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Abstract

The purpose of this study, was to identify and describe factors, which facilitate
or impede learning in clinical learning settings. The study adopted an exploratory

descriptive approach, incorporating both quantitative and qualitative designs.

Data collection tool, comprised of two sections: Section 1 focused on
demographic characteristics. While section 2 addressed study variables of clinical
setting, staffing, patient care/ practice standards, nurse manager’s commitment and
interpersonal relationships. The last section had two parts; part 1 being close ended
Likert type scale ranging from strongly agree to strongly disagree. Part 2, was open
ended, and solicited respondents’ feelings opinions and experiences on factors they

perceived to facilitate or impede clinical learning.

The findings indicate that the majority of settings studied did not provide
adequate factors to facilitate clinical learning. Factors such as availability of leaming
experiences, acceptable unit organization, space and resource availability, and
accessibility to students, adequate staffing with qualified staff who actively participate
in teaching, appropriate and quality patient care role modelled, lecturer availability
and involvement in clinical teaching, team building and inclusion of students in the
team, committed nurse managers involved in students’ learning, conducive

relationships among staff, students and patients, comfort relationships, advocacy and



creating conducive relationship by the nurse manager, were identified as necessary for

learning.

These factors however, were found to be either lacking, inadequate or
inaccessible to students. Findings were based on data from a quota sample of 202
participants proportionately drawn from students, nurse managers and nurse lecturers.
The study made recommendations to improve and enhance the conduciveness of

clinical practice settings used for learning in Botswana.

Key Terms:

Clinical nursing education, clinical settings, clinical learning, clinical teaching,
clinical learning environment, factors facilitating or impeding learning, conducive
environment, nurse teachers role in clinical teaching, nurse managers’ role in clinical
teaching/ learning, nurse managers commitment, humanistic teaching/ learning

approaches, role modelling care.
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CHAPTER 1
1.0 INTRODUCTION
1.1 AN OVERVIEW OF THE RESEARCH PROJECT
1.1.1 The Country Profile
The Republic of Botswana is a landlocked country, boarded by the Republic of South
Africa on the south, Namibia on the west, Zimbabwe on the northeast, and Caprivi
and Zambia on the North. Botswana’s total land area is 582 000 square kilometres.
The major part of the country is flat, with gentle undulations and occasional rocky
outcrops. The north-south railway line runs along the eastern region, which is more

fertile and it is here, where most Botswana live.

Botswana’s climate is semi-arid, with very high temperatures in summer, and low in
winter, often reaching sub-zero levels. Rainfall is seasonal and unevenly distributed.
The country’s economy is mainly dependent on agriculture, mining and
manufacturing. While agriculture plays a major part in the economy, the country
periodically experiences drought, which adversely affects the agricultural production

and income, thus impinging on the health and well being of the people.

According to the Ministry of Finance and Development Planning (1991), Botswana
hosts some of the great population of wild life still available in Africa. This
constitutes a tourist attraction that is yet to be fully developed, to further boost the

country’s economy.



" 1.1.2 The Health Care System

The Government of Botswana, through the Ministry of Health, remains committed to
Primary Health Care (PHC) strategy for the attainment of health for all Batswana. In
this regard, the health care system is based on the principles of PHC as contained in
the Alma-Ata declaration of 1978. To this end, the government when planning its
activities puts health promotion and care, and disease prevention among its priorities.
The basic objectives of health care activities include but are not limited to the
following: access to all citizens to essential health care, regardless of their financial
resources or place of residence; equitable distribution of health resources; utilization

of health care services; intersectoral collaboration and community participation.

The Primary Health Care Strategy shapes the referral system, which supports it. The
referral system provides increasingly sophisticated services at successive levels. In
remote areas, the first point may either be the mobile stop or the health post, while in
other areas, the clinic, with or without maternity beds may be the first point of
contact. Services in these facilities are implemented by local authorities and
supervised by the District Health Teams (DHTs) of the Ministry of Local
Government, Lands, and Housing. The remaining levels of the referral system consist
of primary, district and referral hospitals. The Ministry of Health directly holds the
responsibilities for the services provided by these facilities. For a pictorial view of the

organization of the National Health Care system in Botswana, see Fig. 1.1.



Type of Facility Health and Medical Personnel .

Two Referral Hospitals
One Psychiatry Hospital
One Private Hospitals

Specialised professionals such as
Medical Specialists, Nurses,
Midwives, Pharmacists, and
allied health officers

District Medical Officers,

15 District !
Hospitals Nurses fa.llled health. _
professionals and midwives

14 Primary Hospitals Physicians, Nurses,
Midwives and allied health
of ricers

. Nurses, Midwives, and
182 Clinics Family Welfare Educators
Two types of clinics: (FWE)

-Clinics with maternity beds
-Clinics without maternity beds

Nurses, Family Welfare
309 Health Posts Educators (FWE)

834 Mobile Stops
© SIoP Managed by Health Teams,

Nurses and Midwives

Source: General nursing curriculum, 1995

Figure 1.1  Organisation of the National Health Care System in Botswana






Table 1.1 shows that the basic promotive, preventive and educational supportive services are
provided on ambulatory basis at mobile stops, health posts and clinics. On the other hand,
different levels of hospitals provide varying levels of impatient services for increasing
population groups, and increasing complexity of services. Consistent with this view,
McGregor (1991) made observations that the government of Botswana has emphasized the
expansion of services to reach all communities, especially those in remote areas. He stated
that the activities and services are today organized at different levels of sophistication and
coverage. He summarized the services as follows:

e Atthe very lowest level is the health post, run and managed by the local authorities and
local communities. The aim is to establish a health post for all communities with the
population of 500 or more people. Nurses staff these.

o Atthe next level are clinics; each staffed with at least a registered nurse. Their function is
to provide education in health matters, immunizations, limited services and
collection of statistics.

» At the next level are hospitals, ranging from health centres (primary hospitals), district
hospitals and referral hospitals. The functions range from provision of simple curative to
the most complex services.

McGregor (1991) concluded his review by stating that, * Botswana now boasts a
comprehensive network of health facilities; that 89% of the population has access to health
facilities, and 85% live within the recommended 15 kilometre radius from the nearest health
facility.” The ultimate aim of the Botswana Government is to have the majority of the
population live within an 8 kilometre or less radius from a health facility. In line with the
principles of the PHC strategy of equitable distribution and accessibility, health facilities are
distributed throughout the country. The main purpose is to bring health services as close to

the people as possible as shown in Figure 1.2.



- - o N, » o ”» - " .~ ”w
= N ’ « .
. —._._ HEALTH CARE FACILITIES
i '—_ho-"- ‘-'\-.\
S e et IN mg
- - s/ F v aeix, REPUBLICUOF Bomwm
T — MAY Bg1
! !
1
b i W wd
%ﬁm&my
~ i ..";;’
i N 7
i Y, os
1 . A e 81
- » 2 S N Fur HNR —
. N, - ‘4 “1‘ mw\«m
P e 3 o A
4 : N s w4 CPF WK -
2 v v e oo G HANT W o O i »
. T, o™ 3 . ' N
} %{‘ semn, T, G oM
i N o
i LRI a2
: g . TV A
o} f “”“_";; HKT o
!&-r:.... < :1 4-'!
! g
w» i 4
! fm'  packnd
|
‘e « 15 a2 av7
s i \. i
PN
.
'g \. HN1E T ) 15 SRR STY I
L j KB Y, GonauunsuHis 1Bas 0 Ammmama
I ra - 0 oweR
i r H 5 os ae Hns 19.:1.! HN1 17 wemmfwthktomic,
v ‘ h 19 SR P Tem S
1 Yt 16 212 Mune nm)
L, omxe ] seewm eam s
;' » . 4 l" » » » ™ ¥ E 4
LEGEND
] District & Sub-District Headquarters
. District  Health Teem Hegdquarters
A Town Cowmell
] Retarat Hespital
%  Disirict Hespital
T Primary Hospital
. 7 Dhlri:t Health Team
LS istrict Health Tearm-Ulstrict Coundl &
Sub-mmu Baundariss.
s Oenstny 3 Lilnies w1tk mararsNy marts is Natttd Dissrinie
LA 8 4 Qlisiey wh v wards ip Nasite BHatpisnn
BN feawter 3 Resdnd Foory wiih merpen.
L} Wanetes 4 Baniih poats mushast 4 ABfpa.

-

Figure 1.2: Map showing distribution of health services in Botswana

Source: Botswana Central Statistics Unit 1991.
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Figure 1.2 shows a network of health facilities distributed countrywide in the republic
of Botswana. Although there is a decentralized approach to health care delivery, the
Ministry of Health has portfolio responsibility for health. According to Ministry of
Finance and Development Planning (1991:359), the Ministry of Health’s main
functions are to guide and implement:

e National health policies and strategies,

e Health promotion and ill health prevention,

o Health care curative services,

e Health research, investigations and technical support,
o Health manpower development, and

e Health care administration.

1.2 BACKGROUND OF THE PROBLEM
1.2.1 Historical Review
During the colonial era and a few years after this period, the nursing education system
in Botswana was hospital based. Both theoretical and clinical teaching occurred
concurrently in a hospital setting. The concept of clinical teaching was unknown.
Students worked in the wards and took responsibility for patient care. Nobody in the
hospital was appointed to supervise students and nurse teachers did not visit to assess
students’ progress. This state of affairs is summarized by Selelo-Kupe (1993:126) as
follows:
“There was no effort to coordinate the teaching-learning at the school,
with the doing in the wards. Available data did not indicate any effort
on the part of nurse educators to influence events in the wards for the
benefit of students. The nurse educators of the day apparently did not

Sully appreciate the importance of clinical facilities as teaching
laboratories.”



This brought about the distortion to the concept of clinical laboratory, which
according to Selelo-Kupe (1993:127) is defined by some professions as “a place
where the neonate works with the expert, to acquire skills and knowledge.” He/she
has no responsibility in the clinicgl area other than to learn. The neonate or learner
looks forward to acquiring the skills and knowledge he/she would use later as a
qualified practitioner. In nursing education however, clinical areas became labour
camps, where the learner became an unskilled labourer, and the patient received non-
professional services. Furthermore, rotation of students to specialty wards did not aim

at exposing them to clinical learning experience, but rather to provide services.

1.2.2 Institute Facilities

Selelo-Kupe (1993) further observed that schools of nursing did not exist but the
hospital allocated a room in the hospital for teaching purposes. Furthermore, she
stated that the idea to establish a National Health Training Institute was first
conceived in 1967, as the central training unit for all health personnel, excluding
doctors. Moreover, Selelo-Kupe referred to the first National Plan issued in March
25" 1968 in which reference was made to a training unit in Gaborone, called the
National Health Institute. Sello-Kupe (1993), makes reference to a report by WHO
regional nurse adviser, Potts, who observed that training facilities were inadequate in
terms of space and equipment. She therefore stated that the establishment of a central
unit would start an enlarged school of nursing to accommodate more students. This
was consistent with the situation of the country then, and the new health care system,
which required a large number of nurses. This according to Selelo-Kupe (1993)
necessitated an increased and an improvement of nurse training facilities. The dream

was realized in 1969, when the Danish government approved a grant to construct a



central training unit to be known as the National Health Institute, which started

operating in 1970.

The first phase of the institute, a modern facility for the education of nurses, was
officially opened in 1973. At the same time, a new curriculum had been developed,
which was first implemented in 1970. The curriculum emphasized the student as the
learner and not the worker. The philosophy of the curriculum also stated the
educator’s belief that the teaching-learning process is an endeavour in which the
learner took responsibility for learning while the teacher guided, and provided an
environment, which is conducive to learning. A guide to clinical teaching was
developed to facilitate teaching in the clinical area. Clinical teaching was defined as
not supervision of practical work, but exposure to appropriate learning experiences
selected in all settings where nursing was practiced. Selelo-Kupe (1993) further
explained that clinical settings for student learning included places such as; homes,
schools, industries, health posts, clinics, and varying levels of hospitals. This situation
was a departure from the former practice, and it met with fierce opposition from

nursing service, which resulted in conflicts between educators and nurse practitioners.

The first National Health Institute was established in 1970 in the capital city of
Botswana, Gaborone, and with campuses in Lobatse, Francistown, Molepolole, and
Serowe. During this time, enrolled nurses, general nurses, midwives, and paramedics
were trained in these institutions. The name National Health Institute was retained
until April 1993, when it changed to Institute of Health Sciences (I.H.S), with all

five campuses becoming autonomous and independent of each other.



This development was in line with the objectives of the Government of Botswana,
“to increase training capacity and improve the quality of training health personnel”
(Ministry of Finance and Development Planning, 1991 and Ministry of Health, 1989).
Physical expansion of these institutes was embarked upon in 1994, in order to
increase the capacity, as well as enhance the quality of programs offered. However,
clinical settings used for students’ learning lacked behind despite their contribution in
clinical learning. In their article, “assessing the adequacy of clinical learning
environment and/ or setting” Bevil and Gross (1981) suggested that in order to meet
the learning objectives, the setting must have the necessary human and material
resources. Furthermore, clinical settings must provide integrated variety of learning

experiences, Haukenes and Mundt (1983).

Over the years, the nursing education system for Botswana evolved into the current
diploma and degree level programs. The diploma programs include the three-year
basic registered and the twelve-eighteen months post-basic diploma courses. The post
basic diploma courses are offered in specialty areas as dictated by the needs of the
nation. The university offers a Bachelor of Education in nursing degree and a Master
of Nursing Science degree with specializations in Community Health Nursing, Adult
Health, Community Mental Health and Midwifery. The purpose for these programs is
to produce nurse lecturers to work in nurse training institutions and nurse
administrators to strengthen nursing leadership and for health services management.
Plans to start a generic Bachelor of Nursing Science degree program in 1999, per
cabinet memorandum Cab 4/93 of 1993, are at an advanced stage. However, with all

these developments in nursing education, the clinical facilities have laggéd behind.
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The present study therefore aims at exploring factors in the health facilities, which
facilitate or impede learning for student nurses.

1.3 THE NATURE OF THE PROBLEM

The Government of Botswana has already adopted Primary Health Care (PHC) as the
most appropriate strategy for Health for all, Ministry of Finance and Development
Planning, (1991). The change to the PHC delivery system has presented a challenge to
nursing education, where nurses constitute 80 — 90% of all health care providers. The
PHC approach to delivery of health services has mandated the need for increased
skills, knowledge and attitudes in comprehensive health assessment, problem
identification and die'lgnosis? interventions and problem solving, as well as leadership

and management.

In order to respond to the PHC needs, the Ministry of Health commissioned a Kellogg
‘ Consultancy in 1990, to review and advise on an alternative system of nursing
education for Botswana. The terms of reference were that the consultancy should
advise on the system which:

o Is more efficient and cost effective

o Strengthens the knowledge, skills and attitudes of nurses for direct provision,
Leadership and management of PHC services

o Increases the attractiveness of nursing as a career to potential entrants, and

o Supports career development for practicing nurses (Poindexter and Shaw-

Niekeson 1990).

A National task Force reviewed the consultancy recommendations in 1992, and the
final recommendations were presented to cabinet. The recommendations were

accepted and a Presidential Directive Cabinet Memorandum was issued in 1993. The

11



directive stipulated that the nursing education system for the country be reviewed and
changes be made as follows:

o Training of enrolled nurses be discontinued;

o A program to convert the current stock of enrolled nurses be designed and
implemented

o The registered nursing program be changed from the current 3 years
concurrent didactic and practice to 2 years of academic study and one year
internship,

o A Bachelor of Nursing Science (BNS) program be developed and
implemented,

o The current B.Ed (Nursing) be diversified to cater for other clinical nursing
specialties currently offered at post basic diploma level,

e A master’s degree in nursing be developed, and

o Institutes of Health Sciences, the Ministry of Health and the University of

Botswana develop the schedule of implementation for these programs jointly.

The directive gave the mandate to the revision of the old curricula and development of
new ones, which aimed at equipping nurses with the requisite knowledge, skills and
attitudes needed to meet the health care needs of Botswana. The curricula have been
developed and are currently being implemented. However, clinical settings, which are
used for student learning, have not been assessed for their appropriateness to facilitate

the achievement of student learning outcomes.

1.4  MOTIVATION FOR THE STUDY

The researcher has often wondered what factors characterize the clinical learning
environment for the educational preparation of nursing students. The study therefore
intended to explore and describe factors, which characterize clinical settings (clinical

learning environments) used for the educational preparation of students in Botswana. .
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The information obtained through this study would assist the researcher to identify
and describe those clinical settings, which provide appropriate factors necessary for
learning. Furthermore, the researcher hopes that factors that facilitate learning will be
nurtured. On the other hand, factors that impede learning will be identified and ways
to improve them suggested. Since no study of this nature has been done in the
country, the results will also add to a body of knowledge in nursing education in this

part of the world.

Learning is believed to take place when opportunities are provided for the learner to
practice and experience what is being learned in a variety of settings or situation.
WHO (1985:13) purported that “learning is facilitated when it takes place in or near to
situations in which the learner expects to work.” The clinical setting is therefore very
vital to facilitate the learning experiences, where competence development and
problem solving skills are sharpened, and scientific principles are tested in practice.
Mabongo (1983) in her study of the perceptions of Botswana nursing students towards
the relationship between classroom and clinical teaching found that classroom
teaching was positively related to clinical settings, which offer the best possible
environment that facilitates learning. These settings should include areas where
clients with common health problems and diseases are managed. The settings should
also provide a variety of services including preventive, promotive, curative and
rehabilitative, as well as follow-up services. Clients should be available and adequate
in terms of number, variety and length of hospital stay. The necessary equipment and
supplies should be available. With the curriculum based on PHC model, the use of a

variety of settings is imperative for the realities of service demands.



The researcher however has observed that the clinical settings currently used for
students’ learning in Botswana are often inadequate in supplies, equipment and
teaching aids. The number of nurses with advanced practice skills and physicians is
limited. This decreases the contributions of these professionals to the teaching-
learning process for nursing students. Some settings have low numbers of clients and

limited variety, which deny students the opportunity for competence development.

Despite the revision of nurse training curricula and the development of new ones
based on the primary health care model, the community, supervisors, and employers
continue to raise dissatisfaction with the quality of nursing services. Concerns raised
are that registered nurses’ practice is not consistent with their role expectation, that
their clinical skills are often lacking or inadequate; and they seem inadequately
prepared to function independently in the assigned clinical units. One wonders
whether the clinical settings used for students’ learning are conducive to enable them
to develop the necessary competencies and skills for patient care.

The researcher believes that in addition to the provision of service, the goal of the
setting should be to provide opportunities that allow nursing students to develop
knowledge, skills and attitudes of beginning practitioners. Fothergil-Bourboinnais and
Hiquchi (1995) who stated that educational opportunities in the clinical settings must
facilitate for the preparation of beginning practitioners support this view. To date, no

research has been done in the country to examine the source of the problems.
The researcher, through experience, is convinced that for the environment to facilitate

learning, the staff working in the setting plays a key role. Reilly and Oermann (1992)

described the role of nursing service staff as mentors, preceptors and role models, as
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well as identified their willingness to actively participate as very important. In
Botswana, where the teacher-student ratios are very high, nursing service staff
provides essential clinical instructions for students. Wilson (1994) observed that
students view participation by the nursing service staff, and the feedback they give
about student’s performance as increasing their sense of competence. Therefore, for
students to develop their competencies, the clinical settings used for their learning

must possess factors alluded to in the literature.

Several respondents identified factors found to facilitate clinical learning. These

included conducive clinical learning environment in which:

o Faculty take responsibility for clinical learning,

e A variety of health problems exist,

o Nursing service staff was available and willing to participate in student clinical
learning.

e Resources are available and accessible for use by students in learning to provide
care.

e In order to explore the various clinical settings for their appropriateness to
facilitate student learning in the clinical area, factors suggested above were used
as the guiding framework for the study as identified by Reilly and Oermann
(1992), Wilson (1994) and Forthegill-Bourboinnais and Hiquchi (1995).

1.5  SIGNIFICANCE OF THE STUDY

The current study has the potential to contribute locally relevant information, which
will be used in the development of a model in Botswana for selecting appropriate
clinical learning settings for nursing students. The findings will therefore result in

improving education of nurses in the country and in turn, contribute to quality care.
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1.6 STATEMENT OF THE PURPOSE

The purpose of this study is to identify and describe factors, which characterize

clinical learning environment for nursing students, with a view to identifying and

proposing strategies to nurture those, which are facilitative, while improving those

that impede learning. The research project therefore aims to:

e Determine factors in the CLE which are perceived by students, lecturers and nurse
Manlagers, to facilitate learning

o Identify those factors which impede learning

e Describe both factors which facilitate and those which impede learning

¢ Determine any similarities or differences in the facilitative or impeding factors as

perceived by both students nurse lecturers and nurse managers.

1.7 RESEARCH QUESTIONS
1.7.1 What factors in the clinical learning environment are perceived by nursing
students, nurse teachers, and nurses in charge as facilitating or retarding both
theoretical and clinical learning for nurses in Botswana?
1.7.2 Are there any similarities or differences in the factors, which facilitate
learning as perceived by nursing students, nurse teachers, and nurses in
charge of units?
1.7.3  Are there any similarities or differences in the factors, which impede learning
as perceived by nursing students, nurse teachers, and nurses in charge of units?
1.7.4 To what extent does the clinical learning environment facilitate or impede

learning?
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1.8  DEFINITION OF TERMS

1.8.1 Clinical settings/clinical area are facilities where health providers serve and
are in constant interaction with health care customers. These facilities may
include:
¢ schools, clinics, day care centers, residential and nursing homes and

community agencies,

e hospitals and other acute care settings,
* old age apartments, and

» campus wellness clinics,prisons, and counseling centers.

These settings were suggested by authors such as Bevil and Gross (1981),Forthergill-

Bourboinnais and Hiquchi (1995), and Reilly and Oermann (1992).

1.8.2 Student nurse/nursing student

o In this study, refers to an individual, male or female, registered for the
three year diploma in general nursing program at a college of nursing or
institute of health science in Botswana.

o Defined by Mhlongo (1994:12) as “a person undergoing education and
training at an approved nursing school (college or institute), who has
complied with the prescribed conditions and has furnished the necessary
particulars.”

* In the clinical setting (clinical learning environment) students are taught in

the real world where they learn technical skills, caring, problem solving
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and interpersonal skills. They interact with all persons who provide care,

as well as those who receive care, their families and relatives.

1.8.3 Learning Environment:

¢ Dunn and Burnett (1995:165) in defining the learning environment refer to
Booms definition that it is “all forces or stimuli that impact on the learning
and development of an individual. It may exist both within and outside the
class-room setting.”

o In the context of this study, the researcher regards the learning
environment as a network of forces and factors, which surround, influence
and play on an individual in order to help in the development of human

potential.

1.8.4 Clinical Learning Environment
e Is viewed as the “interactive network of forces within the clinical settings
that impact on the behavior of individuals within the setting, and influence
the student’s clinical leaming outcomes” (Dunn and Burnett 1995:1166).
o “The attributes of the clinical work setting which nurses perceive to
influence their professional development in terms of their knowledge,

skills and attitudes” (Hart and Rotem 1995: 3).

1.8.5 Hwumanistic Staff
Is described by Quinn (1995:101) as “qualified staff, who treat students with
kindness, are approachable, provide support and help to learn, and foster the

students’ self esteem.”
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1.8.6 Team Approach
Quinn (1995:101) defines team approach as “working as a team, to create

working and learning atmosphere through own relationships.”

1.8.7 Teaching/Learning Support
Described by Quinn (1995) as qualified staff who creates opportunities and

conducive environment for the student to participate actively in own learning.

1.8.8  Nurse-Lecturer (teacher).

» In the context of this study, refers to a registered nurse who holds an
additional qualification in nursing education, and is responsible to guide
and facilitate for student learning in both classroom and in the clinical
area. |

e According to Quinn (1995:103), the role of the nurse lecturer (teacher) is
to “facilitate for, and act as a learning resource to the student, as such must
be accommodative and flexible to the student’s individualism, in an effort

to become the best he is able to be.”

1.8.9 Clinical Teaching:
Refers to “the teaching, supervision and accompaniment of the student in the clinical

nursing laboratory” (SANC Terminology list, 1995:5).
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1.8.10 Clinical Setting:

Is defined as “any setting where a nurse renders care, which may be preventive,
promotive, curative or rehabilitative. The care may be provided to an individual,
family or group of individuals or a community, either in a hospital, clinic, school,

industry or a home” (Brink, 1994:6).

1.8.11 Clinical nursing laboratory
Is viewed by Cele (1990:13) as “the actual and simulated patient/client care settings

created and utilized for clinical teaching.”

1.8.12 Unit Sister/nurse —unit manager
Is defined by Mhlongo (1994:12) as “the professional nurse in-charge of a nursing

unit.”

1.8.13 Teaching role of nurse-manager
Refers to “all the activities undertaken by the nurse-unit manager to facilitate for the
learner to apply knowledge gained in class-room in the nursing of patients in order to

develop nursing skills and attitudes” (Mhlongo 1994:12).

1.9  ASSUMPTIONS
1.9.1 Definition
. LoBidndo-Wood and Harber (1994:49) define assumption as “a basic
principle about existence that is accepted as true, with no need for
scientific proof. The abstract concepts embedded in' assumptions are

independent of an individual’s perceptions.



1.9.2

mind

Assumptions may also be referred to as “basic principles that are assumed
to be true without proof or verification.” Polit and Hungler (1993:13) or
“Basic principles that are accepted as being true on the basis of logic or

reason, without proof or verification” (Polit and Hungler, 1993:431).

The current study was undertaken with the following assumptions in

The clinical settings used for nursing students’ learning are adequate, in
terms of space, organization, and staffing.

The settings provide reference material and resources required for patient
care and student learning.

A wide range of learning experiences in terms of patient population with a
variety of conditions is available in the settings for student learning.

The settings use the nursing process as the framework in providing patient
care.

Patient care is documented using a problem oriented recording system,
Subject Objective, Assessment Plan, Implementation and Evaluation
(SOAPIE).

Nursing care is patient centered, holistic and safe.

Patients are given information and are allowed to participate in their own

care.

The settings are staffed with adequate numbers of qualified nursing, allied

health personnel and medical doctors.

The qualified staff supports students’ learning.
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. Nurse-lecturers are available in the clinical settings to guide students
and collaborate with clinical staff to support learning.

o The nurse unit manager manages and coordinates all patient care activities,
facilitate teamwork, and student learning.

* The interpersonal relationship among all qualified staff, students and

patients is friendly, humanistic and accommodative.

1.10 CONCLUSION

In this chapter, the introduction, which covered the country profile, the health care
system for Botswana was discussed. The background and nature of the problem,
motivation for the study, significance, purpose, study questions, were described.
Terms were defined and assumptions were outlined. The next chapter focused on the

review of relevant literature.
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CHAPTER 2

LITERATURE REVIEW

2.1 INTRODUCTION
The previous chapter dealt with introduction to the study, which covered country
profile and the health care system. The background to nursing education, motivation,

significance, purpose and study questions were described.

In this chapter, available relevant literature was reviewed. It covered the perception
and expectation of the students on factors, which either facilitate or impede learning
in the clinical setting. Perceptions of nurse teachers related to their role in clinical
feaching are discussed. Particular emphasis is placed on criteria used in previous
studies to determine the factors in the clinical leaming environment, which facilitated
learning, as well as those, which impeded learning (Reilly and Oermann 1992; Dunn

and Burnett 1995).

The aim was to identify concepts, which cut across the studies, which could be used
to guide the current study. Although clinical nursing has been acknowledged as the
heart of all nursing education programs, the balance between theory and practice has
been a source of long standing controversy to which there is no perfect solution (Lee,
1996). Some authors argue that the current emphasis on early acquisition of
theoretical knoWledge must not underestimate the importance of practicing basic
skills for the development of students’ confidence in clinical practice (Elzubeir, and
Sherman 1995). Clinical teaching/learning input in the clinical area, directly affect the

quality of patient care. Dunn and Burnett (1995) observed that, theory and practice



integration have remained a problem despite some development in the area of clinical
nursing education. The current researcher wondered what the problem could be, and
raised the following questions:

e To what extent does the clinical learning environment facilitate or impede
learning in the clinical settings in Botswana?
e What factors in the clinical settings facilitate learning?

e What factors in the clinical settings impede learning?

Various authors, Slimmer, Wendt and Martinkus (1990), Craig (1991), Reilly and
Oermann (1992), Wilson (1994), Leonard (1994), Forthergill-Bourbonnais and
Hiquchi (1995). and Mahat (1996), provide evidence that a considerable amount of
research has been done on the assessment and/or selection of clinical learning
environment. However, not much research in this area has been done in Botswana
specifically, or Africa in general. Most studies suggest certain factors that need to be
considered in assessing selecting a clinical learning environment for nursing

programs.

2.2 LITERATURE REVIEWED

Reilly and Oermann (1992) suggest that the decision to select or to continue to use the
setting for clinical learning should be based on an evaluation of that setting, and the
extent to which it facilitates for learner’s achievements of clinical objectives. The
evaluation should identify factors that promote or impede student learning and
therefore determine the appropriateness to attain the learning objectives. Reilly and
Oermann (1992), who also allude to the presence of both human and material

resources 1f the environment is to facilitate clinical learning, support this view.
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Reilly and Oermann (1992) further suggested factors that need to be considered in
assessing the appropriateness of the clinical learning environment. These factors
should include. The nature of nursing as demonstrated during patient care process; the
health needs of the populations as evidenced by health problems affecting individuals,
families, groups, and communities; and the educational environment, which focuses
on the curriculum framework as it relates to patient care, the ability of faculty to use
creative instructional models in clinical teaching; and the nature of the student
populations as it relates to their needs and expectations of the clinical learning
environment. They also should emphasize the collaboration between faculty and the

clinical staff in assisting students to attain clinical learning objectives.

Furthermore, these authors attested that the administrative staff should be flexible to
the student time in the setting, and thg nurse teachers who are expected to teach in the
setting. In addition, Reilly and Oermann (1992) proposed that the learning
environment should have adequate numbers of patients, with a variety of problems
and staying for an adequate length of time to allow for student learning. Moreover,
these authors further suggested that the students must be allowed to provide hands-on-

care, and have access to all the resources for patient care.

A qualitative study by Kelly (1993) examined the expectations of senior nursing
students of hospital nursing practice. The sample consisted of 23 senior baccalaureate-
nursing students from a possible population of 120 doing their final clinical rotation

just before graduation. The results showed that:

e Senior nursing students were not naive about the reality of practice



o Most students perceived themselves as fairly powerless
o Students voiced a commitment to ethical principle of respect for the client
o They experienced guilt when they did not say something.

o They expressed disappointment that nurses did not stand up for patients

Kelly (1993) further identified that the new graduates lacked confidence and were
vulnerable to stress- induced compromise. This was attributed to the non-supportive
clinical environment. Kelly (1993), and Reilly and Oermann (1992), alluded to the
fact that the clinical learming environment must minimize stressful situations for

students to learn.

Wilson (1994) explored and described nursing students’ experience in a clinical
practice setting. Data were collected using observation and ethnographic interviewing
techniques. The findings revealed that students developed a perspective as they
interacted with the clinical learning environment. The perspective then served to
guide their actions within, and in relationships to that environment. Wilson (1994:82)
described the perspective as:

o Student goals:
o Actions consistent with goals;
o Criteria for goal achievement, and

o Student perceptions of student, instructor and staff nurse roles.”

This perspective constituted a shared understanding of what a clinical leamning
environment was like for students. Within the framework of this perspective, students
perceived six goals for their clinical learning. Wilson (1994:84), summarized the

goals as follows:
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e To cause no harm to the patient, as they were expected to learn by caring for
people,

o To help patients, as students were expected to do more than just practicing on
patient,.

e To integrate based-knowledge from lecture and reading into clinical practice in
the day-to-day nursing care of patients,

e To learn nursing clinical practice skills, and

e To look good as a student and as a nurse, students needed to look good to

instructors, staff, peers and patients.

Within the students perspective of the clinical learning environment, and guided by
their learning goals, students completed their experiences with the following
outcomes:

o Students moved from the role of student into the role of the nurse in order to
asume responsibility for patient care,

o Students used working in the clinical setting as an opportunity to help people,

o Students used the clinical setting to help them retain newly learned facts, concepts
and theories,

o Students used the clinical setting to learn and practice clinical skills,

e Students identified two roles they filled during the experience, that of a student, as
during interaction with the instructor, and that of a nurse, as during caring for

and helping patients.

In order for these outcomes to be attained, the clinical learning environment provided
factors conducive for learning. Some of these factors included patients, clinical staff
and instructors. Wilson (1994:85), viewed these factors “as the basis for the meanings
the students assigned to the learning process, and to the roles each individual played
in the clinical setting.” The observation made by Wilson (1994) is in concert with

those of Kelly (1993), who observed that for learning to take place, the environment
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must be conducive. Sieh and Bell (1994) examined the students and faculty’s
perception of effective clinical teachers in associate degree programs. Both students
and teachers’ responses were comparable and agreed that clinical teachers should
correct student’s mistakes without belittling them; direct the students to use nursing
literature; and that nurse teachers must act as role models for students. Wilson (1994)
supported the role-modeling behavior. While on the other hand, correcting students
without belittling them and guiding them to use nursing literature seemed to be in
conflict. The clinical instructor was seen as an evaluator rather than a teacher, who
was always making the students feel bad (Wilson, 1994).

Wiseman (1994) studied the role fnodel behaviors of the clinical nursing faculty in the
clinical setting. The study indicated that students perceived faculty as role models.
Moreover, the students perceived themselves as practicing the role taking behaviors.
However, they argued that clinical faculty were inconsistent in rewarding their
attempts to emulate behaviors. Wilson (1994) and Sieh and Bell (1994) supported the
role model behavior of faculty. Also the role model taking behavior of student and

seemingly negative attitude is consistent in both studies. .

The study by Polifroni, Packard, Shah and MacAvory (1995), aimed at determining
who, other than the client/ patient influences the student learning at the clinical site,
and how learning time was spent. Nine clinical settings were observed and findings
showed that students in the clinical setting were in contact with clinical faculty,
registered nurses in the unit and other students. It was observed that for 84%of the

time students interacted with another students or were on their own in the settings.
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Ten (10%) of the time was spent with registered nurses, while 15% of the time was
with the instructor, other nursing or non- nursing staff. On the whole, time spent with
a shpervisor, being an instructor, or a registered nurse, totaled 25% only, meaning that
75% of student time in the clinical area was unsupervised. Polifroni et al (1995:168)
concluded that:

» Learning that occurs in clinical practice courses is largely unguided,

» Students provided a service to the clinical agency, and receive scanty input from
staff, in return;

» Agency staff do not view the education of students as an integral part of their role;

e Without support of staff, clinical instructors must focus attention to the needs of
Patients, rather than students, »

e An instructor took responsibility for patient care in several areas of the
institution, and this constituted questionable safe practice;

o There was limited opportunity for faculty to assist student with clinical judgment,
and establishment of therapeutic nurse-patient relationship skills;

o When student time is devoted to independent provision of patient care, there is
limited opportunity to observe expert nursing practice; and

e Time was not the equivalent of quality education in a clinical practicum course.

These findings seemed to suggest that the role of the student was that of a worker as
opposed to that of a learner. It would seem that the environment did not support
learning. The findings were in conflict with previous studies. Wilson (1994), Sieh and
Bell (1994) and Wiseman (1994) all found that students perceived clinical faculty and

unit staff as role models and that clinical setting facilitated for student to learn.

Forthergill-Bourboinnais and Hiquchi (1995) described factors, which influence the

process of selecting learning experiences in a particular clinical environment.
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They claimed that for the clinical environment to provide leaming experiences, it
must allow for students to be socialized into the role of professional nurses. The
findings indicated that consideration muét be given to the curricular goals such as
development of clinical judgement and decision-making skills. In order to fulfill this
goal, the students needed to interact with clients in various situations, where they
would make observations on patients, analyze data collected, and plan nursing actions
for intervention on behalf of, or with patients. Forthergill-Bourboinnais and Hiquchi
(1995) purported that there was a need to match student-learning needs and the

patients’ care needs.

The second curricular goal proposed by Forthergill-Bourboinnais and Hiquchi (1995)
is the development of scientific basis for nursing care. For this goal to be fulfilled,
these authors emphasized that the clinical environment needed to allow the student to
apply thedry taught in class, to the actual patient care. This would assist the students
to rationalize their nursing actions. Furthermore, Forthergill-Bourboinnais and
Hiquchi (1995) stated that the main curricular goal was the development of the caring
behavior. They asserted that students develop this behavior through interacting with
patients, which enables them to gain deeper understanding of patients’ and how they

cope with their illnesses.

The other major factor by Forthergill-Bourboinnais and Hiquchi (1995) was the
“learning environment itself. They proposed that in considering the learning
environment, patient acuity, technology used, health professionals’ mix, as well as

staffing and material resources should be taken into account.



Based on this premise therefore, Forthergill-Bourboinnais and Hiquchi (1995)
suggested that the learning environment must have adequate number of patients and

appropriate mix to facilitate for hands on care by students.

Furthermore, they claimed that clinical teachers should be available to guide students
as they learn to care for patients with complex problems. Similarly, these authors
attested that the participation of clinical staff made the learning environment
conducive, through fostering development of working relationships. Another factor
yet emphasized by Forthergill-Bourboinnais and Hiquchi (1995) was the teacher
expertise.

The authors stressed that clinical teachers must be knowledgeable and have nursing
experiénces relevant to the clinical environment selected in order to serve as role
models for students. Moreover, they maintained that clinical teachers must have a
deeper understanding of subject content knowledge. This knowledge enables the
clinical teacher to select appropriate patients consistent with the student’s level of
competency. Furthermore, the clinical teacher was expected to monitor both students

and patients they provide care for, in order to ensure patient safety.

Second to subject content knowledge, Forthergill-Bourboinnais and Hiquchi (1995),
further asserted that the clinical teacher must possess the pedagogical knowledge and
be able to apply this knowledge to the demands of the clinical learning environment.
In this way, the clinical teacher is expected 10 be aware of the learning needs of each

student, and select clinical learning opportunities, which facilitates student growth.
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Forthergill-Bourboinnais and Hiquchi (1995) further suggested that the clinical
teacher should have curficular content knowledge; this knowledge deals with the
instructional resources available to promote learning in the clinical setting. Included
in the curricula content, knowledge is the ability of the clinical teacher to plan clinical
experiences, which enable the students to apply theory to practice.

Heliker (1994) supported this view, and stated that placing learning in a functional
context encourages the application of different forms of knowledge and the
understanding of various concepts in such a way as to clarify pertinent factors and
their interaction and intercomnectedness.”  Further to this, curricular content
knowledge enables the clinical teacher to plan clinical experiences that-reinforce

content of concurrent courses as well as build on previous ones.

Forthergill-Bourboinnais and Hiquchi (1995) also suggested that student needs are
important factors to be considered in selecting the clinical learning experiences. To
this end, they proposed that the selected setting must enable the student to apply
theoretical knowledge into practice situations. This will happen where the setting
allows for progressive development of the student, and provides for students to match
their needs with patient situations, and develop the psychomotor skills expected of

beginning practitioners.

A study by Stockhausen (1992) discovered that nursing education in Australian
schools of nursing was not based on research supported educational outcomes.
Similarly, the current researcher’s experience is that nursing education in Botswana is
not based on any substantial research outcomes. The current research was initiated in

response to a perceived need for a well-documented research on which to base

32



decisions for clinical nursing education, of particular interest, is the assessment and

description of the clinical learning environment (clinical settings).

Study by Dunn and Burnett (1995) aimed at déscribing the relationship between the
format of clinical education placement and the student learning outcomes. Sixty-four
(64) second and third year undergraduate nursing students in all clinical facilities
constituted a convenient sample. Data were collected using a combination of
qualitative (semi-structured interviews and participant observation) and quantitative
(questionnaire) methods. Results showed that placements of one day every week was
perceived to facilitate interpersonal relationships as opposed to two days every two
weeks with long intervals. Dunn and Burnett (1995), described the results of such
placements as follows:

o The interrupted presence of students in the wards denied the clinical nursing staff
the opportunity to know students as individuals.

o Students perceived the arrangement to deny them the opportunity to form any
predictable relationships with either the clinical staff or the clients.

o The students lacked real involvement in patient care, were unable to formulate or

implement plans or to observe patient outcomes.

Dunn and Burmnett (1995) however observed that on the whole, for the two formats of
one day/week and two days every two weeks, sixty students had difficulty in meeting
their learning goals, and did not see the clinical placement as a rewarding or fulfilling
experience. Both groups reported better responses for the two-week block for which -
three interrelated factors emerged:

o  Through enabling establishment of continuity of care, students established an
improved rapport with the patients and they began to trust the students, during the

rwo-week block. Staff tended, after an initial period, to accept students’ presence



and were more open to the students’ need for freedom and responsibility within
the clinical environment; |

Students indicated that the block experiences assisted them to gain confidence and
considered more holistically, the care of the people they were nursing. This
improved their self-esteem and personal confidence. Students emphasized the need
to give holistic care to familiar patients;

The two-week block experience provided the students with a broader
understanding of the clinical environment. This was through providing a range of

learning experiences and facilitating improved communication with patients and

staff.

These researchers concluded that their study showed significant differences between

the perceivéd benefits of short placements and block placements systems. The

differences were consistent both in qualitative and quantitative data, and indicated that

the student outcomes were far superior in the two week block.

Mahat (1996) studied stress and coping by the first year Nepalese nursing students in

clinical settings. The sample consisted of 104 nursing students who had been in the

clinical setting for 6 to 8 weeks. Four stressful events were identified as:

Interpersonal relationships, especially negative interactions with the teacher,
visitor, patients, community members, staff nurse, doctor, medical student, ward
in charge and cleaning people.

Initial experiences, which included-providing care to the patient, seeing a patient
die or seeing a dead body, seeing a wound, seeing a patient suffer, cleaning a
patient’s

private area, administering an injection and medication.

Feeling helpless, as in seeing patient suffer lack of caring from doctor or nurse,

and

inadequate treatment due to poverty.

34



e Demeaning experiences, which included bed making, as this activity did not fall

within their expected nursing responsibilities.

These findings were in agreement with those of previous researchers cited in
Klechammer, Hart and Kerk (1990), Wilson (1994) and Davidhizar (1993). On the
other hand, Mahat (1996) identified that students developed coping mechanisms,
which they used to cope with stressful situations they encountered. These included-
seeking social support, whereby students sought support from friends, teachers, senior
students, staff nurses, parents and relatives. This coping mechanism was reported in
relation to interpersonal relationships and initial experiences.

In most instaqces, students sought support from senior nursing students, but not much
support was sought from ward staff élthough they were knowledgeable and were
always available in the ward. Wilson (1994) supported this finding, and observed that:

e Reducing stress and problem solving were other coping mechanisms identified in
their study. Students reported crying, praying to God or consoling oneself as
reducing stress. On the other hand, practicing to improve skill, analyzing the
problem and providing care were identified as components of problem solving
mechanisms.

o Self-control coping strategy - students reported getting angry but remaining quiet
or not expressing their anger. This strategy was used especially when stress was
induced by negative interpersonal relationships.

o Negative feelings - when students described their feelings as “doubted own
ability, felt like leaving nursing, or regretted coming into nursing.” The majority
of students
reported this feeling, especially in relation to interpersonal relationships, induced
stress. |

o The wishful thinking strategy was reported with all stressful events, and included
some comments like “I wished I could have prevented the patient from dying.”

e Accepting responsibility was another strategy, where students reported to have

accepted or tolerated the stress because they knew nothing could be done.
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o Avoidance was yet another coping mechanism where students reported avoiding

situations or people who caused them stress.

This study although not directly related to the topic under investigation, was included
in the literature review because of the sighted implication for clinical experience.
Although stress is not an unusual phenomenon, and is a necessary ingredient in
challenging students to learn, overwhelming form of negative stress threaten and
discourage learning rather than provide a challenge. Mahat (1996) stated in the
implications of her study for clinical experience that:

Teachers needed to be aware of factors that caused stress in students so that they
could create an environment that did not threaten but facilitated learning. It 'v»;as
observed that working relationships between faculty and clinical staff was one of the
factors inducing stress. Clinical teachers needed to recognize that the clinical setting
was a complex place where nursing students were confronted with a wide range of
situations and varied people who required effective interpersonal skills. Teacher-
student relationships were therefore observed to be a key factor. It was suggested that
teachers needed to have given students instructions on effective communication and

assertiveness skills to minimize stress.

These observations were supported by previous research, Nehring (1990) observed
that positive teacher-student relationship inside and outside the classroom reduced
students’ stress, or prepared them to cope with it more efficiently. Reilly and
Oermann (1992) in agreeing to this view emphasized emphatic understanding as a
significant attribute of a teacher-student relationship. These authors purported that
teachers should understand students’ reactions and be sensitvive to their feelings, in

order to reduce students’ stress.
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They concluded by pointing out that teachers could play an important role in
decreasing or avoiding a certain type of stress, by developing good interpersonal
relationships with students and creating a humanistic climate that supported the
learning process. The comfortable and supportive learning environment would offer

students the feeling of confidence, hope and increased self-esteem.

Hart and Rotem (1995) conducted a study entitled, the clinical learning environment:
nurses perceptions of professional development in clinical settings. The purpose of the
study was to identify the attributes that define the clinical learning environment for
registered nurses. The findings were based on a questionnaire answered by 516
respondents. There. was significant relationship between professional development
and six identified independent variables, which were autonomy and recognition, role
clarity, job satisfaction, quality of supervision, peer support, and opportunities for
learning. These variables accounted for 40% in perceived professional development.
However, some units and institutions were perceived to be more conducive to
learning than others. These authors conceded that the unit culture determined, to a

significant extent, what and how nurses learn.

Despite these findings, Lee (1996) described the clinical role of the nurse-teacher in
relation to the clinical learning experience of the nursing student, as an area of long
standing confusion and dispute. This problem is said to have led to lack of concerted
effort in the provision of educational input in the clinical area by the nurse-teacher,
which has in turn affected patient care. Lee (1996) did a comprehensive review of the
dispute with the aim of unraveling the problem. The study found that the clinical role

of the nurse-teacher appeared to be “implicit and hidden.” The result was wide
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differences in the interpretations of the extent, purpose and the nature of the role. Just
to cite a few contradicting views about nurse-teacher perception, of their role, McHale
(1991), observed that some nurse-teachers feel that their loss of clinical expertise and
lack of preparation for the clinical role caused them dissatisfaction, while most
teachers got satisfaction from liaison with clinical staff. None of the nurse teachers

mentioned clinical teaching as part of their role.

Crotty (1993), in her study: clinical role activities of nurse-teachers in project 2000,
interviewed twelve nurse teachers. The findings indicated that none of the respondents
reported that they did clinical teaching in the form of hands on care. Instead, nurse-
teachers in the study described their clinical role as liaison. They saw themselves as
developing the clinical environment and supporting the clinical staff to do the clinical
teaching. The findings in both the Clifford (1993) and Crotty (1993) studies, seemed
to agree in the conclusion that the role of nurse-teachers in the clinical area is largely
social, in which activities are focused on building working relationship with the
clinical staff. The study by Baillie (1994) also supported these findings. This study
explored the nurse-teacher feelings about their participation in direct patient care, and
the findings showed that 50% of the teachers had some participation in the clinical
practice, but only a few participated on regular bases. Furthermore, the findings
indicated that nurse-teachers were not satisfied with their participation in clinical

practice.
A previous study by Infante, Forbes, Houldin, and Naylor (1989) purported that the

clinical role of nurse-teacher was to provide academic guidance by setting the stage

for clinical learning, and not to supervise practice. These authors claimed that nurse-
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teachers were role models for teaching and served as consultants for practitioners, so
as to enhance education for students. Osborne (1991) supported this view. This author
argued that the move towards student-centered learning in nursing education has
necessitated the need for nurse-teachers to create the clinical environment, which 1s
conducive to students’ learning. In agreement, Acton, Gough and McCormack (1992)

observed that the continued presence of nurse-teachers in the clinical area 1s a
doubling of roles and resources, when there were clinically credible and expert
practitioners. They asserted that nurse-teachers should facilitate the development of
clinical competence of students by supporting the clinical learning environment, for
practitioners to demonstrate skills.

Crotty (1993) shared similar sentiments in the study of nurse teachers’ role in clinical
teaching. Findings indicated that nurse-teachers had made a decisicn that to teach and
supervise students in the clinical area was the practitioner’s role. The nurse-teacher
concentrated in teaching at the college, while they provided a supportive and liaison

role to the practitioners in the clinical setting.

Regardless of these strong beliefs by nurse-teachers, some concerns have been raised.
Webster (1990) cautioned that clinical staff contributed to the teaching and
supervision of students. Nevertheless nurse-teachers need to share the clinical
teaching responsibilities. This would lessen the chance of demoralizing the climical
staff, and risk of loosing their cooperation. Previous studies also supported this
thinking and agreed that while clinical staff safeguarded the quality of clinical
experience, nurse-teachers should not delegate all of such responsibilities. Karuhije

(1997) attested that clinical teaching should not be delegated to clinical staff.
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The authors argued that the teacher in the classroom should be the same teacher in the
clinical setting in order to bridge the theory and practice gap. The arguments for or
against active participation in the clinical area are relevant to the present study, in
which the researcher aims at identifying and describing factors in the clinical learning
environment, which support or impede leaming. Dunn and Burnett (1995:472) in their
article, the development of a clinical learning environment scale (CLE) identified
factors, which characterize the CLE. The factors are included in a 23-item scale with

five subscales:

o Staff-student relationship

o Nurses-manager commitment
e Patient relationships

e Interpersonal relationships

o Student satisfaction

Furthermore, Dunn and Burnett (1995) purported that these factors influence
strategies most predictive of desirable student learning outcomes, while decreasing
those with negative influence. Above all, they ensure that clinical learning
experiences offer the students the best possible learning outcomes. On the other hand,
Reilly and Oermann (1992) suggested criteria to use in assessing or selecting a
clinical learning environment. This criteria is organized into four main area as
follows:

o The setting, in which clinical learning has to take place, must be licensed, willing
to have students and faculty, and have adequate number of clients with
appropriate mix of conditions or problems.

o Staffing must be adequate, with requisite qualifications and willing to collaborate
with faculty in teaching students.

e Resources used for patient care must be available, adequate and accessible to

students.
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e The extent to which, the setting facilitates for students to attain their learning

objectives.

Other studies reviewed, supported in one way or the other, the views of these two

studies, Forthergill-Bourbonnais and Higuchi (1995), and Leonard (1994).

The reviewed literature seems to be in agreement with the requirements for approval
of a “Health Service facility” to be used for student-nurse clinical learning as laid
down by Nursing and Midwefry Council of Botswana (Nurses and Midwives

Education Regulation 1996:6) that:

e An approved health facility should be where male and female clients with a
variety of problems are managed.

e The resources must be available to facilitate instruction and provision of good
quality care.

o The facility must have adequate physical structure for the provision of

appropriate care and training of nursing students.

o The facility must accord the students priority to learn, as opposed to being given
other assignments

e (Clinical staff-student ratios must be one to four.

o Clinical unit where students are placed must be headed by qualified registered
nurse-midwife and

o The matron in —charge of the facility takes responsibility for students’ learning.

2.3 CONCLUSION

The literature reviewed thus far has discussed factors, which are viewed as important
to facilitate learning in the clinical area. Critical analysis of Dunn and Burnett (1995)
CLE scale, and the Reilly and Oermann (1992) criteria are discussed, with a view to
finding common concepts on which to base the tool development for the current

study.
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These are further refined using criteria as set out in the Botswana Nurses and
midwifery (now Nurses and Midwifery Council of Botswana) Act and regulations
(1996). The literéture, particularly these last two studies, is relevant to the current
study, which seeks to explore and describe factors in clinical settings that characterize
the clinical learning environment in Botswana health care settings used for clinical

learning by nursing students.

The chapter that follows discusses the conceptual framework that relates the concepts

used in identification of a conducive clinical learning environment.



CHAPTER 3

THEORETICAL FRAMEWORK

31 INTRODUCTION
The previous chapter presented review of literature in order to identify factors
suggested as facilitative or impeding to clinical learning. Common concepts were then

used as framework of this study.

This chapter presents the theoretical framework for the current study. The purpose of
‘the framework according to LoBiondo-Wood and Harber (1994: 144) is to “provide a
frame of reference that is a base for observations, definitions of concepts, research
designs, interpretations and generalizations.” In other words, the theoretical
framework serves as the guide to systematic identification of logical and precise

relationships among variables.

3.2 THEORETICAL FRAMEWORK

Theoretical framework as defined by Polit and Hungler (1993: 109) refer to "a well-
Sformulated deductive system of abstract formal statements"”. It may also be viewed as
"a set of interrelated constructs, definitions and propositions that presents a
systematic view of the phenomenon, by specifying relationships among variables, with
the purpose of explaining and predicting the phenomenon”, LoBiondo-Wood and

Harber (1994: 143).
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Furthermore, theoretical framework is described as a map that gives direction with
regards to methods for the conduct of the study, and guides the interpretation,

evaluation and integration of the study findings, (LoBiondo-Wood and Harber 1994).

The researcher chose the humanistic theories as the basis for this study with the belief
that these theories provide insights into factors, which influence human growth and
fulfilment in the context of student learning in the clinical environment. The
humanistic theory of learning is concerned with feelings and experiences, which lead
to the personal growth and individual fulfilment.

The humanistic framework, according Maslow (1971), Rogers (1983) and Knowles
(1990) in Quinn (1995) combines the views of three theorists. The three concur that
their approach "involves the study of man as a human being, with thoughts, feelings

and experiences", Quinn (1995: 99). Their viewpoint is summarized as

"The psychological stance that focuses not so much on a person’s biological
drives, but on their goals; not so much on stimuli impinging on them, but on
their desires to be or to do something; not so much on their past experiences
but on their current circumstances; not so much on life conditions perse, but
on subjective qualities of human experiences, the personal meaning of an

experience to persons, rather than on their objective observable responses”,

Quinn (1995: 100).

This theory has relevance to the current study, which seeks to explore factors in the
clinical learning environment, which provide experiences that foster student growth

and individual fulfilment.
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According to the humanistic theorists, the goal of education is to assist an individual
to become the best he is able to be, or facilitate for the student to become a fully
functioning person. For the achievement of this goal, the theorists propose several
factors to be considered. However, for the purpose of this study, only those thought
to be relevant are discussed. These included; the establishment of a climate conducive
to learning. This applies to the physical, human and the interpersonal environment,
which can either be classroom or clinical. For the purpose of this study, the focus is

on the clinical learning environment.

33 Determinants of an Effective Clinical Learning Environment
The following factors were identified, (Quinn, 1995: 101) as important determinants
of effective clinical learning environments in the clinical setting. These are

summarized below:

3.3.1 A Humanistic Approach to Students

Qualified staff role

Treat students with kindness

- Are approachable and helpful to students

- Provide support for students to learn

- Are aware of students as learners rather than just pairs of extra hands;
- Foster students’ self-esteem

- Qualified nursing staff act as student supervisors, assessors or

counsellors
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3.3.2

333

- They provide opportunities for students to ask quéstions, attend
medical rounds, observe new procedures, and have access to clients’
records

- Non-nursing professionals constitute members of the team, and

contribute to the learning environment.

Team Approach

¢ Qualified staff

- Work as a team

- Make students feel part of the team

- Create a learning atmosphere by their relationships within the team
- Considerate of each other

- Respectful of each other

The Nurse Unit Manager

e Nurse Unit Manager

- Controls the management of the area

- Role models for nursing practice

- Assumes the role of the team leader

- Is efficient and flexible to produce quality care

- Ensures that teaching is an integral part of the organization

- Ensures that nursing practice is compatible with what students are
taught at the college

- Facilitates for students to be given responsibility and encouraged to

use initiative, and provides resources necessary for client care.
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3.3.4 Lecturer/ Clinical Teachers’ Role

Lecturer/ clinical teacher

- Facilitates for student to take responsibility for own learning by
actively seeking opportunities to learn, asking questions without
feeling guilty, and applying néw concepts and principles in client’s
care.

- Works with the student to minimize risk of danger to the client, and
examine reasons for failures or mistakes to assist students to learn
from them,

- Assists other students at different levels to provide support, for one
another through working together, discussing approaches, decisions
and rationale for their nursing actions.

- Teacher-student relationship is that of mutual respect, friendliness and
support where teachers facilitate for students to be aware of own
learning needs, and be self-directing in developing competence to be
where they want to be.

- Collaborates and liases with clinical staff for teaching.

- Guides, supervises, teaches and evaluates students for attainment of

clinical objectives.

The factors identified by humanistic theorists are applicable to the study under
investigation. The purpose is to explore and describe factors, which characterize the
clinical learning environment for student nurses in Botswana using this theory as a

point of reference.

47



3.4 CONCEPTUAL FRAMEWORK

The following is a conceptual relationship of factors/concepts as perceived by the
researcher, and applicable to the study. Accordingly, the ct)ncepts in the framework
are ali interrelated and influence each other in the creation of the conducive learning
environment, and in the provision of quality care for the client, as presented in the

Figure 3.1:
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3.4.1 List of concepts
e Nurse manager’s role.
¢ Humanistic staff role.
e Team approach.
o Clinical teachers’/ lecturers’ role.
e Client and family care.
e Student learning.
e Clinical setting organization and space adequacy.

e Patient care standards.

3.4.2 Description of the Model

The conceptual framework derives from humanistic theories, with the identified

concepts, as described under 3.3 above

. The outer cycle represents the openness of the health care system to influences
from other systems such as social, political, psychological and physical
factors. These factors continuously impact on the health care environment,
which may be hospitals, clinics or other community settings, used for clinical
learning.

. The middle cycle is made up of key concepts, which constitutes clinical
learning environment. These concepts include the nurse managers’ role, the
humanistic staff role, the nurse teachers’ role and the team approach. These
variables interact together, and influence each other in the creation of the

conducive learning environment.
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. The innermost square is made up of client and family care and student
learning which interacts with each other. This interaction may positively or
negatively influence learning and care provided. Availability and utilization of
practice standards guide the quality of care provided. The setting in which
patient’s care and clinical learning takes place must be appropriately organized
to facilitate learning. Space must be adequate for both students and patient
care and provide adequate and variety of learning experiences. The function of
this part of the framework is a direct result of the impact by the four concepts

identified previously.

Quinn (1995: 193) has observed, that the right amount, and the balance between these
factors result in optimum stimulation for the student to perform learning tasks, and
make appropriate decisions in client and family care. Conversely, imbalance or
inappropriate amounts will result in either over or understimulation, which may cause
student a lot of anxiety. This anxiety may affect student’s performance of learning
tasks, and also affect client/family care. The ultimate outcome will be a non-
conducive clinical learning environment, which fails to facilitate for students to learn
or for quality client and family care. The arrows indicate interaction between all

variables, influencing each other positively or negatively.

34 CONCLUSION

- This chapter has discussed the theoretical framework, which was used to guide the
study. Factors conducive to effective clinical learning environment were identified
as, staff who are humanistic in dealing with students; nurse manager who is

committed to student learning, the concept of team approach, and nurseteachers role.
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These factors were described as interacting together to create a conducive learning
environment. However, they were also influenced by the external environment,

which may be the whole hospital, or even the larger health care system.

A conceptual framework was described which showed how all the concepts interact

and impact on each other. In the following chapter the methodology is discussed.

52



CHAPTER 4
RESEARCH METHODOLOGY
4.1 INTRODUCTION

The previous chapter presented and discussed a proposed conceptual framework
which was used to guide this study. The current chapter will focus on the research

methodology, as the approach to the study.

Research methodology, according to LoBiondo-Wood and Harber (1994:244), refers
to “different ways of doing research for different purposes, ways of stating
hypotheses, methods of data collection and measurement, and techniques of data

analysis.”

In support of this view, Polit and Hungler (1993: 53-54) attested that the purpose of
methodology is ro “describe exactly what the researcher did to solve the research
problem or answer study questions.” It also describes research subjects, study design,
instruments and method of data collection, which includes all procedures followed in
the conduct of the study to observe ethics and to validate the findings.

The current study aimed at answering the following questions as reflected in 1.7 of

chapter 1:

e  What factors in the clinical learning environment do nursing students, nurse
teachers, and nurses managers perceive as facilitating or retarding both
theoretical and clinical learning for student nurses in Botswana?

53



e Are there any similarities or differences in the factors, which facilitate learning
as, perceived by nursing students, the nurse teachers and the nurses in charge?

e Are there any similarities or differences in the factors, which impede leaming as, perceived by
nursing students, nurse lecturers and nurses in charge?

e To what extent does the clinical learning environment facilitate or impede learning?

The purpose of this study was to identify and describe factors, which characterize
clinical learning environment for student nurses, with a view to identifying and
proposing strategies to nurture those, which are facilitative, while improving those
that impede learning. This chapter therefore explains the process followed to
eventually come up with answers to research questions. The research methodology,
design, population, sample components and sampling techniques are discussed. The
procedures for the development of data collection tool, pilot festing of the tool,
soliciting permission to conduct the study, validity and reliability measurements as

well as ethical considerations are elaborated upon.

4.2 RESEARCH DESIGN

According to LoBiondo-Wood and Harber (1994: 194), the purpose of the research
design 1s to provide the scheme for answering specific research questions, or a plan
for obtaining answers to research questions (Polit and Hunger, 1993: 129). Both of
these authors view the design as involving the plan, structure and strategies. The

following statement confirms their views as they affirmed that research design:

"aids the solution of research questions, through the use of methods
and procedures; control measures used by the researcher to hold
conditions of the investigation uniform, and therefore reduce bias
which may affect the outcome”".
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Furthermore, Polit and Hungler (1993: 129) described the design as "strategies that
the researcher adopts to develop information that is accurate, objective and

interpretable”. RN

e =

The study involved the integration of both quantitative and qualitative approaches.
The advantage of blending thése Vtwo approaches is thatvthéy céfﬁélemer& e;clch oth'er;
Polit and Hungler (1993:334), argued that while “quantitative data has an advantage
of generalizability, precision and reliability of measurement, validity is sometimes
called to question.” Quantitative data may fail to capture a full context of the study.

This is because data analysis is numerical and superficial to complex human behavior

and experiences.

i

On the other hand, “quci;litative; data is based on an unrepresentative sample and
data collection and analysis procedures rely on subjective narratives of respondents”
Polit and Hungler (1993:334). This approach therefore lacks generalizability and
objectivity. Combination of the two approaches therefore reduces the limitations
experienced with a single method.
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The study is quax‘it‘itatii;e in the sense that it used a structured self-administered
questionnaire to collect data, which were numerically analyzed. The researcher did an
in-depth literature review before data collection, which is an important aspect of
quantitative research. The sample and sample size were determined and decided upon
prior to data collection. These views are both supported by Polit and Hungler (1993:
258). However, Miles and Huberman (1994: 41) presented strong argument for
linking the qualitative and quantitative data and proposed that this allow for the:

o Confirmation of data from each type through triangulation;
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e Elaboration or development of analysis, and thus providing richer detail; and
e Mitigation of new lines of thinking through attention to surprises or turning ideas

around to provide fresh insight.
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The study was also qualitative in that at the end of each main questionnaire item, the
respondents were allowed to provide additional information in the form of general
comments. These additional data either supported the one solicited by the closed-
ended questions or added some other dimension. This type of data is described by
Brink (1996: 192) as "non-numerical, usually in the form of written words, video-
tapes, audio-tapes or photographs"”, analysis of such data therefore involves
examination of such sources. In this part of the study, the “respondents were allowed
10 express opinions, feelings and experiences gained during interactions in the
clinical settings”, Polit and Hungler (1993:19) and LoBiondo-Wood and Harber
(1994:256). In this case, the research explored and described the lived experiences of
the educators, managers and students as they qeeurred naturally during the learning -

process. This data was § transcrlbed)and anfﬂysed to determine any support of

e RN : L

quantitative datgéand*-th&mnceptuﬁoﬁamewmkt :

- The researcher planned to utilize naturalistic observation; this technique was later not
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used, because permission was denied to use it. In order to maintain ethical

P

requirements, observation was thus excluded. However the researcher acknowledges
the fact that this exclusion may have deprived this study the richness that could have
been contributed by the naturalistic observation. This is therefore regarded as a

limitation of the study.
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Although data was not»ﬁre coded the researcher is convrnced that thrs d1d not create
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factors, Wthh characterrze the clrmcal learmng envrronment for student nurses in
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which fac1l1tate and or 1mpede learnmg, S0 that recommendatlons could be made,to

nurture those, which facilitate and to improve on the ones that impede learning.

Accordmg to Polrt and Hungler (1993) th1s method rs advantageous because. 1t
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enables the researcher to observe descrrbe or classrfy factors whlch characterlze the
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phenomenon under 1nvest1gatlon It also enables the researcher to explore the manner
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in whrch the phenomena and all the related factors are mamfested LoBiondo-Wood

o o

and Harber (1994: 233) support this observation by stating that:

" ... exploratory -descriptive surveys collect detailed descriptions of

existing variables, and use data to assess and justify current conditions
and practices, or make more intelligent plans for improving health
care services. It further allows the researcher o collect accurate
mformatzo;z about the characteristics of particular groups, subjects,
institutions or sztuatzons or about the ﬁequency of a phenomenons

occurrence
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For this study, descriptive exploratory project assesses and describes the clinical

learning environment. Polit and Hungler (1993) observed that a descrlptlve

s e
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often gulded by research questions., To this end, Polit and Hungler (1993: 147) stated

g

s

that “descriptive research focus on depiction of the status quo of some situation, and
therefore do not need hypothesis”. However, these authors also cautioned that it is
important to conduct the study logically and objectively. Research questions and not

hypothesis thus guided the current study.

43 TARGET POPULATION

4.3.1 Criteria for inclusion

Population as defined by Polit and Hunger (1993: 173) "...is the entire aggregation of
cases that meet designated set of criteria”. LoBiondo-Wood and Harber (1994: 288)
described it as a "well-defined set that has certain specified properties, which may be
people, animals or events”. Endorsing these definitions, Wood and Catanzaro (1988:

144

97) viewed population as " an aggregate of elements sharing some common set of
criteria, such as all adult women, all children attending pre-school or all epochs of

sleep during the course of a night."

The target population for this study comprised of all nursing students, male or female,
registered for their second year, during the academic year 1998/1999. The students
were drawn from all health training institutions in Botswana, which were offering

general nursing diploma.
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The second portion of the population consisted of all nurse lecturers’ male and
female, who were teaching these students both in classroom and in the clinical area.
Thirdly, nurse unit managers, male and female, who were in charge of the clinical

units where these students learned, were included.

The population of nurse unit manager’s ranged from those prepared at basic and post
basic diplomas, baccalaureate and masters degrees, while the nurse teachers have a
minimum preparation of a baccalaureate degree and a maximum of a masters degree.
The second year nursing students have had experiences in these settings during year 1
and the initial experiences for year 2. Both of these groups of nurses are therefore
believed to have insight into what is expected of a clinical setting to facilitate
learning, and are thus able to form perceptions about the clinical settings currently
used for student learning.

While the researcher recognizes the importance of other members of the health team
such as doctors, pharmacists, social workers, psychologists, and other nursing staff as
well as the rest of the students and clients, in the multi-disciplinary health team, they
were however excluded from the study. This exclusion may add an element of bias
and therefore this is considered as a limitation of the study. The researcher however,
believed that the inclusion of the three subgroups mentioned above, and opening the
questionnaire to allow additional data would yield enough information to ensure

validity of the study.
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44  SAMPLE SELECTION
4.4.1 Sampling Techniques:

The sampling techniques used were quota sampling, whereby strata from the
population were identified, and specified proportions of needed elements included in
the sample. This sampling technique is chosen because it ensures that diverse
segments of the population are represented in fhe sample, Polit and Hungler (1993).
,Accogding to Woods and Catanzaro (1988: 97), “quota sampling ensures adequate
representation of the underlying groups within the population being studied” _

The researcher used knowledge of the population to specify the desired number of
participants (quota) from each of the population segments. Although quota sampling
has the same bias as convenience, Woods and Catanzaro (1988) argue that quota

sampling increase the representatives of the population being studied.

In some instances, convenience sampling was used. Various authors define
convenience sampling as "the use of mast readily accessible subjects in the study"
LoBiondo-Woods and Harber (1994: 291), "use of the most conveniently available
subjects in the study” Polit and Hungler (1993: 177), or "accessingk individuals who
are easy to identiﬁz and contact” Woods and Catanzaro (1988: 107). To this end, 12
clinics were selected conveniently from two (2) villages and one (1) town, to add to
the five- (5) teaching hospitals. A proportionate number of nurse unit managers were
selected from these seventeen (17) clinical settings, which were used for student’s

clinical learning.

60



To some extent, purposive sampling was also used to include nurse unit managers,
nurse lecturers and year II nursing students. Polit and Hungler (1993: 179) observed
that "purposive judgmental or sampling proceeds on the belief that the researchers
knowledge about the population and its elements can be used to handpick components
to be included in the sample”.

In support of this view, LoBiondo-Wood and Harber (1994: 294) suggested that this
technique might be used to select "individuals who reflect different ends of the range
of a particular characteristic”. For example, the nurse unit managers may view
clinical learning environment as facilitative, while nurse lecturers or students perceive
the same environment as impeding to learning. Brink (1996: 141) described
purposive sampling technique as selecting "subjects or objects who are especially
knowledgeable of the phenomenon being studied”. This view tallies well with that of
Coyne (1997:624) who contented that “the logic and power of purposeful sampling
lies in selecting information-rich cases for study in depths, issues of central

importance to the purpose of the research.”

In this study, the researcher believes that the nurse unit managers, nurse lecturers and
second year nursing students are knowledgeable and are therefore able to form
impressions about factors in the clinical learning environment which facilitate or
impede learning. Literature reviewed however cautioned that this technique has the
potential for sampling bias, and therefore limits the generalizability of the result,

Brink (1996: 141).
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Furthermore, the researcher who uses this technique, "assumes that errors of
judgement in thinking that over-representing or under-representing elements of the
population will balance out”, LoBiondo-Wood and Harber, (1994: 294). The
researcher believes that by combining both the quota and purposive techniques, in

selecting the sample, this bias was minimized.

4.4.2 The Sample

A sample is defined as a “subset of the population of interest, or a subset of the
entities that make up the population, a set of elements that make up the population”
(Woods and Catanzaro, 1988: 97, Polit and Hungler, 1993: 174, and LoBiondo-Wood
and Harber, 1994: 290).

The study sample consisted of second year nursing students, drawn from all five (5)
health-training institutions where basic registered nurses were trained in Botswana in
the 1998/ 99 academic year. A portion of the sample was made up of nurse lecturers
who were working at these health-training institutions. Another portion of the sample
consisted of nurse unit managers, who were employed in the five- (5) teaching
hospitals to which training institutions were affiliated, and twelve (12) conveniently
selected ambulatory clinics, where students learn clinical skills.

Based on a total population of 450, a sample size of two hundred and forty (240) was
drawn. The population was made up of two hundred and fifty (250) second year
students (53%), one hundred and twenty-eight (128) nurse unit managers (28%) and

eighty-two-- (82) nurse lecturers (19%).
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The sample was thus proportionately drawn to represent these percentages. The
sample therefore consisted of 127-second year students, 67 nurse unit managers and
46 nurse lecturers. The total was 240 participants.

Two hundred and forty (240) questionnaires were therefore sent out through contact
people in various facilities mentioned above. The contact people had agreed to
distribute questionnaires, collect and return them to the researcher as agreed. A total
of six months was used for data collection, with three months for student and another
three for lecturers and nurse-unit managers. This time stretched from the time of
questionﬁaire dispatch, follow-up returned responses to closure of collection time. A

total of two hundred and two were returned and completed.

4.5 RESEARCH INSTRUMENT

4.5.1 Development and Designing of the Research Instrument

In order to come up with the appropriate tool to be used in data collection, extensive
literature review was done. The purpose was to identify any existing tools, which
could be used, which were eventually relevant. Secondly, the review of literature
assisted to further define the construct to be measured which was the extent to which
the clinical learning environment in Botswana's clinical settings facilitated or impeded

learning for student nurses.
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Steps outlined by both Polit and Hungler (1993: 203) and LoBiondo-Wood and

Harber (1994: 258) were followed. After defining the construct to be measured, the

researcher proceeded as follows:

Reviewed existing tools,
Instrument content was outlined from reviewed literature + existing tools,

Questions for relevant content area were then drafted.

In order to finalize this step, most of the content was borrowed and adapted from

Dunn and Bumett {1995), Clinical Learning Environment (CLE) scale, Reilly and

Oermann (1992), criteria for assessing or selecting a clinical learning setting, and

Forthergill-Bourboinnais and Higuchi (1995) factors which influence the process of

selecting learning experiences in a particular clinical environment. The following

procedure was followed in order to finalize the instrument.

Draft questions were then carefully screened for clarity, sensitivity to
respondents’ psychological state or culture, freedom from bias and reading
level, Polit and Hungler (1993: 203).

Questions were sequenced in a meaningful order, and drafted into an
instrument.

The draft instrument was given to two nurse researchers, who were also
knowledgeable about clinical nursing, to determine if it measures what it was
intended to measure (content validity). That is, were items internally
consistent and clear? Were they free from bias, Polit and Hungler (1993:
203)?

The feedback from this review was incorporated into the instrument. Such
Sfeedback included suggestions to separate double barrel questions to make
responses distinct. Furthermore, some questions were re-arranged for better
sequence, and some terms were replaced by those culturally relevant.

However, content and consistency were found to be valid.
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4.5.2

The tool was a close-ended self-administered questionnaire. The responses
ranged from strongly agree, agree, undecided disagree and strongly disagree.

Instructions were developed for respondents and users.

Pilot Testing

A completed tool was pilot tested on a small sample of seven (7), which
consisted of three (3) students, two (2) nurse lecturers and two (2) nurse unit
managers. The information obtained was used to improve the tool, and it
included.

The title of the study, which was initially omitted, was inserted at the top of the
questionnaire.

The purpose of the study was also inserted to explain why the study was being
conducted.

Suggestions were made to provide additional instructions, and key to the
abbreviations used in the response scale.

Some suggestions were made to use terms easily understood by respondents,
such as substituting nursing unit with ward or clinic.

It was suggested that a space be provided for comments at the end of each
questions item. This was to enable respondents to express opinions, feelings
and experiences, which were not solicited through the questionnaire.

Pilot test revealed a need to add two (2) more response categories of
moderately agree and moderately disagree, to reduce possibility of responses

crowding at the undecided column.

The refined data collection tool consisted of two sections. Section 1 solicited data on

demographic characteristics of respondents. While section 2, both close-ended and

open-ended addressed parts addressed factors in the clinical learning environment and

these were:
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e (linical setting

»  Patient care / practice standards
s Staffing

e  Nurse managers' commitment

» Interpersonal relationships

Although some instruments exist which assessed the adequacy of the clinical learning
environment, none was found applicable without adaptation. The few, which were
found therefore, were used as the base to develop the relevant instrument, for

Botswana context.

4.5.3 Testing For Clarity

Clarity index of each question was determined with the assistance of Prof. Fresen (a

UNISA statistician). Clarity index (CI) was determined using the formuia:
CI=1-U/(A+U+DA)

In which clarity ranged on a scale of 0 — 1, with ‘0’ indicating poor clarity, as shown

by this scale:

I I I
0 .1 .2 3 .4 .5 .6 ) .8 .9 1

The researcher decided to consider all questions ranging between 0.50 and 1.0 as clear
and those below 0.50 as unclear. Conclusions drawn from the less or not clear
questions were treated with caution. Additional data collected as comments from the

respondents were used to verify before conclusions could be drawn.
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The majority of the questions fell within the range .80 to .99 index, and this was
considered very clear. All item 1 sub-questions ranged between .84 to .98; item 2 sub-
questions were from .67 to .97; item 3 sub-questions were between .54 to .93; item 4,
were from .22 to .97 and item 5 ranged from .44 to 1.00. The worrisome questions
were’ those with clarity index of .22, which was question 4.10, and .44, which was
question 5.4. Particular attention was therefore given to analysing these two with

reference to verifying them with qualitative data.

4.6 VALIDITY AND RELIABILITY

4.6.1 Validity

Issues of validity addressed in this study focused on factors affecting external validity.
The internal validity issues were not addressed because they were not relevant in the
current study. Internal validity "refers to the causal relationship”, Polit and Hungler
(1993: 203). This was therefore not discussed as the study aimed at exploring and
describing factors in the clinical environment, which facilitate or impede learning for

student nurses, but did not deal with causation.

External validity "deals with possible problems of generalizability of the study
findings to additional populations and to other environmental conditions”, LoBiondo-
Wood and Harber (1994: 205). Efforts were therefore taken to establish minimum

requirement for meeting external validity.
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4.6.2 Effect of selection

Since non-probability-sampling techniques were used, the researcher would like to
caution the reader that findings could not be generalized to other populations other
than the population studied. This is a limitation of the study as observed by
LoBiondo-Wood and Harber (1994: 206), that "sampling methods utilized, affect

generalizability to other groups”.

4.6.3 Reactive Effect (Hawthorne effect)

This refers to subject’s responses to being studied. This effect is a high possibility
since all the respondents may have responded the way they did because they knew
they were being studied. However, making the responses anonymous and minimizing

contact with respondents was an effort to control this effect.

4.6.4 Content Validity

Is concerned with "sampling of adequate content area being measured”, Polit and
Hungler (1993: 250) or representativeness of questions on each aspect of the topic. In
this case, ’all factors in the clinical learning environment such as:

»  The clinical setting
= Patient care /practice standards
»  Nurse unit managers' commitment

= Interpersonal relationships, and
= Staffing

as appeared in Dunn and Bumett (1995) were listed. Then question items were
developed for each. Reilly and Oermann (1992) and Forthergill-Bourboinnais and
Higuchi (1995) also supported the factors listed. The researcher therefore believes

that content validity was ensured through this process.
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4.6.5 Factor Analysis

The computer department at UNISA assisted the researcher, to use SPSS version 6.1.2
to do factor analysis. The purpose was to determine whether all sub-items within the
five major variables actually “group together,” Polit and Hungler (1993:252), or
“cluster together around one or more dimension,” LoBiondo-Wood and Harber
(1994:372). In order to identify clusters of related variables on a scale, items, which
measure the same dimension load on the same factor. Those that measure different
dimensions also load on different factors.

However, as a result of the small sample used for pilot testing, it was not possible to
complete factor analysis prior to data collection. Results of factor analysis are

therefore presented as part of the study findings.

4.6.6 Reliability

Polit and Hungler (1993: 244) defined reliability as the "degree with which the
instrument measures the attribute”. Of particular interest to this study was whether
the study process was consistent and reasonably stable overtime, or whether things
were done with reasonable care, Miles and Huberman (1994: 278).

The researcher believes that the process followed in conducting the study was
reliable in that "the research questions were clear and the features of the study design
congruent with them. Data were collected across the full range of appropriate
seftings and respondents, as suggested by thé Jframework and research questions,”
Miles and Huberman (1994: 278). Chronbach’ s alpha was used to measure reliability.
However due to small sample size for pilot testing, reliability testing was done after

data collection. Results are as such part of the main study findings.
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According to Maxim (1999:243) “Lee Chronbach has extended the Kuder-
Richardson approach of dichotomous items to incorporate continuous variables.”
Maxim (1999:243) further stated that the coefficient varies from 0 to 1.0, where 1
represents perfect reliability. The alpha increases, “as the number of items increase in
the scale.”

Polit and Hungler (1993:247), define Chronbach’s alpha “as a widely used reliability
index that estimates the internal consistency or homogeneity of a measure, composed
of several subparts.” This index may also be reflected to as coefficient alpha. Polit
and Hungler (1993) further observed that the higher the reliability coefficient, the
more accurate (internally consistent) the measure. A level of 0.70 or higher is

considered to be acceptable reliability index, LoBiondo-Wood and Harber

(1994:374), Polit and Hungler (1993:245).

Reliability analysis was done for all sub-items of the 5 main variables in the scale,
using SPSS version 6.1.2. the following are levels of reliability:

e Question 1, clinical setting, had 12 sub items and the reliability coefficient alpha was

.8476, with standardized item alpha of .8425.

» (Question 2, patient care, had 15 sub items and a reliability coefficient of .8868 and

with standardized item alpha of .8§879.

e Question 3, staffing, had 9 sub items, and reliability analysis revealed that the 9 sub
items were to be regrouped into 2 as they were not internally consistent. For the 5 sub
items (staff 1, 2, 4, 5 & 6) reliability coefficient was .7400, with standardized item
alpha of .7409. The remaining sub items (staff 3, 7, 8 & 9) had reliability level of
.2676, which was very low compared to the norm of .70, and were therefore not

acceptable as a group. These items were reported individually.

* Question 4, nurse-unit managers commitment had 16 sub items, and a reliability

coefficient of .8651, with standardized item alpha of .8657.
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¢ Question 5, interpersonal relationships had 13 sub items, which could not be reported
as a group because of low reliability index. Sub items split in to 2 groups, and left 2
sub items, which could not group with others. Group 1 (interpers 1,2,3,10, 11,12 &
13) had seven (7) sub items, and a reliability level of .6936 and a standardized item
alpha .6894. Group 2 (interpers 6, 7, 8, 9 & 14) had a coefficient alpha of .7283 and a
standardized item alpha of .7286. The last 2 sub items (interpers 4 & 5) could not be
grouped because of very low .2761 coefficient alpha and standardized item alpha of
.2785. These were therefore reported individually.

The reliability analysis done seems to justify the conclusion that the instrument used
for this study was reliable.

4.6.7 Confirmation Of Validity And Reliability- Qualitative Data

In addition, reliability and validity of data was confirmed through method and data
source triangulation, where data were collected by close-ended questions answered by
respondents. They were also given an opportunity through open-ended part of the
questionnaire to express their opinions, feelings and experiences. Grouping of
narrative responses was confirmed by having 2 colleagues to independently categorize

data and then compare agreement rates, Polit and Hungler (1993:261).

4.6.8 Control Of Confounding (Extraneous) Variables

While control of confounding (extraneous) variables according to Polit and Hungler
(1993:35) must be handled in such a way that “they are not related to either
independent or dependent variables, “even more important in strict advances
quantitative studies.” These authors further observed that, “phenomenological studies
which aim at capturing the full context of the problem are not concerned with
control.” Polit and Hungler (1993:36) contested this view that to “impose controls on

a research setting is to irrevocably remove some meaning of reality.”
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LoBiondo-Wood and Harber (1994:201) alluded to the fact that exploratory study
designs, are concerned with describing and categorizing phenomenon, which in
themselves do not conform to strict controls. The current study is exploratory in

nature, and therefore controls were used with flexibility as suggested by these authors.

4.7 ETHICAL CONSIDERATIONS

Brink (1996) observed that to conduct a research in an ethically, means that the
researcher conducts the study competently. She continued to state that to fulfil this
goal, the researcher must acknowledge fairly those who contributed to, guided or
assisted in the study. In particular, researchers dealing with human subjects were
cautioned of their responsibility to protect their human rights.

Three basic principles suggested by literature reviewed, (Brink, 1996: 38 - 40;
LoBiondo-Wood and Harber, 1994: 324 — 327; and Polit and Hungler, 1993: 371)

include;

4.7.1 The principle of respect for human dignity

This principle involves the belief that individuals are autonomous and/ or have the
right to self-determination, which must be respected. Secondly individuals with
diminished autonomy such as children or institutionalised clients must be protected.
The right to self-determination demands that people are allowed to voluntarily agree
or refuse to participate in the study without the risk of penalty or prejudice. They also
should be accorded freedom to withdraw from the study if they so wish, refuse to give

certain information or ask for clarification on the purpose of the study.
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4.7.2 The principle of beneficence, which describes the efforts, made to secure the
well being of a person, and doing everything possible to avoid harm. The researcher
is urged to protect the human subject from discomfort and danger, and exploitation.
4.7.3 The principle of justice involves the need to ensure that subjects have the
right to fair selection, treatment and privacy. This means that while selection of the
sample should give equal opportunity of being selected to the target population,
respect and care of individuals must also be enforced to avoid invasion of privacy,
such as collecting private information without consent. Information collected with
consent must also be treated anonymously and confidentially. The researcher should
provide all the necessary information about the research study to enable the subjects
to make informed consent.
Polit and Hungler (1996: 359) consider voluntarily participating in a research project
as a key principle of ethical conduct. The permission to conduct this study went
through various structures, until subjects voluntarily consented to participate. A letter
was written to the Permanent Secretary, Ministry of Health and Chairperson of the
National Health Research Committee, to request permission to conduct the study. In
addition, individual facility managers were requested in writing to allow the
researcher to conduct the research in various clinical and training institutions. A copy
of the letter from the National Health Research Committee was shared with all the
selected facility management.

All individuals, who participated in the study, did so voluntarily upon reading an
individual consent fequest letter attached to the questionnaire. By responding and
returning completed questionnaires therefore, respondents were taken to signify

consent to participate in the study.
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Respondents were assured that no individual or facility name would be linked to data
collected. Moreover, they were made aware that they were free to withdraw from the
study if they felt uncomfortable responding to questions, and that there were no right
Or Wrong responses.

Furthermore, respondents were assured that their responses would be treated with
strict confidence and kept anonymous. They were further informed that the study had

no inherent risks to either individuals or facilities they represent.

Initially, the researcher had planned to do an observation of selected facility units to
verify data from respondents. However, facility management felt uncomfortable with
this data collection technique. This data collection method was therefore excluded in
order to respect the right of choice of research subjects, and avoid the possible
Harthorne Effect LoBiondo-Wood and Harber (1994: 352). The researcher considers
this exclusion as a limitation to the study as it may reduce the validity of the study

results.

4.8 CONCLUSION

In this chapter, the design and methodology of the study was described. The research
project was both a quantitative and qualitative exploratory-descriptive study. Data
collection techniques were described, which were semi-structured self-report
questionnaires. Ethical considerations in conducting the study, validity and reliability
were discussed. The chapter that follows presents data analysis and methods used to

analyse data.
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CHAPTER 5

STUDY FINDINGS

5.1 INTRODUCTION

The previous chapter dealt with research methodology. It is a process, which provided
the scheme for answering the research questions, through a systematic plan. The

current chapter will focus on data analysis in order to come up with study findings.

Data presentation and analysis, according to LoBiondo-Wood and Harber (1994: 386)
“calls for the choice of method for organising and processing raw data, so that
meaning can be derived ” The method chosen depends on the kind of data collected
and the hypothesis to be tested or questions to be answered. In order to test the
hypothesis or answer study questions, Polit & Hungler (1993: 269) proposed that
“research data must be processed and analysed in some systematic fashion, so that

trends and patterns of relationships can be detected”.

Descriptive statistics, specifically frequency distributions and contingency tables were
used to process and analyse quantitative data for this study, Polit & Hungler (1993:
272-284), LoBiondo-Wood & Harber (1994: 389-399). On the other hand the
qualitative data Was processed and analysed by grouping individual narratives into
categories. Respondents chose not to address all question items. The reader is
therefore cautioned to take note of the fact that the differences in population

disparities are a result of differences of total responses to various items.

75















One item of factor 3 loaded at .43343. For interpersonal relationships, all items
loaded above .50, except two of factor 1, which loaded at .46407 and .41349.

However, considering the used minimum of .30 as cut off point all were acceptable

(Burns & Grove 1993: 542).

Data were obtained from 202 returned questionnaires. Initially 240 questionnaires
were sent out, consisting of 127 for student nurses, 67 for nurse unit-managers and 46
nurse lecturers. The sample was a proportionate one drawn from the existing
population. The response rate was 84%. Not all respondents answered every item,

hence the total number will vary from item to item.,

The instrument consisted of three parts; viz, demographic data, quantitative research
data and qualitative data. Presentation of findings has therefore followed the same

format.

52  SECTION 1: DEMOGRAPHIC DATA

5.2.1 Age Distribution

The first item of demographic data was the age range of respondents. The ages were
grouped into three viz 24-30, 31-40 and 41+. This grouping was necessary to include
students age ranges as well as senior nurses in either management or lecturing

positions. Figure 5.1 presents the findings.
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28.4%

20.9%

FigureS.1  A~eDijstribution N =202

Figure 5.1 reflects that most of the respondents 112 (56.9%) were in the age group 24-
30 years, followed by those between 31-40, 56 (28.4%) and the lowest 41+, 29
(14.7%) while 5 (2.5%) where missing. The largest number in the low age group may
be based on the fact that the majority of respondents, were students, who enter the
nurse training programs in their early twenties.while students could still be younger,

for this study it turned out that the youngest was 24 years.

5.2.2 [Item 2: Gender
This item solicited the gender of the respondents and the findings are shown in the

Table 5.7 below.
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Although this was not investigated, the disparity in the marital status might have been
due to the large number of students in the sample, most of who are still unmarried.

Only 2(1.0%) were missing.

5.2.4 Item 4: Family Setting
This item of the demographic information determined to identify the type of family

setting of the respondents. Table 5.9 summarises findings on this variable.

Table 5.9 shows that the majority of respondents 138 (69%) fell within the nuclear
family setting, while 62 (31%) came from the extended type. Again this may be due
to large student numbers, who may have been raised in anucclear famlilies. Only 2

(1.0%) were missing.

5.2.5 Item 5: Number of Children of Respondents
Respondents were required to state number of children they had, and Table 5.10

below presents the findings.
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5.2.8 Item 8: Nursing Experience

Asked about their nursing experiences, respondents gave data as reflected on Figure

5.3 below.
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As shown in Figure 5.3 above, the majority of respondents 103 (52.6%}) fell between
-5 vears of experience. The next group 16 (8.2%) had between the 6-10 years of
expericnce, About 40 (20.4%) had 11-15 years of experience. Those with
experiences ranging between 16-20 years were 23 (11.7%), while only 14 (7.1%) fell

within the 21+ years and 6 (3.0%) were missing.
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5.2.10 Item 10: Type of Setting
In this part, respondents were asked for the type of setting they worked at a year prior

to data collection. '~ **~ -7 are presented in Figure 4.5.

16.5% 70 D/Hospital
T/Institution
29.4% A/Clinic

Figure 5.5  Type of setting (N=194)

Data in Figure 5.5 above reveal that 76 (39.2%) worked at a Referral Health “ :ility,
57 (29.4%) worked at District Hospitals, 32 (16.5%) at Health Training Institutions,

while 29 (14.9%) worked at Ambulatory Clinics. About 8 (4.1%) were missing.
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As depicted in the Table above, almost all participants in the study had worked in a
variety of clinical units. As can be expected, more participants had worked in general
units (19.3% - 29.6%) than in specialist units. This was important becanse nursing
students are placed in general wards for their clinical learning. Nurses who supervise

them threfore needed to have had experiences in these areas.

SECTION 2: FINDINGS ON MAIN STUDY VARIABLES

5.3.0 Introduction

Section 1 of this chapter dealt with demographic variables which will be used in the
current section to determine differences in perception of the clinical learning
environment. The section also addressed reliability and validity confirmation through
Chronbach’s alpha and factor analysis respectively. The current section will focus on

quantitative data analysis using descriptive statistics.

This section addressed the five (5) study variables namely, clinical setting, patient
care/ practice standards, staffing, nurse managers’ commitment and interpersonal
relationships. A principal component analysis extracted factors, which constituted .

each sub scale, which were factored into various clusters for each sub scale. The items
T -

in each sub scale were factored to form clusters as reflected in paragraph 5.1.2, Tables

e ettt N —

5.2 - 5.6 above. Described hereunder are examples of how factors constituted
components of each sub scale:

e Clinical setting was made up of 12 items, from which a principal component
analysis extracted 4 factors, as shown in Table 5.2. ‘

e Patient Care/ Practice Standards' sub scale, consisted of 15 items, and 3 factors
were extracted, see Table 5.3.

o Staffing had 9 items, which clustered into 3 factors, one main factor and two
minor ones, which resulted from further varimax rotation as referred to in Table
54
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Table 5.15 above reveals that 51.5% to 53.3% of respondents agreed that space is
adequate and unit organisation is conducive to learning, while 44% - 47.5%
disagreed. However, 58.5% disagreed that space is available for students' belongings
in the clinical settings. Only 34.9% agreed while 6.7% were undecided. As stated

earlier, the differences in population are due to the response disparities.

The last factor of the clinical setting examined accessibility of resources to student

nurses. Table 5.16 presents findings.

Table 5.16 above reflects that an overwhelming majority (73.6% - 91.5%) agreed that
available resources were accessible to student nurses. Only 6-20% disagreed, while
only 2.5% - 6.0% were undecided. Again differences in population are a result of

response ' ty.
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Data presented in Table 5.23 reflect that there was generally an agreement that the
nurse manager is committed to creating a conducive learning environment. Details

are shown by the following breakdown:

. Being flexible to students and lecturers time in the setting had 66.2% agreeing
while 22.9% disagreed and 8.5% were undecided.

. Ensuring safe environment for patient care had 58.8%agreeing while 35.2%
disagreed and 6% were undecided.

U Role modeling care to staff and students had 57.8% agreeing and 34.2%
disagreed, while 7.5% were undecided

. Co-ordinating team to provide care to patients had 80.6%agreeing and 16.4%
disagreed, while 3.0% were undecided.

. Checking on adequacy of resources for patient care had 61.2% agreeing while
33.3% disagreed and 6.55 were undecided.

On the other hand, Nurse managers devoting time to teaching students had 62.5%
disagreeing, with only 28.6% agreeing and 8.5% undecided. For Nurse Managers
having unit programme for teaching students, 69.5% disagreed, and only 24.5%

agreed.
The second part of the Nurse Manager’s responsibility was team building. This part

constituted factor 2 of Nurse Manager’s commitment, and consisted of five (5) items.

Data on factor 2 is presented in Table 5.24.
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The last factor addressed comfort relationships and had two items. Findings are

presented below.

Findings in Table 5.28 indicate that the majority of respondents 57.8% agreed that
interpersonal relationships are conducive to patient comfort. The undecided made up
12.6%, while 29.6% disagreed on item 1. For the second item 44.7% agreed that unit
routines disturb patients. Only 6.0% were undecided, while 49.2% disagreed with the

statement.
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5.4 CROSS TABULATIONS

5.4.0 Introduction

The next step of quantitative data analysis compared responses by cross tabulation of
selected demographic variables with the five study variables. Chi-square was then
applied to determine the significance of the association. Only significant findings are

reported and are indicated by p value < of 0.05.

5.4.1 Cross tabulation of clinical setting by position. Findings are presented below.

40 (44.9%) | 39 (65.0%) | 22 (52.4%)
- 2 (3.3%) 2 (4.8%)
49 (55.1%) 19 (31.7%) 18 (42.9%) 0.028 | 191

54 (60.0%) | 46 (76.7%) | 27 (62.8%)
2 (22%) 5 (8.3%) -
36 (37.8%) | 9 (15.0%) 16 (37.2%) 0.006 | 193

| 53 (58.9%) | 44 (72.1%) | 27 (65.9%)
- 6 (9.8%) 3 (1.3%)
36 (41.1%) | 11(18.0%) | 11(26.8%) 0.011 | 191

46 (52.3%) | 44 (72.1%) | 27 (62.8%)
2 (2.3%) 4 (6.6%) -
40 (45.5%) | 13(21.3%) | 16 (37.2%) 0016 | 100

Data presented in Table 5.29, reflect that the majority of the respondents agreed that
clinical settings were conducive to learning, while a few disagreed. The agreements,
though spread out among the three components of the sample, showed that students

were on the low 44.1% - 60% range.
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CONTINUATION OF TABL.. 5.30

Most of the respondents (52% - 86.8%) agreed that referral hospitals were conducive
learning settings. For the district hospital, 52.6% - 76.8% disagreed with all but one
item. These include; adequate space, resource availability and available range of
learning experiences, pro'* ‘'on of reference materials and adequate patient
pop ' ic  “"owever, 55.4% agreed that a variety of patient conditions were
available at district hospitals. For the clinics, 53.6% agreed that space was adequate,
67.9% agreed that a range of experiences were available, while 82.1% agreed that

patient populations were adequate.

Neve ~ cless, 50% and 53.6% disagreed that resources were available and that
reference materials were provided respectively. Most of the respondents’ perceptions
at the training institutions did not differ much from the clinics’. But perceptions about

district and referral hospitals differed sig "“icantly at p values reflected in Table 5.30.
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CONTINUATION OF TABLE 5.32

45 (50.6%) 81 (75.7%)
6 (6.7%) 5(4.7%)
38147 1%) 21119 6%) 0001 196

Table 5.32 presents findings on crosstabulations of patient care/ practice standards by
gender. The findings reveal that while the majority of both male (49.4% -85.7%) and
female (74.8% - 84.4%) agreed with all patient care descriptors, there were some
variations in agreement levels. Male respondents had low agreement levels compared
to the females who were in the seventies and eighties. Although only 14.3% - 40.0%
of the males and 9.2% - 20.4% of the females disagreed with all items, here too, the
level of disagreements varied. The differences in the perceptions of male and female

respondents were significant at p values reflected in Table 5.32.
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CONTINUATION OF TABLE 5.33

. H
28 (68.3%)
3 (7.3%)
10 (74 4%\ 0002 94
48 (87.3%) 21 (50.9%)
1(1.8%) 6 (14.3%)
6 (10.9%) 15 (35.7%) 0.002 |97
) (72.7%) 18 (43.9%)
(5.5%) 2 (4.9%)
! (21.8%) 21 (51.2%) 0.010 [0a

Data as reflected on the Table above, indicate that there were significant differences

in the perception of patient care by qualifications. Respondents with basic and post

basic diplomas, otherwise known as state registered nurses (SRNS), consistently

agreed with patient care descriptors while those with basic and post basic degrees

disagreed, on the following:

For patient care standards were consistent with what students were taught, 72.5%
diploma nurses, agreed, against 21.6% who disagreed. On the other hand 64.3%
degree holders disagreed while only 28.6% of the same qualification agreed,

The setting has practice standards that guide patient care, had 84.9% diploma
nurses agreeing compared to 11.3% who disagreed, and 48.8% degree nurses
agreed when compared to 43.9% who disagreed.

For patients records reflect current nursing care standards, 81.8% of the
diploma holders agreed against 14.5%, while 47.5% degree holders
disagreed, against 45.0% who agreed.

Privacy was key in patient care was agreed for by 94.5% diplomats, and
59.5% degree nurses, while 3.6% and 33.6% disagreed respectively.

Patient needs were given priority, was another descriptor where 92.6%
diploma holders agreed, while 71.4% of the degree holders also agreed.

For patient care is individualized, there was also a vast disparity between
diploma holders, of whom 94.5% agreed, compared to degree holders of
whom 64.4% also agreed. Disagreements were 1.8% for diploma holders
compared to 26.8% for d - eed respondents.
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. There were also some disparity of agreements to care is safe, organized and
holistic, with 89.1% diploma holders agreeing, against 57.1% of degree

holders.

. For nurses relate therapeutically with patients, distribution of agreement was
89.1% of diploma holders against 65.9% of degree nurses.

° Nurses acting as patient’s advocate, once again 98.2% of diploma nurses
agreed, while 68.3% of degree nurses disagreed.

. Patients are given adequate information, was agreed on by 87.3% diploma

nurses against 50.0% of degree nurses, who also agreed
o For the unit uses nursing processes effectively, 72.7% of diploma holders
agreed against 43.9% degree nurses who also agreed. The remaining 51.1%
of the degree nurses disagreed.
It is important to note that while both diploma and degree holders seemed to agree on
most descriptors of patient care, they however differed in some of the items as well as

in their levels of agreement. The degree holders appeared not sure most of the time.

The differences are significant at p values reflected in Table 5.33

5.4.6 Cross Tabulation of Patient Care by Experience: Findings are presented in the

table below.

| 47 (48.0%) | 47 (83.9%) 32 (86.0%)
4%) -
).7%) 5(13.5%) | 0.000 191
60 (60.6%) 46 (85.2%) | 32 (86.5%)
4 (4.0%) 1 (1.9%) 2 (5.4%) 0.001 190
35 (35.4%) 7013 0%) 2% 104
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Data reflected in Table 5.35 indicate that while the three groups of students, nurse
managers and lecturer agreed with most of the items on patient care, they however
differed in the levels of agreement. For the student, while majority agreed with most
items, the level of agreement differed from other groups. The agreement levels for
this group ranges were 37.8% - 86.7%. The nurse managers on the other hand, had the
highest agreement levels, ranging between 75.0% - 96.7%. The nurse lecturers were

moderate like the students. The agreement levels for this group were 39.0% - 72.1%.

The disagreement levels for nurse managers were very low, ranging between 1.6%-
21.7%, while those for students and nurse lecturers were 13.3% - 60.0% and 19.0% -
55.8% respectively. It is very important to note that 60.0% of the students and 55.8%
of the nurse lecturers disagreed on the effective use of the nursing process by the
clinical units. The differences among the groups were significant at p values reflected

in Table 5.35.
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62 (55.4%) | 37(66.1%) 16 (57.1%)

4(3.6%) 6 (10.7%) 8 (28.6%)

46 (41.1%) | 13(232%) | 4(143%) | 0.000 | 196
49 (44.1%) | 51 (91.1%) 19 (65.5%)

8 (7.2%) - 3 (10.3%)

54 (48.6%) | 5 (R Q%) 7(24.1%) | 0.000 | 196

As reflected in Table 5.42 above, 58.0% - 79.5% of the respondents in the age group
24-30 years disagreed with four of the nurse managers’ commitment descriptors,
while just over 50% (51.8% - 55.4%) agreed with three items. This age group
particularly disagreed that nurse managers had ward programmes for teaching
students, that nurse managers devote time to teaching students and that nurse
r  gers feel teaching is the work of lecturers. On the item nurse managers ensure
safe environment for patient care, 58.0% disagreed. The same age group however
agreed that nurse m

gers were flexible to students’ time in clinical settings, and that

nurse managers counsel staff.

The age group 31- 40 years on the other hand agreed (66.1% - 91.1%) with four
items. These were that nurse managers were flexible to students’ time in the clinical
area, they ensured safe environment for patient care, counsel staff and checked on
adequacy of facilities for patient care. About 54.5% - 60.7% however disagreed that
nurse managers had programs for teaching students and that nurse managers feel
teaching was the work of lecturers. The majority of the 41+ years (53.6% - 86.2%) on

the contrary agreed with all but one item on nurse manager’s commitment.
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61 (67.8%)
4 (4.4%)
25 (27.8%)

42 (46.7%)
1(1.1%)
47 (522%)

100 (90.9%)
2 (1.8%)
8 (7.3%)

0.000

200

79 (73.1%)
7 (6.5%)
22 (20.4%)

The © lings above indicate that males’ perceptions were mixed, while females agreed
with most of the descriptors of nurse managers’ commitment. Seventy eight (78.0%),
63.3%and 52.2%o0f the males disagreed that nurse managers devoted time to teaching
that nurse managers ensured safe environments for patient care and that nurse
managers coordinate teams for teaching respectively. The majority of the female
respondents (60.6% — 90.9%) agreed with most of the items, except one, that nurse

managers devoted time to teaching. The differences between males and females were

significant at p values as indicated in Table 5.43.
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care, counselled staff, counselled students and coordinated the team for both patient
care and for teaching. An overwhelming majority of the staff/ nurse managers, (52.5%
- 98.4%) however, agreed with all but two of the nurse managers’ commitment
descriptors, while an additional 52.5% agreed that nurse managers devoted time to
teaching. Descriptors they disagreed with were that nurse managers felt teaching was

the work of lecturers, and that the nurse manager had programs for teaching.

The nurse lecturers also agreed with some items and disagreed with others. A
moderate majority (51.2% - 79.1%) agreed, with most items, while another 66.7% -
81.4% disagreed with two items, that nurse managers had ward programs for teaching
and that nurse managers devoted time to teaching.

The differences are significant at p values as reflected in Table 5.44 above.

5.4.16 Cross Tabulation of Nurse Managers’ Commitment by Qualification.

Findings are presented in the table that follow.

17 (31.5%) 24 (57.1%)
8 (14.5%) 4 (9.5%)

29 (53.7%) 14 (33.3% 0041 104

42 (77.8%) 22 (52.4%)

4 (7.4%) 4 (9.5%)

8 (14.8%) 16 (38.1%) o3 | oA
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56 (54.9%) 40 (74.1%)
2(2.0%) | 5(93%)
44 (43.1% | 9(16.7%

24 (64.9%)
2(5.49
11(29.7%) | 0.007

193 l

As reflected in Table 5.46 above, respondents with 0-5 years of experience have
disagreed with most of the descriptors, differing with other experience levels. Specific
items they differed with were that 79.6% disagreed that nurse managers had ward
programs for tea *° 3, for nurse managers devoted time to teac’ ™ |, 77.7% in same
experience level disagreed. While, 63.7% disagreed that nurse managers felt teaching
was the work of lecturers. Conversely, 51.0% - 70.6% of the same experience level
agreed that nurse nagers were flexible to students’ time in the « " ":al area; role
modelled care, counselled staff and coordinated the teams for both patient care and
teaching. Another 59.2% of the same experi € level disagreed that nurse managers

ensured safe environment.

The majority (60.7% - 92.9%) of the 6- 15 years of experience agreed with most of
the nurse managers’ commitment descriptors. However, they disagreed that nurse
managers had ward programs for teaching (63.6%) and that nurse man: rs devoted
time to teaching (51.4%). But were not sure on nurse managers felt teaching was the

work of lecturers.
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18 (64.3%) | 32 (56.1%) 54 (71.1%) | 8 (26.7%)
4(143%) | 5(8.8%) 3 (3.9%) 7(23.3%)
6 (21.4%) | 20 (35.1%) 19 (25.0%) | 15(20.0%) | 0.001 | 191
20 (71.4%) | 30 (54.5%) 54 (72.0%) | 14 (45.2%)
1(3.6%) | 2(3.6%) 1(1.3%) 5 (16.1%)
7 (75.0%) 23 (41_8%) 20 (76 T\ 123N 0 ono 189

Table 5.47 above reflects that although percentages are not that high, there are
significant differences in how nurse managers were perceived in referral hospitals,
district hospitals, clinics and training institutions. Majority of the respondents 61.3% -
77.4%, across settings disagreed that nurse managers had programs for teaching.
About 59.5% - 61.4% agreed that nurse managers took rounds with students for
district and referral hospitals, while 63.3% at training institutions disagreed for nurse

manager, does ward rounds with students.

On whether nurse manager's counsel students, 46.9% from referral hospitals agreed
and 43.6% agreed that nurse managers checked adequacy of facilities and equipment
for patient care at re ral hospitals. Lastly 45.8% agreed that nurse managers at
referral hospitals coordinated teams for teaching. The differences between referral
hospitals and other types of settings were significant as reflected by the significance

level in table 5.47
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Another 76.4% - 94.5% across age groups agreed that students were allowed to ask
questions, while 68.8% - 89.7% agreed that students’ questions were answered

satisfactorily.

Contrary to the above responses however, there were some differences on perceptions
of interpersonal relations described by the rest of the items. The age groups 31- 40
years and 41+ years further agreed that the unit was a happy environment for both
patients and staff (75.9% - 79.6%), that patients were allowed enough time to rest
(70.4%- 79.3%) and that units had too many routine rituals (53.7% - 58.6%). The
same age groups however, disagreed that students were expected to obey registered
nurses without questions (65.5% - 83.6%), that nurse managers regarded students as
workers rather than learners (58.6% - 63.6%), that nurse managers expected students
to provide care without supervision (62.1% - 78.2%), that they learn more from other
students rather than from staff (67.9% - 76.4%) and that only doctors answer students

questions satisfactorily (76.4% - 93.1%).

The age group 24- 30 years, on the other hand differed with the last two age groups in
that they agreed or disagreed on different items. This particular age group (53.6%)
disagreed that the unit was a happy environment for both patients and staff. Sixty- one
(61.6%) disagreed that the unit had too many rituals. While 50.0% agreed that
students were expected to obey registered nurses’ instructions without questions and
65.2% agreed that nurse managers regarded students as workers. Furthermore, 64.3%
agreed that nurse managers expected students to provide care without supervision,

while 63.1% agreed that only doctors answer students’ questions satisfactorily.
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On the contrary, 53.8% of the males agreed that students were expected to obey
registered nurses’ instructions without question, while 74.3% of the females
disagreed. Another 61.5% of males agreed that nurse managers regard students as
workers, against 64.2% females who disagreed. Sixty one percent (61.5%) of males
agreed that nurse managers expect students to provide care without supervision, while
64.28.6% females disagreed. The differences between males and females on all of

these items were significant at the levels reflected in table 5.49.

In the next three items, both male and female respondents agreed with the descriptors.
Majority of the males (87.8%) and females (83.0%) agreed that unit shifts allow
students to gain the widest possible experiences. Seventy three percent (73.0%) of the
males and 92.7% of the females agreed that students were allowed to ask questions. A
further 70.3% of the males and 78.6 of the females agreed that student’s questions
were answered satisfactorily. Finally, 56.0% of the males agreed that only doctors
answer student’s questions satisfactorily, while 64.8% of the females disagreed. All
the differences among males and females were significant at p levels reflected in table

5.49.
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5.4.21 Cross Tabulation of Interpersonal Relations by Qualification. Findings are

presented below.

6 (11.1%) 15 (35.7%)
3 (5.6%) 2 (4.8%)
_ 45 (83.3%) 25 (K070 nnia 96

There were only two items, which showed significant differences by qualification
(refer to table 5.50 for p values). These were nurse managers explain instructions
coming from above, where 94.4% of diploma holders and 70.0% of the degree holders
disagreed. For the item nurse managers expected students nurses to provide care
without supervision 83.3% of the diploma holders and 59.7% of the degree nurses
disagreed. Although both of these two groups agreed with one item and disagre:

with the other, their levi* of agreement/ disagreements were significant at p values

reflected in Table 5.50.
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The differences among the groups for both items were significant at p value 0.000.
Fifty-seven (57.8%) of the students further disagreed the unit was a happy
environments for both patients and staff, while 90.0% and 54.8% of staff and lecturers
agreed respectively. A further 74.6% of the nurse managers and 72.1% of the lecturers
agreed that patients were given enough time to rest, while 50% of the nurse managers

and 55.8% of the lecturer agreed that units had too many rituals.

On the other hand, 56.7% of the students agreed that, they (students) were expected to
obey registered nurses’ instructions without asking questions, when 85.0" of the nurse
managers and 62.8% of the lecturers disagreed. Sixty- five percent (65.6%) of the
students and 55.8% of the lecturers agreed that nurse managers regarded students as
workers, rather than learners, while 71.7% of the nurse managers disagreed. A further
71.1% of the students agreed that nurse managers expected them (students) to provide
care without supervision against 90.0% of the nurse managers who disagreed.
Moreover, 80.0% of the nurse managers and 52.4% of the lecturer disagreed that
students learn more from other students rather than staff. The differences among
students and the other groups on these items were all significant at the p levels

reflected on table 5.51

For the next three items, the majority of students, nurse managers and lecturers agreed
with the descriptors. Above eighty percent (86.7%) students, 82.5% nurse managers
and 86.0% lecturers agreed that the unit shifts allowed students to gain the widest
possible experiences. Another 75.3% of the students, 98.3% of the nurse managers
and 85.7% of the lecturers agreed that students were allowed to ask questions, while

65.6% of the students, 86.7% of the nurse managers and 76.7% of the lecturers agreed
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that students’ questions were answered satisfactorily. For the last item, 67.8%
students agreed that only doctors answered students’ questions satisfactorily, while
84.7% of the nurse mangers and 62.8% of the lecturer disagreed. The differences

among students and the other groups on these items were all significant at the p levels

reflected on table 5.51.
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5.5 QUALITATIVE DATA

5.5.0 Introduction

This section was preceded by the quantitative data analysis, which involved the use of
descriptive statistics. The currents section focuses on qualitative data analysis in

which narrative words are used to portray the respondents’ descriptions

The qualitative data allow the researcher to “collect data on numerous aspects for the
situation in order to construct a complete picture,” (Mouton & Marais, 1993: 205).
Since each individual experiences every situation differently, the approach is suitable
in this study as ... “it assumes that subjectivity is essential for the understanding of

human experiences” (Burns & Grove, 1993: 28).

Qualitative data were not subjected to vigorous qualitative analysis procedures. The
reason being that, where expressed views were related to specific questions, not much
variation was expected. The main purpose for soliciting these expressions was to
validate quantitative findings through method triangulation, and provide richer details,
Miles and Huberman (1994). Thus the researcher was open to new lines of thinking
and allowed new ideas to provide fresh insight into the problem being studied, in
order to “draw conclusions about what constituted the truth,” Polit and Hungler

(1997:305).

Respondents decided to volunteer for additional information as and when they chose.

The differences in population were therefore a result of disparity in total responses for

each broad area.
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Out of the total who raised these concerns, 44 (37.9%) were lecturers, 41 (35.9%)
were students while 31 (26.7%) were nurse managers. The concerns centred around
two main factors, which were "lack of variety of learning experiences in most settings,
and patient-student ratio problems” where there were many students for inadequate

patient populations.

However, respondents expressed specific aspects of these main concerns as:

"Seriously ill and interesting cases are referred out (20.7%);

Twenty- nine (29.3%) were concerned about lack of variety of learning

experiences in most cases, which forced students to deal only with common

conditions such as HIV/ AIDS and TB;

e Seventeen (17.2%) described most settings as lacking surgical and advanced
nursing procedures thus led students only to learn theoretically;

e Lastly, 38 (32.8%) were concerned about patient-student ratios being

problematic as there were not enough patients for the large number of

Students.

Next, respondents expressed their views on curriculum requirements impacting on

clinical learning.
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When students and lecturers were added together (45.6% + 36.7%) an overwhelming
majority of 82.3% who described interpersonal relationships as non-conducive to
learning, were in nursing education, while 17.8% were in nursing service. The

descriptions included:

e Some clinical staff members were not motivated or interested in teaching and
supervising students, they leave patient care to students alone, rarely do they
supervise or monitor events in their units.

* (Clinical nurses expect students to help with patient care, lecturers expect students
to finish procedures, lecturers scold students if they do not finish in time; thus
lecturers and clinical nurses give conflicting instructions and confuse students.

¢ Nurse managers complain about students not behaving properly, threaten to chase
away students if they do not help with patient care and are not interested in
students learning.

o There is no collaboration between lecturers and clinical staff and thus hampers
student learning.

The non conducive relationships therefore appeared to fall into categories such as "not

motivated/ interested to teach," expecting students to work instead of learning and

giving conflicting instructions, "nurse manager not making students part of the team”

and lack of collaboration between lecturers and clinical staff."
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It is interesting to note the contrast between nurse managers, on one side, and
lecturers and students on the other. As previously indicated in Table 5.63 above,
49.2%) of the nurse managers described their role as conducive.

The same observation was made with the non-conducive clinical interpersonal
relationships, where students and lecturers constituted 82.3%, against 17.8% nurse
managers. Likewise, 42.3% of the lecturers and 31,6% of the students (a total of
72.9%) described the role of clinical staff as non-conducive against 22.1% of the

nurse managers.

5.5.12 CONCLUSION

Qualitative and quantitative approaches were blended in the investigation of this
research project. The findings seemed to be complementary, especially when data is
cross- tabulated and responses of individual groups within ther sample become
evident. Significant differences were found in how the three groups perceived the
clinical learning environment. Qualitatively, most students and lecturers expressed
dissatisfaction regarding the conduciveness of the settings, while a few nurse

managers believed the contrary.

The results correlate with those of Netshandama-Funyufunyu (1997: 90-91) and
Mhlongo (1994: 117) who found that nurse managers (unit sisters) were interested in
clinical teaching. However, their role was hampered by, "lack of resources, shortage
of staff, too many students, overcrowded units/ wards and non-involvement of

lecturers,” thus rendering the clinical learning environment non-conducive.
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This chapter has presented study findings, focusing on reliability testing, factor
analysis and cross-tabulation of demographic and quantitative data. Lastly, the chapter
presented qualitative findings. The following and the last chapter will focus on
discussion of findings with a view to draw conclusions and come up with

recommendations.
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CHAPTER 6

DISCUSSION OF FINDINGS, CONCLUSIONS, LIMITATIONS AND

RECOMMENDATIONS

6.1.0 INTRODUCTION

The previous chapter dealt with data analysis, where both qualitative and quantitative
methods were utilized to derive study findings. This chapter will focus on discussion
of the study findings and conclusions drawn from the study. Limitations inherent in
the conduct of this project were described and recommendations presented. Various
clinical learning settings were explored for their conduciveness for the educational
preparation of student nurses. Through the use of a questionnaire, which consisted of
closed ended and open-ended parts, nursing students, nurse lecturers and nurse unit
managers expressed their views on the status of the clinical learning environment.
The findings on the views of these three groups were cross-tabulated to determine if
there were any significant differences in their perception of the clinical learning

environment,

6.1.1 PURPOSE OF THE STUDY

The purpose of this study project as described in chapter 1, was to identify and
describe factors in the current clinical learning environment used for nursing students,
with a view to identifying and proposing strategies to nurture those which facilitate,

while improving those that impede learning.
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To this end therefore, the project aimed to:

. Determine and describe factors in the clinical settings, otherwise known as
clinical learning environment (CLE) which were perceived by students,
lecturers and nurse managers to facilitate learning,

o Identify and describe those factors perceived by students, lecturers and nurse
managers as impeding learning.

) Determine and describe the differences in the facilitative and impeding factors
as perceived by students, lecturers and nurse managers.

. Determine the extent to which clinical learning environments facilitate or

impede learning for student nurses in Botswana.

6.2.2 LIMITATIONS OF THE STUDY

The study was conducted amidst a lot of limitations, which included:

. The study used only year II nursing students from the then five health training
institutions, which were training general nursing students. The first year
students were excluded on the premise that they had not gained enmough
experience to enable them to form opinions about the conduciveness of the
clinical learning environment. The year III students, on the other hand were
excluded, because they do internship the whole year, with minimal contact
with lecturers, their learming experiences were structured differently and they
therefore did not meet the inclusion criteria. The views of students expressed
in this study therefore may not necessarily represent the views of the entire

nursing students:
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One nursing college had just started training general nursing students, and had
no second year students. It was therefore excluded as it did not meet the set
criteria by then.

The study was conducted over a long time, (1998-2000) by the time the
project was completed; some findings may be no more valid.

Data collection tool allowed for the undecided column for when respondents
were not sure. Most of the time, a few respondents may be undecided.
However, when cross-tabulations were done, the few who were undecided
would become 100%, thus distorting significant levels. Readers are therefore
cautioned to bear this in mind when interpreting the significant values.

The researcher had planned to conduct observation of study settings in order to
collect first hand information and verify, that which was reported by
respondents. However, facility management felt uncomfortable with this
technique. It was therefore left out in order to respect the rights of the
subjects. This exclusion is viewed as a limitation, which may reduce the
validity of the findings.

The study sample consisted of only second year nursing students, lecturers and
nurse unit-managers. Exclusion of other members of the interdisciplinary
team, may bias study findings.

Clinical settings used especially in clinics were conveniently picked; they may
therefore not be representative of the clinics in the country used for student
clinical learning.

Question items 4.10 and 5.4 had very low clarity levels indicating that they
were not clear. Respondents may have had difficulty understanding them and

responses given may not be a true reflection of the situation.
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. Staffing had four items with reliability coefficient of .2676 and interpersonal
relationships had 2 items at .2761, both of these were below the acceptable .70

and therefore may not have been very reliable.

6.2 DISCUSSION OF FINDINGS

The findings of this study are discussed according to the research questions found in
section 1.7 of chapter one. However, before the study findings are discussed a
summary of demographic findings is reviewed. The researcher believes that these
demographic findings form the basis for discussing both quantitative and qualitative

findings.

6.2.1 Demographic (data) findings

Participants of the study consisted of student nurses, nurse lecturers and nurse
managers, proportionally selected into the sample. Although a total of 240
questionnaires were sent out, the returned questionnaires were 202, making a response
rate of 84%. Findings reveal that of those who returned questionnaires, 56.9% were
in the age range 24-30 years, 27.7% were among the 31-40 years while only 15.4%
were 41 years and above. The logical explanation was that the majority of

participants 46.2% were students who start training in their early 20s.

Furthermore, data indicate that participants had worked in various clinical and

training settings, held different positions, had varied work experiences, and belonged

to both male and female gender categories.
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Study variables were therefore cross- tabulated against these demographic factors to

determine the differences in perceptions of the clinical learning environment.

6.2.2 Data Collection Instrument

Data was collected using a self-developed instrument, which consisted of three (3)
parts. Part 1 solicited demographic data, part 2 requested for study data through a
close-ended self-report Likert type scale. The last part was an open area, which
requested participants to freely express their own opinions, feelings and experiences
in the form of comments. The close-ended questions were tested for reliability, using
Chronbach alpha. Findings revealed that most items had a reliability index above the
acceptable level of .70 (LoBiondo-Wood & Harber 1994:374, Polit & Hungler

1997:297, Burns & Grove 1993:339).

Validity was verified through factor analysis of all items in the 5 subscales, making
up the instrument. Factor loading cut off of .30, (Burns & Grove, 1994: 542) was
used as a reference point. The majority of factors loaded above .50, except 5, which

loaded between .35707 and .49963.

6.2.3 SUMMARY OF MAIN STUDY FINDINGS

6.2.3.1 Summary of Factors which were Perceived to Facilitate Clinical Learning

Space/Unit organization

° Acceptable Unit organization, 53.3%,
. Adequate, space 51.5%,
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Care Standards:

. Resource availability and accessibility to students,

. Adequate staffing with qualified staff and their participation
° Appropriate and quality patient care by nurses 57.1-67.5%,
° Acceptable quality patient care role modelled 57.8%,

. Acceptable care standards 50.7-75.4% ,

. Patient comfort relationships and advocacy 63.5-85.1%,
Availability of learning experiences:

Clinical learning experiences available

Role of Clinical Teache/Lecturer.

. Availability and involvement in teaching and learnersupport 53.5%
. Willingness tosupport and assist learners 65.2%,

. Collaboration between lecturers and clinical staff 65.1%,

. Quide and supervise learning,

. Role model appropriate care,

° Provides positive feedback to learners 65.0%

° Lecturers available to teach and support learners 61-65.0%

. Conducive relationships among staff and students

Nurse manager’s commitment:

. Nurse managers are involved in teaching

. Nurse managers create learning environment 66.2%,
° Nurse managers role model care 57.8%,

. Nurse managers ensure safe environment 58.8%,

. Nurse managers provide resourses 61.2%,

° Nurrse managers coordinate care 80.6%.
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Team building:
e Nurse managers lead the team,
e Build and include students in the team,
e Create conducive team relationships 55.0-85.3%

o Foster staff-client relationships 49.2-57.8%.

Interestingly, the same factors were also identified as impeding learning and therefore
needing improvement. Respondents particularly expressed dissatisfaction with the

following factors, which were expected but were not adquately occurring/available.

6.2.3.2 Factors perceived to impede clinical learning included:

. Resource inadequacy, and inaccessibility to students 51.3-55.8%,
. Non availability of space for students’ belongings 58.5%,

. Inappropriate use of nursing process 50.0-71.9%,

. Inadequate/shortage of staffing 53.0%,

. Inadequate learning experiences

. Non-conducive relationships 50.7-59.2%

o Inaduate collaboration between education and service,
. Inappropriate care role modelled,

. Inadquate learner support, and

. Inadquate nurse managers’ commitment.

In order to determine if there were any significant differences in the facilitative and
impeding factors as perceived by students, lecturers and nurse managers, the above

findings were cross tabulated with demographic variables.
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Chi-square test was used to determine the significance of the differences. All
findings <0.05 were considered significant (Polit & Hungler, 1997: 361, SPSS version

6.1.2 1993).

6.2.4 Findings on Cross Tabulation

6.2.4.1 Clinical setting by position

The students disagreed with one description of the clinical setting, therefore
significantly differing with both nurse lecturers and nurse managers. The significant
level was p0.028. Although students agreed with the rest of the items, they were on
the low range compared to nurse managers and lecturers. On the other hand, they
were higher than the other two groups on items disagreed upon. This led the
researcher to conclude that students were not quite happy with clinical settings. The

specific areas with which students were unhappy included descriptions such as:

- Non conducive organization of the unit
- Inadequate patient populations
- Inadequate length of time of patient stay

- Limited learning experiences

Comparing clinical settings by the type of setting seemed to support student views
that most settings were not conducive to learning. Findings on this comparison are

presented as follows:
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6.2.4.2 Clinical setting by type of setting

Results of a chi-square test indicated that referral hospitals were significantly different
from district hospitals as teaching clinical settings. Respondents agreed that the
referral hospital as clinical learning settings provided factors, which facilitated

learning, while on the other hand district hospitals provided only some of them.

The factors mainly found in referral hospitals and either lacking or inadequate in
district facilities were:

- Adequate space,

- Resource availability,

- Range of experiences available,

- Variety of patient conditions available,
- Reference materials available, and

- Adequate patient populations.

Even though students and lecturers seemed to agree with some items, here too, their
agreements were far too low compared to the nurse managers’ responses. It would

appear that these respondents had concerns about some of the clinical settings.

These findings appear to be in agreement with the views of students above, who
perceived most clinical settings as non-conducive. There are only two referral
hospitals used in the study (and these are the only two available in the country),
against many other types of settings. This then may mean that the majority of the

clinical settings do not provide environment conducive to learning.
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In order to verify these findings, respondents provided qualitative descriptions of the
clinical settings in the form of narratives, as presented below:

- Some units are too small, overcrowded, and congested; it is difficult to
accommodate staff, patients, and students. This type of setting and.its
organization hinder learning.

- There is no privacy for patient care, other patients hear and see what
is being done on others, and this makes patients uncomfortable.

- There is no space for students’ belongings.

It was interesting to note that out of the eighty-two who volunteered to respond to
open ended question, 25.6% were students, 32.9% lecturers, while 41.8% were nurse
managers. All these therefore were in agreement about factors in clinical settings,

which impede learning. This finding validated the quantitative ones above.

Furthermore, one hundred and sixteen (116) respondents described experiences in
these settings as not conducive to learning. Descriptions are presented as narratives

direct from respondents below:

- Most settings lack variety, only deal with common conditions like
HIV/AIDS and tuberculosis.

- Seriously ill and interesting cases are referred out.

- No surgical and advanced nursing procedures in most settings,
students only learn these theoretically.

- Patient-student ratios are problematic; there are not enough inpatients

for large numbers of students.

The above observations seem to negate the findings of Mirtel-Bruce (1992) that
acquisitions of clinical skills require practice. Where experiences are not available, it

is impossible to practise. Respondents equally shared this view. Students made
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(35.4%). lecturers (37.9%) and nurse managers (26.7%). Based on the findings
above, one can therefore conclude that respondents of this study perceived most
clinical settings used for students learning as not providing the necessary factors,
which facilitate learning. Clinical settings were therefore not conducive to clinical
learning in this context.

The findings seem to support those by Perese (1996:281), who observed that among
other things, “diversity of learning opportunities and direct involvement with
patients” was one of the positive factors influencing student clinical learning. With
the same breath, lack of diversity of learning opportunities deny students direct

involvement in patient care, and therefore hinder cinical learning.

More findings were cross-tabulated to further test for significant differences. Patient
care was therefore tested against respondents by age, gender, qualification, years of

experience, position and the type of setting. Findings are presented below:
6.2.5 Patient Care/Practice Standards
6.2.5.1 Patient Care/Practice Standards by age

. Findings reveal that most (55.0%-87.5%) of the age 24-30 vears, whichr
consist of 56.9% of the students (figure 4.1) differed signiﬁcantly (p0.000-
0.033) with both the age group 31-40 years and the 41+ years. Respondents
appeared to perceive patient care standards as one of the key factors in a

clinical learning environment.
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. The contention here was that for the clinical learning environment to be
conducive for learning, appropriate patient care must be role modelled by
qualified staff, Reilly & Oermann (1992), Wilson (1994) and Forthergill-
Bourbonnais & Higuchi (1995). Contrary to this view though, students who
although agreed, were concerned about poor patient care standards, and
seemed unhappy that although activities were agreed to as occurring. The
following areas were not satisfactory:

- Patient needs being given priority,

- Patient care documention,

- Privacy in patient care,

- Patient care being organized and holistic,

- Patients participating in their own care, and

- Monitoring of patient care.

It would appear that the male respondents were also not happy with some of the
patient care standards, and cross-tabulating the findings by gender revealed significant
differences. Even those items agreed upon by male respondents, the agreement levels

were lower than by females.

6.2.5.2 Patient Care/Practice Standards by Gender

. The marginal number of male respondents (49.4%-64.8%) and 74.8%-80.6%
of the females agreed that:

- Privacy is key to patient care,

- Patient needs are given priority,

- Patient care is individualized,

- Nurses relate therapeutically with patients,

- Patients were given adequate information about their care.
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However, when compared to the female respondents, the males seemed very unsure
about the above patient care descriptors. One can therefore deduce that they were
uncomfortable because even though some of the care activities were done, they were
not satisfactory. Unlike the above, both males and females were quite confident about
the two items that; patient care was safe, organized and holistic, 73.6% males and
75.5% of the females agreed. For patients participate in their own care, 85.7% of the
males agreed against 84.4% of the females. In such comparable responses, the

researcher believes findings may represent the true perception of all respondents.

A further testing against demographic variables revealed even more startling
information. When tested against qualification, the following revelation became

apparent.

6.2.5.3 Patient Care Standards by Qualification

The responses of diploma holders and those of degree holders were significantly
different (p0.000-0.016). The majority of diploma holders (72.7%-98.2%) agreed
with all patient care descriptions. On the other hand, some of the degree holders
(28.6%-71.4%) also agreed with the same descriptions. However, those who agreed
were very few compared to diploma holders. This did cast doubt in the mind of the
researcher about how confident they were. Another section of degree holders 43.9%-

64.3% disagreed on some items similar to those raised, under age and gender.
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In addition to the concerns raised under age and gender above, the degree
respondents were concerned, and disagreed with the following patient care standard

descriptions, that:

- Patient care standards were consistent with what students were
taught,

- Settings had practice standards to guide patient care,

- Patient records reflected current nursing care standards, and

- Units utilized nursing process effectively while providing care.

Furthermore, testing the above factors against respondents’ years of experience

verified the findings above.

6.2.5.4 Patient Care Standards by Experience

Once again significant differences were observed when a chi-square was used to test
for differences in perception of patient care standards by respondents of differing
years of experience.

Most of the respondents (48%-88.’3%) with 0-5 years of experiences, who happened
to be mostly students, while agreed with some descriptors, appeared ambivalent about
patient care standards. Of particular interest was the fact that patent care was not
monitored, documented, safe, organized and holistic, that privacy was not provided
when giving care nor priority given to patient needs, and that patients were not given
adequate information to make informed decisions about their own care. The 0-5 years
of experience were also disagreed that units used nursing process effectively. The

significant levels ranged from p0.00 to p0.008.
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It is ironic for some standards of care to be perceived as not acceptable in clinicai
settings used for students learning. If students are to be competent qualified
practitioners upon completion of their training, they should learn from those role
modelling and providing appropriate and quality care, and effectively using an

acceptable nursing practice model ‘the nursing process.’

This view is consistent with those expressed by previous researchers, Attridge
(1996:406-412), who alluded to the need to have “committed clinical role models who
are practicing desirable role with success”. In agreement with this view, Slimmer,
Wendt and Martinkus (1990:127-132) attributed the “quality of nursing service to the
quality of nursing education.” According to Dunn & Hansford (1997:1299-1306),
both nursing education and nursing practice “have to collaborate to improve nursing

education in order to train competent nurses to provide quality patient care.”
6.2.5.5 Patient Care Standards by Position

Significant differences were also found between nurse managers on one hand and
students and lecturers on the other. Students and lecturers, although agreed with most
items, were adamant that patient care standards were not up to acceptable quality.
Based on this seemingly uncertainty, all disagreed responses by >30% were taken as
confirmation of dissatisfaction. Incidentally in this case, it became clear that students

were particularly dissatisfied with:

- The use of nursing process by clinical nurses, which was ineffective,

- Not monitoring, documenting or individualizing patient care,
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- Failure to provide privacy, not giving adequate information nor give
priority to patient needs by clinical nurses,

- Nurses not advocating for patients, nor allowing them opportunity to
participate in their own care,

- Patient care that was not safe organized and holistic,

- Units used task allocation instead of patient allocation,

- Nursing care that did not reflect standards conmsistent with what
Students were taught, and,

- Units had no practice standards to guide patient care.

On the basis of the significant differences observed when comparing patient care
standards by age, qualification, experience and position, one can deduce that on the
whole, students who happen to constitute majority of the 24-30 years, 0-5 years
experience and also bear student position were 2-3 times more dissatisfied with
patient care standards. This difference may be attributed to the fact that the quality of
patient care is one of the key factors in the creation of clinical learning environment,
and students who are very fresh with theory are quick to pick up inappropriate
practices.

These findings are in support of the view by Mogotlane & Alexander (1996), who
observed that material taught in class should be relevant to what students see as the
reality of practice. Put in words, clinical practice must be consistent with what

students are taught.

The type of setting however also contributed to patient care standards. Most of the
respondents, including students agreed that referral hospitals provided better quality
care, with significant levels of difference from other settings ranging between p0.000

to p0.013.
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The reason for this discrepancy may be due to the fact that referral hospitals are
staffed with various types of specialist personnel and resources of all types are
concentrated there. Respondents of health Training facilities however perceived this

differently.

6.2.5.6 Patient Care Standards by Type of Setting

Comparison of clinical setting by position (5.29) above indicated that nurse managers
differed with both students and lecturers. They were concerned about the “non
conducive organization of units, inadequate patient populations, inadequate length of
time of patient stay, and limited learning experiences”. Conversely, comparison by
the type of settings (Table 5.30) did reveal that referral hospitals provide better
factors, which were conducive for learning. Such factors were identified as
“adequate and organized space, available resources, and wide range of learning
experiences, variety of patient conditions, adequate patient populations, as well as
provision of reference materials”.

One can therefore conclude that referral hospitals were better placed to provide
quality care and contribute to the formation of conducive learning environment.
However comparison of patient care by type of setting revealed that, while clinics,
district and referral hospitals were perceived to provide appropriate care. Majority of
respondents from training institutions (lecturer) disagreed (51.7%-77.4%) with most

items and agreed with only one. They disagreed that:

- Patient care standards were consistent with what students were taught,

- Units had practice standards,

1

Patient records reflect current practice standards.
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However, they agreed (51.6%) that patient care is safe, organized and holistic, while
32.3% of same group disagreed. to the research; this finding is in contradiction to
others above in most of the students and lecturers, as well as degreed nurses expressed
concern.

As with other findings, respondents elaborated on their perception by way of
expressing their opinions, experiences and feelings in general comments. One
hundred and eighty four (184) respondents described patient care standards as poor
and not conducive to learning. Invariably, respondents were all reasonably
represented. Out of the total 184, 40.2% were lecturers, 34.2% nurse managers, while
25.6% were students. Descriptions used in narrative form are presented below:

- Qualified nurses do not role model good care standards, they use poor
aseptic technique for sterile procedures,

- What students are taught is not practised in the clinical settings, for
example, vital signs are sometimes not recorded, reflecting that they
were not checked,

- There is no consistency and uniformity in monitoring an documenting
patient care,

- No privacy is provided, although curtains are available around each
bed, they are not used, patients hear and see procedures done on
others.

In addition, respondents described what they believed contributed to poor standards of

care. Narratives of such descriptions included the following:

- Clinical nurses do not read to keep up to date with current
trends in patient care,

- There are no written standards to guide patient care, in most
settings,

- Where some kinds of standards exist, they are not consistently

used.
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On the whole therefore, all participants of this study seem to agree that patient care
standards are perceived to be a key factor in clinical leaming. Nevertheless, they are

deplorable, and thus rendering clinical learning environment non conducive.

6.2.6 Staffing Implications on Clinical Learning Environment

The role of staffing in creating a conducive clinical learning environment cannot be
over emphasized. Several literature reviewed, suggested that staffing is one of the
key factors in creating a conducive clinical learning environment, (Quinn 1995, Dunn
& Burnett 1995, Reilly & Oermann 1992 and Wilson 1994).

Findings of the current study were tested against age, gender, years of experience,
nursing qualifications and position. Significant differences were observed by each

comparison and details are presented next.

6.2.7.1 Staffing Inputs by age

Comparison by age revealed that the 24-30 years group while agreeing with most
items differed significantly (p0.000-0.022) with other age groups. This particular age
group, who incidentally are mostly students (see figures 5.1 and 5.4), were dissatisfied
with staffing inputs in clinical learning. They thus disagreed with descriptions that

- Qualified nurses supported student learning,

- Clinical nurses collaborated in selecting learning experiences,

- Nurses were willing to guide and supervise students,

- For lecturers were only available to evaluate students, the age group

24- 30 years agreed, while others disagreed.
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6.2.7.2 Staffing inputs by gender

Staffing inputs by gender revealed significant differences between male and female
respondents, at p0.000. The rnaie respondents disagreed with one description of
staffing inputs, While only moderately agreed on the other two. The female
counterparts however agreed with all three descriptors. Discrepancy in perceptions
were observed in areas such as:

- Qualified nurses support student learning,
- Nurses were willing to collaborate in selecting learning experiences.

- Nurses are willing to guide and supervise students.

Even when male respondents agreed, those who disagreed were still too many to be
ignored, these included 38.5%-46.7% of the males who disagreed. The differences

between males and females were significant at p0.000, as indicated in Table 5.38.

It should be noted that male respondents and the age group 24-30 years disagreed on
the same factors, which they both perceived to be not occurring and therefore

hampering clinical learning.

6.2.7.3 Staffing input by qualification

Strangely though, when staffing inputs were crossed by qualifications, diploma
holders (who were also predominantly nurse managers) significantly (0.002-0.019)
differed with degree nurses (mostly lectures). More importantly, their perceptions

differed from those noted above.
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Diploma nurse seemed to agree (89.1%) that qualified nurses supported students
learning and just above 50% agreed that lecturers were available to guide student
learning.

On the other hand, also just over 50% of the degree holders agreed that qualified
nurses supported students learning, while majority, 81.1%, agreed that lecturers were
available to guide student learning. It would appear here that each of the groups was

protecting their territories, of nurse lecturer availability and clinical nurses’ support.

6.2.6.4 Staffing inputs by experience

Furthermore, staff inputs were tested against years of experience and position. These
yielded similar findings as for age and gender. Fifty- four (54.9%) of the respondents
with 0-5 years of experience, disagreed that qualified nurses supported student
learning, 51.9%- 73.5% also agreed that nurses were willing to guide and supervise
students and that lecturers were only to evaluate students.

This group is mostly made up of students. Conversely, 69.6% of the 6- 15 years of
experience, and 83.3% of the 16+ years of experience, agreed that nurses support
students. Another 73.2% of the 6- 15 years of experience and 81.1% of the 16+ years
of experience agreed that nurses were willing to guide and supervise students. Here
too, majority were either nurse managers or lecturers. While 73.5% of the 0- 5 years
of experience, who were mostly students, agreed that lecturers were only available to
evaluate them, the nurse managers and lecturers were ambivalent on this issue with

47.3% - 48.6% agreeing and 48.6% - 49.1% disagreeing.
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6.2.6.5 Staffing inputs by position

Findings by position also showed that while most of the respondents in all positions
agreed with a number of items, the nurse managers differed with both students and
lecturers. Most students disagreed that qualified nurses support learning, both
lecturers and students disagreed that units were staffed with qualified allied

professionals. These findings were similar to those stated prevviously.

6.2.6.6  Staffing situation and its impact on clinical learning : Quantitative

Findings

s When respondents qualitatively addressed staffing and its implications on clinical
learning, they looked at three aspects, which were staffing situation, the role of
the nurse lecturer in clinical learning, and the role of clinical staff. These are

therefore discussed below in that order.
o Staffing situation

Seventy participants (70) Volunteered the1r oplmons feellngs and experlences on

e

stafﬁng situation and 1ts _Impact on chmcal learning. Out of these, thlrty (42.9%)

b e
v

were nurse managers, another thirty (42.9%) were lecturers, and ten (14.2%) were
students. Their descriptions focused on shortage of qualified staff, especially nurses

and its’ impact on clinical learning.
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The situation was described as:

- Shortage of qualified nurses and staff deny students supervision,
guidance and support. Thus shortages of qualified nurses impede
support for students.

- Inadequate staffing deprives students role modeling and result in
students being supervised by the junior members of staff.

- The general shortage of doctors, lecturers and clinical nurses
negatively affect clinical learning. Few medical staff have limited time
for input in clinical teaching.

- Allied health staff never assist students even when they were adequate

in number.

The problems of staffing are not unique to Botswana. Farrington and Cutcliffe
(1998:675) observed that there were “clear indications that shortage of staff across

all registered professions may dominate health care provision in the 21* century.”

° The role of the lecturer

Eighty- nine (89) respondents openly commented on the role of the lecturers and its’
e A2 =y

impact on clinical learning. They either described factors, which make this role to be
non conducive to learning, or suggested ways to make the role more supportive and

facilitative to clinical learning. Their descriptive narratives are presented below:

- T ()'(')ﬂmany procedures make it difficult, lecturers only teach when they
evaluate students,

- High student-lecturer ratios make it difficult for lecturers to be always
available. Every time a lecturer is with one group, other groups are

left without supervision.
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- Lecturers have both classroom and clinical teaching responsibilities,
and so are not always available due to high class-room load, as a
result some lecturers only go to the clinical area to evaluate students,
otherwise they don’t go,

- Lecturers leave students alone in clinical settings even when clinical

nurses are busy.

Based on the findings, the role of the nurse lecturers in clinical teaching seem to be
-

“overloaded and confusing, resulting in conflict” (Mundt 1997:309-316, and Burton

1998: 283). This leads the researcher to conclude that there is a need to explore the
role of nurse lecturers as perceived by lecturers themselves in Botswana context, in
more depth.

Patterson (1994:349) previously identified this problem, and proposed that, “there

was a need to explore the perspectives of nurse lecturers in clinical teaching.”
In order to improve the impact of the lecturers’ role in clinical learning, the following

suggestions were forwarded, that:

- Both lecturers and clinical nurses must do clinical teaching. Even so,
nurse lecturers should take 60% of clinical teaching since clinical
nurses are fully accountable for patient care.

- Lecturers must assist students to finish procedures, and not “yell” at
them. They must be more involved in clinical teaching.

- Lecturers must be there to respond to students’ questions, and guide

learning, especially when clinical nurses are busy.

These findings seem to echo those from previous studies. Mundt (1997: 309-316)

s e

<«

stated that a “new approach to clinical instruction by a team of clinical teachers

should be composed of faculty and clinical experts”.
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mazmg observatlon was that students (31.5%), lecturers (42.8%) and nurse

R sy

g

gers (31.5%) expressed concern about the staffing situation and its negative
¢t on clinical teaching, resulting in non- conducive clinical learning environment.

Ily, the three groups were not satlsﬁed Wlth lecturers 1nv01vement

SR ord

The role of clinical staff

y-five (95) respondents, composed of all the components of the sample raised
1s concerns about the participation of clinical staff in clinical learning/teaching.

ugh active involvement and part1c1pat10n of cllmcal staff in clinical teaching

DB b A it A g o

dentlﬁed as an 1mp0rtant factor (Mundt 1997 Attrldge 1996)

AT

g

uld appear that thls was not the case in thls study. The role of cllmcal statf was

At R 4

fore percelved as non- conducive to clinical learning. The majority (46.3%)

A RS T SR

lecturers, while 31.6% were students, and only 22.1% were nurse managers.

{inding is con51stent Wlth quantl tive findings. Most nurse managers differed

S T R B R S ST s

ficantly with students and lecturers about staffing and its implications in clinical

ing. Below Is summary of negatlve descrlptlons of clinical nurses role:

e e At SO 45 et A SN A TR

Clinical nurses do not actively seek to teach, guide, and evaluate
students, they do not role model correct nursing care for students,
some feel teaching is the role of lecturers, as they are too busy.
Clinical nurses are not concerned with students’ conduct, they leave
disciplinary action for lecturers even when the wrong action was
committed in the clinical unit.

Some clinical nurse do not teach because they do not read and keep up
to date, so they feel threatened by students who know more.

Clinical nurses do not give students feedback about their performance,

some are reluctant to assist or answer Students’ questions.
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-esearcher is forced to conclude that the students, lecturers, and nurse managers,
e e i

-

ived clinical nurses as key players in clinical learning. However, the findings

e e o A oy

¢
gly suggest that What is expected from them is not occurring, thus rendering the

e e s e

al learnmg env1r0nment non conduc1ve to learnlng

R

:onclusion one draws on stafﬁng, and its impact on clinical learning is that there
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sute shortages of all categorles of staff. This results in the students being denied

n lecturers. Shortage of staffing is not a

by doctors, clinical nurses or ev

em unique to Botswana only. Ee}rtngton & Cutliffe (1998:675) observed that
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were “clear indications that shortages of staff across all the registered health

;yon; may dominate health care provisions during the 21* century.”
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sing practice dictates the need for “know how knowledge which is embedded in

E3]

sal practice.” However, it also became clear that some staff members,
:ularly clinical nurses were reluctant or not willing to guide, supervise or assist
nts and did not keep up-to-date with current knowledge as shown by the above

tives. In such situations, clinical nurses cannot survive the demands of their

isticated clientelle, including the nursing students.

Perceptions on Nurse Managers Commitment

der to determine how committed the nurse unit managers were to clinical

ing, a chi-square test was applied to determine significant differences by age,

er, position, nursing qualification, nursing experience and the type of setting.
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6.2.7.1 Nurse Managers Commitment by age

Significant differences were observed in the age group 24-30 years, with p values
ranging from 0.000 to 0.036. The majority of this age group (58.0% - 79.5%)
disagreed with most of the descriptions of the nurse managers’ commitment. Most of
the age group 31- 40 years (66.1% - 91.1%) and 53.6% - 86.2% of the 41+ years
agreed with most of the descriptors. Areas of concern, particularly for the 24- 30 age
group, for which they disagreed, were

- Nurse manager has ward program for teaching students,
- Nurse manager devotes time to teaching students,
- Nurse manager feels teaching is the work of lecturers,

- Nurse manager ensures safe environment for patient care.

For the item nurse managers checked for adequacy of resources for patients care, this
age group was ambivalent, with 44.1% agreeing and 48.6% disagreed. The other
intersting finding was that respondents in all the three age groups disagreed that the

nurse manager had a ward program for teaching students.

It is also worth noting that for one of the disagreed for items “nurse manager feels

teaching is the work of lecturers” implied that actually nurse managers feel clinical

teaching is part of their responsibility. This finding is consistent with those by

Netshandama-Funyufunyu (1997: 94) who found that nurse managers like “on spot
teaching of students, teaching patient care, doing informal teaching and being role

model for students”. The findings ('c‘lr]‘sq/gc’)r\lvﬁvrvrg those by Mhlongo (1994:115-117)

who found that nurse managers (unit sisters) considered clinical teaching part of their

P T

responsibility.
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However, the disturbing observation was that even though nurse managers were seen

PR i i

R R R T

P ; SRS A I A g

to have a role in clinical teaching and creating conducive learning environment, it
appears that actually they did not effectively perform this role as revealed by the

findings above.

Nurse managers commitment was further compared by position, which included

s RS

e

students, nurse managers and lecturer.

T

6.2.7.2 Nurse Managers Commitment by Gender

On further cross-tabulating findings by gender, the following observations were

made; that:

e Most of the male respondents disagreed that nurse manager devotes time to
teaching, :

s Nurse manager ensured safe environment for patient care,
e  Nurse manager coordinated teams for teaching.

While male respondents agreed with females on other items, they still were few

compared to females.

6.2.7.3 Nurse Managers Commitment by position

Most of the students (53.9%-78.9%) disagreed that the nurse manager is committed to
clinical teaching- learning. Majority of the nurse managers (52.5% - 95.1%) agreed

with most of the items. On the other hand, nurse lecturers (51.2% - 79.1%) agreed

with six items, while 66.7% - 81.4%, disagreed with two.
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For the rest of the items, nurse lecturers seemed not sure about nurse manager’s
commitment. Factors of particular concern raised by the students and nurse lecturers
were:

- Nurse manager having no ward program for teaching students,

- Nurse manager not devoting time to teach,

- Nurse manager feeling teaching was the work of lecturer

- Nurse manager not attaching importance to student learning,

- Nurse manager not role modeling care,

- Nurse manager not ensuring safe environment for patient care,

- Nurse manager checking on adequacy resources for patients care

- Nurse manager coordinating team for teaching.

6.2.7.4 Nurse Managers Commitment by Qualification

The female respondents appeared to have similar perceptions of nurse managers’
commitment with diploma holding nurses, who also happened to constitute the bulk
of the nurse unit managers. Diploma holders (53.7%) disagreed that “nurse managers
feel teaching is the work of lecturers”. On the other hand majority (72.7% - 90.9%)

agreed that:

- Nurse managers attached importance to student learning,

- Nurse manager role modeled care,

- Nurse manager checked adequacy of resources and facilities for
patient care, and

- Nurse manager coordinated team for teaching and counseled staff.

Conversely, degree-holding nurses, the bulk of whom were lecturers, were marginal.
While 46.3% - 57.1% agreed with all descriptions of nurse manager’s commitment,

71.4% agreed with only one item.
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The percentages of those agreeing against the 33.3% - 39.0% who disagreed was not
convincing when compared with their counterparts holding diploma qualification. It
would seem therefore that the age 24-30 years, the students, the male respondents, the
0-5 years of experience, and the degree qualified nurses were dissatisfied with nurse
managers commitment to creating a conducive clinical learning environment, and
therefore failing to facilitate clinical learning. The female respondents and diploma-
qualified nurses on the other hand seemed happy about the nurse manager’s
commitment. The majority of the respondents agreed with nurse manager’s
commitment across settings.

However, those at training institutions disagreed with three items and were non-
commited for the rest. Interestingly though, respondents across settings, all disagreed
that nurse managers had ward programs for teaching. This finding was consistent for

all variables.

The findings above were qualitatively verified. Responses to the general comments
revealed that 59 participants described the role of the nurse manager as conducive to
learning. The majority of these (49.2%) were nurse managers themselves. The

descriptions of the conducive role of the nurse manager included the following:

- Most nurse managers accommodated student’s learning, they
designated staff to precept them, emphasized close supervision of
students and were committed to teach, although their workload does
not always allow them,

- Nurse managers assigned and requested staff to assist students, were
ready when requested to present topics to students, and did their best

to facilitate for students’ learning and create conducive environment.
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Once again these findings on nurse managers’ commitment, confirm those by
Mhlongo (1994) & Netshandama-Funyufunyu (1997), that nurse managers perceived
clinical teaching and creation of a coducive clinical learning environment as part of
their responsibility. This observation also confirmed those of Twinn and Davies
(1996:181) who found that some of the “senior ward sisters described themselves as
having more responsibility for organizing placements rather than direct student
supervision.”

On the contrary, supervisors in the community settings at the grade of ward sister
described teaching and supervision of students as their direct responsibility.

Orton, Prowse and Millen (1993:182), agreed with the finding and noted that
“qualified staff, especially the unit manager, controls the management of the unit as

well as role models nursing practice.”

The non-conducive role of the nurse manager however became even clearer when the
qualitative narratives were compared with quantitative findings. A total of eighty-
one respondents who volunteered to provide additional general information, were
dissatisfied about the nurse managers commitment. The eighty-one (81), were made
up to 53% nurse lecturers, 30% students and 16% nurse managers themselves. Some

of the descriptions used included the following narratives:

- Nurse managers neglect students, they do not make them part of the
team, they assist students only when challenged by lecturers, they
never role model care for students.

- Not all nurse managers are engaged in activities, which reflect their
commitment to students learning, they do not participate in teaching,
are too busy to bother about students, and are reluctant to delegate

staff to assist.
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- Most nurse managers never check the standards of care provided, and
are not in touch with activities of their units. Most feel they do not have

obligation for students’ learning.

These findings were in concert with those by Bezuidenhout, Koch and Netshandama
(1998:46-52) who contented that, “while acknowledged’the efforts of the ward
managers in creating and maintaining the learning environmenl, students were
dissatisfied about several aspects that appeared lacking in the clinical environment

such as good interpersonal relations support.”

6.2.7.5 Nurse Managers Commitment by experience

The above findings were also identified when testing differences by years of
experience. The 0-5 years of experience, who are mostly students disagreed (59.2%-
79.6%) that nurse managers were committed to clinical learning. A moderate number
of 53.9% - 57% agreed with some items, while 70.6% agreed with one item. Majority
of the 6- 15 years of experience (60.7% - 92.9%) and 50% - 94.6% of the 16+ years of
experience agreed with most of the items. Findings were therefore similar to those by

position in 6.2.7.3.

6.2.6.7 Nurse Manager’s Commitment by Type of Setting

The key finding here was that nurse managers in all settings did not have ward/ unit
programs for teaching. Respondents in training facilities disagreed with all descriptors
of nurse manager’s commitment, while those in other settings, agreements were very

low and seemed in doubt.
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Qualitative data did confirm that indeed nurse manager’s, while recognized as key in
creating and maintaining conducive clinical learning environment. They were infact

failing to execute this responsibility satisfactorily.

6.2.8 Perceptions on Interpersonal Relationships

Findings on interpersonal relationships were also correlated with age, gender,
qualification, and position. Significant differences were noted when a chi-square was

applied.

6.2.8.1 Interpersonal Relations by Age

The three age groups although agreed on most items responded differently on others
and the difference were significant at values of p0.000 to p0.021. Specific items
which seemed to cause concem particularly for the 0- 5 years of experience were that:

- Nurse managers did not have ward programs for teaching

- Nurse managers did not devote time to teaching

- Nurse managers felt teaching was the work of lecturers.

- Nurse managers were not ensuring a safe environment for patient
care.

The three groups however, agreed on the rest of the items, although the 0- 5 years of
experience were still low.
These findings were again corroborated when comparing findings tested for

differences by gender.
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6.2.8.2 Interpersonal Relations by gender

The majority of male respondents (55.1%-73.9%) disagreed with the same factors
disagreed for by the age group 24-30 years above, and also agreed with negative ones,
agreed for by the same age group. Similarly, most of the female respondents

disagreed with those factors disagreed for by the male folks that:

- Students are expected to obey registered nurses without questions,

- Nurse manager’s regarded students as workers rather than learners
and expected them to prvide care without spervision,

- The unit was a happy environment for both patients and staff,

- Patients were given enough time to rest,

- Unit had too many routine rituals,

- Only doctors answered students’ questions satiafactorily.

However, female respondents also disagreed that “nurse managers expected students
to provide care without supervision, students were expected to obey registered nurses’
instructions without questions, and that only doctors answered students’ questions
satisfactorily”. These responses contradicted those of males, who agreed on all the
three, as shown above. This may be explained by the fact that historically nursing has
been a female profession. Although this is changing, the majority of managers are
still female. Similar observations were made when comparing findings with
qualifications. The differences between male and female respondents were significant

as reflected on Table 5.49.
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6.2.8.3 Interpersonal Relations by Qualification

The diploma holders (94.4%) and the degree nurses (70.7%) agreed that, nurse
managers explained instructions coming form above. For the item nurse managers
expected student nurses to provide care without supervision, 83.3% of the diploma
nurses disagreed against 59.7% of the degree nurses who also disagreed. While the
groups were in agreement in these items, percentages differed. Here too, it is
important to note that the majority of diploma holders are also nurse managers who
may be defending their position, while the majority of the degree holders are

lecturers, who may be a bit too critical.

6.2.8.4 Interpersonal Relations by pesition

A further comparison was done by position. As with the rest of the findings, the three
groups differed significantly (at p0.000 to p0.012) from each other on interpersonal
relationships. Majority of the three groups (56.2% - 93.2%) agreed with five of the

twelve items

- Nurse managers explain instructions coming from above,
- All staff'in the unit feel part of the team,

- Patients are given enough time to rest,

- Students are allowed to ask questions,

- Students’ questions are answered satisfactorily.

However, students differed significantly with other positions on items which seemed

to reflect poor interpersonal relations.
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They agreed that:

- Students weree expected to obey registered nurses without questions,

- Nurse managers expected them (students) to provide care without
supervision,

- They (students) learned more from other students,

- Only doctors answeedr their questions satisfactorily”.

However agreeing on the last item was contradictory, since students (65.6%) had also

agreed that staff answered their questions satisfactorily.

On the whole therefore, the findings indicate overwhelming similarities in the
perception of interpersonal relationships which are viewed as non-conducive to
clinical learning by the age group 24-30 years, the male respondents, students, and
degree nurses (lecturers). All of these participants believed that those relationships,
which are expected to facilitate clinical learning, are not occurring, while those that
impede learning were present. Those which were identified as conducive to learning

but which were not always occurring were:

- Nurse managers explained instructions from above,

- All staff in the unit felt part of the team,

- Patients were given enough time to rest,

- Unit shifts allowed students to gain wide experiences,
- Students were allowed to ask questions,

- Students questions were answered satisfactorily,

- Unit was a happy environment for patients and staff-
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On the other hand, other factors were found to exist which impeded learning and

therefore were perceived not to create a conducive environment for clinical learning,

these included the following:

Students were expected to obey registered nurses instructions without
questions,

Nurse managers expected students to provide care without supervision,
Nurse managers regarded students as workers rather than learners,
Students learned more from other students rather than staff, and

Only doctors answered students’ questions satisfactorily.

The qualitative findings verified the above observations through the following

descriptions of non-conducive relationships:

Some clinical staff members were not motivated or interested in
teaching and supervising the students, they leave patient care fo
students alone, rarely supervise or monitor events in the units.

Clinical nurses expected students to help with patient care, while
lecturers expected students to finish procedures, and scolded them if
they did not finish in time. They gave conflicting instructions which
confused students.

There was no collaboration between lecturers and clinical staff
(education and service), and this hampered clinical learning.

Nurse managers complained about students not behaving properly.
They threatened to chase them away if they did not help with patient

care, they were not interested in student learning, but just working.

Ironically fifty-two (52) respondents described the interpersonal relationships as

conducive to learning. The majority of these 37 (71.2%) were nurse managers, while

only 9 (17.3%) were lecturers and 6 (11.5%) students.
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The narratives that described what was perceived to be relationships that were

conducive to clinical learning included:

- Relationships are cordial, students are free to ask question, their
questions are answered satisfactorily, and if one is not sure, they do
research and give students feedback.

- Students are given time to learn, not just to work, and are treated as
individuals”.

- Majority of staff understand that they have to supervise students, but
staff shortages interfere with their work plans, most do not expect

students to work without supervision.

One may conclude from the above findings then that the majority of respondents
found interpersonal relationships not conducive to clinical learning. However, a few
of the respondents especially nurse managers believed otherwise. This finding is in
contradiction to observations made’ by previous researchers. Simonson (1996:100)
argued that one of the critical elements in creating a conducive learning environment
was humanism during provision of patient care and treatment of students during
clinical placements. Simonson (1996:100) concluded that there was a “need for
Saculty and administration to have caring as a way of being if they wish to

communicate caring as the essence of nursing to students.”
Twin and Davies (1996:177) emphasized the need to prepare for supervising and

integration of theory and practice, and the organization of patient care, as particularly

important to the development of effective clinical learning environments.
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6.3

Conclusions drawn on findings:

Subsequent to discussion and comparison of the quantitative and qualitative findings,

the following conclusions were drawn:

6.3.1

Factors which were perceived to facilitate clinical learning

Availability of appropriate and varied quality clinical learning experiences,
Organization of units which promote privacy and patient comfort, and
adequate working space,

Availability and adequacy of resources, which are also made accessible to
students,

Adequate staffing with qualified staff, who should fully participate in clinical
teaching and supervision of students,

Appropriate and quality patient care which is up to standards, provided by
nurses,

Qualified nurses role modeling quality patient care,

Lecturers being available and involved in teaching, guiding, supervising and
evaluating students,

Nurse managers building and including students in the team and appropriately
managing actuvities in clinical units,

Nurse manager being involved, and actively participating in clinical teaching,
Conducive relationships among clinical staff, nurse managers, lecturers,

students and patients,
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J Allowing students to practice skills to develop competencies, and responding
to their questions through provision of feedback,

. Providing opportunities for students to learn without intimidation, allowing
them to ask questions where they do not understand and treating them as
individuals,

J Availability and accessibility of up to date reference materials for use by both
staff and students,

. Provision of appropriate information to patients about their care to enable

them to actively participate in making informed decisions about their care.

However, these factors, although key to the conduciveness of the clinical learning

environment, were found to be deficient. They therefore turned to become learning

impediments instead of facilitators, and were described as:

6.3.2 Factors which were perceived to Impede clinical learning

o Resources were inadequate, not available or not accessible to students,
J Space was not available especially for students’ belongings,
J Clinical nurses used nursing process inappropriately and ineffectively thus

confusing students who were just learning how to use it,

. Patient care standards were poor, clinical nurses failed to role model
appropriate care for students to emulate,

J Lecturers were not always available to facilitate for and guide students’

clinical learning,
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. Learning experiences were inadequate,

. Relationships among staff, students, nurse manager and patients were non-
conducive
. Insufficient learner support, clinical nurses and even nurse managers were not

doing enough to support students’ learning

J Lack of collaboration between nursing education and nursing service.

) Inadequate/shortage of staffing, which limited clinical staff input into clinical
teaching and learning.

. Organization of units in most settings did not ensure patients’ comfort and

privacy.

As to whether there were any differences in how study participants perceived these
factors, one may say in the end there were very minimal. While students, and to some
extent lecturers tended to be very critical of the learning environment, nurse managers
were very moderate and believed that things were not very bad. However, on the
qualitative findings the three subgroups of the sample shared the description of the

situation as non- conducive.

6.3.3 Differences in Perception of the Clinical Learning Environment

The minimal differences were observed in the following areas:

While all research participants identified both the factors, which facilitated clinical

learning as well as those, which impeded learning, when cross-tabulations were done,

the differences became evident:
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. Students, male respondents, those with 0-5 years of experience and nursing
lecturers and degree holders perceived factors such as “organizations and size
of clinical settings, patient care/practice standards, staffing and staff inputs,
nurse managers’ commitment and interpersonal relationships”, as not
facilitative to clinical learning,

. Nurse managers, female respondents and diploma holders on the other hand,
were a bit modest. They were particularly different in issues such as nurse
managers’ commitment to clinical teaching and interpersonal relationships
where they agreed with most of the items. Few of these perceptions were
substantiated through qualitative data.

J Cross-tabulating all variables against the type of setting revealed that referral
hospitals provided factors, which facilitated better clinical learning as
compared to other settings. However, in most aspects, all settings were

similar.

To what extent does the Clinical Learning Environment facilitate or impede

learning?

To answer the last question therefore, the study findings revealed that clinical learning
was perceived by all as the heart of nurse training, nevertheless, the current clinical
learning environment in Botswana is seriously impeding learning for student nurses
and was non-conducive. Determined actions were therefore needed to correct the
situation, if nurse training in this country was to produce competent nurses to provide

primary health care.
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In addition to the study questions, the researcher was interested to determine how the
findings related to the propositions of the conceptual framework. In order to
appropriately address this question, one needs to briefly review the concepts used in
the framework, which incidentally guided the whole study. Quinn (1995) identified

the following factors as determinants of an effective clinical learning environment:

. Humanistic inclined staff who treat students with kindness, are approachable
and helpful to students. They should also provide support for students to
learn, foster their self esteem, and be aware of students as learners,

. Team approach, in which qualified staff work as a team, make students feel
they are part of the team, and create a learning atmosphere by their
relationships within the team.

. Management style in which the nurse manager controls the management of the
unit, and role models nursing practice, assumes the role of the team leader,
directs staff to provide quality care, ensures teaching is part of the
organization, facilitates for students to learn, and provides necessary
resources. The nurse manager also facilitates for learning support, where
qualified nurses supervise, assess and counsel students, provide learning
opportunities for students, such as to participating in rounds, asking questions,
etc. nurse managers allow students to be creative and taking responsibility for
own learning. She guides, supervises and evaluates student leaning,
collaborates with clinical staff in selecting appropriate and adequate learning
experiences, liases with staff to support learning, facilitates for students to’
grow and develop through application of theory to practice and ensures cordial

respectful relationships.
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All these the relationships function in a well-organized setting with adequate space for
client care and student learning and where practice standards are available and used

by adquate staff to guide patient care.

The study findings have provided evidence that all the above concepts of the
framework are key factors in the creation of a conducive clinical learning
environment. The study findings have however highlighted patient care standards and
setting organization and adequate space as very vital to clinical learning and patient
care environment. These concepts have however been shown, to be the pre-requisites

to quality client care and effective clinical learning.

The findings of this study, support those of previous studies. Reilly and Oermann
(1992:226) identified staff, resources, patient care standards and availability of
experiences. Forrest, Brown and Pollock (1996:1259-1262) alluded to the role of
clinical teacher and the quality of learning experiences. The quality of teacher-student
interaction according to Nahas, Nour and Al-Nobani (1999:639-648) is very critical in
clinical learning. It can either facilitate or hinder students’ learning in the clinical
area.” This observation was true in this study, where students felt nurses yelled at
them instead of assisting and guiding them to learn. Furthermore, Kelly (1993),
Wilson (1994) and Sieh and Bell (1994), supported the above finding, and in addition
they emphasized respectful relationships, adequate staffing and patient care standards

consistent with what students were taught.
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Dunn and Bunnet (1995:1170) stressed the concepts of nurse manager’s commitment,
staff-student relationships, interpersonal relationships, and student satisfaction. Dunn
and Hansford (1997:1305) supported these findings and added hierachy and ritual.
Furthemore, Barnard and Dunn (1994:420-421) outlined individualizing student
learning outcomes, student-teacher ratios, sequencing and timing clinical experiences.
The model for selecting Clinical Learning Experiences: An Analysis of the Factors
Involved (Forthegill-Bourbonnais and Hiquchi (1995:38) proposed curricular goals,
learning environment, teacher-expertise and learner characteristics. Basically all other

literature reviewed was in congruence with identified concepts.

The model used then, although it was based on humanist theories, its components
were drawn from literature. The model was then used to guide the study. The findings
of the study led the researcher to modify the former model to incorporate areas of
emphasis. The final model, which was a result of incorporation of research findings, is
proposed as The Model for Selecting Clinical Learning Settings/ Experiences for

Nursing Education for Botswana.

6.4 RECOMMENDATIONS

Having considered factors percieved to facilitate and those which appeared to impede

clinical learning. The following recommendations were made:
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ENHANCING A CONDUCIVE ENVIRONMENT

Bi-directional flow of knowledge, such as from patients and their relatives to
health practitioners and student nurses, in particular. Mechanisms for
facilitating exchange with consumers neced to be developed. This will also
provide the patients (custormer) with an opportunity to participate
meaningfully in their own care and health care provision as informed
stakeholders. Consequently, as customers of health services, they will be in a
position to provide feedback on areas that need improvements, particularly

standards of care they receive.

Strengthening the capacity for clinical instruction:

Clinical training requires qualified and well- trained clinicians, functioning in
a supportive environment. Additionally, collaborative networks among nurse
managers and educators, consumers and community members, physicians and
other health providers should be strengthened to enhance a multidisciplinary
approach. This will increase exposure of students to relevant and current
health science disciplines. For inadequacies that exist at home institutions, as
is the case in this study, an arrangement should be made for affordable
exchange programmes within the region. There is a need to engage
consultancy to strengthen lectures’ skills in clinical teaching and problem—

based and student-centered learning.
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b) ESTABLISHMENT OF CLINICAL PRACTICE POLICY UNITS AT

BOTH MINISTERIAL AND FACILITY LEVELS

1. Clinical training requires that clinical practice must be of acceptable
quality standards. The establishment of clinical practice policy unit
could ensure that patient care is up to standards. The unit could be
responsible for overseeing and enforcing development of patient care
standards, their monitoring and implementation. An environment in
which practice standards are of good quality will enhance clinical
learning, where students emulate appropriate care provided by

qualified staff.

2. The unit should closely work with statutory bodies such as nursing and
midwifery Council of Botswana, medical and dental council etc to
enforce standards of care and improve the quality of client care and
clinical learning. Registration for practise must be based on passing

Coucil Examinations.

3. Professional organizations must actively be involved and be seen to be
the custodian of quality of services provided by their members. This
will in turn ensure the improvement of the image of health

proffessionals especially nurses.
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c) INTRODUCE INNOVATIVE WAYS TO IMPROVE ON CLINICAL

PRACTICE AND SETTINGS

1. Innovative approaches and strategies need to be introduced to improve
clinical settings and enhance clinical practice and clinical teaching.
Such strategies could include re-adjusting the plans to upgrade district
hospitals, so that priority is given to upgrading teaching hospitals first.
This approach alone could go a long way in making the clinical
learning environment conducive, through improvement of space and
organization of settings and therefore increased and varied clientele

and staffing.

2. Specialist surgeons, medical specialists and gynaecologist/obstetricians
can then be assigned to the teaching district hospitals throughout the
country, so that most of the secondary care can be provided at these
facilities. This arrangement would minimize referrals out to the only
two national referral hospitals, and thus reduce overcrowding and very
long waiting lists. At the same time district hospitals would be able to
provide the much-awaited clinical learning experiences so desperately

needed and improved client care.
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d) IMPROVE STAFFING AND ENHANCE THEIR COMMITMENT TO

CLINICAL TEACHING

1. Improvement of staffing in teaching facilities, so that staff-patient
ratios are within acceptable staffing norms. Involvement of all
members of the health team in teaching students. Especially members
of the allied health professions should be made aware of their

responsibility in clinical teaching.

2. Primary care settings, especially where students do their clinicals be
strengthened with staffing to minimize the incidences where students

are supervised by junior members of staff.

3. Improvement of clinical teaching through adherence to the
recommended student teacher ratios of 8:1 or 10:1 whichever is
feasible. Reintroduction of the concept of clinical instructor, to ensure
that at no time students are left unsupervised. Reviewed and up-to-date

clinical teaching strategies and utilize time cost effectively.

4. Nurse managers to improve their communications and take serious
their responsibility to oversee that appropriate and quality patient care
is provided. They should also promote interpersonal relationships and
build cohesive teams, in which all staff, students and patients feel they

belong and work cooperatively together for the benefit of all.
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5. Eliminate all repetitious coursework and restructure teaching strategies
so that emphasis is on principles and concerpts toto allow for clinical

practice time by students with teachers to guide.

6. Develop a continuing- education program on clinical teaching for
nurse teachers and clinical supervisors. This could also include

exchange arrangements within the region.
e) RECOMMENDATIONS FOR FUTURE RESEARCH
Further research is recommended in the following areas:

1. Exploration of why male nurses tend to perceive patient care
differently from their female counterparts. Determine factors, which
contribute to male nurses being at variance in their perception of the

quality of patient care, with the female nurses.

2. Exploration of ways in which clinical nurses could be empowered, first
to be committed to providing quality patient care, and second to take
responsibility for mentoring students, and role modeling appropriate

care for them.

222



3. Determine the impact of the current student placement in primary care
settings on attainment of learning objectives. Are these settings
(clinics) assisting students to develop appropriate primary health care
skills, knowledge and attitudes, to be able to provide preventative and

promote services?

4. Replications of the current study nation-wide, so that findings could be
generalized to the whole country. Recommendations for improvement
could thus be implemented to benefit the entire nursing education and

nursing service in Botswana,

5. Exploration of nurse teachers’ perceived role in clinical teaching in
Botswana.Do nurse teachers perceive clinical teaching as part of their
responsibilities? How prepared are they to handle both theory and

clinical teaching

The outlined recommendations grow out of the research findings and analysis. Any
possibility of quality improvement and empowerment of clinicians will be of high
value. This improvement may assist to prioritize clinical practice and its’ educational

objectives.
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6.5 CONCLUSION

This chapter has presented summary of study findings on factors perceived to
facilitate and those perceived to impede clinical learning for student nurses in
Botswana. Key factors identified as facilitative were nurse manager commitment role,
team approach, clinical teachers’ role and humanistic staff role, all these functions in
a setting, which is appropriately organized and has adequate space. The setting must
also have standards of care, which are used to guide staff in the provision of care.

The inner players of client and family care and student clinical learning are the result

of the inter play maong all the other factors.

The factors, which impede clinical learning on the other hand, had a lot to do with
implementation problems. These included shortage of staffing, poor patient care
standards, por interpersonal relationships and repetition courework and clinical

requirements for students.

Conceptual framework based on literature reviewed and supported by study findings

has been recommended for use to select clinical learning environments for Botswana.

Limitations were described and recommedations forwarded
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; _A_p_pgj_ldix _A: Request for Study Permit

Institute of Health Sciences
P O Box 985
Gaborone

- - 5" July 1998

‘The Chairperson

-National Health Research Commlttee
:Ministry of Health

‘Private Bag 0038

‘Gaborone ;

‘Dear Sir

Re: REQUEST FOR RESEARCH STUDY GRANT — MYSELF

:T'am a nurse lecturer (principal) enrolled in a doctoral programme with the University of
‘South Africa. Iam conducting a research project as a partial requirement for my studies.
The title of my study is “An exploration of various clinical settings for the educational
;preparation of student-nurses for Primary Health Care in Botswana.”

E:;T he purpose of the study is to identify and describe factors which characterize the clinical
Jearning environment for student-nurses. With a view to nurture those which facilitate,
:whlle lmprovmg the ones which impede learning. Your facility has been selected to
‘participate in the study. The study population consists of the following.

Second year student nurses
Nurse-teachers

Nurses-in-charge of clinics/wards
Selected clinical units (wards or clinics)

bata will be collected through a self-admmlstered quest:onnalre interview and
observatlon of selected clinical units.



The study seeks to answer th_é ;fqiiEWing questions:

o What clinical settmg factors are perceived by student nurses, nurse-teachers
and nurses-in-charge of units as facxlltatmg or retarding both theoretlcal and
clinical learning of student nurses in Botswana?

e Are there any sxmllarmes or differences in the factors as perceived by student-
nurses, nurse-teachers #nd the nurses-in-charge?

e Are there any s;mllarmes or differences in the observed factors of the setting
by the researcher and ‘those perceived by student-nurses, nurse-teachers and
nurses-m-cha.rge?

I therefore request permission tmccnduct this study. The study has no inherent risks to
participants. Individuals partncxpatmg in the study will do so voluntarily after the study
has been explained to them. . Ng:data will be linked to individuals or facilities and no
names will be used. Individualsiwill be reassured that they are free to withdraw if they
o wish.

It is believed that this study wull generate locally relevant data-on the status of our clinical
settings as learning environments,- For details, please refer to the enclosed study
proposal.

Thank you for your cooperation,

. Yours truly

"~ C N Pilane




APPENDIX A: Request for Study Grant and Research Grant Permit

Menstay o Heawri,
" Pagvate Bas 00'38.‘
GCancroNe

Taeroxm: 305169
Fax: 314697
Tetzorams: RABONGAK A
TeLex 2813 CAREBD

e MH 13/18/1

09 October, 1998
REPUBLIC OF BOTSWANA o :

Mrs C.N. Pilane

[nstitute of Health Sciences
P.O. Box 309

Lobatse

Dear C. N. Pilane

- Grant of a Research Permit: C. N. Pilane
Your application for a research permit refers.

[ am pleased to mform you that you have been g.ranted perrmssmn to conduct
‘research on ""Exploration the various clinical settings for their: ap propriateness
to facilitate student learning in the clinical area "

. ‘The permit does not give authority to enter any premises, private &tablishment or
protected area w1thout permission of concermned parties. Such penmsswn should be

~ other relevant authorities, i.e. Mnnstrv of Logal Govememnt Lands and Housing,
(PHC), Local District Health Team, etc.

You are also requested to submit at least one copy of the ﬁndmszs ‘o your study to
the Ministry of Health, Health Research Unit.

Yours smcerely

%f\w@ Ph

Khulumani
For Permanent Secretary.



APPENDIX B: Locali Govemment Request to use Chmcs And Penmt to use

.the Clmlcs :
- _— Institute of Health Sciences

P. O. Box 31y
Lobatse

20- 10 - 98

Tive Esmbhshment Secretary :
ocal Government Service and \Ianagement ; .
iv ‘ate Bag OS2 o

A

:consists of the following:
" e sceond vear student nurses
o nurse-teachers
s nurses-in-charge of clinics’ wards
o selected clinical units twards or ¢linics}
e selected other members of the health team. : .
EJ.na will be collected through a seil-administered inteniew guide and obwn ation of selected clinical units (elinics

Tlle I'ollo\\mg Districts where general nursing training schools are located arc included in the study. These
Ellstnctsz councils include: Kweneng District Council. Southern District Cotncil. Gaberone City Council.. Lobatse
Fown Council and Francistown City Council.

The study sceks to angwer the following questions: .

» \What clinical sctting factors are perceived by studemt nurses. nucse-teachers and nurses-in-
charge of units as facilitating or retarding both theoratical and clinical lcarning of studemt
nurscs in Batswana?

o Are there any similarities or diffcrences in the factors as perceived by student-nurses. nurse-
teachers and the nurses-in-charge?

» Are there any similarities or differences in the observed factors of the satting by thc
researcher. and those perceived by student-nurscs. nurse-icachers and nurses-in-charge”

eret'ore request penmssmn to mler\ iew staﬂ' ot‘ your facxllt\ nnd dn observ: atlon of a few sc!e"ted units. The

believed that this study will generate locally relevant data en the status of our clinical settings as learning
ironments. Thank vou for vour co-operation. .




SAVINGRAM

| S
FROM: Establishment Secretary ‘ \\.\Q}\}.\Nq&%&
Local Govt. Service Management MC Majela:?ﬁe for ES

TELEPHONE NO: 3612800;

TO: COIH]CI] Secretary - KWeneng District Councxl
- Southera District Council
Cityfl'own Clerk - Gaborone c.C

- Lubatse Town C

- Francistown c.C .

| ATTENTION SDMO/Matron

REFERENCE NO: U 17/63 VI G1) 20™ November 1998

cc:N.C.Pilane  -LHS Lobatse

Enclosed find a copv ofa self explanatory letter from Mrs. N. C. Pilane to the
Establishment Secretary.

According to Mrs. Pilane, she has already approached you and you showed
willingness to let her conduct her study. She has also informed the health facilities

where the data will be collecte:

This Savingram serves to authonze her to conduct the study. Please give her the
support that she needs. . -

Thank you.



APPENDIX C: Request to use Health Facilities for the study
i nslilgil’dféﬁﬂcullﬁ Scicnces
P.O. B¢
.Lobatsc

07 IYg

Dear Sir/ Madam

RE: PERMISSION TO CONDLCT STUDY IN YOUR FACILITY.

1 am a nurse lecturer (principal) enrolled in a doctoral programme with the Univérsity.of South Africa. | am
conducting a research project as a partial requirement for my studics. The title of my-study is ~An exploration of
various clinical settings for the educational preparation of student-nurses for Primary Health-Carc in Botswana.™

The purpose of the study is to identify and describe factors whic, characterize the clinical-learning environment for
student-nurses. with a view to nurture those which facilitate. while improving the ones:ivhich impede’ learning.
Your facility has been selected to participate in the study. The studv population consists ol'lhe following:

o second vear student nurses

o nurse-tcachers

¢ nurses-in-charge of clinics/ wards

s selected clinical units (wards or clinics)

‘o selected other members of the health team.
Data wiil be collected throu«Jh a self-admmlstered questionnaire. interview and obsct
units.

fon of selected clinical

The stud\ seeks to answer the following questions: N
* What clinical setting factors arc perceived by student nurses. nurse' reaclu.r< and nurses-in-
charge of units as facilitating or retarding both theorctical and citiical learning of student -
nurses in Botswana?

e Are there any similarities or differences in the ractors as perceiv: ed bv student-nurses. nurse-
teachers and the nurses-in-charge?

of the sctting by the
wrses-in-charge?

e Are there any similarities or differcnces in the observed factor
rescarcher. and those perceived by student-nurses. nurse-teachers aig

" [ therefore request permission to interview staff of vour facility and do obscrvation. of aifew sclected units. The
studv has no inherent risks to participants. Individuals participating in the studs mll doi:so voluntarily after the
study has been explained to them. No data will-be linked to individuals or facilitics and fo. names will be used.
Individuals will be reassured that they are fre to withdraw il they so wish.

It is belicved that this study will generate locally relevant data on the status of our clinical scttings as lcarning
environments. Thank vou for your co-operation.

Yours Truly

C. N. Pilanc



APPENDIX D: Letter of consent 1-6 to use Health Facilities

Princess Marina Hospitar
P.O. Box 258

GABORONE

Borswana

‘TeLepHoxe: 353221
‘"TELEGRAMS: NGAKA
'REFERENCE:

REPUBLIC OF BOTSWANA

16 November 1998

CN Pilane

Institute of Health Sciences
P.O. Box 309

Lobatse '

Botswana

Dear Ms Pilane

Re: An Exploration of various Clinical Settings for the
- Educational Preparation of Student Nurses for Primary
Health Care in Botswana

Having read your proposal and consulted with the Committee Chairperson I am
“happy, on behalf of the Research and Ethics Committee, to give provisional Ethics
approval for you to proceed with the above named research. We note that this will
be a purely observational enquiry and that it will not involve patient interventions.

In giving you this provisional approval, I wish to inform you that it is the mandate
of this Committee to maintain a Research Inventory on behalf of this hospital.
Consequently, you will be obliged to provide the Committee with one copy of your
study report, including all the key research findings, at the end of the study.

On behalf of the Committee, I wish you success in this endeavour.

Yours sincerely,

Prof. Gabriel M. Anabwani
Secretary, Research and Ethics Committee

Cc: Chairmar_l,‘Research and Ethics Committee



SAVINGRAM

o L =
FROM: Chief Medical Officer .

Athlone Hospital . Dr E.M. Mapara/C.M.0.

TELEPHONE NO. 330333

TO:  The Principal T
i . - Institute of Health Scierices
Lobatse .
REFERENCENO: AH 3lys 1 —2nd Decemher .. 10 O8

Attention: Mrs C.N. P11ane

* RE: -PERMISSION TO CONDUGT"STUDY IN ATHLONE HOSPITAL

¢

I am in receipt of letterirequesting permission to conduct a study
in Athlone Hospital. Mx&gpplogies for the delay in response.

The permission has beéﬁfﬁﬁanted.

Athlone hospital being:a!téaching facility' for the Lobatse Institute

of Health Sciences, readily opens its doors to you.

I am sure your researCH;ﬁiil go a long way in helping our facility
improve its services to the patients and the teaching of the studeats.

Thank you.




PRI

Telephone: 211000

‘Reference:

s

'REPUBLIC OF BOTSWANA

NH 3/34
9 Débember. 1998 ’

Institute of Health Sciences
P O Box 309
Lobatse

Dear Madam

PERMISSION TO CONDUCT STUDY IN NYANG:BGWE HOSPITAL

Your letter dated 21 July, 1998 refers.

Having read your proposal we feel the major objective of your study is acceptable However
we have these comments. o

1l We have reservations on your observanons "methodology. Observanons tend to be
highly weighted on individual perceptions. We therefbre wish fo be made Samiliar
with  your objective criteria,

Sincé this is not a national/or institutional project study ( but an individual :’Im':dy)

we hope that you will satisfy the Ministry of Health and the ethical committéé. requirements.
Permission from the Ministry of Health will be needed for our institution.

Thank you for considering our institution Jor your study.
Good luck.
Yours faithfully

DrHN C Hobona
HOSPITAL SUPERINTENDENT

cc: Permanent Secretary st
Ministry of Health :
ol ﬂnmeefHHU“SOW
N c,sMS‘
g l, -ln— 13

STSNANA

NYANGABGWE HOSPITA!
Private Bag 12

Francistow

3



Kanye Seventh -day Adventlst Hospital

P.0O. Box 11 Tel ; (267) 340-333/4
Kanye. Botswana, Fax : (267) 340-224

Bul fo mimstar

11 December 1998

Mrs. C.N.Pilane

Institute of Health Sciences
P O Box 309

Lobatse

RE:- PERMISSION TO CONDUCT STUDY IN YOUR FACILITY

This is to inform you that the Administrative Committee at its meeting on the 3rd December
1998 took an action to grant you permission to conduct study in our facility.

You may therefore come and start your study at any time as permission has been granted.
Yours faithfully
l
QI‘

Mr. B. Moahl
HOSPITAL ADMINISTRATOR



' . Kanye Seventh-day Adventist Hospital
£.0. Box 11 ' - " Tel : (267)340-333/4
Kanye, Botswana, . “« 4 . Fax : (267) 340-224'

= bul lo minister”

11* December 1998

C. N. Pilane

Institute of Health Sciences
P. O. Box 309

Lobatse .
Dear Madam,

Please refer to your letter dated 21 July 1998 - The Kanye SDA Collége of Nursing is granting you
permission to collect data from our second:year students nurses and staff.

We wish you a successful completion of your research project.

Yours faithfuily

[

(7 A | i
T. ‘i‘honge!a

DEPUTY PRINCIPAL



C IO A 1 S
F). Biognga

Ploaog cieas

T pmyAnA

16K IR E: dHdE]
- TRVIGRAMS! BABAGK!

Bepanevee: a.n,
Fax: ddixiaa

3 st July; 1998,
Ms C. N. Pilane
Insituteof Health Sciences

P. 0. Box 309
‘Lobatse

Dear Madam

PERMISSION TO CONDVCT STUDY

Reference is made to your letter dated 21st July, 1998 on the abové subject.
You are hereby granted permission to interview the staff at the instituté ot_' }health
sciences - Molepolole as 2 partial requirement for your doctoral programe.

Wishing you fuck in all your undertakings

Yours faithfully,

D. Mooka/for Principal



APPENDIX E: Individual Consent Letter and Questionnaire.

Institute of Health Sciences
P. 0. Box 309,
LOBATSE.

'17th November, 1998.

Dear Colleague, Nursing lecturer/Clinical Unit Manager
Institute of Health Sc;ences

Gaborone '

Molepolole

Francistown

Lobatse

Kanye Coliege of Nursing

Associated clinical settings

- Your name has been randomly selected to participate in the study that seeks to identify
and describe factors which facilitate or impede learning in the clinical area.* You are
therefore requested to freely consent to participate in the study.

In the effort to improve clinical learning. 1 need your input to evaluate the clinical’
settings used for Year II learning experiences.
I therefore request that you take a few minutes to complete the attached interview
guide / questionnaire. Please note that the tool has been pre-coded. Do not write your
name or that of vour facility. Your responses will be treated in confidence and only
average data will be reported. No names on facility will be linked to the results. 1
would very much appreciate your participation. however, vou are free not to
participate if you so wish.

Thank you.

-
(o !{1
C.N. Pilane




_DATA COLLECTION TOOL

ous clinical scttings for the cducaiional preparation of student-nurses for
1 Botswana.

TOPIC: - An exploration of
Primary Health Care?

PURPOSE OF THE STLD
To identift amd-de
student-nurses. witl
impede learning,

be factors which characterize the clinical kearning environment for the
abiew to nurture those which facilitate. while improving the oncs which

The entire toel will take ten to
the appropriate space provided:

fetn minutes 1o complete and will require that vou place a mark (x) on

SECTION 1: DEMOGRAPHIC DATA

Please complete the following questionnaire by placing an N next to the statcment that best describes vou.

| Your Age is RE) |

23

26

n
Ry
30
3

32 -

Other-Please Specify:

Your Gender is Male
Female

I~

Single
. Married
Divorced
Widowed
Other-Please specifi:

3 Your Muarital Status is

4 What ty pe of family -_'s',,el__.l'i"ng do vou live in?
B Nuclear
Extended
Other-Please specifi:




b3

9

1

»

How many childrén do you have? 0

Your Religion is

What is vour nursing qualification level?

What is vour vears of nursing expericnce?

\What is vour position?

What is the type of scuting sou worked

during the lastvear?

OF 111ore e

Christianiey
{slamic
Hinduism
Other-Please specili:

Student nurse

Guneral Nursing Diploma
Post-basic Diploma

Basic Deyree
Post-Graduate Degree
Other-please specify

0 - X yeurs

6 - 1 vaurs

Ui~ I3 vears

16 « 20 vears -
Mandorer

Staff-Nurse

Nursing Sister .
Unit Manager/ Nursé in-chargs
Lecturer ;
Other-please specilv

Askulstory Clinic
Primun Hospial :
District [ospital ol
Reterral Hospital

Cther-pleuse spezily




In which ward‘unit did vou work and supervise students
during the tast vear? Select as many as applicablc.
Muedical - Male
-Female
Surgical - Male
- Female
Paediatric - Male
: - Female
Othorpacdic - Maie
- Female
Intensive Care- Male
-Femaie
General Wards - Male
' -Female
Gynaccotogical Ward
Accident & Emergencs
Qbstetric/Maernity
' Clinic; OPD




SECTION 2: ASSESSMENT OF CLINICAL LEARNING ENVIRONMENT

Pleuse respond to the l'ollow‘?_

iz questions by placing a mark (x) against the statcment that best describes

vour perception. Use SA t‘o* Strona v Agrce. A for Agree. MA for Moderately Agree, U for Undecided.

MDA for Moderately D;_sa_._,

MDA, DA or SDA pleage copjttient on the space provided below

¥

ed: DA for Disagree aud SDA for Strongly Disugree. [ vour responsc is

DESCRIPTION.

POSSIBLE RESPONSES

ITEMNO {
| CLINICAL §ETTI SA A MA MDA DA SDA
1.1 The faciliy is .xd=qu.u: in.terms of '
sprce.
1.2 Tie oru.lmsauon ] dmts‘ wards is conducive
for students !carm
1.3 Space is available i he saiting for student
belonging.
iy i
L4 The setting providesreference materials
for stafT and studen(s.”
1.5 A wide range ofledrning expericnees is !
‘ available lor siudenis.in the setting
1.6 Patient populations r'g',adeqllulc in
nuimber for student learning objectives.
.7 Patient populations-have a variery of
conditions for sfitdent learning,
L8 Patients arc present in the sctting lor
an adequate lx.ngll time to enable
1.y Resources reqmr
availablc in the se
L1 Avaijlable resource: adequane
L1l Resourcas for paticiiiadre arc acs s::bi
to student. .
112

Patient records siredigsessible o studens.

CONMMENTS:-




PATIENT CARE/NURSING PRACTICE

] U MDA DA SDA

L - Nursing care reflects practice standards,
consistent with what students arc taught.

22 The ward/clinic hias practice standards which
guide paiient care acuivitias.

13 The cliend/patient records rellect current nursing
practice standards.

b The ward/clinic uses nursing process cffectiveh
whife providing are for paticnis/clienis.

15 Patient care is monitored through regular check
of vital signs. )

16 Patient care is documented using "SOAPIE.”

L7 The ward/clinic practices patient allocation rather
rather than task allocation.

23 Privacy is a kev factor is paticnt care.

29 Paticnt needs are given [irst priority as compsiréed
to nurscs needs.

210 Nursing carc is individualised for each partieny/
clicnt.

21l Patient care is safe. organised and holistic.
bascd on paticnt needs. '

112 Nurses relate therapeutically with paticnis/
clients in various conditions.

213 Nurses act as patient xdvocates while proyiding
care.

i Patient’s are given adequate inforuntion aboéut
thair own care.

b ] Nurscs allow paticnts to participate as much as

possible in their dwn care,

COMMENTS:-




STAFFING

MA

MDA

DA

SDA

T2 %40
—

The setting is adequately stalled with
qualified nurses te support studemt
learning.

Qualificd clinical nurses suppert student
learning.

4d
L7

Clinical nursing stafT arc too busy to ussist
Students. N

’nl
-

The sctting is stalfed with appropriately
qualified allied health personngt 10 support
student learning.

"ad
J

The setting is stalfed with adequate numbers
of medical personnel to support student
learniny. .

7
<

Nursing stafl is willing 1o colluborate with murse-
lecturers to select kearning expericnces

:-o
~

Nursing staff is willing to guide and supervise
students” learning. ‘ ’

3

‘e

Nursc-lesturers are available to guide swdants
learning in the clinical scuing.

7]
1

Nurse-fecturers arc onl: available 1o cvaluate
students.

COMMENTS -




4 NURSE MANAGERS COMMITMENT SA MA U MDA DA, _SDA

4.1 Nurse nunager/nurse-in-charge is flexible 10
students and leciurérs” time in the clinical setting.

4.2 Nurse manager/iirse-in~charge oricntates

soEeT . .. .

students and lectirgrs’ to the clinical seuings.

4.3 Nurse managerinyise-in~charge has ward program
for teaching studerits. .

44 Nurse muanager/niifsé-in-churge devoles lime o
teaching students X

13 * -

4.3 Nurses-incharge fegl clinical teaching is the work
of lecturers. ’

4.6 Nurse nmnag_ér(.‘ng“"*-in-\:harge attaches graat .
imponance to. studants” [carning needs,

47 Nurse manager/nijfse-in~charge is wo busy with
morc important muitlers o aticnd 10 students.

43 Nurse manager/nurse-in~charge role models
nursing care to sisff-and students.

+4 Nurse managerinuse-in-charge ensures
safe physical.: sgcigl and psychological
environment fof paticits to facilitate student
learning. ] :

4.10 The nurse managei/nurse-in-charge docs
ward rounds. willistudeats to each them o
check standards ofzare

4.1t Nurse manager/aiirse-in-charge counsels stall
members on problems related to clinical
teaching and lcatiing.

4.12 Nurse manager niifse-in-charge vounscls
students on problénis related w clinical kearning.
Nurse manager/furse-in-charge Sheeks on

413

adequacy ol fa cs and cquipment for use in

paticnt carg,; |




414

Nurse managernurse-in-charge checks for
adequacy of facilitics equipinent for use in

clinical teaching,

INE

Nurse manager/nurse-in-charge coordinates the

" . team to work together in providing care for

. clients.

416

Nurse manager nurse-in-charge coordinatcs
the teams to work together in teaching students,

COMMENTS :-




3 INTERPERSON. LATIONSHI SA MA U MDA DA SDA
b Nurse manager/nurse-in-charge usually

explain instructions coming froem high fevel o

“ 10 stalT in the unit. :

32 All stalf in the unit teel part of the tweant.
33 The unit is a happy environment for both patients

and stalf.
54 Patients are given enough time to rest in between

activities,
53 The unit has too 1eeeh ritnals/routines.
VIO

50 Studerus are expected to obey registered nurses’

instructions without asking questions.
37 Nurse manager/nursc-in-charge regards student

nurses as workers than learners.

s

LR Nurses-in-charge expect student nurses (o provide |

care on their own without supervision. ;
iy Studcnis nurses fearn ntore from other students |

rather than from staff,
30 Ward‘elinic slulls allow students to gain the

widest possible 2xperiences.
s The ward/clinic treats students as individuals

rather than just students.
2 Students are atlowed 10 ask questions,
13 Students” questions arc answered satisfaclorihy.
LRE Only doctors answer student nurses™ questions

satisfactorily.

COMMENTS -

Thank You For Complsting This Questionnaire
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