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Abstract

The significant influence that practice learning plays within undergraduate nurse education
cannot be overstated. By practice learning, | mean work-based learning immersed in the
activities of nursing practice, typically involving learning undertaken in placements at
hospitals and other clinical worksites. Practice learning is intended to achieve standards
defined by professional regulatory bodies, and aims to enhance learners' capability and
employability. Learning here refers to processes through which student nurses develop
capabilities to practice effectively, critically, confidently and professionally in health care
settings. Practice is a key concept in this thesis, much contested in debates about

professional learning in practice which | will examine in detail in chapter 2.

In terms of current policy regarding practice learning, | would, however, suggest that what
we have at the moment is an inherited legacy which to date has not been robustly
scrutinised. Based on my experiences as a nursing educator | came to believe that it was
timely for a re-examination of policies, practices and philosophies underpinning the

duration and structure of the current practice learning model.

Taken together, the above experiences led me to focus this thesis on the following

research question:

How might practice learning experiences be better designed to promote nursing

capability?

This thesis brings together six published papers reporting studies that | conducted to
explore this question, as well as chapters explaining the background literature, theory and
methodology guiding these studies. My overarching aim is to contribute to the improved
practice learning experiences of undergraduate student nurses, retaining them on

programmes and easing their transition into the role of newly qualified practitioners (NQP).

Chapter 1 charts the history of nursing educational developments. The aim is to
demonstrate the influence of government and professional policy over nursing’s
development from an apprentice-style model to the current-day academic model. In
charting these developments alongside reviewing the contemporary research literature,

what is obvious is that the issues of support, retention, models of practice learning and



curricula to prepare nurses are perennial challenges. However, as a practice-based

discipline, the focus of preparation has always remained grounded in practice.

Chapter 2 sets forth the theoretical constructs of this thesis. During the course of
conducting the studies reported in the publications of this thesis, | became frustrated with
the relative lack of emphasis on contemporary learning theory in nursing education, and
the paucity of supporting evidence for the ‘reflective’ theory that seems to be dominant in
nursing. The discussion presented in this chapter aims to provide an overview of the major
traditions of constructivism and reflective practice, as well as their historical theoretical
foundations, which have been widely adopted in nurse education. | discuss the strengths
and limitations of these theories as they apply to undergraduate nurses’ practice learning
and capability development. These are then contrasted via the means of a critical
discussion with more novel alternative models. These include situated learning theory and
legitimate peripheral participation, and practice-based learning theory as advocated by
contemporary writers such as Schatzki (2002). These theories changed my thinking about
practice learning and informed my efforts to develop a more cogent understanding of

learning through, for and at work for undergraduate nurse education.

In setting out Chapter 3, | am presenting a brief overview of these publications for a
nursing education audience. Firstly, | have included information that is generally
considered important to this audience, such as details about the journal’s standing and
article citations, the databases searched, and the percentage of my own contributions.
Secondly, | report the studies from an evidence-based perspective of prediction and
control aligned with the contexts of the commissioning process and the conduct of each
project. By this | mean that | treat the findings in these papers as valid and credible within

the stated limitations

Chapter 4 presents the six publications in their entirety for the reader

Chapter 5 explains the research methodology adopted in the papers presented for this
thesis, and offers my critical reflections on these methodologies. | outline the philosophy
that underpins the approach taken with the research studies, discussing the interpretive
stance that was taken to research and the consequent choice of qualitative approaches.
The chapter also discusses the strengths and limitations of the methods employed in each
of my papers along with the means used to analyse the data, and the ethical

considerations that an interpretive researcher must consider. In retrospect, given where



my theoretical orientation has moved (as explained in chapter 2), | now look rather more
critically on the premises of these studies, their categories of definition, multiple causes
and uncertainties at play. In my reflections on the research approach, | explain some of

these issues.

In concluding this thesis, Chapter 6 details my recommendations and some future
implications for policy and practice. It also explains my plans for carrying forward different
methodological and theoretical approaches in my future research work examining nurses'
practice learning.
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Chapter 1 Setting the Scene

1.1 Researching practice learning: why my interest?

This thesis developed from a gradually increasing awareness of the significant influence
that practice learning plays within undergraduate (UG) nurse education. By practice
learning, | mean learning which is intended to achieve standards defined by professional
regulatory bodies. This includes learning which is work-based, undertaken in placements
and which aims to enhance learners' capability and employability. Learning here refers to
processes through which student nurses develop capabilities to practice effectively,
critically, confidently and professionally in health care settings.

However, through reviewing the contemporary research literature what is obvious is that
the issues of support, and how best to model support in practice for UG nurses requires
further exploration (Roxburgh 2012, Holland et al. 2010). Linked to support is the issue of
retention within our UG programmes and how UG nurses can be retained on programmes
through to completion and employment (Cameron et al. 2011). The current model of
practice learning may be described as ‘a series of placements that have no defined
connection between them other than providing exposure to a range of patient groups and
services’ (Roxburgh et al. 2012 p783). Several limitations of this model have been
identified. Holland et al. (2010) noted that the current approach is planned and managed
predominately in response to placement availability. Practice allocations are not within the
students’ control (Campbell 2008) and placements are frequently short and perceived as
disconnected from each other rather than as part of a sequential process (Lauder et
al.2008). The overall curricula to prepare nurses i.e. practice learning context and the
classroom environment are vital elements of any undergraduate program. The challenge is
how they can best be designed to complement each other to develop capable
practitioners.

This thesis provides a record of a journey that | have undertaken, from the time | became
concerned about the gaps and limited theory guiding practice learning in nursing
education. | embarked on a series of studies to examine these problems, resulting in the

six papers, now all published, that have been submitted to form the core of this thesis.

Nursing, traditionally, has focused on the need to develop competence and skills in

practitioners. However, the concept of competence is elusive and somewhat controversial



(Watson et al. 2002). The main distinction between definitions of nursing competence
remains between that of a behavioural objective (Eraut and du Boulay 1999, WinskKill,
2000),which is also perceived as performance (While,1994) and that of a psychological
construct including cognitive and affective skills, the latter being less easy to measure
(McAllister 1998, Chapman, 1999).

The question of the competency or perceived competency of NQP has been the single
most important driver in FFP curricula (Lauder et al. 2008). However, the competence-
based approach to curricula design has been criticised. Ashworth and Morrison (1991)
warned that this strategy was flawed and ill-conceived. Furthermore authors such as
McAllister (1998) and Chapman (1999), have raised concerns as to whether competency
standards are appropriate to nursing practice, as they may have the potential to be
reductionist, positivist and focussing on outcome orientated technical procedures.
Furthermore, there is acknowledgement that competencies are designed for practice in
stable environments with familiar problems (Phelps et al. 2005). | believe that nursing
practice requires the application of complex combinations of knowledge, performance,

skills, values and attitudes. Hence, my focus on capability rather than competence.

Capability has been identified as a key component of Scotland's nursing, midwifery and
allied health professions’ action plan, Curam (Scotland Cares) (Scottish Government
Health Directorates 2008). Early work by Davis and Hase (1999) demonstrates that
capable people have higher levels of self-efficacy, are considerably more innovative and

they know how to learn.

Capability, | argue, goes beyond competence to include the ability to apply knowledge,
skills and attitudes across a range of complex and changing situations. Capability builds on
existing competencies as a continuum that embraces complexity as a mode of practice
(Cairns 2000, Phelps et al. 2005). Capability according to Stephenson and Weil (1992) is a
continuum moving from the familiar to the unfamiliar. Cairns and Stephenson (2009)
suggest that broadly, capability ‘is central to people being comfortable and able to cope in
facing unfamiliar problems in unfamiliar situations’ (pg. 5).

This, | believe, is a necessary prerequisite for nurses when considering the daily

challenges faced in practice.

Practice is a key concept in this thesis, much contested in debates about professional

learning in practice which | will examine in detail in chapter 2. In summary, | work with a



concept of practice based upon the work of Schatzki (1997). That is, practice is a ‘nexus of
doings and sayings organised by understandings, rules and teleoaffective structures’ (p3).
That is, practice does not occur in isolation, rather it consists of interactions and dialogue,

all of which takes place in a complex and changing environment.

My first substantive foray into undergraduate nurse education research was as part of the
UK-wide team who conducted Scotland’s largest evaluation of nursing and midwifery
preparation: Nursing and Midwifery in Scotland: Being Fit for Practice (Lauder et al. 2008).
It was during the focus groups and interviews with students, mentors and managers that |
became aware that there was great variation between Scotland’s Higher Education
Institutions (HEIs) in where and how students were placed, and, more importantly, how
students were being supported in practice learning. Recurrent stories by students told me
how some placements are perceived to be ‘good’ and others ‘bad’. These accounts made
me aware that prior to this study | had given little consideration to this aspect of nurse
education, reflecting a view prevalent in UK nurse education that saw this aspect of

preparation as ultimately the responsibility of the NHS as placement provider.

Between 2008-2010 | was part of a Scottish team who conducted an Evaluation of Flying
Start NHS™ (Banks et al. 2010). Flying Start NHS™ is a national role transition
programme set up by the Scottish Government and NHS Education for Scotland in
recognition of the challenges and on-going support needs for Newly Qualified Practitioners
(NQP). Paper 4 in this thesis, entitled Early findings from an evaluation of a post-
registration staff development programme: The Flying Start NHS™ initiative in Scotland,
UK, provides further detail of the structure and content of the programme. One objective
of the Flying Start NHS™ programme is to reduce attrition rates of NQP within the Health
Service. During this study, practice learning environments and support were the two major
areas reported by NQP as being problematic for them in easing the transition from student
to NQP. In relation to the aim of reducing attrition from the NHS and retaining NQP, this
study reported that the vast majority of students were intending to seek employment in
their chosen profession. However, a small but important number indicated they were not

sure that they would remain in, or that they may leave the NHS (Roxburgh et al. 2010).

In addition, as an academic mentor to under-graduate student nurses, my experience over
10 years is that many students face difficulties and experience stress in progressing their
Nursing and Midwifery Council (NMC 2010) standards of proficiency. This may be linked
with the perceived disconnected nature of their practice learning experiences, or possibly

the students not being sufficiently ‘inventive’ in their interpretation of practice learning



situations. Students frequently report that the focus of their practice learning is primarily on
completion of the practice assessment documentation and in ensuring as many learning
outcomes and skills are ‘signed off'. The rationale offered for such a focus has been
illuminated by students where they have perceived some practice areas as being limited in
learning opportunities, for example, operating theatres and Intensive Therapy Units (ITU). |
believe the current practice learning model framed by offering ‘surgical’, ‘medical’
‘community’ or ‘management’ experience may serve to confine the learning experience,
narrowing the students’ perceptions of the learning opportunities. It seems to me that
alternatives to this framework could be, for example, following the patients’ journey from
entry to exiting the healthcare system. This could offer a more rounded and informative
learning experience for the student.

Further sources of dissatisfaction reported to me by students stem from their perceptions
of not having enough time to work directly with their clinical mentor, and that often other
members of the clinical team seem reluctant to carry out the practice assessment as they
have not built up a clear picture of the students’ capabilities. From the students’
perspectives, there also appear to be issues with how mentors who support students
during practice learning interpret and assess the students against the NMC (2010)
standards. Much of this may be related to the relatively short time students have within

their practice learning experiences with the current model.

When | took the time to consider and reflect systematically on the matter, | realised that
over the years, both as a practicing nurse and later as an academic, that the support of
pre-registration students in the practice setting and the facilitation of their learning have
been perennial issues for debate at least in the last two decades, for both Scotland and the
UK respectively. The ways in which theoretical and practical components are combined,
what are the most effective methods of teaching and assessing practical skills, who is best
placed to undertake this, and what characterises a positive and supportive practice
learning environment are just some of the challenges that | and other nurse educators

have witnessed and been involved in addressing.

There is an extensive body of literature on these diverse issues and their impact on
practice learning (Kilcullen 2007, Papastavrou et al. 2010, Roxburgh et al. 2012). This is
mirrored by a further amount of literature which has explored how academic settings can
best prepare students to maximise their learning during practice (Levett-Jones and
Lathlean 2007, Levett-Jones et al. 2008, Pryjmachuk 2009, Roxburgh 2014). However,

implicit in this literature are two key premises: a) that what constitutes a good practice



learning environment is known, and b) that the current theory/practice split-model works.

Unfortunately, as this thesis will discuss, both premises may be untenable.

What | had come to realise through my encounters with students and NQP during these
projects was that both the practice learning context and the classroom environment are
vital elements of any undergraduate program. The challenge is how they can best be
designed to complement each other. | was also aware that although there have been
significant developments in practice learning models over the last 20 years, | continually
heard concerns from colleagues, mentors and to some extent students about the ‘capacity’
for placement areas to accommodate students adequately. From the student perspective it
appears that the overall perception of the quality of their practice learning experience is
related to their time spent with the mentor, the quality of that relationship and the duration
and location of the practice learning environment (Roxburgh 2014). In terms of current
policy regarding practice learning | would, however, suggest that what we have at the
moment is an inherited legacy which to date has not been robustly scrutinised. Based on
my experiences | came to believe that it was timely for a re-examination of policies and
philosophies underpinning the duration and structure of the current practice learning

model.

Taken together, the above experiences led me to focus this thesis on the following

research question:

H

How might practice learning experiences be better designed to promote nurses

capability?

My overall aim is to contribute theory defining practice-based learning in nursing contexts
and to foundational knowledge about practice placements to inform policy and pedagogy in
nursing education. Through this contribution the intention is to improve practice learning
experiences of undergraduate student nurses, retaining them on programmes and easing

their transition into the role of NQP.

The remainder of this chapter will chart the history of nursing educational developments.
The aim is to demonstrate the influence of government and professional policy over
nursing’s development from an apprentice-style model to the current day academic model.
In charting these developments alongside reviewing the contemporary research literature

what is obvious is that the issues of support, retention, models of practice learning and



curricula to prepare nurses are perennial problems. However, as a practice-based

discipline, the focus of preparation has always remained grounded in practice.

1.2 A brief overview of nurse education’s journey — 1860 to the present

Originally, nursing students were prepared for practice through the apprenticeship system,
based on that initially developed by Florence Nightingale in the late 19th Century
(Bradshaw 2000).Her model of training nurses was known as vocational training.
Vocational training involved trainee nurses being given accommodation and free uniforms
in return for providing the service needs of hospitals (Nightingale 1898). Entry to these
programmes was by private negotiations and training lasted for two years (Dingwall et al.
1988). Vocational training was predominately carried out in the clinical setting of wards,
under the direct supervision of a trained nurse, where the major and most important part of
this training was the clinical component: learning by doing and learning by trial and error
were key features of these courses (Dingwall et al. 1988). The theory element of the
course was limited. When trainees were taught theory, it was when the hospital could
accommodate time out or the trainees attended when they were off-duty.

What is notable today is the difference in the language used to describe nurse preparation.
Back in 1860, the term ‘student’ was not used and the talk was of ‘training’ rather than
‘educating’. ‘Trained nurse’ was the term used to describe a nurse who had completed her
course as’ at that time’ the Nurses Registration Act had not yet been established. The
Nurses Registration Act came into force in 1919 and the General Nursing Council (GNC)
was established with the responsibility of setting up a register of nurses. The GNC
introduced minimum entry qualifications, set a minimum age of entry, and prescribed a
minimum length of training (3 years). At the same time, state examinations were
introduced. However, trainee nurses remained hospital employees funded by Hospitals. In
1930, due to a nursing shortage, a ‘second level’ of nurse training was introduced. Enrolled
Nurse (EN) training, a two-year training programme, was designed to provide practical
bedside care to patients in order to free up the Registered Nurses to provide the more
technical aspects of nursing (Lauder and Roxburgh 2006). Similarly, Clinical Teacher roles
were developed and implemented. The key purpose of this role was to work alongside,
support and assess student nurses in practice. The EN training programme ceased in

1996 with the move of nurse education into HEIs as did the clinical teacher role.



In 1938 the Ministry of Health Board of Education (Athlone Report) called for trainee
nurses to have student status similar to their medical student colleagues. This was
‘considered’ in the response by the College of Nursing (1938) (later to become the RCN).
In 1947 the Ministry of Health, Department of Health for Scotland and Ministry of Labour
and National Service (Wood Report 1947) stated that trainees should have full student
status and be supernumerary to the ward staff during their practical training. However,
neither the General Nursing Council (GNC 1948) nor the Royal College of Nursing (RCN
1948) supported these suggestions. Numerous reports followed: the Royal College of
Nursing and National Council of Nurses of the United Kingdom (1964) (Platt Report) stated
that the reconstruction of the existing training model was essential. Concerns were being
raised about recruitment and retention of trainees. Further problems were identified with
maintaining sufficient registered nurses within the workforce. The main recommendations
were that first, the trainee should be a student and not a hospital employee and second,
that the student should be financially independent from the hospital and eligible for grants
from the Local Education Authority. In response, the GNC criticised the report for moving

nursing away from its vocational ethos.

The Briggs Report (1972) was a review of the role of the nurse in the hospital and
community. Briggs recommended that nursing should become a research-based
profession, and that all trainees should commence an 18-month foundation course leading
to a certificate in nursing. A further 18 months would allow for registration in a particular
branch of nursing (Adult, Mental Health, Learning Disability and Children’s nursing). In
1979 a number of the recommendations from the Briggs Report (1972) were implemented,
shaping the basis for a new Nurse, Midwife and Health Visitors Act (1979). The passing of
the Act through the House of Commons laid the foundation for the move away from the
vocational tradition of nursing (Bradshaw 2001). With the passing of the new Act, the
United Kingdom Central Council for Nursing, Midwifery and Health Visiting (UKCC) was
established which superseded the General Nursing Councils. The UKCC’s key functions
were to keep a ‘live’ register of all registered nurses, midwives and health visitors, deal
with professional misconduct complaints and provide guidance to registrants. In tandem,
each of the four UK countries had National Boards established. Their main functions were

to maintain records of students on courses and ensure the quality of education programs.

In 1985, the Judge Report commissioned by the Royal College of Nursing strengthened
the argument for nurse education transferring into higher education (Commission on Nurse
Education 1985). The commission raised a number of concerns regarding high attrition

rates, educational needs being secondary to the needs of the hospital and the numbers of



students trained staff were required to supervise. A key concern was the number of
students failing the qualification criteria for entry to the register. However, it was not until
the 1986 publication by the UKCC of ‘Project 2000: A New Preparation for Practice’ that

fundamental changes were instigated. The main recommendations were:

o A three-year programme with a common foundation programme of two years and
one year in branch. The programme leading to a Diploma in Higher Education.
Today this has changed significantly as in 2012 nurse education moved to all
degree programmes.

e Branches to include midwifery, adult, children’s nursing, mental health nursing and
learning disability nursing. Currently in Scotland these branches have changed in
that Learning Disability Nursing (LD) and Midwifery have moved to a disseminated
model whereby in this model not all HEIs provide these programmes; rather, they
are delivered through one or two central points for the theory element of the
programme but the practice element is delivered in the local Health Board.

e Enrolled nurse training to cease.

o Full student status with no contribution to rostered service (however, this was
amended after a long period of consultation to allow for a 20% student contribution
to service due to the high cost of student status and the relative shortage of
qualified nurses in clinical areas). With today’s current programmes this

recommendation is still adhered to.

1.2.1 Project 2000 model of preparation

As can be noted from this brief overview of nurse preparation, nurse education has
undergone major changes. This is most notable in the early 1990s, when nurse
preparation moved from the vocational model, where student nurses were employees of
the National Health Service (NHS), to a university-based model (UKCC 1986).

Alongside the move away from a vocational model of nurse education was the introduction
of a curriculum known as Project 2000 (P2K) (UKCC 1986). The UKCC saw the
implementation of this programme as a way to intertwine both theory and practice. Student
nurses would now be recognised as learners rather than employees and would be
supernumerary whilst on clinical placement. P2K curricula aimed to produce ‘diplomats’
who were ‘knowledgeable doers’, capable of accepting responsibility, thinking critically and
analytically and who were prepared to engage in ‘life-long learning’. However, many of the

major studies of P2K reported that students on completion of the programme experienced



role stress and lack of preparedness for their new role as qualified nurses, and required
high levels of support to make the transition to newly qualified, competent, confident
practitioners (Gerrish 2000, May et al. 1997, McLeod-Clark et al. 1996). A narrative began
to emerge that suggested P2K nurses were ‘too posh to wash’ (Hall 2004) and that newly
qualified nurses were insufficiently skilled (Lauder et al. 2008). Such perceptions were
explained as the consequence of issues related to a change between theory and practice
in the ‘new’ programs. Prior to P2K curriculum, 80% of the programme was allocated to
clinical practice learning. This was reduced to between 30 - 50% with the introduction of
P2K. Of note, however, is that there was no substantive evidence to show that P2K
students were any less competent or confident than those trained in previous programmes’
pre-P2K nurses. With the introduction of the P2K curriculum, concerns regarding students’

competency on completion of training gained greater prominence (Mallik and Aylott 2005).

1.2.2 Fitness for Practice model of preparation

Irrespective of the validity of the concerns expressed, an examination of P2K by the UKCC
(1999) and Department of Health (1999) resulted in the culmination of two reports; ‘Making
a Difference’ (DOH 1999) and ‘Fitness for Practice’ (UKCC 1999). These guidance
documents provided recommendations which aimed to strengthen nurse education in the
UK and were complimentary to the original P2K curricula. Sir Leonard Peach was
commissioned to review and examine pre-registration nurse education and, based on the
recommendations received (UKCC 1999), the then United Kingdom Central Council
(UKCC) developed the Fitness for Practice (FFP) curriculum. The underpinning philosophy
of FFP was that nurses would be prepared for practice based on contemporary and
anticipated healthcare needs. This, it was stated, would be a ‘practice-led’ curriculum. By
this | mean that the NHS would have a greater input into the curriculum content to ensure

currency and relevance to healthcare needs.

The key changes associated with the introduction of the FFP Curricula were:

e Common Foundation Programme (CFP) to be reduced to 1 year

e Higher Education Institutions (HEI) and National health Service (NHS) Partners
shared equal responsibility for the selection and preparation of student nurses

e Practice placements should achieve agreed outcomes, which benefit student
learning and provide experience of the full 24-hour day nature of health care.

e A period of supervised clinical practice of at least 3 months towards the end of the

programme



o All newly qualified registrants to receive a supported period of induction and
preceptorship when they begin employment

e There should be an expansion of graduate preparation.

Kenny (2004) claims that the Fitness for Practice (FFP) movement was best seen as a
lever for Government-led change. FFP became the UK Government’s driver for changes in
nursing and midwifery education as a response to what Kenny calls the failure of Higher
Education Institutions (HEI) to deliver skilled practitioners for the modern healthcare
system. One could argue that claims about HEI having failed are overdramatic (Watson
and Thompson 2001), but nevertheless, the perceived need to respond to concerns in the
profession about clinical-relevancy appears to have been an important driver in the policy
development process. FFP directly emerged from concerns about the fithess to practice of
the P2K undergraduate curricula and was proposed as the solution, which would introduce
students to clinical skills in a more comprehensive fashion with an emphasis on early
exposure. Fitness for Practice (FFP) (UKCC 1999) continues to provide the foundation for
current nurse education. FFP was introduced in 2002. FFP imposed a requirement of 50%
theory and 50% practice learning (NMC 2010, UKCC 1999) and has a clear outcomes-
based competency focus, with accreditation for both theory and practice components
defined. It is important to note at this point that the UKCC was superseded by the Nursing
and Midwifery Council (NMC) in 2002 with the four National Boards disbanded. The NMC

took over the responsibilities of the UKCC and the four National Boards.

1.2.3 The present day

Following a UK-wide consultation undertaken by the NMC between 2007 and 2009, it was
decided that nursing and midwifery should move to an all-graduate profession by 2013
(NMC 2010a). The rationale for the move to an all-graduate profession included the

following assumptions:

e The numbers of degree-educated nurses had been increasing steadily over time,
and some countries of the UK already offered degree programmes.

e Some suggestion that nurses who are educated to degree level may be able to
demonstrate analytical and problem-solving skills at a higher level.

e Many people believed that raising the minimum level of nursing education to
degree level would bring the UK in line with other countries and, importantly, with
other health care professions. This could enable more inter-professional learning

across pre-registration programmes (NMC 2010a).
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Findings from the consultation revealed a significant level of support for retaining four
specific fields (previously referred to as branches) of nursing; adult, mental health, learning
disabilities and children’s nursing. Equally, many people thought that continuing with this
approach could narrow the focus, restrict innovation and hamper joined-up care.
Furthermore, there was significant recognition of the need to modernise the way nursing
students learn. A widely held view was that, while future nurses required having the
specialised skills to care for particular patient groups, they must also have the knowledge
and skills needed to provide core care to all patient groups (NMC 2010a). This, | argue,
has implications for practice learning modelling. The current practice learning model, as
discussed earlier, does not lend itself to meeting these aims due to its random nature and,
in some cases, practice learning experiences of a short duration: the perception is that
students go to a placement for surgical or medical experience. To address these needs,
one solution is to design practice learning experiences that follow the patient journey rather
than short, sharp exposures. By patient journey | mean a person’s health trajectory or the

patient’s journey through the healthcare system.
In September 2008, the NMC made a number of decisions concerning the future

framework for pre-registration nursing education. Some of these decisions were informed

by the Tuning Project*. Table 1 details these decisions.
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Table 1: The TUNING Project decisions

In future, programmes would have a blend of generic learning and learning which is
specific to the nurse’s chosen specialism (now known as field) with the proportion of

field-specific learning increasing over time.

The generic and field-specific aspects of the programme will be combined to allow
shared learning between fields. There will also be opportunities for shared learning
with other healthcare professions.

These will give students a chance to meet the required generic and field competencies
in a wide range of practice settings, in all places where nurses deliver care including

walk-in clinics, GP surgeries and people’s own homes.

To meet the competencies, there are specific skills that nursing students should be
able to demonstrate. These are included in the Essential Skills Clusters (ESCs) and
they form part of existing programmes. For new programmes, ESCs will be used in a

similar way and should be met at various points in the programme.

New programmes will still be at least three years’ long, with half the time spent learning

how to give direct care in practice settings. There will be two progression points.

Normally, these will separate the programme into three equal parts, and each will have

specific criteria that must be met before a student can move from one part to the next.

For progression point one, students will have to meet criteria for basic care and safety,

as well as demonstrating professional behaviours expected of a nursing student.

For progression point two, programme providers must set learning outcomes that allow
the student to demonstrate an ability to work more independently, with less

supervision, in a safe and increasingly confident manner (From NMC 2010b).

A key premise underpinning these changes is that degree-level nurses will be able to
provide an improved standard of care. However, a criticism | have of these decisions is
that there is a lack of specificity regarding how practice and capabilities are understood

and how these will be developed. Furthermore, there is no reference offered as to what

*TUNING Educational Structures in Europe started in 2000 as a project to link the political objectives of the Bologna Process

and at a later stage the Lisbon Strategy to the higher educational sector
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pedagogies and conditions will constitute the practice learning experience of these nurses’
capabilities, and what is the rationale for decisions about the structural design of these
practice placements. In essence, as with most NMC curricula decisions, these
demonstrate the continuing reliance on individualistic models of learning which still do not
acknowledge the complex nature of practice and the distinct dynamics of student

participation in practice.

Regulation of nursing and midwifery preparation is very much Anglo-centric, which is, in
being regulated by the NMC, London-based. Scotland, however, has a unique system of
devolved government. The majority of pre-registration nursing places at Scotland’s
universities are controlled, funded and commissioned by the Scottish Government Health
Directorates (SGHD). The funding for the commissioned nursing provision is directed
through the Scottish Funding Council (SFC) via a ring-fenced grant from the Scottish
Government’s Health budget. The Scottish Government also provides funding to cover
fees and a means tested bursary for all eligible students on a nursing or midwifery
programme leading to registration. However, Scottish Nurse Education and their curricula
must align with the UK model, even where Scotland has different patterns of Health and
Social Care needs from the rest of the UK. For example, the direction of health and social
care policy in Scotland is firmly rooted in developing services that are primary care-based
and focused on health improvement. Yet the study ‘Nursing and Midwifery in Scotland:
Being Fit for Practice’ (Lauder et al. 2008) demonstrated that students’ practice

placements still tended to reflect a secondary care, illness-orientated focus.

1.3 Summary

As can be noted from this brief historical review of nurse education preparation, many of
the challenges faced today are not new. As a practice-based profession, the focus of
preparation has been, and still remains, firmly rooted in practice. However, some
significant changes for the better have come about. One is the recognition that student
nurses, when part of the ‘rostered’ workforce, are making a significant contribution to
meeting the needs of the hospital at the expense of their own educational needs. Student
nurses now have supernumerary status and all the benefits which go with this. Arguably,
however, the most significant change evident from the implementation of the P2K curricula
is that educating the mind has been given an equal standing with producing skilled
practitioners. All programmes now have an equal balance of practice and theory:
classroom-based delivery of theories related to nursing, such as anatomy, and clinically-

based opportunities to practice nursing skills in situ. However, the introduction of P2K was
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associated with a resurgence in criticisms that newly qualified practitioners were not being
prepared adequately for their roles and required high levels of support to make the

transition to competent, confident practitioners (MacLeod-Clark et al. 1996).

Issues around role transition and ‘preparedness’ are discussed and explored under
sections 1.4.7 and 1.4.8 and in paper 4, Findings from the early implementation of the
Scottish programme for newly qualified nurses and midwives: Flying Start NHS™ and
paper 2 ‘Fitness for Practice in Nursing and Midwifery education in Scotland, UK, which

form part of this thesis.

Throughout time, the issue of high attrition rates have been a long standing concern in the
profession. Today student nurse education in Scotland is funded by the Government. In
the current economic climate every student lost to a programme is costly, both in economic
terms and in reputation. Each student lost to a programme also has implications for future
workforce planning. Further explorations of the reasons for such high attrition are
discussed later in this chapter and in paper 3, An integrative literature review of student
retention on programmes of nursing and Midwifery Education: Why do students stay? in

this thesis.

Nurse education can be suggested to have come full circle from the Nightingale days. The
value placed on practice learning has shifted during the course of history. As noted earlier,
Nightingale’s training programme was very much a practical hands-on approach with little
emphasis placed on the theoretical underpinnings of care. The P2K programme was
perhaps the culmination of a shift in the opposite direction with its emphasis on theory and
its focus on producing knowledgeable doers. Current programs attempt to square the circle
with an overtly increased emphasis on the practical element while still retaining a strong
theoretical underpinning. However, practice learning remains to be, as this thesis

illustrates, a problematic issue for students today.
The following section will explore in more detail the difficulties and challenges students

face whilst on practice learning experiences, as reported in the UK and international

literature.
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1.4 Practice learning for nursing education in the UK

Graduate nurses are required to have adequate knowledge and skills and to be able to
translate competencies into effective performance (NMC 2010a). Practice learning is an
essential part of the undergraduate nursing curriculum in attaining effective, competent
practice and accounts for 50% of the current nursing programmes in the UK. The nature
and quality of the practice learning environment and the student nurses' experience of their
practice learning are recognised as being influential in promoting the integration of theory
and practice and, ultimately, in developing nursing capability. It is during their practice
learning that students are required to develop the relevant knowledge, skills and
competence (Chan 2002), to develop their capacity for ‘knowing how’ as well as for
‘knowing that’ (Cope et al. 2000, Dunn et al. 2000) and to expand their perceptions of their

future role as a registered nurse.

The following sub-sections discuss the nature and purpose of practice learning, examine
alternative models, and explore its key aspects. They will also critically explore potential
solutions to identified problems that may enhance the students’ experience in practice,
such as support structures, and how these can positively or negatively influence students’

motivation to learn in practice, or even to remain in the programme.

1.4.1 Nature and purpose of practice learning

The nature and purpose of practice learning is in part conveyed through the language that
is used to describe it. Clinical placement, clinical practice experience, clinical practicum,
and practice learning are some of the terms used to describe the placement of a student
within a clinical venue such as a hospital or community care setting in order to support an
aspect of experiential learning (Gray at al.2011) . The typical use of the term ‘placement’
creates an image of a physical location or professional team, which the student goes to
and remains within for a period of time. It suggests that student learning is about and
within the boundaries of that location or the team; in a sense, this limits the student
experience (Roxburgh et al. 2012). This delineation of practice learning reflects much of
the literature in nursing education, which focuses on how to structure the placement, and
debates the length of placements (Lauder et al. 2008) as opposed to exploring
comparative pedagogies for supporting student activiies and promoting learning.
Contemporary practice learning, particularly in the context of ‘supernumerary’ status,

should be a flexible system within which the student is facilitated to pursue meaningful
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learning experiences that are person-centred and that span health and social care services

and beyond in conjunction with patients’ journeys (Roxburgh et al. 2012).

The length of time students need in practice and the quality of that time is a recurrent
theme in the nursing literature and was commented upon in the Fitness for Practice Report
(UKCC 1999). Like so many other issues in undergraduate curricula, it is difficult to find
robust empirical data to provide guidelines for total hours, length of placement, number
and range of placements at particular stages of a programme that should structure a given
curriculum model (Roxburgh et al. 2008). As discrete episodes of experiential learning, the
timing, duration, venue and setting used for each practice experience is highly variable.
However, on each occasion learning opportunities are expected. Most of the major reviews
of pre-registration education focus on this issue (May et al. 1997, MacLeod-Clark et al.
1996) but, as with other aspects of the curriculum, definitive research is notably sparse. In
the absence of empirical data, curriculum designers make best guesses on placement
length through a combination of course evaluations, professional expertise, a little
empirical data and ‘rules of thumb’ heuristics (Roxburgh et al. 2008). Curricula evaluations
and a review of these are explored further in paper 1, A review of curriculum evaluation in

United Kingdom nursing education, in this thesis.

In studies of psychomotor learning, Welford (1987) concluded that, for some type of skills,
learning practice effects are proportional to the time taken to learn and for other skills they
are not proportional. In a study of pianists, Williamson and Valentine (2000) found that
overall quantity of practice was not related to quality of performance. Pianists who spend
longer time segments at particular stages (middle segments) produce better outcomes. In
a meta-analysis of behaviour modelling training, Taylor et al. (2005) identify longer training
times as one predictor of effective skill development. These findings suggests that, when
structuring the length of nursing practice learning experiences, curriculum designers may
need to have practice experiences of varying lengths, with longer practice experiences at
particular stages of the programme and perhaps not in the final stage of the programme as

is normally the case in nursing.

1.4.2 Nursing’s current practice learning model

Since the introduction of P2K and subsequent FFP curricula, the predominant practice
learning approach adopted by nursing is based on a rotational model. A rotational model
may be described as ‘a series of placements that have no defined connection between

them other than providing exposure to a range of patient groups and services’ (Roxburgh
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et al. 2012 p783). Several limitations of this model have been identified. Holland et al.
(2010) noted that the current approach is planned and managed predominately in
response to placement availability. For example, an undergraduate semester’s academic
focus could be on cancer and palliative care theory linked with public health issues,
however, the student then has a practice learning experience in a care home or a
rehabilitation ward. In addition, rotational models of placement may not necessarily be
integrated into the academic learning experience and only tenuously linked to the students’
learning needs or curiosities. Practice allocations are not within the students’ control
(Campbell 2008) and placements are frequently short and perceived as disconnected from
each other rather than as part of a sequential process. Lauder et al. (2008) identified that
student nurses in their various field programmes (Adult, Mental Health, Learning Disability,
Paediatric) and student midwives are prepared for their practice learning experience
through the same theoretical curriculum in each university. It is not the same situation with
regards to their clinical curriculum. An example of this is that no two students, even if they
are working on the same ward and same shift, will experience and learn the same things
because they will have different patient contacts with different needs. Although there are
prescribed NMC standards (NMC 2008, 2010a) and outcomes to be achieved, the

pathway to achieving these does differ for each student.

Within the ‘rotational’ practice learning model, students can have up to six different
placements in any one year of the programme (Lauder et al. 2008). This continual moving
from placement to placement can result in learning time being compromised as students
engage in the constant process of orientating themselves to new environments and the
teams (Roxburgh 2014). As a result, many students today report feeling like ‘visitors’ to
their clinical placement and that they do not ‘belong’. Being ‘accepted’ and feeling ‘part of
the team’ are key dynamics in students gaining the greatest benefit from their clinical
learning experience (Levett-Jones and Lathlean 2007, Roxburgh et al. 2011, Roxburgh et
al. 2012). In addition, there is considerable evidence that a one-to-one relationship is of
prime importance to the students’ learning and professional development in clinical
practice (Allan et al. 2008, Myall et al. 2008). A number of factors compound the difficulty
of achieving this one-to-one relationship, including an increase in intensity and complexity
of patient care, which has increased the demand for nursing practice over the past decade
(Chang et al. 2005). Higher patient acuity, an ageing patient population, shorter hospital
stays, hospital closures, advances in medical practice, expanding technology and
expanded roles for nurses have created a greater demand on the specialist skills of
registered nurses (Alspach 2000, RCN 2004). Faced with such demands, registered

nurses have found it harder to balance their duty to meet patient needs with the desire to
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promote positive learning experiences for students (Holland et al. 2010). | would argue,
however, that learning in practice should be integral to healthcare delivery. When learning
and care delivery occur simultaneously, this helps to develop a skilled professional.
Reflecting on the past, students learnt from more senior students, staff nurses and clinical
teachers who worked with students on each placement. Clinical Teachers were the
linchpin between the theoretical and practical skills and were able to assess students’
competence. Furthermore, they were in a position to address any attitudes or behaviours
which might need adjustment (Smith and Gray 2001). Unfortunately, this role was
abandoned by the UKCC when nurse education moved into Higher Education.

A further pressure is that of increasing student nurse numbers, all of whom require
completing the prescribed practice hours for the programme. Lauder et al. (2008) reported
many HEIs compete with each other for availability of practice placements. This resultant
competition can pose risks, in particular, the student not gaining the wide range of learning
experiences as advocated by the Quality Assurance Agency (2002) and other professional
bodies. This constant demand for shrinking placement availability means that the fit' of

placements with student need may not always be optimal.

1.4.3 What makes for a good practice learning experience?

Various studies have explored the prerequisites of a successful learning experience in the
clinical setting (Andrews et al. 2005, Léfmark and Wikblad 2001, Saarikoski 2002).
According to these findings, the core elements of positive experiences are related to
students’ own motivation to learn, students being accepted into the environment, a positive
atmosphere among the nurses and a supportive attitude as well as distinctive
characteristics of the interaction between clinical instructors and student. Lauder et al.
(2008) concur with the latter point in suggesting that the nature and quality of the
experience that students gain in practice placements is mainly dependent on their
allocated mentors and other practitioners, and how they undertake that role in facilitating
learning and supporting the students to achieve their practice competencies (NMC 2010)
and learning outcomes as prescribed by the individual University (Roxburgh et al. 2011).

1.4.4 Motivation to learn

Within the nursing education literature the importance of student motivation cannot be
underestimated. Biesta (2004) argues that education begins when a student wants to

acquire knowledge and skills. In professional education it is fundamental that students
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must know how to use their knowledge in order to take action in different contexts
(Bengtsson and Ohlsson 2010). Studies have shown that, in the practice setting, the most
significant factor to students acquiring knowledge and skills are the students’ interest and
motivation (Biesta 2004, Dolmans et al. 2008). To be motivated means to be moved to do
something (Ryan and Deci 2000). Ryan and Deci (2000) state that a person who has no
drive or inspiration to act is thus characterised as unmotivated, whereas someone who is
enthusiastic or stimulated toward an end is considered motivated. Schunk et al. (2008)
recall psychological theories of motivation linking it with extrinsic and intrinsic stimulators.
Extrinsic motivation can be described as coming from outside the student (Biggs 2003),
such as gaining fame or recognition, financial reward or in the case of students, earning a
degree. These rewards are what drive a student to achieve their goal even if they are not
fully committed or interested. An example of this in nursing would be when a student is not
interested/enjoying their practice learning experience but knows that they have to get
certain competencies or essential skills ‘signed off’ by the mentor so this will be enough to
keep the student motivated in order for him/her to put the effort in to achieve this. In
contrast, intrinsic motivation is said to come from within the student (Biggs 2003). In other
words, a student who is said to be intrinsically motivated learns for pleasure or a sense of
satisfaction rather than for any kind of reward. McKeachie (2002) states that intrinsically
motivated students choose tasks that enhance their learning and work hard at them.
Knoop (1995) also highlights that intrinsic motivation is positively correlated to job

satisfaction while extrinsic motivation is negatively correlated to job satisfaction.

1.4.5 Acceptance into the environment

Numerous authors state that for nursing students to develop knowledge and skills and be
successful in practice learning they have to feel part of that community and valued within it
(Bradbury-Jones et al. 2007, Levett-Jones et al. 2009). Reports identify that staff attitudes
and behaviours can determine whether the environment is friendly or hostile (Papp 2003).
Simple gestures such as the ward expecting the student and welcoming the student on
arrival can ease the anxiety students feel when going to new learning environments
(Roxburgh et al. 2011). As reported by Bradbury-Jones et al. (2010), such simple gestures
can make the student feel part of the team and have an impact on the students’ self-

esteem.
Warne et al. (2010) emphasise the importance of students being provided with adequate

time to ‘settle in’. A settling in period allows the students to become familiar with the team,

culture and practices of each unit or ward to which they are assigned. However, as
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Roxburgh et al. (2012) report, many student practice learning experiences are of a short
duration which do not afford the student a ‘settling in’ period and thus students feel lost
and unsure of themselves. The literature is replete, unfortunately, with examples of
students reporting feelings of being ignored (Bradbury-Jones et al. 2010, Cope et al.
2000), not being offered encouragement (Levett-Jones et al. 2009) and not being given
responsibilities appropriate to their stage of learning (Roxburgh 2014). Such experiences
are reported as having a negative effect on students developing competence and
confidence which impacts on their engagement with learning opportunities (Levett-Jones
and Lathlean 2007).

The seminal work of Fretwell (1982) and Orton (1981) demonstrated that the most
significant influencing factor on the ward climate and culture was the ward charge nurse. It
was reported that if the charge nurse valued and embraced students to the ward then the
rest of the team did also. However, if the charge nurse saw students as a nuisance or
inconvenience, likewise, the team did, too. Not much appears to have changed today with
Lauder et al. (2008), Holland et al. (2010) and Roxburgh (2014) reporting that the Senior
Charge Nurse (formerly known as ward sister) hold primary responsibility for promoting a

particular ward climate that affects the supervision of students’ learning.

The need by students to feel part of the team, or to ‘belong’ to the team, as Levett-Jones
and Lathlean (2007) put it, appears to be fundamental in order for them to learn (Roxburgh
et al. 2012). Some authors (Roxburgh 2014, Walker et al. 2011) have referred to the length
of practice learning time as a key element in developing a sense of belonging. Tinto’s
(1975) seminal work with college students describes how belonging is believed to be
fundamental to how people make sense of their lives. A person’s sense of identity is based
on social interactions that show our belonging to particular communities through shared
beliefs, values, or practices (Tinto 1975). Tinto argues that high levels of retention are
linked with high levels of student integration and congruence with the course and culture of
the institution (Tinto 1975, 1993). Findings from my hub and spoke phase 2 study identified
what is known as a ‘sophomore slump’. The observation of this slump is first recorded by
Freedman (1956), who relates the difficulties of an academic and personal nature
experienced by second year students in US Universities. One major reason sophomores
experience a slump results from diminution of attention and time being dedicated to them
in year 1 studies. They can feel cut loose from support networks and disconnected from a

larger purpose of their work (Valdosta State University 2008).
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More recently, Roxburgh (2014), Roxburgh et al. (2012) and Bradbury-Jones et al. (2010)
have reported the importance of students having at least one registered nurse who takes
responsibility to support and induct the student into the practice environment and team.
Fundamental to this action is that students are eager to make meaningful contributions to

patient care as part of the team (Bradbury-Jones et al. 2010, Roxburgh 2014).

1.4.6 Student support and mentorship

The literature clearly identifies specific student needs during practice learning. First,
students need to be effectively assimilated and develop a relationship with the registered
nurse and the team in order that they are encouraged to actively observe, and participate
through asking questions about practice (Egan and Jayne 2009, Eraut 2003, Levett-Jones
and FitzGerald 2005). Second, registered nurses must be effective role models who can
guide and supervise students in performing skills, and assist students to make sense of
their knowledge through asking questions of the students (Henderson et al. 2010). The
literature refers to the significance of this ‘being in practice’ as part of the socialisation
process of becoming a nurse (Levett-Jones and Lathlean 2007). Students acknowledge
the importance of itting in’ to the environment in which they are allocated as significant to
their actual experience and, ultimately, their success in becoming a qualified nurse (Myall
et al. 2008, Roxburgh 2014). Further impediments include a perception by clinical staff
that teaching is a burden (Holland et al. 2010) and inadequate understanding and
preparation of the registered nurse for the teaching role (Eaton et al. 2007, Holland et al.
2010).

The importance of student supervision and mentorship was identified in the
implementation of P2K curricula in Scotland (Cerinus and Ferguson 1994). Mentorship in
clinical practice is a key element in ensuring Fitness for Practice (Field 2004, Holland et al.
2010, Hughes 2003, Spouse 2001). However, there is little consensus in the literature as
to what represents appropriate support and which support methods best facilitate deep
learning (Andrews and Roberts 2003). The terms ‘mentor’ and ‘preceptor’ seem commonly
interchangeable, although mentor more commonly refers to qualified nurses specifically
prepared to work (where possible) with students and support them during practice
allocations. The notion of preceptor (Burke 1994, Fowler 1996, Pembrey 1980) has been
used to denote the role of a more senior and experienced qualified member of staff with a
special remit to induct qualified nurses into positions of greater responsibility. Watson
(2000, 2004) undertook two useful studies including a study of the preparation of mentors

through the National Board for England Teaching and Assessing in Practice courses
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reporting that many nurses, especially senior staff nurses, saw involvement in mentorship
as a stepping stone to promotion, but a number were not wholeheartedly committed to the
role. More recently, similar findings were reported by Holland et al. (2010) and Roxburgh et
al. (2012) with these authors further suggesting that not all registered nurses should be
mentors due to their poor preparation for the role but also because some appear to not

have the desire or knowledge to fulfil the role.

Holland et al. (2010) reported that students were often unable to work alongside their
allocated mentors as per the NMC guidelines for supervision in practice. Long et al.
(2003), in their evaluation of the preparation of specialist paediatric oncology nurses,
found that students and mentors reported a lack of opportunities to work together and
greatly varying practises in supervision and assessment. An early study by Watson (1999)
reports a focused qualitative investigation of students’ views of mentoring in a pre-
registration common foundation programme. Students on the programme had a very clear
view of the role of mentor, which (as distinct from mentors’ views) included planning their
learning experiences during the allocation. A more recent study by Roxburgh (2014)
supports this early finding with students reporting that they did not expect the mentor to be
a constant presence, but that arrangements (learning opportunities) made by the mentor
should persist in their absence. Equally, Murray and Williamson (2009) draw to our
attention that the student, too, has a responsibility in this relationship, namely to

demonstrate motivation and enthusiasm to learn.

Of note, however, is an important shift in the role of the mentor from that of facilitator/
supporter/supervisor of practice to one of assessor. Nettleton and Bray (2008) identify this
change as arising from the development of Fitness for Practice and later from NMC (2008)
documentation who defined a mentor as someone who ‘facilitates learning and supervises
and assesses students in practice’ (p45). With this definition the term ‘mentor’ has been
adopted for the role formally known as ‘assessor’ or ‘supervisor’. Professional regulations
have identified the need to be ‘it for practice’ at the point of registration and research
carried out by Duffy (2003) and Duffy and Hardicre (2007, 2007a) regarding ‘failing to fail’,
identifies that a lack of a clear definition of the role of mentor exacerbates the situation.
Practitioners may be unclear regarding their precise primary responsibility with potential
conflicts of interest between their roles as student supporter, facilitator and counsellor, but

also as their assessor.

Scotland, in recognising the above opportunities and challenges, has developed and

implemented a new role of Practice Education Facilitator tasked with supporting mentors in
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practice (McArthur and Burns 2008). NHS Education for Scotland (NES) have developed a
National Approach to Mentor Preparation for Nurses and Midwives (NES 2007),
incorporating the NMC (2006) Standards to Support Learning and Assessment in Practice.
This is a benchmark to assist with the appropriate preparation of mentors and assessors.
All of these initiatives are key components of a concerted strategy to support students and

mentors.

1.4.7 Challenges for HEI and NHS partners: role transitions

Transition has become a key concept in the professional education literature, with
particular concern focused on the school-to-work or classroom-to-practice transitions.
Fenwick (2013) compares diverse discourses of transition, arguing that universal, linear
models of transition are unsuited to understand the complex transitional experiences of
different individuals in different professional settings. Kilminster et al. (2010) present the
notion of reframing the novice’s transition (from classroom to wards) as critically intense

learning periods.

Fitness for Practice (UKCC 1999) raised concerns about the final year of the programme
not adequately preparing students for the real world of the newly qualified practitioner
(NQP). The UKCC (1999) recommended a three-month period of supervised clinical
practice towards the end of the third year, the intention being that this three-month period
of supervision would provide an aid for student nurses in making the transition to NQP.
The three-month ‘transitional period’ is best regarded as a notional length of time, rather
than being based on a significant body of evidence around role transition. For example,
when reviewing the influential work of Kramer (1974) on role transition, the term ‘reality
shock’ was coined, which described the specific shock-like reactions of NQP when they
found themselves in work situations for which they were far less prepared than they had
believed. Gallagher (2012) determines that transition is an individualised process which is
not a singular event but one which occurs over an undetermined period of time. Therefore,
if we review both these arguments, the UKCC (1999) recommendation would appear to be
a ‘one size fits all’ approach which does not take cognisance of individual needs in making
the transition and the UKCC recommendation is enacted whilst the nurse is still a student
and thus to some extent still protected by their mentor and not an actual NQP. The

transition from student nurse to practitioner is seen as a:

... period of learning and adjustment when the graduate (diplomate) applies and
increases knowledge and competence and is socialised into the workplace.
(Victoria Department of Human Services, 2002, p12)
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In contrast, Bridges (1980) defines transition as ‘starting with an ending, followed by a
period of confusion and distress, and leading to a new beginning’ (p9). In other words, at
the point of becoming an NQP, the student has satisfactorily attained the NMC Standards
for Fitness for Practice. This then leads to them taking up post, which results in, as Kramer
(1974) describes, ‘shock-like’ experiences of bewilderment and fear and a realisation of
the enormity of being an NQP, followed in time by becoming, as Benner (1984) details,

‘advanced beginners’ who begin their professional journey.

The challenges experienced by newly qualified practitioners have been known for some
time and are widely reported worldwide, for example, in Australia (Lauder 1993), Canada
(Ellerton and Gregor 2003), Israel (Greenberger et al. 2005), South Africa (Moeti et al.
2004) and the UK (Holland 1999, Andrews et al. 2005, Banks et al. 2011). Common
challenges reported internationally include limited decision-making skills, lack of
communication skills, lack of clinical skills and drug calculation/administration skills, lack of
managerial skills, role stress, role boundaries, higher levels of accountability, fitting into the
clinical environment, and working as a member of the multidisciplinary team. It appears
that for nurses to manage the transition from education to professional practice they
require knowledge, skills and proficiency in many areas (Banks et al. 2011, Gerrish 2000,
Holland 1999). Duchscher and Myrick (2008) reported that NQP experience ‘transition
shock’ which encompasses feelings of anxiety, insecurity, instability and inadequacy. The
transition period is the time when practitioners learn to manage and control many aspects
of their practice. This involves a balance between demands and control. Practitioners who
report less job control report higher stress levels (Chang et al. 2005). It is the adverse
effect of participation without control, rather than participation per se, which affects job
stress (Israel et al. 1989). Lack of control over one’s work has been identified both as a
source of stress and as a critical health risk for some workers. The demand-control theory
of work is also linked to learning and professional development (Parker and Sprigg 1999,
Taris et al. 2003). Employees who are unable to exert control over their work are more
likely to experience work stress, which, in turn, impairs learning amongst new staff (Taris
and Feij 2004).

In Australia, McKenna and Newton (2008) report that graduates do perceive gaps between
their knowledge and the skills required in the workplace. An American study involving
newly registered nurses indicated they found being on the ward stressful, citing
organisational, managerial, and clinical skill deficits. While studies reveal that new
graduates are aware that they need a high level of support to successfully make the

transition from graduate to competent and confident practitioner (Andrew et al. 2008,
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Fulbrook et al. 2000), others report that the real world experience of the new graduate is
often unsupportive and extremely traumatic (Banks et al. 2011). For many, the transition
experience is characterised by fear of failure, fear of responsibility and fear of making
mistakes (Banks et al. 2011).

A number of studies highlight issues of competence amongst NQP (Amos 2001, Hickie et
al. 2007, Runciman et al. 2002). In a study involving in-depth interviews with 12 Irish
nurses who were within one year of qualification, Mooney (2007) reported that NQP have
specific needs, many of which are unrealised. The vast and increased workload, which
involves less patient-contact and more non-nursing duties, came as a surprise to
participants, as did the expectation of in-depth knowledge, coupled with feelings of
increased responsibility, compounded by a perceived inadequate experience. In a Swedish
study, Kapborg and Fischbei (1998) investigated the transition from a three-year nursing
programme to a professional role as registered nurse: eight participant nurses kept diaries
over a period of two months. Again, participants reported that ‘non-nursing’ tasks,
including the management of paperwork and administrative work, left them with less time
to spend on patient-oriented activities. Participants felt uncertain about how best to care for
patients with complex presentations. All the nurses experienced a high workload and

reported difficulties in feeling relaxed during their off-duty time.

In a small-scale cross-sectional survey comparing interview data of newly qualified nurses
in 1985 and 1998, Gerrish (2000) reported that the latter felt less stressed about transition
than newly qualified nurses in 1985. O’Conner et al. (2001) compared perceptions of the
competence of newly qualified nurses as judged by 139 senior nurses and the actual
observed competence of 36 newly qualified nurses. They found that newly qualified nurses
consistently performed at a higher level than that expected by senior nurses. In contrast,
Fraser et al. (2000) report that the transition from student midwife to midwife was
associated with a drop in confidence. This was improved if support was provided, and by
the end of the first year, midwives were described by managers as competent and
confident. Lauder et al. (2008) propose that it is not lack of competence, nor lack of
confidence which characterise the NQP, but recognition of the considerable legal and
professional accountability for care, combined with limited understanding of the discipline

of the workplace and the requirements of being an employee.
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1.4.8 Easing the transition

Unlike nursing, medicine has long recognised the need for a longer period of training with
gualified medical staff undertaking training posts on qualifying. Whilst subject to less
empirical research there are some data which suggests that during the transitional period,
Allied Health Professionals have similar experiences in terms of stress, feelings of
inadequacy and being unsure about their professional identity (Mandy 2000, Rugg 1999).
Although a number of researchers during the 1990s suggested that formal transition
programmes ‘smoothed’ the transition process (Crow 1994, King and Cohen 1997, Madjar
et al. 1997), there was minimal evidence to support efficacy, particularly in terms of
improved retention. Successful transition programmes, Heath et al. (2002) suggest,
encourage new practitioners to remain in the workforce and maximise the communities’
investment in the education and training of practitioners. In Australia, transition
programmes provide the initial sustained exposure to clinical contexts and an opportunity
for the application of the theory learnt in the undergraduate degree (Levett-Jones and
FitzGerald 2005). Furthermore the first three to six months is considered the crucial length
of time for professional adjustment and for creating a commitment to a career in nursing
(Roxburgh et al. 2010).

Evaluation of a residency programme for graduate nurses in America (Altier and Kresk
2006) found that satisfaction scores remained consistent throughout the first years with the
authors suggesting that graduate nurse programmes of this nature could prevent attrition
in the first year post qualifying. Halfer (2007), researching an internship for graduate
nurses in America, concluded that a well-designed programme could reduce recruitment

and retention costs through increased job satisfaction.

For NQP in Scotland, the Scottish Executive Health Department (now the Scottish
Government Health Department) commissioned NHS Education for Scotland in 2004 to
develop a web-based educational resource to support the transition from student to NQP
for all nurses, midwives and AHP. In January 2006, ‘Flying Start NHS™ was launched to
NHS Scotland and Higher Education Institutions. Since its introduction there have been 3
major evaluations and it has subsequently been purchased from NHS Scotland by the
Department of Health in England and the State of Queensland Australia. Paper 4, Findings
from the early implementation of the Scottish programme for newly qualified nurses and
midwives: Flying Start NHS™, in this thesis, explores the early implementation of this

programme with specific reference to retention of NQP nurses and midwives.
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1.4.9 Attrition/Retention

Attrition from programmes of nursing and midwifery is a major issue for health services.
High attrition figures can be found in programmes of nursing and midwifery in England
(Last and Fulbrook 2003), Australia (Gaynor et al. 2006), USA (Wells 2003) and Canada
(Day et al. 2005). The debate around attrition rates and wider access in nursing is
somewhat different to those in the higher education (HE) sector as a whole, in which wider
access (associated with low entry qualification, students with parents who have not had
university education and lower socio-economic status) is strongly correlated with high
attrition (HEFCE 2012). It is worth noting that by focusing heavily on attrition, one of the
great successes of nurse education may have unintentionally been obscured. A large
proportion of entrants in many HEIs do not have the entry qualifications required by other
degree programs in the same HEI. The fact that schools of nursing and midwifery take
students with relatively poor entry qualifications, many of whom are from under-
represented groups in the university sector and within three years prepare them for the
profession, is a major achievement in educational terms, social mobility and social

inclusion.

Changes in the UK economic climate and lack of employment have led to an increase in
applications to HEIs for all courses. The number of nursing students admitted each year is
decided at Scottish Government Health Directorate (SGHD) level; demand does not
increase supply in terms of places. Attempts to increase the supply of nurses and
midwives have been made by increasing recruitment and attempting to reduce student and
workforce attrition (Department of Health 2006, SGHD 2007). However, SGHD report that
this mass recruitment and less competition for places have drawn into the system students
who are less likely to progress/complete (SGHD 2007). It is also believed that high
numbers of students in the system are causing increasing pressure on both the HEIs and
practice placements which may, in turn, have a detrimental effect on students’ overall

learning experience and consequently impacts upon retention.

Preliminary work supported by SGHD suggests a statistical association between an
increased number of students and the increasing attrition rate in Scotland, proposing that
for every increase of 100 students into the system since 1999, there has been a
deterioration of 0.95% in retention rates (Tilley 2011 - Unpublished). Student attrition, in
particular, has attracted increased political attention. As the funding of nursing and
midwifery education comes from central government, student attrition is seen as a political

problem as well as a healthcare issue (Cameron et al. 2011). Politically, attrition can be
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framed in terms of value-for-money. Reducing wastage from nursing and midwifery
programmes has become a key political goal in ensuring that the ‘supply side’ of providing
nurses and midwives meets demand and that public money is seen to be used effectively
in funding programmes (David Mason Consultancy 2004, DOH 2006, Gaynor et al. 20086,
SGHD 2007). The Howat Report (SGHD 2007) suggested that by focusing on reducing
attrition rates (down to 15%), significant savings could be achieved for NHS Scotland.

In an attempt to reduce attrition and improve retention, the Scottish Government Health
Department in 2008 set aside £5 million (released from a reduction in student numbers)
‘To support further improvement in the student learning experience and the recruitment
process’ (SGHD 2007 p24) and to reduce the relatively high attrition in pre-registration
nursing and midwifery programmes in Scotland. The Recruitment and Retention Delivery
Group (RRDG) was formed to deliver this brief by developing an enhanced understanding
and model of student support. To support the achievement of the RRDG objectives, five
short-life working groups (SLWG) were established:

e Data Enhancement

e Practice Learning

e Careers/image

e Recruitment, Selection

e Retention

Other drivers behind the formation of the RRDG included: the high financial cost of
attrition, the fact that the health department, rather than the education department, funds
the education, and the requirement that the numbers of student nurses and midwives align
with labour market need. As of September 2012, data demonstrate recent reductions in
the Scottish nursing ‘attrition’ rate to around 26% (ISD 2012). These data are generated
from the NHS Education for Scotland (NES) database using Scottish HEI data returns from
all institutions and the data refer to ‘cohorts’ from each academic year, that is, 2005/6. It is
important to note that, as a result of the Recruitment and Retention Delivery Group work,
shifts are afoot away from reporting ‘attrition’ towards reporting five-year completion rates
because this is believed to be a much more reliable and accurate measure of performance

than ‘attrition’, which, some argue, is a poorly defined term (Sabin et al. 2012).
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1.5 How these challenges might be addressed

In setting out this section | have drawn from the literature reviewed and my own studies.

Whilst considering all of the above issues and challenges, | have come to realise that, from
my perspectives as a practicing nurse, manager, educator and academic, workload
modelling has a key role to play in the challenges identified in practice learning. For
example, as a clinical nurse manager, | was never asked to consider the increasing impact
of students on workload when setting the ward establishment levels. In the current climate
of financial constraint, higher levels of temporary staff and greater patient acuity, NHS
workload modelling must acknowledge the effect that greater numbers of students can
have on the workload of clinical areas. Failure to provide a high-quality learning experience
for nursing students can, however, also potentially lead to negative effects. | discuss this in
paper 6, Undergraduate student nurses’ perceptions of two practice learning models: a

focus group study, included in this thesis.

Providing protected time for those registered nurses who want to mentor students could be
a solution to this perennial problem. Providing protected time could also potentially mean
that he/she could mentor more students. Looking back under the old pay and conditions
scheme for nursing, known as the grading system (Whitley scale), registered nurses who
supported students in practice learning were compensated by being awarded a higher pay
grade. With the introduction of the Agenda for Change pay scale in 2004 (DOH 2004), this
reward system was removed. Possibly, this change requires re-examination. A further
solution is to accept that not all registered nurses should be mentors to our undergraduate
student nurses due to some practitioners’ unwillingness to mentor. This may go some way
to eradicate some of the perceived issues of good and bad mentoring. A further potential
solution is that maybe now the time is right to consider a modern-day version of the clinical

teacher in tandem with rethinking the current mentoring model.

Another solution is to offer students longer periods of time in practice learning in order for
them to have a settling-in period and to provide a sense of team membership rather than
the notion of being visitors to the practice learning environment. Re-visiting the placement
modelling as part of future curricula designs and re-validations might address many of the
problems identified in this chapter. Included in this thesis, Paper 5, Evaluating Hub and
Spoke Models of Practice Learning in Scotland, UK: A Multiple Case Study Approach,
demonstrates how a new model of practice learning addressed many of the challenges

previously identified in this chapter.
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1.6 Conclusions

The goals of practice learning are consistent in seeking to aid students to integrate theory
with practice, apply problem-solving skills, develop clinical skills, develop interpersonal
skills and become socialised into the nursing profession and the health care system
(Mannix et al. 2006). However, this process is itself notably complex, embracing
epistemological goals that include authenticating and assimilating knowledge and
developing problem-solving and critical thinking skills.

The challenge of supporting learning in the practice setting and the many mechanisms
proposed to facilitate this is one of the oldest and most written about aspects of
undergraduate nurse education over the last half century. However, as noted throughout
this chapter, problems continue to beset the practice learning experience for today’s
students. Of particular note is the lack of rigorous conceptualisation of both practice and

learning in the related literature.

Curriculum modelling poses challenges for students in making connections. That is, as
evident throughout the findings reviewed in this chapter, the majority of students appear to
find it difficult to make the links between what they have been taught whilst in university
and the complexities of participating in a practice learning experience that do not appear to
connect immediately with the academic experience. Paper 6 in this thesis, Undergraduate
student nurses’ perceptions of two practice learning models: a focus group study,

illuminates this matter further.

A perennial challenge faced by curriculum designers is the competition for practice
learning environments with sufficient numbers of registered nurses who can mentor
undergraduate students. It takes time to effectively support and mentor students
throughout a practice learning experience. From my own research and that of others, the
reality is that many students experience minimal one-to-one learning from their clinical
mentors. A theme which arises consistently in the literature is the challenge for registered
nurses who act as mentors and who are charged with teaching students clinical skills
finding enough time to act as role models and teachers. The registered nurses’ first priority
must be to deliver care to the patient. Paper 2 in this thesis, Fitness for practice in nursing

and midwifery education in Scotland, UK, provides further discussion of these points.

Linked to the above observations is the emerging narrative of how students may feel like

‘visitors’ to their practice learning experience. This is, in part, attributable to the short
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duration of placements and the constant need to orientate themselves to these new
surroundings and the practice environments’ routines of working. However a more
worrying narrative is the sense of not ‘belonging’ which, in turn, can, in many students,
decrease their motivation to learn and increase the risk of them leaving programmes.
Paper 5, Evaluating Hub and Spoke Models of Practice Learning in Scotland, UK: A
Multiple Case Study Approach, and Paper 3, An integrative literature review of student
retention in programmes of nursing and midwifery education: why do students stay?,

illustrate these points further.

The fundamental goal of nurse education programmes is to prepare the student to become
the newly qualified practitioner. However, no other profession is expected to ‘hit the ground
running’ in the way that newly qualified nurses are expected to. For example, midwives
have a required period of supervised practice, immediately following registration, and
doctors have very structured learning and supervision over their early careers. Although
the NMC (2010b) advise on a period of supervision (preceptorship) for NQP, there is no
requirement by employers to put this in place. As my own research has reported
(Roxburgh et al. 2010), most NQP get approximately a week or two of supernumerary
practice before being expected to take on a caseload of patients, often with little or no
supervision. Paper 4 in this thesis, Findings from the early implementation of the Scottish
programme for newly qualified nurses and midwives: Flying Start NHS™, highlights how a
national role transition programme has been implemented in response to recognising

some of the above challenges NQP face.

The factors affecting the perceived quality of practice learning are complex and
unpredictable and constantly changing in response to factors as diverse as demographics,
medical technology, gender roles, academic inflation and EU legislation and changing
clinical priorities. Hence, uncertainty and complexity can be suggested to characterise the
debate over practice learning environments for undergraduate nursing students (Holland et
al. 2010, Roxburgh et al. 2012).

The next chapter explores in depth and detail the theoretical constructs of learning and
knowing in practice. In discussing these theories, | will offer some insights into how these
theoretical constructs can be better applied to practice learning environments to address

some of the perennial problems identified in this chapter.
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Chapter 2  Learning through, for and at work: some theoretical
constructs

This chapter sets forth the theoretical constructs of this thesis. During the course of
conducting the studies reported in the publications of this thesis, | became frustrated with
the relative lack of emphasis on contemporary learning theory in nursing education, and
the paucity of supporting evidence for the ‘reflective’ theory that seems to be dominant in
nursing. So, after the studies were completed, and as part of my overall thesis study, |
spent time further extending this theoretical examination to explore where my own future
research into practice learning might go. The discussion presented here aims to provide
an overview of the major traditions of constructivism and reflective practice, as well as their
historical theoretical foundations, which have been widely adopted in nurse education. |
will discuss the strengths and limitations of these theories as they apply to undergraduate
nurses’ practice learning and capability development. | then present my new learnings in
situated learning theory and legitimate peripheral participation, and practice-based learning
theory as advocated by contemporary writers such as Schatzki (2002), all of which are

useful in my ongoing thinking about practice learning.

As will be explored within this chapter, these theories represent conflicting perspectives on
learning underpinned by different assumptions about the nature of knowledge, learning
and being. Whilst writing this thesis | also encountered complexity theory, and | became
excited about how its use in nursing education could help students move from simple
competence (technical skill, knowledge and attitudes) to capability (ability to adapt to
change, generate knowledge and continue to improve). While | did not use this perspective
in the six publications included in this thesis, complexity theory has really helped to
challenge and reorganise my thinking around the central questions driving these
publications. Therefore, | have included a brief discussion of my understandings of
complexity theory for learning. | follow this up by proposing the adoption of a combination
of practice based learning theory and complexity theory as a possible forward direction for
me in addressing the array of practice learning issues previously identified in this thesis.
My intention is to illuminate a framework to understand and better support learning

through, for and at work for undergraduate nurse education.
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2.1 Introduction

All practice-based disciplines involve the synthesis of at least two different perspectives on
learning; the academic and the practice-based or, as Raelin (2000) differentiates them,
explicit and tacit knowledge. Explicit knowledge was historically conveyed didactically,
such as by a lecture, while tacit knowledge is deeply rooted in action. The result of explicit
knowledge is thought to be the learner’s conceptual understanding of a concept, whereas
tacit knowledge is manifested in the learner’s skill in doing something. Central to learning, |
believe, is participation. By this | mean learning is not something that takes place in
isolation but rather, learning is produced and reproduced in the social interactions of
individuals when they participate in a culture or organisation. This idea of learning is
situated within the term ‘legitimate peripheral participation in practice’ (Lave and Wenger
1991) whereby participation is not separated from the context in which it takes place, and
learners can learn by acting as a legitimate part of a real community without the

responsibility of mastery or central roles in that community.

The notion of communities of practice as critical sites of learning and development in
organisations has been developed by Lave and Wenger (1991) and, more extensively, by
Wenger et al. (2002). Essentially, these authors note that people have learned informally
and effectively in groups since time immemorial and that the formalisation of management
structures often ignore and indeed disrupts this type of learning. Wenger et al. (2002)
report on the successful cultivation of communities of practice in organisations as diverse
as manufacturing industry, social workers, and researchers. It is my contention that
nursing and health care would be an ideal profession to benefit from the advantages
demonstrated in these other areas. All members of such a community are learners
because they share a common interest and indeed passion for a particular domain so that
sharing knowledge is a natural part of their interaction (Wenger et al. 2002). Learning
therefore includes the development of the identity of the learner as an accepted member of

the community who is trusted and respected by the other members.

Such developments are difficult, if not impossible, to ensure formally, but there are a
number of processes which have been commonly observed to be central to the success
and health of the community. These include legitimate peripheral participation in which
less experienced members of the community are inducted into its practices by modelling,
prompting, and by the gradual transfer of increased responsibility (Lave and Wenger
1991). This process is not dissimilar to mentoring within nursing. Established and

experienced members of the community maintain and exchange state-of-the-art
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knowledge with regard to the domain by dialogue. Perhaps one way in which registered
practitioners might cultivate the community would be to encourage the extent to which
discourse took place within the community, perhaps concerning specific areas of
knowledge or perhaps concerning a general interest in enhancing the effectiveness of the

operation of the community

2.1.1 Areview of the learning styles of students

Differences between students include interests, schooling, attitudes, motivations,
achievements, values, skills and abilities (Knowles 1990). These factors, together with
personality and intelligence, affect how one learns (Knowles 1990). Early work by
Knowles (1990) identified four basic characteristics common to adult learners: self-
directedness, prior life experiences, a readiness to learn and a problem-centred
orientation. Andragogical practice suggests that the best way to teach adult learners is to
encourage an active role for the learner, place the emphasis on self-directed learning, role
model, take a problem-solving approach, and apply concepts to prior experiences.
However, this is an individualist view of learning; empirical research does not support the
notion that all or even most adults are self-directed learners or that they all take a problem-

solving approach in their learning (Fenwick 2004, Schatzki 2012).

As students differ in their conceptions of learning as well as their maturity, students
approach tasks in different ways and thus achieve different learning outcomes (Biggs
2003). Biggs (2003) discusses how students may take either a ‘deep’, ‘surface’ or
‘achieving’ approach to realise learning. Those students who are extrinsically motivated
may learn the bare essentials in order to pass the assessment and thus learn at a surface
level. Alternatively, those who are motivated to develop their intrinsic potential may learn at
a deep level and pursue learning for its own sake. Those who learn at an achieving level
are learners who focus on learning to achieve objectives in the best way. The process of
quality learning aims to encourage students to take a deep and achieving approach to
learning (Nicholls 2002).

Learning styles of students, it is reported, must be taken into account when planning how
they can benefit most from the learning experience both as individuals and as a group (Fry
et al. 2003). Kolb (1984) defines learning style as the way in which individuals organise
information and experience. His theory of experiential learning suggests that there are four
main learning styles to consider. His model consists of a cycle, which portrays a sequence

of learning, where the learner is first involved in an experience followed by reflection about
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the experience. This is followed by the formulation of generalised concepts about the
experience, from which the student forms and tests a hypothesis. After testing the
hypothesis, new experiences are produced and the cycle commences again. Kolb (1984)
suggests that individual differences (past experiences, needs) cause individuals to
emphasise some abilities over others. Whilst there are two dimensions of learning in this
model (abstract-concrete and active-reflective), students supposedly tend to prefer one
part of each dimension over the other. Kolb (1984) labels these styles as convergers,
accommodators and assimilators. An early study by Laschinger and Boss (1989)
demonstrated that whilst the majority of nursing students were represented in all four of
these categories, the majority were found to prefer and utilise a concrete learning style in
their approach. Laschinger and Boss (1989) suggest that for concrete learners, personal
relationships and experiences may influence them more than the subject matter. This
assumption suggests that a consideration of learning styles should influence how
educators plan their approach towards teaching and learning experiences. Jacques (2000)
proposes that student-learning styles can indeed be influenced as they are not
permanently fixed and, as such, can be affected by the educator’s style. Knapper and
Cropley (2000) found that most students do adapt their learning styles to meet the
perceived demands of different educators. Whilst Jaques (2000) suggests learning styles
are not permanently fixed, earlier work by Dux (1989) goes further and suggests that
learning styles may vary from subject to subject. Thus whilst an individual may prefer one
style of learning for say, ‘concrete’ subjects like anatomy, they may prefer a different style

for other more ‘fluid’ subjects like sociology or psychology.

What can be noted when reviewing these early writings on learning styles is, | would
argue, a view of a series of isolated learners each with their inherent learning style. Again,
empirical research has demonstrated that people draw from a range of learning
approaches depending on the situation they are in and that their learning process depends
very much on the situation including the purpose and socio-cultural relations of the activity
(Fenwick 2004, Hager et al. 2012, Schatzki 2012). We need, therefore, a more collectivist

and practice-based model of learning.

2.2 Constructivism

Constructivism, another theory of learning, provides an explanation of how learning occurs
and knowledge is acquired through meaning-making during problem-solving in everyday

situations. The metaphor of ‘construction’ offers a suitable synopsis of the epistemological

view that knowledge is built by individuals (Peters 2001). Within education, constructivist
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theory suggests ‘that one has to experience the world to know it’ (Peters 2001, pl167).
Two variants of constructivism have been proposed; cognitive constructivism and social

constructivism.

2.2.1 Cognitive constructivism

Cognitive constructivism is attributed to the work of Piaget (1973) and his work on the
psychological development of children. Within Piaget’'s theory, learning is said to be
discovered (Liu and Mathews 2005). Piaget identified that children construct understanding
of the world around them, and then experience discrepancies between what they already
know and what they discover in their environment. Understanding is therefore a phased
process involving active participation and involvement. Piaget viewed intellectual growth as
a process of adaptation to the world. He identified a number of important components to
his cognitive development theory, namely:

e Assimilation is the process of taking in new information into our
previously existing schemas

¢ Accommaodation occurs when the existing schema does not work,
and needs to be changed to deal with a situation.

e Equilibration occurs when a child's (person’s) schemas can deal
with most new information through assimilation. However,
disequilibrium occurs when new information cannot be fitted into
existing schemas (assimilation).

Adapted from Byrnes 2001

Piaget believed that disequilibrium drives the learning process as people dislike being
frustrated and will seek to restore balance by conquering the new challenge
(accommodation). When the new information is acquired the process of assimilation with

the new schema will continue until the next time it needs to make an accommodation.

Piaget did not explicitly relate his theory to education, although researchers like Case
(1985) and Peters (2001) have explained how features of Piaget’'s theory have been
adapted to education. A limitation of cognitive constructivism reported by other theorists
such as Vygotsky (1978), Kuhn (1970) and Lave and Wenger (1991) is the lack of

emphasis on how the environment and social interactions influence learning.
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2.2.2 Social constructivism

Theorists such as Vygotsky (1978) have placed more emphasis on the part played by
language and other people in supporting learning. Vygotsky (1978) referred to his work as
‘social’ constructivism. Vygotsky’s theory is distinctive, in that unlike Piaget, he believed
that learning could not be separated from the social context. He argued that all cognitive
function begins as a product of social interactions achieved through ‘interaction with more
knowledgeable members of the culture’ (Rummel 2008, p. 80).

Likewise, Dewey (1933) postulated that knowledge emerges only from situations in which
learners have to draw them out of meaningful experiences. In other words the foundations
for the construction of new knowledge are drawn from the learner’s previous knowledge
about the world, or cognitive models (Askell-Williams and Lawson 2006). Further, these
situations have to be embedded in a social context, such as a ward, where students can
participate and, thus, form a community of learners who construct their knowledge together
(Taber 2011). Learning activities in constructivist settings are characterised by active
engagement, reasoning, problem solving, and collaboration with others (Lutz and Huitt
2004, Christie 2005). The responsibility is on the learner rather than the teacher. It is the
learner who interacts with his or her environment and thus gains an understanding of its
features and characteristics (Christie 2005). The role of the teacher is one of a facilitator
who encourages the learner to question, challenge, and formulate their own ideas,
opinions, and conclusions (Christie 2005). Through this facilitation it is said that learning,
therefore, is the process of adjusting individual ‘mental’ models to accommodate new
experiences rather than by internalising mere facts to be recited later on (Christie 2005).
However, to get to this stage, Dewey (1933) suggests there are a ‘set of readiness’
requirements. The most vital of these is curiosity or interest in what is to be learned. In
tandem there is a need to understand the practical applications of the knowledge or skill
(Dewey 1933). When these constituents are in place, the student is ready to learn and to
have some understanding about its usefulness. Constructivist approaches to education
emphasise the action-based nature of knowledge. The act of doing is referred to as praxis,
and Rolfe (1993) contends that praxis is necessary due to the inability of nursing theory to

adequately account for the complexities and uncertainties of real situations.

Transferring theoretical knowledge acquired in a programme of education to a practice
setting can be problematic due to differences in context, culture, values and modes of
learning (Eraut 2003). Rolfe (1993) maintains, however, that praxis can effectively dissolve

the theory—practice gap, ‘making theory and practice mutually dependent on one another’
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(p. 176). However, the importance of the integration of theory and practice, according to
Seagraves et al. (1996) and Rounce and Workman (2005), is central to professional
education, and necessitates a combination of learning for work with learning through work
and in work. Both Benner (1984) and Schon (1998) proposed that theoretical knowledge is
viewed as ‘knowing that’, which is learnt by intellectual and cognitive activities. Practical
knowledge is seen as ‘knowing how’, which is gained by experience from practical training
and doing things. To give an example, a student may learn the theory of how to give an
intra-muscular injection through explicit knowledge without experiencing the tacit
knowledge of handling the syringe, pulling back the plunger, inserting the syringe into the
medicine vial and drawing up the correct dose. Without hands-on experience, the learner
can be left with the idea that problems are placed into neat little boxes. Furthermore, Boud
et al. (1985) explain that the key strength of practice-based learning is to create
idiosyncratic knowledge, which is in contrast to theory-based learning’s primary strength of
applying generic knowledge.

The work of Raelin (2000) identified a number of significant ways in which practice-based
professional learning (PBPL) may be considered. Firstly, PBPL includes thinking and
reflecting on work practices; it is not just a question of gaining a set of technical skills, it
also involves revising and learning from experience. Secondly, PBPL sees learning as
taking place from action and problem solving within a working environment, and therefore
it emerges in live projects and challenges to individuals and organisations. PBPL also
takes the construction of knowledge to be a shared and cooperative activity, in which
people discuss ideas, share problems and solutions. Finally, PBPL requires not only the
acquisition of new knowledge but the acquisition of meta-competence — learning to learn.
The crucial feature here is that PBPL is a learning process which encourages learners to
take responsibility for their own learning and to develop attitudes and skills towards lifelong
learning (Chapman and Howkins, 2003).

A core concept related to practice learning championed by the majority of practice based
professions over the past two decades is that of reflection. Constructivist assumptions are
implicit in the notion of learning through reflection in professional practice, in that
reflections on our actions and experiences that help shape our knowledge are always

situated within a social context including interactions with others.
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2.2.3 Reflective practice

A number of professions have championed the central premises of reflective practice with
particular reference to the seminal work of Schén (1983, 1998). Schon (1983) suggests
that one of the defining characteristics of professional practice is ‘the capacity to reflect on
action so as to engage in a process of continuous learning’ (p102). The degree to which
the nursing profession has seized on the idea of reflective practice cannot be overstated.
The idea of reflective practice was, for example, written into UK-wide documents
supporting the development of diploma-level Project 2000 pre-registration nursing
education (UKCC 1986) as a means of developing nurses as ‘knowledgeable doers’. The
subsequent Fitness for Practice report on the initial education of nurses reasserted support
for the idea of the reflective practitioner, declaring that students should be able to
‘demonstrate critical awareness and reflective practice’ (UKCC 1999, p38) and, more
recently, the NMC (2010) has included this requirement. The incorporation of reflective
practice is considered to have the potential to assist nurses to draw on experiences and to
link theory to practice (Duke and Appleton 2000).

In defining reflection, Boud et al. (1985) state it is ‘an important human activity in which
people recapture their experience, think about it, mull it over and evaluate it' (p19). They
also suggest that reflection in the context of learning is a ‘generic term for those intellectual
and affective activities that individuals engage in to explore their experience, which leads
to new understandings and appreciations’. According to Johns (1998), the purpose of
reflective practice is to ‘enable the practitioner to access, understand and learn through
his/her lived experiences’ (p 226). Reflection is argued to be a crucial part of the learning
process and it is especially valuable in the professional context because of its potential to
augment learning in the clinical environment (Braine 2009). Blackwell et al. (2001)
suggested that the quality of the student’s reflection is therefore fundamental to the quality

of learning.

Nursing academics maintain that reflection is central to professional development and
critical for advancing professional practice (Braine 2009, Benner 1984, Rolfe 1993).
Schon (1983) proposed two types of reflective practice: reflection-in-action and reflection-
on action. Reflection-in-action signifies reflective thinking while still engaged in the
situation. Reflection-on-action represents reflective thinking about an experience in a post
hoc manner. Knowledge acquired in both types is framed by the practitioner as an active
agent with prior experience interacting with the situation through her/his role (Tversky and
Kahneman 1991).
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Schon (1983) established his theories and their application based on the earlier work of
Dewey (1916, 1933) and along with Argyris (Argyris and Schon 1978, 1996) has been a
major influence on the development of a body of conceptual and empirical work around the
nature of practice learning. Dewey (1933) recognised the social nature of learning and the
importance of the continuity of experience. Concrete experiences in the practice setting
can be reflected upon, leading to new insights and application of new learning (Kolb 1984).
However, learners need to engage with the experience, deconstructing and reconstructing
it in order to learn from it and build their own unique body of knowledge. Within
constructivist theory this would be known as scaffolded learning (Spouse 2001). In
scaffolded learning, a body of knowledge is held by the learner, depicted as knowledge-in-
waiting, but in order to progress to the next stage, knowledge-in-action, the learner needs
guidance and support from a more experienced colleague (Spouse 2001).

Schoén’s philosophies on reflective practice include the need for time and space to be
available for the practitioner and the learner to appraise and realise the interconnections
between theory, intuition and practice. The practitioner working alongside a learner needs
to have good coaching skills in order to make the implicit, often tacit, knowledge
embedded in skilled practice, explicit for the learner (Schén 1983). | would further suggest
that what also needs to be considered is that students learn through work at an individual
level: their actual experiences provide knowledge from challenges, making mistakes,

problem solving, and taking action based on a decision made by the learners.

Many models of reflection have been inspired by Schén’s work. However, much criticism of
his work has also been reported. Boud and Walker (1998) report that Schon’s analysis
overlooks critical features of the context of reflection. Whilst Usher et al. (1997) find
Schoén’s account and methodology unreflexive. Smyth (1989) criticises the atheoretical and
apolitical quality of his conceptions and Greenwood (1993) targets Schon for downplaying
the importance of reflection-before-action. Drawing on phenomenological philosophy,
Ekebergh (2006) argues that it is not possible to distance oneself from the lived situation to
reflect in the moment. She emphasises that, to achieve real self-reflection, one must step

out of the situation and reflect retrospectively (van Manen 1990).

In reviewing these critiques, once again it can be noted that that conceptions of reflective
practice are overly focused on the individual rather than the collective activity of practice.
This focus, argues Fenwick (2003), is inclined to separate mentalist thinking from doing,
and drifts into a therapeutic approach to learning which again targets the individual as the

one in need of change. As a result it brackets out the conditions of work and the systems
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of regulations that directly influence the nature of practice and the learning that can be

accomplished in practice (Fenwick 2003).

2.3 Practice learning theory

Practices are, according to Schatzki (2002, p2), ‘embodied, materially mediated arrays of
human activity centrally organised round shared practical understanding’. Further, practice
can be understood as a ‘nexus of doings and sayings organised by understandings, rules,
and teleoaffective structures’ (Schatzki, 1997, p. 3). Here Schatzki is referring to the
‘linking of ends, means, and moods appropriate to a particular practice or set of practices
and that governs what it makes sense to do beyond what is specified by particular
understandings and rules’. That is, it is purposeful (teleo), people are invested in it
(affective) and it generates meanings of its own (understandings and actions) (Hager et al.
2012).

Hager et al. (2012) progress a number of key principles for thinking about the relationship
between learning and practice. Firstly, practice is hot merely the application of knowledge;
it is not a simple consequence of learning. Gherardi (2009) expands on this by stating that
knowledge is an activity (a knowing) and an activity that itself constitutes the practice
(knowing in practice). In a developmental sense, for an individual, theoretical knowledge
can produce a novice practitioner, one who is ready to embark on learning a practice
through practice. This process inevitably involves change. It involves a notion of becoming
(e.g. in the webs of action that are practice). Fenwick (2012) expands this point stating that
people frequently influence and adjust to each other's emerging actions, ideas and

intentions.

Practices involve a range of elements that are entangled in activity: human actors as well
as materials and technologies (Fenwick 2004). Knowing, as well as identities and actions,
emerge in practice. These practices are not stable or homogeneous (Hager et al.
2012). Practices exist and evolve in particular historical and social contexts — times,
places and circumstances. Similarly, Fenwick (2014) describes how practices involve a
variety of elements that are entangled in activity: human actors as well as materials and
technologies. Knowing, as well as identities and actions, emerge in practice. Gherardi
(2012) further observes that practices change by being practised, therefore change is
integral to practice. This leads to a third principle: that practices are emergent in the sense
that the ways that they change cannot be known in advance (Hager et al. 2012). This

emergent character of practices means that there is a close link between learning and
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becoming a proficient practitioner. Some aspects of practices are tacit, that is to say their
precise specification is somewhat elusive. This important tacit dimension of practice
represents a fourth principle for thinking about the relation between learning and practice.
Practice exists in the relations among things, not in the things themselves, and usually
embeds a moral dimension: a notion of what is ‘good’ practice, and what is not (Fenwick
2012).

To overcome such shortfalls and to potentially address the many issues highlighted in
previous chapters of this thesis, nurse educators should consider adopting principles and
elements of complexity theory when designing practice learning experiences which might
go some way to developing nursing capability as a possible solution. Through designing
practice learning experiences underpinned by complexity theory, the intention would be to
illuminate a framework to understanding and better supporting learning through, for and at

work for undergraduate nurse education.

2.4 The possibilities afforded by complexity theory

As can be noted in my previous chapter, the nature of the relationship between theory and
practice has been subject to debate for many years, often circling around familiar
principles. However, one perspective which adopts very different premises has emerged in
complexity theory. There is a growing body of literature which relates complexity theory to
educational contexts, and in recent years this material has attracted interest in the
healthcare professions. Whilst | have not incorporated this theory into my work to date, my
studies themselves have pointed me increasingly to these complexity-oriented theoretical
tools that | am becoming persuaded can better explain the emergent properties of practice,

and the processes of learning in practice.

Complexity theory serves as an umbrella term for a number of theories, ideas and
research programmes that are derived from different disciplines in the natural sciences
(Stacey 2003).

Complexity theory focuses on the nature of change and the way in which new situations
and patterns emerge from complex systems. Mason (2008) suggests that such insights
could be of considerable interest in the dynamic and evolving world of educational

institutions and proposed in areas such as practice learning.
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Complexity theory is described as a theory of change, evolution, adaptation and
development for survival (Mason 2008). Complexity theory integrates concepts arising
from chaos theory, cognitive psychology, computer science, biology and other related
fields to deal with the natural and artificial systems as they are, and not by simplifying them
(breaking them down into their constituent parts) (Mason 2008). According to Morrison
(2008), education in a complex and changing world should be viewed as being ‘dynamic,
emergent, relational, autocatalytic, self-organised, open existentially realised by the
participants, connected and recursive’ (p25). What this does is moves away from simple
cause-and-effect models, linear predictability, and a reductionist approach to
understanding phenomena, replacing them with organic, non-linear and holistic
approaches (Morrison 2008). Furthermore, complexity theory acknowledges that complex
behaviour emerges from a few simple rules, and that all complex systems are networks of
many interdependent parts which interact according to those rules (Morrison 2008).

Complexity theory regards knowledge as an emerging phenomenon, enacted by
participants (Fenwick 2012a). Knowledge is not static and centrally held, but is instead
‘dispersed, shared and circulated throughout the system’ (Morrison 2008, p21). This view
acknowledges that learning is a collaborative enterprise revealing the complex interactions
within different groups (Jess et al. 2011), for example, students, lecturers, healthcare
practitioners and managers, who make up the health and education systems and also
across the different ‘nested’ levels of this system. Fenwick (2014), in discussing medical
practice, shows how a nested system in surgery includes the interactions between, for
example, operating theatres, surgical wards and clinics. That is, learning emerges through
the relationships that develop between these elements (Fenwick 2012), which are
themselves considered shifting, dynamic and diverse (Morrison 2008). This view suggests
that learning is a non-linear process of emergence (Fenwick 2014), therefore, this complex
learning perspective has some similarities with the social constructivist notion of active

learners (Jess et al. 2011).

A complexity-informed perspective suggests that ‘greater degrees of complexity, change
and adaptability in changing environments’ (Morrison 2008, p21) requires that practitioners
approach learning in terms of ‘self-organisation, towards the ‘edge of chaos’ (Morrison
2008, p22). Self-organisation embodies an emergent functional and natural order that
iluminates the dynamic way that elements of complex systems interact more or less
successfully (Bain et al. 2011). Merry (1995) informs that self-organising systems operate
from a bottom-up approach as a result of the interdependent actions of the multiple agents

in the systems. In other words, self-organising is the process by which people mutually
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adjust their behaviours in ways needed to cope with changing internal and external
environmental demands (Cilliers 1998). An example of this, which | recently witnessed in
the health care setting, is where the introduction of mobile personal communication
devices to nurses in A&E can result in nurses self-organizing into ad hoc teams that can
respond rapidly to emergencies. Self-organising systems possess simple rules that guide

the activity of individual agents and the system as a whole (Seel 1999).

‘Edge of chaos’ has been defined as ‘where the components of a system never quite lock
into place, and yet never quite dissolve into turbulence, either (Waldrop 1994 p12).
However, Tosey (2002) adds to this by informing that the dynamics are still chaotic but
they also possess characteristics of order. Networks are tight enough to co-ordinate
activity and share resources but loose enough to enable creativity and change. Kuhn et al.
(2008) add that ‘...while certain phenomena appear to be chaotic or random, they are
actually part of a larger coherent process’ (p178). Feedback loops nested within a system
often generate chaotic behaviour. An example of this from healthcare would be when the
variation in surgical delays in the operating theatre schedule may appear unrelated but
actually can represent a hidden chaotic pattern. For example, surgeons underestimating
how long it takes them to carry out a procedure and overbooking the number of patients on

their list.

Wright (2004) argues that pedagogical practices and curricular designs ought to support
students to understand and ‘deal with the uncertainty of conflicting and changing
knowledge’ (p6). Furthermore, Tosey (2002) explains that, as educators, we cannot control
or determine what our students will learn as our students are broadly self-organising and
their learning is emergent and constructed. Tosey (2002) also notes that learning that is
engineered limits any educational experience. As educators we do not stand outside their
learning but rather our connection to students is highly influential. This essentially means
working at the edge of chaos. Linked to this is the notion of disturbance. Used as a
metaphor, disturbance can be seen in the hospital environment by variability in the number
of professionals with whom patient care must be coordinated, and the amount of patient

movement on and off a ward and so forth.

What is notable in a complexity approach is a shift from behaviourist and outcome-driven
approaches to education and progress’s a more collaborative and constructivist learning
model that pays attention to diverse and shifting knowledges (Light 2008). Fenwick (2014),
writing about the practice of doctors, demonstrates how illness and health are produced

through complex, dynamic interactions and how this can affect clinical judgement and the
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effectiveness of interventions as a result of uncertainty. Fenwick et al. (2012) further
suggests that learning from a complexity theory perspective is conceived as expanding the
conditions for novel possibilities and a repertoire of capacities to attune and act upon the

most productive possibilities.

As with most theoretical frameworks there are recognised advantages and disadvantages.
As noted throughout this discussion of complexity theory, a strength of this theory is that it
focuses on relationships rather than simple cause and effect models (Morrison 2008). In
addition, the Health Foundation (2010) states that complexity can provide a framework for
categorising and analysing knowledge and agents and, in addition, provides a more
complete picture of influences affecting change. Stacey (2003) emphasises that complexity
needs to be used authentically, not as a loose metaphor. Similarly, the Health Foundation
(2010) highlight how complexity theory has been defined in a number of different ways and
there is not necessarily a consensus about the most appropriate definition for use in
healthcare. Tosey (2002) highlights that practitioner's comment on complexity theory being
conceptually interesting, but that it seems difficult to apply in practice. Furthermore, the
Health Foundation (2010) reports a lack of empirical testing and use within healthcare
settings and that there is a paucity of comparison with other theories. Morrison (2010) also
notes that a distinct drawback of complexity theory is that it advocates for self-organisation

and, as such, risks absolving leaders and managers from accountability and responsibility.

Bearing in mind these caveats, | am tempted in my future work to continue to explore the
affordances of complexity theory for designing and evaluating practice learning

experiences for student nurses.

In considering the concept of self-organisation, complex adaptive systems do not have a
hierarchy of command. They constantly reorganise themselves to find the best fit with the
environment (Morrison 2010). One means in which self-organisation could be incorporated
into both the hub and spoke practice learning model and the more traditional practice
learning model would be to provide students with a choice of where they wish to
experience their practice learning opportunities. This could be done by setting out on a
matrix all available practice learning opportunities for each semester and getting students
to select their first three choices. By doing so would give students greater ownership of
their practice learning experience as opposed to this being decided by someone in an
administrative role. This could also afford the student with taking greater responsibility for
planning their future learning depending on their own curiosities. This would also loosen up

the existing system. However, this would require a shift of authority towards practitioners’
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situated judgements and away from predetermined outcomes, both in respect of

programme planning and policy.

Linked to this is the concept of nested systems. As noted earlier most systems in
healthcare are embedded with other systems. By designing the students practice learning
experience which follows the patients’ journey would allow the students to gain a greater
understanding of how one service can influence or impact on another but, more
importantly, the challenges and complexities which some patients can experience in
getting through the system.

How agents in a system connect and relate to one another is critical to the system’s
survival and so the relationships between the agents are usually seen as more important
than the agents themselves in complex adaptive systems thinking. In reconsidering the
current mentoring model the concept of connectivity might usefully be applied.

Complexity theory merges together several threads relevant to innovation and evaluation:
‘non-linearity, emergence, dynamic systems, adaptiveness, uncertainty; and co-
evolutionary processes’ (Patton 2011, p104). One approach that is just beginning to
circulate, for example, is something called Developmental Evaluation based on the
principles of complexity. It centres on situational sensitivity, responsiveness, and
adaptation, and treats the evaluation as an instrument helping to understand the dynamic
of the system, interdependence and emerging interconnections (Patton 2011). This and
other possible approaches suggest to me a positive direction for rethinking practice
learning in ways that step beyond notions of a theory-practice gap and that work with the

actual conditions of the emergent systems in which nurses must practice.

2.5 Conclusions

In concluding this chapter, it is my opinion that the missing dynamic when designing
practice learning experiences to promote nursing capability is a more robust, critical and
nuanced theoretical framework that can address the difficult, multi-faceted and emergent
dynamics of practice. Much has been given over to the inclusion of reflective practice by
nursing’s governing body and curriculum designers; however, the evidence base for such
inclusion is weak. As noted earlier in this chapter, the early theories of learning proposed
by such authors as Knowles (1990), Kolb (1994) and Biggs (1999), only serve to
demonstrate learning as being an individualist view. The works of Lave and Wenger (1991)

and Wenger et al. (2002) have moved this way of thinking on somewhat by recognising
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that learning is a collective commodity, encouraging the sharing of discourse between
experienced and less experienced members of the learning community.  More
contemporary theorists, such as Schatzki (2012), Hager et al. (2012), Fenwick (2012b,
2014) and Gherardi (2012), demonstrate that learners draw from a range of learning
approaches which are socially, culturally and context sensitive. Furthermore these authors

recognise that the realities of practice are messy and entangled webs.

As educators we must ensure that students need to learn to expect unpredictability, and be
flexible in responding to emerging patterns and opportunities. Assessing and managing
complexity in the health care environment involves understanding why practice is a

complex system and how to work within such a system to achieve the best outcomes.
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Chapter 3 Overview of Publications

3.1 Introduction

In setting out this chapter | am presenting these overviews for a nursing education
audience, to reflect the style and audience of the original publications. | am presenting a
brief overview of the studies, the associated project phases and research methods
employed as a means for readers to better understand the context of the publications
within this thesis. A more critical review of the research design and methods employed are
discussed in greater detail within Chapter 5. | have included information that is generally
considered important to this audience, such as details about the journal's standing and
article citations, and the percentage of my own contributions. | provide detail of ethical
approval processes associated specifically with each paper. Fuller ethical considerations
associated with the studies and papers are provided within Chapter 5. | report the studies
from an evidence-based perspective of prediction and control aligned with the contexts of
the commissioning process and the conduct of each project. By this | mean that | treat the

findings in these descriptions as valid and credible within the stated limitations.
This PhD thesis includes six published journal articles, five of which were produced from

two research projects, separate but linked, examining undergraduate nurse education

conducted in Scotland (See Table 2 for list of papers).
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Table 2: List of full references for publications

Study one

Paper one: A review of curriculum evaluation in United Kingdom nursing education (2008).
Nurse Education Today. 28 (7) 881-889. Authors: Roxburgh M, Watson R, Holland K,
Johnson M, Lauder W, Topping K.

Study one

Paper two: Fitness for Practice in Nursing and Midwifery education in Scotland, United
Kingdom (2010). Journal of Clinical Nursing. 19, 461-469. Authors: K Holland, Roxburgh
M, Johnson M, Topping K, Lauder W, Watson R, Porter M.

Paper three: An integrative literature review of student retention in programmes of nursing
and midwifery education: why do students stay? (2011). Journal of Clinical Nursing. 20 (9-
10) pp 1372-1387. Authors: Cameron J, Roxburgh M, Taylor J, Lauder W.

Study one

Paper four: Findings from the early implementation of the Scottish programme for newly
gualified nurses and midwives: Flying Start NHS’ (2010). Nurse Education in Practice. 10
(2) pp 76-81. Authors: Roxburgh M, Lauder W, Holland K, Johnson M, Watson R,
Topping K.

Study two (phase one)

Paper five: Evaluating Hub and Spoke Models of Practice Learning in Scotland, UK: A
Multiple Case Study Approach (2012). Nurse Education Today. 32 (7) pp782-789 Authors:
Roxburgh M, Conlon M, Banks D.

Study two (phase two)

Paper six: Undergraduate student nurses perceptions of two practice learning models: a
focus group study (2014). Nurse Education Today. 34 (1) 40-46. Author: Roxburgh M.

Journals differ widely in their scope, topic and perspective, usually with different emphasis
on methodological, theoretical or topical aspects within a given field of research.

When deciding on the journals in which to publish my study findings a number of key
factors influenced my decisions. My first consideration is who most would benefit from
reading these pieces of work? In tandem | also considered the standing of the journal in
terms of the likely impact my findings may have on practice. My final considerations
included how quickly is the process of acceptance to publication and a great consideration,
given my aim was to include the publications in the thesis, was whether the publishers

would retain the copyrights.
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The first study (papers one, two and four), Nursing and Midwifery in Scotland: Being Fit for
Practice: The Report of the Evaluation of Fitness for Practice Pre-Registration Nursing and
Midwifery Curricula Project, aimed to explore how Scottish student nurses are prepared to
be ‘fit for practice’ and ‘fit for purpose’ in a dynamic and ever-changing healthcare

landscape, along with the numerous challenges associated in becoming it for practice’.
The research design for this study was multi-phase (1-3) and multi-method using a
combination of qualitative and quantitative methods. Table 3 details the methods used in

each phase:

Table 3: FFP study design

Project Method of data collection
Phase
Phase one e A literature review

e Postal survey of pre-registration students

e OSCEs and paper-and-pencil test with students

Phase two ¢ In-depth face-to-face interviews with practitioners and educators
e Telephone interviews with practitioners
¢ Focus groups with practitioners, educators and students

e Four stakeholder events with practitioners, students, carer and
service-users and educators

e Written feedback from carer and service-user organisations

Phase three e Postal survey of Flying Start NHS newly qualified nurses

The significance of this study was commented on in the Willis Commission Report (2012),
Quality with Compassion: the future of nursing education. This study was regarded as
‘arguably the most comprehensive and methodologically complex nursing curriculum
evaluation yet undertaken in the UK’ (p26). Further recognition of the significance of this
study was cited by the Facing the Future — Recruitment & Retention report (SGHD 2007)
as ‘being key to informing nurse education developments over the next decade’ (p13).
NHS Education for Scotland published their response and proposals for addressing the

recommendations of this National study in November 2008.
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The second study (papers five and six), Contemporising Practice placements for
Undergraduate student nurses: Are ‘Hub and Spoke’ models the future? Was a quasi-
experimental design, which involved designing and testing a new practice learning model
across three geographically diverse locations (urban, rural and remote) in Scotland. The
aim was to determine whether this new model provided greater support and learning
opportunities whilst on practice learning for first year student nurses and if it improved
retention within a programme of nursing, in contrast to the existing practice model. It
should be noted at this point that a self-selecting group of students from the Sept 2009
class acted as a control group to provide a comparison between the two models.

This study, when completed, was given further monies to conduct further research; A
follow up to new approaches to providing practice placements in the pre-registration
nursing programmes: A comparison study of the year one pilot students and their year 2
experience, (Phase two) which aimed to compare and contrast from the (intervention)
student perspective their experiences of the traditional rotational model versus the Hub

and Spoke model.

The research design for this study was quasi-experimental and multi-phase (1-2) and
multi-method using a combination of qualitative and quantitative methods. Table 4 details

the methods used in each phase:

Table 4: Hub and spoke study design

Project Method of data collection

phase

Phase one e Pre and post survey with mentors, personal tutors, senior charge
nurses

e Administration of the Clinical Learning Environment Inventory
(Chan 2002) at 3 time points with control and intervention groups

e Administration of the Short Support Questionnaire (Lauder et al.
2008) at 3 time points with control and intervention groups

e Focus groups with intervention group students, mentors,
academics, personal tutor and practice education facilitators

e Completion of reflective diaries by intervention group twice per
week for the duration of year 1
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Phase two e Focus groups with intervention students

e Administration of the Clinical Learning Environment Inventory
(Chan 2002) at 3 time points with intervention students

e Administration of the Short Support Questionnaire (Lauder et al.
2008) at 3 time points with intervention students

3.2 Standing of journals

The journals in which these articles are published are international peer-reviewed journals.
Nurse Education Today (two articles) is the most highly ranked nurse education journal
worldwide with an ISI impact factor of: 1.218. Nurse Education in Practice is a relatively
new journal in comparison and not yet in receipt of a Thomson Impact factor but has a
SCOPUS SJR of 0.589. The Journal of Clinical Nursing has an Impact Factor of 1.316.

These Impact Factors are within the field of nursing.

In relation to the wider scholarly community of education, for example in the SCimago
Journal and Country Rank-Subject Category Education, Nurse Education Today is ranked
27th out of a possible 476 Education journals worldwide. Nurse Education in Practice is
already ranked 41/476, and the Journal of Clinical Nursing is ranked 30/95 in Nursing
(Social Science) and 34/97 in Nursing (Science).

The impact factor of a journal is a measure of the frequency with which the "average
article" published in a particular scholarly journal has been cited in a particular year or
period. It is often used to measure or describe the importance of a particular journal to its
field.

(Copies of all three identified journals’ aims and scope and author guidelines, together with
links to their Journal and Publisher websites can be found in Appendix 1. | have also
appended the copyright permissions from the publishers to include the papers within this
thesis in Appendix 2 to 7).

3.3 The studies and the candidate’s contribution

The two studies reported in these six papers were conducted over a six-year period (2006
—2012).
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Nursing and Midwifery in Scotland: Being Fit for Practice: The Report of the Evaluation of
Fitness for Practice Pre-Registration Nursing and Midwifery Curricula Project (Lauder,

Roxburgh, Holland, Johnson, Watson, Porter & Topping 2008).

Papers one, two and four report on this study which was commissioned by NHS Education
for Scotland. The study itself was conducted collaboratively with colleagues from other
Academic Institutions across the UK: Professor Roger Watson (University of Hull, formerly
University of Sheffield), Professor Martin Johnson and Professorial Fellow, Karen Holland
(University of Salford), Professor Keith Topping (University of Dundee) and Professor
William Lauder (University of Stirling, formerly University of Dundee).

Within this team, | contributed to these studies through developing data collection tools,
recruiting, data collecting, analysing data and writing up reports and leading on two of the
three papers and as second author on one paper. Overall, | contributed in excess of 70%
of the work associated with these papers. For example, in paper one, | led on all stages

within this review paper.

Contemporising Practice placements for Undergraduate student nurses: Are ‘Hub and
Spoke’ models the future? (Roxburgh et al. 2010) (Phase one). This was a collaboration

with colleagues within my School.

Paper five reports on this study, which was commissioned by NHS Education for Scotland.
Within this team | designed the study. | also designed the Hub and Spoke model,
developed data collection tools, recruiting, data collecting, analysing data and writing up

reports. Overall, | contributed in excess of 80% of the work associated with this study.

Paper five came about as two other Institutions were funded to conduct similar testing of
new practice learning models. The funders were keen that findings from across all three
teams (M Conlon, Edinburgh Napier University and D Banks, Robert Gordon University)
were shared and regular meetings with the three teams and funders were held. After
presenting at the Nurse Education Today Conference in Cambridge in 2011, the Editorial
team formally approached me and asked if | would write an article based on the work for
the special NET Conference issue. In this paper my contribution was 50% along with M
Conlon contributing 40% and D Banks 10%.
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A follow up to new approaches to providing practice placements in the pre-registration
nursing programmes: A comparison study of the year one pilot students and their year 2

experience (Bradley et al. 2012) (Phase two).

Paper six reports on this study, which was commissioned by NHS Education for Scotland.
Within this team | designed the study, developed data collection tools, recruiting, data
collecting, analysing data and writing up reports. Overall, | contributed in excess of 80% of
the work associated with this study. Paper six presents the qualitative data from the Hub
and Spoke study whereby the student nurses relived their experiences both on a Hub and
Spoke model and rotational model of practice learning. In this paper my contribution was
100%.

Paper three was as a result of collaboration between myself, Dr Joan Cameron, and
Professor Julie Taylor (University of Dundee) and Professor William Lauder (University of
Stirling). In this paper | contributed 40% with Dr Joan Cameron contributing 40% and our
other colleagues 5%, respectively. Although this was an unfunded piece of work it

assisted me in designing the Hub and Spoke model.

Further details of my contribution to each study are provided in the individual papers. With
the exception of papers one and four, these papers were produced whilst | was employed

as a Lecturer at the University of Stirling.

3.4 Summary of article content and reception

Below | will provide an overview of each of the studies reported in the papers including
their aims and objectives. | also provide information on citation rates associated with the
publications and offer examples of journals where the papers have been cited. The
significance of citations cannot be underestimated. Citations are increasingly used for the
purpose of evaluating research. Citations are regarded as a relatively objective measure to
determine the influence and importance of ones work. | also provide an overview of the

ethical approval processes associate with each study.

Full copies of all the papers are presented in Chapter 4.
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3.4.1. Paper one:

A review of curriculum evaluation in United Kingdom nursing education (2008). Nurse
Education Today 28 (7) 881-889.

This paper has been cited 12 times in a range of journals including; International Journal of
Nursing Education Scholarship, Journal of Clinical Nursing, and Issues in Mental Health,

all of which are International peer-reviewed journals.

Overview and aims

This article presents a review of the literature tracking the history of curriculum changes in
the UK from the 1970s-style ‘apprenticeship’ model to the current day model of producing
practitioners who are fit for practice and purpose. This review offered a background
context to the analysis of the curricula documents from the HEIs in Scotland (the Phase
one element curriculum evaluation of programme organisation and structures in study one
Nursing and Midwifery in Scotland: Being Fit for Practice: The Report of the Evaluation of
Fitness for Practice Pre-Registration Nursing and Midwifery Curricula Project) and
supported the inclusion of this element of the project. The specific aim was to review
methods and outcomes of curriculum evaluation related to Project 2000 and ‘Making a
Difference’ in nursing education across the UK. The research question guiding this review

was:

Is it possible to identify systematic approaches to curriculum evaluation in nursing?

3.4.2 Paper two:

Fitness for Practice in Nursing and Midwifery education in Scotland, United Kingdom
(2010). Journal of Clinical Nursing. 19, 461-469

This paper has been cited 11 times in a range of journals including; Training and
Education in Professional Psychology, Journal of Nursing Management, and Midwifery, all

of which are International peer-reviewed journals.

Overview and aims

This paper reports the qualitative findings from phase two of the first study, Nursing and
Midwifery in Scotland: Being Fit for Practice: The Report of the Evaluation of Fitness for

Practice Pre-Registration Nursing and Midwifery Curricula Project, which aimed to capture
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the major stakeholders’ (HEls, National Health Service (NHS) academics, clinicians and
managers, students and carers/users) constructions of what constituted success in FFP,
the extent to which they perceived success had been achieved, and the contribution of
working partnerships to this. The specific aims were to 1) identify and evaluate changes to
the way partnership working has developed between HEIs and service providers, and 2) to
evaluate the impact of the programmes in NHS Scotland in terms of perceptions of FFP.
The research question guiding this study was:

How does partnership working between the HEI and NHS contribute to newly
qualified practitioners being fit for practice?

3.4.3 Paper three:

An integrative literature review of student retention in programmes of nursing and
midwifery education: why do students stay? (2011) Journal of Clinical Nursing 20 (9-10) pp
1372-1387

This paper has been cited 14 times in a range of journals including; Advances in Health
Sciences Education, Journal of Transcultural Nursing and International Journal of Nursing

Studies, all of which are International peer-reviewed journals.

Paper three was an unfunded piece of work undertaken from an interest to understand
student reasons for staying on programmes of nursing. However, this paper assisted me in

developing and securing funding for the study reported in papers five and six.

Overview and aims

The 'Recruitment & Retention' Report of the 'Facing the Future' SubGroup & Working
Groups (SGHD, 2007) identified a number of issues that may impact on student retention
and attrition. Issues are multifactorial but a number of key areas have been highlighted,
including the quality of support and learning experiences in practice settings. The specific
aim of this review was to identify student characteristics and strategies in research studies
investigating retention (why students stay) as opposed to attrition (why students leave) in
nursing and midwifery pre-registration programmes. The research question guiding this

study was:

What factors contribute to student nurses completing their programme of study?
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3.4.4 Paper four:

Findings from the early implementation of the Scottish programme for newly qualified
nurses and midwives: Flying Start NHS (2010). Nurse Education in Practice 10 (2) pp76-
81.

This paper has been cited six times in a range of journals including; International Journal
of Nursing Studies and Journal of Clinical Nursing, both of which are International peer-

reviewed journals.

Overview and aims

This paper reports phase three of study one on the levels of self-reported competency,
self-efficacy, job demands and career intentions in newly qualified nurses undertaking the
Flying Start NHS™ programme in Scotland. The specific aim was to explore the future
aspirations and intentions of the newly qualified practitioner. The research question
guiding this study was:

What are the future career intentions of newly qualified practitioners?

3.4.5 Paper five:

Evaluating Hub and Spoke models of practice learning in Scotland, UK: A multiple case
study approach. (2012) Nurse Education Today. 32 (7) pp 782-789.

As a relatively new publication, to date this has been cited two times in a range of journals
including; Nurse Education Today and Nurse Education in Practice, both of which are

International peer-reviewed journals.

Overview and aims

This paper was written following the development and evaluation of new models of
practice learning for undergraduate student nurses (Study two), commissioned by the
Scottish Government Health Departments, Recruitment and Delivery Group and NHS
Education for Scotland, NMAHP Directorate. Central to the commissioning of this study
was Lauder et al.’s (2008) recommendation from the National Evaluation of Fitness for
Practice in Scotland study that there was ‘a need to evaluate current clinical learning

experiences in terms of balance, length and quality’ (p179). Each of the case studies
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reported were independently commissioned by the funders and independently designed by
the HEI and respective NHS partners. Through the support of the funders the opportunity
was afforded for collaboration, sharing of ideas, discussions and debates of the merits and
limitations of the models between the three HEIls. The specific aim was to develop,
implement and evaluate the impact of Hub and Spoke models of practice learning across
geographically diverse locations, with a particular focus on enhancing the student learning
experience. The research question guiding this study was:

Can a Hub and Spoke practice learning model enhance the student experience?

3.4.7 Paper six:

Undergraduate student nurses’ perceptions of two practice learning models: A focus group
study (2014). Nurse Education Today 34 (1) p40-46

As a recent publication, to date this paper has not been cited.

Overview and aims

Phase one of this study examined student, mentor and clinical manager's perceptions of a
‘Hub and Spoke’ practice learning model in year one of an undergraduate nursing
programme. Findings from phase one (paper five) suggested that the model had significant
educational merit in orientating students to clinical learning and emphasising the primacy
of the mentor relationship in developing and supporting students. Following the students
through year two of their programme, wherein they experienced a ‘rotational’ practice
learning model, provided an opportunity to explore student perceptions of both models
(phase two). The specific aim was to explore undergraduate nurses’ perceptions of two
experienced practice learning models: the Hub and Spoke model, and the classical

rotational model. The research question guiding this study was:

What are the strengths and weaknesses of each practice learning model as

experienced by the student?
3.5 Learning from the publication process
In considering the publication process and key lessons which | have learned the most

significant way to achieve professional recognition, is that my publications must be in

reputable high-impact journals, well-written and aligned to the journal scope and target
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readership. | draw this conclusion as | am continually amazed at the time, effort, and
thought that many reviewers put into the review process. The level of detail with which
reviewers have provided me with feedback so that a manuscript can be improved through
revision is something | greatly appreciate. Through these reviews and feedback many of
my first draft papers have been amended significantly. For example paper six in this thesis
was strengthened considerably by a reviewer suggesting | lay out the discussion section in
a similar way that | had laid out paper five.

However, a further lesson | have learned is that there can be a great deal of variability
across reviewers in the issues addressed, and the feedback is occasionally contradictory.
This has posed challenges to me when trying to ensure | address all the reviewers’
feedback. With one of my very early papers | submitted, | ended up seeking advice directly
from the journal editor as to how best to reconcile these contradictions. At that stage in my
publication career | was extremely anxious about the whole peer review process and how
much of the feedback | was required to address. Guidance from the editor to this day |
have found invaluable. However, now, with more publication experience | have the
confidence, if | strongly disagree with a reviewers suggested point, to offer a rebuttal

supported by evidence.

Another fact that is sometimes overlooked is that while individual reviewers often miss
specific issues in a manuscript, another reviewer often catches the problem. For example,
in paper 1, the number of articles selected in the abstract did not correspond with the

information in the results section.

Over the last eight years of submitting my articles for publication, | have come to
understand that publication is highly selective, and rejection is a possibility, which is part of
the process of becoming a researcher. To date | have been fortunate that none of my
papers have been out rightly rejected. However, 50% of my papers have required major
revisions. Crucial to amending my papers is meeting the journals very tight timelines. This

is where | feel my time-management skills are crucial.

3.6 Ethical approval

Papers two, four, five and six all required ethical approval.

For papers two and four, ethics approval was received from the non-clinical human

subjects research committee of the University of Dundee. The Central Office for Research
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Ethics Committees (COREC) (now the National Research Ethics Service) judged the
project to be a service evaluation and advised that there was no requirement for full
COREC approval. However, following good practice guidelines on research governance,
all participants were provided with written information about the study, and, where
appropriate, written consent was obtained. Confidentiality and anonymity were guaranteed.
This was assured particularly in relation to the 11 HEIs and their partner organisations,
given that this study involved potentially identifiable contexts.

In relation to paper five, advice and guidance was sought from the National Research
Ethics Service (NRES). NRES judged the projects as service evaluation and therefore
advised there was no requirement for NRES approval. However, this was obtained in Case
Study three as was NHS Research and Development Management Approval. All three
project teams applied for SREC (School) ethical approval which was granted. The projects
adhered to the principles of Research Governance.

For paper six students from the September 2009 cohort who participated in phase one
were written to and provided with information and the rationale behind continuing to follow
their practice learning journey through year two. Participant consent was maintained in
phase two from the original declarations made by participants in phase one of the project
following approval by the Chair of the University Research Ethics Committee. Participants
were assured of anonymity and confidentiality both during and after their involvement in

the study. Participation remained voluntary.

3.7 Conclusion

In concluding this chapter my aim was to provide the reader with a broad overview of the
two studies, the methods adopted and the associated published papers. In doing so | have
also detailed the standing of the journals and provided details of the reception of the
papers to date. For each study and paper | have detailed my contribution, alongside the
personal learning | gained through the publishing process. Broader methodological and
ethical considerations are reported separately in Chapter 5.

The following chapter presents all six papers in their entirety.
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Paper 1: A review of curriculum evaluation in United Kingdom nursing
education (2008)

Nurse Education Today (2008) 28, 2381859
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A review of curriculum evaluation in United
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Michelle Roxburgh *, Roger Watson, Karen Holland, Martin Johnson,
William Lauder, Keith Topping

University of Dundee, School of Nursing and Midwifery, Tayside Campus, Ninewells, Dundee DD9 9YS,

United Kingdom

Accepted 11 March 2008
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Nursing

Introduction

Summary Recently we have witnessed several significant changes to the nursing
curnsculum in the United Kingdom (UK). This review forms part of a larger study
evaluating the 'fitness for practice' elements of the nursing curriculum in Scotland.
Systematic review methads were used including the following databases: CINAHL
and BN, Twenty six papers were retrieved and 14 remained after applying the
review criteria, the main rationale being the empirical focus. It appears that there
5 a paucity of research In this area in the UK and papers dealt exclusively with
either content, process or cutcome evaluation of the nursing curriculum. National,
well funded, multi-centre studies tended to be more rigorous. Results, where they
were positive about curricular changes, tended to be limited. There Is clearly a need
for rigorous research into curriculum evaluation, both at the micro and macro level,
which investigates content, process and outcome. Without such research, curricu:
lum change will be uninformed,

© 2008 Elsevier Ltd. All rights reserved.

developments in health care delivery, Develop-
ments include the Knowledge and Skills Frame-

Regular change seems to be constant In nursing  work (DOH, 2003), NHS24 (SEHD, 2000), out-of-
curricula in the UK, Since the mid 1980s there have  hours care (SEHD, 2002), nurse prescribing (SEHD,
been at least five major curriculum changes in  2006a, b, ¢, d), agenda for change (DOH, 2002),

Scotland.

NMC task and finishing group on strengthening

Many of these changes have been driven by new  standards in pre-registration education (Moore,
ideas on teaching and learning In addition to  2005), the Scottish review of mental health nurs-

ing (SEHD, 2006a, b, c, d), the one-year develop-
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ment programme for all newly qualified nurses

£ mail address: m.roxburgh@dundee.ac.uk (M. Roxburgh), and midwives (SEHD, 2006a, b, ¢, d) and the pilot
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project to support new staff nurses into primary
care (SEHD, 20063, b, c, d). The building a health
service fit for the future report (SEHD, 2005) signi-
fies a period of potentially dramatic change in the
delivery of health services in Scotland. This re-
quires nursing and midwifery education to play
its fullest part by preparing a practitioner whose
portfolio of skills and attributes enables them to
be both flexible and responsive to a changing clin-
ical environment (SEHD, 2005). Many of these
changes are not just a result of professional
imperatives but have been driven by political
imperatives (DOH, 1999; Scottish Executive Health
Department, 2001, 2002).

A brief overview of changes in the history of
nurse education and the curriculum

Prior to the introduction of what is known as Pro-
ject 2000 in England and its counterparts elsewhere
in the UK, nurse education in the early 1970's and
1980s was delivered, mainly, in schools of nursing
which were situated either in or close to National
Health Service (NHS) hospitals. This co-location of
schools and hospitals emphasised the apprentice
style approach to nurse training which can trace
its roots to the Nightingale reforms (1859, 1980).
There were some University based degree pro-
grammes at this time but even these generally ad-
hered to the national expectations on nurse
training. These requirements were overseen by
the General Nursing Council. Most nursing students
undertook state final examinations for the part of
the register for which they were undertaking train-
ing. Apart from 2 category of experimental pro-
grammes such as some of the degree courses,
these examinations were universal and undertaken
by all nurses on the same day.

The Briggs report in 1972 proposed major
changes to nurse education and the nurses’ statu-
tory bodies, resulting in the establishment of the
United Kingdom Central Council for Nursing, Mid-
wifery and Health Visiting (UKCC) and the four Na-
tional Boards for Scotland, England, Wales and
Northem Ireland. The eventual outcome was a ser-
ies of projects and working papers leading to the
recommendations for Project 2000 (UKCC, 1987).
One of these recommendations was that the num-
ber and organisation of nursing and midwifery
schools should be reduced and linked with estab-
tishments of further and higher education’ (Depart-
ment of Health Nursing Division, 1989),

There was a period of transition where both
the old training type curriculum, with their focus
on clinical skills and nursing care of patients

mainly in hospitals, and the new curriculum with
its focus on social and biological sciences and a
more rounded view of patient care which in-
cluded community nursing being run in parallel
(Hart, 2004).

Project 2000 was designed to change the philos-
ophy of nurse education from apprenticeship style
training to an education-led approach leading to
the knowledgeable doer (UKCC, 1987). Project
2000 introduced a common foundation programme
of 18 months which aimed to give all nurses a com-
mon introduction to the basic sciences, such as
biology, psychology and sociology, as well as nurs-
ing care and to the skills which would equip them
to undertake specialist study for their branch of
nursing, This was then followed by an 18 month
branch programme. The aim of this was to register
in a particular area of nursing such as adult nursing,
learning disability, children’s or mental health
nursing.

Project 2000 was so named because, by the
year 2000, all nurses entering the register would
have undertaken this type of preparation and
would thus be prepared for the next century, How-
ever, despite the radical changes brought about by
Project 2000 curricula, there was significant con-
cern from NHS managers particularty that this cur-
riculum was not preparing students to work
effectively as registered nurses (DOH, 1999). This
was especially pertinent in relation to their appar-
ent lack of clinical skills, which was claimed to be
a consequence of changes to their practice alloca-
tion and time spent in the clinical areas (Farrand
et al,, 2006).

The late 1990's brought significant changes in
the NHS, in particular the publication of the pro-
posals for Making a Difference — Strengthening
the Nursing, Midwifery and Health Visiting Contri-
bution to Health and Healthcare (DOH, 1999). This
period aiso saw the publication of the Peach Com-
mission Report (UKCC, 1999). Emerging from this
report was the Project 2000 notion of the "knowl-
edgeable doer’., The Peach report recommenda-
tions included:

« Recruitment and selection should be a joint
responsibility between health care providers
and Higher Education Institutions (HEIs).

« The initial 18 month Common Foundation Pro-
gramme (CFP) should be reduced to one year
and should enable the achievement of a common
level of competence. It should be taught in
the context of, and enable integration with,
the branch programmes and should introduce
clinical skills and practice placements early in
the programme.
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= Students, assessors and mentors should know
what is expected of them through specified out-
comes and competencies which form part of a
formal learning contract, give direction to clini-
cal placements and are Jointly negotiated
between the health care providers and HEI's.

« Practice placements should achieve agreed out-
comes which benefit student learning and pro-
vide experience of the full 24 h per day and 7
days per week nature of health care,

» There should be a period of supervised clinical
practice of at least three months towards the
end of the pre-registration programme.

Evidence from research evaluations of the Pro-
ject 2000 curricula such as that by Fulbrook et al.
(2000) supported these suggestions, especially in
relation to clinical skills and competencies. It can
also be seen that there was a strong bias towards
bringing nurse education back to a closer relation-
ship with the NHS and its workforce, Subsequently,
in England, several pilot sites were commissioned
to implement most of the recommendations of
the Peach Commission Report (UKCC, 1999), which
were then formally evaluated (Scholes et al.,
2004). This pilot site initiative was named making
adifference (MaD) and was imposed on English uni-
versities, Wales and Scotland, however, did not
adopt all of the MaD recommendations but they
were obliged to revise the delivery of nursing edu-
cation in their countries {Scottish Executive, 2001;
National Assembly for Wales, 1999}. Northern Ire-
land followed the English model closely (Watson
et al., 2004). This was a result of a report by the
UKCC, then in its final days of office and which ap-
plied across all four countries of the UK, which
made very similar recommendations to MaD (UKCC,
1999). Therefore, while there is variation across
the UK in the delivery of nurse education, there
is similarity in terms of the objectives with the bal-
ance shifting towards competency and skills-based
education and training as opposed to the previous
focus on 2 more rounded educational experience
and a wider knowledge base for nursing. It is now
the responsibility of the Nursing and Midwifery
Council (NMC) to ensure that the standards for
practice are central to the nursing curriculum,
The role of the quality assurance agency for higher
education has also become relevant with its focus
on ensuring benchmarking of outcomes. Scotland
has its own nursing benchmark statements (QAA/
Scattish Executive, 2002). The NMC oversees all as-
pects of nurse education in England but devolves
certain functions to bodies in the other UK coun-
tries (Watson et al., 2004), Across the UK, there-
fore, it makes little sense to talk about a

common nursing curriculum other than in the
broadest sense as the prescription by the NMC of
what should be contained in any programme with
regards to practice is very broad, Universities have
relative autonomy to design programmes according
to these guidelines and the similarly broad QAA
benchmarks. Fitness to practice therefore becomes
a much looser guiding concept relative to the ear-
lier General Nursing Council requirements which
stipulated certain skills to be achieved by all, prior
to becoming a registered nurse.

It is of interest to us all, but especially those
who fund nursing education in the UK, to know
how well that education prepares nurses for prac-
tice. This can be approached through quality assur-
ance (Watson et al,, 2004), taking the outcomes of
monitoring bodies into account, or examining the
outcomes of nursing education — i.e., registered
nurses — when they are in practice.

The evaluation of curricula

Curriculum evaluation can be undertaken from 2
variety of perspectives and using @ range of
methods, and under the influence of their statu-
tory bodies nurses and midwives in the UK have fo-
cused more than comparable disciplines (such as
medicine and social work) on measuring and justi-
fying their learning and teaching activity through
regular local evatuation and quality assurance pro-
cedures. Until the move into higher education
they have not, however, always published the
work with the same enthusiasm. An early focus
could be said to have been on outcomes, driven
by the then General Nursing Council’s fascination
with ‘behavioural objectives’ drawn from Bloom
et al.'s taxonomy of knowledge domains (Kra-
thwohl et al., 1964; Tomlinson and Birchenhall,
1981). In the 1990s the increase in acceptability
of qualitative approaches led to some studies
adopting Parlett and Hamilton's {1977) "llumina-
tive evaluation’ (Attree et al., 1994). This trend
continues  with semi-structured Interviews of
course members being predominant as 2 method
of choice, with approaches like observation (Long
and Johnson, 2005) and video recording much less
common. Focus on structure is similarly less
strong, particularly soclal structure, with power
relations and the views of relevant stakeholders
other than students being less prominent than
they probably should be in the future. Robson
(2006} notes also that a key aspect of sensible
evaluation is cost effectiveness, but economic as-
pects have been but rarely considered in nursing
education evaluation to date.
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The aim of this paper is to review methods and
outcomes of curriculum evaluation related to Pro-
ject 2000 and 'making a difference’ in nursing edu-
cation in the United Kingdom. Systematic review
methods were applied and the review was guided
by the research question: is it possible to identify
systematic approaches to curriculum evaluation in
nursing?

Methods

Aliterature search was undertaken guided by a pro-
tocol restricting the publication dates to 1997-
2006; search terms used included the use of Bool-
ean operators to link key words (student nursing
or nurse education) and (evaluation or curriculum
evaluation) post-97 from CINAHL to Nursing educa-
tion and (evaluation or course evaluation) post-97
from BNI. These two databases contain the major-
ity of nursing papers and it was considered that lit-
tle would be gained by searching elsewhere. Papers
retrieved were read and filtered by three of the
authors (RW, MR, MJ) to decide, by consensus,
which were relevant to the present review.
Inclusion criteria:

» Relate to UK nursing curricula.

o Concerned with evaluation of UK nursing
curricula.

» Used systematic methods to evaluate UK nursing
curricula.

Exclusion criteria:

« Papers focusing on educational policy.

» Curricular design (without evaluation).

s Reviews and did not use systematic methods
(e.g. were merely the opinion of the author).

o Non-UK papers were excluded both to provide
manageable numbers of papers and to restrict
the focus to specific recent changes in UK nurse
education,

The wider study of which this review formed a
part was funded by NHS Education Scotland (NES)
and was granted ethics approval by both the Uni-
versity of Dundee and National Research Ethics
Service.

Results

Twenty six papers were identified from BNI and
thirty from CINAHL; these were not mutually exclu-
sive nor were all relevant to the review. Studies
identified during the search were retrieved based

on the article title or abstract resulting in 26 arti-
cles for review. Following filtering of the papers
according to the criteria described above, 14 pa-
pers remained for review. We have subsequently
included the unpublished report by Scholes et al.
(2004) in view of its rigour and relevance, The pa-
pers are shown in Tabie 1. Studies all came from
the UK. Seven studies were based on national sur-
veys funded by national bodies in England (Carlisle
et al,, 1999; Davies et al., 2000; Morrison-- Griffiths
et al., 2002; Scholes et al., 2004), Scotland (May
and Veitch, 1998; Runciman et al., 2002) and
Northern Ireland (Parahoo, 1999). Five studies
were based on single universities (Farrand et al.,
2006; Fear, 2004; Fulbrook et al., 2000; Qusey,
2003; Wakefield et al., 2003). Two studies were
based in NHS Trusts or hospitals (Pfeil, 2003; Phil-
pin, 1999) and one study was based on nurses but
did not specify where they were based (Gerrish,
2000). Seven papers were concerned specifically
with the Project 2000 curriculum (Carlisle et al.,
1999; Davies et al., 2000; Fulbrook et al., 2000;
May and Veitch, 1998; Parazhoo, 1999; Philpin,
1999; Runciman et al., 2002); one paper and one
report were concerned specifically with MaD (Far-
rand et al., 2006; Scholes et al., 2004) and the
remainder were not specific to any curriculum.
The papers and reports are classified on the basis
of being concerned with the content of the curric-
ulum (n =2), the process of the curriculum (n=86)
or the outcome of the curriculum (n = &). Generally
speaking the papers reported positively on Project
2000 and MaD. However, results were generally
mixed and effects were small.

Discussion

Whilst there is a paucity of papers fulfilling the cri-
teria of the present review, it is clear the effec-
tiveness of the nursing curriculum is important
given that 43% of the papers retrieved were based
on national surveys in the UK which were funded by
the bodies which fund or regulate nursing educa-
tion. In addition, and again emphasising the impor-
tance of the curriculum, there was evidence of
individual universities in the UK evaluating and/or
researching their own curricula. The majority of
papers 57% were concerned with investigating cur-
ricular change as brought about, and described in
the introduction, by significant changes in the nurs-
ing curriculum caused by changes in UK govern-
ment policy; specifically, Project 2000 and
making a difference (MaD). Otherwise, investiga-
tions were concemed with the content of the cur-
riculum or with experience related to specific
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aspects of the curriculum. One large study by Scho-
les et al. (2004} focused on partnership in the con-
text of the 16 MaD pilot sites. However, by
surveying and interviewing relevant stakeholders
the study Investigated curriculum content, pro-
cesses and outcomes in some depth, Papers were
classified according to whether or not they were
cancerned with the content, the process or the
outcome of the curricula being investigated.

Content evaluations

There were very few papers investigating course
content. This could be expected given that curricula
influenced by the NMC and QAA requirements, lead-
ing to entry to the same UK register, have similari-
ties across the UK. Morrison-Griffiths et al. (2002)
undertook a national survey of the pharmacology
content of nursing programmes across England. Of
52 institutions mailed, 36 replied giving a 69% re-
sponse, with many interesting comments made by
informants. For example, at that time, the lecture
predominated by far as the most common mode of
teaching and at least one fifth of departments did
not formally assess pharmacology knowledge, The
authors were clearly concerned that wide differ-
ences exist in the teaching and assessment of phar-
macology and therefore, prabably, the competence
of registered nurses in this respect.

It is reasonable to hypothesise that, despite a
'prescribed curriculum’, albeit in very broad terms,
the outcomes of the curriculum, the registered
nurse, will differ according to the university that
has produced him or her. It has to be noted how-
ever, that given the unpredictability of the nurse—
patient encounters and illnesses, that students can-
not be exposed to and learn the same knowledge
base, but there would seem to be an argument for
an agreed minimum core knowledge. The national
‘partnership’ evaluation by Scholes et al. (2004)
concurred (in message 15) the amount of time ded-
icated to the delivery of applied physiology and
pharmacology and the way this was tested in prac-
tice remained one of the weakest aspects in the
new curriculum. They went on to argue that the
minimum amount, delivery, timing and progression
of applied physiology and pharmacology pedagogy
and how that is assessed should be reviewed.

Process evaluations

If the curricular content isimportant to the outcome
then the process whereby it Is delivered and experi-
enced by students, teachers and clinical supervisors,
is also a legitimate and important area of study. The

aspects of process that were studied varied but the
key question, surely, is how a change from one cur-
riculum to another affects nursing students? Two
studies compared experiences under different cur-
ricula. Using a2 questionnaire constructed from the
then UKCC (later NMC) competency statements Far-
rand et al. (2006) compared the more recent MaD
curriculum with Project 2000 in the University of
Plymouth, They found that the sample of 74 MaD stu-
dents self-reported they had more confidence with
clinical skills than 65 Project 2000 students, How-
ever, it should be noted that differences between
the two groups of students was only, approximatety,
one point on a nine point scale.

Using a five point Likert Scale format Fulbrook
et al. {2000) compared questionnaire results from
39 Project 2000 students with 55 pre-Project 2000
students from the University of Portsmouth and
found that Project 2000 students were marginally
better prepared for clinical practice in terms of
their expectations of clinical practice, their acqui-
sition of practical; nursing skills and ‘feeling like a
nurse’, The ‘old’ cohort scored an average of 2,22
on this aspect, with the ‘new' students scoring
2.48, a difference of 0.26 (p < 0.05). Given the size
of most university school of nursing student intakes
(many are over 200) and the particular advantage
of questionnaires, that they may be easily given
to many people, it is surprising that in studies such
as these greater numbers are not used, Neverthe-
less, the findings are of interest.

Other studies of curnicular process {Fear, 2004;
May and Veitch, 1998; Pfeil, 2003; Wakefield
et al., 2003) did not compare one curriculum with
another. However, May and Veiten’s (1998) study,
which was part of a national examination of Project
2000 in Scotland, compared curricular process with
expectations based on Project 2000. The investiga-
tion used 6 of the 12 providers as case studies, col-
lecting data through "illuminative’ methods such as
semi-stroctured individual and group interviews
with students and mentors. Their overzall conclu-
sions centred on student centred pedagogy, rela-
tionship between theory, practice and reflection,
sufficiency and appropriateness of placements,
pedagogy and the transfer of nursing and midwifery
education to HEI's and FEI's, length of the CFP and
assessment in the new programme. There were
both positive and negative findings to each of these
themes and as a consequence the report offered
recommendations for the future which focused on
'curriculum, student learning, student support,
assessment and the influence of context and the
outcomes for students’. Two findings related to
mentors, the first of which was that in most of the
instances mentor preparation was inadequate and
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the "the majority of mentors learned how to fulfil
their roles by performing them'. The second issue
was the limited capacity to support students due
to increased service pressures reducing available
time to provide adequate support, There was a
clear view, however, that there had been "the birth
of a new culture of nurse and midwife education”
but that this needed continual nurturing for the fu-
ture, However, the study did not come to any clear
conclusions about the benefit — or the disadvan-
tages — of Project 2000, From these studies of cur-
ricular process it appears that cumicular changes
have only maodest effects, with some limited evi-
dence of improvements, for example, in preparing
nursing students for clinical practice.

Studies of curricular outcome represented some
of the most rigorous studies retrieved in the review
in the sense of being multi-centre and/or national
and often including large numbers of participants.
Carlisle et al."s (1999) large Department of Health
funded study drew on survey data from over 5000
qualified nurses prepared by both Project 2000
and 'traditional' approaches and on interviews
with 132 nurse managers. Carlisle et al, concluded
that a set of core skills needed to be identified.
Drawing on other aspects of data from the same
study Davies et al. (2000) found that Project 2000
did not attract more academically qualified nurses
nor lead to more rapid career progression. Gerrish
(2000) replicated a qualitative study along the lines
of work she had published 10 years eariier to exam-
ine any differences. In the earlier study her inter-
views with ten newly qualified nurses led to her
describing their early efforts to adjust to qualified
responsibility as 'fumbling along'. In the later study
she claimed that in 1998 (after Project 2000 was
implemented), newly qualified nurses felt inade-
quately prepared ('still fumbing along') but were
less stressed by the experience; however, no for-
mal measurement of stress was made. Drawing on
& very large sample of 1368 qualified nurse respon-
dents in Northem Ireland, Parahoo (1999) investi-
gated research training in Project 2000 nurses
compared with pre-Project 2000 nurses: the only
study of curricular process that made a direct com-
parison between the two groups. He found better
education but no more implementation of research
by Project 2000 nurses. Philpin (1999) interviewed
18 qualified nurses working in various departments
in three Welsh hospitals in order to explore the
occupational socialisation of Project 2000 nurses.
Although she suggests that acute placements
seemed to provide a ‘harsher' experience - with
the use of negative sanctions to ensure compliance
to ward culture {p 1326), she was unable to make
any true comparisons acrass types of curniculum.

Runciman et al. (2002) interviewed managers in
nursing homes in order to explore educational is-
sues for working in this area of care. They found
mixed but generally positive results with regard
to Project 2000 nurses,

Conclusion

The aim of this review was to examine whether or
not it was possible to identify systematic ap-
proaches to curriculum evaluation, and in particu-
lar making a difference and fitness for practice
curricula in the United Kingdom. The answer to this
question is surely “yes’. There is one Scottish eval-
uation at the macro tevel. Evaluations of teaching
and learning strategies at the micro level are in
abundance. However, for the purpose of this study
the focus was on macro level studies.

Systematic approaches to curriculum evaluation
were evident to the extent that national studies
were undertaken, comparisons were made with
previous curricula and in research methods ap-
plied. However, in some cases, the methods were
little more than localised and not very rigorous
case studies and these cannot be viewed as partic-
wlarly useful. The extent to which the present re-
view is useful is represented by the papers where
methods were applied that could be repeated in
subsequent studies. For example, it was the inten-
tion of Project 2000 to produce 2 better educated
and more enquiring nurse and research was seen
as being key to this. In that light, Parahoo's
(1999} study could be viewed as useful — provided
the objectives of the curriculum remain the same,
which they have not. Nationzl data from other
studies on how well prepared nurses and nursing
students feel for clinical practice could also inform
future studies and methods could be directly
applied.

However, there are two fundamental problems
that have a direct impact on the feasibility of any
research which takes forward the knowledge base
to date. The first problem is extrinsic to this review
and the second problem is intrinsic. First, as de-
scribed in the introduction, the nursing curriculum
is under almost continual evolution and its purpose
has changed. This is often due to the major
changes taking place in the NHS and therefore
the evolving expectations of the newly qualified
nurse. However, we can be certain that, despite
a paradigm shift every 30 years or so, such as the
incorporation of communication skills or problem
based learning, the medical student curriculum
does not respond so immediately, or bureaucrati-
cally, to policy and structural changes in the NHS.
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For example, the MaD curriculum, and its subse-
quent derivatives, is directed at increasing clinical
skills as early as possible in nursing students and
does not emphasise the knowledgeable doer that
was the focus of Project 2000, This probably ren-
ders the approach taken by Parahoo (1999) null
and void; at least, expectations regarding, for
example, research education and implementation
in practice, would be very different. The second
problem, arising directly from the review, is the
fact that none of the studies presented here exam-
ined the curriculum from content, through process,
to outcome. Also, they were concerned with only
limited aspects of the curriculum such as pharma-
cology or research. This is not to say that the par-
ent studies from which some of these papers were
taken do not address wider issues.

The question arises as to why there are such fre-
quent changes to the nursing curnculum? Project
2000 was widely researched and evaluated and
the results, at very least, showed that it was
broadly meeting its objectives, Where it was failing
to produce nurses ready to 'hit the ground running’
especially in terms of clinical competence, this was
rapidly compensated for in 2 short space of time
(McLeod—Clark et al., 1996).

Therefore, the present review indicates two
things. There remains a need for a rigorous evalua-
tion of the nursing curriculum which encompasses
all aspects from content to cutcome, including pro-
cess. In addition there is a pressing need to provide
rigorous research which will inform funders and
purchasers of nursing education in order that they
can make informed decisions about future direc-
tions in the nursing curriculum,

The significance of this need for rigorous evi-
dence based research in the context of the current
NMC consultation on the future of pre registration
education in the UK cannot be underestimated.
To make major changes such as this should not just
rely on people’s opinions but hard evidence of what
is happening.
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Aim. The aun of this paper 1 to report findings from a major stady that evaluated the Fitness for Practice nursing and midwifery
curriculum in Scetlund, UK.

Background. The competence of studént nurses and midwives at the poine of registration has been the focus of debare and
research. However, no major study, on such a large scale, had specibeally evaluated peecegisiranon programmes 1o determine
whether they enabled students to achieve 'fitness to practice”.

Design. The study had a beoad eval design conducted it three ph using a mixed methodology.

Method. Phase | involved questionnuites, Objective Structured Clinical Examination’s (OSCE} and curriculam evaluation.
Phase 2 involved semi-structured interviews {some telepbone} and focus groups across main stakeholders: students (v = 78),
mentors (1 = 78), practice-education facilitarors (m = 24), academics (¢ = 39}, senior clinical (i = 46) and educarion managees
{1 = 16), service users and carers (1 = 10),

Results. The findings suggest that the Fitness for Practice curriculum moded in Scotland has on the whole been successful, The
key finding i the predomi v of stakeholders that newly qualified nurses and midwives are perceived as being fit for
proctice at the poine of registration. A perceived lack of confidence is, as with all cransitions to new roles, an understandable
outeome,

Conchsions, Previous concern that student nurses and midwives are not ‘e for peactice’ has focused on the perceived lack of
climical skills at the point of registration, not on competence to practce in general. This study demonstrates that this s an
important distinction and recognises that registration is oaly the beginning of a life long leaming experience,

Relevance to clinical practice. Students need 1o be supported to develop theie confidence following registration as well as
addirional skills in their chosen field of practice. Approptiate mensoeship and a penod of peeceprorship should be in place 1o
accommodate this,

Key words: curnculum, evaluntion, fitness for pracice, mentorship, pre-regasteanion educaton, stadent nurses aod midwives
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Introduction

The debate about the P and (by implication) the
“fitness for practice (FFP} of newly qualified nurses and
midwives has a long and coatentious history, much of it
based on the premise that higher education institutions [HEIs)
in the UK were failing to deliver skilled pracuitioners for the
maxdern healthcare system (Kenny 2004}, More recently,
Clark and Holiwes (2007) reported findings in England that
ward managers had low expectanons of newly qualified
nurses, who themselves reported feeling poordy prepared foe
their new role, The current Royal College of Nursing of the
United kmgdom {RCN} General Secretary also added to this
fet q g the comg of newly qualified nurses
(Snow & Hareison 2008), This paper sess our the context,
design and findings of a natiomal evaluation study in Scotland
UK, which explored the issues imvolyed in determining
competence and FFP of sudent nurses and midwives. The
paper focuses in particular on Phase 2 of the project, with
Phase 1 findings alecady pablished elsewhere (Lauder e al.
2008a%, Roxburgh ef ol 2008),

Background to the study

Pre-registration nursing and mudwifery education s often
blamed for all the 5iHs" in oursing and midwifery and the
healtheare svstem in general (Wason & Thompson 2001). In
turm it can be the solation to those ‘ills'. The implementation
of what has become koown as the “Project 20007 (P2K)
curriculum i the UK was an attempt at sach a solution,
whete the focus was oa the ‘doing” skills and on the need to
acquite a diffecent, more appropriate knowledge base for
future practice, The phrase “knowledgeable doer’ became a
byword in the prevailing literature. However, the major
outcome was the removal of nursing and midwifery educa-
tion from the NHS into higher education.

Unformunately, the introduction of this change cesodted in
evaluation studies which Ied to further concerns that pewly
qualified narses and midwives lacked the skills for competent
practice [Runcuman et ol 1998). Despite the changes that
took place, many of the intinl developments of 2K
remained, in particular the common foundation peogramine
(reduced from 18-12 moaths} and branch progeammes-in
four fields of practice: mental health nursing, adule nursing,
children’s nursing and leaming disability nursing. Midwifery
also imtinted changes to its pre-regstration curricula that
resulted i an all-graduste profession. This was unlike
nuesing that, until the decision of the Nursing & Midwifery
Council (INMC 2008), had beent o mixture of diploma and
degree gualifications.

The further impact of negative evaluations of skill comg
tency of student nurses and midwives led to the implemen-
tation of FFP (UKCC1999) curnculum scross the UK. This
strengthened the partoership between peactice services and
the HEl's, eosuring that the emphasis returned 1o skill
sdevelopment and peactice competencies.

However, developments in health care generally, and in
porticular the introduction of new roles into professional
peactice, have meant that the future of the nursing and
midwifery professions has again come under scranuny, This
resnlted in the NMC Consuliation on the future of the
midwifery (NMC 2007a) and nursing professions (NMC
2007by). This evaluation study has major implications for the
NMC nursing outcomes.

Research design

The main objectives of the study were

1 To evaluate the influence of FFP educational pracesses and
fexability within programses.

2 To descrite the relationship between FFP curnculurm,
Nexihilicy and FFP outcomes,

3 To idennfy and evaluate changes to the way partnership
working has developed between HELs and service pro-
viders.

4 To evaluate the unpact of the programmes in NHS Scot-
land in terms of perceptions of FFP,

5 To evaluate the lmpaa of the ooe year drvdopmem pro-
wrammne for newly registered and
The overall study had a broad evaluation deugn con-

ducted in three phases wsing mixed methodologies, Phase 1

involved a curriculum evaluation of programme oegami-

sation and stroctures; a postal survey of pre-registration
students oo selfefficacy and competence; a series of

OSCE's; and a paper and pencyl test of mumeracy skalls to

determine student competence. Phase 2 involved evalustion

of key stakeholder perspectives and experience of the
students’ FFP aod the NHS-HEI parmerships thar easuce
this. Phase 3 focused on evaluating the piloe progeamme for
newly qualified nurses and midwives, known as Flyog Start
NHS.

Ethics approval

Exlucs approval was received from the non-clinical huaman

ch tive of the University of Dundee. The
Ccntml Office for Research Etlics Comumntees (COREC)
{now National Research Erhics Serwee) judged the project o
be service evaluation and advised that there was 0o require-
ment for full COREC approwal, All participants were
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provided with written information about the study, and,

where appeoy written was obtained. Confiden-

A, (s i fls st ™
o aed fery frracts

around this term and the various ways in which different
articulated 1t:

tiality and anonymity were guaranteed. This was assured
particulady in ecdation 1o the 11 HEE and their partmer
organisanions, given that this study involved potennally
identifiable contexts.

Phase 2 design

The ghase of the study reported here aimed 1o caprure the
major stakeholders™ (HELs, National Health Secvice {NHS)
academics, clinicians and managees, students and carers!
users) constructions of what constituted success in FFP, the
extent to which they perceived success had been achieved,
and the contnburion of working partaerships to this. All
interviews and focus groups were audio-taped and field notes
made. A narrative analysis approach involved three members
of the project team ind dently completing first analysis
(tmtinl impression and ding gent ideas), followed
by a thematic content analysis {for this they met for two days
1o sgree the broad themes coltaborativelyl, followed by o
detailed analysis with illustrative quotes. Four overarching
themes were identified: FFP; Preparation for Practice; Being
in Practice and Partnerships in Pracuce. Several significant
sub-themes were also noted. (However, 1113 beyond the scope
of this paper to lastrate all of these in detail. The full report
is available at the NES web site hup-fwww.nes.scot. nhs.ak/
practise_education/worldevaluation}. “Snapshoes’ of specific
data are offered here to illustrate some of the complexities of
ensuning the FFI of student nurses and midwives,

Results and discussion

The finckings will be &scussed in the context of the foar major
themes.

Theme 1: FFP

This theme focused on meaning of FFP, skills and knowledge
and attitudes essential for FFP {sub-themes: clinical skills,
‘other clinical skills'. moee advanced climcal skills knowl-
edge: atttudes and values), unditmess for practice; competence
and fitness to practice,

It was clear from the liteeature that there bas been much
debate regarding the concepe of FFP. As noted by Meerabean
{2001}, uniess there s 2 universally und 1 benchimark

Twa related farmulsnons are evident s the policies snd hisesatue
reviewed: FFP aud fitness to pracrise. The polickes seviewed wad noe
ta defne oc explain how these terms are used. It seemns ceasanable ta
assume that seeneone who & not Fx for practice is not fit to practise,
On the other band, someone (whol is mot £t to practise may
nevertheless sl be fir for pracnce. This 1s because the serm FFP
appedrs 1o be waed 1o refer o peofessions] competence, chat is kaving
sufficient knowledge snd skills ta be able to practee safely, and the
term fitness fo pracuce s mwoce frequemtly associated with health and
conduct. However, as more regulators are empawered ta deal with &
lack of competence after rep a8 & dsoplinary matter, the
dsunction w becoming blureed, |ps)

It was clesr from the interviewees in this study that FFP
related 10 being competent and bring safes

That you've borm tanght smough that yoa can g mto your job even
though you sull kave 10 lesrn, lesrn moce sbout the job when you
Frst star, that you've been taaght enough ther you are gomg 1o be
safe and coenpetens 10 carry our what you can and ask if vou don't
know, (Stadent}

FFP ro nee mezns safe to deliver the normal cire thar a midwife would
be expected to defiver at the pomnz of regstranon but alsa the
rmphasis of safety and the NMC ontcomes for the actual midwafery
prograiweme itsell. So 1°s safety of the student partcipatmg in the
chienrs care within the bounds thas they aee allowed 10 professanally,
(Midwife academsc)

Given the increased responsibility for assessment faced by
today’s mentoes, their view i crucial in relation to the
student’s competency to practice as a qualified nurse and
for determining ‘unfitness o practee’. In the following
example, a meptor highlights the potential for subjectivity
in the assessment process, and also the pocenrial (which
was also illustrated 10 other themes) for the decision to be
madre on the confidence level of the student and not their
competence:

¥ you fail somebody and & collesgue was 1o come 10 vau and say’
why have you faled thar studens?” and you couldn't say ouscomes,
why have you failed them - it is only your opmion? We have had
masdents where  dsfferent members of waff have had different
opimsans about suwdents and where & seudems failed where other
members of aafi wouldnt have fsiled her - she past lacked

Edence whach is 2 big thing for 2 stwdent. Some people have

that students must reach on qualibestion, then optntons will
vary on whether oc oot the expectations. of the various
stakeholders are met, Moore (2005) in his analysis of
international  policy on FFP summarised the confusion

wvery bagh exp for the studesas whereas [ feel that [ have
less lugh expectanons becaus: | know they lack combdence but |
think & lot of quahfind nurses expect oo much — far 100 much.
(Mestor|
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The issue of student confidence or luck of it appeared to be an

d b Lified
on a

- 1’

exumnple a Director of Nursing commented on confidence
levels when student nusses commenced professional praciice:

nurse.  For

There s acvaslly nothing wrong with most of their skifls, whar they
lack i confdence in their ability. | kave seen excellent students
crumble an their Grst days us o staff nurse becanse alf of asudden 1t s
almost ke sameans ficks & swinch and they becosw thes scared hirle
persoa again, like ic's thesr Brse pob sver. Acually the good thisg &
that grve them six months as<d thea they have really developed and
their core knowledge & far, far better thar owrs ever was, the
throretica| knowledge they have = mmch bester.

Seudents offered varted views:

It s scary going and thinkiag | will have 1w do this an my own. Like
night now we are thinking we are going to Bive 1o go to places and
actually do the work. We are not going to have somebody to say =
that eght ar as that what normally happers? That's why | think it s
imporsant when you Erst quabfy there 1 soose Kind of suppocr
wwechansm within NFHS, withen vour wands.

Well as 1 sy [ bon's personally thisk e great and massively
confideat bur all wy placements have been quirs pleasaatly susprsed
so obviously they see things that I cas’s. Ive got fnends who qualified
last vear and they are saying don't woery abour it, we were all like
that,

A reluctance to confront students’ fnilure to make progress
wis noted, but the introducton of the practice-educanon
facilitators (PEF’s) (in many wass as a ‘broker’ between
service and education] was having some impacs:

They don’t hike to il the shedents. However, | must stress that
rwentars have Guled stodents more unce we (PEFS) have come 10 the
post. They eeahsod thar it & thesr resposubility oot only for
themselves bur also for the patens and for the stadent. You know
It is undzir to et them carry un of they are not achieving - 1t is also
umfasr to other ssudents. (PEF)

All the HE's had FFP panels that dealt with the wssues of
students who had failed their practice assessments,

Theme 2: preparation for practice

Pre-registration nursing and midwifery students’

for practice is governed by the requirements of the NMC
Standards of proficiency for pre-registration nursing and
midwifery education (NMC 2004a.b). The nursing sandards
encompass the & of prof | and ethical practice,

care delivery, care management and personal and profes-
sional development and those of midwifery are effective

3

midwifery practice professional and ethical practice, devel.
oping the individual midwife and others and achieving
quality care through evaluation and research.

These sandards, along with specific outconss 1 achieve
them, are the foundation on which HEIs develop and deliver
their individualised scademic programmes i partnership
with the NHS and other organisations across the UK.
Fallowing a consultation and report regarding ‘fitness to
practice ot the point of registration’ (Ball 2006}, stemming
from concerns regarding the 'perceived vamation in compe-
tencies of fitness to practice at the point of registration’
{NMC 2005}, the NMC also agreed o establish essential
skills ol to comgpl those already in place for boch
nursing and msdwifery (these were pablished in 2007 It was
proposed that these were mandatory for all new students
commencing peogrammes from September 2008 (NMC
2007c,d).

The findings of this theme focused on the preparanon of
students for practice, mcloding clincal skills; working m a
diverse and mulu-culturl cormmuriry; working with other
peofessionals; service-user/carer involvement in the currico-
Tum. [t was clear that there were examples of good peactice in
all these areas across Scotland, but that no national strategic
direction or palicies were in place as yet, especially in relation
to simulated climcal leaming, mter-professional education
and caning for a mult-caloural community,

Given the NMC (2007c] recommendations  regarding
simulated pracrice learning, it was formitous that respoases
had been sought as to the student expenience of this in
Scotland. It was clear from the case study data that there was
varition in the provision for simulated practice learning
peovided in all HE[s - and in the facilities to deliver this. This
ranged from access to skills equipment to fully managed and

d simulated learning laboratories. It was also evident
that great emphasis and peeparation were placed on the
development of skills by the universities preor 1o the stirdents
undertaking clinical practice experience, Although, overall,
this emphasis was roninly in the fiest year, there was also clear
indication that other skills such as management were focused
on in Years 3 and 4. Skills involving moving and handling,
hand washing and resuscitation were to be found throughout
the programenes. [t was noted in the focus geoup discussion at
two case study sites that climcal skills were either part of 2
module that incdluded ¢ ication skills and professional
terminology, or was a madule in its own nght and gven
academec credits. When asked abour the importance of this,
{especially rolevant given the new NMC guidance on simua-
lated learning = NMC 2007¢), a midwitery academic

responded:

ded © 2010 Blackwell Publishing Ltd, fowrnal of Clinical Nursing, 19, 461-469
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1 think we certamby try and keep them safe and oy and make it 23 bess
o shock whes they ga ot s clinieal practer because we anll ger a b
of students wha don't have any bealth cire expenence ar all aod s
quite difficale when you've got sathing to bwld ce sometimes 0
peepare them foe the real world of numeng and 1 think we do that 10
the best of cur abilsty but [ thank there will still be same studenss that
dov have this practicr shock gome out there and fe2l unprepared but [
don't know how we'll get over that

Maindy, the skills learnt were what the nursing and midwifery
smdents called ‘the basic skills™

I think they have done quse a bit, you know, brfore our first
placement in cus fine year, we were tasght the ke skills, blood
presauce, temperatore, the basic things and we have done quite 2 bit
abour commumcanon, non-verhal, verbal .. zlthough it was caly 2
few weeks into the course, we were gven the basos. (Ssudest Nurse)

Preparanion for practice was, therefore, not just about
learming climeal skills to help them mansge their placement
experience, bat also about how theorerical knowledge sup-
ported this, [f this was taught before going out 1o placement
then it appeared to be a bonis, bat as the followiog student
explains the theory eventually links up with practice:

When von acrually go our on pracuce asd see bke the signs and
symproms of hipalar oe schizophirenis ar whatever, you thisk oh
righe, thar's whar that means, it ull clicks mto place when you
scrually see it . well in first vear we didn't have any of the mental
health stuff, so gomg om my first year placements it was stll good
thuagh 1t was good expenience. Bot then 1'd come into second year
and we'd per dasses and i was areresins because then you could
scrually say: oh right, that makes sense now: things you didn't quite
understand at the nme, yon could lonk back and think, oh nght, o
that's what was happening there so that was interesting and then you
o o your second year phcements with your second year
knawledpe and s didferent |, (Saudent Narse).

One pacticular clinical skill that arose in the focus group
discussions (in rerms of preparation and actual experience in
clinical practice} was drag administration. Times when
students were allowed to practice this skill varied, ax did
student confidence with the task. Stadents who were
allowed to practice, but merely observe, unul year 2 had
varied respoases to the issue of whether they should or should
not be doing so eadier. This student indicated that her
conbdence had not been built up prior to an immediate
expectation when she becamne a year 2 student:

Bur thea comwe secand gear | was petrified of dong drug admisds
tranon because 1 went through 1 whole year of ‘you can't do drug
administration’, vou can't look, you're even scared 1o look at the
drwg Jet alome prck ot wp and gve 1t to someone, And then afl of a

Nursieg arad midufiry educition pract
sadden, oh this s my fine day of second year, drug admimstrations
fet's o and | knowe [ fedr [ wan shaoduredy scieed, I feels like thay
assive bey step frm first year to secoad year.

The academics” viewpoint in the univeraties wheee drug
administration was taught in year 1 but not practiced until

year 2 in climeal areas was related to qualified ! drug
errors:
1 think we can justify o pletely bec of the of dray

erroes thar rake place i chimcal pracuce from qualified staff in the
health board areas and the amount of drug emors that involve
studenty who see theoretically supervisad by 3 regrstered staff nurse -
thar's why we feel thay year 2 5 tine enosgh,

Linked 1o the issue of drug administration were numeracy
skills and drag calculations, Low numeracy skills had been
identified in Phase | of the sudy (Lander e af, 2008b). In the
Scottish HELs studied sgnificant work was being undertaken,
howeyer, supported by natiopal organi and ®l

L}

(NHS Edocation Scotland 2007}, 1o make sure that scudent
nurses and midwives weee numerate (Sabin 2001,

These national organisations had also recognised the need
for nursing and midwifery to embrace the needs of a changing
diverse population (NHS Education Scotfand 2007b). Given
that the NMC standards for both ing and midwifery
education (NMC 20044,b) inclade peoficiency in ‘providing
care that demoastrates sensitivity to the diversity of patients
and clients’ {nursing) and ‘peactice in a way thar respects,
promotes and supports individual's nghts, interest, prefer-
ences, beliefs and cultures' (midwiferyl, it was evident that
students were given exposurr to the issues rather than any
competency development, Their actual practice experience of
meeting people from different cularal backgrounds appeared
to be influenced by where they were placed. Again, this varied
across the two professions. There were, however, indications
that prepacation for mecting the needs of diverse comemne-
ties appeared to be focused on broad peincipies only and thar
it may well be integeared throughour curviculum deliveey, in
situations such as problem-based leaming mther than specfic
modular content, as the following comments indicate:

In one dass last yedr, commumcation, we lesint about, we wese
beaken up im0 small groups, we had 10 do different religions, and do
the presentation on those and we have had lectures wefling es abour
transcultural thimgs like that ... The translator services .. We kad 2
health vrstor wha works with ethnic mmontes - Bangladeshi - and
she was saymng, you know, from her point of view, she gves them
sofne of her experience when she walks in the hoase and the pun
dors all the speaking but she is ralking abur this pregnant lady, you
know dors everything you say goes through the husband acruzlly. .
(Student Nurye)
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They have a module on socal and othical implizatsons of child
bearing but in 1 wadest costexs and the sssessnent for that requirss
them 1o 2o oot aod loak 41 4 speafic areq and lock at staussics from:
it with relation o chid b
you knaw, they 2re going ous and looking ar 2ge diffecence, culmral
defference, religious difference and all those sorts of things and
loukeng @t services that see provsded for them m sreas snd ask, a3
part of the assesswent, 'well how does thas i pact o the provision of
wadwidery care aod is thees 3 way in which thes could be eshanced?”.
Academic)

In clinical practice, however, the students commented on the
nature of the communities in which they were based or that
informution was available to them should they need it if
caring for patients from different cultures:

that arez and

g Women, s,

Well up here [ thank it is different, because although there s 2 vanety,
it ois not as varied as say the mambandd . evervhody knows
eveeybody . (when asked fucther o they had sny traming
Werve had lecrares oo When you'se on placement, like if theres
pasient, your mentac will explain to you, like washing and things like
that, and different beliefs . .If you're nat open 10 things like that,
then your shouldn’t be doing nursing, if you're not noa judgemental
then vou're i the weomg job. (Student)

Theme 3: being in practice

Seudears spend 50% of their programme in the NHS - in
both hospital and community, ather health and social care
organisatons such as oursng homes, or noo-health care
orgamsations such posons. This expenence ts planned and
managed in a vanery of different ways according to both
programme specification and placement allocation,

The literature refers 1o the significance of this 'being in
practice” as part of the socialisation p of b ing a
nurse or midwife (Melia 1987}, Students acknowledge the
importance of “fting i’ o the enviconment they are
allocated to as significant to theie actual experience and theie
success in becoming a qualified nurse (Melia 1987, May &
Veitch 1998, Papp etal. 2003, Levett-Joes & lLathlean
2007, 2009,

Whilst it is apparent that student nurses in their various
branch programmes and student midwives will be prepared
for their placement practice experience through the same
theoretical curricalum in each university, it is not the same
stuation regarding their clinical curricolum, Although there
are prescribed NMC standards and oatcomes to be achieved,
the pathway o achieving them will differ for eacls scudent
and every day. Each student will experience clinical pracrice
individually, This will involve varied and unique interactions
with a range of patients, clients, service users, families, health

and social care peofessionals, {and in the case of midwifery
students) mothers, fath and their babies as well.
This unig of experience in climcal practice s often not
accounted for i determining both theoretical and clinical
skill preparacion and acquisition, From a research perspec-
nve, this uniqueness is illustrated in the responses the
students gave to the focus group questions.

‘This themne focused on the actual student learning expeni-
ance in practice, wnd most importanty on the role of mentoes
in shaping that experience. There were significant findings in
relation 1o all aspects of this. Sab-themes that emerged were
the student experience of mentors in peactice, ‘good mentors
and bad mentors’, undertaking the mentor role and prepa-
ration for the mentorship role. Other sub-themes were
clinical placements and stadent support; being sup t-
ary; university lectirers’ support foe learning in pracuice and
competence to “do the job' and ‘bring fit for purpose’. The
issue of 'Good mentors and bad mentors' was very signifi-
cant, as it appeared to impact on their learning:

My fiest year was absolusedy fantasti 've got 1o say | had fantaste
mentors. Last year | hardly worked with my menzors actuzlly....
{Then ding what 15 a 'fz mentor’)_. because they have a
St of tmne for you, to explain things to you, and ask you qurstions,
1est vour knowdedge and things ke that, 10 e what you have
feaened — and it was really, really good. |Student Nurse)

Qur m practce, if you are with 2 good mentoe willing ta teach you
what they know you'll be finding.... You'll enjoy ity vou'll have 2
great time. I you're with 3 mentor whao doesn’™ want s stadent o jus
doesn's bave the waeepersonal shalle then youdl bare ion 105 a hit or &
miss (Stadent Nucse}

The mentors interviewed had undertaken varied peeparation
for the role, and there did noe appear to be a uniform
approach across Scotland. However, during the progress of
the project a national prepamtion progounime was
introduced  (hesp=/fwww nes scotnhs.akfpractice_education/
work/mentorpreparatical, retrieved 25 November 2008),

There was evidence of a commitment to practice learming
from the key stakebolders. There was also no longer the
expectation from the majorty of those service managers
spoken (o that a student will be able o ‘do everything and
kmow everything' on qualifying. Central w the stadent
experience was the key role of menroe and also the provision
of high quality placemenes,

Theme 4: partnerships in practice
A centeal theme in UK government policy concerning
healthcare delivery is the need dor pannesship working

dbe © 2010 Blackwell Publishing Ltd, fowrnal of Clinical Nursing, 19, 461-469
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(DoH 1999, Scottish Execative Health Department 2006,
Scoetish Government Health Dcpnm'u'nt 2007). This denves
from the recognition that g ls and services do ot
function independently of each other, The need for parter-
shup woeking is further evident in the number of government
reports recommending this within the contexe of fiealth and
soaal care services and professional education for healtheare
proctitioners {1 of Health 1999, Scottish Executive
Health Depunmml 2001, 2005, 2004). One of the main
reasons for this has been the increasing demand for and pace
of change in care delivery, in particular, the shife from
hospital-based services to that of community, Furthermore,
partnership working has been embeaced by nursing and
midwifery's regulstory body (NMC 2006), Quality Assar-
ance Agency (20021 and NHS Educotion for Scodand {2005},
The two peofessicas at the core of this study, nursing and
midwifery, are central to taking forward many of the policies.

This theme focused oo the parnership arrangements
between HELs and the NHS. A number of sub-themes
emerged operatonalising partnerships, HEINHS partner-
ships delivering the curricula, service-user/carer involvernent
in defivering the curricula, cross-disciplinary partnerships 1o
deliver curricala, pantnerships in receuitment, partnerships in
developang and mng clinical pl L |oint posts
across HEI-NHS services and mentorslup and partnership
working. The following quote from one HEI-NHS partner-
ship activity summarises the high level of eogagemens and
commitment across all the HEFYNHS partnerships in Scot-
land:

Educaton Purmneeshgs. . o i 2 commtiee which has sonoe stadf
from NMS and senior staif fram the school . faur sub groups that
work and feed into educanon partmerships. One whach is around the
learning environment which includes PEF's, One whach s around
recrwtment and retention, that one s really zhead at the moment.
One on planning educationsl provisons whach o looking wt
peedicung hesleh veeds, what we oeed 10 put o the curncudum
and oee which I head up which 1 2 jount pasts steening group whach
uversees our associate lecturer scheme, (Semor Academict

This commitment was evident across the sub-themes. One of
the most mmovanve developments was i relstion to the
managemnent of student placements, where one group of
Univeesinies and their associated NHS stakeholders bad set up
a Peactice Placement Committes to oversee the peocess of
ensuring sutficient and suitable placements for sudents:

In fact {Unmersity X} and owrselves hzve realigned our conrses
aneoewhat 5o thar all our studenss arens all going our wito the
commmumnity 21 the same tme, We have dooe that sor of negoeiation

ta try and make it beeter for the service side because .. have come

A, .’M (s i fls y ohaaArts ; ]
back and saxd ‘yon know we cannot support thes ‘or ‘we canmot offer
you placements because of staffing”. (Sewsor acaden|

McKenna and Wellard (2004) advocated that this reduces
competition among  academic institutions for access to
healthcarr facilities, which then provides a more welcoming
and supportive leaming environment for the student. Joint
posts between the HEL and the NHS were also evident, in
particular in relation to clinical skills facilitanon, One
example in midwifery was very highly valued, as she not
only provided an excellent link between the University and
the dimcal practice but also, as with other examples,
facilitated the closure of a perceived ‘theory-practice’ gap.
The overarching observation was that there appeared to be a
national commitment to partoership working and that
although there were, in some instances, local differences
and tensions, there was a high level of eogagement in

ensuring that educanomal policy rec d were in
line with NHS Scotland's modernisation ageud
Conclusions

The study outcomes are highly relcum to policy and practice
ancd should belp to 2 wonal bodies and HELs m
the UK in the contexe of the evolution of the nursing and
midwifery professions. The combined findings of the first two
phases suggested that the FFP curdcalum in Scotland has, on
the whole, been a successful curriculum model and has met
many of the key recommendations in the FFP report {UKCC
1999), The key finding of this detailed and comprehensive
national evaluation is the predominant spmion of stakehold-
ees that newly qualified nurses and midwives are perceived as
being fit for practice ac the point of regswanon, This is a
fundamental shift from the Andings of previous studies. Their
perceived lsck of confidence. however, 15, a5 with all
transitions (o new roles, an understandable outcoee,

The debate thae student nusses and midwives are not “t for
pracrice has mainly focused on the perceved lack of clinical
skills ar the point of registration and not v competence to
practice in general. This study demonstrates that this is an
important distincuon, The context in which care is delivered
and the student expericice of how that care is delivered and
managed is no longer a given sicuation, This bas means thar
the student is oo longer expased to the same kinds of skills
and knowledge required for 21s century practice and
therefore has po guarmntee of being able to develop these
for any chosen area of practice on qualification, For the
stadent, the paint of registration is only the beginning of a
lifelong learning experience and the development of expertise
in the role of a registered nurse.

4 2010 Blackwell Pablishung Ltd, Jowrnal of Climical Nursing, 19, 461-46% de?
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Paper 3: An integrative literature review of student retention in programmes

of nursing and midwifery education: why do students stay? (2011)

Joumnal of
REVIEW Clinical Nursing

An integrative literature review of student retention in programmes
of nursing and midwifery education: why do students stay?

Joan Cameron, Michelle Roxburgh, Julie Taylor and William Lauder

Aims and objectives. The parpose of the review was o identify student characreristics and strategies in research studies
investigating retention {why students stay) as opposed to attriion (why students leave] nursing and midwifery prevegistration
programmes,

Background. Retention in nursing and midwifery progeammes is 4 serious inteenational problems. Many governments are
committed to diversifying both the student population and the health care warkforce. This has led to higher aducation institutes
in svme countries offering places on nursing and midwifery programmes to students with non-traditional entry qualifications
There are suggestions that the policy of widening access has contributed to the challenges of reteation 10 nurang and midwifery
programmes.

Design, Integranive liteeature review,

Method. Undertaken using electrone databases and specific search terms, 1S articles were sdentified and reviewed. The entical
appraisal tools produced by CASP {2009} were used to evaluate the quality of the duta. Findings from the identified research
literature were analysed using qualitative coatent analysis

Resules, Two beoad themes emerged from the analysis: Programene and Pesonal. Subthemes were identified in these that give
clues ag to why students stay: peofession, suppoer, student characteristics and family,

Conchssions. Personal commitment and good sipport seem to be essential for students to remain on undergraduate programmes
of nursing and midwifery. The term “support” is rarely explicit and requires to be more dearly defned. Furthermore, seudies
reviewed fail to indicate clearly how to identify when students are most vulnerable and which interventions are most appro-
priate in different situations m supporting retaining students oo programrmnes,

Rebevance to clinical practice, Nursing and midwifery student retention is a political and professional problem. Collaboration
between clinical placement peoviders, academic institutions, students and their families is required o addeess the ssoe. Tlu-
minarion of factors that help stedents stay may help us devise interventions that prevent future students leaving.

Key words: midwifery, nurses, nursing, peeregisteation, retention, student
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2002, Needleman ef ol 2002, Department of Health 2006,
Scotnsh Govertunent Health Direcsorates 2007, Nurses and

Introduction

Providing high-quality health care is a key aspect of govern-
mental polices (Department of Education Saence Traiming

midwives comprise a significant element of the professional
health care workforce thus gosermments need to ensure that
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sufficient numbers of students are educated to guarantee a
continuing supply of to the prof:

As well as undertaking to educate health care professson-
als, goverminent policies are committed to diversifving both
the student population and the health care workforce
(Baldwin et ol 2006, Beenman of 2l 2009). This has led 1o
higher education institutes {(HELs) in the UX offering places

mainly on student reported reasoas for attrition. This is
important as students are likely to focus on personal reasons
rather than socal factors which may npact on their ability
o remain on o programme. These are not mutually exclosive,
bur repeesent very different assumpgions and methodologies,
To illpstrate, it is unlikely that students would report the
for leaving the programme as being the socio-

on nursing and medwifery programmes to students with non-
tradiconal eotry qualiboations. Althoagh this has enabled
scudents who might pot otherwise have been able 1o
undertake programmes of academic study and gain eotry 10
a professional register (Lauder er al. 2008), there are sugges.
tions that the policy of widening access has contributed to
increasing attrition rates from nussing and midwifery pro-
geammes (fryjmachuk ez al. 2009), This staanon is reflected
in the inteenational literacure, Australia (Gaynor et al, 2006),
USA (Wells 2003, Ruded 2006, Jeffreys 2007), South Africa
(Mashaba & Mhlongo 1995}, Taiwan (Lai et al, 2008} and
Canada (Day ef al. 2005; have all reported a relationship
between stedents with non-traditionad entry qualifications
and increased artrition in presegistration programmes of
nursing,

Atrrition from nursing and midwifery programmes s
costly |Department of Health 2006). In many countnes,
gover pravide with funding for professional
education and are nghtly concerned abowt the fnancial and
organisational implications of losses of students and poten-
tial nurses and midwives to the future workforce. HEIs lose
out fi ially when stud and their
repatation may also suffer if they are perceived to have o
higher than average student attrison rste (David Mason
Consultancy 2004). In Scotland the cost to the HEI is in the
region of £7000 per studear per year. The cost to the
individual stadent may be financial in relation to debes
accurnulated dunng the course, but there may also be loss
of selfi-esteem as the individual comes to terms with fatlure
o comglete the programme {Robshaw & Smith 2004,
Docherty 2008),

leave prog

Why students leave

High atwigon in the higher education (HE} sectoe is
associated with Jower entry qualifications, students with
parents who have vor bad university education and lower
sacioeconomic statas (Higher Education Funding Council
England 2000, McMillan 2005, Jeffreys 2007}, Attntion and

economic status of their parents (Cothbertson et al. 2004);
however, this may be important in understanding the socio-
cultural miliew thar students expenence (Rabb 1998, Higher
Fducanon Funding Council England 2000},

Methodological issues in atrition studies

Methodological problems make research in this area prob-
lemaric. Hall (2001) acknowledges thar dats on student
retention and attrition in the HE sector are often of poor
quality and may be insccurate or even misleading. Definitions
of attntion vary and national figures on acceptable attrition
are arbetrary (Glossop 2001), Comparison of attrition rates
between insticutions is difficult (David Masen Consultancy
2004), Some institutions may include all students who leave
for part of a programme, even when the student later retums,
Other institutions will use the convention of temporary
withdrawal 1o cover penods away from the programme for
up to a year (David Mason Consultancy 2064), The pubdi-
cation of awrition fignres may be delayed for up 1o two years
and this can add to the plexity of i igating and
addressing retention issues in nursing and midwifery pro-
grammes (Department of Health 2006},

Research studies on attrition in nursing and midwifery are
lazgely descripgive and atheoretical and a3 a eesult bave failed
to provide a clear understanding of why students leave and
consequently, what can be performed to reduce attrition
{Andres & Carpenter 19975 Whilst there ts a wide mnge of
wsues offered for why students leave, there s acceptance that
itis ravely foe just one resson. Glossop (2002) has shown that
almaost 50%, of students cite ar least two problems for leaving,
creanng challenges when  trying to  creatr  associations
between reasons for leaving and possible explanations for
the findings.

Defining and tnvestigatiog anrition sre also complicated
{David Mason Consoltancy 2004), Srudents may elect to
leave the programme or they may be required to leave the
peogramme by the HEL The most common reason for

i dents to leave 15 academse failure. A smaller

retention rates differ by educational level, age of the student,
level of course, course subject, socio-economic groap and
institution (Yorke 1999, Johnes & McNabb 2004) In
nursing and midwifery, the debate around aurition facuses

[

number of students will feave because of ducaplinary issues.
Attrition figures do not &fferentiate between students who
leave voluntarily and those who are required to lesve. The
stage of the programme at which students leave may not

© 2011 Blackwell Publishing Ltd, Jowrnal of Clinical Nursing
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always be recorded ac dy. For ple, a student may
furl an assignment in Year I of the programme but, because
of academic processes remmn on the peogramme until Year 2,
before being discoatinued. This can further complicate the
analysis and repocting of anriton,

Yarke {1999) refers to much of the research into actrition
as ‘autopsy studies’ because they are only concerned with
students who have lefe. Many HEls undertake exit interviews
with students who elect to leave the programoe. It is likely
that some students offer what they perceive 1o be acceprable
reasons for leaving the programme, mther than the real
reason (Last & Fulbrook 2003}, This can result in skewing of
the data with institutions focusing their ex on dubi
reasons for attntion.

The Department of Health (DH) in England and the
Scomish Government Health Directoraces (2007} idenribed
several risk factors which they suggested had been impli-
cated In attntion from programmes of nursing and migd-
wifery. These included the [ollowing: mass recruitment
leading o the sefoction of stadens who are unlikely 10
completes age less than 25; being male; and  having
vocational qualifications as opposed ta academic qualifica-
tions. The report from the Department of Health (2006}
recognised that many of the nsk factoes overlapped. They
termed the situation a ‘wicked problem’ and remarked on
the ability of taditional research  methodologies 1o
address the situation,

One p ial solution to this is to reverse the
question and focus an why students stay on programmes of
nursing and mudwifery education. [t is Likely that students
whe reman on progranene may experience similar problems
to these who leave. By focusing on the larger gronp of
students who remain on pregramme, the problems of dealing
with o small and § ive group of
students who leave programmes can be overcome.

.

wally unrepr
P

Table 1 Integrative review process

1t is easier to define ‘retention” than attntion which is
complicated by voluntary and noa-vol v di 1
from progr of g R i lies huve the
advantage of dealing with “live’ data which can be collected
prospectively, unlike atrition studies which can only ever
consder recrospective data, Student responses in “retention’
studies are more likely to demonstrate concerns about the
programme (White ef 2l 1999}

Method

Integrative literature reviews offer a means for researchers to
search for and assess what is known about a partscular topec
with a view to finding a solution to a particular peoblem or
suggesting  directions for future rescarch (Russell 2005),
Whirtemore and Koafl (2005] have proposed a five stage
approach to the integrative resiew to enhance rigour, This
pracess was adopted and is outlined in Table 1.

Problem identification

Tn this ceview, recention was defined as successful completion
of a programme of nursing and midwifery leading to
eligibifity to register as a nurse or midwife. The purpose of
the review was to sdentify student characteristics and
strategies In research studies investigatiog retention (why
students stay) as opposed 1o atirition (why students leave)
nursing and midwifery preregistration programmes,

Literature search

T an integeative review, sampling the litegature is essential in
enhancing rigour {Whittemore & Koafl 2005). Tn this review,
“retention” was used as a keyword, combined with “student’,

‘nurse or ‘mudwife’ where databases allowed. The following

Stage Applicsnon
Problem ilentification
students leave),
Sasnple group: stucdents undertakang g

Revention on programioes of nuesng and madwidery education: why students stay, as opposed to attntion |why

af g and malwdery edicanion prepanmng them fae

professional regsiration.
Literature search

Elecrrosic databases searched: Educztion Resousces and Informatioa Centre (ERICI, CINAHL, Brtish Nursing

Index, INTUTE, MEDLINE, Science Direct and MIDRS midwitery database.

Data evaluanos

Dara analyss
Peesentazion Programme: Professon & Supporr

Tersomal: Stodent and Family

Redevant CASP cratacal apprarsal tool appled.
Qualny evalwanon by 1wo researchens
Qualaative consear snalyes to develop themnes and categanes

Limitanons: Stnngent inclusion and exduston critens, incladmg excluston of papers focusing on progression.
rars qualaty of mchuded papers: small nunsbers; meaneplete dats sets.

4 2011 Blackwell Pablishing Ltd, Jowrnal of Climcal Nursing
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electronic databases were searched: Education Resources and
Information Centre {ERIC), CINAHL, Beitish Nursing Index,
INTUTE, MEDLINE, Scicnce Direct and MIDIRS midwifery
database,

As well as using keywords, the review used inclusion and
exclusion eriteria 1o focus on the problem, To be included in
the review, papers had to report on primary research relating
to preregistration nursing and midwifery education, pub-
lished 1 peer-reviewed journals from 1995-2009. Papers
published prioe 1o 1995, opinion papers, policy documents
and best practice reports were excluded,

The titdes and abstracts of the papers were scrutinised by
two reviewers. Papers which met the criteria for review were
read and checked against the inclusion and excluson cotena.
Following this process, a tomal of 15 papers was included n
the review (Table 2},

Data evaluation

When carrving out an ingegeative review, the quality of the
dara is central 1o the peocess, Whitternore and Knatl (2005)
have suggested that, where papers use similar research
designs, a scoring system should be used to allow compar.
sons between studies. This review included papers with a
range of research dessgns thus precluding the wse of a smple
scoring syscemn, [ustead, it was decided to use the ceitcal
appeaisal tools produced by CASP (2009) to evaluate the
quality of the data. These tools contain a series of questions
that enable the rigour and applicability of the ch to be
ussessed. The CASP tools do not give a numerical score, but
they do provide & comprebensive checklist o enable the
reviewer o assess the methodological quality of a paper and
make a judgment about its suiability for inclusion in the
review.

Glossop (2001 highlighted the methodological probt
associated with studies into student retention and attrstion.
Fotewarned, two peogle undertook the quality esaluation of
the selected papers independently to assess how the research
design might affect the data and the resalts. All the papers
had some limitations, bat in each case it was felt that the
strengths of the papers outweighed the li and they
were included in the review.

Dara analysis

Whitternore and Knaft (2005) have suggested that strategies
for data analysis in integrative reviews are poorly develoged.
Innovatively in this review, qualitanve conteat analysis was
used (Sandelowski 2000), This involved reading and re-
reading the papers and prepaning a shont descriptive summary

{Table 2). Codes were also generated to enable the findings o
be compared within and between the papers. Each paper was
amalysed by two reviewers and the codes agreed through
review and negotiation.

Results

Two broad themes emerged from the amalysis Programme
and Personal. These are shown (n Table 3.

Programme

‘This theme identified tssues speaitbc to preregistmtion pro-
grammes of nursing and midwifery. The theme comprised
wo subtherses: Profession and Support.

Profession

Students wha stayed on nursing programmes had knowledge
of the role und personal experience of beung cared for by a
nurse (Sadler 2003, Lar er ol 20085 Their experiences had
led them o inteenalise the concept of ‘being’ a nurse, rather
than ‘doing’ nursing, In the study by Kotecha (2002), stu-
dents who remained on programme had conceprualised the
role of the nurse as a *knowledgeable doer' whe had a degree
of professional autonomy. In the study by Green and Baurd
{2009) of student midwives, they found that stadents who
remained oa the programme weree atteacted by the autonomy
of the role of the midwife,

Support
Academac spport was importane i enabling sudents o
continue on the peogramme, Petsonal tutoes weee cited as
beirg helpful in providing pastoral support and academic
support (n the study by Bowden (2008}, Students in her study
reported feeling overwhelmed by the demands of acadermia,
particularly knowing bow to produce academic assignments,
Students with noa-traditional qualifications were more likely
10 express concern over this aspect of the programme and
found support from their personal tutor invaluzble in en-
abling them to cope with the demands.

ln the study by Colalillo (2007), students who attended
acadensc mentoring sessions directed by members of aca-
demic staff were maoee likely 1o remain on programme and
register as nurses. Similar findings emerged from the study by
Sutherland et al. (2007) who found that students from
minority groups who were provided with specialist academic
suppoet were more likely to complete theie programme than
those without such support.

Midwifery smdents in the study by Green and Baird (2009)

ated the passion of lecturers for midwifery as an wmcentive

© 2011 Blackwell Publishing Ltd, Jowrnal of Clinical Nursing
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Tahle 2 Papers mcbuded m review
Reference Countey  Sample Methads Findings
Bowden 2008 UK Phase 1w = 93 studs Qi Hnlllhtsunpkhldmnndﬂdluwdmlhe
who had complesed Interviews Enance 2nd
programms, pmnml Issiey were cll!d by studens as fctoes
Phase 2 n= 8 students wha that made them think about leaving
had complered Peesonal tusaes and chncal sk tutors were seen as
Progtanme b moss infmential in fGaalitanng studenty 1o
say on programice,
Peer sup wan very 0 sauds 2%
were ﬁmily and lnmut. ;unxﬂuly mothers and
faneily members who were also narses.

Calalillo USA Convensnce sample of e Questionmisre Antendanis m wenionng programmn deected by o
2007 g aud Student dara faculty member w was srongly assaciated with
n=26 iy on the p
Detry ef al, Scotlamd  Adult and mental health Longitudina] cobort S(wdem‘to nr.ond ilghly for the personalety traits

2003 nursing studenss u = 382 survey: questi of agreezbl and ur the starr
sndent dsta and of the peogramive were wore likely 1o complete the
porchometoe tests, programme,

Geeen & England 9 wadwifery suidesas who Questonmisre Ieer suppart and berng part of & snall group were

Baird 2009 discontinued. Toom groups smparant fuwn eubhq lmdam 10 remam on

16 midwifery suudents the prog s and memars
continuing on wern also strong polmve nfluences
peetegastration Joyear students most Imporsant Sspport was
progratme fumily and frsends; 8-week students - persossl
TILOF (ERISE IO,
Hilgendon USA r = 731 preregisteation Survey Having identifizble goaly beng em.mmq:d ID

1997 narsing stadenes; wards graduation; kaving collal

envicommental resource pwct!ceu nigorous standards and shared vahu-
students; athletscs students were associated wath hegher levels of resention.
r = 23 control students

Houltram UK n = 288 preregistration Audit of entry datx M desits and younges smudents with

1995 narsing studenes | enry qualifi were moee likely

1w complete the programme.
Kevernet . UK = 355 preregistrabon Audnt of stedent dars Characteristios of stadents most likely 1 complete

1995 nmrsing stodents programmet aged 35 or over; mmimum of 1 A

bevels,
Kotechs 2002 England  Qosstonsaires Qusstonsasres snd Studsots who complered the proge Were e
Staff n =22 MIlErVIEWers, hikely s bave soregrated oo the ssttution and
Precegpstrati 3 Students = 5 leavers and were comforeable with the di
seudents u=§ 5 uzyers knowledgeable doerimdepeadent learner
Intermews | mdependentioonfident.
Staff m=12
Prerogastration
narsing stadens # = 10
Lai et al. Taiwan  n = 251 preregisteanon Sisrvey Sudests who istended 10 s1ay o the progranuse
2008 narsing students reponted sapport from seaff nurses; past expenience
of being ill; posizive percerved value of nurses.
MeLatughiin UK w = 384 prereg (87 Seudemts with higher self offcacy beliefs wene more
ot al, 2008 nmrsing stodents administered 2t the Wkely 10 complete the programmie. Students who
beginning of Year 1 were ‘mtroverted’ weee more likely 10 achieve
and end of Year 3. bugher marks in assessments,
Student dara
Mulboltand UK 1808 sets of studest data Cobart sudy Women, mature students and studests from a8
et ol 2008 English-speaking coumtnies were more likely to

complete the programies,
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Table 2 {Comtmurd)

Rederenee Countey  Sample Methods Findhings
Pryymachuk England Data from 4 cohorms of Rerrospecnve cohorr Mature siadents were more likely 1o complere than
of al 2009 nurang stedents (1259), stody younger stodents. Smdents with higher entry
Complevion data for 1173 qualdications wers mame Hikely to complete than
students thase with mim ) 1 quahbeat
The host plicement provider alio had an eoffect
(NS} on comsplenan extes.

Rudel 2006 usa n =12 '‘non teadi I b logical Socizl sappon from spouse or sgnificant ather was
female preregistranon stody - most impocezant factor isfluencing the ability to
studdents imterviews 2 3 for < with the progr . Peer support from

Faculty members each p cl was & lary factor i rer and
Jowrnal etrses related 10 working together to solve problems;
aumside systems such 25 charch and weder famidy
were alsa important in dswsting w fereation.

Sadler 2003 usa 193 completers Audst of admuss) Comp esays & ated p 1

43 non-complerers rss1ys commatment to role and described the mfoence of

musyey, =3 well as sntermalisation of the robe of the
nune 0 be' a nursr),

Sucherland USA ARMS (affirmang a1 nsk Survey Access 1o specithised natonng and suppoet bed o
et al. 2007 minoeiies for siccess) Stodent data mcreased retemmon for studests from wanority
students »# - 64 ethus: groups,
Non-ARMS students
nw 265
Table 3 Themes and catezanes tive and ent in the climcal area was

These Sub theme
Frogramme Professtan
Support
Persoaal Studene charactensncs
Fasnily

to remain on programme. [n their study, registersd nurses
Wmsdul_ Jrn |.L-p‘° '1."
vegistration said that the personal wror was the most
importaat source of suppore in enabling them 1o remain on
the programme,

Peer support was cited as another key factor by studdents
who stayed on programme. The fact that other students were
having simifar exp s was an imnpoctant element in peer
support (Rudel 2006, Bowden 2008, Green & Bard 2009},
Students expressed a view that peee support was valuable
because other students understood what they were going
through and there was also an exp that the
would be reciprocated (Bowden 2008),

Creating an atmosphere of muraal suppore foe students
through shared lcaming experiences was o feature in the
siccess of the programme described by Hilgendoef (1997
Smaller groups and f; d shared leaming were also cited as
helpful i muntaining group cohesion in the scudy by Geeen
and Barrd (2009), Midwifery students stated that having

L) o\

important m helping them remain focused and enthusastic
{Green & Baied 2009),

Personal

This theme identified personal factors that were important in
keeping students on the programme. Subthemes ascluded
student characteristics and family,

Stsedent clraracteristics

The personal charactenistics of students who were successful
on programmes of nursing and medwifery education have
been identified by several researchers. Some personality teaits
have been isolated as being associated with an increased
completion rate. Deary o2 al. (2003) found thar students whao
scored highly for agreeabl 1ent
more likely to complete the programme. This was attributed
1o the fact that they were more likely to invest in the pro-
gramime than students who demoastrated chazacteristics of
irvicability, ruthlessness and selfishness. Mclaughlin ot al
[2008) demonstrated that students who were introverted
were more likely to achieve fugh marks in assessment. The
researchers suggested that the ntroverted students weee less
likely 10 be distraceed from their progeamme than introverted
studenss, McLaughlin et al. {2008) established thas students
with higher self-efficacy belicls were likely to complete the

and were
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programme, They proposed that students with higher self-
efficacy beliefs had a strong belief in their abelity o succeed
and are more likely to be motivated and commutted to the
programume.

Higher academic entry qualifications were also associated
with inereased completion vates [Houlram 1996, Kevemn
et al. 1999, Prymachek er al. 2009}, Being female was
strongly associated with higher completion rates in studies
by Mullsollaod ez @, (2008} and Pryprschak ez al. (2009). [n
the study by Pryjmachuk er ol (2009] female ssudents had
much lower levels of noa-voluntary removal from the
programme than male stadents. In the study by Mulhelland
et al. {2008} the reason for the higher completion rates of
female students is unclear.

Mature students were also more likely 1o complete nursing
and midwifery progeammes (Houlram 1996, Kevern et al,
1999, Mulholland ef al. 2008, Pryjmachuk et 4l 2009), It
has been suggested thar mature students have more life skills
and have given maoee thought to their chawe of programme
than younger students.

In a study by Muolholland er al. (2008) students from
English-speaking overseas countries were more likely 1o

plete the prog w than indig d Mulhol-
land ¢t al. reported that this finding conthcted with the view
of academic stafl who reported the view that overseas
students were less likely to complete,

Famuly
Family was cited as an important factor in enabling students
toremain on the programme. Students in the study by Bowden
{2008 stuted that fanmaly membees who weee also ourses weee
particulady helpful in enabling them to cope with the de-
mands of the programme because they understood what they
were going through. Female stadents in that study also cited
hers as being aging and supportive throughout the
programme. This may rellect the key role that mothers had in
shaping their daugheers’ fatres as they played an important
rode in inflaencing their choice of career and supporting them
through the application process. Rudel (2006) found thar
students in her study cited sp and family bers as the
most important [actor influencing their ability to continue on

2004, LevettsJones et al. 2009), However, what i5 meant by
“support’ is rarely explicit. The studies by Colalillo (2007)
and Suthedand et ol (2007} focused on students froen ‘at
risk’ groups and provided addigonal input from faculty to
develop skills to enable them to cope with the institutional
environment and the academic demands of the programme to
enhance retention,

Brown and Mazmshall (2008 describe the "BESTRN'
progrumme and its effece on student recention. The pro-
gramme has inceeased recennon through the use of frequent
testing and cemediation programmes for scadents who do not
meet the required standard for proge Academic staff
participate in prescnbed sessions for students who do not
pass class tests and provide additional academnic support
sessions 10 students experiencing difficulty with the course
content, High-achieving students are paid to acr as peer
wtors for stdents struggling with the programme. Along
with these strategies, regular stud isfaction surveys are
carried out and acted on to that the prog meets
the needs of ssudents.

Poorman et @l (2002} found thar students were often
reluctant 1o ask for help because they saw this as an
admisson of falure. However, the students in their study
said that they apprecisted it when lecturers approached them
to offer help and advice when they were struggling, Stedents
it higher education are conceptualised as adult learners and it
may be assumed that they are able to ask for help. However,
the fact that they are adults and used to coping may actually
deter them fram secking appropriate support. The diversity of
students undertaking nursing and midwifery programmes
means that HEL need 1o be prepared o offer a range of
support mechanisms for stodeats with different oeeds
Students also need to he d that acad uppoct is
integral to the prog) to facilitate personal development,
rather than being seen as an admisson of filure.

Academics have many demands made on their tiene. Student
suppoct may be seen as an additional burden {Poorman 1 al.
2002, Rhodes & Jinks 2005) The more saccessful pro-
grammes in the USA enabl demics to gain remission from
ather aspects of student support if they partic n

pa

g students and also target on focused groups of

programme. The students in her study reported that family
metnbers offered encouragement and practical support with
chores and childcare and this decreased the demands on stu-
dents outside of the programme.

Discussion
Swident sapport is frequently cired as an important element in
retaini d P et al. 2002, Robshaw & Smith

4 2011 Blackwell Pablishing Ltd, Jowrnal of Climcal Nursing

students known to be at nisk. The resource inplications of
accepting students with a need for additonal academic
suppoet oeed to be considered by HEIs. The additional
resources required to implensent support systems could be
offset by berter retention rates, However, the impact on the
workload of individual fecturers must be ttken intto sccount.

In the UK, there is now a considerable body of ewndence to
demonsieate studeats who are at increased nsk of attrition
from nursing programmes. ‘This ncludes being young, male

86



J Cameron et al,

and having limited academic qualifications on entry to the
programme (Kevern ef al. 1999, Malholland et &l, 2008,
Pryjmachuk e ol 2009), Some authors have suggested that
entry o programmes of nursing and midwifery educaton
should be restricted 1o stsdents who are less likely to fail
(Pryjmachuk et al. 2009), However, this conflicts with the
government’s ageada to widen the entry gates to higher
education and, as stated earlier in this paper, it also flies in the

the detriment of their programme. Family-centred  pro-
grammes do exist in some institutions bat these tend to offer
students fexible attendance patterns eather than involving the
family in the programine. Given the complexity of norsing
and midwifery programmes and the iavisibility of much of
the woek to the non-student, perhaps consideration should be
given to ways of enhancing the invol of the families of
students in the programme so that they can fully understand

face of demographic reality because the number of candid:
whao fulfil the criteria for the ideal student peofile is dwindling.
A porential solution could be 1o targer resources on “at risk”
students rather than adopting a scarergun approach, Action
research is a possible method for investigating the effect of
different approaches to increasing student retention.

The role of peers in encouraging students 1o remain on the
programine has also teen largely unrecognised. Lander ef al.
(2008} suggest that peer suppore should be a stronger featare
of precegistration curricula as their study demonstrated that
students appeared to value this most. The move into higher
educanon has resulted in larger class sizes. The diverse
population of nursng and midwifery sadents means thist
students may find themselves in a group where they feel
isolated (State 204M, 2007), Formalised peer mentoding is a
possible mechamsm for students to help and support each
other that could be explored further.

The role of cinical saff in supporting studenrs was
highlighted by Green and Baird (2009}, Prvjmachak e ol
(2009) demonstraced that different clinical providers were
assaciated with a wide range of retention rates. Although 50%
of the time element of nursing and midwifery programmes are
sitsated in clinical practice, surprisngly linde cosearch bas
been carried out into the effect of clinical placements on
student eetention, Lauder of al. {2008) repocted that more
support for preregistration students was required from men-
tors w clinical practce, The place of senior dintcal staff m
suppocting stafl to mentor students should be reviewed in the
light of earlier research that demonsteated the Key role the
ward sister plaved in eahanciog the clinical leaming eaviron-
ment (Orton 1981, Freewell 1983ab, Ogier 19861,

Family p s are cited frequently as for
attrition (White ef al. 1999, Glossop 2802, Andrew et al.
200R). However, the students in the studies by Bowden
(2008}, Green and Baird (2009) and Rodel (2006) all cited
familics as being an important source of support. ln partic.
ular, family members with a background in nursing were seen
as being able to empathise with the student. Mothers of
dasighters undertaking nursing weee also seen ay being stroay
inflaences in enhancing student retention (Bowden 2008),

Families tend to be seen as ‘time thieves' in oursing and
midwifery education by making d ds on the student to

the con: required to register as o nuzse or midwife,
This could include ‘open events’ where students are able w

share experiences with their families,

Limitations
The review was lunited by several factors. The inclusion and
exclusion critetia excluded some papers which focused on
increasing student retention becavse they focused on pro-
gression rather than completion. Although progeession is
important, we would argue that pletion is key in stadent
retention and by including papers whach did not have thas as
an outcome woald produce results that weee less meaningiul,
Daen qualicy was scknowledged by the authors of sadies
in the review to be problematic, Small numbers and incom-
plete data meant that conclusions could nee be generalised 1o

the wider population of stud Jespi dies from
&fferent having similar fnding:
Conclusion

Only oae of the studies reviewed asked students why they
stayed on a programme of nursing or nudwifery education
{Bowden 2008), One of the most important findings was that
at least 50% of those who completed a nutsing progeamme
had considered leaving at some stage but had changed their
minds. This is important because it demonstrates that a

grufi ber of p 1al leavers can be persuaded to
TEMIN on Programnme.

The evidence appears (o demoasrace  that  personal
commitment and good support seem 1o be essential for
students to remain oo programmes, Geeen and Baird |20049)
use the term ‘resiience” to describe the way nudwifery
students approached their complex personal and educational
challenges to stay on peogramane. The ability to develop
strong support systems and 1o cemain focused on the long
term benefits of registering as a midwife were key w0
increasing retention in their study. However, the studies
reviewed fail o mdicate clearly bhow to idennfy when
stsdents are most vulnerable and which iaterventions are
most appropiate i differenc simations. Equally defining
what is meant by ‘suppore’ is rarely explicit and requires o
he mare cleady articulated.
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Future research in relation to student retention should
focus on students who remain an programme. Sample sizes
should be larger, Data can be collected prospectively und is
less likely to be affected by student recollection. [nterven-
tions which have been shown o be ‘promising’ include
developing self-effcacy (McLaughlin e al. 2008); focused
academic suppoet (Colalillo 2007, Brown & Marshall
2008); peer suppart (Rudel 2006, Bowden 2008} incorpo-
rating family involvement in the delivery of the curniculum
(Rudel 2006, Bowden 2008) and enhancing the clinical
leaming eoviconment {Peypmachuk et 2l 2009). Action
research is a methodology that lends itself to the investiga-
tion of the dynamic curriculum and could faclitace both the
introduction and the evaluation of interventions. Ultienately,
however, the foture direction of eesearch into student
recention will be decided by policy makers and funding
bodies. They need to have the courage and insight into
break with traditional aurition studies and focus on why

Clinical care providers need to have a supply of educated
nurses and midwives to ensurc that they can continue to
provide high-quality care. Politically, govemments need to
have value for money when allocating resources for peofes-
sional education, They also need to be reassured that
education providers are eosuring that they are addressing
the issue of student retention to satisfy the demand foe health
care practittoners, Foture research should focus on identify-
g when stedents are likely o leave the programme and
factors that can enable them to temain on programme.
Understanchings of terms such a8 ‘support’ need 0 be
explored and defined so that appeopriate assistance can be
offered to students,
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The first year post-qualifying as a nurse or midwafe 15 often seen as a key transitional penod. Flying Start
NHS is the national development programme loe a1l newly qualifed nurses, midwives and allied beaith
profe 5 in NHS Scotfand. [t 1s d | 1o support the from student to newly qualified
health prafessonal theough supporting learming In everyday practice. It Is a web-based or C-ROM pro-
gramme which seeks to increase the confidence and competence of newly qualifed nurses and micdwives
durtng their first year of employment following registracion. The aims of this study were to establish lev-
ols of self-report comperency, self-efficacy, job demands and career intenticns in newly qualified nurses
undertaking Flying Start NHS peogramme in Scotland. The alms were met by conductg a cross-sectional
survey of Flying Start NHS students. Newly qualified nurse pamicipants (n = 87) compmsed a comvenience
sample of newly qualified nurses who were registerad a5 undertaking the Fhying Start NHS on-line pro-
gramme during Avtemn-Winter 2007, Most newly qualified narses intend 1o remain in the NHS although

initiative

a small but important number may Jeave.

© 2009 Elsevier Lud. All righes reserved

Introduction

The first year post-qualifying as a murse or midwife is often seen
as a key tronsioonal period. Concems about the difficulties thae
may occur during this penod are reflected in the ‘Caring for Scot-
landl’ Nursing Strategy which identified the provision of structured
support for newly qualified nurses as an action point (Scoetish
Executive Health Department, 2001). The major suggestion in this
report eventimlly made ies appearance in the guise of Flying Start
NHS.

Flying Start NHS is the national development programme for all
newly gualified nurses, midwives and allied health professionals in
NHS Scotkand. It is designed to support the transition from student
to newly qualified health professional through supporting leaming
In everyday practice. It is a web-based or CD-ROM programime
which seeks 1o increase the confidence and competence of newly
qualified nurses and midwives dunng their first year of employ-
ment following registration.

The programime consists of 10 units, each containing a pumber
of sub-units with clear Aims and Ourcomes artached to cach unit.
Fig. 1 details the content.

* Corresponding authar. Tel: +34 1382 GIZ123,
Eoavail addras: e oy rghinunder scuk (M. Rechungh)

1475305308 - sow Trewl mattiw © 2000 Hlsevier 118 A fighty ewevnd
dew 10,001 6) raepe 000 L0115

Flying Start NHS has also been designed to offord practitioners’
o map their progr gainst the Knowledge and Skills Framework
(KSFL This is a competence framework to support personal devel-
opment and career progression within the Natlonal Health Service
across the United Kingdom (DOH, 2003), Each NHS post has a KS¥F
outline {much lke a job description) - this describes the knowl-
edge and skills that peed o be applied in a post and against the
KSF outline, It is designed to ensure that staffs are supported 1o
be effective in their jobs It also provides opportunitics 1@ progress
and develop through their time working in the NHS. Linked to this
framewaork is Agenda for Change {AFC), This is the current National
salary scale for all NHS staff salary progression (DOH, 2004). Cur-
rently there are nine bands {1-9) within AIC. Saksry progressson
at specified points in each pay band depemnds on how the individual
matches the KSF outline for their post.

Hickie et al. (2007) suggest that Flying Start NHS will create a
positive learning environment and this will in tum result in
Improvements in bong-term recruitment and retention within the
NHS,

Background

The issue of the competence of newly gualified nurses and mid-
wives has a long history, Recently Clark and Holmes (2007) report

in
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that in England ward mangers have low expectanions of newly
qualified nurses who themsetves feel (Il prepared for thelr new
role. Whether this reflects an accurate picture of real competence
is open to question. The wider political debate shows little of sign

of disappearing with the RCN Geperal Secretary questioning the
competence of pewly qualifed nurses (Snow and Harrisom,
2008). Expectations about nurse competence are also the product
of a wider professional and political discourse. Social dgment
theory suggests that strongly hedd views, such as ‘newly qualified
nurses are not competent’, leads individuals to seek evidence 1o
supposet this judgment and exchude evidence to e contrary (Shenfl
e al, 1965)

Moving from student to qualified murse can be concept salised
within a transition framework. The transition year is a period of
leaming and adjusoment when newly qualified nurses develop
their knowledge and competence and are socialised into the work-
place | Victoria Department of Human Services, 2002), Understand-
Ing and supporting students in the transition period is a prioeicy in
the undversity sector and especally in relation (o students from the
non-middle class backgrounds (Marland, 20073 )

Problems in the transicion [rom student to registered nurse are
widely reported in Australia {Greenwood, 2000), Canada (Ellerton
and Gregor, 2003), Israel (Greenberger ot al, 2006), South Africa
{Moeth et al, 2004) and the UK {Holland, 1999; Andrews et al,
2005) This phenomenon has bren reconceptualised as work readi-
ness. Medicine has long recognised the neexd for a longer period of
training with qualified medical staff undertaking training posts on
qualifying Nevertheless the measurement of the problems faced
by the new practizioner has proved more challenging than recogn-
ising that this problem exists. O'Conper et al (2001 ) compared the
perceptions of competence of newdy qualified nurses provided by
139 senior nurses and the actual competence of 36 newly qualified
murses, They found that newdy qualified nurses consistently per-
formed at a higher level that that expected by senior nurses. Whilst
the evidence-base has marginally improved since 2001 O'Connor
et al's observation cautions us to the imitations in research relying
on perceptions. The unremarkable but often overlcoked point that
perceplions are different from actial behaviour is one that should

lways be at forefront of evaluats h. An Australian review
{Victoria Department of Human Services, 2002 also concluded that
oa pablication of the review there was no strong evidence to sup-
port the benefits of costly and complex graduate programmes.

Ope of the least well known and cemainty one of the least
implemented Project 2000 recommendations was the need to see
the newly qualified nurse as 'a work-in-progress’. What was rec-
cenmended was a period of mentored on-the-job training which
should last aroand three to four months. Macleod-Clark et al.
{1996) in their descriptive account of Project 2000 in England re-
port concerns from stakeholders about initial skill deficits in newly
qualified nurses. These deficits quickly disappeared with greater
exposure to practice and leamning-on-the-job. Mallik and Aylott
{2005 provide a useful comparison of the problems of Fitness for
Practice [FFP) and - more specifically - the quality, cost and provi-
ston of practice placements in boch UK and Australia. Many Austra-
lian healthcare agencies have developed a | year graduale
programme for newly qualified nurses as a consequence of limited
exposure to clinkcal practice setrings In pre-registration pro-
grammes and the perceived limit in competency of this group.

Perceptions of skill adequacy in pewly quatified diplomates in
their Arst stafl narse post, within a nursing bomes context, vary
but are on the whole favourable (Runcman et al, 2002), Fraser
et al. {2000) report that the transition from student to midwife is
assodatedd with a drop in confidence. This was imp 1 if support
was provided and by the end of the first year midwives were de-
scribed by managers as competent and confident. [n her small scale
cross-sectional survey comparing intesview data of newly qualified
nurses in 1985 and 1998 Gerrish (2000) reports the latter cohort
felr less stressed about transicion than newly qualified nurses in
1985. This design is too weak 1o make any generalisations and
should be seen as exploratory.
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In a small scale evaluation of 3 course on community nursing
with mostly newly qualified nurses Wright { 2005) reports that stu-
dents felt the course had improved their key community nursing
skills. Runciman el al. (2002) report that nurses were perceived
to be less competent in chinical skills, Similarly, Amaos {2001) iden-
tified thar newly qualified nurses percetve they do not have rhe
necessary skills (Amnos, 2001 ). Newly qualified child health nurses
whi obeain their first post in the community were also not thought
1o have the pecessary skills {Hickey 2000), Bamers to keaming in
this period may share many similanties ro those experienced by
student nurses. Moeti et ak {2004) kletify the many organksation
factoes which impede newly qualified nurses” development.

Rotational programmes may be a partial selution { Evans, 2002
and are one element in the proposed plans for structured pro-
grammes in Scotland. Wong [ 2000] in a small scale study suggests
that Learning Groups for newly qualified nurses Bacilitace quicker
adaptation and a smoocher transition o working In intensive care.
Braster (1997%) in a study of 62 new graduates found that the stroa-
gest preclictors of chinical performance were support provided by
peers, precepior skills, and emational support provided by precep-
tors. Participation in formal support groups was not found to be a
predictor, This study highlights what appeass to be the centrality of
peer and workplace support in the transition phase.

Proposed curricula in support of the graduate year are not well
described in UK, relative (o Australia and USA. The revised gradu-
ate programme in Victoria (Victoria Department of Human Ser-
vices, 2002) focused on clinkcal risk management, harm
nunimisation, managemens skills, chinlcal competencies and ethi-
cal dimensions of practice, They also suggest a framework for eval-
uation which measures recruitment and recention, amxiery
reduction and integration, dinical competendes and growth and
development of the professional. Cooney (1992 ) describes a three
stage programme in Texas which started with an orientation and
socidlization period, followed by the develog of advanced
skills, and fnally leading to assignments of complex cases after
completing tadlored educatinal courses, Cooney reports that the
in-house evaluation indicated nurses reporied grealer autonomy,
increased job satisfaction and mmp dr ion rates,

The transition period is the time when nurses karm to manage
and exercise greater control many aspects of their practice. This in-
volves a balance between demands and control. Nurses who report
less job control report higher stress bevels (Chang et al, 2005). IUis
the adverse effect of participation m the workforce without con-
trol, rather than participation per se, which affects job stress {ksyael
et al, 1989). Lack of control over one's work has been identified
bath as source of stress and as a critical health risk for some work-
ers. Demand-control theary of work stress is also linked to learning
and professional development (Parker and Sprigg, 1999; Taris
et al, 2003), In a study of 876 Dutch teachers Yaris et al. found that
the transition to high demand (low control posts { such as we see in
the newly gualified purse) is associated with a strong deterioration
in learning and self-efficacy. Employees who are unable to exent
control over their work are more likely to expersence work stress,
which in turn imgairs ¥aming {Taris aixl Feij, 2004 Self-effeacy
moderates the refationship between on-the-job training and levels
of anxiety aml stress {Saks, 1994). High self-eflicacy is associated
with learning in nursing and midwifery (Colguitt et al, 2000},

Methods

It is suggested that the development of newly qualified murses
needs to be understood within a framework of self-efficacy, com-
perency, career aspirations and b demands. Consequently alms
of this stdy were 1o establish Jevels of self-report competency,
self-efficacy. job demands and career intentions in newly qualified

nurses undestaking Flying Start NHS programne in Scotland. The
anms were met by conducting a cross-sectional survey of Flying
Start NHS students.

Sample

Newly qualified nurse participants {n = 97) comprised a conve-
nience sample of newly qualified nurses who were registered as
undertaking the Flying Start NHS on-line programme during Au-
tumn-Winter 2007, The sample inchided 81 females and nine
males (missing gender data for 7 pasticipants) with ages ranging
from 21-49 years amxd 2 mean age of 11.78 years (SD 883). Most
participants (n = 58; 64.4%) were marned or living with a partner.
Participants were currently pracuising in 14 Health Boards with the
largest number working in ward-based settings (n= 5%} and only
five practising in the community, Mest participants were adul
nurses (n=73; BI%)L A majority had exited with a Degree
{m=50; 56%) with 40 (44%) exiting with a Diploma.

Darta collection

The cross-sectional survey involved & questionnaire being
administered 1o participants through the link nurse for Flying Start
NHS employed in each Health Board in Scotland. The questionnaire
package included demographics, personal and career aspiration
items, job demands, self-report competence and self-efficacy
imstraments. Demographic data inchuded intake year, mantal sta-
tus, pre-registration exit poant and age. Career choice ncluded
items relating o Knowksdge and Skills Framework (KSF) core
dimension levels, Agenda for Change (AFC) Band aspirations, at
5 years and 20 years post qualifying and the quality of career ad-
vice to date, Retention was measured by 2 stems asking if partici-
pants would remain working in the NHS an completion of the
course and remain in the NS 1 year after completing the course.

Self-repost competence was operationalised by the Short Nurs-
Ing Competencies Questionnaire (SNCQL This is an 18-ltem scale
developed by Watson e al. {2002) and derived from the 78 item
Nursing Competencies Questionnaire (Bartlets et al., 1998), Sample
questions included: (1 1 make accurare dinkal fudgements based on
assessaent data, (2) [ provide a rationale for thoughts and behaviour
when questioned.

Self-efficacy (confidence] was operationalised by the Ceneral
Perceived Self-Efficacy Scale (GPSE) The GPSE (Schwarzer, 1995)
15 @ 10-item scale. It has been shown to have good con
and discriminatory validity (Schwarzer and Born, 1597 Sample
questions included: (1) ! am confident that [ could deal efficiently
with unexpected events, {2) It Is easy for me to stick o nty alms ond
accamylish my goals.

Job demand was operationalised by the Job Content Question-
nakre (Karasek et al. 1988). Managng the safety demands and
challenges of being a newly gualifed ourse aixd the support pro-
vided during this period were measwred by Karasek's demand/con-
troljsupport scale. The scale has items measuring psychological job
demands { five items), $kill discretion [sixitems), decision authority
{three ltems), co-worker soclal support {four items) and supervisor
support {four items). The items on hostile supervisors and co-
workess were omitted, Items are scored on a four-point Likert
scale. Good reliabllity has been demonstrated {Malinauskiene
et al, 2004), We did not conflate subscales in this analysis as the
sub-scabes provided data which bad a better fit to the research
objectives.

Data analysis

Data were initially subjected to descriptive analysis basad on
coumts, percentages and proportions, Differences in self-efficacy
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andd sell-report competency belween Degree sidd Diploma pre-reg-
istration exit point students were examined by Student’s t-Test.
Carrelations between job demand sub-scades, self-efficacy and
sell-report competency were explored by Spearman's lest. Regres.
sion analyses were performed using Categorical Regressson with
Optimal Scaling (CATREG) procedure in SPSS Version 15. CATREG
was selected as variables were nominal amd numeric kevels of mea-
surement and did pot meet other assumptions of multiple regres-
sioms such as normality and homoscedasticity.
The regression analysis was conducted with self-repoet compe-
tency as tbe uependzm variables and skills discretion, supervisor
pport, psyd:olo;iml Job demands, decision
aulbonw wlf—etﬁ:acv and pre-registration exit point as predictor
variables. An initial CATREG analysis was performed. All variables
were considered numeric with the exception of preegisttation
exit point which was treated as a nominal variable. A random ini-
tlal configuration was selected as recommencded when at least one
predictor variable & treated inal. A d CATREG with skill
discretion and sell-efficacy was performed. Pratt’s measure of
importance is also reported, This provides estimates of the relative
importance of significant predictor variables in 3 more readily
interpretable form that beta values normally reported in multiple
regressaon analysis.

Findings
Futwre intentions

Participants were asked which ARC Bandd they aspired (o in
Syears, The two most common Bands were Band 5 (o= 19;
20.9%) and Band 6 {n~25: 27.5%). When asked which AFC Band
they aspired (o in 20 years (he mode was Band 7 (n = 23; 25.3%).
The next most popukar responses were Band 6 (0= 11; 12.1%), Band
9 n=7, 7.7%) and Band 8 (n = 6; 6.6%).

Participants were asked if they intended Lo remain in the NHS
on completion of the Flying Start NHS programme, A large number
(n=80; 59.9%) stated they did intend to remain with a small num-
ber not intending/did not keow (n=9; 10.1%) Participants were
also asked if they intended to remain in the NHS for at Jeast | year
alter completing Flylng Start NHS. A large number {n = 78; 88.6%)
stated] they did intend to remain and a small number did not in-
terxd(did not know (n=10; 1132}

Knowledge skills framework

Partacipants were asked at which keved 1o four KSF core dimen.
sions they were currently working towards at this point in their ca-
reer. Within each dimension there were responses across alk fouwr
levels with bevel three the most cited leved in all dimensions with
the exception of service improvement (Table 1)

Participants were asked to rate the quality of career advice they
had recerved to date. The response format went from 1 (very poor)
10 10 (excellent), Scores ranged from 1 to 10 with 3 mean of 5.30
(2.65] with a mode of 5.00 and median of 5.00. There were 48

Tabde 1
XSF core demersion asperatons for newly qualified practiiorers

Dimersion level 1 Level 2 Level 3 Level 4
N N N N
Health and safesy L) 17 a6 n
Service improvement 1" as 20 15
Quakcy 7 8 n 6
Sapualicy dnwesscy 7 n 34 18
Total - W (E3) KL

(55.8%] participants who rated the guality advice on or below the
median

Self-report competency

Self-repont. competency scores had a mean sample score of
62.39 (SD 7.45). There was no signilicant dilference berween par-
ticipants exiting their pre-registration programme with a Diploma
or Degree (= -0412, df =82, p~ 0678}

Self-efficacy

General Perceived Sell-Efficacy mean scores for the samphe had
a mean score of 30,60 (SD 3,721 There was no significant difference
in self-eflicacy between (hose participants who exited their pre-
registration programme with a Diploma or Degree (¢« 1,152,
W= 87, p= 0252 There was a moderale posilive correlation be-
tween  self-report  competency and  seff-efficacy (7= 0.406,
p=0.001},

Job demands

Correlations between job demand sub-scales, self-report com-
petency and self-eflicacy were explored using Spearman's test (Ta-
ble 21 Psychological job demand was positively associated with
support from supervisors {r = 0.284), These supervisors were likely
1o be the ward charge nurse or thedr equivalent in the communiry,
Self-report competency was assodated with skill discretion
(r=0290), supervisor support (r=0227) and sell-efficacy
{r=0414), With (he exceptions of self-efficacy and sell-report
competency significant correlations were low,

There was a significant difference between Degree anxd Diploma
exit-point participants i the skill discretion sub-scale (¢ = 2.150,
- 83, p-0034),

Predicting self-report compertency in newly qualified nurses

The self-report competency model wich skills discretion, super-
visor support, co-worker support, psychological job demands, deci-
sion autbority, sell-efMicacy and pré-registration exil poinl as
predictor variables was significant (f« 3,777 df = 7, p= 0.002) and
accounted for 23.9.% of the varlance in self-reported competency
{ad) = 0.279) Seif-ellicacy and skill discration were significant
predictors. A second CATREG was performed with self-efficacy
and skill discretion as predictors. The second moded was significant
= 12657 df = 2, p=0.001) ard accounted for 22 8% of the vari-
ance in self-reported competency (ad) r = 0,228}, Pratt's test of
Impaortance indicaces that self-efficacy (0.669) was twice as impor-
tant a predictor than skill discretion (0,331

Discussion

The majority of participants indicated they would remain with-
in the NHS on completing the course and for a further 1 year,
Akhough less than one in ten stated, they ‘were not sure/would
leave' this is still & potentially significant Joss of gualified nurses
if this translated to actual leaving. Consequently one of the stated
aims of Flying Start NHS to maximise relention seems appropriate,

Given Lhe current focus on modernisimg nursing careers and (he
wreater emphasis on learndng and competency development over
the course of a nurse's career it was disappoiting Lo find that
many nurses had received relatively poor quality career advice 1o
date. Career advice at an early stage needs to be more foymal and
linked to aspiration, ability aixl career patterns. Asprrations sround
KSF showed considesable differences between participants on the
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Table 2
Assactachn betwees b demands, sell efficacy and mmpetency.
Shills mioh Pspchologicll ob P Co-worker Sor Sell-report
«il d d Support suppoet lllcacy COmpecency
skills dncreaon 1
Decisien autharicy T 1
Paycholegical joh s 0 1
Bemaed

Supesvior supgort 61 151 2840 1
Co-waeker support 28 381 ~145 3m* i
Self efficacy 134 3 -2 200 20t 1
Sellgepor compotercy 200" 154 —A0s 25 BET A4 1

LT

fas ol

same core dimension and within participants across rthe range of
core dimensions. There must be guestions raised around the wtility
of the KS¥ d pamicipants simply don’t understand these core
dimensions. The KSF does not appear to be a theoretically informed
educational framework but rather a Human Resource inifiative
which has little basis in how nurses actually progress through
more sophisticated levels of performance. There is neither theoret-
ical nor empirical rationale to propose that core skills have four
levels. The whole KSF framework may be no more than an
overly-simplistic pmducl ol the growing Hi mental-
ity in the NHS which gives an ilusion of order. The wikle spread of
scores on KSF core dimensions may be surprise given the relatively
simphicity of the measure and the foar point range of responses.

Self-report competency scores were higher than thase reported
for second and third year student nurses {(Lauder et al, 2008) and
provides some support for the utility of the SNCQ to track progres.
sion in self-report competency into the post-qualifying stage.
Although the increases were relatively small this may be maore
important than at first woukl appear to be the case. The SNCQ
has a ceiling effect and even small changes may indicate a more
substantial increase in competence.

Self-efficacy and skill discretion were the only significant pre-
dictors of self-report competency. The association between self-
e!ﬁcacy and self-report petency has been previously reported
in a study of pre-registration shxdents and is mnsasum wnh secial
cognitive theory {Lauder et al, 2008}, Skill discretion items have
clase similarities to notions of the good ward learning climate de-
scribed over 25 years ago by Fretwsell (1980} The creation of a
ward leaming climate remains one of the key roles of the ward
charge nurse with the ward itsell being embedded in a leamning
organisation {Scottish Executive Health Department, 2007). Sur-
prisingly given the long believed imporiance of the ward sister in
creating good learning climates (Ortom, 1981) supervisor support
was not a significant predictor. Nevertheless the importance of
he workplace as a learning environment-community alfied to fos-
tering a sense of efficacy m the newly qualified nurse are core ele-
ments which need to be considered when promoting kaming in
the postqualifying period,

Conclusions

Most newly qualified nurses intend to remain in the NHS
although a small but important number may leave. Future longitu-
dinal study is nesded to see how many actually leave,

Career advice needs to be addressed throughout pre-regisira-
ton peogrammes, Consideration should be that this s a joint initla-
tive between HELNHS d ing Lhe kI of and diversity of
the roles nurses can undertake. The KSF requires to be subjeaed to
ngorous psychometric testing to examine its validity and rellabil-
ity for nursing practice Sdf report competerncy showed no differ-
ence between graduates or diplomats,

The study limitations inchade the use of self-repoa measures
and a ively small convenience ple. Future well funcled
studies with larges representative samphes and which employ di-
rect observations of competence are needed.
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the incividual at the cemtre af the care.
Introduction

Much speoulation has been given (o the guantity and quality of the
theoretical content required to achieve degree standard in relation to
nursing practice. A cuntention highlighted by Hendersan et al {2007)
and Levett-Jones (2007 ) is that insudTicient focus is given to the gual-
ity of the student learnng in practice, and that current organisation
and structuring of placements gives studeals messages and leaming
experiences that are nol congruent with curvene heaith and social
care polikcy and (deotogy.

The nature and purpese of practice kaming i in part conveyed
through the language that is used to describe it The typical use of
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Eomadd addresies: CrShnicacuk (M Rbogh), mosalos@eigies acul
M Conkn ). d baake@rguac ok (D fanks).
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oL 10016 ek 302 205,004

the term ‘placement” creates an image of a physical location or pro-
fesslonal teatns which the studeat goes to and remains for a period
of time, It suggests student learning is about and within Uy bouxd-
arves of that kcation or team, Contemporary practice leaming should
be an open and flexible system within which the sudent pursues

inglul learning experi that are persan-centred and span
health and social care services andd beyond in ways that reflect the
service-users’ experience, It i suggested, that the lerm “practics
learning experience’ reflects a differe perspective and ultimately
a different type of learning expectence for the studeat than the
Lerm ‘placement”.

This paper will explote an alternative approach to the traditional
rotational organisation of practice learning. Three case studies of
Hub and Spoke models will be discussed each lormed 28 peojects by
separate Scottish Uneversities and their respecive NHS partners.
The findings of the projects will be explored with particular focus
on placement philosophly and ocganisation, and the imgpact of the ap-
proach on scope and depth of student leaming

in
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Limitutions of Rotational Practice Mocement Models

The predominant method of organising practice placements for
nursing students &5 based on a rotational model. A rotationat madel
may be described as a sertes of placements that have no defined con-
nection between them other than providing exposure to a range of
patient groups and services. There is evidence that such an approach
often keads to students lacking confidlence and feeling anxious about
the camplexities of the care environmen (Campbell, 2008), Several
reasons have been idennfed for the limitatioas of the rotational
model. Holland et 3l (2010) noted that this approach is platned and
managed in a variety of different ways according to programme spec-
iication and placement avadabality, rather than being driven by the
Yeaming needs of the student. In addition, rotational medels of place-
ment may not necessarily de incegrated into the academic leaming
experience and are only tenuousty linked 1o the studenrs’ lexming
needs or cunosities. The choice of placement allocation is nat within
the coatrol of the student and placements are requendy short and
disconnected from each other {Campbedl, 2008}

Despire these limits in the organisation of practice learning,
Andrews & al (2005) study on placement experiences conciuded
that ‘the ab or alla supp e and positive leaming en-
vironment, are seoinal for many students in shapig their first desti-
nation employment decisions’ (p 151). Students are therefore nat
anly making this dedsion oo limited experience but also, more im-
poctandy. on experiences where the developmental apportunities to
be future focused practitioners have been constrained.

An additional difficulty with the rotational model was highlighted
by Lander et al (2008) as over reliance on acute care settings for stu-
dent placements can result in conflicting messages, as emphasis &
around 'benevolent care approaches’ that focus on ‘iliness’ and the
‘patient”. Although medical approaches to health services remain
valid in all fiedds of practice, the socal moded of health, which em-
braces pecson-centred and values-based care approaches, increasing-
Iy underpins bealth and social care policy and practice guidelines

h G Health Dep 2010). Thus, placement
upnimcw that are confined hmly to JCute Care environments
can provide restrictive leaming oppoetunities that do not conflate
weell with current health policy drivers.

Potential Opportunities of the Hub and Spoke Approoch to Proctice
Learming

The review of practice leaneng completed by Campbell {2008) sug-
gests several benefits from adopting a Hub and Spoke madel, inclicling
an dreased coaststency of experence for student, menuws, patents,
service users and carers, The model may support the concept of stu-
dents’ belonging to leaming communities which is an approach to
teacheng and learmdng that is gathering momentum within hegher adu-
cation Meaningful leaming is rooted in Uye culture and the social expe-
nence created within an educational expecience and is achieved when
students perceive ownership of the carricduny and authenticity in
their educational experiences (Lawrence, 20005 ), Anderson and Burgess
(2007} assert that Jearning comimunities have value as 2 mechanism
for combating isolaticn and enhandng collabarative and intenactional
approaches 1o leaming. The Bterature refers to the significance of
‘being In praczice’ as part of the socalisation process of becoming a
nurse o nadwile (Meslia, 1987; Levett-jones and Lathiean, 2007) and
that students acknowledge the importance of fitting in” to the environ-
ment in which they are allocated as significant to thesr actual experience
and their success in becoming a quadified nurse (May and Vesitch, 1998,

The woek of Henderson et al (2007) suggests that there is a strong
relationship between the concept of belongingness and students'
having a pasitive placement expenence. Belongingness is understood
to be the sense of coanectedness to the studeat experiences within
the tearming Belongingness can b felt within the stalf,

within the system and wathin the dieot group and demonstrates co-
lsesive and secure care settings (Henderson e al, 2007). lis quality
is dependent on a range of factors induding the level of student in-
volvement in care and the availability of support during the leaming
experience. 1Cis in this sense of commection that enables the student 1o
be open and receptive 1o the demands of the care environment and
more deeply engaggd in learning. A sense of beloagingness emerges
theo connecied and collegiality in relatsonships
(Levett Joms and Lathlean, 2008 ),

Thiss, in Gacilitaring the process of establishing meaningful rela-
tionships in practice, Hob and Spole models hold the potential 1o
deepen and extend student leaming by reflecting the values espousest
Ity contemporary health. A student nierse is maore able t desnonstrane
the values of person centred care (respect; individuality; empathy ), if
they receive that same ethos in their learning experiences.

Overview af the Three Case Seudies

= Case Study 1 - a service centredd approach which enables students
W ‘follow the dient journey,

= Case Study 2 - a first year placement, in which the student stays
with the same hab and the sanw mentor

» Case Study 3 - 2 whode progranmime appeoach in which studeats be-
longing to three core leaming communities.

The case stuclies were developed independently af aow another i
response to local educational and clinical agendas. However, the Soot-
tish Covernment’s Recrul and R iva Delivery Groug for
Nursing, has played a key role in suppocting the (nattatives by pmvld
ing funding for implementation and evaluation. Thas has
collaboration between the three Higher Education lmtllunom that
Inas embled the sharing of ideas and perspectives. discussion and de-
bate 1 the findings sing from the evaluations and expl
tion af the similarities and differences betwsen the models.

Despite developing independendy, the three Hub and Spoke case
Studies also share characteristics. For @ach, Hubs and Spokes are con-
trasting but complementary learning experiences {Roxburgh et al.
2017) and a Hub is defined as the main base for practice leaming
and student attainment of Nursing and Midwifery Council competen-
cies (NMC, 2004},

The system in which the Spokes are organised, facilitated and la-
belled is seen as the connecting screws that hold the Hub and Spoke
model together. Each project identified, organtsed and described the
Spokes in slightly different ways, reflecting both the spectrum of stu-
dent led learning alongside person centred care, The differences per-
haps produce a varlance in emphasis and (o synchrony with the
phifosophy of the model moee gensrally, The vasiations in Spoke sys-
tems are described below: (Table 1),

Thus, a Spoke is a planned secondary Jeaming experience that
would oot be otherwise availalbde i the Hub placement and is
accessed to envich the depth and breadth of student kearming. Spokes
are conpected 10 the Hub placement through conumonality of client
population, referral pathways, joiie woeking or shared care provision.
Spoke placements can be located in bealth or soclal care, third sectoe
or wider communily sellings depending on the Hub and Spoke
mocdel, student leaming needs and the service user oumey, As a re-
sult of thes, Spokes have the capacity o Increase access (o Inter-
prafessional leaming and create placement capacity.

Methods

Resewech Aim

To develop, implement and evaluate the impact of Hub and Spoke
models of practice learning across gepgraphically diverse locations,
with a particular fecus on eabarxing the student leaming experisnce.
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Table 1

Spake cegansaan
Defned as a hierancky of lescnicg Deford ty method of segansatnn and Eaclitaton Defimed by lrng® of expenience ard senice mers Hmeys
(Case Sindy 1) |Cane Sty 2} {Cone Study V)

315t level: Spoke selates oo atd Tulbows'
wrdrrdaal chest pumey and is likely to be
focated ia thind sector; education o secial
care secting

2 Zod level: Spoke yeliies move generally o

£ Ihind sectoc; edacation or secial

O Iececnal SPOKE Model - Respaosidility for plaening &
arrangeg SPOKES & pepoeting an scudent progress
actepiod aed ssaniged by HUR mentoe.

O Insght STOKES - shoe s (-3 iiys) o senioes of
EANEANNS SEIVE U3er s acoesng Wr a particular reasar,
€3 a deabh ingrevermant cliss

3 Faciliaced SPOKE Model - Responsbilicy 0or plagnieg & O Regdar Azachmercs - 0rgeing expecences (0 senwes
chenl popalatnn and o likely jo be localed  amangeg SPOKEs il repartieg set stodent progness was
Jod hy PEFs for the HUB & laison with HUB and SPOKE

sccessed by servsoe wers. ¥ day or fall iy per week for
Quaatin of 2 Hub eg. psycdothrcapy deparment or as senual

care setiing mechoes and the souders, reture. eg 10 30 wland communiy the ward baseil 1aih
MCeiees Se0vice users for care aed lreassers
(2 30d bevel: Spokr dwectly relaves to hub: 2 Foond SPOKE Model - Besponsiailey for planneg & (L Bleck Spoke Expenences - =p to 4 weeks, ¢.g. Spokes where
. hub « spoke 3od spoke < hob asd 15 anangieg SPOKEs was accepied & dischacged by the sgnificare traved 15 required or there 5 & reciprocal Hub
Socated in primary dacy Cone \ ry campus placerseds coontinalog, excharge 10 phace Jor the dazataon of the coure, e g eating
Realth settng divorders &-patient unk & aoute adeisson wacd
Research Design was obtained from each participant, It was also emphasised (hat par-

A multiphe case studly design (Yin, 2003) was chosen. as this ap-
proach atlows a deep exploration of behaviour and cubture through
a peacess of butlding and comparing with units of analysis (within
and batween the case studies). Case studies do not have set elements
that need to be included: the elements of each will vary depending on
the case, the data collected, and the purpose. However, case studies
typically descaribe 3 programime or intervention put in place 1o ad-
dress a particular problem.

Each case study involved theee Higher Education lnstitutions ax!
theee variations of & Hub and Spoke model for practice learaing. A
range of undergrachste stisdent nurses from 1t year to 3rd year stucdy-
ing Adult Nursing. Mental Health Mursing and Learning Disability Nurs-
Ing and their mentors, were the case sample and data codlection was
bhased on surveys, reflective diaries and focus group interviews.

Ethical Considevations

Advice and guidance were sought from National Research Fthics
Service {NRES). NRES judged the projecs as sevvice evaluation and
therefore advised there was no reguirement for NRES approval How-
ever, this was obtalned in Case Study 3 as was NHS Research atd De-
velopment Management Approval. All theee project teams applisd for
SREC (School) ethical approval was granted.

Thye peojects adhered 1o the prinapies of Research Governance. All
participants were peavided with written information about the study
and were offered the opportunity to discuss the study with a member
of the research teams before deciding to participate. Written coasent

ticipants were [ree to withdraw at 2oy potie from the study without
detriment.

Case Study | One: The Service Centred Model

The Child and Adolescene Mental Health Services (CAMHs ) Service
Centred model wvolved ten third year mental bealth narsing stu-
dents (Fg. 1), Each had student with two Hub experiences that
were contrasting {in either age of the dient or setting of the place-
ment), but comglimentary (both in CAMHs ). The project aimed to en-
hance and deepen student fearning of contemporary mental health
practice by Tollowing' the journey of the individual and their Gmily
in, during, and out of, secondary care semings.

Spoke learndng experiences were typically (o third secuor, educa-
tion or social care seltings a5 these drenas mare aocuratsly reflect
the care experience of the children, young people and families at
the centre of the mental health service. Accessing Spokes in schiols
and voluntary organisations also enabled studs to ‘follow' the
health journey of the individual as well a5 Increase leaming opportu-
nitles to interprofessional setrings.

Child and Adolescent Mental Health Services were the focus of the
placements foc three specifhe reasons. Fiesity, (£ s anticipated that 1w
CAMHS worldorce will have to significantly increase in mumbers if it
is to meet the targe:s set in a range of polkies, Secondly, as CAMHS
15 understood 10 be an area of specialst care, placements are under-
utilised and this directly impacts on future recruitment and retention.
Thirdly, CAMHS provides a rich eswviconment of inter-professional
multi-agency working, providing student nurses with an opportunity

(

[*ﬂ [*ﬂ

Fg L Seonce Centred Model: Two consecative bat cemplimernzary Hub Facereres s CANIHS setling.
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to gain insight into the client journey theough the bealth and social
care spectrum, thes reflecting the aims of the Hub and Spoke nxdel
of practice leaming,

The student experience was evaluated through a mixed method of
data collection tools including a thematic analysis of six focus groups,
three in each of the two placements. The aim of the evaluation was to
measure the nature and quality of the learving experience as the stu-
dent progressed through the placement, Quantitative analysis ook
the form of compledon of the Befongingness Questiconaire (Levetr-
Jones and Lathiean, 2008) containing 34 statements. A control group
were also asked to complete the questi ire for comparative anal-
ysis. Each student was asked to complete the guesticonaire in the
sixth week of the first twelve placements, and In the frst and Last
week of their second placement, The evaluation touks were presented
at incervals through the placements to be sensitive o the changing
natiere of the student experience,

Findings

From the thematic analysic of the fucus groups, tees cove themes
emerged that each influenced the guality of the leaming experence
during the placement. Detailed discussion on each of these themes
i out with the scope of this paper. However, the presence of Spob
i the voluntasy and education sectoc in particular, appearsd to elud-
date the way in which services relate 1o one another:

You ran understand how everything interacts and connects You see
whar's avatlable beyord the NHS.

Spokes also drew student attention to the way in which the cul-
ture of other organisations was ditferens from the dominamne model
they were used 1o

There were Spokes 1 thought [ could work in which was a real sur-
priselSome are so political and so much 1o do with what’s gofng on
in the world < we tafked and tolked

The Spoke opportunities also served (o open up the world of the
child ar young person:

1 met a lud my age. He wes experiencing psychotic spisodes. | met fls
family and his schonl teachers. Hod | looked after him in the acute
wards he would Just have become johin whe has schizophrenta - no
different 10 many others.

And thiry offered the opportunity to follow” the client journey:

Fve bren to @ wee fod's school and met his parents- it helps to know
where fe has come from and where ke ts going to

Abso strilang, was that analysis of the Belongingness Questionnairs
revealed a 47% increase in the students” sense of belongingness com-
pared to the control group. Seven of the thicty fowr statements pres-
ented with a 153 or more increase to the control groap including
(Table 2).

In conclusion, the service ceatred approach to Hub and Spoke
Jeaming provided ssudents with a deeper leaming experience that
enabled them (o see beyoand an ‘tliness perspective of children and
young people's mental health', In addition, two consscutive, same
service placements, enabled beeath and contimuaty in the leaming ex-
penence as condidence and competence increased o tandem with the
extended learming experience across the parameters of the dinical
anea,

Case Study Twor The Fest Year Approach Model

The 1st Year Appeoach model invoived 46 students from across
the nursing programmes of Acull, Menial Health and Lexming

Tadke 2
Belengings s quesisanaine.
Question Tt Coatrol
group  geup
=% [ 4
1heel | £2 4 with others duneg my placement IRH0E  1168%
1 ke (he people | wack with on placemenis s 116
There dee people that | work with who sdare myvalees  [B/908 12758
1 heel urdersiood by my colleagues U X
Wites | walk up to a group ce plicemen: | foel welomed L7855 456%
1 ey colle koo that 1app them LG SN
10eel tree 10 shage my disappoimments with 2t leag ene  TRBE 7448
ol ry colagaes

Isability (Fig. 2). Three variations of the model were enacted 1o ac-
commodate the wide geographical remir covered by this University
which spanoved urban, rural and remote areas. The aim of this 1st
year approach was that studendts throughout the first year returned
fer the same hub placement in subseguent pericds of clinical learnlog
to, facilitate 2 higher level of learning and development, deepen as-
sessment validity and increase independent supervised practice. The
refuin to the hub ares allowed guaranteed access (o the same mentn
and mentor team,

Fndings

Data was collected through & mixed methods approach. utilising
reflective diartes {students), and adnsnistration of the Glinical Learn-
ing Environment Iventory (Chan, 2002) (Students}, Focus groups
(Studencs and  Mentoes), pre and post survey  questionnaines
(Mentors,

For the purpase of this paper the findings from the student reflec-
tve diarses and pre and post survey of mentors, analysed using both &
content analysis (qualitative) and freguency analysis {quantitative)
will be reported to evidence the aims of this exemplar in supporting
ot pot tactors which redate to a sense of

As identified earlier Levett-Jones and Lathlean {2007 proposed
that beloogingness develops as a result of feeling secure and valued
within a partioular context. Iy this study the majority of students
(range 92-~100%} reparted positive feslings of belanging (Table 1)

Commonly used terms to describe studets’ experience of belong-
ing included ‘the texm’ aned ‘welcome”. Students expressed this sense
of belonging in 2 number of diay excerpts and focus group
responses:

Made to foel wekome within multidisciplingry teams - as fm an the
hub for @ year you get to know the staff you are working with, | folt
part of the team because of all the information ghen w meReally
enjoying being back, feel u sense of belonging und attuchment - the
way you get from g job you enjoy, What [ have found interesting
aboul the hub and spoke is the way it tan give you a real serse of be-
longing on return o ward ) felt very included; | was abways brought
Into conversations and my advice seemed os valid as my mentor's.
Tt was Tike being with furnily the teem are so heipfod and kind.

Finedings from the pre-surveys anticipated that the model would
provide & sense of belongingness. Mentor respondents n=4 (25%)
reported that they saw the project as potentially promoting feelings
of belongingness to teamyclinical ared (o the leamers. Mentors semi-
larty foresaw a strengthesd mentor;tudent relationship accnsng.

From the post survey mentor respondents N=4 (255] reported
that the progect had promoced feelings of belongingness to teamy/clin-
ical area in students, and three respondents (18.75%) reported that
their student had attaived increased Jevels of confidence (o thedr clin-
ical pecfoemance.
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Fig. 2. 101 Year approach,

However negative experiences were predominately expressed by
students in redation to the 'spoke’ aspect of the model, The predomi-
DANL negative relates Lo Communscation’

1 feel thar thee personally there has been mimimum cortact between
the hub and the spoke and there could be move structure and there
curd be mare paperwork thot could help them structure il so, there
is verbal conmection hetween the spoke and kub but it has been
minimal and mot seructured.

Simiarly N« 3 (18.75%) mentors repocted that spoke commuini-
cation had heen a problematic issee i thelr mentoring role. Also
identified were the variations i the length of time students experi-
enced In spoke” placement. This time linited element of ‘spoldng’ af-
Tected the students' perceplion of belonginguess'.

1 do feel a5 we got sent out to the spokes chat it wasn ¢ long eaough
hecouse | only hod 3 days i the hospital thet the person | worked
with fele ke she toad o, she neaded tme o bulld trust so we could
develop and 1 felt it put me back o bit.

Evidence from the evaluarion of this project demonstrated that,
Tor the student and mentars Hub and Spoke is a model that works

for theoy It has real sducational meril in ocientating students 1o cline
ical learning aml restates the paimacy of the mentor relationship in
praducing competent and confident nurses. After analysing the di-
verse data collated in the Geldwork it & cdear that owntors are again
# crunal link in achieving a sense of belongingness and instilling con-
Bdence m their s abilities. Stud on Hub and Spokes did in
fact seem to feed 3 sense of belongingness to their dinical hub and
mentor. This sense did pot extend (o spakes and this & not unexpect-
ed due Lo thesr relative shoet duration,

Case Study Theee: The Whole Programme Approach Modef

he whole programee Hub and Spolee model arose from a new
curricelum that embedded a leaming community sirategy within
undversity-tased theceetical learnmg (Fig. 3). The leaming coammumi-
ty is used as a mechanism for fmlmnng socialisation, combating iso-
lation, enhancing collab d and wltimately
improving retention by promoting feelings of belonging, (Anderson
and Burgess, 2007; McKegg. 2005),

The learning comaunities are the students’ personal utor group
within which students undertake personal professional development
modules that span each year, facilitated by their pecsonal wutors.
Drawing from Carmpbell’s lit review (2008) and 3 review of
local mental health placement provision (Addo, 2008 ), this strategy
was extended Lo practice leaming for mental bealth vursing stu-
dems creating the whole course Hub and Spoke maodel. Thus, mental
health mursing students belong to three learning communities for the
o0 of thedr programene.

Table 3
Eehngngees
Model Theme Total diers N (%) 4
Mntern spoke modet Belorgirgness W A6 9Z%)
Fackinatad spoke svindel k=l 23 67%)
Soonl ook mande) 1 (2 100K) et i

The evaluation focuses on identifying: key developmental and
pupualn(y pmcem Involved for the HEI and i1s NHS partoers;
s' experences of inplementation of the model. key
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LEARNING COMMUNITIES

Fig 3. Waale Poogransne Apporach.

factars that appear to mfluence success of the implementaton; and
any implications for possible wider application of the model. The
study methods were gualitative in nature with 2 view to understand.
ing the initiative in covext. Questionnaires, individual interviews and
focus groups elicired experiences from: (Table 4).

Hndings

A peedominantly positive picture of the early impact of the initia.
tive emerged from the stakebolder groups. While same tensions were
evident @ regard (o beeadth versus depth of leaming provided, the
new Hub and Spoke model was seen to be embedding well into prac-
tice, with early operational Issues being clanfed.

A recurning theme within the student dala was the (ension be-
tween breadth and depth of kearning:

1 think ] spoked more (i the commurdty than when I wes In the ocoe
ward ... you do urilise your time however, that time could be better
utblised on a spoke. .. I think | prodably won't spoke as muche whed
1 g0 bock ... purely becouse { think [ can get afl the benefits from
the word. Whereas, t the community, it's fine to spoke about 4 bit
move The thing Is though, #5 OK saying thet but.. 1 had to fight Jor
that spoke. 1 Tud arranged three spokes and .. one of them, | wasa't
even uffowed to go to. . It was the menager wio was saving that,
not the odher members of staff I think the hub and spoke is o good
idea in thenry but in practice, # doesn't wark

Tible a
Sanple.
Two stadert coborts 0= 22 Sept. 200K R
Seph. 2008 oy
Meetors =36
Mestors dinkal colleagaes n=19
Koy NES initagecs ared HEL sTat n=§

Wepresentaires of local o2ovior waer groags n=3

The findings vield new insights on student strategies and good ev-
Idence from & number of stakeholders that students are able to follow
service user and family journeys through care services.

Discussion

Prewvious studies bave ared the importance of students perceving
Ut learing needs are valued, recognised and understood by men-
tors in order to feel empowered to eamn {Bradbury-Jones et al
2007; Lovest-Jones et al, 2008). In the three Hub and Spoke models
decailed (i this paper, there is a continuum of student Jed learning
which supparts the process with opportunities [oc individual stu-
dents to be positively innovative and creative in their leaming ap-
proaches. Depth of learning was achieved in two ways; a) the
method in which Hub placements are organised. managed and strac-
tured and, b the depth of empathy and sensitivity 1o the individial at
the centre of the care.

In the three case studies the same meator was sttached to the stu-
dent either over two placements or throughout the programene. Gray
and Smith (2000) highlighted the importance of students place oo
mentor involvement in the leaming process. A close proximity
supported students to take greater contret and direct their leaming
In alignment to their specfic leaming needs. This was demonstrated
theough the Spoke attachments that enabled students to follow” the
patient/client journey.

The configuration of cansecutive hub placements supported the
student to setle in and take awnership of the learning process, Devel-
oping relationships over time provides the mentoes with an incentive
to invest in the students' Jeaming more creatively than in the rota-
tonal model even though thds may be pecceived as requining mone
time and effort. Mentoes ackonowledged the need (o invest move
time in student leamning. the incentive being the quality and depth
of learning achieved overtime. Mentoes aiso described having to use
their knowledge and experience differently to suppor! student
lrarming.

The Inclusion of Spokes is crucial to the leaming experience of the
studenta Spolees enable stud to broaden understanding through
observing the continuum of the cient/patient jowrmey either through
care secvices and/'oc through dlness and health. This enables students
1o develop Imowiedge about the way in which services are organised
and refate to one another as well as suppoeting the studend to reakise
the very hunun experience of being unwell or vuinerable in some
way. Develiping understanding of the roles, perspectives and respon-
sibilities of inerpeofessional working (5 increasingly seen as a key
sl in collaborative ad p | care deliveey {Aled et al.
2011) and Spokes in particular, provide opportunities as wide and
as flexible as the individual model permits. In additton, 1o inter-
professional learning, Spokes enable students o see the world of
the dient or patiet beyored the ‘Ulness’ expeaence. Whether (t be
the world of the schook; 4 visit (o the health visiter o the conmmunity
health dinic, or a community education fadlity, Spoke experiences
enable the sudants to engage with the whole persoa.

Tlve Bexibility of Uy spoke arrangements proawles ownesship, by
mentors and students, of the actual practice kaming expenence the
student has. The spokes can be responsive to what Is happening at a
given time as well as being planned. As a resull, the quality of the
lraming experience is enhanced as the student is able to go where
learning will be maximised.

Pructice Experlence rather than ‘Placement’ Experience

Within the three case studies, the placements are less likely to be
seen as being ‘within' a physical bullding, location or teamy, but as
something more open. New student sirategies have emerged as part
of the process of pegotiaring Spokes from Hubs. for example ‘manag-
Ing' Lors where ressstance is anticipated, being assective in order
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to enhance jeaming experiences. cootrailing and managing own
learning. eogaging in ‘path-making and ‘pach-finding' and ‘strategic
spoking’ to achieve certain leaming outcomes or to aveid an aspect
of Hub expenience. Such skills reflect the core graduate attribates
(Nicol, 2010) that have more emphasis i pee-registration nurse edu-
cation for the future (NMC, 2010),

Within the models, students reported that Spoke experiences gave
greater context, connection and continusty to learning, allowing them
1o follow patient joumeys and help their families more. Students atso
feel (hey have greater autonomy and choice but guestion the rele-
vapce of some spokes undertzken, The evaluations dentified that
Spokes need to be clear about what they can offer and how they
wish o offer it to studemns and students laghlighted their need to
be prepared if they are to imise learning through spob

Placement Organlsation are Reviewed and Recategorised

A key driver to receganisation of placemsent allocation is the in-
creasing contraction of appropriate and available placements. Contine
uous change (n the culture and organisation of health delivery has led
to fewer available placements, particularly 1o fiest year students. Fur-

Conchusion

Three examples of a Hub and Spake approach to improving the
quality of the students experience in practice settings have been de-
scribed and reported (Table 5). The small numbers (n each of these
case studies make it difficult to geperalise findings, However, when
reviewed together the findings go scene way (o strengthening the ev-
idence base for supporting guality leaming environments for nursing
students i Scotland.

A strilang feature of the models (s the number of cinical settings
that are acting concurrently as hubs and spokes. A second feature is
the relative success (0 accessing more commumity and specialism
based plcements. Amongst the student cohorts there s a strong
sense of student agency, with evidence that they actively planned
amd constructed their kaming pathways within these formative
new models

Table 5
TRemaEic summaty.

Mentor s colleagues” perceptioes

thermare, there are consderable challeages in accessing plac

that reflect the shift in policy and culture from an orientation tewards
illness perspective to a psychosocial view of health and well-being
An additional tssue & in challenging traditonal classification systems
thar define placements according to either pogulation group {‘older
peopie’} oc setting (‘coomuniry’ ‘in patient’) or nature of the inter-
vention (‘mwedical” surgical’) as these confine and narrow the ieaming
exXpetience,

Widening the classification of placements in 2 manner that is sym-
pathetic to the wider notions of the client journey changes the em-
phasis and oeed for placements (0 be concentrated around
secondary care areas. In addition, the reduced dassification enables
previously 'bard to reach areas” and areas that would not otherwise
seem (n randem with their stage or level of learing, thus allowing
stilents to access bearning enviromments al an sarier stage. Where
mentars may be anxious of uncertain abour the suitability of a place-
ment for student tearning, they can be employed on a trial basss as a
Spake experience, before (hen becoming a Hub il this is considered
appropaiate. During the course of the three projects, several new
placements were identified in this way.

Potential Constrafnts of Hub and Spoke Model

Theoigh the implementation process, thece were core challenges to
the Hub and Spoke modes. In pardeular, each of the case studies
emphasised the logastical difficulties involved in preparing foc implemen-
tation, particularly around placement preparation and categoasation, and
mentor peeparatlon A loag lead In time was recommended in each of the
evaduations and mentor preparation is funcdamental to the effectiveness
of the project,

The quality of the leaming process is also dependent an many fic-
tors. Bradbury-Jones ot al (2007) refer to the “spheres of influence’
lying with the mentor as well as in the political and soedological
arenas, Structural and organisational concems are key Lo Use guadity
of the Hub and Spoke model and must adequately mirvor shifting ide-
ologles of healthcare. This means rhat structural changes to place-
menl organisatian for example, has Lo be driven not by the needs of
the educational institution {for example, in placement capacity), but
rather through a need to eahaie the student expecience. Change
that is resource drivea will resull in the leaming capaity of the
mudel being distilled to its weakest level,

Students andd mentors alse expressed concerns about the potential
of leaming to be repetitious and narrow. There is a need for vigilance
and rigour (n considering the leaming that placement areas have to
offer [0 ensure progression ocours over the theee year period.

2 the studert for
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The constraints of placement experiences can be expanded by a
paradigm shift in practice learning. Expanding the physicality of the
feaming environment in its self goes some way to supparting this
change.

Implicatiors for Nurse Education

* Practice Leaming must be seen as an academic endeavour that pro-
motes deep, meanmnghid, persan-centred leaming rather than sue
perficial, compartmentalised placement-centred learning.

= It ts feasible with planning & support to tmplement Hub & Spoke
Moxdels across all fields of practice.
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Backgromad: Phase 1 of this study examined student, mentar and deénkal manager’s percegelons of 3 ‘Hub and
Spoke’ practice learmeng model in year | of an undergrackate nuring progs Fndings fom Phase | suggested
thae e model had signdicant edocational ment in orlentansg ssudenas 1o chiucal leamisg and emphassng the
primacy of the mestor eefationship in developing and i derts. Fodlowing the studlents throegh year 2
of their programene. wherein they experienced a ‘rotational practice learning model. which provided an oppor

At To explore undergraduate nurses’ percegelons of rwo expenenced practioe learming models: hub and
spoke ioodel, and the dassical rotasional model In & prestous study the b and spoke madel agpeaned o de-

OGNS, v and quality of practice tearing there for & was (m

portant to understand what stodents repocted about these jssaes when recounting their 2ad year experience in
the dinical serring that was cegantsed accordmng to a classical rotarknal model.

Farnapases: 10 under graduate student nurses a the eod of 2nd year.

Results: Students responded in ways that indicate they believed the experiences of year 1 had raised their faith
in their alliny 1o cope with the practice learming and educational deoands of nursing. They saw themsefves as
befeg better prepared for year 2 3s @ result of thedr expasure to hubs and spokes. The study has ldentified trairs
af resiience, contimued befonginguess and sell-canfidence in onenration 1o kaming in Casical pracrioe in hub

Conclusions The student nupses fouexd the had and spoke model valid In 15t year, whilst saog that for 2nd year
the rotatsomal moded can be valkl This sepports earfier findings that student nurses requene a strictured and
10 enale de of resilience for subsequent years,

0 2013 Btsevier Led. Al rights reserved.

Keywords:
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velop 151 yras stuclenas’ sense of bek
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Students in the UK spend 506 of their programeme in the practice
leaming eniroament of the NES and other health and socal care
setlitygs. Roxburgh f al (2008} observed 1t U clinical sxperience
is planoed and managed in a variety of different ways according to
both programme specification and placement availability, The practice
learming seting, with its expesiential leaming oppariunities aocoeding
to Ohirding and Haliberg ( 2000) prowvides stuckents with the opportunity
10 pracuse ‘genuine’ nursng through undertakeng acivities (n & clini-
cal setting. The impoctance for undes-graduate sudent nurses (o be
provided with the opportunities to experience ‘real-life’ hands an ours-
Inng care are well documented (Edwards et al, 2004: Kiloullen, 2007,
Levett-Jones et al, 2008; Halland et al, 2010), However, Papastavrou
ot al {2010) suggested that practice leaning expenences in some
cases do not advance mtellectual developments. In contrast, Chapman

* Tel: + &4 1786 68397
Eooroll adiress: com Sbstw ok

260S9177% - aee fron: malrer © 2013 Elsevier Lid. All rgies reseoved.
Wtpr M adotong/ 101010 ned 201 A D201

and Och (2000) and Baoks e al (2011) idennfy tar (mportant

| s of practice laming from the stodent perspective are the
noed to practice skills for their future role, keamn the routines, amd de-
velop relationships with staff and patieats.

The woek of Wenger (1998 inforns that we leam theough doing,
He presents four importane premises conceming karming. “Firstly, we
are socal belngs and this Is a central aspect of leaming Secondly,
knowledge is linksd to competence in valusd enterprises. Thirdly,
occder to gain knowledge, particpation in valued enterprises is required
andd finally, our ability to experience the workd and engagement with it
is ultimately what leaming is 1o produce” (Wenger, 1998 p.4). In order
to make sense from and learn from these experiences students reguine
4 supportive atmaosphece and environoment. This includes the staff-
student relationships aned exposure (0 meaningful Jearning situa-
tinos for the stage of stulent development (Lauder et al, 20083,
Roxbaurgh et al, 20012} In the UK & 5 a mandatocy reguirement
that undergraduate students, undertaking an approved education
programme, are assigned a mentor who works with them for the
duration of each of their practice leaming experiences (Nursing and

perceptions of two practice
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Midwifery Council (NMC), 2007}, A study carried out in Australia by
Croxon and Magonis (2000) focussing on the development of clinical
competency deew attention o the opportunities foe leaming from
maore experiencad sQIE The i work of Lave and Wenger (1991)
termxd fegitimale pecipberal participasion” in which bess experienced
members of the coonmunity are inducted indo (s pracrices by modelling,
prompting, and by the gradual transfer of mereased responsibility is not
dissimilar to the current day mentoring model. However, Holland et al.
(mll))drmuvmlolmwummanm as ‘gatekeppecs’ 10
whal the stuclent is allowed to expes and that often
have to choase between patient care and supporting new staff.

The sffectivenes of practice leaming enviranments has been stud-
sod with Greenwood {1993) and Papastavron ef al (2010) suggesting
that they can fail to pravide salents with positive examples of betav-
wour and recognising that the env can be stressful and induce
feelings of fear and anxdety which m tum affects the students’ responses
1o fearning (Chesser-Soyth, 2005, Holland et al, 2010} Roshurgh et al
(2012) linked 10 these relationships and leaming situations, reported

of additional leaming experiences not offered in the Hub cimical
learning enwironment,

In contrast o the hub and spoke model wheceby one mentor sup-
ported and Gaclitared stulent dearning for the whole of the ficst year,
the rotational model means that each student has & oenimeam of 3 mea-
tors over theee clinical leaming envircament penods, in the second year
of study, This mwade & typacal of uxlergraduate nussing programmes in
the UK.

This study bullds on previous work whech developed and evaluat-
«d the hub and Spoke mode! of practice leaming (Roxburgh et al,
2011, 2012). Phase 1 of this study examined studens. mentoc and
dinical manages’s pereeptions of 2 "Hub amd Spoke’ practice learning
moded In year 1 of an undecgraduate nursing programme, with a partic-
ular toous on enbunang the 15t year student experience of befongingness,
comtinsity, continuoes support acrass three gengruphically diverse ovations
Hndings suggested that the model had mal value in oaeotating stucents
mpm:ﬂmlmnﬂngaﬂmpmmmnpmmo(memmf

p @ devedoping awd supporting student nurses. o addition,

the nead for stadents to feel empowered to leam (Bradbury-jones et
al, 2007; Levetr-jones et al, 2009). Earty wark by Cope et al. {2000)
demaonstrated that mast students experience a cognitive apprentice
ship in practice learning where mentocs use strategies of modelling,
cauching, scalfokling, articulation, redlection and explotation, i ocder
to help students to learn. For this form of leaming to be sucoessful
thoegh it ts crucial that students have the oppoctunity to woek closely
and regularly with their mentor.

It isimportant therefore, that the most elfective model foc practice
Tearning s identified in order foc stidents [0 experience guality of
practice karming,

In a previows paper, Roxburgh et al. (2012} reported the predomi-
nant madel of organising practice learming experiences i basad upoa
a 'rotational’ moded, The authors detail how this model can be described
as a 'senols of placemenes that have no defined connection between
them otber than providing exposure o a ange of patient groups and
seraces’ (p783), Limitativos of this mode! indude students expenienc-
ng anxiecy about the complexities of the care environment which
resudls in a lack coalidence (Campbell, 2008 cited in Roxbargh et al,
2012). Within this model the choice of placement is out with the
students’ cootrol and the practice learning expenence s oaly tenuousty
linked (o student cunosifies (Roxburgh ot 21, 2012). Similarly Uy rota-
tiona model requives the student to frequently change practice leaming
environment and as a result experiences issues of anxiety around
Tiling-lo' 1o the team and constandly re-orientaling Uwmseives Lo the
ward rositines,

In contrast Roxbargh et al. {2012) reported haw a bub and spoke
practice learning model has the potential to increase consistency of
Jleaming experences foc studeats through (ts abllity foe students to
experience the continuum of the client/patival jourmey. Within the
maodel. spoloe placements can be responsive to what is happemng there
mumnmuuwmmmﬂmdmlngopmm

Jent wishyes [0 expesi linke! [0 a particular patientclients
Joumry Farthermare hubs supported the student o 'fit-in” more guickly
and form meaningtul relatipnshups with the team whech cesulted (n
mentees having & grealer mcentive (o invest in the student. Furthermon
students took gredtes swnership of heir leaming.

Ouerview of the Hub and Spoke’ and ‘Retational” Proctice
Leurning Model

AHub s a clinical area that is the main base for practice leaming aned
student artainenent of Nurslng and Madwifery Counctl (NMC; compe-
tences and essential skills (NMC 2006). A hab can be conceptualised
a5 geographic in Jocation but also is defined by consistency of anl
continul access to a named mentor teamn foc a whale year. Spoke clin-
ical fearming environments were charactesised as sscondary leaming
apportunities derived from and related to Hubs through the provision

mnrsmdst\ummmnedmemdduaummzmd
belongingness o the team/clinical aex and in promoting exse of
mentoring coutinuity, student skill development and fclitating more
meaningful student assessment. Roxburgh et al. (2012) further re-
ported bow in & ‘Hub and Spoke” model students devedoped stratagies
to control and manage their own leaming. I tandem greater conoections
and coatinuity of keaming alongside more choice and autonomy were
reported

Phase two was designed 1o evaluate the degree 1o which key find-
ings of beloagingness, contanuity in mealoeship, xnd coatinuity i prac-
tice were appirent during year 2 when the practice leareng model was
dedtvered via the traditional placement allocition (rotational mode ),
The funders, Scattish Government Health Recruitment
and Retention Delivery Group agreed to commission a second phase
o research of this cabort through year 2 of the programine, due to the
links between practice experience and student recention and alinnon
It is recognised intemationally that these are multifactodal but & num-
ber of key areas have been highlighted, (nduding the quality of suppoa
and leaming experiences in practice settings (Cameron ¢ al, 2011;
Prymmachuk et al., 2009; Mulhalland et al, 2008 ).

By doing so would (nform and sirengthen the evidence base for
[uture modelling of practice learming thal ocuses on the student, deep-
ening and expanding their leaming rathes than placement availability,

Methodys
Study Aim

Thye i of this study was o explote undergradiale nurses” parcep-
tions of two experienced practice learning models: bub and spoke
maodel, and the dassical rotational moded In 4 previous study the hub
and spoke model appeared [0 develop 181 year students’ sense of
belongingness, continuity and quality of practice learing, there foc it
was (mpoctant o understand what students repoaed about these
issues when recounting their 2nd year experience in the clinical setting
that was organised according to a classical rotational mocdel,

Thearetica! Fromewnrk

The theoretical framewodk oe the study drew on the woek of Tintg
(1963). Tinw's “Moded of Institutionad Departure™ (1993 ) & based on
the idea of ‘integration” both academically and socially. He suggests
that integration is a prdictor of whether a student will stay oc leave 3
programine of study. Tinto's theory aligns with the core concepts of
this study namely belongingness, continuity, and practice leaming
environment
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Research Design

Aqualitarive approach, utdising focus groups, was adopted with the
speafic aim of capturing positive and negative aspects of both practice
learning models.

Ethicol Constderations

Students from the Sept 2009 cobort who pasticipated in Phase 1
were written to and provided with information and the rationale be-
Iiind contivuing to follow thelr practice learming journey through year
2 Particpant consent was maintiined in Phase 2 from the ariginal
declarations macde by participants in Phase 1 of the project following
approvad by the (hale of University Research Ethics Coomme ree. Partici-
pants were assured of anonymity and confidentiality bech ducing and
after their invelvement in the study. Farticipation remaine! voluntary,

Farticipants

Focus group paricopation involved purposive sampling. OF the orig-
inal student sample some ook leave of absence, progressed (o sick or
matemnity leave or had withddrawn from the programene in the transi-
tion period from year 1 (o wear 2 In essence the sample had been
reduced from 44 students (o 35 students for Phase 2. The use of purpo-
sive sampling was therefore felt to be appropeiate as it offered as Patton
(19890) terms 'infoemation-nich’ cases which one can learn a great deal
from abowt an issue al central importance. Pasticipants iy the (oo
groaps wene seif-selecting.

Table 1 provides demographec, programme and location detalls of
e students who compleced data in Phase 2.1 is ivcuded as a recoed
of the compostion of the study popalation and to allow readers to
draw comparisons with other studies.

It Collection

The overall study utilised data collection encompassing administra~
tion of The Clindcal Leaming Enviroament Inwentory (CLET) (Chian, 2002 )
(0 mexsure the gualicy of the learning environment, administration of
the Short Support Questionnaire developed by Lauder et al. (2008b)
and & ded @ low st o identlly and quantify the sources
and levelds of support they derive whilst in clinical learing, In addition
3 Fous groups were conducted with student participants from each of
e campuses at the =nd of Octolser 2011,

For the purpose of this paper findings from the focus groups are

Table 2 provides attendance rates al the Focus groups.

Key findings from Phase 1 and studeal perceplions of their year 2
experience were explored. The key findings from Phase 1 detailed in
Table 3 informed the basls of the focus group schedule.

Data Anudysis

All focus group interviews were recorded and transcribed. Inimedi-
ately lollowing each focus group the researcher made notes of what the
perceived main issues were. Following full transcripuion of the data,
analysés by the researcher involved an (terative process, whereby cod-
ing categories were continuousdy revised. Patteming in the data was
systematically identified and interrogated usng the constant compara-
tive method (Moegan, 1993). These were then reviewed by another
mesiber of the research team for accuracy. Agreement was réached by
consensus.

Findings

Eght sub-themes arose when explocing the Yotanonal' placement
model and how it relates (o the four main themes in Phase | indings;
bolongingness, support, continu®y in mentorship, and conrinaty in procrice.

Oae sub-theme, ‘preferred placement model’, cannot be compared
(o Phase 1 findings as it was only possible for students  articulare
this after year 2 experiences allowed for contrast of the two practioe
learmvng models {Table 4).

Belongingness

In Fhase 1 students detaded how beng i a hab placement for 2
year made this sense of belongingness passible. In Phase 2 explora-
tion of whethes a sense of beloaging occurred for students in a rota-
tonal placement model was explored. Students were asked o
compare and contrast haw they felt in each Semester m relation to
the domain of baloagingness within the rotational placement model.

There's certainty not that famnaliarity that Rind of comlort and kind
of safety net you were used to, even just the anentaton of the en-
viconment you are in, the staffing so people know you and you
know them. They knew your Bmitations and what your steengths.
Whereas there is still very much when you go into 3 new place-
ment, they are still assessing you and you are still assessing them,
50 to try and get to know them {Campus A- S002 - year 2),

In comtrast (o yeur 1, there is & markoed difference and varlation o
achieving a sense of belonging within the rotatonal model when com-
paring the verbatim quote made eartier with those previously reported
iy Phase 1.

Tabie 1
Breakdernn of parsicipancs by demographacs. catuon asd progesmmme
Gender Manial st Age racge Fighest entry gaaldicainn lecatien Mercal health  Adul Learsing disandity  Tetal
P peog! prog participarts
Made (N = V) Marrasl (N = 100 185-50 years  Wileraccess (N = 12} Campus A 8 siuders 11 Sty 4 aderis 2% udenly
€35 285 Median age 34253
female [N = 1) Sirghe (N = 19) 3L years ENCHND (N =12)
25y TLa% 4355
5 & Statdacd GOSEQiteresedaaiy
bl 2 (N = 7) 20w
3+ haghers (N = 4} 114%
Campus B 1 stdent Esudents | saderc f sudercs
Camgus € 4 nudents dculens
4§ stodents 11 sipdeets - 5 staderts 35 studenty
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Table 2 Tadke 4
Fecus group attersdance rares Focus group attendanor rabes.
Locan  Mareal health  Adu Lewerieg dashiky  Toral lovkion  Nwecal bealih  Aduk Levenirg dndsiley  Total
P w p partiapatsS p parucipanis™
" f ok respons
Canpis A N=0 Nwd K=o 43 - (17R) Cargui A N =0 Nwd N~ 4728 - (17%)
Canpi® N=0 N=2 N=0 A% = (29%) Camgus® N =0 N=232 N=0 A% = (2%
Genpues C N=4g 44 - (100 Cangas C N=4 44 - (100%)
Really emjoying being back, feel a sense of beloaging and attachment —
the way you get om a job you egoy. What | have found i ing  Going Sack if

abaur the hub and spoke &s the way It can give you a real sense of
belonging on retum (o ward. (Campus B - HDOB ~ year 1)

Provoking Anviety

A concept identified which was not previowsly reported in Phase 1
was thar of ‘Anxiety’, Students spokee of their heightened anxiety paor
10 going 1o each new placement mostly assoclated with what their
mentoe would be like and woukd they 'fit in’ to the eovironment.

1Ll [l TSt G wisels you are just Tryitg 1o gel sectled in Just
genesally how you going to get on with your menlor, are you going
o get a good mentor, because you hear that some people do not geo
a good mentor, and that weald dedinitely have 2 detrumental effect
on your leaming. Finding your way and where things ae amwd
you have gt to think about that every single tim you 20 1o & new
placement yau have got some kind of level of anxiety (Camgus A -
SO 2- year 23

Ofnote is how studen(s on obe campus ex pressed aeir anxiety that
they had to re-invent themselves whilst oo the Hub and Spoke model
rather than the rotanonal model. Thes was linked to the ‘spoking’ they
experienced as can be noted in tvese Phase 2 éxcetpls where stidents
reflect ca the rotal placement expenience.

Because they (menioes ) saw that you were caly Uwre [ur 2 week or
two you had to work so much harder on the Spoke placements, you
were just constantly having 1o prove yourself. Yol just coastantly
woeried {Canpus C - W04 - year 20

Students on this campus could also demoastrate how this re-
mventing themselves whilst on ‘spoke’ had prepured and increased
their sense of confidence and resilience whilst on the rotational medel.

For me it's the experience i (he hospital was dedinitely soexched by
kind of ke the confidence thas we gained in firt year and the diver-
sty that we got in firse year, betng theown (o at dye deep end and
having o kind of like keep yoursell afloal geing into secoad year
you really dixl feel going into the hospital you knew 3 bit more
thanhad you gooe through the cotaticaal roate {Campas € - W01 -
yeur 2).

Table 3
Themes and suh-thocws
Themes Sa5chemes
Eelongingness "Provoking anxeey’
“Garirg b bwands
‘Starng over
Suppect ‘Seltcozfidenie
"Resibrnce
Cardipudy of mentonsbip ‘Memior ainduges’
Cominuty (n gractior ‘Making seese of phwersent Haw',
‘Prefesred model’

The concept ‘going backwards' reflects how students pesceived that
the knowied ge and skals which they had developad in 150 year were nol
recagnised nor advanced whilst on the ratatsonat placement model.

My mentor stretched me a bot in my fiest year. | came out of my first
year dotng e patient management which the Meed years are meant
to be doing just now. From that praspective | think | came a long way
in ooe year. Then it was like when | 2ot into starting secoad year |
was going hack the way. | wasn getting to use 3l the sialls | had
been taught from the hub experence (Campus A - S016 - year 2,

Phase 2 findings are in contrast to student reports whilst on the hub
and spoke madel of bow mentors (or the team) worked with them 1o

ensure they progressed and planned for this progression over the duta-
man of that 15t year.

16 waas good 1o be badk i my hub again — | was encowraged Lo cany
an from where | was last time [ was an the wasd {Camgus C = W004 -
yea 1),

A further observation in relation to the concept of ‘going backwards'’
15 the issue of clinkcal environments who appear to hotd back students
due o the nolion of ‘seniorily’, Laking a view (hal the nusing care
being defrvered is out with the level of skl and competence of a student
nurse.

My placement in semester six was in Intensive Care, I was constantly
told “You are only year two you shouldn't be doing that yee™ | felt we
had been given su much respoassbility. | just expeded i mavhe
wrongly when | carry that through, | felt in my last placement that
I'was told so many times “No you shouldn't be deing that you are
anly year tveo. | foand that difficudt (Campus B - HODZ - year 2],

Astrong link with the concept of ‘gotng backwands' was assigned by
students 1o their mentor and Lhe relationsheps built between the two
parties.

Starting Over
Barriers w relatonship bulding between mentor and student may
have been uncovered by students when on mubtiple placement alloca-
Lions be they shyort spolos placements within the heb and spole model
or the cumilative effect of restanting rotanonal placements (n year 2
Students’ respoases to this concepl were slicited by asking the question
“What were the main differences you found m year 2 placements
compared to first year clincal placements?”
| found that going inlo separate placements the very (st lioe guite
dauneing for me, because one § was poing into a completely different
area that 1had never been before and didit know what 1t was going
to be like | like the consistency of ooe placement for a set amount of
nme and 1 went oust to ocher smaller placements | found it becter
(Canmpus A = SN2 « year 2),

Thwese betiefs of continually restarting their learning relaticaships
influenced students' feelings of belonging and their perceptions of the
type of educational opportunity available to them
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Each placement you had to reawvent yoursell to show them who
you were and what you were capable of each ime. Every time
you are going into see samebody different, it’s a totally diffevent
ared yel again, you are rying to buik this relationship to say we
can do this also and please accept us, You can budd it up it just
Lakes thme, but you don't have all this tme as o bhub and spoke
you1 hael the Mull year and buik up your refationship with the main
ones and other people were moce accepting of you. ! thought that
was a good thing (Campus B - HODZ - year 2.

Supprrt

A main theme 1o emerge [roen the inifial study of the hub and
spoke mwdel was the devel of confidence in the students.

Self-confidence

Students responded in ways that indicate they believed the experic
ences of year 1 had raised their Gath in their abdity to cope with the
practice deaming and educational demands of nursing. They saw them-
selves as heing better prepared for year 2 as a result of their exposwe to
bubs and spokes,

Persoaally | find (hub and spoke) has given me more confidence,
when you go into placements now you've got that bir extra
knowtedge where you have been in an area that students don't
normally go, you've got that extra confidence to go “well | have
seen this and | have done that, | can do this™ (Campus B - HO02 -
year 21

Students further disclosed these experiences made them different
[0 peers in year 2 in how they ded 10 the | ol peactice
learning demands and the opportunities they accessed in ‘rotational”
placement periods.

We were given care management and delegation duties for that
farst term in our second year, which I don't know o we woukl have
been able to do & we had pot been on Hub and Spoke, it gave you
confidence in your own abilities because you got to develop your
capablities that Uttle bit more each time (Campus B - HXE -
year 2}

Dewveloping Resilieace
Linked to self-confidence ts the idea that students were sustamed
in tirmes of stréss and impetus by their own reserves of resibence.
Knowing what was expected in year | provided a sense of direction
tor students In learning environments they considered less than
vptiol.
Year 1 gave me the groanding to st be able to, go off on my own
and find thangs 1o do, there was loads of things to do, but the attinsde
al my mentor was, “ob doa't mind about that, the carers will do that”
Well no | am not sitting in 2 mirsing office all day, so | would just go
and attach mysell o whoever was doing anytheng, Idont know if |
woukd have had that coofidence had | not been oa the Hub and
Spoke (Campus € -WDKI2 - year 2),

Rurthermore, students identified how resilience akso maintained them

o0 the programme when they had a negative placement expetience.
Hab and spoike boosts your sell-esteem, budds your confidence
and encourages you to actually keep going amd to keep leaming
Coing from the end of first year into semester four, §didn't have
a good placement. and | thought do 1 want 10 be here, You can
have one bad placement that st makes you think, o 1 had rhat
in my first year how would that have influenced where | am
now. | don't know (Campus A - S009 - year 2]

Contiruity in Meaforship

Mentor Ateribures

Students identified key eements i regard 1o menlors attitudes
to mursing and teaching stuclents that impacted upon the student’s
perceptions of being menteed. Elements such as bulding owitual
respect, mentors demonsirating they see teaching as a legatmate part
of the registered nurse role and providing challenging learaing oppoc-
tunities form bow students percetve mentor ablity.

On the Hub and Spoke you bald up that trust and respect with

student and mentor. Definitely don't get that on the rotational place-

ment model | asked if | could go on some traiing becawse there was

new tracheotomy tubeng | was told that stuclents dxin't need to

know that (Camgis A - SOO2 - year 2}

However, when the clinical sovironment is righe students are en-
thusedd arel learning is promoted.

My semester six placement was an ahsolute dream, .. and there
were menor problems, but [ never came across anywhere that is
so geared towards student learning, they bave online learning
packs, resource packs in the library on pain on everything you will
come across when you are there (Campis B - HIOS - year 2}

In Phase 1, studeats reparted that contimsal exposure (o the sane
mentor ded them to believe more in the accuracy and validity of
placement achievements as feedback was consistent andd constant.
Experiences from the rotational model, wheee mentors were responsible
for confeming kaming @ a shorter tmeframe, was more variably
reported,

I fiest year | wias able 1o go (o here (mentac) and say look can we
hawe a review at some point, go through where 1 am what | need
(o do, it was like yes oo probiém thar's fne, In second year | felr it
was mre small bits heve theee | felt it was a bit more nushed, it's
Just about gernng things signed of in the book so you can move on
(Campus A - SO12 - year 2},

Contireuity in Practice

Making Sense of Placement How

Regardless of Uy inténlion (o suppoct siudents, either by team
mentoring or by alkcation to an individual named mentar, the secu-
ity that students gained followlng a notlonal care pathway in year 1
evap d for some stud in year 2

There is an emerging daim by students that equates learing with
knowing what comes next in terms of the care pathway and (o under-
standing the skills and knowdedge 1hat pragress patient care

I think because we had dooe Hub and Spoke and I know for me
persanadly | was always looking oul with the seiling 1 was going
to do, | was like what's connected with thar, what conld | go to
(Campus € - WOD3 - year 2),

Preferred Mode!

Students were askexd to adentily their preferred approach to a prace
tice leaming model They were also asked to consides the strengths
and weaknesses of both modeds. The students’ preferved option was @
Bave o mixed model; years §ad 3 °Hub and Spoke’ as this would afford
all the benefits previously reported in Fhase 1 and students expressed 3
liklng for year 2 to be mare aken with the rotational model.

I thank what a great (dea it would be for year one, you do something
i thye comemunity with a lirtke bir of acuee and then year three you do
acule and you get your big basy wards and you get signed off, that
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wonld be great, and year two cauld be 2 little bit whatever, bacause
you will have time on your hands and you nexd the experience
{Campus A - 5008 - year 2),

Discussion

This study explored student nurses’ experisnces of belongingness,
continuity i mentacship, and continity in chinical placement during
year 2 of ther programme when placements were devised around a
‘rolationdl” model Findings reported here identify belongingness,
suppart, continuity in mentorship, and contipuity in practice leaming
&mmhtﬂgmntdlhmmﬁ:esmdnuwemm
aimed (o explore by stud ¥ s froen two diverse and dilfer-
mpmhmnznmmmmanahmiwdcmwnmofhmh
models. The compéexity of exploring the students experience (s not
reduable to simple comparisoo; rather the findings will contribute to
the wider debate regarding practice leansing in mursing

Belongingness and the ‘Rotationat’ versus ‘Hub and Spoke” Practice
Leurning Model

Levett-Jones and Lathleans (2007 ) work looking 4t beloogingniess &
boeh informative and useful. Thetr description of developing 2 sense of
belongmg is linked o the proviston of a secure envirooment in which
students can be valued witlan a group, and that an mdividual’s profes-
sional values and behaviours complement the group and facilitate
Srop cohesion.

The “rotational” learning modd is diverse and complex in nature
(Campbedl, 2008). Studenes generally reported more challenges when
attempting to inegrate and feel accepted within and by the team
whien oa the short practios leaming experiences dictated by e ‘rota-
nonad model’. This is in stark contrast i the strong sense of belonging
affoeded by the elongated ‘b and spoke’ model (Roxburgh et o, 2011,
2012). Developing a sense of team membershep can anly be achieved
aver time and many students felt this was limited oo the ‘rotational’
maded, A key aspect upon which student nusses are assessed is Heir
professional behaviours and relativnship buikling. Howewer what this
study highlights Is the issue of how long does it actually take to establish
4 professional relativaship b and stident in arder for 4
valid and informed assessment to take place?

This study has to a degree found sympathetic results with Leveat-Jones
and Lathleans (2007) warl in the hub and spoles coboct bat has also
extended the concept of where students align their belongingness.
Students identithed and aligned themselves wsing three main aspects of
belonging; geographic locations, role models who mentor them personal-
ty and professioaally and a larger clinical pathevay ideal that aliows them
1o match thetr work o the greater good of delivering holistic care,

When that alignment is lost students develop coping skills to try to
realign thew perceptions of belongingness to one of those aspects of
belongingness. These three aspects of belonging might usefully be
further studied to fully understand how students mediate their bekong-
ingness and more importancly how that belongingoess prosmotes
quality practice leaming | ingly students expressed feelings of
being able to cope with the complexities and diversity of the ‘totational’
expersences, whicl suggests (hat their hub and Spoke experence had
aided them to develop resdtience foc future placenment challenges.

Mentaring and Climical Leaming

Students in general were stimulatesd and motivated throughout their
b experience promoting Gmdliarity, beloagingness and continuity
(Roxburgh et al, 2011) Thes was ascribed to mentors (or the team)
working with them o ensure they progressed and planned for this
progression over the duration of tha 15 year. Funthermore mentoes

reported students 35 being better shie to furm connectivns between el
ucation and practice.

Whlst Hub and Spoke enabled mencoes to get 1o Know the student
capabilities and 2id advarcement of these this was nol always the
case on the Totationsd’ model. The student reports of not being allowe)
(0 deliver certain aspects of care O Pariends or Soee management tasks
was ascribexd to their perceived lade of seniority ta wark within pastic.
ular care environments, However this may also be an artefact of what
Holland e al. (2010} ternved ‘gatekeeping’ what students can and
canmat experience, Roxburgh et al (2012) previously noted that ‘label
Ilng‘ orpmm leaming emaronments constrained the leaming oppor-

! This & further supparted by the concept of
‘golrubarkwards’whmbya majority of sudents detailed how in some
chinkcal areas mentors would not accept melevdsolammlmnbey
hadd achieved in year 1 as being valid, ng |
further their existing level of attanment.

Thes finding is ot dissimilar o what Weager ( 1998) tems “an in-
bound trajectory’ wherehy learners osed to legitimately feel part of
the community of practice. However as the theme 'going backwards'
desnonstiates, short placements can be problemaric and may not he
lotig enoagh for the students (o participate in meaningful ways, Whereas
having a hub placement for a full year demonstrared thar students did
Itxleed becomne part of the communaty of praceice.

A majority of students in Phase 2 emphasised that the focus of
learning in a ‘rotational’ model was primarily on completion of the
practice assessment documentatson and ( ensuring as many bearn-
ing outcomes are “signed” off. The rationale offered for such a focus
lsas been iluminated by students where they have perceived some
dlinical areas as being limited in deaming oppoctunities i.e. U, This
Is in coarrast to students and mentors repocting previously how
depeh and beeadth of tearning aloog with innovation aad creativity
towaards learning was achieved (Roxburgh et at, 2012).

Students have already identified how mentors can influence the
“fiting in” aspects of belongingness, and how mentoes personal and
peofessional characteristics and traits impact on stclent’s perceptions
of bowe well they are continuously mentared.

Alter analysing the diverse data collated in the tekdwark it is clear
that mentors are yet agam evdent as a crucial link in achieving a
sense of belongingness and Instilling confidence In their student’s
abilities. Such is the pivotal namure of mentor nfluence oo practics
learming the isswe of shoukl all registeced nurses be required to act as
mentor is a question worthy of further explotion.

Thee theoretical framework that informeed the study was refiant upoa
Tinto's “Model of Institutional Departure” (1943, The contral concept
within this paradigm is based on the ea of academic and social
integration as a predicor of student retention, While Phase | saw a
modest retention effect when compared to non ‘hub and spoke’ peers
(Roxchurghs et al, 20117 there is insufficient findings to clain  universal
effect will be seen i other populations. What has emerged following
students throagh year 2 s a strong sease of student agency., develoging
robusiness and resilience within individual students, and throughout
the student group who began as bub and spoke learmers, which points
towards an emerging (ntegration stoey in this approach to modelling
practice learning.

Condlustons

The stugdent nurses foanxd the hub and spoke model valid in 15t year,
whilst stating that foe 2od year the rotational model can be valid. Thes
supports eadier fAndings that student nurses require a stouctured and
suppoctive 15t year leaming environment to enable development of
resiience (or subsegquent years.

When taken in iscéation Fhase 2 of this stucly adds to our knowledge
of hows studencs percesve clinical learndng models impact on theis leam-
ing capacity. As a two phase study (he ressarcher has identified traits of
resilience, continued beloagingness and self-confidence in orientarion
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o praclice learning in bub and spoke experienced students in com-
parison to their peers who undertook the rotational learning expe-
riences. These filings contribute to the rather lmited range of
evidence on hub and spoke as 1 model of practice learning and ils
impact on supporting students practice learning experience.

Practice keaming s a fundamental aspect of undergraduate nurse
education and undecstanding its nature is a crucial step lowards
improving its effectiveness.

Limitations

The varled participation rates and generally small numbers mean
that somw caution is required in relation Lo the representativeness
of the findings and any associated generalisaticns.
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Chapter 5 Reflections of the Research Methodology and Methods

5.1 Introduction

Chapter 5 explains the research methodology adopted in the papers presented for this
thesis, and offers my critical reflections on these methodologies. | outline the philosophy
that underpins the approach taken with the research studies, discussing the interpretive
stance that was taken to research and the consequent choice of qualitative approaches.
The chapter also discusses the strengths and limitations of the methods employed in each
of my papers along with the means used to analyse the data, and the ethical
considerations that an interpretive researcher must consider. In retrospect, given where
my theoretical orientation has moved (as explained in chapter 2), | now look rather more
critically on the premises of these studies, their categories of definition, multiple causes
and uncertainties at play. In my reflections on the research approach, | explain some of

these issues.

5.2 Theoretical framework and general methodology

Jonker and Pennink (2010) explain that a research paradigm is a set of fundamental
assumptions and beliefs as to how the world is perceived which then acts as a thinking
framework that guides the behaviour of the researcher. Ontology and epistemology are the
two main philosophical dimensions to distinguishing research paradigms (Laughlin 1995,
Kalof et al. 2008, Saunders et al. 2009). These relate to the nature of knowledge and the
development of that knowledge, respectively.

A further distinction that is frequently made regarding research philosophies is between
positivism and interpretivism (Bryman and Bell 2007, Hughes and Sharrock 1997, Travers
2001). Positivism, according to Wong and Ellis (2002), focuses on testable propositions. In
other words, knowledge is only valid if it is derived from scientific methods, that is,
mathematics and the sciences. In contrast, interpretivism focuses on sense-making and
meaning (Schwandt 2000). By this | mean that the social world occurs according to how it
is experienced and interpreted by people. Understanding of the world is reached by taking

account of multiple realities, differing perspectives and views (Schwandt 2000).
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The aim of interpretivism, therefore, is to understand the subjective experiences of those
being studied, how they think and feel and how they act/re-act in their normal contexts. As
a result of this, the logic and methods of certain natural sciences are not applicable to
interpretive studies of societies. Unlike positive approaches in the natural world, where a
particular event is understood to produce an identifiable result, interpretive approaches
acknowledge that social actors do not react to stimuli in uniform, predictable or measurable
ways. Instead, they actively interpret the situations in which they find themselves and act
on the basis of these interpretations.

Hence, interpretive researchers endeavour to understand phenomena through accessing
the meanings that participants assign to them. In direct contrast to positivist studies,
interpretive researchers reject the possibility of an ‘objective’ or ‘factual’ account of events
and situations, pursuing instead a shared (between the researcher and the interviewee)
understanding of phenomena (Garcia and Quek, 1997). Generalisations from the setting,
usually from a small number of case studies to a population, are not sought; rather, the
intent is to understand the deeper structure of a phenomenon, which can then be used to

inform other settings.

Mertens (1998) describes qualitative research as a naturalistic interpretive science which
is often multi-method in focus and which provide insights into cultural aspects,
organizational practices and human interactions. Interpretivism, by its nature, promotes the
value of qualitative data in pursuit of knowledge (Kaplan and Maxwell, 1994). In essence,
this research paradigm is concerned with the uniqueness of a particular situation,

contributing to the underlying pursuit of contextual depth (Myers, 1997).

5.3 Preferred methodological approach

As an interpretive researcher, my natural leaning is towards the use of qualitative methods
such as focus groups, individual interviews, and reflective diaries. In all of my papers

included in this thesis, these approaches were used to varying degrees across the studies.

Table 5 below provides an overview of the papers and methods.
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Table 5: Research methods employed in each paper

Title of paper

Research methods employed

Paper 1: A review of curriculum
evaluation in United Kingdom nursing
education (2008).

Literature review (utilising systematic

methods)

Paper 2: Fitness for Practice in Nursing
and Midwifery education in Scotland,
United Kingdom (2010).

Semi-structured interviews

Focus groups

Paper 3: An integrative literature review

Literature review (Integrative)

of student retention in programmes of
nursing and midwifery education: why do
students stay? (2011).

Paper 4: Findings from the early e Job content questionnaire (Karasek et
implementation of the Scottish al. 1988)
programme for newly qualified nurses e General Perceived Self-Efficacy Scale

and midwives: Flying Start NHS™’ (Schwarzer 1995)

(2010). e Short Nursing Competency
Questionnaire (Watson et al. 2002)

Paper 5: Evaluating Hub and Spoke ¢ Thematic content analysis (Reflective

Models of Practice Learning in Scotland, diaries)

UK: A Multiple Case Study Approach e Questionnaires

(2012). e Focus groups

Paper 6: Undergraduate student nurses e Focus Groups

perceptions of two practice learning
models: a focus group study (2014).

The aim of using multiple methods in these studies was to aid triangulation and to
strengthen the trustworthiness of the data generated. However, it should be noted that
some of my work presented in this thesis has involved mixed methods, such as using a
guestionnaire alongside interviews. With the exception of paper 4, however, the
guestionnaire was not employed for a statistical analysis but rather as a descriptive survey,
and it was not the primary source of data but a supplementary source. Utilising qualitative
approaches in my research provided the opportunity to explore the views and experiences
of student nurses and newly qualified nurses. This required personal interaction to gain

useful rich data that could be interpreted.
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Exploring the insider’s view is known as the Emic view and is characteristic of qualitative
research (Holloway, 1997). The opposing view is the Etic view, which is more often
associated with quantitative research (LoBiondo-Wood and Haber, 1998) and represents
the outsiders’ point of view or the researcher’s perspective (Holloway and Wheeler, 2002).
The papers presented in this thesis were studies of specific groups of ‘insiders’ in the
process of practice placements, that is, student nurses, newly qualified nurses, and

mentors, who had something in common.

McEvoy (2001) explored the issues of interviewing colleagues in familiar fields, and
suggested that there are four limitations of the ‘insiders’ perspective. Firstly, there is the
‘taken for granted perspective’ where it is more difficult for the researcher, who is familiar
with the social world, to question areas of that world that seem self-evident. Secondly,
there is the view that the ‘insiders’ perspective tends to be more limited, as the insider
lacks the distance that is required to maintain a balanced objective perspective of the
social world of which they are part. Thirdly, insiders who are subject to the constraints of
group membership often avoid asking questions about well-established social mores, and
fourthly, insiders may be reluctant to talk about sensitive issues to someone who is a
member of their social group. An outsider, on the other hand, is not subject to group

restraints (Bonner and Tolhurst 2004), and has greater freedom to ask ‘dumb questions’.

A number of authors identified further disadvantages of being an ‘insider’. These include
not being seen as a researcher by the participants (Hamersley and Atkinson 1995),
potential to be biased towards the interpretation/findings (Bowers 1988), reliance on
participants with whom the researcher feels comfortable (Miles and Huberman 1994), and
focusing on dramatic events rather than the routine (Gerrish 1997). However, Bonner and
Tolhurst (2004) suggest that it is not unusual for the researcher to be part of the social
group they intend studying. Morse and Field (1996) challenge that cultural understanding
cannot be achieved through one or two interviews. Their position is that time in any culture

is required to gain a holistic perspective.

However, in the case of these studies, | am, in effect, an ‘insider as a result of my
professional role as a nurse, a mentor, and a nurse educator, and am very familiar with
students’ experience in nursing. Benefits of being an ‘insider’ have been identified. These
include being familiar with the culture being studied (Reed and Proctor 1995), gaining
access more easily to potential participants (Shenton and Hayter 2004), establishing a

rapport (Gerrish 1997, Platzer and James 1997), and dealing with ethical concerns
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(Platzer and James 1997). Similarly, Wetherall et al. (2001) highlight that researchers both

influence and are influenced by the process of engaging in research.

Lamb and Huttlinger (1989) suggest that reflexivity recognises this reciprocal relationship
and seeks to make it explicit. The argument is that a basic feature of social research is its
reflexivity, ‘the way in which the researcher acts on the world and the world acts on the
researcher, in a loop’ (Wetherall et al. 2001 p17). Koch and Harrington (1998) talk of
reflexivity as the ‘critical gaze turned towards the self’ (p888), thus examining the personal
position, identity, and self of the researcher as an on-going process. The values,
assumptions, prejudice and influence of the researcher must therefore be acknowledged
and taken into account and even, according to Hammersley and Atkinson (1995), utilised.
Through utilising a reflexive approach in all my studies the aim was to make the whole
process transparent and open, thus providing a clear audit trail, considered by Koch and
Harrington (1998) to be an important method of achieving trustworthiness in qualitative
research.

The following sections provide an overview of the various methods employed in the
published studies: focus groups, interviews, reflective diaries, questionnaires, explaining
my rationale for choosing these as well as their strengths and limitations. Then | explain
broader issues of methodology in terms of my choices for the different studies: sampling of
participants, approaches to data analysis, ensuring trustworthiness, and ethical

considerations.

5.4 Purpose and function of focus groups

The main purpose of focus group research is to draw upon participants’ attitudes, beliefs,
feelings, experiences and reactions in a way which would not be feasible using other
methods such as observation or one-to-one interviews (Jamieson and Williams 2003).
Compared to individual interviews, which aim to obtain individuals’ views, attitudes, beliefs
and feelings, the focus group elicits a multiplicity of views within a group context. Hence
the key characteristics which distinguish focus groups are the insights and data produced
by the interaction between participants (Kitzinger 1995). Interaction also enables
participants to ask questions of each other, as well as evaluate and reconsider their own
understandings of their specific experiences (Jamieson and Williams 2003). The
philosophical underpinning in the use of this methodology is based on the premise that
attitudes and perceptions are not developed in isolation but through interaction with other

people (Jamieson and Williams 2003). These attitudes, feelings and beliefs, according to
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Sim (1998), may be partially independent of a group or its social setting, but are more
likely to be revealed via the social gathering and the interaction which being in a focus

group entails.

5.4.1 Potential and limitations of using focus groups

As with all research methodologies there are advantages and disadvantages to the use of
focus groups. Barbour (1999) claims that a key strength of focus groups is their ability to
elicit information in a way which allows researchers to find out why an issue is salient, as
well as what is salient about it. As a result, Webb and Kevern (2001) suggest that the gap
between what people say and what they do can be better understood. Conversely, to
achieve such insight requires considerable skill in facilitation (Robinson 1999), which
Mansell et al. (2004) suggest includes acquiring the theoretical knowledge pertaining to the
role, practicing the use of open questions, and being astute at identifying group dynamics.
Furthermore, the potential for ‘group think’ to occur when individuals within a group
conform to the opinion of the majority (Crawford and Acorn 1997) is a consideration for the
facilitator as this poses limitations in data collection from the focus groups. The use of
focus groups during the preliminary stages of a research project is supported by Jamieson
and Williams (2003), Robson (2002), and Barbour (1999) as they are helpful in exploring
and developing research questions and interview guides and in refining research

guestions.

Numerous authors have suggested that focus groups are an economical way of tapping
into the views of a number of people, simply because participants are interviewed in
groups rather than one-to-one (Barbour and Kitzinger 2001, Holloway and Wheeler 2002,
Kruegar 1994, Robson 2002). A distinct challenge of focus groups is that they can be
difficult to organise (Kruegar 1994): it is not always guaranteed that participants will turn up
(Robson 2002) and the time required to transcribe tape recordings can be costly (Barbour
and Kitzinger 2001). Robson (2002) cautions that focus groups may be limited in terms of
their ability to generalise findings to a whole population, mainly because of the small
numbers of participants and the likelihood that the participants will not be a representative

sample.

For the participants, focus groups can provide a ‘safe’ forum for the expression of views,
particularly for people who are reluctant to be interviewed on their own (Sim 1998).
However, conflicts may arise between personalities (Creswell 1998). Robinson (1999)

highlights that confidentiality can be a problem between participants, especially if they are
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known to each other. A further limitation of the focus group is that it is, in some ways, a
one-sided relationship, with the researcher gaining important insights into the subject being
explored while individual respondents simply share their experiences (Mansell et al. 2004).
| would suggest, though, this is not a phenomenon peculiar to focus groups; the same

could be said of most research methods.

5.5 Purpose and function of research interviews

Communication via conversation is a fundamental part of everyday life. We all interact
with each other through questions and answers (Parahoo 1997). In fact, Atkinson and
Silverman (1997) suggest we live in an interview society where this has become the
favoured form of research. Research interviews are clearly different to conversation
because they usually have a clear purpose, a set agenda and are carried out at a
prescribed place for a set length of time (Parahoo 1997). Despite the clear agenda,
gualitative interviews involve personal sharing (Morse and Field 1996). Hammersley and
Atkinson (1995) describe interviews as ‘solicited insider accounts, which provide the
means of treating participants’ expert knowledge of the phenomenon under study as a

resource’ (p129).

Holloway and Wheeler (2002) observe that many novice nurse researchers rely on
interviews because they wish to gain these ‘insider’ views of a phenomenon. Selection of
the interview is supported by Robson (2002) who accepts that interviews lend themselves
to a study with a combination of methods. Developing interviews that generate personal
data requires understanding of the technique as a conversation about a subject of shared
interest (Kvale 1996). The participant can provide the insider’s view of the subject while
the researcher is interested in exploring it, with a view to explaining the themes that exist
within it. A major difference between focus groups and one-to-one interviews, however, is
the involvement of the participants in responding to and challenging each other’s

statements and, therefore, in sharing the researcher’s burden (Barbour 1999).

5.5.1 Which style?

Interview styles range from structured to unstructured (Robson 2002). The structured
interview is basically a questionnaire carried out in the form of an interview. This type of
interview would not have allowed the depth and range of rich data required for any of the

studies in this thesis.
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Semi-structured interviews involve a guide of interview questions that the participants are
asked, not necessarily in the same order (Holloway and Wheeler, 2002). Here the
interviewer knows what topics must be covered in the interview and has set questions to
ensure this. Morse and Field (1996) point to the usefulness of this method in generating
qualitative data. They state that it allows the participants the freedom to express thoughts
and feelings, while allowing the interviewer to cover all areas required. It further ensures
that important topics are not forgotten in an intense interview situation, and helps to

maintain focus.

Morse and Field (1996) observe that while the unstructured interview is often the tool
chosen by the inexperienced interviewer, experienced interviewers can obtain very high
quality data. The role of the interviewer is to listen to the story of the participant and allow
the participant to develop his or her own story (Holloway and Wheeler 2002, Morse and
Field 1996). The unstructured interview can be aided by the use of active listening
techniques and the use of probing questions (Parahoo, 1997). Morse and Field (1996)
point out that while it is useful to make use of active listening, care must be taken if a
therapeutic relationship is developing, as the purpose of the interview is not to offer

intervention or counselling.

5.5.2 Style selected

In all studies involving interviewing reported in this thesis, a semi-structured interview style
was selected. Holloway and Wheeler (2002) advise that most interviews involve an
agenda of some description that is used to guide the interview. As there were a number of
issues to cover, a semi-structured interview schedule was taken to each interview.
Holloway and Wheeler (2002) describe this as an ‘aide-memoire’. Each interview began
with an open question; ‘what motivated you to take part in this research project?’ This
acted as a common starting point and acted as a way of getting the participant talking and
thus ‘breaking the ice’ (Gillham 2000). Time was allowed for the narrative to unfold and,
when necessary, the narrative was prompted with questions. All topic areas were covered

while allowing the interview to flow naturally.
5.6 Purpose and function of reflective diaries
Prior (2004) states that defining what a document is, for the purposes of social research, is

not simple. Any number of items could be regarded as documents, such as patient

records, policy briefs, newspaper articles, or the reflective participant diaries that | used in
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my studies. Despite the importance of documents for educationalists and practitioners, and
for the organisation of contemporary societies more generally, social research methods
tend to focus on the analysis of speech and action (Prior 2004). Documents are sometimes
seen as inappropriate or secondary sources, unable to indicate sufficient insight into
systems of social meaning and practice (Miller and Alvarado 2005). A number of authors
identify that documents are an underutilised resource in qualitative social research tending
to be used as a supplementary source of data (Hodder 2003, Prior 2004, Silverman 2001).
Documents’ reputation for being time-consuming, complex and challenging may account
for their relative under-use (Hallett 1998). Rafferty (1998) however, argues that documents
have much to offer, not only as a means of narrating the development of nursing, social
and health issues, but also to explain the origins of many contemporary attitudes towards
them (Rafferty 1998).

Participant diaries, Robson (2002) explains, are a form of self- administered questionnaire.
As such there are a number of considerations that the researcher must take into account
when intending to use diaries as a data collection tool. Firstly, the diary places a burden on
the participant as participants tend to be required to complete these on a regular basis. In
the case of my use of diaries for the Hub and Spoke project, students were asked to
complete these on a twice-weekly basis over a period of a year. Noticeable was the drop
of rate in completing the diaries and the quality of the written information over this period.
Robson (2002) further notes that participants completing diaries must be clear about what

they have to do, why they are doing it and when to do it.

For the Hub and Spoke project participants, | opted to provide semi-structured questions to
guide the completion of the diary. These semi-structured questions acted as a prompt for
the students to think about the activities they were involved in whilst undertaking practice
learning. Robson (2002) also suggests that in studies carried out over time that the
researcher should check that diaries are being completed and not assume that they are.
This was a suggestion that | followed, as | collected the diaries at the end of each
semester and commenced analysis of those semesters’ data. Robson (2002) also
advocates that diaries are a good means by which to generate questions for
interviews/focus groups. The diaries in my study, once analysed, led to the creation of
guestions for the focus groups in the Hub and Spoke study. Patton (2002) details their
important incorporation into qualitative research methods as providing a means of data

triangulation, to increase the comprehensiveness and trustworthiness of any single study.
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5.7 Purpose and function of questionnaires

The incorporation of questionnaires into a research study is advocated as a cost-effective
means of gathering information (Denscombe 2003). Researchers can survey large
samples of the population across wide geographic locations less expensively than
conducting face-to-face interviews. This is primarily as a result of the researcher not
having to travel to reach participants. The most common means of questionnaire
administration are by a mail drop or by using an on-line survey package. Paper 3
submitted in this thesis utilised an on-line survey. Denscombe (2003) further states that
guestionnaires are less intrusive than other survey methods such as focus groups or
interviews. People participating in surveys can complete them whenever they want.
They're also more likely to respond honestly to questions if they know their answers are
anonymous (Bowling 1997). Questionnaire formats are familiar to most people. Nearly
everyone has had some experience of completing questionnaires (Jack and Clark 1998).
The important point to note here is that the researcher is not usually present when the
guestionnaire is being filled in, hence there are no verbal or visual clues from an
interviewer that may influence the person surveyed. Questionnaires are easy to analyse.
Online questionnaires are easiest to analyse because they are directly imported into a
database and statistically analysed. There are, however, disadvantages to the use of
guestionnaires in research studies. It is recognised that surveys tend to have a poor
response rate (Gasquet et al. 2001), responses to questions are often incomplete or
missed completely (Bowling 2005), and the researcher is not in a position to check the
truth of the answers supplied (Denscombe 2003).

In paper 4, the cross-sectional survey involved administration of a paper-based
questionnaire via the link nurse for Flying Start NHS™ to newly qualified nurse
participants. A stamped addressed envelope was included. Over a four-week period, two
e-mail reminders were sent to participants again via the link nurse on behalf of the project

team. Newly qualified nurse participants (n=97) comprised a convenience sample.

Overall, the methods used in the studies are different to those | hope to use in the future
going forward. The post-positivist assumptions that informed these methods were useful
but only to a point. | have begun to realise how these are somewhat too linear,
measurement-oriented and tidy to address the unpredictable complexities and competing

demands of learning in practice.
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They also tend to smooth out messy variances in the search for themes and models. While
such approaches have their place in supporting professional learning and practice, they do
not help to address the emerging dynamics of learning, the nested systems, the effects of
perturbations and how these become amplified or not, and the self-organising patterns of
practice that are ubiquitous in nursing work. In my early explorations of complexity theory, |
can now see that there are a range of methodologies that could be used to examine these
dynamics. However, | discovered these after the studies were complete.

5.8 A critical review of the methods employed in each paper

5.8.1 Papers one and three

Various methods of literature reviews may be used depending on the primary research
question and the overall aims and objectives of the research (Jones 2010).

The rationale for conducting and publishing the two literature reviews is that these are a
fundamental activity which usually precede any major new research study in order to
determine the existing evidence base (paper one). Furthermore, literature reviews can also
be done as independent scholarly works (paper 3). Similarly, it can help inspire new
research innovations and ideas while creating greater understanding about a topic (study

two and paper 3).

The ‘gold standard’ of literature reviews is that of a systematic literature review (Centre for
Reviews and Dissemination (CRD) 2009). Systematic reviews are located within the post-
positivism paradigm, in that they are derived from scientific methods, in particular
randomised control trials (RCT). This paradigm is based on a number of principles,
including: a belief in an objective reality, knowledge of which is only gained from data that
can be directly experienced and verified between independent observers (Wong and Ellis
2002). Phenomena are subject to natural laws that humans discover in a logical manner
through empirical testing, using inductive and deductive hypotheses derived from a body of
scientific theory (Robson 2002). Its methods rely heavily on quantitative measures, with
relationships among variables commonly shown by mathematical means (Melnyk and
Fineout-Overholt 2005). Although a systematic review is the most rigorous method for
minimising bias, it's also likely to provide more information than necessary to answer a
simple question. (Melnyk and Fineout-Overholt 2005). Systematic reviews can include
empirical evidence from quantitative and qualitative studies as well as theoretical or ‘grey’
policy literature. They incorporate the findings from a variety of research designs.

However, as they involve multiple methodological perspectives, they are more complex to
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undertake. The key differences between a systematic review and a literature review

requires pre-determined inclusion criteria and the ability for replication (CRD 2009)

In recognising the strengths of a systematic review, paper one used systematic review
methods in that a protocol was developed restricting the publication dates to 1997-2006
and having explicit inclusion and exclusion criteria. Search terms included the use of
Boolean operators to link key words. Furthermore, the papers retrieved were read and
filtered by three of the authors. In an ideal world a full systematic review would have been
a preferred option. The rationale for not conducting a full systematic review was a
pragmatic decision primarily based on the time it takes to conduct a full systematic review.
As the study paper one reports on was funded by a Government organisation there were
extremely tight timescales to report back results.

Paper three took an integrative review approach. Integrative reviews, in contrast to the
post-positivism paradigm of systematic reviews are located within the interpretative
paradigm. The focus in the interpretative paradigm is on the relationship between socially-
engendered concept formation and language (Robson 2002). Containing such gqualitative
methodological approaches as phenomenology, ethnography, and hermeneutics, it is
characterized by a belief in a socially constructed, subjectively-based reality, one that is
influenced by culture and history (Angen 2000). The rationale for this approach was that
it suited the area of inquiry best, and allowed the researchers to draw conclusions about
the current state of knowledge among diverse studies (Russell 2005). The qualitative
nature of the data required to answer the research question necessitated an integrative
review approach to incorporate essential qualitative data.

More pragmatically, two members of this study team had previous experience of
integrative review methods. By utilising an integrative review approach this afforded a
variety of perspectives of diverse methodologies without an overemphasis on empirical
based research (Emeis 2012). It also affords the ability to answer a targeted question
using a systematic search strategy and rigorous appraisal methods. Whittemore and
Knafl's (2005) integrative review process as detailed on page 105 of this thesis was

adopted to enhance rigour.

With hindsight a systematic review may have provided more insightful results as utilising
an integrative approach proved to have a humber of limitations as detailed on page 110 in
this thesis. However, due to the complexity of systematic reviews and the challenges

associated with conducting a systematic review namely, resources, expertise and rigour |
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would have to give careful consideration about incorporating this method into a funded

study with time limitations.

5.8.2 Papers two and six

Both these papers are located within the interpretive paradigm, with the associated studies
utilising focus groups and interviews as the best method of addressing the research

guestions.

A strength of paper two is the sample size and the range of participants who took part in
this phase of study one (further details can be found on page 94 in this thesis). In order to
achieve such a large sample and range of participants, two of the researchers MR and KH
spent six months data collecting. In advance of data collection | spent approximately 4
months making contacts with each of the HEI's and securing a nhamed person in each to
act as a link for the project team. This | believe paid dividends. For this phase of the study
fliers were produced as a means of communication and dissemination with students,
mentors, NHS managers and academic staff. In addition | spent a significant amount of
time meeting with academic staff in all the HEI's to discuss the project and the
requirements to have a good sample to truly inform the study. Given the strength of the
sample size and the richness of the data this was the best method for this phase of the
study. However, caution and consideration need to be advised as this was extremely
resource intensive, in that, two researchers were required to attend each focus group.
Focus groups were run over two days at HEI and in NHS premises across Scotland over a
six month period. In addition travel and accommodation costs were expensive. With the
volume of data collected transcription costs were expensive and the time for the research
team to analysis and agree themes was lengthy and involved three members of the team

spending 3 days to agree the final overvall findings.

In contrast, paper six had an extremely small sample size. Of the original phase one
sample some students had taken leave of absence, progressed to sick or maternity leave
or had withdrawn from the programme in the transition period from Common Foundation to
Branch (Field Specific) Programme. In essence the sample had been reduced from 44

students to 35 students for phase two.

It's difficult to determine why the sample size for these focus groups was as low, as the

response rate by the students overall in phase two of the hub and spoke study was
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relatively good. For example, completion of the CLEI tool at the end of semester’s four to
six was comparative with their completion rates in phase one.

| followed the same lessons | had learned from study one in that the importance of
communication with the students and arranging their focus groups when they were on

campus at a mutually convenient time for them to minimise any additional burden.

| can only surmise that the students were experiencing evaluation fatigue. My rationale for
this assumption is based upon my insider knowledge of the number of evaluations the
students are requested to complete; end of semester evaluations, end of year evaluations,
the national student survey, and end of placement evaluations. | can offer no other
significant reason.

With hindsight | could have conducted telephone interviews with the students who did not
attend the focus groups, however, again time constraints was an issue with this phase of
the study due to the funders deadlines requiring to be met.

A further consideration could have been to incorporate the CLEI data into this paper as a
means of strengthening the findings. However, my rationale for not doing this was that as
the CLEI data had been collected across both years involving the control and innovation
group this data will provide me with another dimension to the study and importantly for

myself another potential publication.

5.8.3 Paper four

Paper four is located within the post-positivism paradigm as it utilised a quantitative
approach. The rationale behind utilising a survey design for this phase of study one was
that in large, geographically dispersed populations, this was perceived by the team as our
best option in order to address the research question. However, a major limitation of

utilising this method was a poor response rate.

When a response rate is very low the responses received may only be the opinions of a
very highly motivated section of the sample (that is, people with strong opinions who take
the time and trouble to complete and return a questionnaire) (Edwards et al. 2003).

Two large systematic reviews (Edwards et al. 2003, McColl et al. 2001) of interventions to
increase survey response rates (inclusive of both the general public, patients and
healthcare professionals) identified factors that enhance response rates (financial
incentives, recorded delivery systems, shorter questionnaires, relevance of the survey
topic, use of reminders and pre-notification contact). Two smaller systematic reviews of

randomised controlled trials that specifically focused on healthcare professionals found the
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use of financial incentives, reply paid envelopes, shorter questionnaires, recorded delivery
and survey personalisation to increase survey response (Field et al. 2002, Kellerman and
Herold 2001).

In considering the findings from the systematic reviews the actual questionnaire design in
this study was possibly too large (page 116 provides further details on the survey items).
By designing a questionnaire which was attempting to capture a significant and diverse
range of information may well have put people of completing it. An alternative to this could
have been to develop for example, two separate questionnaires and spread the distribution

times between the questionnaires.

In considering the issues of pre-notification contact, the study utilised the link nurse for
Flying Start in each of the 14 Health Boards. The aim of using this link nurse was to
communicate the study and the survey with her NQP and to distribute the survey. It was
also to ensure anonymity for the participants. However, it is unclear as to how much time
and effort the link nurses were able to spend on this activity. Similarly, by utilising the link
nurse for this task may well have been seen by some participants as a means of
identifying them to the project team as a participant. In future | would opt to contact
potential participants directly either by way of an introductory letter or telephone call. The
guestionnaire when distributed also had a pre-paid envelope so the participant could post
it back directly to the project team. Via the link nurse two reminders were sent out via
email. Again, in the future, to maximise response rates | would do these reminders myself
either by telephone or email. It may also be prudent in the future for me to consider the use

of telephone completion to get information from non-responders.

The systematic reviews also detail how financial incentives can increase response rates.
However, | believe there are ethical considerations by using financial incentives. The most
significant that | can see is that this could be perceived as a form of coercion. The form of
the incentive may cause bias because particular groups may find it more appealing than
others (Edwards et al. 2003). Incentives that require people to identify themselves on the
forms can possibly lead to untruthful answers or a lower response rate (McColl et al.
2001).
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5.8.4 Paper five

In bringing together the findings from the three study sites funded to model and enact a
variety of hub and spoke models, the paper was modelled on a case study approach. As
each of the HEIs model was different, a range of methods was necessary as no one
method could capture the complex social phenomena under study. The idea that a one
size fits all would not work as complex intervention science shows (Mohler et al. 2012).
Hence using a case study approach drew out these complexities.

In defining case studies, Stake (1995) distinguishes three types, the intrinsic, the
instrumental and the collective. For the purpose of this paper a collective case study
approach was utilised. In a collective case study, the researcher coordinates data from
several different sources, such as in this paper the three HEI.

By adopting a case study approach in writing the publication offered a means of
investigating complex social units consisting of multiple variables of potential importance in
understanding the phenomenon (Yin 1994). This provided the opportunity to examine the
complexity of the interrelationships between these different studies, not only with each

other, but also with the varying contexts within which the projects were situated.

For comparing different cases, be they of individuals, groups or organisations, can
illuminate the significance of the idiosyncratic as opposed to the common, or shared
experience (Yin 1994). This is one of the prime reasons for the approach adopted within
this paper. However, a key challenge when writing this paper was that it was difficult to
present accessible and realistic pictures of that complexity in our writing. Often, by writing
about one aspect of the issue as, for example, in one HEIs story, other aspects of it are
inadvertently obscured.

By definition, case studies can make no claims to be typical. We have no way of knowing,
to what extent our three HEI,s are similar or different from other such HEIs. Furthermore,
because the sample is small and idiosyncratic, and because data is predominantly non-
numerical, there is no way to establish that data is generalisable of our larger population.

For these reasons, a key determinant of the quality of a piece of case study research is the
quality of the insights and thinking brought to bear by the particular researchers. When
reading the publication, readers are accessing our construction of the data around issues
we judged to be important. No matter how objective we endeavored to be, this means that

the research is not, and cannot be, completely objective, nor can we easily make
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transparent all the judgments we have made. However, we have endeavored to present
adequate evidence, from the data, to support the stories, but a certain amount has to be

taken on trust.

5.9 Sampling methods

Robson (2002) and Holloway and Wheeler (2002) concur that sampling procedures in
gualitative research are not so rigidly prescribed as in quantitative studies. As was the
case in my own studies, qualitative researchers often do not know the number of people
who will be involved in the study before the study commences (Holloway 1997). Sample
selection in qualitative research does, however, have a profound effect on the ultimate
quality of the research (Lincoln and Guba 1985). Too few or too many participants can
jeopardise the overall research aim. Too few can lead to lack of transferability, but too
many may lead to inability to become immersed in the data due to the overwhelming

volume of transcripts obtained (Kvale, 1996).

In all of my studies, purposeful sampling was selected. The rationale for this selection was
based upon the ability of this method to allow the researcher to access a number of
individuals within the group of nurses who had knowledge and experience of the study
topic until saturation had been achieved. Procedurally, this was achieved by the
researcher analysing data collected concurrently (Robson 2002). By utilising concurrent
data analysis the researcher can determine the point at which there is consensus on the
range of issues deemed to be relevant to the participants, even if determining agreement
on each of these individual issues is not feasible (Kreugar 1994, Robson 2002). When no
new issues are forthcoming, a point of saturation will have occurred and further data
collection is unnecessary. This feature was adopted for all the studies presented in this

thesis.

In support of the researcher’s selection, Patton (1990) suggests that all types of sampling
in qualitative research may be encompassed under the broad term of purposeful sampling.
He states that ‘qualitative inquiry typically focuses in depth on relatively small samples,
selected purposefully’ (p169). The underlying principle is in selecting information-rich
cases, that is, cases that are selected purposefully to fit the study. ‘Information-rich’
cases, according to Patton (1990), are those from which one can learn a great deal about
issues of central importance to the purpose of research, thus the term, ‘purposeful

sampling’. Morse (1994) states, ‘when obtaining a purposeful sample the researcher
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selects participants according to the needs of the study’ (p129). She proceeds to describe
this type of sampling as the researcher initially choosing to ‘interview informants with a
broad general knowledge of the topic or those who have undergone the experience and
whose experience are considered typical’ (p129). This description seems to indicate that
the sampling is directed by a desire to include a range of variations of the phenomenon in

the study.

5.10 Data analysis

Across all my qualitative studies involving focus groups and interviews outlined in this
thesis, my preferred analytical approach has been to use thematic analysis. My rationale
for the selection of this approach is the flexibility of thematic analysis. It also aligns with my
own interpretative stance to research in that the interpretive perspective is based on the
idea that the focus is more on depth of inquiry, particularly personal and shared meaning,
and more flexibility is afforded as to how data may be interpreted and represented (Denzin
and Lincoln 2011). Also linked to my interpretive stance is the fact that in qualitative
research the researcher is positioned as being an active participant in the research

process.

5.10.1 Conducting a thematic analysis

Thematic analysis is a qualitative analytic method for ‘identifying, analysing and reporting
patterns (themes) within data. It minimally organises and describes your data set in (rich)
detail. However, frequently it goes further than this, and interprets various aspects of the

research topic’ (Braun and Clarke 2006, p.79).

Braun and Clarke (2006) outline a series of phases which researchers must undertake in
order to produce a thematic analysis. Firstly, is immersing one’s self in the data; in other
words, becoming familiar with the narratives. For me, this stage actually begins when |
transcribe my focus groups/interviews. Although this process is time-consuming, | find that
by the time | have transcribed | begin to get a good feel for the narratives unfolding. In
support, Bird (2005) states that such action should be seen as ‘a key phase of data
analysis within interpretative qualitative methodology’ (p227). Lapadat and Lindsay (1999)
also state that the close attention required when transcribing can facilitate the close

reading and interpretative skills required to analyse the data.
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The second stage in Braun and Clark’s (2006) model is commencing and generating an
initial coding frame. | altered this slightly, because | tended to note down my initial
impressions of potential main codes immediately after conducting the focus
group/interview. Codes label a feature of the data (semantic content or latent) that appear
interesting to the analyst (Braun and Clarke 2006). When coding, | code the complete
transcript(s). At this stage | use open coding. That is, my codes are relatively descriptive
and involve grouping large chunks of data in terms of content. In practical terms, when |
code data, | use different colour highlight pens for each code. Usually at this stage | have a
large number of codes in my data.

This step is then followed by searching for key themes in the transcripts. That is, that | am
now comparing and contrasting all my codes and sorting them into what I think are the key
themes and what can be sub-themes across all my transcripts. The process involves
constantly checking and reviewing the themes. | tend to have paper extracts of the themes
and put them into piles for ease of moving them around. Often at this stage | find that |
collapse themes. By this | mean that two or three themes might become one theme or may
become sub-themes or may even be discarded. At this stage | am looking to see if there is

coherence or a pattern developing.

The fifth stage is to define and name the themes. Braun and Clarke (2006) define a theme
as something that ‘captures something important about the data in relation to the research
question and represents some level of patterned response or meaning within the data set’
(p82). In essence, this is when consideration is given to the story being told by each theme
linked to the research question(s). A tip from Braun and Clarke (2006) is if you are able to
describe the scope and content of each theme in a sentence or two. They advise if you
cannot achieve this then further refinement of the theme is required. The names that are
given to themes must be immediately recognisable to a reader and provide a sense of
what the theme is about (Braun and Clarke 2006).

The final stage is to produce a report. A crucial feature when producing the report is to
ensure that ‘the analysis provides a concise, coherent, logical, non-repetitive and
interesting account of the story the data tell — within and across themes’ (Braun and Clarke
2006 p24). When producing my reports | endeavour to produce enough evidence of the
themes through incorporating enough data extracts, that is, verbatim quotes, to
demonstrate the prevalence of a theme. These extracts | endeavour to embed within an
analytical narrative that illustrates the story | am writing. My biggest endeavour is to always

make an argument in relation to my research question(s) and to go beyond just describing.
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Braun and Clarke (2006) inform that this procedure allows a clear demarcation of thematic
analysis, providing researchers with a well-defined explanation of what it is and how it is

carried out whilst maintaining the flexibility tied to its epistemological position.

As with all methods of analysis there are disadvantages to the utilisation of this method to
be considered. Firstly by its flexible nature, the range of things that can be said about the
data is broad. Although flexibility is an advantage, the distinct disadvantage is that higher
level categories, formed too soon, can influence the researcher in deciding which aspects
of the data to focus on. Linked to this point is the potential for a weak analysis, which may
overlook important dimensions in the data, reflect mostly the researcher's prior
conceptions, or smudge nuances into overly generalised themes. Robust approaches to

ensuring trustworthiness are one way to prevent weak analysis.

5.11 Ensuring trustworthiness

Qualitative research presents problems related to rigour, which mainly refer to the
trustworthiness of the research (Morse and Field 1996). Hand (2004) acknowledges,
however, in qualitative approaches, that the researcher and research cannot be
meaningfully separated, and that neutrality is impossible. She further concludes that
researchers both influence and are influenced by the process of engaging in research.
The values, assumptions, prejudices and influence of the researcher must therefore be
acknowledged and taken into account and even, according to Hammersley and Aitkinson
(1995), utilised. Streubert and Carpenter (1999) define qualitative research as being
trustworthy when it presents an accurate portrayal of the experiences of the participants.
Presenting an accurate portrayal involves a number of aspects, which were outlined by

Guba and Lincoln (1989): credibility, transferability, dependability and confirmability.

5.11.1 Credibility

Credibility deals with the focus of the research and refers to confidence in how well data
and processes of analysis address the intended focus (Polit and Hungler 1999). Koch
(1994) states that credibility is enhanced by accurate interpretation of the research
experience, while Guba and Lincoln (1989) relate it to accuracy in reporting of the
participant’s experience. To address these points, in all the studies, participants were
involved at two stages in the data analysis process. Firstly, a member of each focus group
was asked to read the transcripts and verify the contents. Secondly, participants

interviewed were asked to read their transcripts and make any comments on accuracy.
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Guba and Lincoln (1989) describe this as ‘member checks’ and a means of enhancing
trustworthiness. Furthermore, analysis and coding of data was conducted independently
by at least two members of the study teams followed by the team meeting, reviewing and
agreeing consensus. However, Sandelowski (1999) argues that, because multiple realities
exist that are dependent on subjective interpretations, validation by participants and
independents is questionable. Even though | acknowledge Sandelowski’'s argument, |
uphold my actions on the basis that the intent was not merely to verify that data are
labelled and sorted in the same way, but to determine whether or not an independent
individual would agree with the way the data were labelled and sorted.

5.11.2 Transferability

Holloway and Wheeler (2002) describe transferability as being how well the results could
be transferred to the whole population. Transferability can be enhanced by
comprehensively describing the research context and the assumptions central to the
research. The person who wishes to transfer the results to a different context is then

responsible for making the judgment of how valid the transfer is (Lincoln and Guba 1985).

5.11.3 Dependability

Robson (2002) explains that credible research will be dependable. Throughout all my
studies a clear description of the decisions made throughout the process have been
documented and retained. Equally, the published papers within this thesis should allow the

reader to check and replicate the process.

5.11.4 Confirmability

Streubert and Carpenter (1999) define confirmability as a process principle. Any reader
should be able to follow the whole research process and understand the decisions made
(Holloway and Wheeler 2002). When confirmability exists, readers can trace data to their
original sources (Holloway and Wheeler 2002). To achieve confirmability | compared my
codes with those produced by my colleagues. The fact that we produced similar codes
helped to enhance the confirmability by assessing my findings. This was a means of
further ensuring trustworthiness. In addition, the participants were asked to confirm that

the findings represented their own views and experiences.
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5.12 Ethical considerations specific to the studies

A key issue which required careful consideration and handling in all the studies was that of
the power differential between me and the student participants. An example being, that
students who were recruited to my studies from my own School knew me as a lecturer.
This power differential, according to Ferguson et al. (2004), is grounded in the differences
between students and the lecturer in terms of knowledge, skills and attitudes and by the
need of students to achieve specific goals that require the assistance of their lecturers. In
other words, a key feature in the relationship is that of trust. This power differential is
greater where the researcher (me) is directly responsible for the students’ welfare, that is,
in my role as academic mentor. Edwards and Chalmers (2002) term this ‘double agency’.
Double agency is described as fulfilling two roles simultaneously in relation to the same
individual. This power differential places a great responsibility on me to ensure that | act in
the best interests of the students (Ferguson et al. 2004). An alternative to this could have
been that | did not conduct focus groups or interviews with students from my own school.
However, my argument for doing so is that | believe valuable and rich information would
have been lost. For example, the tone of voice used in answering questions, the body
language and makeup of the group and initial impression forming of what the key issues

being raised are.

A key means to ensure that students’ best interests are upheld is through ensuring that the
research proposed is reviewed by an ethics committee. Although some of my studies have
been deemed ‘evaluation’ by the National Research Ethics Committees, therefore, ethical
approval is not required, | have always submitted my proposals to the ethics committee
within the School of Nursing and Midwifery at the University of Stirling. My rationale for
doing so is that unbiased reviewers who have no conflict of interest can scrutinise my
proposal as a means of ensuring protection of the students. This is, | believe, an essential
means of ensuring confidence in my research processes. Furthermore, by following ethical
principles as detailed below, it has always been my intention to protect the welfare and
rights of the student participants.

5.13 Ethical principles
The rules related to balancing risks and benefits in research were first explored following
the Second World War (Holloway and Wheeler, 2002). The Declaration of Helsinki (1964,

revised, 1975, 1983 and 1989, 2008) sets out principles to govern research and to develop

the distinction between treatment-focused and new-knowledge-focused research. All the
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studies in this thesis were clearly new-knowledge-focused or non-therapeutic study
(Holloway and Wheeler, 2002). As a moral enterprise, | believe it is essential to explore the

moral and ethical principles faced by researchers.

5.13.1 Respect of autonomy

In terms of research, Graziano and Raulin (1993) describe the rights of the individual as
being of prime importance. Qualitative research has the problem of providing information
that will not detract from the flexibility of the study in terms of providing unwanted direction
or being coercive (Beauchamp and Childress 1994, Holloway and Wheeler 2002).
However, it is essential to disclose adequate information, which will allow the participant’s
understanding. Beauchamp and Childress (1994) describe understanding as a central
concept to informed consent and thus autonomous choice. Autonomy incorporates the

concept of voluntaries, which relates to freedom from coercion and manipulation.

In all of my studies these issues were addressed by supplying the participants with
carefully worded information leaflets, which they were encouraged to read at their leisure.
This allowed the freedom to decide about participation and removed the coercive influence
the researcher may have had. It was felt the information leaflet provided the balance
between provision of enough information and risk of bias by provision of too much
information. In relation to participation in focus groups and ensuring that information
provided by participants remained confidential, | set ground rules at the beginning of each
focus group, explaining that any participants who did not wish to accept these ground rules
were at all times free to withdraw. In setting these ground rules my main stipulation to
participants was that everybody’s opinion is valid, even though individuals may not agree
with that view. Also that information disclosed within the focus group did not leave the
room, that is, no participant should disclose out with the focus group what another
participant had said. With respect to ensuring anonymity of participants in the focus
groups, no individuals were identified. For example, that when reporting verbatim quotes
they were always reported as Focus group A or Focus group B rather than by name, role

and so on.

As outlined by Beauchamp and Childress (1994), granting access involves giving up some
privacy. However, this does not imply that the participants are giving up their right to
confidentiality. Confidentiality means that the information shared as part of the research is
done so in confidence. The participants were consenting to have their views used to

develop a description of the experience of the group to which they belong. The
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participants were also trusting that the information would be used for the purpose for which
it was intended and that they would not in any way be identifiable in my reports of the
research. The participants were therefore guaranteed anonymity. To ensure this,
participants were identified by number only during the data collection, analysis and

reporting stages to protect their identity during all studies (Holloway 1997).

5.13.2 Non-maleficence and beneficence

Non-maleficence relates to the obligation not to intentionally inflict harm (Beauchamp and
Childress 1994). In all studies the participants maintained the right to withdraw from the
research process at any time without any detriment to their studies/work. To ensure they
understood this, the information sheet contained information outlining their rights. All
participants were asked to sign a consent form which also detailed their right to withdraw
at any time. Furthermore, all information leaflets provided contact details of an
independent senior colleague who could be contacted should participants have any
concerns about the conduct of the researcher. The consent forms were retained for the
duration of the study. In order that the data remained confidential, they were stored in a

locked cabinet. All computer data held were password protected.

5.13.3 Justice

The issue of justice is primarily concerned with equality; the aim being to treat all the
participants as equal (Murphy and Dingwall 2001). Beauchamp and Childress (1994)
define this as formal justice. In all the studies, participants were all treated equally despite
their known differences, such as student nurse, mentor, academic, or manager. A
decision to treat all participants equally occurred before any data collection took place due

to having clearly defined inclusion/exclusion criteria in place.

5.14 Lessons learned

What has become apparent to me is the extent of the journey | have gone through during
these studies. When starting out on the FFP project, my research experience was minimal.
| discovered how conducting and managing research projects can be frustrating,
exhilarating, and ground-breaking. It is also an emotional rollercoaster, with many highs

and lows.

| can still recall my feelings at working with and meeting up for the first time with such high

profile colleagues in the field of nursing research, colleagues whose work | had read, and
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cited in my MSc Dissertation. Working with this team, | believe, gave me a very sound
grounding in the variety of research methods, which | have described earlier in this chapter
and explored in more detail in the previous chapter of this thesis. My support and
guidance from these colleagues still remains today. Furthermore, study one has afforded
me the opportunity to build significant networks with colleagues in all the HEIs across
Scotland which has since stood me well. In other words, | recognise my transition from a
practitioner/educator to a researcher. Personal challenges | have overcome whilst working
on study one has been acknowledging that recruitment to such large-scale multi-site
studies is not easy. Having to think inventively as to how best to recruit a sample is one
such challenge. For example, in designing phase two of this study, | thought focus groups
would be a good data collection method. However, with hindsight, trying to get a group of
busy mentors, for example, all to one location for up to an hour is not always a viable
option. To address this shortfall, | reverted to conducting one-to-one telephone interviews
with mentors at all hours of the day and night. A further strength that | gained from working
in this team was that a number of the team were Editors of journals. Through writing with
them | learned to hone my writing skills, which has afforded me many successes in getting

my subsequent works published.

Study two afforded me the opportunity to build on the knowledge and skills | gained from
study one. From the lessons learned in that study, | now had the skills and confidence to
design a study and evaluate a new practice learning model | had developed. The results of
this study have increased my confidence that we can, as educators and researchers,
develop new practice learning models that can enhance the student experience. | believe
my biggest achievement in practice has been the hub and spoke models widespread
adoption by a number of the HEIs in Scotland, evidence of which can be seen in Appendix
8.

As | continue to work and study, | have forged a strong sense of the importance of practice
and lived experience. | am aware of the whirl of ideas, memories, hopes and dreams that
led me to begin this journey. | notice the changes in my thinking, my perceptions and my
identity that have occurred over the last eight years or so since starting on my research

journey.

5.15 Conclusions

In this chapter | have set out my position as a researcher and my preferred approaches to

conducting research studies. | have discussed the strengths and limitations of the methods
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employed in each of my studies along with detailing my approaches to data analysis. |
have also detailed the ethical considerations an interpretive researcher must consider. The

following chapter will provide conclusions, recommendations and some future implications

for practice.
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Chapter 6 Conclusions, Recommendations and Some Future Implications for

Policy and Practice

6.1 Introduction

In concluding this PhD and the journey undertaken, it is helpful to return to my starting
position and to highlight the reasons why | undertook this journey and the associated
issues | identified as limiting the development of the capabilities of our undergraduate

student nurses.

Chapter one opened with the recognition of the significant influence that practice learning
plays within undergraduate nurse education. | had become acutely aware and, more
importantly, frustrated at the apparent lack of a cogent, coherent, theoretical framework
when designing practice learning experiences to promote nursing capability. | had become
aware through conducting the study Nursing and Midwifery in Scotland: Being Fit for
Practice’ (Lauder et al. 2008) that there was great variation between Scotland’s Higher
Education Institutions (HEIs) in where and how students were placed, and, more
importantly, how students were being supported in practice learning. Recurrent stories by
students told me how some placements were perceived to be ‘good’ and others ‘bad’
(paper two). | knew such negative experiences were influential in students considering
leaving their studies. These instances were sometimes personal tragedies but had wider
implications in financial terms for HEIs and even their reputation (paper three).
Furthermore, the direction of health and social care policy in Scotland is firmly rooted in
developing services that are primary care-based and focused on health improvement. Yet
the study Nursing and Midwifery in Scotland: Being Fit for Practice’ (Lauder et al. 2008)
demonstrated that students’ practice placements still tended to reflect a secondary care,

illness-orientated focus.

This led me to consider: what are the essential dynamics that contribute to a positive

practice learning experience for our undergraduate student nurses?

In a similar vein, whilst reporting the findings from the ‘Early implementation of the Scottish
programme for newly qualified nurses and midwives: Flying Start NHS’ (paper four), | was
drawn again to the two major areas reported by NQP as being problematic for them in
easing the transition from student to NQP, namely, practice learning environments and
issues of support. In both of these studies, key recommendations were that modelling of

support and the practice learning environment required modernisation. This study, as
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reported earlier, found that the majority of NQP intended to remain in the NHS. However,

a small number of NQP, such as the student nurses, were considering leaving.

These accounts made me aware that prior to these studies | had given little consideration
to this aspect of nurse education, reflecting a view prevalent in UK nurse education that

this aspect of preparation was ultimately the responsibility of the NHS as practice provider.

In 2010, as part of a team, | received funding from NHS Education for Scotland to
‘Develop, Implement and Evaluate New Approaches to Providing Practice Placements in
the Pre-Registration Nursing Programmes: Contemporising Practice placements for
Undergraduate student nurses: Are ‘Hub and Spoke’ models the future?’ (Roxburgh et al.
2011). Based on the findings from this study | was awarded further monies to conduct ‘A
follow up to new approaches to providing practice placements in the pre-registration
nursing programmes: A comparison study of the year one pilot students and their year two
experience’ (Bradley et al. 2012).

When | took the time to consider and reflect systematically on the matter, | realised that
over the years, both as a practicing nurse and latterly as an academic, that the support of
pre-registration students in the practice setting and the facilitation of their learning have
been perennial issues for debate at least in the last two decades, both nationally and
internationally. The ways in which theoretical and practical components are combined,
what are the most effective methods of teaching and assessing practical skills, who is best
placed to undertake this, and what characterises a positive and supportive practice
learning environment are just some of the challenges that | and other nurse educators
have witnessed and been involved in addressing. Through designing, implementing and
evaluating the Hub and Spoke model of practice learning, almost all of the aforementioned
challenges identified throughout this thesis were addressed. The research also indicates
that commitment at organisational level to support mechanisms such as these is crucial to

their success.

Through the conduct of the two research studies reported by my publications included in

this thesis | offer the following conclusions and recommendations.
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6.2 Key conclusions and recommendations for the future

The factors affecting the perceived quality of practice learning are complex, unpredictable
and constantly changing in response to factors as diverse as demographics, medical
technology, gender roles, academic inflation, EU legislation and changing clinical priorities.
Hence, uncertainty and complexity can be suggested to characterise the debate over

practice learning environments for undergraduate nursing students (papers two and five).

Students in the hub and spoke study related that most of the memorable experiences and
educationally valued clinical recollections originated from their elongated hub placements
(Papers five and six). In contrast to Year One and the strong sense of belonging reported
by students, there is a marked difference and variation in achieving a sense of belonging
within the traditional model (Paper six and Bradley et al. 2012). This continual moving from
placement to placement can result in learning time being compromised as students
engage in the constant process of orientating themselves to new environments and the

teams (Roxburgh 2014, and paper five).

As a result, many students today report feeling like ‘visitors’ to their clinical placement and
that they do not ‘belong’. Being ‘accepted’ and feeling ‘part of the team’ are key dynamics
in students gaining the greatest benefit from their clinical learning experience (Levett-

Jones and Lathlean 2007, Roxburgh et al. 2011, and paper six).

HEI, NHS and the Professional regulatory body need to redesign practice learning models.

An overall recommendation from this study is for HEIs and the NHS to explore new ways
of working to support education in practice more effectively. Within this, | offer three

specific recommendations for change.

Recommendation one:

Curricula designers should consider adopting the hub and spoke model of practice
learning. Alternatively, consideration should be given to designing practice learning
experiences which follow the patients’ journey from entry to exiting the healthcare
system. This could offer a more rounded and informative learning experience for
the student and, in addition the students’ practical experiences, can more truly

reflect the shape of the NHS they aspire to work within.
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Linked to the above observations is the emerging narrative of how students may feel like
‘visitors’ to their practice learning experience. This is in part attributable to the short
duration of practice experiences and the constant need to orientate themselves to these
new surroundings and the practice environments’ routines of working. However a more
worrying narrative is the sense of not ‘belonging’ which, in turn, can, in many students,
decrease their motivation to learn and increase the risk of them leaving programmes
(Papers three, five, and six).The professional regulatory body (NMC) should consider
providing students with longer periods of time in practice learning environments when

setting out their recommendations for programmes.

Complexity Theory offers one possibility to consider when designing practice learning
experiences to promote greater nursing capability. It appears to have advantages in its
ability to characterise some of the illogical behaviour of learning systems. Furthermore, it
offers a means of opening up constructs which are currently locking in our current model of
practice learning. Designs for practice learning experiences that take cognisance of the
dynamic, ever-changing complex environments in which students will be working should
more adequately prepare them for their future. As noted throughout this thesis, change is
the only constant. Complex systems continue to evolve and the results of their interaction
cannot be predicted. Enabling students to understand the dynamic | believe will help

develop important capabilities for responding to complexity.

Recommendation two:

Specific educational interventions may be necessary to address the ‘second year

dip’.
Students reported ‘dips’ in their commitment to the programme, re-considering nurse
education as a viable career choice, but were sustained by their experience of Hub and
Spoke (Paper six). If this ‘dip’ is a phenomenon that occurs across the sector, more
specific pedagogic interventions could be designed and aimed specifically for students at

the one-year point.

Recommendation three:

Nursing needs to radically rethink current models of support for students in practice

such as mentoring.

141



A theme which arises consistently in the literature and in my own studies is the challenge
for registered nurses who act as mentors and who are charged with teaching students
clinical skills finding enough time to act as role models and teachers (papers two, four, five,

and six).

A potential solution to this is developing a modern-day version of the clinical teacher in
tandem with rethinking the current mentoring model. It takes time to effectively support and
mentor students throughout a practice learning experience. From the student perspective it
appears that the overall perception of the quality of their practice learning experience is
related to their time spent with the mentor, the quality of that relationship and the duration
and location of the practice learning environment (Papers two and six). Workload
modelling has a key role to play in the challenges identified in practice learning. Workforce
planners have a vital role in defining the nature of the workforce the NHS needs now and
in the future; their work inevitably has a significant impact on the shape of education

programmes.

Throughout this thesis | have highlighted how problems continue to beset the practice
learning experience for today’s students. Of particular note is the lack of rigorous

conceptualisation of both practice and learning in the related literature.

6.3 Areas for future research

As | continue to develop my research programme beyond these six published papers, | am
supported by my early training in reflexive practice as both an educator and a practitioner.
My early readings of Freire (1970), Schon (1983), and Mezirow (1991) have served me
well as | see how prominent this approach is in today’s educational research world. | have
engaged in reflexive practice as a nurse, an educator, a student and as a researcher. As a
researcher, | am guided by Etherington’s (2004) work which highlights reflexive research
practice and find my grounding here. However, as | go forward in expanding my thinking, |
also take guidance from Seidman’s (2013) advice to new researchers to find our own way

and listen to our own inner sense regarding preferred research methods.
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My aspirations post-doctorate, are to take the new knowledge that | have generated and
acquired and further explore and develop practice learning experiences for our

undergraduate student nurses. Key to this piece of work is to:

1. Further develop the hub and spoke model incorporating aspects of complexity
theory and practice learning theory as discussed in chapter two. The time is right,
as nursing curricula across Scotland are about to undergo their five-year re-

validations in 2016.

2. As detailed in Paper five, all three case study sites reported how the hub and s
poke models promoted deeper, meaningful student learning. I am keen to
investigate this further in relation to how a ‘good’ practice learning experience

promotes deeper, meaningful student learning.

3. Throughout all my studies and reviewing the literature the most influential role in a
successful outcome is that of the mentors. To date | have not come across any
studies which examine how mentors practically undertake their role. | feel this is an

aspect of practice which is worthy of further investigation.

6.4 Contribution of this thesis to undergraduate nurse education

In considering the contribution of my studies to undergraduate nurse education, | feel the
most significant contribution has been to advance our theoretical thinking on how to design
practice learning experiences to develop our students’ capabilities. By this | mean that
through designing a hub and spoke model underpinned by broad principles, and in my
findings from the literature and those from my other studies, | was able to address a
number of the issues which we know pose challenges for our students. Examples include
support and how best to provide this, how to address the issues of gaining a sense of
belongingness, developing resilience in our student population to better deal with the
complex and ever-changing situations they find themselves in and, most importantly,

developing a deeper learning and understanding of the context of providing healthcare.

The issue of support was addressed by the students having continuous access to the
same mentor (or mentoring team) over a much longer period of time. This resulted in a
stronger mentor-student relationship. Through this ongoing relationship greater trust

developed, and, due to a greater investment of the mentors’ time, promoted the feeling
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that they had a greater responsibility for the student. Furthermore, from the mentors’
perspective they felt more able to plan the students’ learning experience as they had a
greater understanding of the students’ abilities and limitations. Mentors also believed they
were in a greater position to provide a more informed assessment of the student and to
provide the student with a more critical dialogue due to working with them for this longer
period of time. Gaining a sense of belongingness for the student was also significantly
influenced by having an elongated practice learning experience, coupled by continuous
access to the same mentor and wider clinical team.

As a result of these aforementioned experiences the students recognised how this model
of support, the trusting relationships and the open dialogue which they experienced had
led them to develop greater levels of resilience. Deeper learning occurred as a result of,
firstly, following notional patient pathways. By this the students were able to, for example,
follow a patient from admission to discharge and all the associated services which that
patient experienced. This provided the student with a more detailed understanding of the
conditions of care. Secondly, through a more planned and systematic approach by the
mentor and student to utilising and creating learning opportunities, greater depth of
learning and developing knowledge occurred. Through utilising a hub and spoke model,
students, whilst experiencing their practice learning, became part of a community of
practice. Although this was not an aspect | had set out to achieve at the onset this was a
naturally occurring phenomenon as a result of having an elongated experience which
enabled the students to overcome issues of settling in to the team, understanding and not
having to continually learn the practice learning environments routines and as a result

becoming legitimate and valued members of those teams.
Furthermore, seven of the eleven HEIs in Scotland have implemented a hub and spoke
model for practice learning which can only be a good thing for our wider student body. In

addition, one HEI has also implemented a version of the hub and spoke model with Allied

Health Professional undergraduate students.

Finally, the publication of the six papers included in this thesis has provided an original
contribution to this field.

6.5 Some final thoughts

In concluding this journey | recognise how | have shifted in my thinking and my positioning

as a researcher throughout the process of the study. Firstly, when setting out on the FFP
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project my concern was around the academic aspect of how curricula produce NQP who
are Fit for Practice. | believed, like many nurse academics, that the practice element of the
circular was the primary responsibility of our NHS partners. However, when students
recalled as they termed ‘good’ placements and ‘bad’ placements, and how these have
such a significant influence on their experiences, confidence, hopes and dreams of
becoming a nurse, this gave me food for thought. This interest was further piqued when
conducting the Evaluation of the Early Implementation of Flying Start NHS™ phase of the
FFP study. NQP also raised issues of how support and practice learning environments
influenced whether they would leave or remain in the profession. This led me to conduct a
review of the literature to better understand what factors influence why our students stay
(paper three) and why they leave (Cameron et al. 2011).

All of the above led me to change my thinking such that while the NMC state HEI and NHS
have an equal responsibility, | now firmly believe that the HEI must take more responsibility
to work with and support students whilst in practice learning. In other words, the hands-off

approach is not a tenable option.

When developing and implementing a new way of working, caution is required. For all the
success of developing a hub and spoke model there was considerable resistance from
academic and clinical colleagues. Unsurprisingly, given the complex nature of such a
development, key to overcoming this was to negotiate buy-in from key personal contacts;
for example, the Directors of Nursing in the partner NHS Boards and the Head of School,
whose support gave authority to the study. Continuous open dialogue with the NHS
practice learning areas, academic colleagues and students was also imperative. It allowed
people to share their anxieties and concerns which could then be challenged in a

constructive forum and ways found to ensure the project proceeded.

Novel models will therefor require time to be thought through, new practice learning areas
identified and, more importantly, mentor preparation redeveloped. Selecting practice
learning areas to champion a new way of working will also be a crucial factor. All of these
negotiations with the teams will involve finding ways to reconcile the very authoritative
research findings with the messy difficulties of continuing my everyday work as a nursing

educator and the ever evolving nature of healthcare policy and practice.

Having discovered complexity theory, | believe this offers productive insights in developing

a way forward.
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The journal employs a double blind peer review process for all submissions and its current Impact Factor is
1.218 making it one of the leading nursing education journals (© Thomson Reuters Journal Citation Reports

2013).

Author Guidelines and web links:

The Editors of Nurse Education Today welcome the submission of papers for publication in the form of
research findings, systematic and methodological reviews, literature reviews and Contemporary Issue pieces
that contribute to, and advance, the knowledge of, and debate within, international nursing, midwifery and
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For enquiries relating to the submission of articles (including electronic submission) please visit this journal's
homepage. Contact details for questions arising after acceptance of an article, especially those relating to
proofs, will be provided by the publisher. You can track accepted articles at:

http://www.elsevier.com/trackarticle. You can also check our Author FAQs

(http://www.elsevier.com/authorFAQ) and/or contact Customer Support via http://support.elsevier.com.
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Nurse Education in Practice
Aims and Scope:

Nurse Education in Practice enables lecturers and practitioners to both share and disseminate evidence that
demonstrates the actual practice of education as it is experienced in the realities of their respective work
environments, that is both in the University/faculty and clinical settings. It is supportive of new authors and is at
the forefront in publishing individual and collaborative papers that demonstrate the link between education and

practice.

Nursing is a discipline that is grounded in its practice origins - nurse educators utilise research-based
evidence to promote good practice in education in all its fields. A strength of this journal is that it seeks to
promote the development of a body of evidence to underpin the foundation of nurse education practice, as
well as promoting and publishing education focused papers from other health care professions which have the

same underpinning philosophy.

Case studies and innovative developments that demonstrate how nursing and health care educators teach and
facilitate learning, together with reflection and action that seeks to transform their professional practice will be

promoted.

The opportunity to stimulate debate is encouraged as is the promotion of evidence-based nursing education

internationally.

New sections:

Learning and teaching in practice

Papers which focus on nursing education in the clinical/practice environment, from clinical staff involved in the
education of student nurses in practice, as well as educators involved in the development of the workforce
through post-qualifying education and training initiatives, are welcomed. It is essential that, as in other areas of
nursing education, the evidence-base to education in the clinical environment is developed, where student
nurses learn to become nurses; and professional caring practitioners develop and maintain their own
knowledge and skills in order to transform the way they develop and deliver quality care to their patients and

clients. One field that this is especially visible is known as Practice Development.

Author Guidelines:

The Editor of Nurse Education in Practice, Karen Holland, welcomes the submission of papers for publication.

Submission to this journal proceeds totally online.

Types of Manuscripts

Original Research articles and reviews should be up to 5000 words including in-text references, but excluding
abstract, keywords and the bibliographic reference list (authors should include a full word count, with their

article submissions).
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Issues for Debate: The Editor welcomes papers which will stimulate debate and have a direct impact on
nursing and midwifery education and scholarship. Issues for Debate papers should not exceed 2,500 words,
including in-text references, but excluding abstract, keywords and the bibliographic reference list.

Midwifery Education papers: Original research, reviews and Issues for Debate articles that pertain
specifically to midwifery education are all welcomed by the Editorial team. The usual guidelines for article
length and format (as outlined in these Guide for Authors) should be followed. At point of submission, authors

are requested to select 'Midwifery Education Paper'.

Learning and Teaching in Practice: Original research, reviews and Issues for Debate articles which focus on
nursing education in the clinical/practice environment are welcomed. The usual guidelines for article length and
format (as outlined in these Guide for Authors) should be followed. During the submission process you will be

asked to select that your article is to be submitted for the Learning and Teaching in Practice section.

Guest Editorials: The Editor encourages Guest Editorials to be submitted on a variety of current issues
impacting and influencing nursing and healthcare education. Guest Editorials can have a national or
international focus. Editorials should not exceed 1,500 words.

Web links:

http://www.nurseeducationinpractice.com/home

http://www.nurseeducationinpractice.com/aims

http://www.nurseeducationinpractice.com/authorinfo
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Journal of Clinical Nursing
Aims and Scope:

The Journal of Clinical Nursing (JCN) is an international, peer reviewed, scientific journal
that seeks to promote the development and exchange of knowledge that is directly
relevant to all spheres of nursing practice. The primary aim is to promote a high standard
of clinically related scholarship which supports the practice and discipline of nursing. The
Journal also aims to promote the international exchange of ideas and experience that
draws from the different cultures in which practice takes place. Further, JCN seeks to
enrich insight into clinical need and the implications for nursing intervention and models of
service delivery. Emphasis is placed on promoting critical debate on the art and science of

nursing practice.

JCN is essential reading for anyone involved in nursing practice, whether clinicians,
researchers, educators, managers, policy makers, or students. The development of clinical
practice and the changing patterns of inter-professional working are also central to JCN's
scope of interest. Contributions are welcomed from other health professionals on issues

that have a direct impact on nursing practice.

JCN publishes high quality papers that make an important and novel contribution to the
field of clinical nursing (regardless of where care is provided), and which demonstrate

clinical application and international relevance.

Topics include but are not limited to:

» Development of clinical research, evaluation, evidence-based practice and scientific
enquiry;

+ Patient and family experiences of health and health care; illness and recovery;

» The nature of nursing need, intervention, social interaction and models of service
delivery;

+ Clinical nursing leadership;
» Examination of clinical decision-making;

» Exploration of organisational or systemic factors that enhance or impede the provision
of effective, high-quality nursing care;

* Application and dissemination of clinical knowledge and theory;

* Role development and inter-disciplinary working, exploring the scope and changing
boundaries of clinical nursing; and

» Cultural comparisons and evaluations of nursing practice in different health sectors,
social and geographical settings.
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Useful Resources

| would like to take this opportunity to direct you to the Nurse Author & Editor website at

http://www.nurseauthoreditor.com The site is a valuable resource for authors, editors and

reviewers involved or wanting to become involved in nursing journals and the free Nurse
Author & Editor newsletter contains useful articles including the Writing for Publication

booklet which you may find helpful.

Author Guidelines:

1. GENERAL

Please read the guidelines carefully for details on the submission of manuscripts, the
journal's requirements and standards as well as information concerning the procedure
after a manuscript has been accepted for publication in JCN. Authors are encouraged to

visit Wiley Blackwell Author Services for further information on the preparation and

submission of articles and figures.

1.1 Essential Criteria

The Editors welcome papers that develop and promote knowledge that is directly relevant
to all spheres of clinical practice in nursing and midwifery around the world. Therefore,
papers must demonstrate clinical application and international relevance, and make an
important and novel contribution to the field. The Editors are also looking for papers which
will be widely read and cited, thereby having an impact on nursing knowledge and practice.
Manuscripts undergo an initial review by the Editor-in-Chief and the Editors before peer
review, to assess whether they meet these essential criteria. There is no process of appeal

against rejection at this stage.

1.2 International Relevance

Papers submitted should be relevant to the Aims & Scope of JCN and written in a way that
makes the relevance of content clear for JCN's international readership. For a discussion
of what international relevance means and what makes a paper internationally relevant,

please see Watson et al.'s editorial on ‘What makes a JCN paper international?’.

Before submitting your paper, please ensure that:

+ areader in a region or country very different from your own will be able to make sense
of everything in your paper;
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» you have clearly outlined the relevance of your paper to the subject field internationally
and also its transferability into other care settings, cultures or nursing specialities;

* papers exploring focussed cultural or other specific issues have clearly placed the
discussions within an international context;

* when you are discussing clinical issues, you have made the relevance to other
geographical regions and cultural contexts clear.

Specific requirements to ensure the paper is clearly relevant to an international audience

are as follows:

« Country names are only to be included in titles where it is made clear the content is
being compared and contrasted to the International arena.

» Ensure that cited sources are available in English.

* Relevant international literature should be cited, so that studies are embedded in the
context of global knowledge on the topic.

» Explain any policies, practices and terms that are specific to a particular country or
region.

Web links:

http://onlinelibrary.wiley.com/journal/10.1111/(ISSN)1365-2702

http://onlinelibrary.wiley.com/journal/10.1111/(ISSN)1365-
2702/homepage/Productinformation.html

http://onlinelibrary.wiley.com/journal/10.1111/(1ISSN)1365-2702/homepage/ForAuthors.html
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