times, frusÍation and anger, when the student demonsfated lack of

effort, lack of caring, lack of accountability, lack of moral integrity, lack of sensitivity
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and a difficult personality.

To researcher: The littlest things throw X (student). She came to my office
at 1600 yesterday and said, "My patienr's supposed to have 100mg and
they have only been giving him 50". I told her there was nothing we could
do about that then and we'd deal with it when we got on the ward the next
day. But she just wouldn't let it go. she has so many personal problems.
She was supposed to hand in a practice assignment and didn't. When I
asked her about it, she said she had difficulty getting the information from
Y (another student) but now she had it and she would hand it in on
Tuesday. Tuesday came and went and still no assignment. Finally on
Friday I talked to her and she said her daughter had thrown it out in the
garbage. I said, "why don't you start taking responsibility for your own
things. You're always blaming someone else". (Fieldnotes: April 12,
1990)

Students who had appeared to disregard the needs of patients in the clinical area were

generally defined as uncaring. Teachers #3, #4 and #5 stated that they experienced

difficulty labelling any student as uncaring and only did so after an intensive search for

other possible causal attributions (e.g., anxiety). Students who were unprepared for their

clinical assignment and the responsibilities inherent in it were identified as lazy and not

caring about the profession. These attributions elicited anger, frustration and impatience

in the teachers. If a student's poor nursing knowledge base was perceived to be due to

uncontrollable factors (e.g., Iow intelligence), the teacher offered expressions of suppor-t

and understanding.

To researcher: It's really too bad when a not too bright student gets not so
good advice from a nurse. They don't have the insight or knowledge base
to evaluate what they've been told. (Fieldnotes: October 25, Iggg)

Ii however, this was perceived to have resulted from laziness or a lack of effort, the

teachers responded angrily and in a punitive manner.

To researcher: One kind of student that's always difficult is the one who
is lazy and only gets their act together when you've given them a kick in



255

the ass or threaten to fail them. They pass only because they've learned the
game. If you fail them, they come back and pass because all you have
done is to teach them the game. (Fieldnotes: October 25,1989)

A student had put a restraint jacket on a patient but it was too large. The
head nurse told the teacher about the incident. When the teacher
confronted the student, the student said she had put it on because the
jacket had been in the patient's drawer.
Later to researcher: I asked some other teachers about her. Some say she's
anxious but Y (other teacher) said that she's lazy and won't do it until she
gets the boot a bit. That's all very well but you shouldn't have to scare
them to make them do things ar rhis stage. (Fieldnotes: April 17, rgg0)

Anger was elicited by mostly internal causal attributions. Snrdent outcomes which were

thought by the teachers to result from internal, søble and uncontroltable causes were

generally paired with low expectations for success.

To researcher: X (student) is still not taking responsibility for her med
(medication) error last week. She keeps saying that I set her up because I
handed her the ticket and told her to give the med. She lied about it to the
lab teacher. She said that she'd never had a chance to research the skill
before she gave the med because it was a new order. I had to be blunt
with her. I said if she didn't get her personal problems resolved she'd
never be successful in this term. frieldnotes: February ZZ, lgg})

Causes of aversive student outcomes which were identifred by the teacher

pafiicipants as stable, global and controllable by the student generated affective responses

ofresignation and hopelessness. Causes perceived as being beyond the control ofstudents

elicited a response of pity and sympathy from the clinical teachers. If the teachers

perceived that an outcome was beyond the control of both the student and. themselves,

they generally expressed feelings of futility, frusÍation and confusion. If the outcome was

defined as teacher-controllable, the teachers responded with statements of personal guilt.

However, if the teachers perceived that the student was critical of the teacher's inability

to intervene in order to effect positive sfudent outcomes in the clinical area, the teacher
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often responded in angor and defensiveness.

To resea¡cher: In the last term's evaluations, one student wrote that I
wasn't available enough. You work your butt off for them and then they
say you weren't there for them. What do they want from us? (Fieldnotes:
February 15, 1990)

Helpins

Following the teacher's attributional determination of a particular student outcome

and the resultant affective response, the clinical teachers engaged in helping behaviours.

The helping activities in clinical teaching were both informal and. formai; personal and

professional. Many of the informal helping behaviours have been articulated previously

in this report in the section entitled "Caring". Formal helping activities included mentoring

strategies (e.g., guiding, advising, supporting), attributional retraining flMeiner, 1986),

counselling, teaching of appropriate learning strategies, and questioning.

To researcher: X (student) had u's (unsatisfactory) and I's (incomplete) in
her last rotation. She came to see me this morning and said. she had
difhculty in articulating her (nursing) diagnosis. I said I would keep
hounding her. I told her the questions she could expect to be asked.
(Fieldnotes: April 11, 1990)

Goal of Helpins

All helping strategies, whether informal or formal, were intended to effect one,

some or all of the following: (1) to promote the student's exploration of her

feeiings/attitudes which were contrary to the basic tenets of the profession; (2) to increase

the student's understanding/knowledge of aspects of the practice of the profession; (3) to

determine the course of action which the teacher, student or others should take to resolve

the problem or meet the student's need; and (4) to assist the student to develop means of

coping with similar situations in her future practice. Helping strategies often revealed the
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need for the teacher to reflect further upon the situation. This, in turn, led to further

assessmenftransmission of practice or to additionaVrevised attributions made about

student outcomes. The cyclical process entailed assessmenltransmission of practice,

reflection, attribution, affective response and helping. This cycle was intemrpted only

when the teacher decided to terminate the helping relationship.

To researcher: I was really surprised when X (student) handed in an
assignment that was really quite good. she was my biggest concern. Now
I see she has the potential. Maybe she's been too anxious to do well.
(Fieldnotes: November 3, 1989)

Helping in the teacher-student relationship of clinical teaching occurred within the

context of the teacher's caring and concern. However, the focus of the teacher-student

interactions was based, not on friendship and reciprocity, but on the needs of the student.

Although this did not preclude the clinical teachers in the study from being friendly with

the students, the goal of the clinical teacher in this relationship was not friendliness but

objectivity. A concern expressed by atl the teachers in the research was that clinical

teachers should be able to remain professionally detached enough to ensure the teacher's

objectivity in the helping relationship. Consequently, the teachers initially offered their

help to all students, despite attributions which suggested that the reacher might withhold

her helping behaviours because she was angry or displeased with a student's behaviour.

Individual Differences

The teachers in the research study differed as to their expressions of their role in

the helping relationship. Each brought her unique personality to rhis relationship. Some

teachers were, therefore, more friendly and involved with students than were others. Some

were more direct and prescriptive in their helping responses. Teachers #1, #2 and #6
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fostered the student's independence in skill performance in their helping relationships.

Teachers # 4 and #5 promoted the independence of students in problem-solving in their

nursing practice. Teacher #3 emphasized independence in decision-making and

establishing a unique professional identity with students in the helping relationship.

Expectations of Helpins Relationship

The helping relationship in clinical teaching was based on a number of

assumptions which guided the teachers' activities in this process. The time constraints of

the helping relationship were established as the duration of the clinical rotation. Atthough

students frequently visited the offices of clinical teachers they had in the past, the teachers

expressed reluctance to offer advice or assistance to students once the rotation was

finished. If students requested help from a past teacher, the teacher generally referred

them to their current clinical teacher or to an administrator of the program. Another

requirement of helping was that the student assume responsibility for implementing the

changes/practices recommended by the clinical teacher. Students who disregarded the

teacher's advice were viewed as contravening the unwritten contact of the helping

relationship.

To researcher: The thing that is usually the end of a student with me is
when they've been given guidelines and they don't bother following
through with them. Like x not going to a counsellor when we had
recommended it to her. or doing things the same way as she always had
even though I had told her how to correct her mistakes. (Fieldnotes:
February 15, 1990)

Students were also expected to demonstrate the resolution of problems and/or the

achievement of specific learning goals in the helping relationship. Helping was expected

to result in some tangible gain for the recipient. Helping was terminated by the clinical
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teachers in the research if the student did not fulfil the expectations of his/her role.

Offerins/Withholdin e Help

The offering or withholding of help by the clinical teachers was influenced by the

causal attributions they had made concerning student outcomes. The teachers offered

every student help at least initially in the clinical rotation. Even students who entered the

clinical area with a past history of poor clinical performance were offered help by the

clinical teachers. However, the teacher generally had little expectancy for the student's

success in these situations. One or two indications that the assessment of the prior clinical

teacher had been correct resulted in the teacher terminating the helping relationship.

To researcher: X (another teacher) was unable to fail her (student) because
with our criteria, anyone passes. It's up to me now to see if she can make
it in Term Y. I'm going to give her a fair chance. I've already met with
her and told her I'll help her as much as she needs. But if I start to see the
same things that X saw --- she's out. I won't waste my time with someone
who doesn't have a chance. The other students who a¡e doing well will
benefit more than she will. (Interview: January 10, 1990)

The clinical teachers in the research were most likely to offer their hetp to students when

the following conditions were met: 1) the student requested help from the teacher; (2) the

student's need for help was perceived by the teacher to have resulted from uncontrollable,

rather than controllable (by the student), factors; and (3) the student's need for help was

perceived by the teacher to have resulted from external, rather than internal, factors. The

stability and globality of the causal attributions did not influence the clinical teachers'

helping judgements. Students who did not request a teacher's help, particularly when they

were experiencing major clinical difficulties, were generally perceived as lacking insight

into their problems and/or unwilling to expend effort to resolve the difficulties. The
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teachers in the study were more likely to help students whom they perceived as lacking

in intelligence or clinical ability than they were students perceived as uncaring or Iazy.

Attributional Retrainin s

One helping strategy employed by the clinical teachers in the study was

attributional retraining, the induction of specific causal attributions in order to increase

the student's desire to strive for achievement (Foersterling, 1935). This entailed. assisting

students to alter their attributions regarding their performance in the clinical area to

external rather than internal causes; to unstable rather than stable causes; and to

controllable rather than uncontrollable causes.

The teacher was giving feedback to a student about an intramuscular
injection the student had just given.
To student: It's not too good to say,"oh" before you inject the needle. you
make the patient anxious when she thinks you are nervous. I had to guide
your hand to put the needle in. I think what you did is panic when you
saw the needle by the skin. Not to wory. Take some deep breaths next
time and you'Il find it will be easier. Tomorrow you have a chance to do
it again and you'll find it'll be much better. (Fieldnotes: February 22,
1990)

For example, a common attributional retraining strategy was to impiy that if the students

practised, they would be able to overcome all clinical difficulties. This srrategy altered

the student's attribution for clinical problems from the internal, uncontrollable cause of

lack of ability to the internal, controllable cause of lack of practice. Another strategy was

to imply that task difficulty was an unstable rather than a stable characteristic.

To students: At Christmas time, you'll be laughing at yourseif for how
you've reacted today. By then, you'll be giving medications and doing lots
of things. This data base will seem mickey mouse to you then. (Fieldnotes:
October 11, 1989)

Attributional rerraining was not utilized by the six teachers with students whom the
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teacher had identified as hopeless. It is significant that, although the teachers stated they

were unaware of attributional retraining as a formal heiping technique, they asserted that

"if you tell a student it's only a matter of time before they get it right, they will believe

you".

Fostering Self Esteem

Many of the teachers' helping behaviours were directed. to the affirmation of

students and the enhancement of their self-esteem. The teachers stated that students "who

feel good about themselves are more likety to be successful" in the clinical area.

To researcher: I'm going to get X (student) to do something else before
she has the time to get anxious about it. If she does several things in a row
well, maybe she'll have more confidence in herself.
The teacher then asked the student to do a dressing change on a patient not
assigned to her (the student). (Fieldnotes: February 22,lgg0)

Again, it is significant that these helping strategies were not employed for students whose

possibility for success appeared minimal to tho teacher.

Choosing Helpine Strateeies

Much of the clinical teacher's decision-making concerning how to help a student

was based on their personal judgements about what would be best for the student. At

times, the teacher relied on her past experience, her knowledge of nursing and teaching,

and the advice of colleagues to determine the most appropriate helping srategies.

However, the teacher pafticipants frequently reported that they were forced to use a

variety of "hit and miss" techniques in order to help students with clinical problems

beyond their experience and knowledge base. These techniques often produced helpful

results but in a time-consuming and generally frustrating manner.
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Dependency

A difficulty encountered by the less experienced ctinical teachers in the study

(Teachers #2, #4 and #6) was that their helping often appeared to resulr in student

dependency on the teacher. Although each of these teachers expressed concern about this

phenomenon, they were unable to effectively determine why it occurred and what could

be done to prevent this from happening.

To researcher: X (student) does well if she is not supervised. But if I'm
with her and start asking questions--- last week she was srarting an IV
(intravenous). I know it was her fust time so I wasn't expecting her to be
perfect but I was so impatient that day with her always asking me, "What
should I do now?" I'd answer, "Well, what do you think you should do?"
and she'd come back with, "What do you think I should do?" It almost
drove me crazy. Finally I told her, "just go ahead and do what you think
is right". (Fieldnotes: March 1, 1990)

To researcher: I want to help X (student) today but I found out thar if I'm
in there the student backs off and lets me do everything. I find it better to
encourage the students to help each other than my going in. (Fieldnotes:
March 27, 1990)

Hopelessness

The six clinical teachers expressed sadness and frustration whenever they were

unable to help students who had requested their assistance. A common example of such

a situation was when the teacher had attributed a student's clinical problems to lack of

ability. The teachers often recognized their helping in these situations as a "hopeless

cause". They frequently expressed anger and frustration about the school's admission

policies at these times, stating that students with such low ability "should never have been

allowed to enter the program". Another common situation was when students' personal

problems were so overwhelming that the student was unable to benefit from the help
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which was offered.

To researcher: I figure out how much help I'll give a student by asking
myself: "Why are they asking for help? Is it a knowledge gap or too much
pressure or they just want some positive feedback from the teacher?" One
student told me she had no self esteem and never had. In one rotation, I
can't make up for all the lacks in her life. If I have patience, I can
sometimes help these students to be weaned off needing so much suppofi
from the teacher. I can point out to them when they have known what to
do but were not confident in their ability. I can say, "Next week I want
you to go one step further". (Fieldnotes: January 8, 1990)

One teacher in the study referred to this situation as "watching a person drown as you

stood helpless by the river bank". Student anxiety and defensiveness were challenges to

all of the clinical teachers in the study. The novice teachers reported that their helping

strategies frequently appeared "to make student more anxious". Defensive students were

frequently perceived as uncaring and "hiding something" from the clinical teacher.

To researcher: X (srudent) is very defensive. I ask her a simple question
and she thinks you want complex answers. She has no evidence of having
a heart. Defensiveness makes her so preoccupied with herseif, she doesn't
even see the patient and his needs. (Fieldnotes: March 13, 1990)

Termination of Helpine

The teachers in the study identifred timits to their helping. One teacher referred

to this as "drawing a cut-off line where you say that's enough help". The clinical teachers

terminated a helping relationship when (1) the student had resolved her clinical difficulties

or achieved all of the learning goais; (2) the clinical rotation had come to an end; and (3)

the teacher became unwilling to offer her help. When a student failed to resolve the

clinical problem(s) despite the efforts of both the student and the teacher, the clinical

teacher acknowledged the situation as hopeless and terminated the helping relationship.

To researcher: When I run out of ideas or when I become convinced that
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a situation is hopeless and a student is never going to improve, I stop
helping them. It's usually hard to have any perspective at that point.
usually I try to figure our where I have gone wrong. Like with x
(student). Her (evaluation) file didn't fit what I saw on the ward. I had to
wrestle with was I being unfair or did she actually do things as badly as
I perceived she had. @ieldnotes: January 8, 1990)

Other situations which commonly resulted in the termination of the helping relationship

were those in which the student contravened the expectations of the helping process (e.g.,

the student did not try to resolve the diff,rculties; the student failed to follow the teacher's

advice).

To student: What did you find when you listened to his chest?
Student: "Well, there were some peculiar chest sounds."
What wero they? 'Whistles, crackles or what?
Later to researcher: I went with her to do a chest assessment. She had been
listening to his (patient's) heart, not his chest. There were crackles all over
which she didn't even hear. she hadn't looked up anything I had tord her
to specifically yesterday. I told her what to look up and she didn't even do
it. This is hopeless. (Fieldnotes: February 15, 1990)

The termination of the hetping relationship led to the crystallization phase of the clinical

teaching experience.

Crystallization

The crystallization of the clinical teacher's judgements about students generally

occurred in the final weeks of the clinical rotation. The crystallized judgement influenced

the various ways in which a clinical teacher determined whether the student should be

helped to succeed in the clinical rotation or encouraged to withdraw from the program.

To researcher: X (student) has several areas to work on. She has had long-
standing problems in the areas of medical asepsis, psychomotor skills and.
expected outcomes. I don't think we'll change her at this stage. She wants
a high fluting, high tech area. she'll never be convinced to put in the
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necessary effort until she gets to one of those wards. (Fieldnotes: February
5, 1990)

Crvstallizing a Judgement

The clinical teachers were expected to crystallize their judgements about students

within the time span of the clinical rotation. Formal written evaluations were requhed by

the schools of nursing at the end of each clinical rotation. This requirement often caused

the clinical teachers to focus in the clinical teaching experience on the collection of

sufficient data to complete the detailed evaluation forms. The clinical teachers in the study

generally arrived at a crystallized judgement of a student's ability within the last two

weeks of the rotation. The crystallized judgement referred to a generalized assessment,

such as whether the student should pass or fail the clinical rotation and whether the

student was caring or uncaring toward patients.

To researcher: x (student) has too many thoughts on her mind. she has so
much information she doesn't know what to pick. She knows her
pathology but she doesn't differentiate at times. She's very bright, very
conscientious. And she cares about her patients. (Fieldnotes: March 1,
1990)

Following the crystallization of the clinical teacher's judgements about a student, all data

received concerning the student's clinical performance were utilized to reinforce that

judgement. This practice was termed "building your case" by one of the teachers in the

field study. Although the teachers occasionally received information which contradicted

their crystallized judgement, they did not revise the general assessment to reflect this.

Consequently, when a student made a critical medication error in the last clinical week

of the rotation, after the teacher had determined that the student should pass the rotation,
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the teacher noted the incident on the student's evaluation form but gave her a satisfactory

grade in the clinical rotation.

Earlv/Late Crvstallization

At times, the crystallization experience occu:red earlier or later than the last two

weeks of a ciinical rotation. For example, the teachers were generally reluctant to judge

a student as incapable of passing the rotation, if the student had demonstrated motivation

to learn in the clinical area. Teachers #3 and #5 acknowledged that they had sometimes

"worked too long" with a student who lacked the ability to succeed in the progïam,

because the student "wanted so desperately to be a nurse". They had learned in their years

of clinical teaching experience that persistence in the face of failure was maladaptive for

the student but they found it difficult to "give up on the student".

Failing a student takes its toll on teachers. I tend to stick it out longer than
I should with some students just because I hate failing them so much.
After I fail someone, it's the informal discussions with the coordinator and
the other teachers that gets me through the experience. (Fieldnotes: January
g, 1990)

In these situations, the clinical teacher continually revised her initial assessments of the

student's ability, listing the positive and negative incidents in the student's clinical

performance until the last clinical day in the rotation. Although the teachers often began

writing other students' clinical evaluations prior to the last clinical week, they generally

postponed writing until the last possible minute the evaluations of students who had

demonstrated effort but questionable ability. They often requested the help of an

administrative person or a colleague in the school of nursing to crystallize their judgments

concerning these students.
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The teachers of beginning students stated they posþoned their crystallizations of

novice students because the criteria for evaluation were often tenuous and because the

students "haven't done enough by this stage to determine if they've got what it takes to

make it" in the program. They also indicated that it occasionally takes students an entire

first clinical rotation to "relax enough so they can learn". Teachers of graduating students

also frequently delayed the crystallization process because their decision about whether

a student should pass or fail the rotation determined whether the student would be able

to graduate with their classmates. Three of the clinical teachers in the field study

expressed their abhorrence of the practice of some teachers "to push students with

problems through the program because they don't like to fail students". According to

these teachers, this practice occasionally resulted in their "having to fail someone in their

last rotation in the program, right before graduation".

Crystallization occurred earlier than usual if the teacher determined that the student

had contravened the principles of the hetping relationship; i.e., the student had ignored

the teacher's advice or demonstrated lack of effort or disinte¡est in resolving their clinical

difficulties. It also occurred early in the rotation if a student had a previous history of

"borderline" clinical performance and continued to experience similar clinical difficulties

in the new rotation. Teacher #6 crystallized her judgements of students who performed

in an exemplary manner in the clinical area early in the rotation, in order to concentrate

most of her time with the students who were experiencing difficulties.

Ignoring Contrarv Information

It is significant that everything the clinical teacher did following crystallization
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was intended to reinforce the judgements she had formulated in the crystallization process.

For example, if a student was judged as unable to succeed in the rotation, the teacher did

not offer helping strategies to the student. It is also significant that two of the teachers

always crystallized students as able to succeed, although they acknowledged grave

concerns about some students' ability and trustworthiness. Teachers who were reluctant

to evaluate students negatively, attributed this practice to prior negative experiences with

the evaluation process and to their unwillingness to make decisions which would result

in anticipated "devastation" for students. An additional concern in this regard was the

other students' reaction to the teacher if her reputation as one who fails students became

known.

To researcher: I don't know what the impact on the students will be if we
ask X (student) to leave. It may get around that I throw people off the
ward and get them kicked out of the school. They may be scared to come
to me. I don't know how I should handle it. If I bring up the topic of
students having to leave the program in post-conference, the group will
know who we're talking about. I don't think it's fair to X to discuss her
with other students. But if I don't, they may believe that I was cruel and
unfair. (Fieldnotes: November 2, L989)

Development of a PIan

Evaluation

The clinical teachers in the research developed a plan of action immediately

following their crystallization of their judgements about students. If the student was

perceived by the teacher to be either exemplary or performing at an average level of

expected performance, the clinical teachers tended to decide to proceed to the formal

written evaluation stage. Evaluations for these students were sometimes written in advance
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of the actual evaluation meeting. One teacher in the field study stated, "With mediocre

students or students who are stars, you know that they won't change much from week to

week".

Students who were expected to succeed in the clinical rotation and who had

demonstrated motivation to succeed, but who continued to experience clinical difficulties,

were generally offered help by the clinical teacher. These helping activities were similar

to those enacted prior to the crystallization phase of clinical teaching. However, this

helping relationship was only terminated because the clinical rotation had ended. Students

who did not adhere to the teûns of the hetping relationship (see Chapter Five - Helping)

in this stage were not neglected by the teacher. The clinical teachers often expressed

doubt about the student's future success in the program but the helping relationship was

not terminated. These students were generally "passed onto another teacher" with the hope

that the next clinical teacher would "make them (the students) shape up or ship out".

To researcher: X (student) met with Y (coordinator) and me this week. We
tried to convince her to withdraw. she refused. y said, "Don't worry. pass
her in this rotation and she'll fail out in X (next term of program)". It
makes me feel badly to do that. (Fieldnotes: April lZ, lgg0)

Her next rotation is X. It's not routine and it's busy. It will be the ultimate
test for her. I know that another teacher may be saying that right now
about another student coming to Y (her clinical area). I've played the bad
guy role in the last rotation before and I'm just not prepared to do it any
more. (Fieldnotes: November 29, 1989)

Extinction

If a student were judged by the clinical teacher as unable to succeed in the rotation
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anüor unwilling to expend the necessary effort to succeed, the clinical teacher engaged

in extinction strategies. These activities were intended to give the student the message that

she was unlikely to succeed in the program. Four of the teachers in the field study

enacted a variety of extinction strategies when they judged a student as incapable of

succeeding in the rotation. The two other teachers in the research did not assess any

students as performing in an unsatisfactory manner in the clinical area.

The most commonly observed extinction strategy in the field study was when the

teacher increased her direct supervision of the student's clinical performance. This was

usually preceded by a formal meeting with the student and generaily an administrator

from the school of nursing, in order to expiain to the student that his/her future in the

program was in jeopardy. The student was given a list of requirements to be achieved in

order to ensure hislher eventual success in the clinical rotation.

To researcher: It's sink or swim for x (student) today. we've had about
ten major confrontations this week. she knows that if anything goes
wrong, we'll call a special promotions meeting (a committee to determine
whether the student should withdraw from the progïam, based on the
teacher's recommendation). (Fieldnotes: February 15, 1990)

Other extinction strategies employed by the clinical teachers were extensive questioning

of the student about aspects of their patient's care; giving the student predominantly

negative feedback concerning their clinical performance; meeting with the student to

discuss the possibility of her withdrawal from the program before formal evaluation

proceedings were initiated; assigning the student to a particularly complex patient "to see

how (the student) does" in the situation; and questioning the student's choice of

profession. During the course of the research, five students were the subjects of the
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extinction process. None of these students successfully completed her clinical rotation.

It is significant that extinction strategies were enacted within a context of caring

for the student. The clinical teachers who implemented extinction strategies frequently

expressed to the failing student that they were concerned for his/her welfare. They often

stated at the completion of the extinction process, when the student either withdrew or

failed the rotation, that it was "for the good of' the student that they "forced the decision"

of the student to recognize that he/she lacked ability andor was "not suited to nursing".

They also stated that the other students in the clinical group had benefitted from the

student's expulsion.

Appraisal Support

The search for alternative actions continued after the clinical teacher had decided

to fail a student in the clinical area. The teacher justified her decision by comparing it to

the most attractive of the alternatives for the purpose of identifying its deficiencies.

To researcher: She could receive a satisfactory evaluation but it would just
be postponing the inevitable. She would just have to wait longer before she
made other career choices. (Fieldnotes: April 30, 1990)

Clinical teachers, who felt impelled to fail a student because of perceived clinical

incompetence, expressed great interpersonal conflict concerning this decision. Although

they did not revise their crystallized judgement, they often questioned the "fairness" of

their decision. Consequently, they engaged in various forms of appraisal support, in order

to justify their decision further. They observed the student's clinical performance for signs

of incompetence, identifying each incident as further proof of their assessment. They

occasionally read evaluations which had been given to ttre student in past clinical
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rotations, noting trends and incidents in the student's performance which reflected their

judgement. They met with other faculty in informal discussions, presenting the student

for their analysis. It was common in these presentations that the teacher presented the

circumstances of the student's performance in an entirely negative light. The faculty were

always supportive of the teacher's decision to fail the student. Following such a

discussion with other faculty, the clinical teacher generally confided to the researcher that

she was not entirely confident that she had made the right decision. She often indicated

that she was aware of extraneous variables (e.g., problems in the student's home life)

which had resulted in some of the student's behaviour. The teachers did not identify these

variables or their self-doubt to the other faculty in the researcher's presence.

Summative Evaluation

The formal summative evaluation process was a procedure which was remarkably

similar among all of the teachers in the study. Each teacher indicated on a standard scaled

form her judgement of how a student had performed in the identified aspects of nursing

care. Data for the form were collected and annotated for the entire duration of the

curriculum. Consequently, the teacher's assessment of the student's ability to

communicate with hislher patients was annotated with incidents which had occurred at

the beginning, middle and/or end of the clinical rotation. Conspicuously absent in the

evaluation forms was a measurement of the affective elements of nursing, particularly

caring, although the categories "attitude" and "professionalism" were expected to include

these. The form required both the student's and the teacher's signatures. Consequently,
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the teachers scheduled times for individual students to read what the teacher had written.

Although there was space on the form for students to comment on the contents, the

teachers in the study stated that students tended to make general, unrevealing statements

if they wrote anything at all.

Teacher Stress

The evaluation process was cited as the most stressful aspect of clinical teaching

by five of the six clinical teachers. The difficulties they experienced in the evaluation

arose from the following aspects inherent in the process: 1) criteria to be utilized in

grading students' clinical performance were frequently unclear and open to ind.ividual

teachers' interpretation;

To researcher: Often students who have received "Outstanding" in several
categories come to me expecting the same. The trouble is I have a
different opinion about "outstanding" than some teachers. I tend to think
it should be given very rarely and only for students who are exceptional
in certain areas. Some teachers see it differently. They believe it will
motivate students if they think they're outstanding in lots of areas.
Students who are used to that system of marking are annoyed when I don't
give them any "outstandings". (Interview: May 18. 1990)

(2) the teacher must base herlhis evaluation on data shelhe has observed. This may not

be representative of the student's clinical performance; (3) an unsatisfactory (failing)

student evaluation results in the teacher "having to justify her/his decision" to the faculty

anüor to an appeal board. The four teachers who had experienced this process reported

that it was intimidating and stressful;

To researcher: Last year I had a student who left after she had not done well with
me. It had been very sEessful. X (the coordinator) asked me to write a summary
for her (the student's) file. I tried and tried to do it but it was so fresh in my mind
and I couldn't do it in June. So I waited until I came back after the summer and
I wrote and wrote. when I finished, I gave it to x to read to see if it was oK. I
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asked her if this was what it was like to get ready for Y (appeals committee). She
said yes. I never want to go to Y. It was such a lot of woik gening the summary
ready. And it was so stressful dredging up all the dirt and anxiety I had about that
student when she was with me. (Interview: August g, 1990)

To researcher: I felt so awful in X (internal appeals committee). I thought I was
going crazy at one point. My gut feeling was rhat she should have failed but
people (other faculty) said we don't fail anyone in Term Y. They always reverse
clinical failures in appeals. (Interview: January g, 1990)

and (4) other faculty "hold the teacher accountable" for herlhis evaluation of the student

until the student graduates.

To researcher: I understand that X (student) is not doing so well right now with
Y (other teacher). Y came to me and asked me about her. She asked me how she
could have possibly received such a glowing evaluation from me when she was
such a clisaster now. I told her I had X in the first term. She looked. OK then but
that was because the first term doesn't demand too much of students. Everyone
passos. Y looked at me like I had let X through just to ger rid of her. So-e
teachers do that, you know. (Fieldnotes: April lg, Igg0)

The beginning teachers in the research were particularly concerned about the

evaluation process. They frequently asked their coordinator and other faculty for advice

about how to phrase certain statements and the amount of substantiating data required to

justify specific grading. Each of these teachers stated that they would have preferred to

learn more about the evaluation process before they were required to write summative

evaluations.

To researcher: I found when I came to do the students' final evaluations
that I lacked the knowledge and skill to be able to know how to effectively
evaluate someone. I wonder if that shouldn't be included in new teacherJ'
orientation. I found it to be a huge paper mill and. I was never sure if I
was putting enough down or whether my judgments were accurate. When
I saw how thick the others (faculty) evaluations were, I was worried that
I had forgotten something. (Fieldnotes: DecemberT,Iggg)

Because of the difficulties for the clinical teacher associated with the summative
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evaluation, the teachers in the research stated it is preferable to "convince a student to

withdraw before the evaluation". Student withdrawal prior to the summative evaluation

resulted in less paperwork than writing an unsatisfactory evaluation; the teacher was not

expected to defend her decision to the student or the faculty; and the teacher was not

required to face the student again (e.g., at an appeals meeting).

The Student Game

Four of the clinical teachers identified that the emphasis of schools of nursing on

evaluation results in a phenomenon they referred to as the "student learning the game".

These teachers implied that students expend the majority of their energies determining

what will satisfy the expectations of the clinical teacher, rather than developing their

individual identity as professionals. The teachers stated that the preoccupation with what

the teacher wants, rather than what is best for the student, patient and the profession,

results in students who receive top academic and clinical grades in the progïam but who

are unable to cope with the demands of actual practice as a graduate of the program.

According to these teachers, students who choose not to play the "student game" or lack

the ability to identify the unwritten rules of the "student game" often receive low clinical

glades, but are known in their work setting as superb practitioners when they graduate.

To researcher: Once I believed it was important to keep anyone out of the
profession who wouldn't be a good nurse. I no longer beiieve that. It's
impossible. Plus I've seen students who have won awards from us who
have just bombed on the wards when they graduated. I've also seen
students who stuggled through our program and became stars after
graduation. I think that many times we award the students who have
learned how to be good students but do not necessarily know how to
function on thefu own. (Fieldnotes: April 2, 1990)
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Reflection

Following the summative evaluation, the clinical teachers in the field study

reported that they frequently engaged in a period of self-reflecrion. The impetus for their

reflection was generally some information which suggested that the teacher's assessment

of the student had been inaccurate or unfair. For example, teachers whose summative

evaluation was challenged by a student in an appeals committee meoting often reflected

about their decision after they had heard the response of the student and the committee

members to the data provided in the evaluation form. The teachers' reflections at this time

generally influenced their practice in the following clinical rotation.

To researcher: I took her (student's) case to X (internal appeals
committee). Y (the student) was there. I had to present what had happened
and why I thought she should leave the progam. Y kept staring at me all
the time. I was pretty confident when I went in there but some of the
teachers, like w and z, were really snotty. They intimated that I had
ridden her (student) and that I was being unfair. And p (coordinator), I
don't know what was wrong with her, she kept asking me questions like
I was the one on trial. I tell you one thing --- that was my first time at one
of those and I don't intend to ever go back. (Interview: June 22,1990)

Summary

This chapter has focused on the interactive stage of clinical teaching. It has

emphasized the teacher-student relationship in clinical teaching. A highly significant

finding in this chapter is the identification of sophisticated, ofren innovative, strategies

which the clinical teachers utilized in the transmission of practice/assessment and helping

phases of clinical teaching. The clinical teachers generally selected specific rourino

responses to meet students' learning needs in the clinical area. However, certain clinical
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teaching situations were deemed beyond the response capabilities of the teacher's rituals.

At other times, the rituals did not exact the outcomes intended by the clinical teacher.

Both of these scenarios caused the clinical teachers to reflect upon the problem situation

and to describe and analyze it. Reflection often led to further assessment of the student's

practice and to the transmission of the practice of the profession. At times, it led to the

teacher's search for the reason for the particular student outcome. The attributional search

was conducted according to four attributional dimensions. The interpretations of causal

attributions according to their dimensional properties varied considerably between the

novice and the more experienced teachers. Attributional searches by the clinical teachers

in the research were generally initiated in response to aversive and unexpected student

outcomes. However, they were occasionally conducted when a student achieved an

exceptional, unexpected and positive outcome in the clinical area. The teachers

experienced affective responses to causal attributions. The intensity and perseverance of

these responses were dependent on the dimensional properties of the causal attribution,

on the value of the outcome by the clinical teacher and the degree of involvement the

teacher maintained with the student. The clinical teachers crystallized their judgments

about students in response to the time constraints of the clinical rotation and when they

perceived that their helping a student was no ionger effective or appropriate. A number

of factors which influence how clinical teachers crystallize their jud.gments about students'

clinical performance were identified in this chapter. The teachers' responses to their

crystallized judgments (i.e., helping, extinction or evaluation) were identified and

described. The process of summative evaluation and the resultant reflections of the
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clinical teacher were also detailed.



CHAPTER SIX

DISCUSSION

An analysis of the findings identified in Chapters Four and Five of this report are

presented in this chapter. The discussion focuses on the major issues which are evident

in the findings, suggesting implications for education, research and practice in the nursing

profession. The analysis occurs within the framework of symbolic interaction, focusing

on the meanings which the six teachers in the field study shared in their clinical teaching

experiences. The theoretical propositions which emerged from the findings of the study

ue analyzed as to their implications for the practice and research of clinical teaching in

nursing education.

The Role of the Clinical Teacher

Preparation fo¡ the Role

The clinical teacher in nursing education faces a number of role conflicts and

ambiguities in the enactment of his/her role. Perhaps the most significant factor

contributing to this role confusion is the lack of specific expectations and directives

regarding what it is that a clinical teacher is to do. It was striking that each of the six

participants tvas virnrally unaware of what other clinical teachers did in regard to clinical

teaching strategies. They were also unaware of many of the strategies which they

intuitively employed to effect their teaching goals. Because much of rhe clinical teaching



280

role in nursing is learned by trial and error and because there appears to be so linle

direction about teaching strategies which teachers could implement to assist students to

learn in the clinical area, it is not surprising that all of the teachers expressed some degree

of uncertainty as to whether they were meeting the expectations of their role.

The need for clinical teachers to be prepared for their role by studying theories of

instruction which are applicable to the clinical area is indicated by the research findings.

A number of elements (e.9., teaching strategies; teacher perspective) which may be

incorporated in the development of theories of clinical teaching have been identified. in

this study. These theories must be necessarily based on sound theories in teaching and

learning, where the essential ingredients would be an in-depth knowledge base in regard

to the practice of nursing and clinical teaching. The knowledge base of clinical teaching

must be composed of more than teacher behaviours; it must encompass the cognitive

processes of teachers and students (Zeichner, 1990). It must include dimensions such as

the teaching strategies which are associated with specific student ourcomes; the cognitive

dimensions of clinical teachers' planning and decision making; and how students learn

the practice of the profession.

The teacher's perspectives of clinical teaching were found to predict to a

considerable extent how the teacher intended to structure and priorize her clinical

teaching. The consequences of teacher's value and knowledge claims should be explored

with all clinical teachers, particularly novice teachers. If teachers were assisted to

recognize the intended and unintended consequences of their perspectives on student

learning, they could teach in a more enlightened and reflective manner in the clinical area.
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The teacher's professional role identification also influenced the degree of role

conflict experienced by the clinical teachers in the research. Those individuals who

attested to primarily a teacher role identity were continually tested in the clinical area as

to their adherence to this role orientation. Because they were nurses before they were

teachers, these clinical teachers experienced great difficulty neglecting a patient's needs

or assigning a "weak" student to an acutely ill patient. These teachers believed that

clinical teachers are to avoid nursing patients; it is the learning needs of the student which

should be the clinical teacher's primary responsibility. They constantly encountered crises

in the clinical a¡ea in which they were forced to intervene as nurses, not teachers. They

expressed guilt and reservation about these incidents. In contrast, the two teachers who

espoused a nurse-teacher role orientation believed that nursing with students was essential

to the transmission of the practice of the profession. These teachers welcomed

opportunities to nurse patients in order to convey the values and the skills of problem

analysis and representation to students. Another important facet of nursing with students

is that its underlying message appears to be that these teachers are nurses and enjoy

nursing. A particularly poignant incident which occurred in the course of the research was

when a group of beginning students expressed surprise that their clinical teacher was a

nurse. The teacher was considerably amused by this incident, indicating that novice

students occasionally do not understand that their teachers are nurses. However, as this

teacher consciously avoided nursing during her clinical teaching, it is perhaps not

surprising that the students maintained this misperception.
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Novice Teachers

The research findings suggest that novice teachers do not possess the cognitive or

experiential frameworks necessary to interpret accurately and to intercede in the situations

which arise in the teacher-student relationship in the clinical area. Many of the behaviours

of the novice teachers in the study reflect those of novice nurses, as identified by Benner

(1984). The novice teachers who were subjects in the research were more hesitant than

the others in their descriptions of the instruction and management of clinical teaching.

They were able to describe what they observed and often used vocabulary similar to that

utilized by the more experienced teachers in the field study. However, they did not appear

to be able to supply the multiple and complex interpretations of situations that were

common to the more experienced teachers. Consequently, novice teachers tended to rely

on the feedback of others and the concrete expectations of the program (e.g., evaluation)

to structure their clinical teaching. Experience alone did not appear to result in the

teacher's ability to integrate related concepts in clinical teaching, or to synthesize her

personal definition of the clinical teacher's role.

The key to the development of expertise in clinical teaching appears to be the

ability to reflect upon one's experience. The teachers d.iffered in their ability to infer

unconsciously (i.e., their level of intuitive ability) and it seems likely from the findings

of the research that these differences are significant determinants in the development of

expertise in clinical teaching. How to teach individuals to become more intuitive remains

a topic for further investigation. It is possible to teach novice clinical teachers to develop

reflective skills (Zeichner, 1990) and this research suggests the benefits of doing so.
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There is little need for novice teachers to learn from trial and error in their clinical

teaching. It is apparent from this research that clinical teaching entails a number of

specific teaching strategies, designed to facilitate the information processing and decision

making abilities of students. Although the effectiveness of these strategies has not yet

been evaluated in clinical teaching, some have been extensively researched in classroom

teaching (e.g., expressiveness). It is feasible that these strategies could be taught to novice

clinical teachers in order to provide them with more teaching tools than their personal

experience as students identified and in order to assist them to explore the meanings

which the novice encounters in her/his teaching experience.

Powerlessness

All of the clinical teachers in the study expressed varying degrees of

powerlessness as clinical teachers. They had learned that their perspective of clinical

teaching was generally compromised by myriad factors beyond their personal conrol. The

experience of powerlessness was particularly poignant for the novice teachers in the

research study. They were continually confronted with outcomes which were not

contingent on their responses (e.g., a student who became anxious when the teacher

believed she was being caring and supportive). These teachers tended to respond to such

inconsistencies by generalizing the perception of uncontrollability to other situations in

their clinical teaching. It would appear that novice clinical teachers in nursing may benefit

from a relationship with a msntor, an experienced clinical teacher who has studied

educational theory and research, and who would offer guidance and direction to the

inexperienced teacher.
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Clinical Teachins Behaviours

It is significant that the transmission of practice and concurrent assessment of

students' leaming needs were identified as the essence of clinical teaching. This

conclusion directs the teaching behaviours which are mosr applicable to clinical teaching

as unique to the clinical a¡ea (e.g., nursing with the student). Classroom teaching

behaviours such as expressiveness, decision analysis and overlearning cannot be exactly

replicated in the clinical area. Although the information processing functions of these

teaching strategies remain the same, the unique structure and functioning of the clinical

setting demand some adaptations to their usual classroom application. For example,

obtaining a student's attention must necessarily be different in a clinical area where the

space to conduct teaching is extensive, and occupied by many individuals who are not

involved in the teaching relationship. Another factor which differentiates clinical and

classroom teaching strategies is the decision processing function of most clinical teaching

strategies. The transmission of the practice of the profession entails assisting students to

develop skills in making decisions and solving problems which arise in their practice.

Renieving facts and storing new information (i.e., information processing) in a student's

memory are not sufficient to transmit the practice of the profession in the clinical arena.

Despite the differences between clinical and classroom teaching, there is much to

be learned from the research previously conducted in regard to teaching effectiveness in

the classroom. For example, the effect of specific classroom teaching strategies has been

extensively studied by Perry and his associares (Magnusson & perry, 1989; peny &

Dickens, 1984; Perry & Dickens, 1988; Perry, Magnusson, parsonson & Dickens, 19g6;
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Perry & Tunna, 1988). The conclusions from this research suggest several implications

for clinical teaching, particularly in regard to the effectiveness of specific behaviours for

assisting externally and internally controlled students. The clinical teachers in the research

were largely unawarc of this research. They tended to describe clinical teaching as lacking

a theory of instruction. Therefore, they tended to teach as they had. been taught and to

rely on speculation and hunches in their decisions about appropriate teaching

behaviours.

The research findings suggest some implications in regard to the evaluation of

teacher's ability to teach in the clinical area. Teaching behaviours have been identified

which appear to effect desired student outcomes. Although the clinical teaching

behaviours identified in this study may be taught to nursing educators, the ability to

implement these strategies does not represent the totality of the clinical teaching

experience; i.e., they are not a whole index of clinical teacher competency. The clinical

teaching behaviours which are readily observable (e.g., rehearsal) represent only a fraction

of elements of the transmission of practice in the profession. An evaluation of clinical

teaching effectiveness which does not account for the less tangibte, but equally important,

dimensions of clinical teaching (e.g., caring) will notcapture all of the artistic as well as

the scientific dimensions of the teacher's teaching. In addition, the research findings

suggest that an evaluation of clinical teaching effectiveness cannot occur by means of an

isolated event or obseryation. If, for example, a clinical teacher were to be observed only

as she/he enacted extinction strategies with a student, the evaluator would receive no data

regarding this teacher's abilities to assess, help, and teach students in the clinical area.
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The Teacher's Attributions

Many of the findings from this research study confirm Weiner's (1985, 1936)

theory of attribution and motivation. The attributions made by the clinical teachers about

students were identified. The majority of research pertaining to Weiner's theory has

investigated students' attributions conceming their own outcomes. Although many of the

study's findings replicate those detailed in Weiner's (1986) analysis of his theory, there

are some notable differences. For example, the participants identified another dimension

to tho causal attributions, globality. Although'Weiner (1986) menrions this dimension as

a possibility, it is not part of his basic model.

Controllabilitv

Weiner (1986) has suggested that the perceived importance of an outcome may

affect an individual's response to it. The teachers in the research study indicated that their

response to a student outcome is, in part, mediated by the perceived risk of the action to

a patient's safety or welfa¡e. The most important outcomes (i.e., those which severely

compromised a patient's welfare or safety) were generally perceived as being caused by

controllable factors. The teachers' response in these situations was usually anger.

The teacher participants made an interesting distinction between student and.

teacher controllability. Weiner (1986) has indicated in his personal analysis and critique

of his theory thai controllability may refer to control by other than the student. However,

the basic model of his theory refers to the personal controllability of the student. The

distinction of the clinical teachers in the study is significant in that it implies a shared

responsibility between teacher and student of specific student outcomes in the clinical
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area. It supposes that teachers influence student outcomes in the clinical leaming

experience. Teacher controllability was only applied by the participants in the analysis of

student outcomes ascribed as external. Thus, it may be postulated that the clinical teachers

did not believe they were able to influence internal attributions such as the student's lack

of ability or effort.

Attributional Stvle

The clinical teachers in the study appeared to maintain an arfributional style which

influenced their expectancies for individual students' success. The existence of an

attributional style, or a tendency to bias attributions in a particular direction, has been

widely debated (Cutrona, Russell & Jones, 1935). As of yet, the issue remains unresolved.

The manifestation of an attributional style was particularly true of the novice teachers

who tended to atffibute globality, stability and controtlability ro the causes of aversive

student outcomes. This is, in part, representative of the lack of schemata possessed by the

novice teacher in order to explain and analyze specific student problems. For example,

the novice teachers tended to attribute negative student outcomes to lack of ability or lack

of efforü whereas the more experienced teachers in the study identified a number of

possible attributions (e.g., student anxiety; overload of extraneous stimuli; personal

problems which interfere with learning) to account for similar outcomes. Another factor

which influenced the clinical teacher's attributional style was the teacher's past experience

with evaluations of students who had not succeeded in the program. If a teacher had a

particularly negative experience and consequently determined to "never fail a student

again", the teacher tended to ascribe attributions to student outcomes which were external,
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unconEollable, specific and unstable.

Helpine

Wsiner's theory states that help is unlikely when the cause of an aversive outcome

is ascribed to be internal and controllable by the student. The teachers in the field study

demonstrated a tendency to help least students they believed to lack the willingness to

expend effort in the clinical area (internal, controllable). However, contrary to Weiner's

postulations, even these students were offered help by the clinical teacher. This appears

to have occurred because the six teachers viewed helping students as their professional

obligation. Tollefeson and Chen (1988) found in their study of high school reachers'

attributions that teachers expressed a willingness to help all students, despite the perceived

cause of the student's failure. However, their subjects reported that they would enjoy most

helping those students they believed lacked the ability to succeed in school. Students who

were perceived as lazy or unwilling to expend the necessary effort elicited anger, and

eventually the withdrawl of help from their teacher subjects. The researchers postulate that

students who are perceived as being lazy may, in fact, believe that they lack the ability

to succeed without the teacher's help. When the teacher becomes angry that the student

is not expending effort and withholds help, the student determines that he/she will fail and

gives up trying to succeed. This, in turn, elicits the teacher's anger and the continued

withholding of help. The cyclical process continues until the student fails or leaves the

school.

Helping students was perceived by the six participants in the research to be a

caring act. The helping relationship in clinical teaching was presented by the parricipants
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as a socially binding process which was based on the expectation that the student would

follow the teacher's advice and do well. An interesting finding of the research related to

the clinical teacher's initial willingness to help all students. This appears to be congruent

with the teachers' caring orientation and their interpretation of professional and personal

obligation in their role as a clinical teacher. Amato and his colleagues (i984) determined

in their investigation of helping behaviours of 372 Australian subjects that the amount of

help given to victims of bush flres was mediated by their feelings of personal obligation.

The findings of this research study would appear to concur with the conclusions of Amato

and his colleagues. The consensus among the six teachers that helping was an expected

behaviour of clinical teachers appears to have determined their initial helping behaviour

with students. The teachers in the field study identified that the srudent's potential for

success as perceived by the teacher was less of an impetus to their helping behaviour than

was the teacher's sense of the role obligations associated with the clinical teacher's role.

Although all students were offered help from the clinical teacher initially, students who

were perceived as having contravened the terms of the helping relationship were denied

further help. Termination of the helping relationship also occurred when the solution to

resolve a student's difficulties appeared intractable.

The role of the clinical teacher as a helper was particularly revealing of the teacher

who functions within the context of the caring inherent in the nursing profession. The six

clinical teachers demonstrated myriad caring behaviours with their students. The degree

of involvement they perceived they had with students was a predictor of the teacher's

willingness to persevere in helping the student to resolve clinical difficutties, as well as
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the teacher's expectancy of the student's success. Involvement also decreased the clinical

teacher's perceptions of the controllability of specific student outcomes. An interesting

facet of the helping relationship in clinical teaching is that the teachers expected students

to request their help. They regarded with suspicion any student who did not ask for their

assistance. Little (1990) in her review of research pertaining to helping in a mentoring

relationship states that help is more often and more favourably accepted when it is offered

than when the individual feels he/she must request it. She also suggests that the very act

of requesting help may prompt an internal attribution of lack of ability for the student.

Graham and Baker (1990) suggest that helping may inadvertently function as a low ability

cue for students: if students need the teacher's help, they must lack ability.

Weiner (1986) makes the point that attribution theory cannot encompass all the

facets of the helping process. However, it proved to be a suitable framework within which

to explain and interpret the helping behaviours of the teacher pafticipants. He suggested

in his analysis of the theory (1986) that there may exist a direct pathway from the

eliciting stimuli to help-giving. The research findings suggest that the teachers' ritual

responses may represent such a situation, as these appeared to override their usual

attributional paths. They responded to specific cues and perceptions of students' needs

with a spontaneous response, apparently without engaging in a causal search.

The teachers were unable to offer feasible and effective helping solutions to many

students who experienced clinical difficulties. One reason for this occurrence was that the

teachers experienced difficulty recognizing and processing certain cues concerning

students' problems. For example, the teachers often appeared to be unaware of the
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manifestations of student anxiety, other than the most observable (e.g., shaking, appearing

nervous). They frequently assessed a student's apparent disinterest (e.g., "hiding out" in

the conference room, away from hislher patients) as an indication that the student was

lazy or unwilling to expend effort in the clinical area. They generally became angry and

frustrated with such a student, occasionally implementing punitive measures in response.

Not surprisingly, such a response generally effected an exacerbation of the initially

observed behaviour. Students who appeared uncaring about their patients often manifested

signs of anxiety (e.g., staying away from the patient; communicating to the patient in a

terse, superficial manner) which were interpreted by the clinicai teacher as an indication

that the student was not suited to the profession.

If attributional retraining has proven to be effective in the changing of attributions

of students, it must also be possible to change the attributions of clinical teachers about

their students. Perhaps, preparation for the role of clinical teacher should include

attributional retraining, changing attributions of lack of effort to anxiety, or to the novice

stage of professional competence. This may have the effect of increasing the teacher's

willingness to continue helping students in the clinical area.

Learned Helplessness

Another student problem which was often misinterpreted was a student's

experience of learned helplessness. Learned helplessness is a phenomenon characterized

by motivational, cognitive, and emotional deficits, which occurs when an individual

perceives that outcomes (e.g., performing a clinical skill satisfactorily) are not within

hisiher personal control (Weiner, 1986). The teachers expressed great concern about a few
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students who appeared to function less effectively each clinical week. They often

commented to the researcher that the decline in the student's functioning was also evident

in the student's academic grades and in her relationships with her peers. "She gets more

and more spaced out every week". The teachers stated that the student appeared to want

the teacher's help to improve hislher clinical performance but appeared unable to effect

the necessary changes. They generally concluded that the student lacked the ability to

succeed in the program. Abrahmson, Garber and Seligman (1980) refer to such a student

as having experienced negative, aversive outcomes (e.g., being unable to achieve a

nursing skill) which are not contingent on their actions (e.g., the student practises a skill

in the laboratory but is unable to perform it in the clinical area). This condition, termed

learned helplessness, results in a perception of uncontrollability which is generalized to

other achievement-related situations. The individual reacts to learned helplessness with

cognitive, motivational and emotional withdrawal. Helping strategies for learned helpless

students include attributional retraining (i.e., altering attributions from uncontrollable to

contollable causes), a strategy intuitively practised by some of the teacher participants.

However, these teachers did not generally employ attributional retraining for students who

appeared to match the learned helpless description. Learned helpless students were often

regarded as beyond the teacher's help. This was just one of the examples in the research

findings which suggest that the teacher's expectancy of a student's success sometimes

produced a self-fulfilling prophecy. The teachers, particularly the novice teachers,

demonstrated a tendency to perceive, remember and explain students' actions in ways

consistent with their oxpectations. The clinical teachers in the field study were largely
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unaware of theories such as learned helplessness and, consequently, were unable to

employ a theoretical base in making sense of specific student problems.

If a student were believed to be lacking sufficient effort to succeed in the clinical

rotation, the clinical teachers in the study tended to respond to the student in frusfration

and, sometimes, hostility. Covington and Omelich (1979) suggest that students may adopt

the strategy of disinterest and lack of effort because they cannot face the psychological

and motivational messages inherent in accepting an attribution of lack of ability. The

teachers who were normally kind and caring to students were often curt and prescriptive

with these students. They do not appear to have considered that a student's apathy in the

clinical area may have been related to other than laziness.

The clinical teachers reported feelings of hopelessness when they ascribed a

student's failure in the clinical area to the student's lack of ability. Arrributional retaining

was a strategy often employed with these students as a means of hetping them to increase

their motivation to succeed. However, another benefit of this sfl'ategy is that it often

appeared to enhance the teacher's motivation to help; i.e., the teacher seemed to believe

her own message. When the clinical teacher became convinced that the cause of the

aversive outcome was external, unstable or unconfollable, she appeared to experience

renewed hope that the student could succeed.

The Structure Of Clinical Education

The teachers in the research, with the exception of Teacher #4, maintained the

traditional structue of clinical education wherein the teacher and hislher students assume
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a marginal role in the work setting. The teacher assigned students to the available patients

in the clinical area and functioned more like the choreographer than the facilitator of the

clinical experience for students, running between the needs of students, patients and staff.

The teachers' complaints of fragmented observations of students' practice, heavy

workload, lack of time for meaningful teaching, lack of personal satisfaction and the

stressors related to communication with the nursing staff in the clinical area were largely

a result of this traditional structure. Because they are detached geographically and in

allegiance, the teachers are not accountable to the practice setting for their behaviour and

actions. However, because they need the services of the hospital staff to provide necessary

information and teaching support to the teachers and students, the clinical teachers in

nursing education must spend considerable energy convincing the staff of their credibitity

as teachers and clinicians.

Temporary Versus Permanent Svstems

Because clinical teachers and their students represent a temporary system within

a pennanent system (the service agency), the clinical teaching experience is characterized

by some degree of territoriality and defensiveness. The experience of clinical teachers as

a temporary system may be analyzed from the perspective of negotiated order (Strauss,

1978). According to Strauss, all social interactions take place within a negotiation context

which may serve to constrain the interactions which take place. Therefore, clinical

teaching occurs as part of an immediate (temporary system) and a larger structural

(permanent system) context. A number of elements (mediating variables) were identified

as characteristic of the transcending social environment which constrained the setting
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where the negotiations took place.

Each process of negotiation has the potential to alter and to constrain the larger

contexts of which it is a part. Negotiation within the contexts of clinical teaching were

ordered by means of establishing territory, symbolic language, and restrictions to the

extent and type of communication which occurred between the members of the permanent

and temporary systems. The clinical teacher often feels alone and abandoned in the

clinical aÍea, away from the school of nursing. This results in the teacher and students

experiencing a cohesiveness as a group, excluding the nursing staff from many of their

activities. The teacher is more likely to criticize freely a nurse whom she regards as a

member outside of the temporary system, particularly one who has criticized the teacher

and the students equally as freely. Because the teacher is generally not a clinician and

because student interactions with staff are often restricted, the student nursg receives a

view of the practice of the profession from an individual who is detached from the

practice setting and who, because of that detachment, may present an unrealistic portrayal

of the profession. As well, the traditional practice of assigning students to one or two

patients whose care is carefully monitored by the clinical teacher, results in the student

rarely experiencing the teamwork concept which is so essential to the interdisciplinary

functioning of health care.

Assisnment of Patients

The practice of assigning patients to students is fraught with difficulties. First, the

teacher must depend on the patient census on the ward to develop the assignment. If there

is a drastic change in patient numbers or acuity, the clinical leaming experience is
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compromised. Second, students are often assigned patients who require aspects of care

which are unfamilia¡ to students at that level of the program. The clinical teacher's

response in such situations was generally that the student was only responsible for what

shelhe knew; the buddy nurse was responsible for the rest. However, students regularly

reported considerable anxiety about caring for a patient who had equipment and

apparatuses with which they were unfamilia¡. They also reported that frequently the staff

nurse did not check on the student or the patient because shelhe assumed the student was

caring for the patient independently. The third major difficulty associated with assigning

students to patients was that the effective care of these patients depended upon the

caregiver possessing the current and relevant data concerning the patient's health status.

As members of a temporary system, the teachers and the students often encountered

difficulties related to misinformation or lack of information in this regard. This occurred

largely because the nursing staff knew much about the patients in the clinical area which

was never written or coÍtmunicated in any other manner to the students. Melia (1987)

refers to this phenomenon as "nursing in the dark".

The students in the study often asked a teacher how they would "ever cope with

more than two patients". The teachers tended to respond in these occasions by stating that

the care of four patients was simply the care of two multiplied by rwo and that the

students would learn organizational skills with experience after graduation. The students

rarely appeared satisfied with this response. In fact, if a student never has the opportunity

to observe how a nurse organizes and priorizes the care of several patients, can we safely

assume that the student will understand these concepts upon graduation? It has been
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traditionally believed that the care of one or two patients allows a student to provide

many aspects of patient care which would be considered luxuries in the real world of

nursing (e.g., foot care). It has been assumed that the student would recognize these

practices as ideal and would strive to maintain these in their role as a practitioner in the

profession.

Although such practices are indeed important in patient care, we must begin to

consider how we can teach students to incorporate these in the real workload. of today's

nurse. For example, students caring for one patient usually give the patient a bath and

then sit down to talk to the patient about his/her concerns. It remains to be determined

how students learn in the present structure of clinical teaching to combine these activities,

without compromising the benefits of either.

Furthermore, if a student's conception of nursing is that an individual, analogous

to the teacher, is always available to assist the nurse and to prevent herlhim from making

errors, how does she/he adapt to the harsher realities of the profession upon graduation?

If their student experience has included minimal interactions with the nursing staff and

an implication that nurses practise in less than the ideal manner, how do graduates of the

schools of nursing become effective members of the nursing team in a clinical area? In

no other profession does the basic education experience protect students so much from

the realities of the worþlace. Nursing education's adherence to the "teaching the ideal"

of the profession seems to imply a basic distrust of practitioner's ability to cæe for

patients effectively in accordance with the precepts of the profession.
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Skiils Preoccupation

The clinical teachers in the research occasionally commented on the skills

preoccupation of student nurses. They were perplexed about the origins of this

phenomenon. This was particularly true of those teachers who ascribed to a non-skiii

mastery perspective of clinical teaching. This is an example of one of the many double-

barrelled messages inherent in the traditionai clinical teaching sfructure in nursing

education. Teachers tell their students that there "is so much more to nursing than doing

a lot of skills". Despite the teachers' attempts to diminish the importance of skill

acquisition in nursing, the students were also made aware that they can fail the program

if they did not acquire the necessary clinical skills within a specific time period. Two of

the schools of nursing in this study required that teachers maintain complex lists of skills

students had performed. All of the six clinical teachers in the study spent considerable

time in their clinical days supervising students' performance of skills and giving them

corrective feedback about their perfotmance.

If nursing is truly "more than skills", the perfonnance of psychomotor skills in

the profession must be placed in proper perspective. If overlearning of psychomotor skills

is required, perhaps it would be best to request that a student do nothing but injections

in a clinical day. The argument against this practice has been that it separates the skill

from the totality of patient care, implying that a nurse cannot give an injection unless

she/he knows the patient. However, an advantage of the practice is that it promotes

overlearning of the skill and, most importantly, it permits the teacher and the student to

focus at other times on the synthesizing and analytical processes which are essential to
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the transmission of practice.

Evaluation

Another concern of the clinical teachers in the research was the student's greatly

magnified apprehension in relation to clinical evaluations. The teachers often stated to the

researcher that they did not understand why students appeared to clistrust their teachers

and to be overly anxious about the summative evaluations. In the past two decades,

nursing education has responded to the rights-consciousness of the population by

developing evaluation forms and records which detail how a teacher has made a decision

about a student's clinical performance. Students receive regular written feedback about

what they have done correctly and incorrectly in the clinical area. Evaluations are given

to students at the end of the clinical rotation. An unintended consequence of frequent

written feedback is that students appear to interpret this to mean that success in the

clinical area is learning how to keep the clinical teacher happy. This phenomenon was

frequently demonstrated by the students being unwilling to act independently of their

clinical teacher. The students' dependency on thefu clinical teacher was apparently

exacerbated by the serious consequences of faiiing a clinical rotation. Generally, faiting

a clinical rotation meant expulsion from the program. Research pertaining to college

students, such as that cited by Tschikota (1990), indicates that students in nursing

education may become increasingly externalized in their locus of control as they proceed

through their basic education progam. The findings of this research provide a context in

which to explain such a phenomenon. Students who learn that they

evaluated in the clinical area will be inclined to act in accordance with

continually

assumption

are

the
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that it is the teacher (external) who determines the student's outcomes. Consequently, the

student learns that the teacher's comments and behaviours toward him/her are indications

of the student's ability.

The emphasis on evaluation of a student's clinical competence results in the

development of a performance, rather than a mastery, orientation among student nurses.

It also enhances the competitive sffucture of clinical education. The proliferation of

externally controlled students in nursing education is of considerable concern when

considered in the light of research findings by Peny and Penner (1990). These researchers

determined that when external controlled students experience a ffansitory or perrnanent

sense of loss of control, they are unable to learn, despite effective instruction by their

teacher. In contrast, internally controlled students react to incidents of loss of control by

increasing their efforts to cope with the situation, continuing to benefit from effective

instruction. It would appe¿ìr that the possibilities for students to experience loss of control

in the current structure of clinical education are abundant. Strategies to promote the

mastery orientation of students, which would serve to increase students' sense of personal

control, should be included in teaching nurse educators to assume a clinical teaching role.

Other unintended consequences of the evaluatory focus of schools of nursing

include the fact that the teachers must obtain the necessary amount of data to complete

the forms and retain the semblance of objectivity in the evaluation process. This resulted

in the teacher's emphasis on evaluatory techniques such as direct supervision of students

and questioning to determine the student's knowledge base. The teachers were forced to

observe and maintain records about aspects of the student's clinical performance which
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were directly observable and measurable. For those teachers who viewed themselves as

the gatekeepers to the profession, it also resulted in the teacher's focus on ths "weakest"

students in a clinical group, often excluding self-directed, independent students.

Another factor which has resulted from the emphasis on evaluation in clinical

education is teacher role confusion. The teachers' role as caregivers and evaluators of

students is contradictory, resulting in the teacher making sense of her/his evaluatory role

by emphasizing that it is "good" for the student. Asking a clinical teacher to evaluate

students overy six-eight weeks is analogous to requesting that a nurse decide which

patients are deserving of troatment. The research findings suggest that clinical teachers

intend to teach as they nurse; in a caring, nurturing manner. However, the teachers are

required by their schools of nursing to complete weekly records concerning students'

clinical performance; to give students continual verbal feedback about their clinical

performance; to attend regular faculty meetings at which students' clinical performance

is discussed and analyzed; and to complete a summative evaluation on each student.

The ciinical teacher is expected to carry out simultaneously the incompatible roles

of coach and referee (Stroble & Cooper, 1988). Because of the documentation and

evaluation requirements of schools of nursing, the teacher must necessarily focus on the

evaluatory role in her/his clinical teaching. In the conflict between evaluator and

teacher/helper roles in clinical teaching, it appears as if the most beneficial aspects of the

toacher-student relationship are necessarily strained. The goals of evaluation are

antitheticai to those of the transmission of the practice of the profession. The confusion

which arises because of these disparate goals places considerable demands on the clinical
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teacher and contributes greatly to the teacher's experience of role confusion in the clinical

area.

The goal of frequent and detailed evaluation in nursing education was to provide

students with corrective feedback; to analyze objectively their clinical strengths and

limitations. The objectivity of the curent evaluation process is most assuredly

questionable. The clinical teachers in the research reported that they felt often required

to make premature judgments about students, based on inadequate and selectively sampled

data. Some of the teachers did not make the judgments which they believed were correct

because of factors external to the clinical learning experience (e.g., the appeals procedure;

the expectations of other faculty). As well, the evaluation process resulted in several

aversive and unintended outcomes which interfered with the students' ability to learn and

the teachers' ability to teach in the clinical area.

One may question why evaluation must occur so often in nursing education. Why

must evaluation of a student's clinical competence be conducted by the clinical teacher?

V/hy are all data collected throughout the clinical rotation considered as part of the

summative evaluation? Surely, students would be expected to make errors and to lack

proficiency until the end of their clinica.l rotation. Why do evaluations focus on rhe

behaviouristic paradigm in nursing when the affective elements of the profession are

equally, if not more, important? Why must each clinical rotation be a potential

termination point for students? Could schools of nursing not incorporate the mastery

concepts which have proven so effective in other areas of higher education? It appears

that nursing education would do well to learn from the evaiuation techniques of other
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professional programs. For example, teacher education has utilized videotaping to

compare the student's and the teacher's evaluation of classroom teaching (Nelson, 1988).

Medical education has employed patient simulations (Schnabel, 1989), as well as oral

exams, and structured clinical examinations in order to assess the clinical performance of

medical students (Swanson, i990). Kane (1990) asserts that, aithough the implementation

of alternative evaluation methods is not without problems (see Chapter Two), assessing

the competence of students by means of direct observation in the clinical area introduces

a number of extraneous variables which may influence an individual's performance and

the outcome of the assessment.

Another concern in regard to the evaluation of students' clinical competency is the

criteria which are used to assess their performance. The nursing profession must qi¡estion

if educators are evaluating what the profession truly values as the essential dimensions

of nursing. The written evaluation forms in most schools of nursing reflect only the

cognitive and psychomotor ability of the student (Andrusyszyn, 1989). The attitudinal and

emotional elements of the profession are largely neglected. If affective ability is

considered paramount to the quality of nursing care given by a nurse, it would appear that

the current methods of clinical evaluation of students require considerable refinement in

order to reflect adequately the affective dimension of the practice of the profession.

Ouestions to be Answered

It is time for the nursing profession to reconsider the structure of clinical teaching.

This research study has indicated that the current structure results in teacher

powerlessngss, an over-emphasis on evaluation and skills performance, and student



304

dependency. Teacher #4's unique situation was particularly indicative of a need for

substantial changes in the structure of clinical education. She functioned as part of the

nursing staff and, consequently, was able to offer her students a wider, more supportive,

and more individualized clinical experience than were the other five teachers in the study.

A number of questions concerning the present structure of clinical ed.ucation in

nursing arise from this research study. Why, for example, must students be assigned to

patients? Why are they not assigned to nurses? Nursing is the only profession which

continues to segtregate students from practitioners in this manner. Assigning students to

nurses would permit the student to internalize the elements of the profession (e.g.,

priorizing; organization; teamwork; communication with physicians, family members and

auxiliary staff) which have remained hidden and inaccessible to students in the current

structure of clinical education. It would also provide an individual mentoring system for

students. Students would be able to learn from the practitioner and, at the same time,

implement the aspects of nursing care for which they are prepared. Assigning to nurses

would also permit the schools of nursing to co-ordinate clinical learning experiences more

effectively with the classroom curriculum. Students could care for patients with nurses

in a variety of clinical areas during one clinical rotation. This would occur instead of, as

is the current practice, caring for whoever is available on the ward.

Teacher education reformers have used the term "cognitive apprenticeship" for the

carefully stn¡ctured experience of students which aims to teach them the relevant concepts

of the profession by involvement with a practitioner in actual practice (Brown, Collins &

Duguid, 1989). This differs from the traditional practice of preceptorship in nursing,
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where a nurse is given the responsibitity of teaching a student in the clinical area, with

minimal preparation for the responsibility of her/his preceptor role (Griepp, 1989). The

cognitive apprenticeship is structured and coordinated by a faculty member. It is

characterized by the collaborative, social interaction of the strìdent, practitioner and

faculty member. Each learns from the experience and knowledge of one another. Another

advantage to this system of clinical education is that it enables srudents to have access

to the thinking of practitioners. Practitioners in this system focus much more than is

naditional on helping students to alter their cognitive and behavioral dispositions

(Znichner, 1990).

A number of arguments have been raised concerning the preceding

recommendation (see Chapter Two in regard to the issues associated with who should

teach in the clinical area). The most prevalent of these has been that nurses are not

teachers and will therefore neglect the leaming needs of the student in order to provide

service to patients. If the clinical teacher were part of the staff of a clinical area, many

of these arguments would be abated. At present, clinical teachers are neither expert in

their clinical field nor are they able to plan and implement clinical teaching according to

what they intend. The clinical teachers in the research viewed their role as impotent,

subject to the whims of many individuals. A great deal of this impotence occurs because

of the structure of temporary versus permanent systems in clinical education. If teachers

were paft of the staff, they would be members of the pennanent system with access to the

unwritten information and backstage realities in the clinical area. They would also be

recognized for their expertise as teachers, providing guidance and support to nurses who
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are required to teach students, new graduates or patients. Integrating education and service

in this manner would require a curriculum reform in nursing education. It would

necessarily mean that both service and education would be required to expand the

horizons of their territory to adopt an integrative curriculum. The pragmatic details of

such a change are yet to be determined.

The clinical teaching associate model (Phillips & Kaempfer, 1987: del Bueno,

Griffin, Burke & Foley, 1990), in which nurses employed by a health care agency

participate in the clinical instruction of students in collaboration with faculty, may provide

some guidelines in this direction. Some nursing educators (e.g., Infante) have already

made several advances in this regard. Surely, the first step in relation to the re-structuring

of the clinical teaching experience is to recognize the need and to state our intention to

"re-vision" (Allen, 1990) the structure of clinical education in nursing. Nursing education

must continue to strive to conceive clinical iearning experiences for students which

effectively connect caring and learning with evaluation.

Implications for Future Research

A number of implications for future research have emerged in the analysis of the

research findings. The following research questions are not an exhaustive list. They do,

however, indicate the extent of research yet to be conducted in the area of clinical

education in the professions.

1) There is evidence in this research that the varying perspectives of clinical teaching

result in different teacher behaviours, which in turn influence specific learning by
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students. The teachers who attested to a task-mastery orientation suggested that

they maintained that perspective because it was most applicable to the unique

learning needs of beginning students. Are some perspectives of clinical teaching

more applicable to certain student populations than others? Are some more

applicable in certain settings than others? For example, is a task-mastery goal

orientation more suited to a highty technical clinical area? Is the mentoring

orientation more suited to a clinical area, such as coûtmunity health, where the

issues and concepts of nursing are more the focus than are nursing skills? Do the

perspectives described by the six teachers represent the developmental levels of

expertise in clinical teaching? If so, are there more levels which have not been

identified in the research? What student behaviours are enhanced or minimized by

each of the four perspectives?

The novice teachers in the research demonstrated tendencies to regard situations

in the clinical area as novel. They possessed fewer rituals of response than did the

more experienced participants. What situations/incidents in clinical teaching do

expert teachers consider as typical and worthy of a spontaneous response? If these

were identified and the responses described, perhaps novice teachers could be

taught what to expect in their role as a clinical teacher, as well as some of the

ways in which they might respond to typical situations. Are the ritual responses

of expert clinical teachers accurate and appropriate (i.e., do they effect the

intended outcome?) or do they merely appear effective because the teacher is

expecting them to produce the desired outcome?
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The research findings indicate that any investigation of the nature of clinical

teaching in nursing education must incorporate not only disciplined inquiry but

also nursing education's commitment to practice. Theory construction in this

regard is necessary to develop clinicat teaching strategies which are effective in

the transmission of the practice of the profession. Further exploration is needed

to determine the implications of the caring context of clinical teaching in regard

the transmission of practice by clinical teachers.

The research study has proposed several essential elements of clinical teaching as

it exists in its current North American stnrctwe. Further research is necessary to

determine how these factors relate to one another in the complex environment of

clinical education. For example, how do a teacher's attributions about helping a

student influence a clinical teacher's evaluation of the student?

Further investigation is needed to determine how a teacher develops his/her

professional role identity as a clinical teacher. It must still be determined what

role identity is preferable for clinical teachers to develop in order to meet

effectively the learning needs of students and to transmit the practice of the

profession.

The clinical teachers in the research expressed their desire to teach internally

controlled students. However, many of their practices appear to have inadvertently

resulted in external locus of control in student nurses. Tschikota (1990) suggests

that teachers may be taught strategies to empower students and to minimize the

performance orientation which results in students perceiving a loss of control in

4)

s)

6)
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the clinical area. Which empowering strategies indicated in the research conducted

in the classroom arena are applicable in clinical teaching in this regard? What are

the implications to nursing education and the profession at large if all students are

encouraged to become internally controlled?

The research identified a number of elements of clinical teaching (e.g., helping)

which could be included in an assessment of a clinical teacher's teaching. What

is the most effective method or combination of methods of assessing clinical

instruction in order to improve it? What low inference teaching behaviours can be

identified in order to facilitate evaluation of clinical teaching effectiveness? Can

the elements of clinical teaching be linked to specific student outcomes (e.g., does

direct supervision of students in the clinical area enhance the student's learning?)

The accuracy of the clinical teachers' attributions about students was not measured8)

in this research. However, it would appear that these were

teacher perceived. The teachers utilized extinction srategies

not

for

always as the

some students

whom they perceived to have no chance of success in the program. How many

students who are extinguished by a school of nursing later enroled in another or

the same nursing program and were subsequently successful? What are the

cognitive and affective responses of a student during and immediately following

the extinction process? Do the attributions of clinical teachers differ with length

of teaching experience? How do teachers measure their degree of involvement

with students and how does involvement affect thei¡ attributions of student

outcomes?
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Perry (in press) states that classroom teachers could improve the effectiveness of

their teaching if their perceived control were enhanced. The perceived control of

the clinical teachers was not directly studied in this research. However, the

findings suggest that clinical teachers often experience a perceived loss of conffol

and resultant powerlessness. How does the teacher's perceived conffol influence

student performance in the clinical a¡ea? 'What strategies do clinical teachers

employ to regain and maintain a sense of control in clinical teaching?

The research identified a number of teaching strategies used by the participants

to facilitate the students' information processing and decision making. Which of

these strategies best enhances mastery orientation and internality among the

students?

How may the research findings be applied to the study and analysis of other

professions? What are the differences and commonalities between the experience

of the nursing clinical educators and clinical teachers in other professions? How

does each profession identify the essence of its practice to be transmitted in

clinical education?

Summary

This chapter has included a discussion of the major issues arising from the

findings of the research study. The issues have centred on the lack of teacher preparation

and the lack of clinical teaching theory to guide and direct the role of the clinical teacher,

as well as the problems which have arisen in the current structure of clinical education.

10)

11)
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It has proposed recommendations for the future of clinical education in nursing and raised

some questions which must be answered before these can be effectively realized. None

of the recommendations proposed is in itself a panacea for the many problems which

plaque clinical teaching in nursing today. However, the solution to these problems lies in

the willingness of nurse educators to effect a "re-vision" of the current practice of clinical

teaching. The nursing profession must continue to strive to attain a quality of clinical

education in which clinical teachers are able to make decisions based on choices of the

means and ends of teaching, as well as being informed by a relevant knowledge base,

intuition, self-reflection and value claims which are congruent with the philosophical

underpinnings of clinical teaching.



CHAPTER SEVEN

SUMMARY AND CONCLUSION

Summary

The research presented in this report was a qualitative investigation of the

experience of six clinical teachers in nursing education during the course of one academic

year. The study focused on uncovering the meaning of these experiences for the six

teachers. This entailed the research methods of interview, pafiicipant observation,

document analysis and concept mapping. The practice propositions which were formulated

by the teachers to guide their practice as clinical teachers were gïounded. in the theoretical

description of their lived experience.

The Teacher's Perspective

The world of the clinical teacher in nursing education was discovered to be a

dynamic reality, in which the teachers interacted with a number of individuals and a

variety of constantly-changing environmental, personal and historical variables. The

clinical teachers brought to each of these interactions a perspective of clinical teaching.

This perspective encompassed their knowledge and value claims about clinical teaching.

It detailed how the teacher intended to teach in the clinical area, as well as how she/he

perceived and responded to situations which arose in the teacher-student, the teacher-staff

and the teacher-patient relationship.

The clinical teachers in the research study attested to a narrow or a broad applied
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science perspective of clinical teaching. In both orientations, the role of the ciinical

teacher was perceived to be to train students. In the narrow view, the teacher's role

focused on reproducing behaviours and patterns of thought which were believed to be

appropriate to the practice of the profession. The broader version fostered the capability

of students to make decisions in the practice of the profession. Those with an ability-

evaluative or task mastery perspective focused on the gatekeeper functions of the clinical

teacher. Those who attested to a moral-responsibility or professional identity-mentoring

perspective emphasized the professional development of students. There was evidence

that clinical teachers may assume various perspectives at specific stages of their

professional development. However, these changes were related to the reflective ability

of the teacher, not length of clinical teaching experience.

Variables

There was a striking discrepancy between the teachers' intentions and their actual

practice as clinical teachers. The contextual variables which accounted for this occurrence

were identified and described in the report. The extent of the impact of these variables

was so significant that it dramatically influenced the clinical teachers' ability to teach as

they intended. The resultant dissonance between a teacher's intentions and her/his

teaching activities caused the teachers to experience a sense of being unable to control

what occurred in the clinical learning experience. The teachers reported feelings of

powerlessness and, at times, resignation. Planning activities were minimal because ciinical

teaching was perceived as beyond the teacher's control to plan. The teachers had received

minimal education about the role of a clinical teacher. They had learned the role largely
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from trial and error, consulting with colleagues and their reflections on their own

experience as students.

A significant contextual variable was found to be the structure of clinical

education as a temporary system (the teacher and students) within a larger perrnanent

system (the clinical setting). Because of the unique nature of such a sffucture, the clinical

teachers were required to engage in courting and negotiating behaviours to ensure tho

nursing staff's co-operation in the clinical teaching experience. The consequences of the

temporary system structure to the teacher's ability to execute her/his perspective of

clinical teaching were generally the teacher's compromise of her/his clinical teaching

perspective, as well as territoriality and defensiveness.

Relationships in Clinical Teaching

The research findings revealed that the essence of clinical teaching, according to

the participants, is the primacy of the teacher-student relationship. The teachers perceived

that their relationships with others (e.g., nursing staff, patients) in the clinical area were

not their primary focus. They maintained their relationships with these individuals largely

to effect positive learning experiences for their students. Although the teachers intended

to demonstrate caring to the students, their practices (e.g, evaluation) were not always

interpreted by the students as evidence of the teacher's concern for students' welfare. The

teachers demonstrated a caring and support for other clinical teachers in their faculty. The

benefits of such a support group were perceived by the participants to be cathartic, as well

as educative.
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Role Identification

The findings also revealed that clinical teachers in nursing teach as nurses, not as

teachers (i.e., in teacher education). The participants' practice as clinical teachers was

chanctenzed by the same elements which denote the profession of nursing: caring;

assessment; decision making; and evaluation. The teachers' role identity was discovered

to have been largely influenced by their self-reflections about their professional

experience. Ability-evaluative or task-mastery teachers tended to ascribe to a teacher role,

consciously restricting their nursing activities during the teaching experience. Those with

a moral-responsibility or mentoring perspective consciously nursed patients in front of and

with their students. No relationship was identified between the teacher's professional role

identity and her/his educational preparation for the role.

Transmission of Practice/Assessment

The transmission of the practice of the profession was the central element of

clinical teaching identified by the six teachers in the field study. The participants

identified a number of creative and sophisticated teaching strategies which they utilized.

to effect this purpose. Many of these strategies were designed to facilitate the student's

cognitive processing of ttre concepts of the profession, as well as to assist the students to

develop problem-solving and decision-making skills in the practice of the profession. The

teachers often functioned as explorers of meaning with the students.

Assessment of the student's clinical performance occurred concurrently with the

transmission of practice activities of the clinical teachers in the research. Supervision was

the most common assessment strategy utilized by the teachers. Direct supervision and
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questioning were the assessment strategies most frequently utilized by the novice teachers

in the study. The more experienced teachers in the research employed less intrusive

srategies (e.g., indirect supervision).

The six clinical teachers were found to practise specific ritual responses in regard

to cues given to them by students, patients or nursing staff. These ritual responses

bypassed an attributional search. The teachers responded spontaneously and without

reflection when they encountered situations which they regarded as typical. Novice

teachers maintained fewer ritual responses than the other participants. They were more

likely than the others to regard situations in clinical teaching as unique and novel.

Attributional Search

When the clinical teachers in the study were confronted with a situation/incident

which was not resolved by the teacher's ritual response, she/he reflected upon the reason

for this occurrence. Reflection also occurred whenever the teacher encountered a unique

or unexpected student outcome. If the student outcome were unexpected or unintended,

the teacher engaged in an attributional search, searching for a cause of the outcome.

Attributional searches were generally conducted by the teachers in response to negative,

aversive student outcomes, rather than positive outcomes.

The clinical teachers in the research identified four dimensions of the atributions

they ascribed to specific student outcomes: locus; stability; globality; and contollability.

They demonstrated specific attributional styles which appeared to be related to their level

of development as a clinical teacher. The affective responses of the participants were

dependent on the importance of the outcome, as it related to the risk it posed to patients'
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safety or welfare. Causal attributions which were perceived by the participants to be

internal, controllable and stable elicited anger and frustration. Those believed to be

internal, uncontrollable and stable resulted in an affective response of hopelessness and

resignation.

Attributional searches led the clinicat teachers to enact helping behaviours. The

teachers offered students their help, regardless of the attributions they had made regarding

the cause of the student's outcome and despite their affective response to their

attributional ascriptions. Helping students was viewed by the participants as a professional

obligation and an act of caring. Helping in clinical teaching was perceived by the clinical

teachers as a social procoss, entailing expected student behaviours. Helping was

terminated by the clinical teacher when the student's clinical problems were perceived as

intractable, when the student did not meet the expectations of the socially-binding helping

relationship, and when crystallization occured.

Crvstallization

Crystallization of the teacher's generalized judgement about students' clinical

ability was frequently prompted by the time span of the clinical rotation and the

requirement that the teacher be prepared to evaluate the student's clinical performance.

The evaluatory focus of the clinical learning experience at times resulted in premature

closure; i. e., crystallization. Early crystallization occurred when a student entered the

clinical rotation with a previous history of poor clinical performance or when a student

appeared to be disinterested in learning or to be lazy ín the clinical area. Crystallization

was delayed for beginning and graduating students.
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The clinical teachers in the field study developed specific plans in relation to their

crystallizedjudgments about students. Some students received their summative evaluations

immediately following the crystallization process. Others were offered help from the

clinical teacher, with the anticipation that the student would succeed in the clinical

rotation. Extinction strategies were employed for students who were perceived by the

clinical teachers to have no chance for success.

The summative evaluation is a formal process in nursing education, involving

detailed, comprehensive witten information concerning a student's clinical performance.

The clinical teachers expressed considerable ambivalence about this process, particularly

conceming the discrepancy between thefu helping and evaluatory roles. The evaluation

was occasionally the impetus for the teacher to reflect upon her practice as a clinical

teacher and to revise herlhis practice in the following clinical rotation.

Conclusion

The findings and analysis of a ten month qualitative investigation of the

experience of clinical teaching in nursing education have been detailed in this report. The

implications of the research findings were analyzed in the resea¡ch report in regard to the

role of the clinical teacher, the clinical teacher's attributions and the structure of clinical

educarion in nursing. A number of recommendations were identified. for the resolution of

the myriad problems and inadequacies which plague clinical teaching in nursing education

today. Several topics for future research projects in regard to clinical teaching in the

professions were postulated.
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Messer (cited in MacKenzie, 1988) raised a question about clinical teaching in the

professions which is particularly relevant, considering the findings from this research. He

asked, "Does fuifilling requirements constitute an education? (p.35)" Clinical teaching in

nursing education as observed in this study appears to be largely "training", the

preparation of functional, proficient practitioners. The production model of clinical

education is no longer appropriate if the aspirations of the profession to educate

autonomous, critical thinking practitioners Íìre to be met. The educative goals of clinical

teaching, such as assisting students to develop their critical thinking abilities, were often

compromised in the course of the research by the needs of the agency staff, the structure

of the clinical curriculum and the lack of theory in regard to clinical teaching. The

teachers who participated in the research continually demonstrated their commitment to

the students and to the nursing profession. However, they were often disabled in their

intentions to effect quality clinical education by several factors beyond their control.

Despite the handicaps to their role, these teachers managed to implement innovative and

sophisticated teaching strategies, as well as to demonstrate the caring which epitomizes

the nursing profession.

The research has contributed to a more complex understanding of what actually

occurs in clinical teaching. The findings of the study may be utilized to identify the

constituents of effective teaching in the clinical area. Many of the aspects of the clinicai

envi¡onment which affect clinical teaching have also been identifîed in this research. An

unexpected contribution of the research is that it has provided an attributional analysis of

clinical teachers' judgments and helping behaviour in the clinical area. It has also tested
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Weiner's theory of attribution and motivation in the arena of the actual experience of the

participants. 'Weiner (1986) has indicated that a deficiency in the research which has

previously tested his theory is that causal dimensions were largely derived from theorists,

not the subjects. This resea¡ch study has presented the subjects' analysis of attributional

dimensions.

It is apparent from the resea¡ch fîndings presented in this report that it is now time

for the members of the nursing profession to engage themselves actively in the challenge

of dealing with the many problematic issues in the cuffent system of clinical education.

Educators and practitioners in the profession have for too long assumed that the chaotic

structure of clinical teaching necessarily requires them to respond passively in a survival

mode to the inefficiencies and limitations of the present system. This structure is no

longer feasible or appropriate. It has resulted in a situation in which the teachers teach

as outsiders in their own profession.

Clearly, a clinical teacher cannot control all the variables in the complex clinical

environment which might negatively affect clinical teaching. The emerging paradigm of

clinical instruction should be one in which the teacher is able to attend to the multiple

dimensions of clinical teaching, equipped with a sound and relevant theoretical basis.

Clinical teaching should include specifically designed strategies which enhance students'

self-esteem and perceived control, in order that they be able to maximize the benefits of

their clinical education. The nursing profession clearly requires an alternative to the

taditional paradigm of clinical teaching; one in which the relationships between faculty,

students and staff are charactenzed by reciprocity and collaboration and where education,
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not training, is the goal.
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APPENDIK 1: Teacher #1, Concept Map

CLINICAL TEACHING
IS

HELPING STUDENTS TO FUNCTION
bg

TEACHING SK ILLS & TRANSIIITT ING
STRATEGIES PRACTICE

-cErì ng
-counsel ling
-assessement of
learning needs
-intuitions
-relations with staf f,

students & patients
-teecher knowledge

I+
WHICH MAY BE

CONSTRAINED BV

-student numbers
-staff, patient,
student expectations
-ward norms
- curri cul um
-school norms
-teacher experi ence/

experti se

-teaching skills
-teaching problem-
sol vi ng
-relatlng theorg to
practi ce
-averting disoster
-giving feedback
-teeching strategies
-record keeping

SUPERVISION

I

I

I

J
WHICH CHANGES IN

ENPHAS IS AS
SÏUDENTS DEVELOP

I

I

I

I

J
AND LEADS TO
EVALUAT I ON



RELATIONS W ITH
PATIENTS

2: Teacher #2, ConcePt MaP

CLINICAL TEACHING
is

TRANSIlISSION OF

PRACTI CE

I

8V NEANS OF

J
-i ntegrating theorg
into practice
-patient assignment
-teaching strategies
-capitalizing on
present situations
-mai ntei ning
credibilitg
-teacher as
encgclopedi a

-i ntui ti on
-supervision

-direct
-indirect

-averting errors
-giving feedback
-record keeping

J
WHICH IIAV BE

CONSTRAINED BV

J
ti me, student
numbers, expectotions
of staff & students,
ward norms,
curriculum, school
norms, teacher
experi enc e

J
AND LEADS TO

J
EVALUATION OF

STUDENT
PERFORIlANCE

375

RELATIONS W ITH
SÏAFF
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APPENDIX 3: Teacher #3, Concept Map

CLINICAL TEACHING
is
J

CARING FACILIÏATING _----_---+

LEARNI NG

bg bg
.t+

-roìe modeìing
-discussions re:
patients & feeìings

-supp ort
-expressing belief in
-setting up for
success
-empathg with
student
-organization of
clinical experience
-rel ations wi th s taf f

I
I
I

J
resuìting in

TRANSMISSION OF

PRACTI CE

bg
ú

-teaching strategies
-conferences

which meg be
constrained bg

J
-time
-student numbers
-school norms
-ward norms
-curri cuì um
-miscellaneous duties

ASSESSING STUDENT
NEEDS

bg
t

-supervi si on
-pat'ient assignments
-anticipating errors
-feedback frorn staff
& patients

-teecher i ntui ti on
-teocher experience

I

I

I

I
I

J
resul ting i n

EVALUAT ION

bg
.t

-giving feedback

-teach er's
experi ence

affec ted bg

t
pas t
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APPENDD( 4: Teacher #4, Concept Map

CLINICAL TEACHING
is
¿

Acting as a cotalgst to student learning
and a facilitator of learninq

for
J

Students who bring with them a f ountain
of knowledge, interests, abilities,

expectations & experi ences
'in order to

J
ENHANCE STUDENT KNOWLEDGE

bg means of
J

-coachi ng
-enabì i ng
-gui di ng
-supporti ng
-rol e model ing
-teaching strategies
-teaching skiìls
-teaching probì em solving
-modeli ng rel ationships with
staff & patients

-identifging availabìe resources

RELATIONS WITH STAFF, PATIENTS CONSTRA INTS TO TEACHING
-ti rne
-student numbers
-expectations of staff
-unfami ìiaritg with curriculum

and is conducted w thin the context of

which is aff ected bg

CARI NG EVALUAT ION FEEDBACK AVERT I NG

ERRORS

and is designed for the purpose of assisting the
student to move towards wisdom, excellance & expertise
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APPENDD( 5: Teacher #5, Concept Map

CLINICAL TEACHING
is

RELATIONS WITH
STAFF, STUDENTS &

PATIENTS

in order to
.t

-receive informed
feedback

ASSESSIIENT OF

NEEDS

bg means of
J

-prev'ious and
conti nuous
eval uati on
-supervision

*close & un-
ob trus i ve

-provìding suitable
learning experiences

which mau be constrained bg"J
-time
-student numbers
-school norrns
-ward norms

TRANSNISSION OF

PRACÏ I CE

bg meons of
J

-teacher experience
-teacher as
encgcl opedia
-teaching strategies
-giving feedback
-being organized
-cari ng
-being a partner in
the studen t's
I earni ng
-teaching skilìs
-being a role model
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APPENDD( 6: Teacher #6, Concept Map

CLINICAL TEACHING
is
J

facilitating the development
of the student

¿
theorg/acquired knowledge/practical appì ication/demonstration

with 3 simpìified foci

-HEAD-

intell ect

I ) scientific,
e.9., anatomg,
phgsi ol ogg,
pharrnacol ogU,
d i s eases

2) social,
e.9., organizati onal
culture, social
structure of work
environment, inter-
p ersonal
relationships, theorg
rel oted to response to
s tress./il lness

..HEART'

cari ng

-psgchosocia'l aspects
-patient as E person
-development of con-
cern (onlg partlg
teachable/rnust be
internallg motivated)
-consideration of
theorg related to
patient response to
di sease/setti ng

.HANDS"

tasks

-monuaì skil I

-acquisition &
practi ce

HARRV THE IDEAL W ITH THE PRACTICAL

+

EVALUATION

=

FUNCTIONING STUDENT NURSE
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APPENDD( 8: Reactivity Analysis Tool

*Note: Although the analysis is based on an actual incident, many of the details have been
fabricated for the purpose of illustrating the use of the tool.

Data ltem: X. (the teacher) asked A. and B. (students) if they

would "like practice making an occupied bed". She told them that a nurse had "a bed to

do" and that she had volunteered the students. A. and B. agreed and X. said, "We don't

know this patient so I'll come in a minute and see how you're doing." In six minutes,

X. entered the patient's room and observed the students from the foot of the bed. "OK.

Let's do an environment check here. .A'., what is wrong here?" A. looked around the bed

and said, "I don't know." X: "The bed. The bed. Should it be that low?" A. and B.

both said, "no" and A. raised the bed. X: "Where's the linen? Do you have it ready?"

B. pointed to the windowsill and X. looked at the pile of linen. "What about a

d¡awsheet? Do you have one? No? Well, you'd better get one then. We'll wait until

you get it. Did you forget anything else?"

The teacher continued to direct the students through the procedure by means of questions

and direct advice. The students did as they were directed until it was time to turn the

patient on his side. X. said, "Let me help. I'll help you" and began to furn the patient.

The patient, an elderly ffiil, had been silent until this poinr He began to scream loudly,

"Oh, oh. My chesr You're killing me. God damn bitch. God damn nurses. læave me

alone. Oh, it hurts. Get out of here." He then turned to face me directly, "You're just

lying here peaceful and they come up and just about murder you. You shouldn't have
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1.

to put up with it.

Emotional Valence Between Principals

Pa¡ticipants

a) Patient:

b) Students:

The students and the teacher had not talked to him other

than to tell him what to do (e.g., "iift your leg"). X. told

me that he has been in "the last room for a long time and

the staff feel they're babysining him." A nurse had

commented to X. that he liked "Lots of attention". Had he

responded to X. because he wished to be recognized and

paid attention to by the students and teacher? Had he

perceived me as someone who would or could help him?

Because I had not participated in making the bed, did he

see me as the one who would be sympathetic to his

concerns? Would he have experienced so much pain and

expressed it as loudly if he had not had me as his audience?

The students appeared flustered (i.e., they stammered, their

cheeks became flushed) the more questions they were

asked. Were they embarrassed by being questioned and

found lacking in front of me and the patient? Did they

require all the assistance they received from X. or did their

embarrassmenlother emotions cause them to passively



c) Teacher:

d) Researcher:

) Distribution of Power Amons Principals

a) Patient:
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submit to her directives?

X. had said she was hungry and eager to be off the ward

when the opportunity to make a bed arose. Did this cause

her to be less patient with students and to di¡ect them more

than was her usual sryle? Did she feel uncomfortable not

knowing the patient and consequently believe that she

should offer the students more direction? Did her

preconception of the patient needing "babysitting" affect the

way in which she spoke to the students and ignored him?

I felt perplexed about X.'s behavior. It is unrypical of her

to ignore patients and to "take over" student situations. Is

it possible that the patient was aware of my concern for

him and responded to my nonverbal cues by telling me his

feelings about the situations? I felt awkwa¡d not

responding to the patient but felt that to comment may have

caused X. to be defensive.

Perhaps the most powerless in this siruation. He had no

oppornrnity to make decisions about what was to be done

to him. Did his powerlessness affect his reaction to the



b) Students:

c) Teacher:
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teacher? Did he perceive her as the one with the most

authority in regard to his care and, therefore, lash out at her

for assuming that authority? Did he think that my dress

(i.e., wearing a lab coat) was associated with an authority

figure who could correct the situation?

I have observed these students on other occasions and B. is

generally assertive with X. She has rarely needed direction

from X. X. calls her "a very strong student". V/hat is it

about today's situation which caused her to be so

unprepared for the procedure and so submissive in her

interactions with X? Did she feel that because X. knew the

patient, and she did not, that X. had the upper hand in this

situation? rñ/as the procedure unfamiliar to her and did her

subsequent lack of confidence result in her submissiveness?

Because she failed to answer X.'s fust few questions

correctly, did she lose the confidence to answer the

questions which followed?

This incident is so atypical of X.'s usual teaching style.

Why did she assume the dominant position in this situation?

Did she feel she had an obligation to the nurse that the

students carry out the procedure quickly and correctly? Did
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she sense that the students were unfamiliar with the

procedure and that they needed her direction?

d) Resea¡cher: I felt powerless to help the patient. He appeared to be

genuinely in pain and it was sad that he had been pretty

much disregarded throughout the procedure. The patient

appeared to be a victim of the teaching-learning process.

I was unsure of how I could phrase it to the teacher to

determine her perceptions of the situations without

revealing my personal attitudes. How did this affect my

further interactions with X?

3. Importance of the Interaction to the Identitv of the Principals

a) Patient: According to X., he was left alone in the room for most of

the day by the staff and was largely ignored, even though

the staff recognized his need for attention. He may have

perceived this interaction as an opportunity to receive the

attention he desired from the staff.

This was their fust actual experience making an occupied

bed. They both had commented to X. that they were not

totally confident about the procedure but would do their

best. Does this explain why B. reacted so differently in this

situation than in others? Does the first time performing a

b) Students:



c) Teacher:

d) Researcher:

4. Goal of the Interaction for Each Principal

a) Patient:
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skill affect the students' response to the teacher and how

they behave in her presence?

X. asked the nurse if the students could make the bed

because she said that she believed that her role as a clinical

teacher is to avail the students of each oppornrnity for skill

practice. She expressed ambivalence about taking the time

to supervise the students because she was anxious to leave

the ward. Having told me about her philosophy, did she

feel she had to prove that she would implement it?

I was quite bored by the time this incident arose. X. had

supervised bed-making most of the moming. I realize that

initiatly I thought this was just going to be another boring

bed-making. That explains why my note-taking is so sparse

at the beginning of the incident. I can now recall an entte

conversation between X. and the students before they

entered the patient's room that was not recorded.

What was his agenda for the interaction? It seems as if he

may have yelled at X. because she and the students had not

recognized his agenda; i.e., to be acknowledged as a person
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on.
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not just someone the students performed a procedure

They seemed to concentrate on receiving the teacher's

directions and preparing themselves for the next question

she would ask. Did they see the patient as an active

participant in this procedure? Were they aware of him as

an individual with human needs?

She had admitted she was in a hurry to leave the ward.

Was her directive approach the result of her desire to speed

things up? She asked the students several theory-based

questions throughout the procedure. Later, I discovered that

the students had an exam the next week which would

include some of this contont. A. has not done well in his

previous nursing exams. Did X. feel that this situation was

an opportunity for her to review theory content and prepare

the students for the exam?

I focused on what I perceived as the ignoring of the patient

and the patient's response. There is little speciñc details

provided about the nature of questions asked. by X. or the

students' responses. Have I concentrated on the

extraordinary because of my famitiarity with the situation

b) Students:

c) Teacher:

d) Researcher:



5. Effect of Aoolicable Normative or Cultural Criteria

3BB

of the teacher supervising students making beds? In the

future, I should identify when I am bored and alter my

tracking of the teacher to prevent my missing or

overlooking details. I did not really have to observe X.

supervising 13 bedmakings that morning.

Nurses are supposed to care about patients. They are not

supposed to hurt patients. He referred to the teacher and

students as "nurses". Did he feel that they had contravened

the principles of the nursing profession? Did he think I

was not a nurse because I did not wear a nutse's uniform?

Is this why he spoke to me about his concerns?

When a teacher tells you to do something, a student

generally does ir X.'s interaction with the students was

dominant and directive. The students were submissive and

followed the directions without comment. Do students

arrive at a point during their basic education when they feel

they can respond to a teacher's di¡ections in a more

assertive or questioning manner? What factors are involved

in a student's ability to disagree with or contravene a

a) Patient:

b) Students:



c) Teacher:

d) Researcher:
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teacher's di¡ections?

She had assumed the territory of the staff nurse in

requesting to make the bed of a patient not assigned to the

students. Did this affect the way in which she determined

her approach with the students? V/ith the patient?

I recognize now that my feelings toward the patient had

been influenced by things X. and the staff had said about

him earlier that day. I knew he was elderly, frail, without

family or visitors and largely neglected by the nursing staff

on the ward. Did I 
"n,., 

the room already feeling

sympathy for this patient? How did this affect my response

to him; to X. and the students?
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APPENDD( 10: Description Of Study For Teachers

The Schooj of Nursjng has granted approvaì for

thjs study to increase our understanding of what actuaì'ly occurs when a

teacher teaches students in a hosp'ital setting. The study will occur over a

period of one school year and wiìì involve observations of you by the

researcher as you teach on (name of clinical area) and interact

with students, patients, staff and visjtors. The researcher may jot down a

few notes during these observations. She may aìso request to interview you at

times. These interviews may be tape-recorded. She may a'lso request that she

review your written recorisTobservations of the students' cìinical performance.

You are assured of compìete confidentia'lity. Your name will not be used

on written notes or in the final report of the study. Instead, you wiìì be

assigned a code number (e.g. , 2OI) throughout the study. The notes written by

the researcher will be stored in computer files to which onìy the researcher

has access. Tapes of interviews conducted by the researcher will be stored in

a locked compartment to which onìy the researcher has access. The notes wii'l

be destroyed and the tapes will be erased at the compìetion of the study.

They wiì'l not be shared with any other part'ic'ipant in the study-

You are free not to take part in the study. If you decide to participate

in the study, you wìll be asked to sign a Consent Form. Your signature on

such a consent indicates your wì l'lingness to partìcìpate in the study.

There may be no djrect benefits to the particìpants in this study but there

may be changes'in nursing education folìowing the compìet'ion of this study. There

wijl be no health risks to you resulting from your participation in the research.

You are free to withdraw from th'is study at any time even aitet gìving

your wrìtten consent. Your empìoyment w'iìì ìn no way be affected by your

refusal to partic'ipate ìn thìs study or withdrawal from this study. You are

also free to refuse to partic'ipate ìn specific aspects of the study.

You will be g'iven a copy of this description of the study and the Consent

Form. Please feel free to contact the researcher, Barbara Paterson, at any

time (phone 668-2550) ìf you have any questions about the study.
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APPENDIX 11: Consent For Teachers

This is to cert'ify that I,

(print fuìì name), agree to partic'ipate in the clinical teacher's perspective

study conducted by Barbara Paterson. I'have been told that Ms. Paterson is a

doctoral student in the Interd'iscipìinary Ph.D. program at the Unìversity of

Manitoba and a nurse. I have heard the exp'lanation of the study and have read

the attached description. My participation is voluntary. I understand that

if I do not wish to part'icìpate in this study that this will not affect

my employment 'in anY manneî.

I have had the opportunity to ask questions and have received satisfactory

answers. I understand I may ask Barbara Paterson further questions should

they arise, at any time. i understand that my participation will involve a

minìmum of eight hours and a maximum of sixteen hours per week during the

study. i aiso understand that my participation will involve formai interviews

in the teacher's office, in which I will be asked questions about what I think

about clìnical teach'ing and my reactions to specific sjtuations which have

been observed by the researcher. These ìnterviews will be tape recorded. I

am aware that approximateìy three quarters of my participation wi'll entail my

being observed by the researcher as I teach in the clinical area and interact

with students, patients and staff. I understand that the researcher w'ill

write some notes during and following the observatìon sessions. She may ask

me to discuss my reactions to what she has observed immediateìy foììow'ing an

observed situation. The researcher wjll also review notes/records I write

concerning students' clinìcaì performance during the study.

I understand that all informat'ion pertaìning to my partic'ipatìon will be

identified by code number and that the data and my identity wìlì remain

confidential. I understand that at the compìetion of the study, the notes



will be destroyed and tapes erased. I understand that the informat'ion may be

pub"lished but my name wìll not be associated with the research.

I understand that if the researcher has access to informat'ion outside the

realm of the study which may have ethica'l imp'l'icatìons, she wìll dìscuss th'is

with *ne and then, if the matter requires further resojution, wiìì d'irect 'it to

the head nurse of the clinìcal area or, if appropriate, to my jmmediate

supervisor. The researcher wilì inform me if she intends to d'irect the matter

to an ìndividual other than myseìf.

i understand that i may receive a copy of the results of th'is study upon

request

Signature of Teacher:

Sìgnature of l.litness:

Date:

Pìease print your name and address if you wish to rece'ive a copy of the

resuìts of this study:

NAME:

ADDRESS:
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APPENDD( 12: Description Of Study For Students

, has consented toYour clinical teacher,

participate in a research study to increase

occuFs when a teacher teaches students fn a

occur over a period of one school year and

teacher by the researcher as he/she teaches

(name of clinìcal area)

As you have been assigned by the school of nursing to

clinicaì group, Yoü are al'so being asked to participate in

participation wiìì involve being observed periodically by the researcher as

you interact with your cìinical teacher. It ìs the performance of the teacher

and not your performance which is the focus of the observations. These

observations may take piace at a patient's bedside or in any ìocatìon on the

clìn'ical area (e.g., medication room, haììwqy, conference room). During the

observations, the researcher may jot down a few notes about how the teacher

interacts with you.

You are assured of compìete confidentiaìity. Your name w'ill not be used

on written notes or in the final report of the study. Instead, you wiìì be

assigned a code number (e.g.,201) throughout the study. The notes wnitten by

the researcher wilì be stored in computer files to which onìy the researcher

has access. Tapes of interviews conducted by the researcher will be stored ìn

a locked compartment to which onìy the researcher has access. The notes w'ill

be destroyed and the tapes w'iìì be erased at the compìetion of the study-

They wiìì not be shared with any other partìcipant'in the study.

The School of Nursing and the

approvaì for this research. You are free not

if you dec jde to partìc'ipate in the study, you

our understanding of what actuaììy

hospi tal setti ng. The studY wi'l ì

wilt involve observations of the

on

the study. Your

,S

Hospitaì have given their

take part 'in the studY.

to

wilì



be asked to sign a

you r wi 'l 'l i ngness to

interactions with

Consent Form.

parti ci pate

Your signature

in the study by

on such a consent indicates

being observed in your

It also grants your permission

for the researcher to review ', *.itten reports of

hìs/her observations and evaluation of your clinica'l performance (e.g., finaì

evaìuation, clinical progress notes, daiìy anecdotaì records).

You may refuse to consent to being observed by the researcher in the

clin'ical area. However, the researcher will observe situations (e.g. post-

conferences) in which you are a member of a group (more than two students

present). If you have refused to partÍcipate 'in the study, your individual

contribution(s) to the group process wiìì not be recorded in the study-

There may be no direct benefits to the participants in this study but

there may be changes in nursing education folìowing the compìetion of this

study. There wilì be no health riski to you resuìting from your participation

in the research.

You are free to withdraw from thìs study at any time even after giving

your written consent. Your clinícal evaluation and/or clinicaì grade wilì in

no way be affected by your refusaì to participate in this study or withdrawal

from this study. You are also free to refuse to participate in specific

aspects of the study (e.9., to refuse to be observed by the researcher when

you go with your teacher to prepare for a specific procedure in which you have

had no prior experience).

You will be g'iven a copy of this descript'ion of the study and the Consent

Form.'Please feel free to contact the researcher, Barbara Paterson, at any

time (phone 668-2550) if you have any questìons about the study.
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APPENDD( 13: Consent For Students

Th js is to cert'ify that I,
(prìnt fu'lì narne) , agree to partic'ipate 'in the clinìcal teacher's perspect'ive

study conducted by Barbara Paterson. I have been told that Ms- Paterson is a

doctoraì student in the Interdiscipìina,ry Ph.D. program at the Universìty of

Manitoba and a nurse. I have heard the expìanation of the study and have read

the attached descriptìon. My participation is voluntary and will entail a

m'inimum of a half hour and a maximum of three hours of observatìon by the

researcher per week. I aiso understand that the researcher will review

reports/notes written by about my c'l i ni cal

performance. I understand that if I do not wish to particìpate in this study

that this will not affect'the evaluation of my cl'inical performance and my

cl 'ini caì grade i n any manner.

i have had the opportunity to ask questjons and have received

satisfactory answers. i understand I may ask Barbara Paterson further
questions should they arise, at any time.

i understand that al I i nformati on perta'ini ng to my parti ci pati on wì I I be

identified by code number and that the data and my identity wiìì remain

confidentjal. I understand that at the compìetion of the study, the notes

will be destroyed and the tapes erased. I understand that the information may

be pubìished but my name will not be associated with the research.

I understand that I may receive a copy of the results of this study upon

request.

Restrictions to consent (if anY):

Signature of Student:

Signature of I,l'itness:

Date:

Please print your name and address ìf you wìsh to rece'ive a copy of the

results of this study:

NAME:

ADDRESS:



Criterion
Variable

Goal struc¡rre

Primary focus

Teacher #1

Task Masæry

Studenrs' abiliry
to master
lcarning goals
esuablishcd by
teacher and
curriculum

Tcacher

Gatekeeper to
the profession;
to provide
leaming
experiences
which will result
in student
mastery

Individuals to be
molded into
functioning
practitioners

Role
Identification

Clinical
Teacher's Role

Teacher #2

Task Mastery

Students' ability
to master
learning goals
established by
teacher and
curriculum

Teacher

Gatekeeper o
the profession;
to provide
leaming
experiences
which will result
in student
mastery

Vessels to be
filled witlr
.teacher's
knowledge and
expertise

Perception of
Studens

Te¿cher #3

Professional
Identity -
Mentoring

Development of
students'
personal identity
as professionals

Nurse-Tcachcr

To empower
studenF to think
for themselvæ

Teacher #4

Moral
Responsibility

Student learning
and welfa¡e

Teacher #5

Moral
Responsibility

Student leaming
and welfare

Teachcr-Nurse

IO ÍtSSrSt

students to feel
worthwhile and
competent in the
clinical area; to
function as a
catalyst, to
studenls'
learning

Individuals who
are growing as
professionals and
people; who
need the nurtüe
and support of
the teacher

APPENDIX 14:

Owners of their
own clinical
learning
experience

Teacber #6

Ability -
Eyaluative

Teacher's ability

Nurse-Tcachcr

To form a
partnership with
studens in
meeting their
learning needs;
to equip students
with decision-
making skills

Travellers in
unfamiliar,
frighæning
environment of
tie clinical a¡ea

A Comparison Of perspectives

Teachcr

Gatekeeper to
the profession;
to maintain
conüol and to
demonsËrate
clinical and
teaching ability

Vessels to be
filled with
teacher's
knowledge and
cxpertise

UJ
\o(¡



Criterion
Variable

Attributional
focus

Teacher #l

Student success
due to
appropriate
assignment,
availability of
learning tasks,
and sludent
effory'ability.
Student failure
the result of
assigning tasks
beyond the
expcrience/
capabilities of
the student; to
lack of suitable
learning
experiences; and
lack of sü¡dent's
effort or ability.

To provide
opportunities for
student learning;
to assume
responsibility for
øsks which are
beyond the
student's
capabilities/
experience; to
provide feedback
when requested
re: students'
clinical
experience.

Teacher #2

Student success
due to
appropriate
assignment,
availability of
learning tasks,
and student
efforlability.
Student failure
the resr:lt of
assigning usks
beyond the
experiencd
capabilities of
the studenq to
lack of suiøble
lcarning
experiencæ; and
Iack of student's
effort or ability.

To provide
opportunities for
student leaming;
to assume
responsibility for
tasks which a¡e
beyond the
student's
capabilities/
experience; to
provide feedback
when requested
re: students'
clinical
experience.

Role of the
nursing staff

Te¿cher #3

Student success
due to student's
ability and
motivation,
Failure due to
teacher's
inability lo
intervene
effectively.

Teacher #4

Student success
due to student's
ability and
motivation.
Failu¡e due to
teacher's
inability o
intervene
effectively.

Teacher #5

Student success
due úo student's
ability and
motivation.
Failure due to
teacher's
inability to
intervene
effectively.

To encourage
active
professional
socializ¿tion of
students.

Teacher #6

Student succcss
largely due to
teåcher's
intervention.
Failu¡e is the
result of the
student's lack of
ability or effort.

To srryplønent
t¡e teacher's
activities.

To supplement
the teacher's
activities and o
communicate
changes in ward
practices.

To provide
opportunities for
student learning;
to assume
responsibility for
tasks which a¡e
beyond the
student's
capabilitiesi
experience; to
provide feedback
when requested
re: studenls'
clinical
expcriencc.


