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Abstract

This study explores the perception of nursing students using health technology during clinical
training and examines the impact of health technology related to the Clinical Learning
Environment (CLE). As there is an increasing demand for quality care from patients and the
challenges posed by a high turnover rate of nurses, nurses struggle to work and adapt in this
changeable setting. This study aims to develop an insight into an understanding of the CLE. It
includes the perceptions of nursing students regarding health technology and the impact on
their learning as nursing students. It uses a case study methodology, using a survey of the
Clinical Learning Environment, Supervision and Nurse Teacher Scale (CLES+T) and
interviews with nursing students, graduated nurses and academic university mentors. The
study utilises the theoretical work of Kolb’s learning process, behaviourism and
constructionism learning theories, and a facilitation/supervision model. Findings suggest that
nursing students lack practice opportunities. Further, additional factors relate to issues of
leaderships, ward atmosphere, supervisory relationships, learning opportunities, and nurse
teachers interwoven in a health technology integrated setting. Nursing students specifically
reflected on their concerns about health technology dependency and how this potentially
limits their critical thinking skills. Further still, limitations to access password integrated
health technology restricted students’ learning, their practice opportunities rely on a good
supervisory relationship and a positive ward atmosphere. To some extent, students indicated
that the managerial staff could shape the CLE and affect their learning opportunities
regarding their supervision and mentoring. This study contributes to the emerging knowledge
about the impact of health technology on the learning of nursing students in the clinical
setting during training. It provides an understanding of the challenges posed by both health
care providers and educational institutions who should coordinate more measures to facilitate
students’ learning in the health technology integrated CLE. This study helps to address the
issues related to health technology in clinical settings and its impact on the practice of nurses

including academic staff which, in turn, affect students’ learning.
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Chapter 1: Introduction

This chapter introduces this study, which explores the perception of nursing students using
health technology (HT) during clinical training to better understand the impact of HT related
to the clinical learning environment (CLE). This chapter introduces the background to this
study and the technology and its impact within the healthcare sector, as well as the study’s
theoretical framework, key aim and objectives and research questions. This is followed by a
brief insight into the positionality of the researcher, drawing upon my own experiences and
sharing how | became increasingly interested in nursing education. This chapter concludes

with an outline of the proceeding chapters.

1.1 Background of the Study

Nursing education refers to give theoretical and clinical training to nursing students and
prepare them to provide high quality care to patients competently. It likes an umbrella to
cover subject knowledge related to nursing, nursing skills training and nursing clinical
training in various public or private settings (Boore et al, 2012). Nursing education has
different levels including pre-registered nurse’s education program and post-registered
nurses’ education program. In this study, it focuses to the pre-registered nurse education,
specifically, considers their skills training and nursing practice in clinical settings. Within
these skills training and practices, nurses supervisors and nurse teachers bear the important
role to guide the nursing students to learn the relevant theoretical knowledge and apply those
relevant knowledge into skills training and practices in various settings. Nursing education
and training® is derived from different philosophies and models of learning, including
humanism, developmental theory, condition of learning, andragogy, social learning theory,
experiential learning, cognitive theory and behaviorism. All these philosophies and models

will shape the teaching and learning to the nursing students (Boore et al., 2012). Nursing

! Traditionally, education has been understood as learning a body of knowledge, usually
within the classroom. This learning has tended to be theoretically orientated. With respect to
training, this has traditionally been understood as a requirement of specific skills that an
individual is expected to be competent at. These competences are also governed by an
external regulatory body. Nursing education is about the approaches to equip the next
generation of nurses to be competent to provide high quality care to patients. However, it is
important to note that in some instances nursing education has been used as an umbrella term
to cover subject knowledge and nursing skills training [refer to the work of Boore et al.,
(2012) as an example].



education and training can be achieved not only from traditional hospital-based training
schools but also from higher education institutions or colleges (Goldmark, 1923; Mak, 2003;
Hall & Ritchie, 2009; Nursing Council of Hong Kong, 2020). Healthcare reforms require
professional nurses to change in the healthcare system. Focusing on safety, quality and
competence in delivering healthcare to patients places considerable responsibility on nurses

who are qualified to assume this role (Alvernia University, 2020).

In the early 1990s, a series of reports on human error and health quality initiated from the
Institute of Medicine (IOM) emphasised the urgency of system change to improve patient
healthcare (Linda et al., 2000; National Academies of Sciences, 2011). At present, the
healthcare system is affected by an increasing ageing population and the shortage of nurses.
On the basis of these changes, a technology-integrated healthcare system and nursing training
has been initiated and advocated for the past 20 years (Levett-Joners et al., 2009a & 2009b;
Hospital Authority Head Office, 2016). Understanding health technology (HT) is important
and Lehoux (2006) summarises that HT not only includes all instruments and devices for
diagnostic or therapeutic services but also includes the systems and procedures to support and
organise hospital works. HT can be integrated in different health settings and is not a stand-

alone device, but one component of larger health care delivery systems.

Technology integrated into health and medical care allows nurses to enhance the quality of
patient care (Barnard & Locsin, 2007). In general, advances in technology and new devices

have improved the quality of both patient care and healthcare professionals (Huston, 2017).

1.2 Technology in Health Care System

Technology in patient care: with regard to the effect on patients, HTs cover aspects of
monitoring, treatment, health education and setting appointments. According to the electronic
Health Record (eHR) Office (2014), the system of eHR aims to help patients reduce
duplicated investigations, facilitate more effective treatment and reduce errors from physician
to patient by enabling efficient and quality-assured clinical practice. Since 2000, the eHR
allows data sharing among public hospitals. Since 2016, the eHR furthers the collaboration
with private health sectors that have been able to store and retrieve patient data (HA
Convention, 2016). In addition, more software technologies are integrated into health-care
services, such as mobile applications to facilitate booking patient appointments in specialist

outpatient clinics. A Phone Enquiry System has also been implemented to enhance



communication between patients and carers, facilitate sending questions about Specialist Out-
Patient Clinic services and cancel or reschedule patient appointments (Hospital Authority
Head Office, 2016).

Technology in nursing education: Nursing education covers various nursing knowledge and
skills training to enhance a nurse to be competent (Gopee, 2008). As technology is developed
and used in nursing education and health-care provisions, relevant studies have been carried
out to enhance the knowledge and skills training improvement in curricula and the quality of
nurses in clinical settings (Hall & Rictchie, 2009; Berragan, 2013; Watkins et al., 2012;
Piscotty et al., 2015). For example, more information technologies are integrated into nursing
programmes by providing virtual reality experiences to students to enhance their
understanding and cultural awareness. However, this has been argued to have depersonalized
nursing care. Nursing staff risk ignoring the feelings of patients while using this technology.
In turn, this can also challenge values, beliefs and raise ethical issues (Hall & Ritchie, 2009;
Hyysalo, 2010). Nursing educational providers have applied simulation activities, using
virtual reality and online teaching and learning resources to nursing programmes. These
educational institutions integrate technologies such as different devices of cardiac and
electronic blood pressure monitors or bladder scans to familiarise students with basic
equipment used in a clinical setting. Other technologies that are becoming increasingly
common in nurse educational programs include virtual reality education to create scenarios
that enable students to participate in decision-making on care procedures; simulation systems
and problem-based cases for students to complete nursing tasks and online resources such as
e-mentoring and e-books to facilitate the search of evidence-based information during
training (Conole et al., 2008; Kelley, 2015; Damewood, 2016). Nursing students carry out
their practice in different clinical settings. The Clinical Learning Environment (CLE) is
important for students to achieve desired learning outcomes (Levett-Jones et al., 2018).
Theoretical learning in educational institutions and practical skills development in clinical
settings during training is a core requirement in nursing education. Students develop their
knowledge through the use of physical materials, professional collaboration and engagement
in a shared clinical culture. Thus, they learn problem-solving skills in various situations
(Levett-Jones et al., 2018). The changing clinical settings, due to the integration of
technology, require nurses to adapt, but they need to be supported with using online resources
to enhance their clinical learning. Some literature on HT and clinical practice of nursing is

carried out from the perspective of nurses (Greenfield, 2007; Singh, 2016; Kahouei et al.,



2013), but as yet, the clinical setting with integrated technologies among nursing students, in

terms of their learning, has not been explored.

Technology in hospitals: In addressing the healthcare system, the Hospital Authority Head
Office (HAHO), the body that organises and monitors the health system in Hong Kong (HK),
instituted measures to improve the medical care system in 2000. Necessary measures are
highlighted to improve quality assurance and establish a culture of safety, develop safe
service protocols, revamp clinical practice and leverage modern technology and new
treatment options. Since then, public hospitals have integrated information technologies to
improve health services efficiency and ensure medical safety. Healthcare technology has also
been developed in Hong Kong. The Inpatient Medication Entry (IPMOE), Clinical
Management System (CMS), 2D barcode system and Electronic Patient Record (ePR) can
modernise and improve the way clinical and health professionals deliver patient care across
the hospital trust (Hospital Authority Head Office, 2009, 2013, & 2016). Furthermore,
advance patient information transfer equipment has also been introduced, such as iPads
installed with CMS functions, usage of intranet to allow effective patient information tracing
in other departments and widened mobile technology functions for faster communication
among nursing staff and physicians (Hospital Authority Head Office, 2001 & 2016). All of
these are computerised tools for medication administration and documentation. First, CMS
can be conveniently used for healthcare information data transfer and storage as paperless
documentation is advocated in clinical settings. Second, the design of a 2D barcode system
can reduce errors in patient identification. Third, the use of a point-of-care system enables
improved efficiency in nursing care, and the IPMOE serves as a computerised tool for
medication administration and documentation (Hospital Authority Head Office, 2013).

These tools aim to improve drug administration safety and information transfer. Aligned with
the development of the above measures, since 2007, a culture of safety is also being
developed in the HK healthcare system. Quality assurance has focused on and audited the
medical practice, including those of nursing and other healthcare professionals (Hospital
Authority Head Office, 2008 & 2016). In this culture of safety, teamwork is another strategy
initiated and promoted to enhance patients care quality. The HAHO (2010) aims to encourage
staff, from executives to frontliners, to report incidents and prevent their recurrence through

knowledge sharing on the basis of a non-blame response.



HT such as computer usage has increased with task performance and patient communication
enhancement. However, HT’s functions to improve the quality of patient services are
questioned (Cornell et al., 2010a, 2010b). For instance, time spent on computers is found
approximately 50% - 60% of a nurse’s time at work and managing such tasks is dependent on
the nurses’ experience. The time spent to implement nursing procedures may be shortened
with HT support, however, the time for communicating with patients and the workload of
nurses were not improved. It is because new activities have been assigned to nurses to fill the
time gap. HAHO also reported that misidentification cases had increased from 5 in 2008 to
10 in 2009, with incident rates of 1-5 cases per year in HK (Hospital Authority Head Office,
2014, 2019a). Medication errors steadily increased from 72 cases in 2010 to 96 in 2013. This
finding may be related to the increased reporting to HAHO as facilitated by the near-miss
system, which reports potential medication incidents that are ultimately avoided by the staff
(Hospital Authority Head Office, 2014, 2019a). In implementing IPMOE, the incident rate
remains within 55-80 cases yearly. IPMOE was piloted in 15 public hospitals in 2013 and
then initiated in other institutions. Seven hospitals are still waiting to implement IPMOE in
2023, after resolving technical problems (Hospital Authority Head Office, 2019b, 2020).

In brief, these adaptations initiated the global transformation of healthcare from a paper-
based system to a more technological-based system. Advanced medical technologies and re-
engineering are continuously advocated to all public healthcare providers worldwide
(Institute of Medicine, 2011). Thus, a technological environment briefly arises in a
contemporary clinical setting to a certain extent, in which nursing student practices differ
from the traditional healthcare environment. Flott and Linden (2016) also report that studies
on HT from the perspective of nursing students are insufficient. Thus, a growing body of
information on HT, emerging technologies and the CLE from the perspective of nursing
students is important. On the basis of this background, the context of present study is set
within Hong Kong, however, the academic literature used draws upon a range of international

contexts.

1.3 Theoretical Framework

Various learning theories have been applied to nursing students. In this study, David Kolb’s
experiential learning theory (1984) is used to explore the effect of HT in CLES on nursing

students’ learning. Kolb asserts that:



Learning is the process whereby knowledge is created through the
transformation of experience. (Kolb, 1984, p.21)

Kolb emphasises the importance of learning to build knowledge in four stages. First, learners
can develop their concrete experience based on observation and reflection. Then the
formation of concepts can begin after review and reflection of such experience. Finally,
learners can conclude the knowledge from the experience and generalise the learning in
practice (Kolb, 1984).

This study uses a clinical facilitation model. Facilitation/supervision is important to enhance
student learning in a clinical training, and the application of a relevant model by the
educational provider and hospitals is crucial (Franklin, 2013; Mckellar & Graham, 2017).
Thus, the effectiveness of mentorship and preceptorship are evaluated from the perspective of
nursing students who learn in a technology-rich environment. The perspectives of mentors,
preceptors or other similar supervisors in the clinical setting during students’ practical

training are also included (Gopee, 2011).

Another utilised model is mentoring (Gopee, 2008), a concept and practice that can be used
to facilitate the learning of professionals. Mentoring has been applied to the nursing
profession since the 1980s (Gopee, 2008). The term “mentor” has also been used
interchangeably with clinical instructor, clinical teacher, clinical supervisor, nurse teacher,
and preceptor. Whichever term is used, there is general consensus that this involves an
experienced individual who guides a novice (Gopee, 2008, 2011). The present study explores
the impact on the learning of nursing students when mentoring is used in the HT-integrated

clinical environment.

The Clinical Learning Environment, Supervision and Nurse Teacher (CLES+T) scale, an
instrument developed by Saarikoski et al. (2008), is used to assess the satisfaction of nursing
students regarding the CLEs during clinical training. This instrument has five dimensions
with a total of 34 factors that relate to the supervisory relationship, leadership, premise of
nursing care, pedagogical atmosphere and nurse teacher (Saarikoski et al., 2008). In the
present study, CLES+T is used to evaluate how the factors influence the satisfaction of

nursing students in clinical environments that integrate and use HT to provide patient care.



These theories and models give a framework to guide the researcher to examine complicated
issues. They not only help to focus the implementation of instruments but also help to
describe and explain the data through analysis to address the aim of this study (Nachmias &
Frankfort-Nachmias, 1996).

1.4 Aim and Objectives
A literature search reveals that no notable study has focused on the learning of nursing students

in a HT-integrated clinical environment. The present study explores this area, and therefore its

aim is

e To examine the perception and experiences on the impact of health technology to the

learning of nursing students in clinical learning environment

The objectives are to

e Explore nursing students’ perceptions on HT in clinical settings;

e Understand the influencing factors of CLES+T: the supervision, ward environment with
respect to opportunities for learning and practice, the relationship between the nurse and
leadership and the impacts on nursing students in HT-integrated CLE and

o Explore the nursing students’ learning in relation to Kolb’s learning model in HT-

integrated CLE

The methodological approach adopts a case study paradigm that utilises a questionnaire and

interviews.

1.5 Research Questions

The research questions are

e What are the perceptions of nursing students regarding HT in the CLE?
e What is the impact of the learning of nursing students in the HT-integrated CLE?
¢ Why, and in what way, does the HT-integrated CLE affect the learning of nursing

students?



1.6 Researcher’s Background

Of significance to this study is my own professional position. I have been a registered nurse
for over 20 years and have been working as an academic lecturer for six years. My role, in
part, involves being responsible for mentoring nursing students in clinical settings. Over this
period, I have become increasingly interested in HT and in particular how students adapt to
the changing demands of health services. Over this time, I have become acutely aware that
junior students worry about their practice in wards. They are also usually concerned with
their transportation to obtain placement districts and duty roster; they also desire to practise
with real patients and obtain feedback from all available means. Students routinely comment
that the clinical training was not their expected experience given the many concerns about the
medication administration in reality. They became more familiar with IPMOE after exposure
to the device but tend to feel less confident and competent in its usage. They have similar
feelings towards intravenous infusion and CMS. I have reflected on the importance of
“hands-on” practice for student learning in clinical settings. Apart from IPMOE, students
have tended to report that they have struggled with understanding new devices or with
applying other electronic devices relevant to patient care in wards. They routinely made
comments about being unfamiliar with those devices if no introduction or demonstration was
provided. I also recall more positive comments from several students about not being afraid
of using the devices but being rather concerned with model variations, which may have
different settings in practice. What was interesting, in reflection, was that students did not
raise awareness of monitoring devices and were uncertain if the reading generated was
correct, but they showed more active in participation and observation. I found that students
hoped to gain opportunities to learn more through practice with nurses or observation. On a
number of occasions, I knew that some nurses would refuse students’ observation while
others expressed feelings of pressure on incorrect knowledge and thus advised students to
learn under my supervision. I often realised that opportunities for practice and exploration are
more essential for students. Over my working experience, I have become increasingly

interested in student’s experience in the CLE, and in particular with respect to HT.

1.7 Chapter Outline

This thesis comprises six chapters. Chapter 2 reviews the concept of nursing education in

practice, ideas and themes from studies related to CLE and concepts of learning and the



models that shape the nursing students’ learning. It further discuss clinical
facilitation/supervision models, including mentorship and preceptorship, and the concept and
relevant studies on HT development in nursing. The chapter also recognises that the concepts,
models, and philosophies are interwoven and interdependent. Chapter 3 presents the research
design and methodology. It discusses the use of a case study approach that uses both
questionnaire and interviews. The sampling method, setting, data collection, analysis
measures and ethical issues of this study are discussed. Chapter 4 summarises the findings
from the data gathered from using both the questionnaire and interviews. Chapter 5 presents a
discussion and analysis of the findings in conjunction with academic literature. Finally,
Chapter 6 concludes the thesis and summarises key themes, ideas, findings and limitations.

Possible future research opportunities and concluding comments are also provided.



Chapter 2: Literature Review

2.1 Introduction

This chapter will review and probe previous literature related to this research study. With the
aim to investigate the issue of nursing clinical training, this study reviews the relevant context
of nursing curriculum, nursing clinical training phenomenon, and HT in nursing to enrich
researchers’ understanding of their importance to this study. This chapter discusses about the
indispensable of clinical training in nursing education, then it continues by linking the
importance of clinical training with nursing knowledge construction. Next, a detailed concept
of CLE is introduced. Previous studies related to CLE of nursing including various
instruments are reviewed and explored, and CLE’s determining elements to nursing students’
learning during clinical training are analyzed. Studies on HT in nursing are surveyed as well.
Subsequently, Kolb’s experiential learning theory and other critical learning theories,
including behaviorism, constructivism and situated learning theory, are discussed from the
perspective of influencing nursing learning. Finally, the chapter evaluates the shape of

facilitating/supervision models to students learning in clinical training.

2.2 Comprehension of Nursing Education

Nursing education typically involves students achieving professional and practical
competencies, skills and knowledge to become what Hall and Ritchie (2009) characterise as
reflective, competent practitioners. Accordingly, nurse education involves undertaking a
mixture of theoretical knowledge and completing practical experience through placement
(Hall & Ritchie, 2009). For Gopee (2015), nursing is a profession comprising of skill-or-
competency-based activities, which are acquired through repeated practice within a clinical

environment.

Nurse education worldwide, including HK, starts through an apprenticeship system and is
provided from hospital-based schools (Mak, 2003; Valiga, 2012; Scott et al., 2013). Nursing
apprentices learn through working in real clinical settings. By observing senior apprentices
and professionals, then repeating the steps of caring for patients, students’ knowledge of
nursing tasks enriches with time (Scott et al., 2013). In this process, learning is a step to cope
with the actions and behaviours of others. Subsequently, students need medical knowledge
and work in clinical settings, but must complete a few courses of 3-6 months in between the

programme. Registered nurses in HK have learnt relevant program in higher education
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institutions since 1990. Thus, their knowledge has been enriched through work-based
learning. Knowledge learnt through observation and practice with actual patients and

reflection of procedures are the main learning modes (Mak, 2003).

Nursing has historically been regarded as a vocation and as a profession in many countries
(Scott et al., 2013). In view of enacting the law, nurses should maintain a professional image
and competence in implementing patient care (Bastable, 2014). Nursing is a caring, enabling,
knowledge-based, and competence-assessed profession, which is dynamic in meeting the
changing health needs of society (Nurse Council of Hong Kong, 2012). Similar to those in
Australia, the United Kingdom, the United States and Canada, nursing students in HK are
required to have clinical training and then pass the clinical assessment for registration (Nurse
Council of Hong Kong, 2017a; Ahpra, 2019).

Typically, in HK, theory and practical skills enrichment is expected of a nursing programme,
including total teaching and learning of 2650 hours for a general health registered nurse and
2630 hours for a mental health registered nurse. Half of the contact hours of a nursing
programme comprise practical skills teaching and learning in clinical settings with
supervision, an approach that is close to that in the UK (The Open University, 2020). Given
that half of the whole nursing programme is completed in practice, students’ learning can be
enhanced with an effective environment (Craig & Smith, 2015). The Nurse Council of Hong
Kong (NCHK), a statutory body monitoring the quality of nursing education in HK, requires
students to complete theoretical courses with over 1250 and 1230 contact hours for general
and mental registered nurses, respectively. In addition, they need to have on-site placement

experience with 1400 contact hours for both streams (Nurse Council of Hong Kong, 2017a).

By teaching and learning-focused practice, students can gain knowledge and skills in
performing tasks. Students can learn by example or by exploring experiences and committing
these to memory (Gopee, 2011; Boore et al., 2012). However, the curriculum has limited
coverage of technological knowledge. Nkosi et al. (2011) argue for the inclusion of
information technology, which can allow students to feel more confident with using
computerised devices. For instance, the HK nursing curriculum only has 20 contact hours for
technology learning, which is mainly teaching of information technology (Nurse Council of
Hong Kong, 2017b). Under Cap. 165 in HK laws, nursing students need to have 70% or

higher total hours of clinical education, but only 20 minimal hours for information
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technology teaching and learning.

Jokelainen et al. (2011) also emphasise the importance of using technology and suggest that
not providing relevant knowledge to students leads to a gap during their clinical training.
Both students and mentors may not understand how to apply relevant knowledge to operate
the technological devices. The nursing curriculum may also show an inadequate coverage of

HT education. This issue is reinforced as

... Student mentoring included facilitation of achievement of
professional competence and professional growth of the students.
Reflective learning and critical thinking are crucial for students to
learn to be able to develop new thinking and practices in clinical
nursing when working as professional nurses in the future. However,
it was surprising to note that the influence and use of technology in
nursing practice was not considered in mentoring of students.
However, the growth of technology is increasing in health care, for
example, in the use of electronic documentation. (Jokelainen et al.,
2011, pp.2854-2867)

Regarding the support for classroom teaching and clinical mentoring, various skills should be
developed to enhance the learning of nursing students either in classroom or clinical settings
(Gopee, 2015). An overloaded curriculum in teaching nursing theory, demonstrating skills,
establishing critical thinking and exploring nursing research knowledge occupy most of the
time of educators, and their support for students remains insufficient (Valiga, 2012). Self-
directed learning skills are promoted in nursing education, rather than the traditional teaching
approaches such as lectures and slide presentations. However, this concept is neither fully
mastered by educators nor inspires students. In addition, nursing education cannot escape
from technological evolution. Reforms to install models of instruction such as open-source
learning, mobile applications, online learning, cloud computing and a myriad of other
technological advances are incorporated with health equipment and devices are broached in
teaching. Virtual reality education is currently a popular topic in nursing (McCallum et al.
2011; KIDD et al., 2012; Foronda et al., 2014; Ulrich et al., 2014), resulting in the urgent
installations of relevant devices in campuses and integration into the curriculum. Moreover,
nurse educators are not immune to assimilating this mode of teaching (Valiga, 2012). The
time constraint and various roles of nurse educators influence their support for students
(Landers, 2000; Johansson et al., 2010; Cherry and Jacob, 2015; Lee et al., 2018). However,

limited information is available on educators’ efforts to support students in clinical settings,
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especially in HT-rich environments. Jokelainen et al. (2011) make this point suggesting that
inadequate technological education and training of both teachers and students may result in
incompetent practice during clinical training. This study will examine this aspect from the
perspective of students and how this issue affects their learning in clinical setting.

2.3 Valuable Nursing Knowledge of Clinical Training

Benner (1984) suggests that clinical competence is closely linked to the accumulation of
experience through several steps or participation in clinical settings, apart from the theoretical
concept in nursing educational institutions. Benner (1984) reports five stages of competence:
novice, advanced beginner, competent, proficient and expert. Nursing students must pass
through all these stages to gain expertise. Initially, nursing students are novices and need to
cultivate their knowledge. Novice nursing students do not gain any such experiences and are
taught context-free rules to guide their actions with respect to different attributes. On this
basis, nursing students’ knowledge is acquired from theories and applied to actual clinical

settings through hands-on practice.

Boore et al. (2012) state that nursing practice is based on acquired knowledge. Furthermore,
the philosophy of nursing is defined as knowledge in considering people, environment, care,
and health. Several ideas, such as cultural context, can also shape the nature of nursing and
concept of care. Levett-Jones et al. (2018) state that students can apply their knowledge
gained from academic pursuits to actual practice; they should learn to make positive critical
judgments and decision-making regarding patients’ health and well-being for clinical
placement. An ongoing cycle of learning is thus summarised: clinical placement experience,
knowledge gained at university applied to clinical practice, the need for new knowledge
identified during clinical placement experience, knowledge gaps motivating the pursuit of

knowledge and a return to clinical placement experience.

2.3.1 Nursing Clinical Training Learning

Clinical training (clinical practicum/placement) is a period for nursing students where they
work in clinical settings and practise the nursing skills and language by executing the
academic theory gained in class. Students can also learn what professional nurses value; how
they communicate, behave, feel and think and how these attributes influence patient care.
Students can understand the nursing culture and environment and thus learn how to adapt,

work and learn in this context (Levett-Jones et al., 2018). Students are expected to equip
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themselves to become knowledgeable and competent to provide nursing care to patients by
learning in clinical placements. Nursing educators set objectives and assessment tools for
skills development, which are essential requirements to pass the programme, following
guidelines and resources such as online learning (Gopee, 2015). In terms of competencies,
nurses can apply their accumulated knowledge to perform safe and effective patient care
(Benner, 1984).

During clinical training, learning is applied with work-based theory, which is conceptualised
for students to enrich their knowledge by doing and memorising repeated steps or tasks,
thereby becoming familiar with the care procedures. Evaluations of nursing procedures are
common to assess whether the students are competent (Aston and Hallam, 2011). In this case,

professional mentoring and supervision can guide students in the clinical settings.

Stabler-Haas (2012) emphasises the importance of theoretical and practice-based educational
programmes for nursing students, who need to complete various courses such as clinical
training within their curriculum. Clinical training is a prerequisite and is coordinated by
educational institutions and approved by health care providers (Hall & Ritchie, 2009;
Hospital Authority Head Office, 2020). Nurse educators not only conduct teaching but also
collaborate with healthcare providers for placements, which are not guaranteed or insufficient
due to increasing demands for nursing study (Dragon, 2009). Therefore, the opportunity to
complete a clinical placement is a valuable period to enrich nursing students’ practical

knowledge (Papp et al., 2003).

Hall and Ritchie (2009) comment that nurses can generate knowledge by questioning and
evaluating practices rather than repeating the tasks or procedures because that is the common
method. Nursing students and nurses carry out patient care using a gold standard, ‘Nursing
Process’, which was developed in the 1960s. This tool can enhance the quality of patient care
and student knowledge development. To address a specific nursing diagnosis, the tool
implements a four-stage problem-solving cycle: assessment, planning, implementation and
evaluation (Gardner, 2003).

Crombie et al. (2013) conclude that clinical placement can impact on students’ knowledge
retention. Clarke and Copeland (2003) argue that practice provides students with personal

and professional competences. Students are also enabled to deal with critical situations and
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provide better care to patients. Clarke and Copeland (2003) assume that a work-based
learning approach has the capacity to bring tangible benefits to the organisation, patients and
practitioners alike if all the contextual factors that affect professional development are well
managed.

The literature reviewed shows that novices who are allowed to observe someone perform the
skills or procedures can enhance their learning (Wulf et al., 2010; Levet-Jones et al., 2018).
Observation is an opportunity to promote learning by memorising and conceptualising how to
perform tasks after reprocessing the experience (Wulf et al., 2010). Levett-Jones et al. (2018)
determine the learning process of nursing students. Starting from the clinical placement,
students may experience incomplete knowledge and are self-motivated to enrich and fill this
knowledge gap. Students gain a comprehensive knowledge base to support critical thinking
and clinical decision making in expert practice, which can be employed in their next clinical

placement, to continue the learning cycle.

Placement design is a critical component of the nursing programme to ensure students gain an
effective clinical experience. Educational institutions also need to coordinate with health
providers and plan to address the objectives of scheduled placements. Appropriate clinical
training schedules and rosters should be provided to students and resource and academic staff
support should be sufficient for students (Papp et al., 2003). Placement has two modes,
namely, block and distributed. Block mode is a full-time placement for a period of weeks at
any time in the programme. Distributed placement demands students to practise and study
concurrently, and several may be combined in a placement period. Some studies find that
shorter placement periods cannot motivate students as team members in a clinical setting,
while other state that interacting with unsupportive staff rather than the placement duration is
the main adverse effect on student learning (Levett-Johns et al., 2008; Birks et al., 2017).
Given that students spend half of their practice in clinical settings, the following sections
review the context of CLE.

2.3.2 Concept of CLE in Nursing

Flott and Linden (2016) define a CLE for patient care, where nursing students can learn about
care and the overarching concept of their professional practice. CLE can be of varying types
of hospitals, hospices, care home, community centres, public and private clinics and

simulation laboratories, in which students simulate patient care. In recent years, a new model
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of clinical setting called Dedicated Education Units (DEU) has been developed in Australia
for students to practise and learn. Many studies have shown evidence that the DEUs promote
higher satisfaction in learning (Moscato et al., 2007; Craig and Smith, 2015). CLE
encompasses staff, equipment, clinical setting, patients, clinical mentors and nursing teachers.
CLE is complex to control because of the interactions among different people with different
backgrounds and knowledge of the physical environment. Students need to overcome various
external challenges and choose priorities. Within this context, much of the evidence
emphasises the important role of nursing teachers and clinical mentors or supervisors, who
are ultimately responsible for student learning in clinical practice. Thus, an effective CLE can

facilitate the enrichment of students’ knowledge during clinical practice (Craig and Smith,

2015).

Concerned about the clinical setting, Bisholt et al. (2014) discuss that students have varying
experiences when placed in different clinical settings. Achieving positive learning in non-
acute clinical settings, such as a nursing home and psychiatric units, prove difficult. Students
also comment that they gain few learning opportunities in documentation and limited
feedback from supervisors. Hospital settings are suggested to provide more meaningful
learning situations in complex contexts for nursing students’ learning. Another study shows
that students felt less satisfied in private hospitals (Nepal et al., 2016). Pitk&nen et al. (2018)
state that clinical settings share similar ideas in their health system reform under the influence
of the Bologna Process and European Union (EU) directive. Nursing students concluded that
supervisors have a critical effect on student learning. Husebg et al. (2018) summarise that a

supportive learning environment for students is essential.

2.3.3 Effective Clinical Learning Environment

Gopee (2015) highlight that an effective and suitable learning environment for students is
achieved through continuous evaluation by all team members that are involved in clinical
practice. An effective CLE should be flexible and provide learning opportunities to students,
supply knowledgeable mentors, provide sufficient time for mentor and student interaction,
cultivate willingness to contribute to the teaching process and have adequate teaching-staff-
student ratio. According to Jonassen and Land (2000), the learning environment is shaped by
individual, social and cultural aspects that interweave and interact every day. Learning is

affected by the environment with the influence of cultural and material/physical resources.
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Social interactions with any person in the environment or activities are other major factors

that influence learners.

Craig and Smith (2015) list several points that can contribute to the development of an
effective clinical environment. Students can receive orientations, various learning pathways,
resources, access to information technology, participation of all involved staff in the teaching,
understanding of their learning needs, educational audits, and continuous performance
environment. Craig and Smith (2015) suggest that students need to access suitable resources,
which can help them develop an understanding of how theory relates to practice. Qualified

personnel to teach students are also considered part of an effective learning environment.

Papp et al. (2003) summarise the themes of an effective CLE. In their learning, students
expect to be welcomed and appreciated as team members, gain adequate practice
opportunities and receive enthusiastic mentoring by clinical staff and adequate support from
nurse teachers and clinical mentors or supervisors. A good quality of clinical practice
includes good mentoring, which enhances the quality of patient care in a clinical setting.
Although students can learn from poor placements, the gains are better in an effective clinical

environment.

Flott and Linden (2016) review the important elements influencing a learning environment
from past CLE evaluation tools, including staff-student relationships, involvement, culture or
atmosphere, reflective or feedback mechanism, facilitation from qualified staff, learning
opportunities and effect of leadership. An effective CLE allows students to gain learning
outcomes. They develop skills, knowledge and behaviours necessary for practice; consolidate

their confidence and cultivate learning or working satisfaction.

Gopee (2011) explains that a practice environment or activities allow students to enrich their
professional skills or competencies-based activities. Work-based learning is another approach
to enrich knowledge. Gopee (2011) adds that the factors of a good CLE include a culture to
share knowledge, awareness of student learning and provision of constructive comments to
students. However, some scholars have reflected on the influence of HT development in the
healthcare system and nursing education; thus, the effect of technology on the CLE still

requires consideration (Flott and Linden, 2016; Gopee, 2015).
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2.3.4 Studies on clinical learning environment in nursing

In the literature reviewed, different research designs help generate important findings to
enrich the context of CLE. Regarding the student perceptions or experiences of CLE, various
studies are conducted through interviews, site observations, investigations and reviews
(Jessee, 2016; Mikkonen et al., 2016; Walker et al., 2016). Using an interpretativist paradigm
allows for understanding of the interrelation between what people think and how they act in
their social world (Robson, 2011). Reviewed studies summarise the feedback of nursing
students toward CLE during clinical placement, including feelings of being unwelcome,
anxiety, stress, and helplessness (Jessee, 2016; Mikkonen et al., 2016; Walker et al., 2016).
Different conclusions are reported regarding these experiences. Peyrovi et al. (2005) reveal
that having feelings of stress during the first placement is typical and can be overcome by
gaining more experience. Hosoda (2006) states positively that such anxiety experienced by
nursing students not only allows them to gain valuable information in a clinical setting but
also improves their socialisation skills by performing their tasks. Butterworth et al. (2011)
comment that the communication skills and experiences of instructors can serve as an
essential support to students to relieve stress in clinical settings. Other strategies such as

resilience are also reviewed by Moscaritolo (2009) and Thomas et al. (2012).

Literature has also investigated the reason behind the stressful experiences of students and
their effects on their learning during clinical training. Positive interpersonal relationships are
vital in clinical placements, in which supervisory relations are an important factor affecting
nursing students’ learning within CLE (Nolan, 1998; Lofmark and Wikblad, 2001; Carlson et
al., 2003; Levett-Jones et al., 2009; Warne, 2010; Williamson et al., 2011; Sercekus and
Baskale, 2016; Rafati et al., 2017; Arpanantikul and Pratoomwan, 2017; Lee et al., 2018).
Common factors contribute to the quality of the relationship between supervisors and
students, including supervisors’ busy work schedules, ward climate or atmosphere,
organisational culture, different duty rosters, lack of guidelines, mentoring experience of
supervisors and poor feedback mechanisms. In some studies (L6fmark and Wikblad, 2001;
Carlson et al., 2003; Levett-Jones et al., 2009b; Yousefy et al., 2015), students report that
they did not obtain sufficient supervision despite available opportunities for practice. In this
context, many students often struggle to carry out routine tasks for practice. Others report that
they had observations rather than hands-on practice and they received insufficient comments
on their performance. Thus, they did not gain practical knowledge. In such cases,

opportunities for practice are lost. Students also report the unsupportive atmosphere
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originating from hierarchical relationships among professionals inside the clinical setting,
potentially discouraging nurses’ close supervision and leading to negative attitudes towards
students during clinical training. Students’ desires to learn are also found to decline (Dunn
and Handfort, 1997; Carlson et al., 2003; Papp et al., 2003; Williamson et al., 2011; Crombie
etal., 2013; O’Mara et al., 2014; Cooper et al., 2015). Lee et al. (2018) identify similar

findings, adding that students’ practice must be governed by organisational policy.

Another factor influencing the students’ satisfaction and learning in the CLE is the
discrepancy between the school laboratory setting from reality (Davis, 1990; Papathanasiou
et al., 2014; Bigdeli et al., 2015; Foolchand and Maritz, 2020) and the application of
theoretical knowledge to real patients during placement (Landers, 2000). Finding
discrepancies between lectures and practice, students report feeling disappointed about
miscommunication with instructors. They feel embarrassed and helpless, not only for the
failure to respond to questions from instructors in the presence of others but also in being
ignored by staff for participation in nursing activities (Nolan, 1998; Carlson et al., 2003;
Houghton et al., 2013; Yousefy et al., 2015; Sercekus and Baskale, 2016). Suggestions to
have better coordination and collaboration of the clinical training arrangement are
encouraged between educational institutions and health providers. Relevant human and

material resources are also required to support students (Khishigdelger, 2016).

2.3.4.1 Evaluation tools on CLE

Various instruments have been used to evaluate the satisfaction of nursing students in their
CLE to reflect on the quality of the CLE and the structure of the curriculum (Gopee, 2015).
For example, the CLE scale was developed as early as 1990 and focused on professional and
cultural change in the clinical context (Dunn and Hansford, 1997). Ten years later, the CLE
Inventory (CLEI) was developed and highlighted the difference between ideal class learning
and real clinical learning (Chan, 2002a and 2002b). Saarikoski and Leino-Kilpi (2002)
considered the cultural impact in the clinical context and the interaction among staff, leaders
and students in developing the CLE and Supervision scale (CLES). Given that nursing
teachers have played an important role since 2000, Saarikoski et al. (2008) revised the CLES
by adding this factor to develop a new tool: CLES and Nurse Teacher scale (CLES+T).
D'Souza et al. (2015) modified the CLES+T to be the Modified CLE, Supervision and Nurse
Teacher scale (modified CLES + T) to add four more factors: hierarchy, patient relationships,

clinical nurse commitment and staff-student relationships.
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Other instruments have been developed from different perspectives to examine the
effectiveness and support of CLE. Hosoda (2006) developed the CLE and Diagnostic
Inventory (CLEDI), which investigates the relationship of CLE and the metacognition of
instructors. In 2009, the Student Evaluation of Clinical Education Environment (SECEE) was
developed by Sand-Jeckin (2009). Based on the framework of cognition apprenticeship
theory, CLES and Student Nurse Appraisal of Placement, SECEE investigates CLE with
modified indicators, including the issues of student and faculty ratio, asking questions of both
faculty and staff, interaction with clients, clinical rotation time and faculty and nursing staff
support. Chuan and Barnett (2012) established the CLE instrument, investigating the
perceptions of nursing students, staff and tutors. Mansutti et al. (2017) report the lack of
information about the sampling of the tool development, such as the CLE scale (Dunn and
Hansford, 1997) and SECEE (Sand-Jecklin, 2009). Poor to fair quality is also found
regarding the content validity, internal consistency and reliability on the CLEI, CLEDI and
CLE instrument. With their quality problems and factors that are not customisable based on
the needs of other researchers, these tools are rarely used in further research, including the
present study. CLES+T is considered a well-established tool with over 10 translations, and its
validation and reliability have been assessed across 10 countries (Mansutti et al., 2017).
CLES+T gains accumulating evidence on instrument validity and in comparing data, with
emphasis on its good quality internal consistency. In summary, the complexity of clinical
contexts is increasing while there is debate about the quality of instruments which review
CLE. In the items of the CLES+T, factors are critical elements that affect nursing students’
learning as highlighted in the literature but have no relevant information on the HT-integrated
CLE. However, the effect of CLE on nursing students must be assessed over time (Jessee,
2016; Flott and Linden, 2016).

Based on the literature review, the tool CLES+T developed by Saarikoski is a well-known
instrument to examine CLE. Among the different tools, CLES+T has better validity and
reliability. Most importantly, its five dimensions, namely, supervision, atmosphere of clinical
setting, nurse teacher, opportunities for learning and practice and leadership, with 34 factors,
have been previously used to discuss the experiences of nursing students with training in
different clinical settings (Saarikoski et al., 2008). These five dimensions still dominate in
contemporary clinical settings and are thus also used in the present study to examine the

factors influencing the satisfaction of nursing students on the HT-rich clinical settings. The
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following section further explains the influence of the five dimensions and their significance
to the learning of nursing students in clinical training. In this study, CLES+T instrument is
used in the HK context. Given that the development of mentorship is emphasised in nursing
education globally, understanding the more updated situation in the HK clinical setting is

helpful to comprehensively evaluate the impact of HT on CLE.

2.3.5 Factors Influencing CLE

Numerous factors influence CLE. Based on various evaluation tools and findings from
interviews, previous studies commonly categorise the following dominating factors:
supervision, atmosphere of clinical setting, nurse teacher, opportunity for learning and

practice and leadership. These are crucially interrelated in a clinical context (Gopee, 2015).

With respect to leadership style, Dunn and Hansford (1997) emphasise the important role of
nurse managers as a major factor influencing all aspects of clinical units. Nurse managers
who pay attention to students positively contribute to their learning. However, the effect of
nurse managers can be shaped by the level of hierarchy and routine in wards, both of which
can affect the learning culture. Skaalvik et al. (2011) comment that ward managers (WMSs)
value students as resources helping in CLE, possibly due to the influence of the reform of the
healthcare system. In contemporary healthcare settings, nurse managers encounter pressures
in developing safety awareness (Finkelman, 2012). However, Jokelainen et al. (2011) suggest
that enough resources and support from the managerial level should be provided to enhance

students’ opportunities during mentoring.

The second influence was the nurse teacher, who plays an important role in supporting
students in CLE (Arkan et al., 2018). Saarikoski et al. (2008) suggest that nurse teachers can
be a crucial and independent factor. Warne et al. (2010) comment that nurse teachers possess
institutional expertise in nursing and act as mentors to provide students with support in
practice and theory improvement in the CLE. However, mentorship has been discussed as
more important than nurse teachers in terms of supervision (Andrews and Wallis, 1999). Two
studies briefly state that nurse teachers encountered problems of access and were limited in
participating in risky procedures (Fetter, 2009a & 2009b). Landers (2000) comment that a
nurse teacher needs to keep updated knowledge on current practice to enhance the theory—
practice gap for students during placement. Fernandez et al. (2015) focuses on security and

identified password security as one area that needed to be secured by health professionals.
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These studies help to explore further details on the effect of mentoring to nurse teachers in
the HT-integrated CLE.

A third factor focuses on ward atmosphere. Saarikoski and Leino-Kilpi (2002) and Saarikoski
et al. (2008) state that a positive ward atmosphere should include a non-hierarchical structure
with the best teamwork and good communication. The terms ‘atmosphere’, ‘culture’ and
‘climate’ have been used in a social or organisational context to elaborate on the attitudes of
staff who shape students’ learning (O, Mara et al., 2014; Cooper et al., 2015; Sabatino et al.,
2015; Yousefy et al., 2015; Arkan et al., 2018). Sullivan (2013) state that culture can affect
the efficiency of communication. Culture is also a common source of job dissatisfaction and a
determinant of organisational effectiveness. Papp et al. (2003) find that a positive atmosphere
is important for students to achieve their learning objectives, apart from the good cooperation
and support from nurses in clinical settings and the mentors or nurse teachers from
educational institutions. Hodaso (2006) state that a good atmosphere and cultural and
organisational factors can affect the learning experience of nursing students. However, a
high-quality patient safety environment was advocated after the HK healthcare system
reform, and one of the measures to achieve this goal is through health-IT integration in
clinical settings (Institute of Medicine, 2011). Flott and Linden (2015) find that
organisational culture can affect the behaviour of leaders and staff toward nursing students’
learning. Sand-Jecklin (2009) and Chuan and Barnett (2012) mention that policies can also
affect organisational culture, such as by not allowing students to participate and rather to
allow only observation procedures. Ogier (1989) states that learning was demotivated under a
strained atmosphere. Chang and Daly (2016) emphasise that a learning culture in a hospital
originated from positive organisational culture, whereas a negative environment not only
hindered the development of learning but also affected the relationship and accomplishment
of work among nursing staff. A learning environment could support and nurture new
graduates, new staff and undergraduate students. The necessity of technological usage in the
healthcare setting is a trend that poses opportunities and challenges to nursing professionals.
Technological knowledge could be achieved in many forms and relates not only to hands-on
competency but also to knowledge of organisational policy, current research and change
evidence (Keating, 2015; Chang & Daly, 2016). Corresponding information on its impact on
students’ learning in the HT-integrated CLE remains unclear.

The fourth factor is supervision. Lofmark and Wikblad (2001), Levett-Jones (2009b),
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Sabatino et al. (2015), O’Mara et al. (2014), Sundler et al. (2014) and Salamonson et al.
(2015) emphasise the importance of good relationships with nursing staff in influencing
student learning. They state that respectful and welcoming nurses can motivate student
confidence. This attitude also encourages and affects the opportunities for student learning.
Doyle et al. (2017) conclude that the most important factor affecting students’ learning
satisfaction was supervisors’ availability to provide help during their clinical training.
However, the lack of a nursing workforce globally places a risk of lacking supervisory staff,
potentially undermining the effectiveness of the learning of nursing students (Jokelainen et
al., 2011). Another aim of using HT in the system reform is to reduce human error due to
various reasons, including shortages of nurses (Institute of Medicine, 2011). The impact on

nursing students who learnt in HT-integrated CLE remains unknown.

The fifth and final factor is opportunities for learning and practice. L6fmark and Wikblad
(2001) find that nursing students may feel uncertainty in clinical experience when they had
fewer practical opportunities and were only allowed to observe. Peyrovi et al. (2005)
comment that opportunities for learning are better when students were actively involved in
patient care. Carlson et al. (2003) show that the importance of personal interactions can affect
the learning opportunities of nursing students. Houghton et al. (2013) state that the
inadequate number of staff, limited supervision time and staff being occupied in non-nursing

tasks influence students’ learning opportunities.

Bransford et al. (2000) state that knowledge can be enriched through experience transfer in
clinical training. Students complete tasks and then a function of the similarity of transfer and
learning experiences can be accumulated. The knowledge transfer from school to other non-
school settings can be enhanced by the full understanding of the functions of the
environment. However, these environments change rapidly (Mansutti et al., 2017), and thus,
exploring ways to help students develop strategies to adapt to the complex clinical context is
essential. As the majority of hands-on nursing procedures, such as measuring blood pressure
and glucose levels and recording information, have dramatically evolved from human-
powered to computer-controlled, students are expected to actively engage in these clinical
practices. At present, these procedures have been replaced by technology. Traditionally
learning through repeated practices and guidance by clinical staff may be insufficient in this
context (Arpanantikul and Pratoomwan, 2017; Chang and Daly, 2016). Henderson et al.

(2012) conclude that CLE is an effective and safe environment for student practices, but the
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challenges due to innovative changes to traditional practices are not considered. Alongside
nursing students’ learning shaped by captioned stakeholders and pertinent to the impact of the
atmosphere inside the CLE, the force of HT integration clearly needs investigation to fill this

research gap.

2.4 HT integrated in CLE
This study investigates the students’ perception of HT-integrated CLE. The background of
HT in nursing is reviewed to provide a clear picture of this study.

Gail et al. (2008) describe various types of technology and technical devices for nursing in
clinical settings. These technologies can be categorised into simple and complex. The most
influencing factor of HT development is the use of health informatics and communication
systems in daily nursing practices (Bhattacharya and Ramachandran, 2015). Technology
benefits are evidenced by saving time, standardising the terms and format for easy
communication, giving fast access to provide accurate patient care and reducing healthcare
errors (Barnard & Locsin, 2007). HT allows nurses to enhance the quality of patient care
(Glandon et al., 2014; Bhattacharya and Ramachandran, 2015). However, Munyisia et al.
(2010) indicate that HT cannot reduce the time spent on documentary work by nurses.
Lopez and Fahey (2018) note that nurses make errors and have increased workloads while
managing the HT.

One paper concluded that nursing students gained knowledge of handling technical
equipment with supervision by staff or sharing knowledge with classmates. Students could
become more confident with more opportunities to practise technical tasks, including
advanced ones. Students could ask more questions to an assigned supervisor and become
confident enough to share their new knowledge with other nurses who may not be familiar
with the equipment (L6fmark and Wikblad, 2001). By contrast, Arpanantikul and
Pratoomwan (2017) indicate that nursing students feel stressed when using new technical

machinery in the clinical environment because they lack opportunities to practise.

In brief, previous studies reveal the factors influencing student learning. However, the issue
of machinery or technical equipment usage of nursing students is mainly neglected. Factors
leading to inadequate opportunities for practising the usage of machinery or technical

equipment were also not reported. Again, no scientific approach verified any factors affecting
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the usage of machinery or technical equipment of nursing students. In research, providing
convincing evidence could explain the relationship of student learning to machinery or
technical equipment issues by including more variables. The present study explores the effect
of HT usage to other environmental factors such as supervisors, clinical nurses and managers

in the clinical setting.

The literature is mainly concentrated on the experience and perceptions on HT usage of
nurses rather than nursing students (Stevenson and Nilsson, 2012; Estrada and Dunn, 2012;
Mccartney, 2016; Holden et al., 2016; Lopez and Fahey, 2018). The views of nursing
students are focused on the technology to improve teaching and learning in higher education
institutions, such as improvement of curriculum or teaching strategies (e.g., Conole et al.,
2008; Kowitlawakul et al., 2015; Tubaishat et al., 2016; George et al., 2017) and clinical
placement support (Ryan et al, 2017; Jeong, 2017). Nkosi et al. (2011) identify the
importance of computer literacy to nurses. However, access to and use of computer or
information technology systems have been limited to nursing students. They emphasise the
importance of curriculum adjustment and support from healthcare providers to enrich nursing
students’ computer skills and competence in using information technology systems.
Hansbrough et al. (2020) find that nurse students experienced limitations in learning when
accessing electronic health information with passwords of other nurse staff. Therefore,

additional details about the impact of learning in an HT-integrated CLE should be explored.

2.4.1 HT integrated in CLE in HK

The studies on HT in HK for nursing are likewise rare. Studies investigate technologies
involving medication errors of pharmacists (Samaranayake et al., 2012), a template-based
electronic medical record system from doctors’ perspectives (Ting et al., 2011), a clinical
information system for staff of nursing homes (Oi et al., 2014) and information literacy and
academic writing skills of part-time post-registration nursing students (Tarrant et al., 2007).
The literature on HT only concerns the opinions of nurses or other professionals and focuses
on curricular enhancement of nursing education. Three studies on CLE have been conducted
in HK. For example, Yung (1997) examines the CLE of nursing students in HK and
investigate the relationship between ethical decision-making and the perceptions of CLE. A
comparison showed that students with degrees presented lower ethical decision-making than
those with hospital-based certificates. The possible reason was the limited clinical experience
of degree-holders compared with that of hospital-based students. However, the small sample
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size of six participants could not reflect the general views of nursing students. Chan and Ip
(2004 and 2007) apply an instrument CLEI developed in Australia to HK students in two
studies and emphasise a significant difference between actual and ideal CLE. The results
also highlight the paramount importance of supportive factors to secure the required teaching
and learning of students during placement. Most importantly, these factors may be changed
by the transformation of the healthcare system in HK. Despite such evidence, the effect of the

dramatic transformation of HT on nursing students’ learning in HK is still largely ignored.

2.4.2 Effect of HT on Nursing

At present, HT development cannot be removed from the healthcare system. Noting the
changes in nursing practice, relevant concerns to patient care values are discussed (Huston,
2013; Cipriano, 2011).

The application of technology in organisations has been noted earlier by Weber (1958), who
feared that its use may affect the freedom of human decisions. Weber also emphasises the
control of bureaucracy in an organisation and says that society may be full of ‘Specialists
without spirit, sensualists without heart’ (1958, pp.181-182). Nursing is a profession that
traditionally implements cares autonomously, while contemporary nursing care is integrated

with technologies.

The effects of HT on nurses’ professional development provoke similar concerns, despite the
previous contents in Section 1.2 of Chapter 1. Benner (1984) discusses the art of nursing
practices in a complex situation. Nurses must focus on human needs and caring, despite the
science and technological application of their profession. Benner and Wrubel (1989) also draw

attention to HT that may shape the quality of nursing care for patients, as follows:

... the devaluation of nursing care and other caring practices. In a
highly technical society that values autonomy, individualism, and
competitiveness, caring practices have always been fragile, but this
societal blindness causes those who value technological advances to
overlook the ways these advances are rendered dangerous and
unfeasible without a context of skillful, compassionate care. (Benner
and Wrubel, 1989, p.xv)

Benner and Wrubel (1989) discuss the traditional nursing care that emphasises knowledge in

various specialities and the empathic mindset to understand patient needs. Given that
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healthcare service is a human-dependent task, including the handling of simple equipment
can allow nurses to better understand and constrain attention to patients to avoid problems of

considering cases as an endless list of separate variables and problems.

Polifko (2010) states that nurses must be knowledgeable in the use of technologies, such as
eHRs, to facilitate information access and promote the health of patients and families. Locsin
(2001) discusses the effect of technology on nursing, including the change of language in
daily practices, such as in using electronic charting and modern nursing environments with
different machines or technologies. He also emphasises that depersonalisation in nursing
causes lack of caring, trust and humility, thereby affecting the relationship between nurses
and patients. The emphasis on competence in technological nursing rather than practice in
turn affects the wellbeing of patients (Smedley, 2005; Locsin, 2017). Ball (2011) further
reported that nursing care in the clinical context is no longer a manual process because of its
integration with HT. In healthcare settings, nurses use technologies every day. Gail et al.
(2008) remind us that technology can place risks on nurses who are focused on the data
generated from monitoring devices and so miss signs that would be picked up through in-
person monitoring. Samaras (2012) reinforces the need to improve health information
technology to minimise errors and risks to patients. Nurses depend on technology to
implement routine care in a more accurate, safe and time-saving manner. However, nurses
must not entirely depend on the technologies, especially in emergencies, due to the possibility
of equipment malfunction or breakdown, during which they would need to revert to
traditional practice to complete their tasks manually. Overall, technological dependence and
practice have been developed among nurses, and they need to understand how to use and may
even be involved in the repair, design and monitoring various types of technologies (Benner
and Wulner, 1989; Ball, 2011; Barnard and Locsin, 2007; Glandon et al., 2014; Quail, 2015;
Browne & Cook, 2011).

However, several barriers to using HT remain. In practice, nurse awareness of using online
information resources could be used to address daily healthcare or patient inquiries, irregular
HT skills supervision from healthcare providers and incapacity to evaluate the accuracy and
integrity of information (Locsin, 2001; Cherry and Jacob, 2015). Barnard and Locsin (2007)
comment that nurses are at times viewed as technicians rather than carers in the clinical
environment. Contemporary incidents related to technical machinery handling and ignorance

of critical thinking in using HT for care procedures or decision-making on patient are
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likewise recorded (Evans, 2009; Hospital Authority Head Office, 2017). From a management
perspective, the ideas from nurses should be incorporated in the purchasing decision of new
HT. Relevant support for their adaptation to HT use must be addressed (Dunphy et al., 2001;
Huston, 2017; Weberg et al., 2019). From the perspective of nursing education, Garvey et al.
(2014) comment that information technology allows student learning in various environments
through open access. However, these technologies are limited to social platforms such as
Facebook and only facilitate the e-learning of students. From the perspective of healthcare,
students have limited access to HT, especially health informatics, and require passwords from
professional nurses to access the informatics system. Notably, these results were only from

the perspectives of healthcare providers (Fetter, 2009a).

2.4.3 Brief Summary on CLE and HT in Nursing Literature

In brief, regardless of the available information on psychometric factors or other
environmental factors affecting nursing students’ learning in CLE, limited research has
focused on the impact of technology on the practice of nursing students. Sergekus and
Baskale (2016) only mention educational technologies rather than resources in clinical
environments. Carlson et al. (2003) and Rafati et al. (2017) do not mention information on
the characteristics of equipment and of the physical environment, respectively. The items of
those evaluation instruments generate analogous findings, several of which are not explained.
For instance, no underlying reasons are provided for the few learning opportunities in
documentation and limited feedback from supervisors. Third, the characteristics of the setting
or the physical environment are not described. Several participants comment that different
settings may shape their chances of learning, even though their studies were carried out in the
same region and influenced by standardised national policies. Notably, most of the studies
have been conducted in European regions (e.g., Warne et al., 2010; Bisholt et al., 2014; Nepal
etal., 2016).

Craig and Smith (2015) mention that a clinical placement involves half of the learning hours
of a nursing student and their learning could be enhanced with an effective clinical
environment. Guidelines, adequate resources, available information technology access and
staff support in clinical environments are the main criteria to enhance student learning in
clinical training (Fig. 1). Given that HT was a part of the resources and that technology is
prevailing in usage in contemporary clinical settings, this aspect of information in the

literature is lacking, even though resources, machinery devices and technology were
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recorded. The present study helps to fill the gap under the qualitative method.

Fig. 1 Elements to enhance effective CLE
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A technological environment, to a certain extent, arises in contemporary clinical settings.

(Source: Craig & Smith, 2015)

Nursing student practice in this new clinical environment differs from that of the traditional
clinical environment (Locsin, 2001; Fetter, 2009a and 2009b). Studies on HT only focus on
the opinions of nurses and emphasise the curricular enhancement to nursing development.
Ball (2011) point out a challenge between the teaching setting and work experience that
shows a difference between ‘ideal’ and ‘reality’ nursing. Thus, nursing informatics
technology education and training in educational institutions and clinical settings must be
balanced.

Cherry and Jacob (2015) comment that technological resource support in a clinical setting is
important to the learning of nursing students. Findings related to the students’ use of such
resources in quantity and quality are unsatisfactory, but many studies reported that, compared
with no support, these resources help nursing students in clinical learning. Therefore,
technology should be continued to develop and support the knowledge of nursing students
during placement. Flott and Linden (2016) also find a dearth of information on HT and CLE

from the perspective of nursing students.

In summary, any research approach has either limitations or contributions to fill the

information gap of CLE. However, relevant information remains lacking in terms of
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technology, physical resources or environment, machinery and equipment used by nursing
students in the clinical context. Hence, this aspect should be investigated to provide a clear

picture of the CLE in nursing students’ learning in a contemporary healthcare system.

2.5 Understanding Learning in Nursing

Nurse learning has undergone various changes. Nurses start their education through
apprenticeship mechanisms, which tended to emphasise the transfer of learning. However, the
rising dominance and academic direction of higher education institutions serves as the force
to change nurse learning. By contrast, technology has directed various industries, including
nursing, since the 1990s. Thus, nurse educators need to know how to use computers and
online software to deliver teaching in school while nurses need to know how to operate

machinery equipment and information technologies in clinical settings (Jarvis et al., 1998).

Gopee (2011) summarises three definitions of learning in nursing: (i) a reflective response to
changes in behaviour, attitudes and physical aspects; (ii) occurring daily in life experiences
and not education-driven and (iii) a psychomotor skill rendering a person capable to perform
tasks. Based on Gopee’s definition, nurses need to assume lifelong learning and build
knowledge in their careers. Nursing is not only theoretical-driven but also depends on the
enrichment of nursing knowledge through practice. With a focus on practising activities in
nursing learning, the next section elaborates relevant theories, philosophies and models to
enable the understanding of how nursing students accumulate their knowledge in real clinical

settings.

2.5.1 Kolb’s Experiential Learning in Nursing

Many learning theories are available to guide learners to acquire knowledge in systematic
approaches, one of which is experiential learning theory. Experiential learning refers to
learning by doing. One main representative scholar is Kolb, who defines learning as a cycle
involving the interaction between thought and actions, influenced by repeated practical
experiences and reflection (Kolb, 1984). It emphasises learning through experience
construction. Kolb shows how learning takes place through constructionism and defends the

learning process that involves experience accumulation.

Kolb’s experiential learning theory has been criticised as insufficiently comprehensive to
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explain how human learning is constructed. It also does not involve adequate consideration of
factors in the areas of social, personal and political aspects of the learning environment
(Vince, 1998; Morris, 2020). Scholars also suggest further improvement to his ideas and even
his model. For example, Gibbs (1988) emphasises the reflective analyses to individual issues
and attention to the feelings of learners in certain cases based on Kolb’s theory. Johns (2004)

also suggests questioning administered by others to review the issues during reflection.

Kolb’s theory has been a framework in many studies on education management despite some
criticism (Raschick et al. 1998; Poore et al. 2014; Ha and Verishagen, 2015; Urquidi-Martin,
2019). It provides a foundation linkage between theory and practice. In Kolb’s learning
theory, the basis of the learning cycle comprises four steps. First, the student learns concrete
existing knowledge on a specific activity. Second, the student develops concepts by real-life
reflective observation. Third, abstract concepts can be filtered and summarised through
adding new ideas. Fourth, the student responds to the actions and makes a decision. Thus, a
new experience is created through repeating the experience application. Kolb states that
effective learning is dependent on the completion of all four stages because the experience
concept could not be constructed if it is interrupted. Kolb also discusses that acquiring
experience was shaped by various factors, including interaction between the person and their
environment. He also links up the potential effect of technological development on education
(Kolb, 1984).

Based on Kolb’s idea, reflection is a crucial step in which concepts are developed and shape
student learning. Given that the nature of nursing requires repeated practice, learners build
their knowledge through a practice-based discipline. In other words, a practice-based
discipline of nursing depends on the support of reflective mechanisms and is vital to enhance
critical thinking skills. Knowledge could be enriched by feedback from peers, clinical staff,
educators and clinical mentors or supervisors. Supervision is suggested as a crucial strategy
to enhance the effectiveness of reflective practice (Bottomley & Pryjmachuk, 2018).
However, the reflective practice must be supplemented with adequate time (Gopee, 2011).
The review of Kolb’s learning theory shows its obvious use by nurses and students in daily

care as new practice and equipment were continuously innovated.

A nursing programme focuses half of students’ learning hours in real setting practices, and

scholars and researchers emphasise the importance of real learning experience to nurse
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education. The healthcare system is changing with using more HT in clinical settings;

relevant HT products and demonstrations are also introduced in nursing education.

In this study, the pseudonymous Wu-Zee University is selected as the case study. It has
initiated and advocated nursing learning with the integration of advanced technologies in the
school setting, but how its investment in curriculum could contribute to the learning of
nursing students is unclear. Most importantly, HT usage has become a part of students’
medication assessment. Students encounter new environments with more technology usage
during clinical training in reality, but their responses or actions and feelings to the knowledge

construction in an HT-integrated clinical environment during clinical training are unknown.

2.5.2 Behaviourism and Constructivism in Practical Learning

Many learning theories guide nursing programme planning in the classroom and clinical
education and training. The two main theories are behaviourism and constructivism. A review
of these two theories allows for the understanding of how they shape nursing students’

learning in reality.

Behaviourism focuses on the learner to undergo learning with instructions given in a
situation. Students can learn with the stimulation of environmental events, such as changes in
patient condition. This theory involves changing observable behaviour, in which
communication, including formal and informal feedback, is the medium to transfer the
experience of one person to another. From the ideas of behaviourist learning theory, the
achievement of learning goals heavily depends on the students’ intrinsic value. Allowing or
rejecting participation in events holds traumatic sway over students’ learning motivation
(Wignes, 2006; Bottomley and Pryjmachuk, 2018). Gopee (2011) recognises that
behaviourist learning theory can be applied in the health profession, focusing on a positive
appreciation of the learners when they can competently complete the task. Wignes (2006)
sums up behaviourist learning theory on the effects of education. Students’ competence and
standardised practices become the foundations to nursing education while mentors and
facilitators need to set learning outcomes, become setters and modify student behaviours.
Local hospitals commonly provide student orientation programmes before the beginning of
each clinical training. During the first clinical training, nursing teachers or mentors provide
briefing guidelines and learning goals to students before they move to the nursing setting.

Students become used to learning by mirroring the role model behaviour in clinical settings.
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Initially, simple nursing tasks such as blood pressure monitoring and wound dressing skills
are introduced to students. Given this initial start, students are expected to demonstrate these
skills under the instruction of nurse teachers or mentors. Usually, a debriefing session is
carried out to allow students to reflect on their learning and clarify any misconceptions.
When students obtain seniority and gain more clinical experience, they learn by observing
nursing staff implementing daily practice. Students are assigned a supervisor from the clinical
setting, and feedback is given to enhance student understanding and make improvements,

thereby preparing a competent graduate.

Constructivism is closely correlated to cognitive theory, and it affects the learning and
knowledge that students construct by knowing, discovering and making interpretations
(Wignes, 2006). Memory retention could be enhanced when repeating the experience such
that a single activity can enrich knowledge construction. Again, the influence of this
constructivist theory was advocating opportunities and accumulating learning with repeated
critical thinking and problem-solving skills. In constructivist theory, mentors and facilitators
are the role models distributing information and continuously prompting student learning
(Wignes, 2006). In reality, the role of mentor and facilitator is important to facilitate learning,
emphasising nursing students’ active engagement as a characteristic of constructivism.
Learners could also accumulate new knowledge based on their previous experience as a
foundation, and their active participation is required (Gopee, 2011). The implementation of
constructivism fails when learners are isolated from participation, observation and discussion.
Communication and feedback are also important in knowledge construction (Jarvis et al.,
1998).

Briefing, guidelines and direct communication are common tools for transferring knowledge
among nurses, nurse teachers and students (Gopee, 2011). Within this context, behaviourism
theory is applied in daily practice by nurses and students to enrich their knowledge. At the
same time, clinical placement could provide feedback opportunities through facilitation or
supervision. For nurse supervisors or peer support, the development of constructive feedback
methods is essential as part of clinical supervision (Gopee, 2011). Reflection is a major
component of development and learning, and nurses could help make sense of experiences
through reflection (Bulman and Schutz, 2013; Tarrant, 2017). The constructivist approach
could assist nursing students to build their competence and enable them to handle complex

situations in the hospital through analysis, implementation and evaluation. Nurse teachers and
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the clinical supervisor are also responsible for enhancing their own skills by constructing
knowledge based on past experience and sharing the same languages and norms with students
(Jarvis et al., 1998; Wignes, 2006). This type of learning strategy could provide learners with
experience-based opportunities to practise skills with appropriate decision making, similar to

those experienced by nursing students in real clinical settings.

These theories focus on learner participation in activities, feedback provision and repeated
reflection. The literature reviewed in Sections 2.1-2.6 shows that student learning could be
shaped by the behaviours of different stakeholders in the clinical setting and students raise
their concerns on aspects for improvement. Wignes (2006) reinforces that various learning
approaches are needed in nursing education, and students’ knowledge can be affected by
changes in environmental factors and other theories, such as situated learning theory. Given
that HT is integrated into clinical settings, such environmental changes have not been counted
comprehensively, especially from the view of nursing students. Echoing this concern, Wignes
(2006) suggests that students learn by cooperating with others (i.e., including patients) and
determining the difference in culture in various settings. Therefore, the effect of situated

learning theory on students’ learning is important.

2.5.3 Situated Learning Theory in Nursing Learning

Nursing students’ learning is inspired by situated learning theory (Lave & Wenger, 1991).
Students could acquire knowledge by participating in social-cultural community practices
(Lave & Wenger, 1991) that serve as an approach to around authentic activities. This theory
focuses on learning and doing concurrently rather than separating or prioritising tasks. Daily,
this high-ranking process requires reflection, interpretation and critical thinking. The

importance of situated learning theory in nursing is as follows:

... Placements are complex social contexts and students have to
succeed in joining and being accepted by the community of practice.
Part of this process, and a crucial aspect of students' learning, is the
capacity to learn from established members of the community. (Cope
et al., 2000, p.852)

Lave and Wenger (1991) emphasise the community adaptation of practices to underpin
student learning. This adaptation is not focused on the competence of a single skill but is
rather related to interactions with the staff in a social context. Student learning, including

practical skills, cannot be excluded because students interact with others in clinical settings.
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Under situated learning theory, the knowledge learnt in school may be difficult to apply at
work (Leberman & Doyle, 2006). Theory—practice gaps also commonly arise due to stimulus
from environmental factors, including nursing teachers (Cope et al., 2000; Landers, 2000).
The clinical environment is ever-changing in health systems, but information on the
processes or activities for student learning related to the influence of HT-integrated CLE has

not been explored in detail.

2.5.4 Clinical Facilitation / Supervision Model

Nursing learning is closely related to apprenticeship. Apprentices could acquire knowledge
through observation and practice while working in a clinical setting (Nolan, 2007; Prak et al.,
2020). Experienced nurses share their experience with junior nurses. Knowledge is built by
sharing, on-site observation and repeat practices and tasks to improve the nursing care

procedures.

However, university education has developed since the 19th century and replaced the
apprenticeship-style education from hospital-based programmes. Nursing school programmes
commonly teach theories in classrooms for several months and then set practices in clinical
settings (Gopee, 2011), such that students received and confirmed theoretical knowledge
through teacher demonstrations. Self-practice is requested before training in clinical settings.
The purpose of clinical placements and supervision is to promote the development of
healthcare students’ professional skills, on which high-quality CLEs and supervision have
significant influence (Levett-Jones et al., 2018). Educational institutions can either use block
or distributed modes to plan the students’ clinical training, with the former having a longer
training period than the latter. Regardless of which mode is applied, the effect on student
learning could differ (Walker et at., 2016; Birks et al., 2017). The people supervising students
in clinical training also varied, such as mentors, preceptors, clinical nurse educators and
academic staff (also called nurse teachers or academic mentors) (Gopee, 2015). Good clinical
facilitation could increase opportunities for practice and enhance student learning and is thus
considered a key component for student success (Henderson and Tyler 2011; Mckellar et al.,
2018).

Various supportive models are used in nurse education. The models are chosen depending on

their programme context, training arrangement and coordination of educational institutions
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and healthcare providers. The clinical facilitation model (CFM), also called clinical
supervision model, is assigned to support the learning of nursing students. In this study, the

term ‘facilitating’ model is used to standardise the content of the present study. Various types

of supervising roles are appeared in clinical facilitating models (Fig. 2).

Fig. 2 Clinical Facilitating/Supervision Models

Model

1. Preceptor
2. Facilitation/
Supervision

3. Facilitation/ Preceptor

4. Dedicated Education
Unit

5. Mentor

Components of model

1:1 model wherein a registered nurse is assigned to a student

A registered nurse is assigned to students in 1:6 or 1:8 model, and
a facilitator can be either employed from hospitals or educational
institutions.

Combination of preceptor and facilitation/supervision model, in
which a student is assigned to a registered nurse for precepting
while a facilitator supervises a group of students in a ratio of 1:8

A combined model of the preceptor and facilitator model. One
more role is of a nurse educator who communicates with both
hospitals and universities.

A combined model of the preceptor and facilitator model. One
more role is of a nurse educator who communicates with both

hospitals and universities.
(Sources: Franklin, 2013; Mckellar & Graham, 2017)

Traditionally, the terms named in clinical mentor, preceptor, clinical supervisor and clinical
nurse educators (also called facilitators) are interchangeably assigned to facilitate student
learning. Regardless of the term used, one clear function is to supervise the students to learn
in the clinical environment and create practice opportunities for enhancement (Landers,
2000). Their relationship must be built on trust but in varying durations. Again, this relation
depends on the requirement and design of the clinical training plan (Franklin, 2013; Gopee,
2011 and 2015; Craig & Smith, 2015; Levett-Jones et al., 2018).

Facilitating models for supporting students differ among countries (Mckellar & Graham,
2017). Based on the review by McKellar and Graham (2017), interchanging models are used
by different countries. Within their healthcare educational system, various models and levels
of supervision were used to address the need for specific professional education and support
students’ competent needs. Their study provided evidence that clinical facilitators can
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provide better support to students who feel more confident to ask and have more
opportunities to practise. In reality, many studies reflect various facilitation model
implementations in their countries (Harvey and Uren, 2019; Franklin, 2013; Santucci, 2004).
Jokelainen et al. (2011) indicated that both mentorship and preceptorship are dominated in
clinical training. Their findings also show that mentorship and preceptorship are required for
more systematic implementation in clinical environments to support students during clinical
training to avoid any attrition rate. Lofmark et al. (2012) identify that students highly value
the supervision from teachers and preceptors, both of whom could facilitate students

achieving their learning outcomes.

Mentorship is one popular facilitating model used to support students in clinical settings
(Saarikoski et al., 2007). The concept of mentoring is that an experienced person acts as a
mentor to guide an inexperienced person, also known as a mentee. Andrews and Wallis
(1999) indicate that mentoring is vital to students during placement. In nursing, clinical
experienced staff in the background are assigned to mentor students. Their relationship
ideally lasts for one year. They have regular meetings with students, but the function of the
relationship depends on the human resource availability. This approach includes several
types: one-to-one, group, peer and E-mentoring. In nursing education, the first three types are

commonly executed in clinical settings (Gopee, 2011 & 2015; Craig & Smith, 2015).

Academic staff who conduct mentoring may be referred to by different terms such as
academic mentors and nursing teachers (Craig & Smith, 2015). Gopee (2015) comments that
learning and further opportunities in performing caring procedures for real patients are
important to students, and they value the relationship with nurse teachers, especially in their
first training. Poor mentoring from academic staff fails to provide opportunities to students to
practise patient care. They are unable to link theory to practise because of poor nursing
knowledge and mentoring skills due to less experience (Landers, 2000). Since the 1990s,
access to information technology has challenged nursing teachers. Scholars have become
aware that the effect of technology cannot be ignored (Gopee, 2015). As nursing teachers
adapt to a technologically based environment in school, they also need to be capable of

operating the technologies and machinery equipment in clinical settings (Finkelman, 2012).

Preceptorship is another model. Hall and Richiet (2009) defined preceptorship as an

experienced nurse providing guidance to newly graduated nurses in clinical settings. This
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model is similar to the mentoring model, in which a preceptor supervises a preceptee ina 1:1
ratio in practice. However, the preceptor needs to bear part of the clinical duty. This
facilitating model has been used and discussed in contemporary healthcare systems globally
(Lofmark et al., 2012; Kristofferzon et al., 2013; Broadbent et al., 2014; Mckellar & Graham,
2017). If properly applied, preceptorship training could help bridge the gap between theory
and practice, given the extremely different real hospital settings and the lectures taught in
school laboratory sessions. Improper preceptorship training is one of the main issues faced by
nursing students during work-based learning. Unfulfilled roles and time occupied by clinical
work are mainly criticised by students during placement (Franklin, 2013; Ward & Mccomb,
2018). Thus, inadequate interactions between preceptor or supervisors and students reduces

the effectiveness of mentoring (Andrews and Wallis, 1999).

Good supervision through the preceptorship model involves multiple factors. The experience
of clinical preceptors or supervisors may affect the correct knowledge delivery to students in
clinical settings. Several nurses are therefore not willing to assume this role because they do
not feel competent enough (Henderson & Tyler, 2011), while others do teach but are highly
occupied by clinical workload. In this model, the inadequate time of clinical nurse educators
available for teaching also requires managerial support (Hall-Lord et al., 2013; Gopee, 2011).
Broadbent et al. (2014) indicate that clinical nurses feel confusion in their roles and lack time

to carry out supervisory tasks.

One more developing model is the DEU. It has been developed since 2003 (Moscato et al.
2007; Whittle et al., 2008). The DEU is a partnership among administrators, clinical staff,
students and educators, where they are delegated to an assigned unit with providing a holistic
clinical environment to support students’ clinical learning. However, human resources and
cost are barriers to its success and sustainability (Moscato et al., 2007; Sims and Cook, 2013;
Eskilsson et al, 2015).

An updated clinical facilitating model has been recently developed by the Australian Health
Organization (Mckellar & Graham, 2017). Nurses are assigned as clinical mentors to provide
comprehensive supervision, teaching and coordinating tasks for practice. They do not need to
share clinical work. Hospitals may cooperate with educational providers to recruit clinical
nurses to supervise students within the clinical training period or assign nurses from clinical

settings to assume this role for a short period, such as one week. Nurse educators may also be
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shared between hospitals and educational providers to act in this role and to provide

supervision to students for a long period (Mckellar et al., 2018).

Regardless of nurses’ education by apprenticeship or a higher education academic
programme, nursing students continue gaining their practical knowledge under the influence
of captioned theories, philosophies and models in any clinical setting. However, the shortage
of nurses and innovations from the healthcare system reform bring different changes to the
physical environment, organisational culture and staff behaviour modification. The effect of
the HT integrated CLE on nursing students’ learning remains unknown, especially how they

can learn with the application of these theories, philosophies and models.

Goope (2011) warns of risks to eroding specialists’ skills because of environmental factors,
such as medical devices and social value. As such, the present study uses the above literature,
theory or models as guidance to analyse the clinical training experience and CLE of nursing

students in Wu-Zee University.

Alongside the models, influencing factors have shaped the CLE. Not all practice settings
could provide student nurses with a positive learning environment. CLE is a
multidimensional entity with a complex social context. Among the factors that were
previously investigated, the effect of technology is the main concern in recent papers.
However, information related to the perception on the effect of HT on the student learning in

clinical settings remains limited.

2.6 Summary

In summary, having reviewed the literature, the key themes cover four main areas, these are:
comprehension of nursing education, nursing knowledge of clinical training, HT integrated in
CLE, and understanding learning in nursing. In the second key area, five sub-themes are
identified, these are: nursing clinical training learning, concept of CLE in nursing,
effectiveness of clinical learning environment, studies on clinical learning environment, and
factors influencing CLE. In the fourth sub-theme, a further theme was identified relating to
the evaluation tools on CLE. With respect to the third key area, two sub-themes were
identified, these are: HT-integrated in CLE in Hong Kong, and the effect of HT on nursing.
With respect to the fourth key area, four sub-themes were identified, these are: Kolb’s

Experiential Learning in nursing, Behaviourism and Constructivism in practical learning,
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Situated Learning Theory in nursing learning, and Clinical Facilitation and Supervision

model.
In terms of their relation to the research questions of this study, this literature review and the

identified gaps provide an opportunity to examine the perceptions, the impact, why and in

what ways nursing students experience HT-integrated CLE.
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Chapter 3: Methodology

3.1 Introduction

This chapter begins by explaining the adopted a case study research design. It then describes
and analyses the study methodology and design. The adoption of a case study method is
justified, given its mixed approaches to address the research questions with rationales. Setting
and sampling are described and conducted in line with the purpose of this study. Preparation
work of the CLES+T instrument is managed, and the related data collection process is
conducted with underlying rationales. Data analysis for this questionnaire approach is
described and explained. Subsequently, another approach of arranging interviews with
participants of different backgrounds is conducted with grounded, thematic reflective analysis
used to generate the themes. Relevant documentary preparation including voluntary consent,
information sheets and interview schedules (refer to: Appendix A, B, and C) for both
methodology approaches are elaborated. Last, the trustfulness and credibility of the collected

data and ethical consideration are also discussed (Creswell, 2014).

3.2 Research Design
A good research design helps address research questions with evidence (Yin, 2009). Here, a

descriptive case study design is adopted. Hancock and Algozzine (2006) stated:

... they are intensive analyzes and descriptions of a single unit or
system bounded by space and time. (Hancock and Algozzine, 2006,

p.11)

Case study is categorised as a flexible design and investigates a situation, individual, group,
organisation or any factor that the researcher wishes s to explore (Robson, 2011). Robson

(2011) summarises the concept of case study and defined this as

... a strategy for doing research which involves an empirical
investigation of a particular contemporary phenomenon within its real
life context using multiple sources of evidence. (Robson, 2011, p.136)

In investigating a research issue, a case study can be single, multiple, or integrated as part of
a large mixed-method research. Multiple-case study facilitates the investigation of more
complex contexts and research questions. This design can also strengthen and support the
findings. However, this approach is criticised for being expensive and time-consuming (Yin,

2003). By contrast, single case study allows for wholeness and simplicity. This design
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focuses on a single representative population or organisation where cases are clearly
distinguishable from other variables (Ragin & Becker, 1992; Yin, 2003). Yin (2003) indicates
that single case study enables researchers to investigate a representative case of the field in a
more comprehensive and detailed manner. It allows researchers to get richer information by
conducting case analysis, case analysis between units or cross-case analysis among units in a

chosen representative case.

Yin (2009) comments that case study is commonly used in social science disciplines, such as
public health, but can also be used in various situations, including education and nursing.
Case study is the preferred method when ‘how” or ‘why’ questions are posed in contemporary
events within a real-life context. The researcher cannot exert much control on the situation
(Yin, 2009). Case study is also fit for research questions requiring an extensive and in-depth
description of social phenomenon and allows researchers to retain the holistic and meaningful
characteristics of real-life events. Again, the data from case study depends on multiple

sources of evidence that need to enhance the trustfulness of the findings (Yin, 2009).

Hancock and Algozzine (2006) discuss the characteristics of a case study. First, this method
addresses a phenomenon such as event, situation, programme or activity. Second, the studied
phenomenon is not manipulated and kept in a natural context with restrictions of space and
time. Third, a case study needs a rich descriptive narrative, and sources of information are
collected from key persons. Swanborn (2000) suggests that case study research fits to

investigate people undergoing changes in a social context and presents several advantages:

... to explain on the level of the individual explicitly and in detail the
causes of the individual’s behavior. (Swanborn, 2000, p.79)

According to Robson’s definition, case study could investigate one nursing educational
institution as a chosen organisation (Robson, 2011). The present study was limited to
investigating a group of students of Wu-Zee University, which served as a single case.
Applying the research context, student learning in an HT-integrated CLE was investigated
and the study period is controlled to within their clinical training. The sources of information
were mainly traced from highly practised and experienced nursing students through
questionnaire survey and interview. Year-five students were recruited for the questionnaire-
based survey. Then, year-four and five students were invited for interviews, serving as cases

in terms of experience of two subunits. Academic mentors and graduate nurses were also
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invited for interviews to enrich the understanding of the study context. Their contributions

served as another two subunits.

Case study designs vary and aim to fit the disciplinary perspective. The designs can be
categorised into intrinsic, instrumental and collective (Stake, 1995). Case study designs can
also be grouped into three other types: exploratory, explanatory and descriptive (Hancock and
Algozzine, 2006). The present study used the instrumental and descriptive research design.
Instrumental design pays attention to a particular phenomenon by combining more
information to enhance the understanding of this phenomenon. Descriptive design enables the
description of a phenomenon in a complete picture within its circumstances, in which
researchers can implement interviews, data collection, observations and focus group meetings

to achieve further information (Hancock and Algozzine, 2017).

These design methods allowed a deeper investigation of the effect on the learning of nursing
students in HT-integrated CLE from the perspectives of different stakeholders, such as
nursing students, academic mentors and nurses. Interviews were also used to investigate the
effect on the learning of nursing students in HT-integrated CLE to understand the experiences

and perceptions of learning in an HT-integrated setting from the view of nursing students.

3.3 Mixed Methods Inquiry in Case Study

This study initially explores the perceptions of HT-integrated CLE in terms of the learning of
nursing students and then examines the effect of common dominant factors: supervision
relationship, ward atmosphere, opportunities for learning and practice, nurse teacher and
leadership for student learning in HT-integrated CLE. Given that this study involves human
interactions within CLE, traditional research designs are also adopted. Mixed methods of
social research methods are used as discursive tools for the phenomena in this study, as

discussed below.

The design of pragmatic paradigms enriches the information. This study combines
quantitative and qualitative paradigms, which have typical features in data collection that
allow for a comprehensive understanding of the research problems (Gray, 2009; Robson,
2011). Mixed-method designs have five purposes: triangulation, complementarity,

development, initiation and expansion. Thus, the validity of information is enhanced by
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counteracting variance attributes, such as methods, data sources and inquiry components.
Inquirer biases can be avoided, enriching the breadth and depth of inquiry results (Greene et
al., 1989; Creswell, 2014).

First, the quantitative approach describes the prevalence and the relationship among
variables, relying on numerical data and avoiding researcher bias to alter the results. A
validated instrument is used to measure different variables, and the data are analysed by
executing statistical procedures (Creswell, 2008). The benefits of the quantitative approach
include greater flexibility to recruit participants that can complete a questionnaire-based
survey. Analysing the patterns of data allows for research understanding (Flick, 2014). In the
present study, a questionnaire is used to discuss the satisfaction on influencing factors that
affect students’ learning during clinical training. The factors are supervision, ward

atmosphere, opportunities for learning and practice, leadership and nurse teachers.

Second, a qualitative approach provides case information, describes a complex context and
shares personal experiences of specific situations. Contextual and setting factors may be
identified as related to the phenomenon of interest (Johnson & Onwuegbuzie, 2004). In the
present study, nursing students, academic mentors and graduated nurses are interviewed
individually. Various dimensions are discussed to not only complement the content regarding
the effect on learning of nursing students in HT-integrated CLE but also to determine which

variables affect the learning of nursing students in such a context.

This study uses a semi-structured interview, which allows a flexible framework for the
interviewee to express their ideas and enables interviewers to adjust their questioning

technique but with the same meaning (Robson, 2011).

Hancock and Algozzine (2006) also stated that

... Interviews may be structured, semi-structured, or unstructured.
Semi-structured interviews are particularly well-suited for the case
research. Using this approach, researchers ask predetermined but
flexibly worded questions, the answers to which provide tentative
answers to the researchers’ questions. In addition to posing
predetermined questions, researchers using semi-structured interview
ask follow-up questions designed to probe more deeply issues of
interest to interviewees. In this manner, semi-structured interviews
invite interviewees to express themselves openly and freely and to
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define the world from their own perspectives, not solely from the
perspective of the researcher. (Hancock & Algozzine, 2006, p.40)

Individual face-to-face interviews are conducted to directly collect the data, avoid biased
responses and provide consistent responses (Robson, 2011). Interviewees can also feel
comfortable expressing their ideas. Audiotape is used to record the responses and to facilitate
repeated listening to avoid missing data. In HK, Cantonese is the main language of
communication of nursing students, and both Cantonese and English were experienced during

interviews.

Both methods were used to carry out pilot tests to examine the sampling and data collection
procedures, improving data collection techniques and ensuring that participants reliably

understood the questionnaire items (Creswell, 2008).

Yin (2009) discussed that mixed-methods disciplines have been recently integrated into case
studies, allowing researchers to address more difficult questions. Applying these designs in
the current study allows the researcher to determine the concepts of the issues of nursing
students. The weakness of each approach can be overcome and the findings can be validated

through convergence and corroboration (Johnson & Onwuegbuzie, 2004).

3.4 Quantitative Approach

The aim was to examine the perception and experiences on the impact of HT to the learning
of nursing students in a CLE. In the present study, a questionnaire-based survey was used to
investigate the learning satisfaction of students by evaluating the factors of CLES+T to

address the first and second research objectives.

3.4.1 Clinical Learning Environment, Supervision and Nurse Teacher

The current study adopts the CLES+T developed by Saarikoski et al. (2008). The
guestionnaire-based survey is in English and facilitates an understanding of nursing students
who have standardised language qualifications. The questionnaire-based survey is scored
using a five-point Likert scale, with 1 = strongly disagree to 5 = strongly agree. A bipolar
scaling method is used, measuring either positive or negative responses to a statement to
determine a respondent’s opinion or attitude towards a given subject (Ary et al., 2019).

Based on the literature reviews (Saarikoski et al., 2002; Saarikoski et al., 2008; Mansultti et

45



al., 2017), the domains of CLES+T are closely linked to CLE and to nursing students’
learning satisfaction. The CLES+T scale has 34 items categorised into the following five

domains:

1: ‘Pedagogical atmosphere on the ward’ that concerns the psychosocial climate and
opportunities for supervising and facilitating student learning;

2: ‘Leadership style of the WM’ that determines whether the WM is democratic and supports
the staff to teach nursing students;

3: ‘Premises of nursing on the ward’ that concerns the quality of the nursing care. Students
can learn from the performance of nurses who provide care to patients. Opportunities for
observation and participation in nursing activities are also provided to students;

4: ‘Supervisory relationship’ that concerns the 1:1 relationship between the ward preceptor
and the student (Saarikoski et al., 2002; Saarikoski et al., 2008) and

5: ‘Role of the nurse teacher’ that evaluates the teacher’s pedagogical and social role in

clinical practice.

The reliability of the instrument is estimated using Cronbach’s alpha coefficients. Reliability
coefficients of the other sub-dimensions of CLES+T scale range from 0.96 to the marginal
0.77 (Saarikoski et al., 2008). The original CLES and CLES+T scales have been validated,
using 416 respondents (Saarikoski et al., 2002) and 549 respondents, respectively. The total

explanation percentage of the five sub-dimensions’ model is 67% (Saarikoski et al., 2008).

Questionnaires can provide numeric descriptions of trends, attitudes, or ideas of samples from
participating populations (Creswell, 2014). Nursing students are invited to write their basic
demographic information, including gender, years of experience, ward nature, HT devices
available and used in the clinical setting, number of supervisors and approval and access
rights for academic mentors to use the HT devices. This information assists with
understanding the characteristics of the HT-integrated CLE, providing information to analyse

the trend or patterns among these elements to the CLES+T items.

3.4.2 Setting of the study
This study was carried out in a private educational institution which provides one-fourth of
the total annual nursing students’ graduate in HK. This institution was authorised and

implemented in the same curriculum criteria set by the NCHK. Thus, recruiting the
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participants from their pool of nursing students is appropriate. These nursing students also
bear the same opportunities as those from other educational organisations to practise in public
hospitals. Given their experiences with the same situations in public hospitals, this sample
therefore presents suitable candidates to represent the ideas of nursing students in HK.

Regarding the curriculum, the chosen institution is a brand-marked organisation using
teaching technology by staff and learning for students. The faculty of nursing has integrated
technological teaching resources such as a simulation centre, a virtual reality centre and
online learning materials. A simulated machinery system for teaching medication

administration is also installed in the laboratory.

The clinical training arrangement in Wu-Zee University had four periods, each starting after
the theoretical classes of the academic year. The first placement was assigned to clinics,
where most students learnt wound dressing and simple vital sign monitoring for
approximately one week. The second placement had an academic mentor to guide 6-8
students in the general medical and surgical wards, and it commonly lasted for six weeks.
General-stream students also needed to complete one assessment of either wound dressing or
medication administration, then were subsequently assigned to a placement alone. A clinical
supervisor from the ward was assigned to each student, although this practice depended on
the human resource available in the clinical setting. In between, students needed to finish
their assessment of either wound dressing or medication administration and passed the final

assessments of Total Patient Nursing Care.

By contrast, mental health stream students did not have academic mentors. Staff accompanied
them by email or phone during the placement period, and this practice lasted until the end of
the nursing programme. In the wards, each student was assigned a member of clinical staff as
their supervisor. Mental health stream students might encounter new clinical supervisors
when they had placements in other settings. Similar to general health stream students, mental
health stream students needed to complete all assessments and were examined by the clinical

supervisor.

Both streams of students needed to complete an iPad evaluation system with their assigned

academic mentor or clinical supervisor after each placement.
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3.4.3 Sampling for Survey

Purposive sampling was used to distribute the questionnaires. Thus, researchers do not need
to spend resources on sampling and benefit from sharing the same characteristics of
participants. This sampling technique is commonly used in narrative-based research and
invites individuals who have experience with the phenomenon being investigated (Cronin et
al., 2015). From the quantitative perspective, purposive sampling allows researchers to use a
cross-section of the population (Gray, 2009). Purposive sampling has several types, including
homogeneous sampling, which is selected in the current study. This sampling method allows
for the concentration on one specific group of the population that has a specific background.
With the aim to further understand the HT effect on student learning in clinical settings,
nursing students with clinical experience can prove helpful. Their high exposure to the

clinical setting can provide sharing of more experiences in the case.

Nursing students of Wu-Zee University attend clinical training each academic year, so
students have different clinical placement experiences according to their academic year
experience. In this case study, fifth-year students were chosen because they have more
experienced more clinical settings and gained the most practical experience. A total of 258
participants were invited from fifth-year students who had completed the full-time
undergraduate nursing programme. Their previous clinical experience could prove more

fruitful to the study compared with other academic-year students.

3.4.4 Data Collection

The data collection was held in a general office from 5 May 2020 to 12 May 2020. As
students arrived in the office to hand over their registration documents, they were invited to
fill out a set of questionnaire surveys. Six chart boards were used to assist in filling out the
questionnaire surveys, with several briefing points stuck on each chart board. The
information sheet and contact details of the researcher were attached to the questionnaires.
All returned questionnaires were placed into a designated collection box, which was retrieved
and checked for the number of returned questionnaires twice a day. Given the protective
measures for the COVID-19 pandemic implemented for students coming back to the
institution, the data collection lasted five days. Feedback on the procedure was also obtained
from the staff representative. No complaints or inquiries from students were given as
feedback from the office staff or through other means of contact to the researcher. The

deadline for returning the questionnaires was extended to 30 May 2020, although no more
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were returned to the staff representative or researcher from 12 May 2020.

Relevant permission was obtained from the educational institution and course leaders. Pilot
tests were carried out on a group of different cohort students with clinical experience. Pilots
allow researchers to review the feasibility of the study and improve any process flaws
(Robson, 2011). The tests also provide an opportunity to evaluate the suitability of data

collection methods and hints for any refinement of the survey.

Nursing students who completed the nursing programme and handed over their license
registration application forms were thus recruited for this study. A list of eligible students for
the license registration procedure was obtained from the registration committee leader.
Relevant coordination was arranged with registration committee members with prior research

experience.

3.4.5 Data Analysis

From 258 final-year students, 254 returned their questionnaires. The exclusion of blank and
incomplete forms removed 38 responses from the analysis. All collected data were processed
through IBM SPSS 26. Data of the demographics and clinical settings with the HT-integrated
CLE information were calculated by descriptive statistics. The percentage of collected data
was calculated and the relationship among variables was compared.

3.5 Qualitative Approach

Objectives 2 and 3 are achieved by interviews which helped to explore the dominating factors
and their impact on learning of students in the HT-integrated CLE, thereby facilitating
understanding of the perceptions of students on the HT-integrated CLE.

3.5.1 Setting of Qualitative Approach

As noted by Merriam (1998), using a case study design under qualitative approaches, enabled
the researcher to situate the analysis within the chosen conceptual and theoretical framework.
The qualitative approach and framework can shape the data collection and analysis and can
reveal how all the parts work together to form a whole. It is assumed that meaning is
embedded in people’s experiences and that this meaning is mediated through the

investigator’s own perceptions (Merriam, 1998).
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Merriam (1998) defines the setting of the qualitative approach as

... the investigator in qualitative research spends a substantial amount
of time in the natural setting of the study, often in intense contact with
participants. (Merriam,1998, p.8)

Given Merriam’s (1998) insight I recall that I spent a approximately six months interviewing
participants, at times, in their natural setting. Karlan and Appel (2018) comment that an
inappropriate setting leads to time wastage. In Wu-Zee University, a pool of 1500
undergraduate nursing students is taken as a sample population. Students with clinical
experience are qualified for recruitment, especially those with more practical experience in
clinical settings, and are targeted to explore their nursing experience in depth. Hence, year-
five students who have just finished all their clinical training are targeted as potential
candidates. The last page of the questionnaire included an invitation statement for an
interview. Students were asked to write their contact numbers or email addresses to allow the

researcher to set the contact them to arrange an interview.

3.5.2 Sampling for Interview

Two year-five and six year-four nursing students were successfully invited, and two
academic mentors and two graduated nurses agreed to join this study. The purposive
sampling technique was again used based on the population characteristics. Sample selection

depended on the researcher to satisfy the needs of the study (Robson, 2011).

Students who had not received any experience in clinical placement would be unsuitable for
the study. Therefore, the year-five nursing students were recruited for interview after
completing the survey. These students had been supervised by academic mentors from their

educational institution and healthcare providers in different approaches.

However, recruitment of interviewees was not smooth. Several measures were applied to
recruit the student participants. Initially, this was through the questionnaire which was from a
pool of 258 respondents. Ten participants left their contact details on the questionnaire. Each
was contacted via email, however, three of the provided email addresses were not valid. Five
potential candidates left their phone numbers as well and were contacted through WhatsApp.
The emails generated no response while only two students responded through WhatsApp, but

one replied that they had no spare time to attend the interview. Only one male student was
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successfully contacted and he agreed to have the interview. Another measure involved
recruiting during a promotion of a volunteer activity. In this instance, the researcher inquired
about the interviewee’s background and invited her to the interview. The researcher asked the
interviewees to help promote the interview recruitment through their peer networks. One
more measure involved inviting academic colleagues to share the promotional statements of

this study to WhatsApp groups of students they have previously mentored.

Two academic staff were purposively recruited in Wu-Zee University. The researcher had
cooperated with both mentors before and directly invited them via email to participate in this
research. Academic mentor Ren (A1) has been a nurse for over 30 years and has supervisory
experience of over 20 years in public and private hospitals and nursing schools, respectively.
She was registered after finishing nursing school and had worked in a nursing office for a few
years. She also taught nursing programmes in a nursing school, a private hospital and a
university. Academic mentor Amy (A2) has been a nurse for 20 years in a public hospital and

has supervised students for over 10 years. She was registered after university programmes.

Two nurses who had graduated for one year from Wu-Zee University were invited to
participate the study. Recruitment was carried out through WhatsApp promotion through
colleagues. Nurses Chan and Jackie are male and female, respectively, both working in public
hospitals.

Flick (2014) comments that the candidates for interview must reach 32 or until the data are
saturated, which is an indicator to stop inviting participants. The data were summarised and
analysed for matching ideas and saturation among the three groups of participants.

3.5.3 Interview Schedule

Interview questions are developed as a guide (Appendix A—C) to collect information on the
perceptions of nursing students on HT-integrated CLE. First, demographic data are collected
to further understand the background and characteristics of their setting. Questions are set
based on the literature gaps related to the definition and perceptions on HT-integrated CLE,
experience of nursing students’ learning in HT-integrated CLE, and reasons leading to such
impacts. Interview schedules include questions about their relationship of supervision,
atmosphere, opportunities of learning and practice, nurse teachers and leadership in the HT-
integrated CLE.
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3.5.4 Data Collection of Interview

Two pilot interviews were carried out with one academic staff and one student. The questions
used as interview guides could be clarified to ensure that they are understandable and
reasonable to interviewees (Thomas, 2009). Each interview was carried out in a silent venue

that candidates preferred. The interviews took approximately one hour.

3.5.4.1 Students

Students were interviewed in quiet places, either in cafes or at Wu-Zee University, depending
on their preference. Each interview covered the following information: a) their demographic
background; b) stream of programme; ¢) academic year; d) placement in public or private
hospital; e) nature of ward; f) HT available in setting; g) types of HT being used in setting; h)
orientation done by which person; i) experience on supervised usage of HT; j) experience on
being refused to use HT; K) ratings on the effectiveness of clinical supervisor, clinical staff,

WM and academic mentor and I) access rights of using HT by academic mentors.

The interviewees were asked about their learning experiences in their clinical training in the
clinical settings. The students were invited to share their perceptions of HT and the effects on
their learning during clinical training. The CLE influencing factors of clinical supervisor,
academic staff, leadership style of WM, atmosphere of learning and premise of nursing care
to their learning were discussed. The effects of HT on these CLE influencing factors were

shared.

3.5.4.2 Academic Mentor

Both mentors were not immune to the local health reform and witnessed the change from
paper-based to digital nursing procedures. Ren and Amy were interviewed separately for
approximately one hour each. Both were asked the same questions based on the interview
schedule (refer to Appendix A) used by students. Several points were explored to probe for

deeper information and verify the data provided by students.

3.5.4.3 Graduate Nurse
Both nurses were interviewed in their working environments as per their requested. Each
interview lasted for approximately one hour. Both were asked questions based on the

interview schedule (refer to Appendix C) used with the students.
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3.5.5 Data Analysis

Data analysis was conducted through using a thematic analysis (TA) approach (Braun and
Clarke, 2021). It can be used in various qualitative studies as a constructionist method to
examine the various lived experiences of a group of a population within society (Byrne,
2021). This approach is a flexible method to address detailed but complex qualitative data. It
has guidelines and steps to prepare the interview questions that aid in collecting common
ideas from all participants’ transcripts and making them into themes (Braun and Clarke,
2006; The University of Auckland, 2019). Given that this study aims to explore the
perception of students on HT-integrated CLE and mainly depends on the experience
expression of various groups of participants through survey and interview, it has produced
vigorous data. TA generates rich descriptive and interpretative information through analytic
narrative production; its inductively developed analysis helps to generate themes in similar
patterns with semantic and latent meanings (Braun and Clarke, 2021). TA also offers
theoretical flexibility (Braun and Clarke, 2021) such that a researcher could apply various
theories and models in research. In this study, Kolb’s experiential learning model, the clinical
facilitation/supervision model and the three learning theories of behaviourism, constructivism
and situated learning were used to apprise the details of students’ learning experience on an

HT-integrated CLE.

The guidelines and steps of data collection and theme-making of the TA have six phases:
familiarisation of the dataset, coding, generating initial themes, developing and reviewing
themes, naming themes and writing up (Braun & Clarke, 2006). The interview data were
subjected to analysis using the researcher’s familiarity with the process and expression of
each interviewee. The recorded interviews were listened to and converted into transcripts.
Repeated listening and counter-checking ensured the verbatim transcription, without
elaboration, omission, changes, adjustments or rephrasing. After confirmation of the
transcript notes, a final transcript check ensured accurate transcription. Verbatim responses
were matched to each question asked during the interviews and recorded systematically.
Responses to each question were grouped according to each group of interviewees. Then,
alike wordings of transcripts were highlighted in the same colour and interpreted for
meaning. Interesting wordings of transcripts were highlighted in different colours. Similar

ideas were extracted and coded, then compiled into an individual coded label. Coded data
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were counter-checked to the original audiotape and transcripts. The coded data were further
analysed and categorised in the same descriptive ideas. The coded data among students,
graduate nurses and academic mentors were compared and reviewed. Finally, findings with
common ideas were themed and checked against the research questions. Relevant themes and
sub-themes were analysed, to enrich the information on students’ learning in an HT-
integrated CLE. The researcher has rearranged the named themes in varied layouts to make
the contents a story with concise and understandable information on HT-integrated CLE for
readers.

3.6 Ethical Consideration

Thomas (2009) states that the ethical principles of research aim to balance the rights of
researchers and participants. Possible conflicting interests of involved parties or stakeholders
are also considered. The researcher needs to avoid any risks and inconveniences resulting
from this study. Relevant ethical issues are assured according to the guidelines of the British
Educational Research Association (BERA, 2018).

3.6.1 Power relations

This study is carried out in a workplace setting, and thus the sample comprises the
researchers’ students. The impact of power imbalance due to relationships with the nursing
students must be addressed. The rights of participants are clearly explained to reduce the
pressure on their academic interests and promote the accuracy of data collected by providing
an information sheet during the interview (Creswell, 2014). The research study is scheduled
at favourable times to reduce the physical burden on students during their clinical training or
study time. During the COVID-19 pandemic, students have no need to return to school, and
thus data collection was scheduled on the date of their license registration document

collection.

3.6.2 Informed consent

To control and minimise harm to involved parties, the researcher obtained voluntary consent
from participants who agreed to the study and completed and returned the survey form. A
tailor-made consent form was also developed for the interview. An information sheet
describing the background of the study is given to participants for reference regarding the
consent forms, which are collected directly (Appendix D). The sheet also lists the rights of

participants and the responsibility of the researcher.
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Participation in the study is completely voluntary and can be withdrawn at any time. Refusal
to participate or withdrawal of their consent does not result in any penalty or loss of benefits.
Access approval was granted from Wu-Zee University and the University of Bristol before

data collection. The CLES+T instrument is also approved for use in this study by the original

author, as per the response email dated June 19, 2019 (Appendix E-G).

3.6.3 Confidentiality and Anonymity

The researcher has considered the confidentiality of participants and the collected data.
Anonymity of individuals in this study is addressed by using pseudonyms. All collected paper
data are kept in a locked cabinet and a security password was assigned to any digital records
on the computer. Data can be accessed by the researcher only. Participants’ identities are
recorded anonymously. The provided information is not be disclosed to health organisations

and irrelevant persons. All information is confidential.

3.7 Content Validation / Trustworthiness

Yin (2009) states that evidence enhancement of the case study can follow three principles:
using multiple data sources, creating a case study database and maintaining a chain of
evidence. Yin (2009) commented that the design quality of empirical social research is based
on trustworthiness, credibility, confirmability and dependability of data. These four areas can

also be applied to the case study.

3.7.1 Valid Data of Survey

Creswell (2008) stated that findings are more valid when the reliability score of the
instrument is high. The validity and reliability scores of the instrument has been previously
calculated by the original author and undergone test and retest processes that prove their

stability over time (Gustafsson et al., 2015).

3.7.2 Data Generated from Interview

Findings from the interview reveal that, more attention is paid to trustworthiness which
covers credibility, confirmability, transferability and dependability of data. Credibility can
address problems of trustworthiness of the findings. Confirmability can ensure neutrality of
research. Transferability focuses on generalisation or applicability of findings. Dependability

can enable data consistency (Ary et al., 2019).
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Gray (2009) defines credibility as a process to ensure the findings are trustworthy, valid and
reliable. The findings of each case can gain convergence evidence by replicating the data
from one study to another. Information from multiple sources can also serve as evidence to
construct validity. Problems with credibility are avoided through sampling, a bias precaution
such as using prompts and probing techniques and following interview guides. Lincoln and
Guba (1985) state that credible findings can be achieved through prolonged engagement,
observation and triangulation. Prolonged engagement can enable scoping while persistent

observation can determine details. Erlandson et al. (1993) state:

... Prolong engagement a foundation for credibility the researcher to
learn the culture of an organization or other social setting over an
extended time period that tempers distortions introduced by particular
events or by the newness of researcher and respondents... Prolong
engagement also serves to build trust and develop a rapport with the
respondents... Persistent observation helps the researcher sort out
relevancies from irrelevancies and determine when the atypical case
is important. (Erlandson et al., 1993, pp.133-134, 137)

In the present study, prolonged engagement could be understood to commence when data
collections began and when data collections were completed. In this instance, this took 12
months. In a broader sense, prolonged engagement could be understood considering my own
curiosity about how nurse experiences HTs in CLEs. In this instance, this occurred when |
first began teaching in the university sector, some ten years ago (refer to Chapter One, 1.6).
Each interviewee is also given sufficient time to express their ideas, while prompts and
probing techniques are used to clarify unclear points. Reflection after each interview also
allows for self-observation and focus on the questions. Again, this measure can guide the

researcher to maintain the topic is on track during data collection (Gray, 2009).

Triangulation is used to compare the findings from two or more different methods of data
collection or sources. The convergence can be determined to develop or corroborate an
overall interpretation, an important step to ensure the comprehensiveness of findings (Mays
and Pope, 2006). Two methods and four sources of data triangulation enhance the quality of
the study. Two methods of data collection allow the researcher to relate the findings from one
to another, such as the results of survey linked to the underlying reason from the interview.
The data involving students with different academic experiences, academic mentors and

graduate nurses can be used to cross-check the other information. Erlandson et al. (1993)
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provide the definition:

... Triangulation. By this method, the researcher seeks out several
different types of sources that can provide insights about the same
events or relationships. (Erlandson et al., 1993, p.115)

Yin (2009) suggests:

... With data triangulation, the potential problems of construct validity
also can be addressed because the multiple sources of evidence
essentially provide multiple measures of the same phenomenon. Not
surprisingly, one analysis of case study methods found that those case
studies using multiple sources of evidence were rated more highly, in
terms of their overall quality, than those that relied on only single
sources of information. (Yin, 2009, p.117)

Lincoln and Guba (1985) stated that data triangulation from different methods and replication
from different persons can enable the reliability of data. Hence, dependability (internal
consistency) of data can be enhanced. In this study, various views from students, academic
mentors and graduate nurses provide comprehensive information and explanation of the

phenomenon to enhance dependability.

Meriiam (1988 and 1998) suggest techniques to enhance dependability, two of which the
researcher has applied. The first is the explanation of researcher’s assumptions and theory
behind the study and the measures to arrive the data collection. The second is the usage of

data triangulation methods.

Another criteria to enhance trustfulness of case study is transferability which is subjected to

the issue of external validity (Lincoln & Gobu, 1985). Merriam states:

... In qualitative research, a single case or small nonrandom sample is
selected precisely because the researcher wishes to understand the
particular in depth, not to find out what is generally true of the many.
(Merriam, 1998, p.208)

In this case, year-five, year-four, graduate nurses and academic mentors serve four subunits
to strengthen the details of the HT-integrated CLE phenomenon. Subunits may be

incorporated into a single case study. Yin (2009) states:
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... The subunits can often add significant opportunities for extensive
analysis, enhancing the insights into the single case. (Yin, 2009, p.53)

Lincoln and Guba (1985) define confirmability as being similar to objectivity. The findings
are determined by respondents rather than by research biases or personal preferences. They
suggest using methods that by their character render the study beyond contamination by
human foibles. They reinforce the importance of keeping raw material such as audiotape
records and survey results, data analysis records such as themes and literature and process
notes such as ethical documents, reflexive notes and instrument information. Ary et al. (2019)
summarise techniques to ensure the confirmability. In this study, triangulation of methods

and group of interviewees, peer review and reflexivity are all used.

3.8 Summary

This case study uses several sources of information. First, year-five students are recruited to
complete the questionnaire-based survey to investigate the satisfaction of HT-integrated CLE
and the effectiveness of supervision of nursing students. Second, year-four and year-five
students are used to express their experience in the HT-integrated CLE to better understand
their underlying ideas and experiences of the clinical setting situation. It helps to give a
detailed explanation of the findings generated from the questionnaire-based survey of the
nursing students. Third, the information is cross-checked by inviting academic mentors and
graduate nurses to participate in interviews. These steps not only enrich the information
missed but also provide counter-checks of the information sources from students. Relevant
arguments on design and methodology application are explained and procedures of
implementation of data collection are comprehensively described. Ethical issues on subjects

and data validity and trustfulness are also addressed.
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Chapter 4: Findings

4.1 Introduction

This chapter is divided into two sections. First, the findings from the survey are discussed.
Second, the themes are developed from the perceptions and experiences of two final-year
nursing students, six nursing students in fourth year, two academic mentors and two
graduated nurses. The nursing students are studying in Wu-Zee University, and the graduated
nurses had attended the same university. The academic mentors also work in the same
university. This chapter involves the findings of the survey and interviews. They are
intertwined in design to enrich the information on the learning of nursing students in the

clinical setting during training.

4.2. Participant’s Clinical Training Background

A group of 258 eligible final-year nursing students were invited to participate in this research.
A total of 254 returned their questionnaires, this is a return rate of 98.45%. A total of 40
(15.50%) responses were pieces returned as partially incomplete, and they were excluded
from data analysis. A total of 211 (81.78%) students returned the questionnaire, in which 209
(99.05%) had a placement in public hospitals while 2 (0.95%) had a placement in private
hospitals. Among the respondents, 52 (24.64%) are male and 159 are female. Regarding the
academic stream, 145 (68.72%) were in the general health stream while 66 (31.28%) were in
the mental health stream. The last clinical settings for their ward placements are as follows:
59 (27.96%) surgical, 51 (24.17%) medical, 23 (10.9%) mental health acute and 20 (9.48%)
mental health rehabilitation. Eight students either did not comment or recorded ‘unknown’ in

the terms of their setting (Appendix H).

4.2.1 Ward as a good learning environment

Based on the questionnaire data, the general health stream students perceived a higher mean
score (3.43) than did those of the mental health stream students (3.15) to the wards as a good
learning environment. When rating their experience in wards as a good learning environment,
the general health stream students again recorded a higher percentage than the mental health
stream students, with 77 (53.10%) and 5 (3.45%) ticking ‘Agree to certain extent’ and ‘Fully
Agree’, respectively (Appendix I).
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4.3 Perception of Health Technology

The pattern between the two streams of students in the current clinical setting is different.
This pattern could be understood by knowing more details about their settings for clinical
training. In the present study, two students were uncertain if the electronic equipment is HT,
but most of the students mentioned that the equipment integrated with electronic and

computerised functions could be categorised as HT. Two student examples were:

“... All electronic equipment used in wards are classified as health
technology...” (Ting (S5): Interview, 2020, Lines:7)

“I think there will be getting more devices in electronic because there
are more and more patients. And it is impossible that all procedure is
completed manually because the medical staff is not enough, and more
and more patients...” (Fiona (S4): Interview, 2020, Lines:991-992)

Similar ideas were generated from the graduated nurses and academic mentors. One
graduated nurse and one academic mentor said:

‘That it integrates the modern technology. I will define it as the health
technology. The reason is that it is included a computer program or
involved electronic technology ...’ (Chan (G1): Interview, 2020,
Lines:51-52)

‘It is a big trend. The steps of development in recording and IPMOE
cannot go back. As there undergoes electronic process, there are many
aspects relying on them ...” (Amy (A2): Interview, 2020, Lines: 42-43)

4.3.1 Category and Supply of the HT
Students commonly described the electronic equipment, such as vital sign monitors, used in
wards as examples and categorise them as ‘basic’ or ‘non-basic’ in the interviews. One

student said:

‘It (bladder scan) was not advance, it was basic...I thought they
(IPMOE, blood glucose monitor, ePAF, infusion pump, and some
monitoring devices) were basic inside the wards, you would use them
daily or the nurses used always. All of them were basic... enough (in
wards).’ (Maggie (S4): Interview, 2020, Lines: 134, 141, 152)

A similar idea from one graduated nurse was:

‘... I think it included (blood pressure monitor devices) ... [ use VE
scan ... IPMOE ... CMS ... I think it can be divided into basic and non-
basic ... It is enough in my ward’ (Chan (G1): Interview, 2020,
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Lines:32, 40, 46)

Respondents also mention equipment such as CMS and IPMOE needing passwords to access.

One student said:

‘Teacher let me use IPMOE first time, it needed login in whole process
... then I knew the system for drug distribution was under CMS.’
(Cecilia (S4): Interview, 2020, Lines:147-148, 189-190)

All students remembered resources, including HT, that are sufficient during clinical training,

although each ward had varying equipment. One student said:

‘So it may relate to resources supply, resources is more distributed to
big hospitals, they can trial some new technology. But district
hospitals may not have many resources to try new technology. Leading
hospitals may be well developed, so district hospitals started to follow
the pace of the development ... I think the electronic equipment was
adequate in wards.’ (Cecilia (S4): Interview, 2020, Lines:72-80)

Resources are regarded as important factors affecting the supply of electronic equipment are
also raised by the academic mentors and graduated nurses. One graduated nurse and one

academic mentor stated:

‘First, whether there could buy this equipment with supplying a sum of
capital in a department or not. Though you had (resources), whether
you could control ward manager of a ward to consider that'’s
necessary or not. It was mainly influenced by these two factors.’

(Chan (A1): Interview, 2020, Lines:72-73)

‘There was difference in the same clinical training in the same year. If
there were more health technologies available to use, more new health
technologies were available to use, such as in a busy environment, so
more chance was available to explore those machines for students. In
contrast, the setting such as convalescent, rehabilitation, in a non-
busy setting, several infusion pumps were available only and other
health technologies were not available in ward, then there was fewer
chance for practice indeed.’ (Ren (A1): Interview, 2020, Lines:219-
223)

4.3.2 Benefits and Risks of HT
All respondents agreed that HT presents a range of benefits. Concerning their ideas on
advantages and disadvantages of HT in practice, students summarised specific characteristics

of HT in the wards. Seven students used terms such as ‘time saving’, ‘easy’, ‘accuracy’ and
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‘systematic’ to describe the daily nursing practices using HT. Two of these students said:

‘... It could facilitate data collection, in more systematic, and made it
(document) easier to see the words clearly.” (Angela (S4): Interview,
2020, Lines:29-30)

“... I believed that the development of the equipment was more and
more advanced, to reduce the staff working time ...  (Fiona (S4):
Interview, 2020, Lines:993)

Similar ideas generated from graduated staff and academic mentor are as follows:

.. the system could help a working environment to run
smoother...nurse could work faster, and it's more accuracy...’
(Interview: Chan (G1), 2020, Lines:28, 718-719)

‘... There were many benefits to health care system. It was because HT
could facilitate our health assessment easier...Also it could be

recorded.. It was convenient and accuracy was high...” (Amy (A2):
Interview, 2020, Lines:43-44)

Students also commented on the disadvantages of using HT in the wards, mainly in relation
to the ‘function’ and ‘interface’ of the electronic equipment. Three students and one graduated

nurse shared these comments:

‘BP (blood pressure monitor) equipment is easily out of charging.
Once the power is charged, it could also switch off suddenly.’
(Maggie (S4): Interview, 2020, Lines:174)

‘I had asked about this machine to the clinical mentor. But it’s really
hard, because there was many setting inside the system. Then Miss
(clinical mentor) explained to me ..." (Ting (S5): Interview, 2020,
Lines:314-315)

‘Indeed, it was Okay for simple equipment but it was IPMOE, it had
too many functions. For some functions, I was not familiar to operate,
then I would like to explore it.” (Sharon (S4): Interview, 2020,
Lines:420-421)

‘Because of the high utilisation rate of machine in the ward and not
using them properly, so parts of machine are detached easily. For
example, the disposable SpO2 senor was lost. If you maintain it well,
it can help me working better. It s just one of the problems. It needs to
be well maintained ... They will search substitutes, some well-
functioning one. I don 't think it is an effective measure ... It should be

62



convenient for us, but it is not in reality because there are many
troublesome processes. It is useless.’ (Jackie (G2): Interview, 2020,
Lines:76-78, 86, 736)

4.3.3 Dependence on using HT
Apart from the nurses, students also shared relevant experiences on ‘dependence on using

HT’. Two students remembered:

‘It (damaged equipment) was put aside, sometimes it could function
again and sometimes not, but staff still used it occasionally.’(Maggie
(S4): Interview, 2020, Lines:173, 177-182)

‘... So couldn t rely on the equipment completely...I thought the nurse
also was dependent to the equipment...not clarified the problem
(reading abnormal) really...not asking about the situation, just
informed to the doctor directly ...” (Sharon (S4): Interview, 2020,
Lines: 603-604, 701-702, 708-709)

For the consequences of depending on using HT for nursing, two students pointed out:

‘No confidence (in blood pressure monitoring)! I had used advanced
machine (equipment) during studying time, and I hadn t used this
(manual) method, all is done by machine ..." (Fiona (S4): Interview,
2020, Lines:1008, 1012-1013)

‘Ah! I would not touch, I would approach closer to the patient, [
would look what it was. This was to observe that equipment, but might
not touch it.” (Sharon (S4): Interview, 2020, Lines:62-63)

Several students mentioned that nursing maintains reliance on HT. However, the possibility
of errors lead to the emphasis that technology should be considered as merely an ‘assistant’.

One student said:

I think it is convenient for health staff to do assessment. Well, it may
be a bit dangerous ... we will rely too much on the technology ... There
may be an error. It is just a machine ... It acts assistant in function ...’
(Maggie (S4): Interview, 2020, Lines:17, 19-20, 30)

4.3.4 ‘User-friendly’ HT for future development
Respondents expected that the equipment changes continuously, but suggested that

developers created ‘user-friendly’ equipment in the future. Two students expressed that:

‘... Its development should be kept on going, going, going ... I think
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that it will be more in number and more complex...technology should
be user friendly indeed.’ (Ting(S5): Interview, 2020, Lines:29, 786-
787)

‘... computer will develop very fast. And so that clinical setting has
developed at the same pace. It's easy to get started with as well as
those who are accustomed to using computers. And it is expected to
use easily.” (Maggie (S4): Interview, 2020, Lines:1146-1147).

4.3.5 Curriculum in HT
Students recounted insufficient teaching regarding the HT and expected to have more

demonstrations in laboratory sessions from nurse teachers. Two students commented:

‘I have seen it in school but the mode (learning) was depending
ourselves exploration, just like a lab (laboratory session) mode,
placed a machine there, you explored it by yourself and touched.’
(Sharon (S4): Interview, 2020, Lines:104-105)

‘I had an assignment on the CMS, that meant I searched CMS online,
but students didn’t know if they didn’t choose CMS, they would not
search ... | felt there was no difference from the taught to no teaching.
1 thought it’s not useful. Although I could answer staff about its
history but it was really not practical.’ (Sally (S4): Interview, 2020,
Lines:615-617, 649-650)

4.4 Availability and Use of HT in Wards

Table 1 showed the ‘availability and use’ of the electronic equipment of both streams. In
general wards, most students indicated that the common equipment includes monitoring
devices (99.3%), blood glucose monitoring device (97.9%), Infusion pump (95.9%), ePAF
(87.6%) and IPMOE (93.1%). By contrast, more electronic equipment was available in the
wards of the mental health stream students, except for the infusion pump (10.6%) and ePAF
(48.5%) that had low availability. For the IPMOE, 48 (72.7%) of mental health stream
students and 115 (79.3%) of the general health stream students recorded its usage. Students

from both streams experienced specific cases during their clinical training.
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Table 1 Available and Used HT in Wards

160
140

120
1 I

General Health Stream General Health Stream Mental Health Stream Student = Mental Health Stream Student
Student (A) Student (V) (A) U)

8 &§ 8 8 8

W [PMOE 135 115 61 48

W Blood Glucase Monitor Device 142 143 58 57

ePAF 127 98 32 21

Infusion Device 139 111 7 5

® Monitor Device 144 144 60 63
HIPMOE  mBlood Glucose Monitor Device ePAF Infusion Device W Monitor Device

Remark: ‘A’=Availability and ‘U’=Used

For the mental health students who had not seen equipment such as IPMOE, the service

nature and product not being introduced were the main points. Two students added:

‘... Mental health nursing is difficult to have close integration with
health technology. There may be number or data generated from
technology, for example, vital sign and 1V droplet. For hourly
recording in numerical data, technology may help you more.
However, mental health is not involved numbers. You are sad or not,
you are happy or not, that needs a person to assess.’ (Mathew (S5):
Interview, 2020, Lines:1081-1084)

‘... For a mental health ward, there is difficult to see many equipment
... At that period, IPMOE has been just introduced to hospitals ...
School, school did not got (IPMOE), hard copy was used in school. |
had not used this system (IPMOE) in school. Is there any now?’ (Sally
(S4): Interview, 2020, Lines:32, 871, 941)

In using electronic equipment in clinical settings, barriers such as the restriction and printed
versions from hospitals are noted. Two students stated:

“Yes! I had been some ward. You were not allowed to touch IPMOE
absolutely.” (Sharon (S4): Interview, 2020, Lines:353)

‘[ heard that not allowing to use IPMOE (ordered by APN), even
though knowing that student had an examination, the student could
see the printed drug prescription only.’ (Fiona (S4): Interview, 2020,
Lines:915)
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4.5 Orientation in Wards

This part of the information presented the findings of any effects on student learning during
clinical training. Both streams of students were mainly orientated by APN (81 students,
55.9%) and ward nurses (80 students, 55.2%) for the general health students while 40
students (60.6%) by APN and 31 students (46.97%) by ward nurses for the mental health
students. Appendix | shows the results.

4.5.1 Nursing Care: ‘DO and Don’t DO’

All students had an orientation session provided by the hospital. The nurse or clinical
supervisor orientated students on the physical ward settings, materials storage areas, and
routines. Students made an interesting point related to the guidelines of learning in the ward,

where they carried out several nursing tasks. Three students stated:

‘In an acute ward (mental health), I was not allowed to use blood
glucose monitor device. | had asked for carrying out the task, I had
requested it, and mentioned that I had learnt the device in school.
Nurses always told me to wait for the supervision of my mentor
(clinical supervisor), however, the schedule of duty roster between the
clinical supervisor and I was not matched at all.” (Sally (S4):
Interview, 2020, Lines:288-289)

‘One patient was just admitted during our orientation. We asked
whether we could conduct an assessment to the patient. A nurse said
“you don’t need”, just like we did not need to dispense medication to
patient, but she said that we could observe.’ (Maggie (S4): Interview,
2020, Lines:374-375)

‘Commonly they did not let you do some procedures regarded as high
risk by them. We seemed to carry out the tasks such as BP and
temperature, which are done by HCA (healthcare assistance).
Sometimes, I heard that H stix is not allowed, just allowed change
diaper.” (Fiona (S4): Interview, 2020, Lines:889-890)

Student were also required to undergo audits or assessments at times. Two students shared

their experiences:

‘... It was because I had been other ward, they would let you carry out
the task after having an assessment to you and they considered you
were OK. But that ward would not allow you conduct the task even
though you were supervised.’ (Sharon (S4): Interview, 2020, Lines:
493-495)
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... it was quite busier in my last clinical training ward. There were
many items to be audited such as Hsti’x and Rytes (Nasogastric tube).
The ward was also a Stroke ward, so staff requested us to have GCS

(Glasgow Coma Scale) audit on the orientation briefing date ...’
(Cecilia (S4): Interview, 2020, Lines: 764-768)

4.6 Effectiveness of Staff Support

Students interacted with other nursing staff after their orientation. Table 2 shows that the
clinical supervisor, ward nurse staff, and academic mentors obtained positive ratings from
students such as ‘good’ 71 (33.68%), 93 (44.08%), and 71 (33.65%). By contrast, WMs
obtained negative ratings from students, with ‘good’ 29 (13.74%) only.

Table 2 Effectiveness of staff support (n=211)

Academic Staff

Ward Manager

Ward Staff Nurse

Clinical Supervisor

N‘w

o

20 40 60 80 100

B No rating M Excellent Good M Average M Fair M Poor

4.6.1 Using HT under Nurse Supervision
With the aim to cover further information on the relationship between supervision and using

HT, students were asked to rate the supervising frequency in using HT.



Table 3 How many times have you used HT under nurse supervision?

100 o 1 2 3 4 over5
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40

20
0o &= O

Mental health General health
stream student stream student

Table 3 showed that among students from mental and general health streams, 43 (65.15%)
and 82 (56.55%) respectively rated ‘Over 5’ times in using HT under supervision while 4

(6.06%) and 7 (4.83%) generally did not receive any such supervision.

4.6.2 Supervisory Relationship

Among the students, 193 (91.5%) agreed that they were assigned to a clinical supervisor.
However, only 60 (29.9%) students rated having a good relationship while 47 (22.3%) rated
having a poor relationship with their supervisors. For the contact hours of students with their
individual supervisors, 67 (31.8%) stated ‘no unscheduled private supervision’ and 59 (28%)
students had ‘once or twice during a course’. Appendix J presented the findings, indicating

that over half of the students had no regular supervision relationship with their supervisors.

According to the comments of Question 9a of the survey, eight students noted that they felt
lost and disorientated in the environment. They did not know whom to ask questions related
to knowledge or issues encountered in the wards. Four students commented that they carried
out daily tasks while five students comment that they learnt less. One student made no
comment.

Appendix K showed that among the students, the highest percentage of 93 (44.1%), selected
‘agree to some extent’ and 17 (8.1%) indicated ‘Fully agree’ on the statement ‘My supervisor
showed a positive attitude towards supervision’. Nearly half of the student commented

‘disagree’ and ‘neutral’. For feedback, less than half of students chose positive ratings, with
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only 73 (34.6%) selecting ‘agree to some extent’ and 19 (9%) selecting ‘Fully agree’. A
similar result was observed for the next statement about satisfaction with supervision
received.

4.6.2.1 Clinical Supervisor Role in Students’ Clinical Training
Appendixes K and J showed negative findings on students’ supervision status. Students
presented the reason, which was the varying relationships (‘Good’ and ‘Poor’) with

supervisors, which could change with time in several wards. Four students expressed:

‘Good relationship’

One student said:

‘She concentrated on the teaching of students, she presented contents
clearly and liked to hold my hand to guide me.’ (Fiona (S4):
Interview, 2020, Lines:328-329)

‘Relationship changed’
One example was described as:

‘It was okay at the beginning, but it’s not really good at the end.
Because she might think that I might have done something wrong, |
started to get nervous, and the more | did it, the more nervous |
became, and she felt that I didn 't need to become like that. Then she
started not to care about me ... once when I went to the obstetrics
department, I had good relationship with the supervisor. She leaded
us all the way during visiting delivery room ..." (Maggie (S4):
Interview, 2020, Lines:489, 493-494, 671)

‘Poor relationship’

Two students verbalised:

‘Our relationship was fair. In reality, he (Supervisor) was away from
ward for two weeks and I’d always made mistakes during his holiday,
so they (nurses) thought that I was so poor (in performance), | became
less confident to answer his simple questions ... I'm talking about the
relationship. If sir thinks I'm Okay. His friends (other colleagues)
would consider me Okay too. They would talk to me more and teach
me more. You did not always work with your mentor at the same time.
So if you worked with his friend (colleagues), we were relaxed and |
felt easier asking them question.’ (Mathew (S5): Interview, 2020,
Lines:408-410, 418-420)
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‘Most of the ward had assigned mentor (clinical supervisor), but some
mentors just had their title, but they did not care about us ...” (Maggie
(S4): Interview, 2020, Lines:629)

4.6.2.2 Learning from Clinical Supervisor

Six out of eight students complained of insufficient supervision during their clinical training,
which echoing the findings of the survey. Respondents verbalized that supervisory
relationship seriously influenced their learning during clinical training. Roster and staff
attitudes were expressed by students:

‘Unmatched Roster’

Two students reported:

‘Yes, sometimes our roster not matched. I even heard of a classmate
who did not see him/her (the clinical supervisor) ...” (Ting (S5):
Interview, 2020, Lines:116)

... the mentor assigned to me, but she is on maternity leave!
Therefore, I have never seen a mentor.’ (Sharon (S4): Interview, 2020,
Lines:210-212)

‘Poor attitude of the clinical supervisor’

Two students said:

‘She had told me that I have some weaknesses, and she can make me
to have a reflection, but she didn’t suggest a solution to me. ... At that
day, she scolded me. There is a classmate watching at me, she really
scolded me in front of the classmate. But there is one more problem,
she stared to this student and said “I will not care about you because
you are not my mentee.” and then she looked at me again and said
“you must need to know, do you understand or not” ... you walk
around the ward, there are many things to be explored and learnt. /'m
normal if I did not know. The clinical supervisor did not teach me or
told to me, I felt disappointed and sad. Should I know all knowledge
before starting my placement, but | am a student, | am still learning at
present.’ (Sally (S4): Interview, 2020, Lines:392, 478-479, 514-516)

‘... at the beginning, she taught me very well, she referred me to an
APN at the end ... didn’t explain reason ...” (Maggie (S4): Interview,
2020, Lines:522, 530-531)

4.6.2.3 Supported by Clinical Mentor from Nurse Service Department

Apart from the clinical supervisor from the ward, six out of eight students stated that they
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were assigned a clinical mentor from Nurse Service Department (NSD). Clinical mentors
were mainly responsible to supervise the students for clinical matters, and the students highly

valued them. One student said:

I felt I have better relationship with the clinical mentor from NSD. It

is because I didn’t always get in touch with the clinical supervisor
actually.’ (Cecilia (S4): Interview, 2020, Lines:564-565)

A clinical mentor was a nurse who regularly guided the students to learn in the wards. As
nurses carried out procedures, the clinical mentor taught the students how the task was done
and to operate the equipment, including advanced systems such as IPMOE. Several students

expressed ideas concerning the ‘questioning’ and ‘able to practise’. Two students explained:

‘In contrast, the clinical mentor acted like teacher who was close to
you, she guided you daily. But she has other students, so she could
guide you one to two days weekly, each day would spend few hours to
teach you, for instance, you can ask any questions happening in the
ward, you wanted to practise AOM, try to practise a specific function
button (IPMOE), she can access (the IPMOE) and let you see and try
... (Fiona (S4): Interview, 2020, Lines: 225-228)

‘... I could ask more to do...she would tell me which parts were good
and which part was not good. ..." (Sharon (S4): Interview, 2020,
Lines:235-237)

4.6.3 Role of Ward Nurses during Clinical Training

When students could not meet their supervisors, they might rely more on the ward nurses.
Typically, a senior student might be assigned to be responsible for a cubicle in a ward,
thereby increasing the interaction between students and ward nurses. ‘Helpful” and ‘Helpless’
were recorded in both the survey and interviews. Several students mentioned that they had

‘helpful’, ‘nice’ and ‘friendly’ relationships with ward nurses. One student verbalised:

‘They (ward nurse) are so friendly, it is a good experience there.’
(Ting: (S5): Interview, 2020, Lines:106)

Other students used ‘helpless’ and ‘busy’ in comments on their relationship with ward nurses.

One student said:

‘It depended who they were, not all of them will help ... they were
busy with settling the cases handover, a lot of work for handover.’
(Sharon (S4): Interview, 2020, Lines:288, 321)
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4.6.3.1 Learning from Ward Nurses
Students shared different points of view on their real experience. Several respondents
commented that not all nurses wanted to teach students because of being busy and teaching

being outside their duty. Students revealed the following:

‘Busy ward nurses’

Two students shared:

‘We were not the relationship like a teacher and a student. It just
helped them a bit. Of course, there was individual nurse who will to
care students, but they were really busy always, so our communication
was not so much. | believed that I communicated with them during

meal time commonly, but it’s the same when back to the clinical
setting.’ (Fiona (S4): Interview, 2020, Lines:230-232)

‘... the ward was quite busy as well, so I had a lot of routine work to
do. On the other hand, the staff was very busy. In fact, didn’t have a
chance for learning.’ (Cecilia (S4): Interview, 2020, Lines:281-283)

‘Not their duty’

Two students elaborated:

‘... but I had met some staff who were not willing to teach, and I could
understand. I didn’t think that I felt unhappy. Regarding learning, 1
had some ideas, their behaviour was normal. They didn’t have
responsibility to teach us, they had their own duty, it was Okay to me.’
(Cecilia (S4): Interview, 2020, Lines:307-310)

‘I guessed they (nurses) were worried a bit and the nurses were not
volunteer to teach students, they were mainly serving patient, so it was
understandable to me that they did not pay attention to students.’
(Angel (S4): Interview, 2020, Lines:769-771)

4.6.4 Leadership style of ward manager

Among the students, the highest number of 96 (45.5%) and 22 (10.4%) respectively ticked
‘Agree to some extent and ‘Fully agree’ on the statement ‘The WM regarded the staff on
her/his ward as a key resource’. Meanwhile, the lowest number 68 (32.2%) and 9 (4.3%)
students respectively selected ‘Agree to some extent and ‘Fully agree’ on the statement
‘Feedback from the WM could easily be considered’. Appendix L showed the results,
indicating that WM might be more concerned about their staff rather than the nursing
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students. This finding also explained the lower percentage of feedback from WM to students.

4.6.4.1 WM Role in Clinical Training
Several students expressed that the WM acted as a leader. Various students from the
survey and interviews expressed that the WM concentrated only on their roster duty, and thus

had no interaction with them. Students voiced out the following.

‘Ward manager doing administrative work only’

Two students said:

‘... the ward managers, they were responsible more administrative
workload under my observation.’ (Fiona (S4): Interview, 2020,
Lines:786)

‘... There were no restrictions on the use of equipment ... I thought he
had achieved the leader role.” (Maggie (S4): Interview, 2020,
Lines:416-419, 432)

‘No interaction between ward manager and students’

Three students shared:

‘It seemed that I hadn’t talked with her again after I talked with her
on the orientation day ... She didn’t communicate with us too much,
not follow our progress ....” (Maggie (S4): Interview, 2020, Lines:396,
406)

‘Regarding to recent manager, basically she didn’t come out (of the

office).’ (Cecilia (S4): Interview, 2020, Lines:908)

‘In fact, both the ward manager and APN didn’t pay too much
attention to us. The ward manager might not stay in the ward, even
though they stayed at ward but most of them just were in the office.
They just did paperwork. The APN of the Geri (Geriatric) ward did
not pay attention to us ..." (Angel (S4): Interview, 2020, Lines:708-
710)

‘Different managing style of ward managers’

With respect to the different managing styles of the WMs, one student described this as being
‘authoritarian’ (Interview: Ting (S5), 2020, Line: 457). By contrast, other students described
their WM as being supportive, expressive and encouraging problem-solving.
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4.6.4.2 Effect of learning from Ward Manager:

Students shared their experiences on learning when encountering different management styles
of WMs. One student said:

‘She is a pragmatic manager...I can learn from her...Yes, she
welcome student to use equipment, there are no restrictions.’ (Ting
(S5): Interview, 2020, Lines:377, 388-389, 395)

By contrast, other WMs ignored the learning needs of students. Two students said:

‘A classmate, a TUNs (temporary undergraduate nursing student who
works part time in the ward) too, told me “You (nurse) should not
teach TUNs. TUNs should do tasks. You can teach her if she finishes
all her tasks” ... Such manager ordered the nurses that not t0 teach
TUNs always ... I had hard feeling, I wondered that how we can
understand something if no learning!’ (Ting (S5): Interview, 2020,
Lines:493-494, 496-49, 499)

... the health technologies or computers in ward, (ward manager)
really did not pay attention to the learning progress of students, she
really did not ask about this.” (Fiona (S4): Interview, 2020, Lines:835-
836)

‘Ward manager Influences ward atmosphere’
Students commented that the leadership style of WMs affected the ward atmosphere. Two
students and one graduated nurse noted:

‘I considered the ward culture lead me not able to learn ... the
example just mentioned, the nurse was not my mentor, she was willing
teaching me but not willing helping me to sign the form ... because the
nurse was ‘jun’ (junior). It meant there was severe hierarchy idea in

the ward.” (Sally (S4): Interview, 2020, Lines: 678, 695, 707)

‘At least, I was not going to be so scared ... if manager was easy-
going...you were courageous enough to ask more ... | had encountered
the style of authoritarian ward manager before. | was so surprised, |
wanted to leave immediately. | avoided encountering her. | really did
not want to let her know what | am doing. Because such guy, such
leader, you had to follow their steps. | thought it (tense atmosphere)
created a lot of pressure ... I'm worried to be blamed ..." (Ting (S5):
Interview, 2020, Lines:437-438, 458, 462-463, 468)

‘This means that she/he was very harsh, control with iron hand. It
would make tense atmosphere in a ward. One reason was that staff
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scared WM coming out and bothered (staff), really scared this
issue...It’s just like that. If some managers concerned that whether
students making mistakes or not, and this leads nurse would prohibit
students from doing certain things ...” (Chan (G1): Interview, 2020,
Lines: 310-312, 344-345)

4.7 Pedagogical Atmosphere

The most students agreed with the statement ‘The ward can be regarded as a good learning
environment’; 98 (46.4%) and 7 (3.3%) students ticked ‘Agree to some extent’ and ‘Fully
Agree’, respectively. The second-highest score was for the statement ‘The staffs were easy
approach’, for which 97 (47%) ticked for ‘Agree to some extent’ and 16 (7.6%) for ‘Fully
Agree’.

The lowest ratings were for the statement ‘During staff meeting (e.g. before shifts) I felt
comfortable taking part in the discussion’, for which 45 (21.3%) students ticked ‘Agree to
some extent’ and 7 (3.3%) ‘Fully Agree’. Another low-scoring statement was ‘The staff were
generally interested in student supervision’, for which 70 (33.2%) students ticked “Agree to

some extent” and 5 (2.4%) for “Fully Agree”. Appendix M shows the results.

Both scores reflected that student experience difficulties in interacting with the nursing staff
and learning in clinical settings. This finding echoed the information on ward nurses
mentioned in Section 4.6.3. Students claimed they felt lost and confused in the ward, and did
not know who to ask or approach among the busy staff.

4.7.1 Practice opportunities and questioning reduced under tense atmosphere
According to the transcripts from interviewees, two points related to the supply of equipment
and managerial style could shape the pedagogical atmosphere and affected student learning.

‘Inadequate supply of equipment’

Eight students and other cases from academic mentors and graduate nurses agreed that the
wards had sufficient equipment, except in certain situations. Apart from damaged equipment,
inadequate supply of equipment could affect pedagogical atmosphere and lead to fewer
learning opportunities. One example was described by Fiona, who commented:

‘In a busy setting, I was not sure (nurse hurry the task) to ask staff
that ‘let me help you’ because there was not enough equipment and
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they were really busy. In contrast, more equipment for students could
reduce the workload of staff, then the ward atmosphere would not be
tense and students felt more confident to ask that ‘Equipment is still
available there, let me help measuring in this cubicle ..." (Fiona (S4):
Interview, 2020, Lines:214-216)

‘Pressure from managerial staff’

All students associated the learning effect to the tense atmosphere caused by managerial
level. One student quoted:

‘... then I read them one by one, but he said incorrect and then blamed
me ... He take me around and not to the main points ... So | guessed
the atmosphere (poor atmosphere) was developed from top to bottom.’
(Mathew (S5): Interview, 2020, Lines:544-546)

Staff were also affected by management. Three students referred to the culture of the setting,

and the tense feelings with respect to asking questions. They specifically expressed:

‘It depended on whether the ward man (manager) connived this

culture (one nurse hating all students).” (Interview: Sally (S4), 2020,
Lines:790)

‘The atmosphere was harmonious and I would be bold enough to ask
questions. The atmosphere was not fusion. I should ask which nurse ...
A medical ward, its atmosphere was not harmonious, so | asked a
nurse who would be more familiar with me. | would not be bold
enough to ask other nurses ... the ward manager is easily to scold staff
for minor issues ... I would be more careful if I talked to WM.’
(Maggie (S4): Interview, 2020, Lines: 445-446, 450-451)

‘In the perspective of culture only, I thought that the culture in the
ward was not good. You were so busy, if you were busy doing your
own tasks. Even if it was impossible that nurses and nurses
communicated with each other too. I believed nursing needed
communication really because nursing was actually a team work in
my view ... Busy was a result of the hierarchy effect of authority ... ah,
you didn’t even want someone to keep chasing you. Hence it all

affected my study ... | thought the opportunity was less.’ (Cecilia (S4):
Interview, 2020, Lines: 448-451)

Similar expressions are noted by two academic mentors:

‘... Of course there was (the manager who was so nervous that lead to
the atmosphere in the ward being tense as well). The manager was the
head of the ward. If she thought that safe was all, so the most
important thing was safety. If she thought that there should not
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happen in ward, she might make the subordinates not to involve too
much (students’ learning in the ward).’ (Ren (Al): Interview, 2020,
Lines:857-858)

‘Definitely had (I believed the ward culture was related to the
leadership style of the ward manager) ... If manager welcomed
students’ learning, then staff would welcome them. They (nurses)
would not be unfriendly and did not refuse to keep some tasks to us.
We could be freely to do any tasks.” (Amy (A2): Interview, 2020,
Lines:475, 479-480)

The two graduated nurses had the same experiences about the tense atmosphere and said:

‘... I think it is a culture of a ward, and I am welcomed in the ward.
Because | know that there are some wards where student is not
allowed doing anything, they just acted as a “drip stand” (they only
stood around).’ (Jackie (G2): Interview, 2020, Lines:463-464)

‘This is very important. The current culture of nursing industry is that
students come to practise but to be runner (assistant), it is real ... |
was a student and had an internship, | had met other students for
internships in the same ward. They only did the tasks, learnt nothing,
which is they regarded them as a runner (assistant), but I actually
think that it is not fair to students ... There is no one to teach them. ...
No one has ever talked to me about this, but this is a norm, | can only

say ... I have experienced it myself, I have seen it personally.’ (Chan
(G1): Interview, 2020, Lines: 691-692, 696-703, 707, 711)

4.8 Academic Mentor (Nurse Teacher)

Based on the survey, three areas related to the academic mentor are explored. First, the nurse
teacher enables the integration of theory and practice. Among the students, the highest
number of 102 (48.3%) selected ‘Agree to some extent’ and 16 (7.6%) selected ‘Fully agree’
on the subheading ‘Nurse teacher as enabling the integration of theory and practice’. Lower
scores were recorded regarding the subheading on the cooperation between nurses and
academic mentors and their relationships with students. Only 57 (27%) chose ‘Agree to some
extent’ and 9 (4.3%) chosen ‘Fully agree’ on the statement ‘In our common meetings I felt
that we are colleagues’. Appendix N shows the results, which indicated that students felt they
were not colleagues in a ward during clinical training. An academic mentor echoed a similar

experience as being a “guest”, and said:

‘You have placement there, you just like a guest ... | felt | was not a
colleague of HA. I was not a colleague of a private hospital too. | was
not their colleagues; my main duty was practice (mentoring).’ (Ren
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(Al): Interview, 2020, Lines: 543, 807-808)

4.8.1 Academic Mentor Role in Clinical Training
The general health students mentioned that they did not see their academic mentor. In

addition, their first training lasted six weeks while the AOM assessment lasted two days.

‘Not meet often’

Two students stated:

‘Because the first time I had placement and I didn’t know anything, so
a mentor was assigned from school, but there is no more afterward
(after the first training of the general health stream).’ (Sharon (S4):
Interview, 2020, Lines:735)

‘... [won't see the academic mentor anymore (after the first training
of the general health stream) ...Yeah. In addition to the period of exam
(AOM exam) ..." (Fiona (S4): Interview, 2020, Lines:606, 610)

Meanwhile, the mental health students stated that their academic mentor visited them 1-2
times during each clinical training, but most saw them once a year during their clinical

training journey. One student said:

‘That is, academic mentor visits us every time, but the number of visits
is determined by the academic mentor. So I hadn’t seen him
(academic mentor) during my first clinical placement (mental health
stream). Because academic mentor didn't visit us frequently, only two
times ... then I also hadn’t seen him during my second placement.
After that ... | saw a Sir (academic mentor), and | saw him once in
year- three ... Visiting frequency was really not very much.’ (Sally

(S4): Interview, 2020, Lines:1109-1110, 1114-1115)
4.8.2 Learning effect from academic mentor
Two themes concern the learning effect from academic mentors. Students commented that

having an academic mentor was helpful for sharing and guiding during their first training.

‘Sharing and Guiding’

Two students stated:

‘Academic mentor will share her experience to us. And that was our
first internship ... should pay attention to some basic knowledge such
as the etiquette. For we haven’t experienced so much, so she told us
about that ...” (Fiona (S4): Interview, 2020, Lines: 593-594, 651-652)
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... she (academic mentor in the first clinical training) briefed us what
we have to do before entering the ward, what is the responsible
routine of this group student today, what is the routine of that student.
If we encountered questions, we could ask her questions. After the
practice in ward on the same day, she liked to have a debriefing to us
for half an hour.” (Maggie (S4): Interview, 2020, Lines: 944-948)

‘Limited in some situation’

However, the role of the academic mentor was only helpful in situations such as AOM
assessment after the clinical training. The mental health students commented that their
academic mentor was ‘not very useful’. Regarding the teaching of HT, students shared that

their main concern was the ‘password’2. Three students and two academic mentors said:

‘Yes, not able to use, she (academic mentor) cannot use (IPMOE).
Even though “Miss” (academic mentor) requested and wrote it down
to use IPMOE, she did not get password, she needed to ask for
password from nurse to access.’ (Ting (S5): Interview, 2020, Lines:
732)

‘I had (experience of no password to access), so many times (this
experience). Since you did not get a password, you should not use
their machine (IPMOE).’ (Ren (Al): Interview, 2020, Lines: 572)

‘...It must not be convenient because we (academic mentor) were not
their staff, no authorized, not granted a password or code to us and
log in their system...” (Amy (A2): Interview, 2020, Lines: 85-86)

‘If I had AOM exam only, the teacher taught a lot (IPMOE). The
teacher is really good at teaching step by step. But I think it is limited

to IPMOE. So she may not have time to teach other technology.’
(Cecilia (S4): Interview, 2020, Lines: 682-685)

... they were not very useful. During the internship, it’s best to spend
more time in the ward. If an academic mentor came to the ward, we
had to leave the ward for a few hours. We might miss some important
learning opportunities in the ward...Never have (experienced
technology teaching). They would not take the initiative to teach us
how to use the equipment.’ (Angel (S4): Interview, 2020, Lines: 1079-
1082, 1096)

4.8.3 Access Rights of Academic Mentor during Student’s Clinical Training

2 A password is used to access the computerised system. This usually is given to nursing staff. On occasion
academic staff do have access via a password, but this only gives information about medication delivery.
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Among the students, 117 (55.5%) claimed that their academic mentors were allowed to use
HT without passwords, while 22 (10.4%) stated that the academic mentors were not allowed
such usage. Table 4 shows the results.

For HT with passwords, 80 (37.9%) students stated that their academic mentors were granted
access while 54 (26.6%) students claimed that their mentors were not given such access.
Excluding the mental health stream, 11 (5.21%) general health stream students neither
selected any choice nor provided clear reasons in the comment item.

For the mental health stream students, according to the mentoring design from Wu-Zee
University, 66 did not have regular academic mentors within each placement period.

Table 4

Academic mentor was granted access approval to use HT without password-integrated

Number of students Percent

Not Approval 22 10.4
Approval 117 55.5
Other 6 2.8
No need in mental stream 66 31.3
N=211 100.0

Academic mentor was granted access approval to use HT with password-integrated

Number of students Percent

Not Approval 54 25.6
Approval 80 37.9
Other 11 5.2
No need in mental stream 66 31.3
N=211 100.0

One reason for not allowing the use of HT without password integration by the academic

mentor might relate to ward resources. One academic mentor explained:

‘I remembered that there lacked an equipment in an acute ward, then
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we finished the work with using another type equipment ... ECG
machine again, the ECG cable and electrode were damaged, they
could not connect well to patient. Nurses expected that we helped to
complete the ECG. Finally, my student borrowed a cable from another
ward and finished the ECG.’ (Amy (A2): Interview, 2020, Lines: 206-
207, 211-213)

Interview statements recorded that mentors and students were not restricted in using the

equipment without passwords. One student recalled:

‘... She told us about the routines we can do daily ... She (WM) did not
restrict us to use the equipment, we can use ... mainly carried out the
routine in surgical or medical ward.” (Maggie (S4): Interview, 2020,
Lines: 360, 416-417)

‘No password for academic mentor’
Numerous respondents responded that academic mentors have no passwords, apart from

representative academic mentors. Three students claimed:

‘... When I had my AOM assessment, my academic mentor had her
own password and account to access the IPMOE for me.’ (Fiona (S4):
Interview, 2020, Lines: 674-675)

‘... Because academic staff was not granted a password from the
hospital ..." (Ting (S5): Interview, 2020, Lines: 732)

‘... IPMOE needed ward staff account (password) but academic staff
did not get it.”’ (Cecilia (S4): Interview, 2020, Lines: 691-692)

4.9 Access Rights Effect on Students’ Learning

The access rights not only limited the mentoring of academic mentors but also affected

student learning during clinical training. Ting made this point:

“...it was impossible for teacher to mentor (the practice of AOM) the
students even they come to hospital ... Willing, willing, they rest
assured to let academic mentor access the system (IPMOE). But it had

one more step, it was to need inviting a ward nurse to observe.” (Ting
(S5): Interview, 2020, Lines:733, 737)

Apart from influencing academic mentors, passwords also affected nursing staff in teaching

students.

‘Nursing staff are nervous about their password’
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Relevant studies were conducted as HT continues to develop. All students observed that

nurses were concerned about their passwords. Two students shared:

‘They are all rigorous. That is, when she went to anywhere, she must
log out, she will not share their password to anyone. So if | am an
admitted patient, 1 feel safer.’ (Sally (S4): Interview, 2020, Lines:
1262, 1266-1267)

‘All knows that every student is not allowed, so I am not allowed too
... He borrowed my (password), he is so nervous, he tells me “You

remember to sign out in advance before switching off system”..."
(Mathew (S5): Interview, 2020, Lines: 968, 976-977)

One academic mentor also concluded:

‘Of course password could affect student learning.” (Ren (Al):
Interview, 2020, Lines: 802)

All students reflected that the nurses could provide the access rights for students’ learning on

one condition: ‘Trust’. They made the following statements:

‘Trust is a condition’

Two students verbalized:

‘... I need to ask her (clinical supervisor) each time, that means before
each practice of AOM, | will ask her whether I can help in medication
distribution or not, I can practise if she says “ok”. Then she logs in
her password for me, whether she stays with me or not ... she always
asks a colleague to observe me when she has leave ... I don’t think
they (nurses) did not concern their password seriously. They (nurses)
really trust us (students), we will not use their password for other
purpose.’ (Maggie (S4): Interview, 2020, Lines: 538-540, 549, 845-
847)

‘Nurses would be careful with their password. It was a trust to
academic mentor when nurse login a system with their password, the
nurses should accompany with you (academic mentor) but they would
walk around sometimes, and the access right was for academic
mentor rather than for students. They would not leave students along
to access a password needed system.” (Amy (A2): Interview, 2020,
Lines: 856-857)

4.10 Refusal of Password-integrated HT Access

Many systems needed passwords to access clinical settings. Thus this study is interested
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exploring how passwords of nursing staff affected student learning.

4.10.1 Reason to refuse students using password-integrated HT

The results in Table 5 indicated that the reason of “Time constraints of staff” gained the
highest percentage of answers at 68 (32.22%). A total of 42 (19.9%) students ticked “Your
supervisor not on duty” and 33 (16.64%) students ticked the ‘Staff worry about liability’.
These were the main barriers for students to access the technologies in clinical settings.

Table 5.
Being refused to password-integrated HT

No. of

student Percent
Being refused 101 47.9
No refused 110 52.1
Total 211 100.0

Reason to refuse student using password-integrated HT

*Type of reason No. of student
Time constraint of staff 68 (32.2%)
Your supervisor not on duty 42 (19.9%)
Not allowed by ward manager 21 (10.0%)
Either student or academic mentor no assigned password for access 27 (12.8%)
Staff worry about liability 33 (15.6%)
Staff advise to learn after graduation because of complexity 10 (4.7%)

*Respondents can choose more than one reason

To elaborate on the reasons generated from the survey, interviewees expressed ideas that

support these findings.
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‘Time constraints of staff’

Password-integrated HT such as IPMOE and CMS needed staff passwords, but students were
not given access and they needed to ask for supervision from nursing staff. Again, students’
choices reflected a real situation that staff time was a scarce resource. Issues of ‘busy ward
nurses’ that were previously discussed in Section 4.6.3.1 were repeated. The numerical data
echoed the findings on the effect from nursing staff to student learning. Two more students

reinforced that:

... they are busy with settling the cases handover, a lot of work for
handover ... ward nurses may not guide all the time ... may just ask
you to observe the steps nearby ... | really understand the reason for
the ward staff not giving password to students. That is to say, they are
already busy in one hand, they may not have time to watch you doing
it, I really understand, but is there any ways (to solve) ..." (Sharon
(S4): Interview, 2020, Lines:370-371, 426-427)

‘... It is because the students are free at that moment, but the nurses
such as my supervisor who may be busy in her paperwork, so she did
not have time (to entertain me) even | have questions. And | cannot
ask as well during my working. So there is accumulated many
questions.’ (Angel (S4): Interview, 2020, Lines:793-796)

Clinical supervisor is ‘Away from ward’
The below statements expression showed the reason behind the supervisors not being on
duty. Other factors included leave and multiple roles of the clinical supervisor that could

influence the supervision of students. Four students shared:

‘Yes, sometimes our duty not matched. I even heard of a classmate
who did not see him/her (the clinical supervisor).’ (Ting (S5):
Interview, 2020, Lines:116)

‘... the mentor assigned to me, but she was on maternity leave, so |

had never seen a mentor. On the last day, | had evaluation, | ask an
APN for help in hurry ..." (Sharon (S4): Interview, 2020, Lines:210-
212)

‘In reality, she (the clinical supervisor) was away from ward for two
weeks and I'd always made mistakes ..." (Mathew (S5): Interview,
2020, Lines:284)

‘... Suddenly she received an order from another ward, a patient was
diagnosed with a Stroke. She needed to care the case who was not

admitted to her Stroke ward ... Honestly, she hadn’t taught me any
actually ...” (Cecilia (S4): Interview, 2020, Lines:520-522)
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‘Staff Worries about Liability’
Students indicated that nurses concerned with their own liability link this with using
password-integrated equipment. Liability led nurses to feel concerned about students making

mistakes and therefore only allowed them to observe. Two students verbalized:

‘In fact, I think that it is the accountability system in HK, that is, a
code means that what you have done. That is if assuming that she
gives the code (password) to student, if | made mistake, the nurse bear
all the responsibility. Because | access the system with using the
nurses’ code ...” (Sharon (S4): Interview, 2020, Lines:403-404)

‘It’s because nurses concerned that we did not know how to use
(IPMOE) and worried about the consequence (liability). So there was
no solution and it’s understandable to have observation only.” (Angel

(S4): Interview, 2020, Lines:296-297)
Similar expressions on the liability issue were given by graduated nurses and academic

mentors. They stated:

‘Before graduating, I thought a password was for personal, because
you could access a lot of personal confidential data firstly. Second,
responsibility problem, because you login with your code, then your
name was on record to the information of HA (Hospital Authority
HK)..So before, I thought it was important.’ (Chan (G1): Interview,
2020, Lines: 556-557)

‘... Liability problem, because the password accessed allowed others
to see more involving the privacy data.” (Amy (A2): Interview, 2020,
Lines:863-864)

4.11 Nursing Care during Clinical Training

Among the students, 106 (50.2%) and 12 (5.7%) rated ‘Documentation of nursing was clear’
the highest with ‘Agree’ and ‘Fully agree’, respectively. The second-highest of 98 (46.4%)
for ‘agree’ and 13 (6.2%) for ‘Fully agree’ were given to ‘Patients received individual
nursing care’. The item ‘There were no problems in information flow related to patient care’
followed, with 90 (42.7%) and 3 (1.4%) of ‘Agree’ and ‘Fully agree’, respectively. The
lowest score is for ‘The ward nursing philosophy was clearly defined’, with 86 (40.8%)
students choosing ‘Agree’ and 4 (1.9%) choosing ‘Fully agree’. Appendix O shows the
results.
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Students reflected that the main nursing care they provided patients comprised basic routine
tasks and that patient documentation was enough for their routine needs. Patient history was
not deeply reviewed for enriching personal knowledge, mainly due to the need to access
CMS with a staff password. The patient information collection and reviewed was incomplete

in several situations such as AOM assessment. Relevant themes were made as follows:

‘Routine’

One student said:

... because the briefing of wards mainly told us about the routine
always ..." (Fiona (S4): Interview, 2020, Lines: 173)

‘Information incomplete for students’ learning’

Two students said:

... you needed to depend on the computer for their (patients) details
about previous admission history. ... Commonly, you got the trust
from a nurse, then you could read patients’ history slowly (in
computer).’ (Fiona (S4): Interview, 2020, Lines: 510-513)

‘... but regarding to learning, it is not good, there do not have an
account (password), we cannot see old information. If | have an
account, it can further to facilitate my learning.’ (Cecilia (S4):
Interview, 2020, Lines: 1192-1194)

Students felt concerned and helpless regarding the usage of password-integrated electronic
systems in hospitals. Two students conveyed:

‘Yes! Yes! They printed out a form and then I could read back...I also
felt worry, because | regretted that I hadn’t conducted much
admission assessment (ePAF) to patient. One reason was that I hadn’t
conducted a whole case in complete ..." (Ting (S5): Interview, 2020,
Lines:694, 698-699)

... the only way was reading the nursing kardex (nursing document)
only ... It’s not enough, for instance lab (laboratory) result might not
be available ... I felt helpless not being able to answer the patients’
guestions sometimes, not able to answer them. Education was not
good. I mean to educate the patient.’ (Sally (S4): Interview, 2020,
Lines:1570, 1574, 1583-1584)
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4.12 Mentoring and Student Learning

Concerning the mentoring in HT-integrated CLE, several ideas could be explored from the
view of an academic mentor, such as mentors’ role and function, mentee, characteristics of

mentoring design, the relationship between HT and mentoring and student learning.

Function of Mentoring

Ren said:

‘I thought that role is important ... You acted as teacher, you could tell
them what you know. If they did not get any mentor, they would lose
direction, and not know what they were doing.” (Ren (Al): Interview,
2020, Lines:3, 5-6)

Who Can Mentor?
Ren added:

‘Indeed, mentoring person can be various in a clinical setting ... |
think they are all termed as mentor... Yes, they are divided into
academic or clinical ... The person provided from hospital mainly is
nurse, the nurse from clinical. And nurse come from CND (Central
Nurse Division).” (Ren (Al): Interview, 2020, Lines:14, 19, 24, 52)

Difference in Mentoring Design between School and University

Ren described:

‘Nurse education in nursing school is one type of apprenticeship in
the past.” (Interview: Ren (A1), 2020, Lines:478)

‘Actually, most nursing school would assign teacher to visit students
in ward that mean each teacher would be responsible a group of
students. Then the teacher planned the schedule for students’
assessment or supervision in ward ... It is different in university. Two
different modes, the period of programmes is different and outcome
was various too.” (Ren (Al): Interview, 2020, Lines:412-430)

Given that nursing required three years in nursing school, Ren stated that the programme

duration between school and university differs, which causing different student roles.

Different Student Roles
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Ren explained:

‘In my opinion, student nurse in nursing school was a student but also
acted as staff. They bear more responsibility because they were paid.
In contrast, students are students only nowadays; they bear less
responsibility because teachers have taken their responsibility. If they
are not paid as well as not a TUNSs, they just need to act well the role
of students. But it’s not the same traditionally, they were staff role.’
(Ren (Al): Interview, 2020, Lines: 225-229)

The difference in students’ roles led to diverse learning. Ren added:

‘TUNs can learn more than a nursing student, because they are staff
and give more allowance to let them do.’ (Ren (Al): Interview, 2020,
Lines:490-496)

‘Indeed, students could explore more in the past but it was risky for
them because they lacked of supervision. Contrary, you were just a
student only now and you needed to learn actively. If you did not
participate actively, you couldn’t learn anymore even though there
was a procedure available for practice there.” (Ren (Al): Interview,
2020, Lines:233-235)

Although the programme duration was not the same, contact hours for relevant requirements
of theory and clinical training needed to be fulfilled according to NCHK requirements.

Differences in Mentoring Duration

Ren elaborated:

‘... Each institution has various design, it can be six weeks, four
weeks, two weeks. It is accepted as you fulfill the curriculum
requirement of NCHK ... It is an orientation if you stay in a ward for
two weeks. If you are orientated and understand to a ward, then your
time of clinical training afterward will be distributed in four weeks or
six weeks, it will be more even. Therefore, | don 't think it’s a problem
of the length of clinical training duration.’ (Ren (Al): Interview,
2020, Lines:254-255, 265-272)

However, two weeks clinical training might affect student learning. One student said:

‘... My idea about their concept was that we did not need to know too
much because we just stayed two weeks only, so they seemed not
actively to answer our questions. And we could not apply the learnt
knowledge to the ward even though we learnt.’ (Fiona (S4): Interview,
2020, Lines:254-256)
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Impossible to Have 1:1 Supervision
Ren explained:

“It was not able to be one to one. All of them mainly were cubicle
nurse. Regarding to human resource, it’s not able to have one to one.
When they teaching, they could arrange the ratio what they liked, for
example one nurse to one student; one nurse supervised two students,
or one nurse to eight students ... It’s depended on the situation, they
could be one mentor to three students. Sometimes, they would not
follow this ratio, they even neglected their assigned mentoring duty.”
(Ren (Al): Interview, 2020, Lines:66-68, 87)

Ren added one more reason:

‘It’s because ward nurses have two roles. They were nurse and their
main role was not mentor. Although students were assigned to them,
but they had not taken the role in full time, not concentrated.
According to the human resource problem, they couldn’t give solution
to this phenomenon.’ (Ren (Al): Interview, 2020, Lines: 91-93)

Students mentioned that both clinical supervisors and ward nurses were busy and could
provide close supervision to students. However, if HT was intended to assist nurses, then

students also needed to learn using such equipment.

Is Mentoring Affected by HT?
Ren explained that HT development does not affect her personal mentoring:

‘Nurses in clinical environment were still busy in both periods ...
Health technology wouldn’t impact on mentoring even though there
were more health technologies used in hospitals. Different health
technologies development was available in different phases of the
healthcare system ... (Ren (Al): Interview, 2020, Lines: 190-191)

However, the access rights of HT might place barriers to her mentoring:

‘You asked for the help from staff to switch on the machine with using
their password, then both staff and you (the academic mentor)
supervised the student to distribute the drug ... Yes, the situation was
quite common. You didn 't have a password, so you shouldn 't use their
machine.” (Ren (Al): Interview, 2020, Lines: 566-574)
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Given that nursing staff could not sufficiently support enough to students’ supervision,

hospitals had arranged measures to enhance the placement support for students.

Representative Mentor (Honorable) with Assigned Password

Ren provided information in response to the access rights issue and said:

‘Some hospitals provided password (to the academic mentor)...
Assigned password is just for IPMOE, not able to access data entry
system, a system named CMS (Computer Management System), the
password for data entry system is not provided at all.” (Ren (Al):
Interview, 2020, Lines: 554, 794-795)

Not all nurse teachers were granted a password in all hospitals. Thus they still encountered

problems during mentoring.

Encountering HT Problems during Mentoring

Ren quoted busy schedule as an example:

‘Ah! It really depended on the ward situation. If the environment
(ward) was too busy, staff was occupied by the works, you cannot
request; but if the environment (ward) was not too busy, | could use
after request, | had booked ... But AOM, hospital at the beginning not
allowed, not allowed to use IPMOE to dispense drug, otherwise you
had set the time, and had already requested from staff and ward
manager, it is ok.” (Ren (Al): Interview, 2020, Lines: 495-496 and
L:500-502)

Another reason was related to students’ ability, Ren added:

‘It ’s because busy, busy. Student acted during nursing care slowly, it
is true students acted quite slowly, as well as environment is busy,
how can afford more time to let you (student) dispense the drug
slowly.” (Ren (Al): Interview, 2020, Lines: 512-516)

Adaptation of Nurses to HT
Though problems occurred in mentoring, Ren recommended that all of the nurses, including

students and teachers, needed to adapt HT. She emphasised:

‘The trend of health technology in the future, would be more and more
as | said. Students need to equip themselves. They need to have desire
to learn and are not afraid of it.” (Ren (Al): Interview, 2020,
Lines:1071-1072)
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Similar ideas were echoed by students. Fiona verbalized:

‘... but you need to learn how to use the new one (a new model of
equipment).’ (Fiona (S4): Interview, 2020, Lines:1010)

Nurse teachers learnt together with students. Ren said:

‘We learn in school, in ward. We should keep learning in different
environment and situation and you will get the knowledge ... We learn
with students ... We get ready to learn when we encounter new
technologies ... You keep learning, it is not too hard acrually.’ (Ren
(A1): Interview, 2020, Lines: 202-215)

Apart from the technologies, other factors were explored influencing the students’ learning.

Ren reinforced the factors of opportunities and safety.

Opportunity

‘The most influencing factor to their learning is that whether there is
any opportunity for students to provide nursing care or not ... Yes la!
It means that they have opportunity to perform nursing care. If they
lack of it, they cannot learn anymore even if they desire to learn ...
The reason they lack of it because no one is available to supervise
them ... Maybe you ask nurse staff to supervise but whether they have
time or not ... They would express this problem during reflection
session or feedback collection.’ (Ren (Al): Interview, 2020, Lines: 98
& 102 & 106-107 &111)

Safety Culture in Hospital

‘... I thought this culture was related to patient safety. For student,
they didn’t want student to get any injury. For patient, they didn’t
want patient to get any incidents. Hence they didn’t allow students to
learn through practice in reality ... If this situation happens and it gets
back to hospital policy, students would attempt less to practise if
hospital policy was set for prevent incidents to patients ...” (Ren (Al):
Interview, 2020, Lines: 360-379)

‘Regarding to any writing of policy, private hospitals would be more
because the preference of patient in private hospitals would not like
students to touch them. However, the relationship between nurses and
students would weigh more important in public hospitals ... This
allows to communicate better between them. Then their trust to you
will increase. Safety culture is just like the atmosphere which covers
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the culture. But safety culture is relied on individual mindset. As both
of your share each other mindsets, more understanding the ideas of
each other, then you would know more about specific student who is a
reliable person.’ (Ren (Al): Interview, 2020, Lines: 380-394)

Students complained that the teachers from Wu-Zee University did not effectively support

them. Ren elaborated on the role of a resource person and clinical mentor from NSD:

‘.. Regard to the role of resource person (another role of a teacher),
it really depended on the nurse teacher whose visiting frequency. They
didn’t have any consistency. But if school set a time schedule, they
had to visit students with set frequency in one week or one month. The
implementation was more systematic.’ (Ren (Al): Interview, 2020,
Lines: 520-524)"

‘Yes, there was nurse assigned from Nurse Service Department (NSD)
to provide supervision to students in a ward from 9am to 5pm for one
week. The nurse was not from the training ward of the student. The
nurse would ask ward nurse to keep some procedures for their

students and keep supervision to the student.’ (Ren (Al): Interview,
2020, Lines: 530-536)

Ren discussed continuously that the roles of academic mentors, NSD nurses, and ward

clinical supervisors could not be compared:

‘They couldn’t be compared (academic mentor, NSD nurse and ward
clinical supervisor). Nurse might not supervise (students) closely, it
was difficult to measure how much they have taught. They would teach
student if they had encountered some students. For academic mentor,
they had close supervision for six weeks during first clinical training.
For clinical instructor from hospital, they set specific time to visit
individual student for specific procedures. All of them had their
specific role.” (Ren (Al): Interview, 2020, Lines: 542-552)

4.13 Summary

The survey results presented the numerical data on the clinical settings from the perspective
of respondents. The common pattern of practices or experiences of nursing students during
clinical training were reflected. The quantified data about HT used in clinical settings are also
shown. Feedback on satisfaction with the clinical training of nursing students was reviewed.
The effectiveness in terms of support from clinical supervisors, ward nurses, WMs, and
academic mentors were rated. Given that their roles influence the learning of nursing students

during clinical training, this chapter summarised the contents from interviewees to illustrate
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further information on student learning in the contemporary clinical settings.
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Chapter 5: Analysis and Discussion

5.1 Introduction

This chapter chapter presents an analysis and discussion of the findings in conjunction with
the academic literature. It has five parts that address the research questions. First, student
perception on HT, the effect of physical characteristics in HT-integrated CLE, including HT
in contemporary ward settings, on student learning are discussed. Second, the supervisory
relationships, their characteristics in contemporary CLE and their effects on student learning
are analysed. Third, this section discusses the pedagogical atmosphere and its effect on the
learning of nursing students. Fourth, student learning opportunities are discussed based on
their experiences. Fifth, student learning is discussed by applying Kolb’s learning process.
Afterwards, the impact of the current CLE on students mentoring in Wu-Zee University is

considered and discussed.

5.2 Student Perceptions on HT

In this section, the perception on HT is discussed in terms of a good learning environment,
characteristics of HT settings, practice opportunities in HT-integrated settings, effects of HT
learning that link to HT-dependence, nursing adaptation in HT-integrated settings and access

rights to use HT.

5.2.1 Learning Environment
As was found, general health stream students give higher scores for their wards as good
learning environments compared with the mental health stream students. Mathew gave a

specific reason:

‘... Mental health nursing was difficult to have close relationship with
health technology. There might be number or data generated from
technology, for example, vital sign and IV droplet. For hourly
recording in numerical data, technology might help you more.
However, mental health was not involved numbers. You were sad or

not, you were happy or not, that needed a person to assess.’ (Mathew
(S5): Interview, 2020, Lines:1081-1084)

The clinical settings and practical experiences show that a traditional clinical placement for
the mental health stream students was insufficient to provide a real-life experience of nursing
care to patients with mental health difficulties (Patterson et al., 2016). Bisholt et al. (2014)
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also found that different settings affect student satisfaction, which is less likely in a
psychiatric unit, as was similarly found in this study. The reason was related to fewer

learning situations in the psychiatric units than in the general wards.

The findings also identified that supervision was an important factor to satisfy student
learning. However, the mental health stream students were not supervised by academic
mentors while the assigned clinical supervisors were unavailable due to various reasons
during clinical training to the mental health stream and general health stream students.
Foolchand and Maritz (2020) found that limited resources were an essential factor
challenging the mentoring and learning of students, their findings presented the limitation in
clinical setting, including having adequate staff with clear roles and competencies, sufficient
equipment and satisfactory learning resources and opportunities for students. Their paper
echoed the present finding of this study that students expected to be mentored by their
supervisor at the same schedule roster and with sufficient practice opportunities. The present
study added information about the HT-integrated CLE. HT did not reduce the nursing
workload, so nurses were not able to provide enough supervision to students.

5.2.2 Characteristics of HT Settings

This study provided ideas from the perspectives of students regarding the characteristics of
HT in a clinical setting. All respondents agree that the electronic and computerised equipment
operated for data storage and transfer can be categorised as HT. However, mental health
stream students expressed a low effect of HT on their learning, possibly due to the type of
nursing care they provide that focused on behaviour and drug management (Overton et al.,

1977). Fiona explained:

‘I think the reason is that we didn’t have chances to use the computer
(CMS), in contrast, staff told us information about patients and give
us some printed document to see, it’s Okay. So I think the impact is
not big in the perspective of using computer (CMS).’ (Fiona (S4):
Interview, 2020, Lines:470-472)

HT in the present study could be divided into two types: basic and non-basic electronic
equipment, machine, devices or systems. Basic HT includes vital signs monitoring devices,
such as a blood pressure monitors, an ECG machines and a bladder scan. The non-basic HT
includes IPMOE, CMS and ventilators. HT could also be categorised into password-

integrated and non-password-integrated based on student descriptions and usage. These
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categorisations provided an understanding of student perspectives of HT. However, the
findings showed that students commonly use the basic electronic equipment because they
focused on routine duty during the entire clinical training and other environmental factors
(Benner and Wrubel, 1989; Conole et al. 2008; Browne & Cook, 2011; Kelley, 2015;
Damewood, 2016). Regarding the availability and usage of HT in wards, eight respondents
agreed on their sufficient equipment. Cecilia, one of the students, made a comparison

between types of hospitals said:

‘So it may relate to resources supply, resources is more distributed to
big hospitals, they can trial some new technology. But district
hospitals may not have many resources to try new technology. Leading
hospitals may be well developed, so district hospitals started to follow
the pace of the development ... I think the electronic equipment was
adequate in wards.’ (Cecilia (S4): Interview, 2020, Lines: 72-80)

However, attention was paid to the damaged equipment that the staff still used and the
inadequate supplement for non-functioning equipment. In addition, the equipment models
and devices differed according to the services provided in each ward. The models could also

change continuously. Jackie said:

‘Because of the high utilisation rate of machine in the ward and not
using them properly, so parts of machine are detached easily. For
example, the disposable SpO2 sensor was lost. If you maintain it well,
it can help me working better. It s just one of the problems. It needs to
be well maintained ... They (nurses) will search substitutes, some
well-functioning one. I don t think it is an effective measure ... It
should be convenient for us, but it is not in reality because there are
many troublesome processes (when using machine). It is useless.’
(Jackie (G2): Interview, 2020, Lines: 76-78, 86, 736)

This study reflected the inadequate clinical machinery resources similar to the findings of
Carlson et al. (2003) and helped enrich the reasons behind such problems. For students, HT
resources for basic routines were sufficient, but non-functioning equipment was a common
problem. The comments implied that the reason may relate to the funding distribution,
hospital policy and leaders of clinical setting. Students expected enough demonstration
sessions and supervision of learning HT devices in the university and clinical setting in this
study. It answered the finding of Locsin (2001), who discussed that technologies exert
influence on nursing practice and emphasised that health providers, including leaders, should

provide sufficient resources for nurses. Teaching and demonstration of new models and
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equipment from manufacturing organisations were necessary to enhance their confidence and
safety in using such technologies for patients. In brief, the present study reflected that HT

resource also plays an important role that affects on students learning.

5.2.3 Practice Opportunities Decreased in HT-integrated CLE
Findings showed the trend of HT integrated into clinical settings, and students care for

patients daily using such electronic equipment daily. Fiona said:

‘I thought there would be getting more devices in electronic because
there were more and more patients. And it was impossible that all
procedure were completed manually because the medical staff was not
enough, and more and more patients ...  (Fiona (S4): Interview, 2020,
Lines: 991-992)

Students reported that their learning of the electronic equipment starts from educational
institutions which was applied using electronic equipment on patients in clinical settings
during their clinical training. Most importantly, HT development was a feature of the health
care system to improve the quality of patient care (Locsin, 2001). Therefore, stakeholders of
nursing were required to practise and provide care in this setting. In other words, students
also developed their knowledge in this similar CLE in the future. However, all respondents
mentioned that staff were busy in the clinical setting and that students spent all their time in
routine tasks rather than in learning. Cecilia remarked:

‘... the ward is quite busy as well, so I have a lot of routine work to do.
On the other hand, the staff is very busy. In fact, don’t have a chance
for learning.’ (Cecilia (S4): Interview, 2020, Lines: 281-283)

Inadequate HT resources constituted another factor limiting the opportunities for student
practice. The inadequate resource support and shortage of equipment for patient care were
important. Also important were personnel interactions, lack of opportunities to practise, sense
of inadequate knowledge, lack of the support of nursing staff due to time constraints, lack of
equipment for nursing, and different expectations of the hospital from those of the
educational staff. All these factors could cause student anxiety and confusion in practice
(Carlson et al., 2003). The present study increased the awareness of the effect on student

learning in a HT-integrated CLE with scarce resources. Ren stated:

‘Students experience was different in the same clinical training period
of the same year. If there were more health technologies available to
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use, more new health technologies were available to use, such as in a
busy environment, so more chance was available to explore those
machines for students. In contrast, the setting such as convalescent,
rehabilitation, in a non-busy setting, several infusion pump were
available only and other health technologies were not available in
ward, then there was fewer chance for practice indeed.’ (Ren (Al):
Interview, 2020, Lines: 219-223)

Gopee (2011) explained that a practice setting or competency-based activities allow students
to enrich their professional skills. Gopee (2011) supplemented the factors of a good CLE,
including a culture of knowledge sharing, awareness of student learning and providing
constructive comments to students. Flott and Linden (2016) stated that HT could affect the
CLE and influence student learning. The present study has enriched information about how
HT-integrated CLE settings shaped student learning during clinical training and how HT has
restrictions such as the availability of the HT devices and the access rights to HT usage for
student learning in clinical settings. Furthermore, HT could change nursing practice in the
clinical setting.

5.2.4 Effect of HT Dependence on Student Learning
All respondents agree that HT allows nurses to work ‘faster’ and ‘accurately’. Data can be
more systematic in accessing, storing and transferring to the healthcare system, which is

consistent with the previous literature (Barnard and Locsin, 2007). Sharon stated:

‘I think it’s good at present, because can help nurse to do more
quickly. More accurate ... not easy to administrate incorrectly ...
Regarding ward practice administration, it is convenient.’ (Sharon
(S4): Interview, 2020. Lines: 15-17)

This finding is also consistent with previous studies on the perspective of nurses who
commented that HT could give them an efficient and effective working environment; it could
also enhance the quality of care (Benner & Wulner, 1989; Quail, 2015; Ball, 2011; Barnard
and Locsin, 2007; Glandon et al., 2014). However, the students in this study were dissatisfied
that the various equipment functions and settings increased the barriers to their learning.
Students depended on guidance from the nursing staff to learn. Otherwise they could not

know how to operate specific HT. Ting said:

‘I had asked about this machine to the clinical mentor. But it’s really
hard, because there was many setting inside the system. Then Miss
(clinical mentor) explained to me ...” (Ting (S5): Interview, 2020,
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Lines: 314-315)

Moreover, HT dependence in daily nursing practice was acknowledged in the literature
(Marden, 2005), which is at present unavoidable because of the shortage of nurses and of
safety assurance in the global health system. The effects of these phenomena were alleviated
by using more HT to facilitate nursing care and health service management at present and in
the future (Polifko, 2010; Risling, 2017). Six respondents described the HT as ‘an assistant’
in healthcare systems and agreed that nursing should avoid such dependence. They placed
greater value on critical thinking and human assessment that could not be excluded in their

learning. Maggie said:

I think it is convenient for health staff to do assessment. Well, it may
be a bit dangerous ... we will rely too much on the technology... There

may be an error. It is just a machine ... It acts assistant in function ...’
(Maggie (S4): Interview, 2020, Lines:17, 19-20, 30)

Interestingly, students’ concerns matched the ideas of Weber (1958) that technology could
not replace the work of nurses. Students in the present study commented that nurses should
pay attention to patient needs instead of referring to the reading from devices. Students
struggled to benefit from HT usage because nurses had no extra time for their interaction.
Nurses could not shorten their workflow times consumed by using HT. First, their activities
were evenly distributed with workload and HT usage. Second, they were often assigned new
routines. Hence, nurses’ interactions with patients, colleagues and physicians were limited.
This finding also implied that nursing students could not be a priority under this workflow
pace (Cornell et al., 2010a & 2010b). Browne and Cook (2011) emphasised a risk to nursing
quality safety if HT reliance occurs, wherein critical thinking and human assessment may be

ignored. Sharon stated:

‘... So couldn t rely on the equipment completely ... I thought the
nurse also was dependent to the equipment ... not clarified the
problem (reading abnormal) really ... not asking about the situation,
just informed to the doctor directly ..." (Sharon (S4): Interview, 2020,
Lines: 603-604, 701-702, 708-709)

Hence, further concerns of the enhancement of nursing curriculum to solve HT dependence
has been raised because this practice may be a risk to the nursing students’ development of
critical thinking during their clinical training. Nurse educational institutions may need to

focus more on critical thinking teaching of nursing professionals and must be required in any
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nursing activity, including using HT for patient care. Otherwise, students’ competence and

confidence in nursing care may be limited. Fiona claimed:

‘No confidence (in blood pressure monitoring by manual! I had used
advanced machine (blood pressure monitoring equipment) during
studying time, and I hadn t used this (by manual) method, all is done
by machine ..." (Fiona (S4): Interview, 2020, Lines: 1008, 1012-1013)

The findings also showed that students prefer to have more laboratory demonstrations. All

respondents recognised gaps in theory and practice on HT usage. Sharon declared:

‘I have seen it in school but the mode (learning) was depending on
our self exploration. just like a lab (laboratory session) mode, placed

a machine there, you explored it by yourself and touched.’ (Sharon
(S4): Interview, 2020, Lines: 104-105)

HT development in clinical settings in this study elucidated its importance in the practice of
nursing students. Educational institutions focused on the reinforcement of avoiding HT
dependence and enhancing students’ critical thinking in using HT. This not only strengthened

students’ competence in nursing practice but also sustained the safety quality in healthcare.

5.2.5 Continue Adaptation and Learning of HT
All students commented that the various equipment models lead to a lack of confidence in
operating HT safely. The functions and settings were likewise unfamiliar. Thus, students

required time to adapt and learn to use the equipment. Mathew and Sharon stated:

‘I thought it’s related, because you had to be familiar with the
equipment, and then you could evaluate the patient’s physical
condition. After that, a proper intervention could be provided for the
patients. The use of instruments was a basic need of knowledge, which
could help learning.” (Mathew (S5): Interview, 2020. Lines: 126-128)

‘Indeed, it was Okay for simple equipment but it was IPMOE, it had
too many functions. For some functions, I was not familiar to operate,
and I would like to explore it.” (Sharon (S4): Interview, 2020, Lines:
420-421)

Six respondents expressed that HT is unavoidable in the development of the healthcare
system, and there was a sense that such technology would be more user-friendly and helpful.

Maggie said:
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‘... computer will develop very fast. And so that clinical setting has
developed at the same pace. It's easy to get started with as well as
those who are accustomed to using computers. And it is expected to
use easily.”(Maggie (S4): Interview, 2020, Lines: 1146-1147).

A previous study conducted from the view of nurses showed that HT must facilitate their
works more efficiently and effectively rather than create the need to increase processes
(Dunphy et al., 2011). However, the barriers to using HT in learning during a clinical training
have not been explored from the views of students. Huston (2017) stated that technology
could drive the nurses to work with improved care quality and interpersonal relations. The
development and design of HT should address the needs of end-users, such as patients and

healthcare providers. Thus, HT resources were necessary for students’ learning.

Hospitals and educational institutions needed to bear the responsibility for students’
adaptation to changing CLE (Gopee, 2018). Other than unsatisfactory curriculum coverage,
students expected nurse teachers to share more information about HT, such as IPMOE and
CMS. Fiona stated:

‘The simulation system (IPMOE) provided from school did not create
more other functions, mainly involved how to conduct drug
distribution, it had a bit different from reality.’ (Fiona (S4), Interview:
2020. Lines: 397-398)

This comment reflected the concern of Jokelainen et al. (2011) that the contact hours with HT
was insufficient. The direct effect of the minimal contact time was highly inadequate with
only a brief introduction to the information technology, such as CMS and IPMOE. Academic
mentors mentioned that other electronic equipment or devices were inconsistently

demonstrated in laboratory sessions because of time constraints. Ren and Amy said:

‘Regarding to the curriculum, it was good to have more technology in
the laboratory room and more laboratory sessions. There was no need
to chase the technology, no need to buy all, it’s impossible. However,
you needed to let them know the presence of technology, for example,
you knew what a bladder scan was about.” (Interview: Ren (Al),
2020. Lines: 1039-1041)

‘... Indeed it is basic and really generic (curriculum of health
technology information and usage), cannot cover their application in
reality at all.” (Amy (A2): Interview, 2020. Line: 590)

In this study, the nursing curriculum could not support and prepared students to obtain
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sufficient knowledge to adapt to new clinical settings because only 20 hours theory time was
allocated to HT education in university (Nursing Council of Hong Kong, 2017a). In
particular, all respondents commented on the various models of machinery and unfamiliar
new equipment during their clinical training. Students even expressed their difficulties with
handling the changing electronic equipment or systems after graduation. Strategies to help
students adapt to new CLE were needed for shifts from human-powered to computer-
controlled in nursing. All these findings enriched the information of HT-integrated CLE and
explained the findings from two papers (Arpanantikul and Pratoomwan, 2017; Chang and
Daly, 2016) that students were not familiar with using devices in the ward during clinical

training.

5.2.6 HT Access Rights Hindering Student Learning

Apart from inadequate resources, Craig and Smith (2015) mention the importance of
available information technology access rights. Students and academic mentors are unable to
use several HT, such as IPMOE and CMS, that requires access rights to practice medication
administration and search patient information, respectively. Students also experience refusal
of or incomplete access to HT with passwords. The reason for this restriction is ‘liability’.
Students are concerned about their learning, and expressed that their competence in operating

HT after graduation cannot be guaranteed because of this limitation. Angel said:

‘It’s because nurses concerned that we did not know how to use
(IPMOE) and worried about the consequence (liability). So there was
no solution and it’s understandable to have observation only.” (Angel

(S4): Interview, 2020, Lines: 296-297)

Angel’s experience echoes previous findings from the perspective of health agencies and
educational institutions, in which both parties suggest modifying resources to support student
learning by providing access rights to non-clinical staff (Fetter, 2009b). This study provides a
background about practising the technology, and not merely emphasising on the learning
theory in educational institutions but also the hands-on practice opportunity during clinical
training. The results echo two studies (Jokelainen et al., 2011; Nkois et al., 2011) that
students’ skills training on computerised systems is important and practice during mentoring
can be motivated. Six students are displeased about the inadequate curriculum on HT and

three students are disappointed about insufficient practical laboratory sessions. Maggie noted:
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‘... had touched it (equipment in laboratory session), have pressed
some buttons, but had only once time. When | was back to ward, |
forgot most memory. It’s not taught in lecture, no lecture notes
available to show any ICON interfaces ... I hoped my school gave us
more chance to practise, more laboratory sessions to practice the
equipment which is used commonly in ward.” (Maggie (S4): Interview,
2020. Lines: 552-554; 558 & 562)

In brief, the perception of nursing students of HT reflected their understanding of its
emerging global prevalence including within HK. However, the gap between reality and the
curriculum did not currently match students’ expectation or equip them to operate

competently.

5.3 Factors Influencing an Effective CLE

Craig and Smith (2015) mentioned that the value of staff support in CLE is paramount to
student learning in clinical placements. By using the CLES+T, findings show five
predominant factors (leadership style, supervision, learning opportunity, nurse teacher and

atmosphere of setting) that influencing student learning in clinical settings.

5.3.1 Supervisory Role is Important in Learning Support

Students express having close relationships with clinical supervisors and ward nurses, in
terms of the importance of learning. WMs play an essential role in shaping the ward
atmosphere. This study provides further information on how leaders influence the ward
climate. Echoing previous findings by Doyle et al. (2017), the ward atmosphere affects staff
morale and can demotivate clinical supervisors to provide assistance to students, who in turn,
become dissatisfied with their practice. As would be expected, a tense atmosphere in wards
leads the nurses becoming stressed, which occurs in the students in this study. As mentioned,
health policy can shape the organisational culture that affects the senior staff administrating
leadership in the wards. Respondents show that nurses, including students, cannot escape

from such a reality during placement.

Regarding the learning impact from supervision, students rate effectiveness of support from
the clinical supervisor with a high score (29%). Students expect to have the same duty as
their supervisor, who can support their learning in the ward. However, this case does not
always occur in reality. One student recalled making a mistake at the beginning of his clinical

training, and that this would have been less likely to have occurred if his clinical supervisor
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was available in the ward. Mathew shared his experience:

... it lasted 7seven weeks at beginning (first clinical training), he (the
supervisor) had two weeks holidays. | was like a lonely soul without a
master. I was not taught by others. I didn’t know anything; I didn’t
know to ask which person.’” (Mathew (S5): Interview, 2020. Lines:
283-285)

Students also expect the same working roster schedule as their supervisors. The barrier to
clinical supervision is presented because of different roster schedules, an unfriendly teaching
style and busy supervisor routines. The finding of the dual role and lack of time of
supervisors is aligned with previous literature (Jokelainen et al., 2011; Broadbent et al.,
2014). Lack of time for the clinical supervisor who was occupied by other routines or on
leave creates various effects on the relationship development with the students. Thus,
students felt frustrated and confused when asking for support during a clinical training.

Cecilia stated:

... the ward is quite busy as well, so I have a lot of routine work to do.
On the other hand, the staff'is very busy. In fact, don’t have a chance
for learning.’ (Cecilia (S4): Interview, 2020, Lines: 281-283)

Relevant mentoring training and role reinforcement with guidelines must then be provided by
educational institutions and healthcare providers (Gopee, 2018). Ward nurses seemed to
support the role of clinical supervisors. Students rated the second highest score to ward
nurses in terms of support. Students commented that they could learn more when welcomed
by nurses despite their busy schedules. Several respondents expressed that their relationship
with ward nurses could be directly affected by their relationship with the clinical supervisor,
who might be unavailable as mentioned above. Thus, students could only question the ward
nurses. This study also indicated that the clinical supervisor could not coordinate the
relationship between students and ward nurses. Relationship building in the interpersonal
clinical setting was crucial and influenced student learning to a certain extent (Jokelainen et
al., 2011). Nurses were always interrupted by heavy workloads and patient treatment
schedules, which could not allow for focused teaching and interaction with students
(Bastable, 2014). Despite not being responsible for assessing performance, ward nurses

contributed to learning during clinical training and were valued by students.

With regard to the clinical mentor, students shared their insight about the importance of this
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role during their clinical training, which could increase their learning opportunities in
hospitals. This mentor was assigned from the hospital administrative department. This study
added further insight into the role of the clinical mentor. Students tended to be more
favourable to being mentored by the clinical mentor rather than by others assigned from the
ward. The reason was that clinical mentors could spend more time with students because the
mentors have no clinical work are tasked to provide guidance to students in the ward. Not all
students were assigned a clinical mentor during their clinical training, but students and
graduated nurses positively reflected that they learnt much through the role model of the
clinical mentor during placement. However, one respondent was even disappointed and stated
that the clinical mentors’ support should start at the beginning of their clinical training and
another commented that their supervision should be longer. This finding reflected the idea of
Carlson et al. (2003) that sufficient mentoring was important to student learning in clinical
training. Formal support from clinical mentors might benefit student learning by providing a
regular mentoring period during clinical training. This finding indicated that sufficient

interaction with mentors could promote learning, and was highly valued by students.

The lowest rate on the score of effectiveness in terms of support for student learning was
given to WMs, who were commonly occupied by administrative workload. All respondents
had not interacted with the WM at all, apart from the arrangement of the duty roster.
Students placed value in gaining knowledge from a role-model WM who could share health
information with nursing staff, including students. However, most WMs only concentrated on
their administrative work without being concerned with students’ learning needs. In addition,
students commented that WMs influence the ward atmosphere, which in turn affected the
work of nursing staff and student learning. Students reported that a tense atmosphere in wards
causes stress for staff and reduces student learning opportunities. Dunn and Hansford (1997)
reinforced that the hierarchical effects in clinical settings added pressure on nursing staff and
demotivated them to share experiences or even supervise students in high-risk procedures,
such as giving medication. This finding was consistent with previous work by Sand-Jecklin
(2009), Chuan and Barnett (2012), and Flott and Linden (2016) that organisational policy
could change the behaviours of leaders and staff and cause a different ward atmosphere for
nursing students, whose opportunities of participation and learning could likewise be
hindered.

Although academic mentors received the highest scores in terms of support, the good
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impression was limited in the first clinical training. The general health stream students
comment that the support of academic mentors was adequate and useful for basic knowledge
because the setting was new and fresh. Students reported not having academic mentors in the
latter parts of their clinical training, and not having a supporting person assigned from the

university on a regular schedule. Fiona said:

‘Academic mentor will to share her experience to us. And it was our
first practice at that time ... the basic knowledge such as etiquette, she
told to us because I haven’t experienced too much...I won't see the
academic mentor anymore ... No more, except exam period (AOM
exam).’ (Fiona (S4): Interview, 2020, Lines: 599-617)

Findings identify another issue that academic mentors who lack assigned passwords can

affect the opportunities for student practice. Cecilia remembered:

... IPMOE needed ward staff account (password) but academic staff
did not get it.” (Cecilia (S4): Interview, 2020, Lines: 691-692)

Students are also concerned about their learning in this arrangement and in CLE with HT

integration. Cecilia said:

‘So I think the barrier is, the teacher doesn 't have access such as
CMS, and now these things (patient information) come to electronic a
lot, it can only be seen in the CMS. During the duck tour (first clinical
training), our teacher wanted to let us see a patient history, some
basic information was found in document, but it needed CMS account
if needing to read more detail background, it was happening
frequently ... I think that would be much better to our learning if they
get an account.’ (Cecilia (S4): Interview, 2020, Lines: 728-732, 748)

This finding was aligned with previous results by Nkois et al. (2011) and Fernandez-Aleman
et al. (2015). Nkois et al. (2011) indicated that students desire to learn more computer
knowledge in clinical settings, similar to comments about learning more about IPMOE and
CMS in the present study. However, Fernandez-Aleman et al. (2015) concluded that the
security of passwords for nurses is reinforced in health systems to protect patient privacy and
data loss. Nkois et al. (2011) summarised the result that managerial-level nursing staff must
provide supervision and create a positive environment to enable all types of nursing
professionals to use health information technology. This study suggested that the support
from managerial level staff for students learning was not enough. It also indicated that the

limitation of access rights could not be unnoticeable to student learning.

106



Benner (1984) discussed that novices needed to develop their critical thinking through
practice in clinical settings and that guidance must be provided by all means. Heinonen et al.
(2019) emphasised the importance of the role of academic mentors, who could help students
to develop the integration of theoretical and practical knowledge with the provision of
feedback and emotional support. A qualified and knowledgeable mentor was important in the
clinical training support and systematic preparation. Coordination of subsequent clinical

training was also desired by students.

5.3.2 Effect of Atmosphere and Policy on Learning

Various factors can facilitate or hinder the teaching and learning of nursing students (Figure
Y). One factor is the culture of an environment. Benner (1984) also commented that novices
may find difficulties in adapting to the new working environment. Given that organisational
operations are affected by culture rather than by rationalised charts. Thus, novices need to
apply situation adjustment techniques by taking up various practices to understanding the

value inside the organization.

With the policy emphasis on safety, high-risk procedures such as medication through IPMOE
system are restricted from nursing students, such that their practice before assessment
depends on the assistance of supervisors and ward nurses. However, as discussed in Section
5.3.1, not all clinical supervisors, ward nurses and academic mentors can provide such
support. Most of the academic mentors have no passwords, and their supervisory function in
the practice of AOM is limited. However, medication assessment is a part of the requirements
of NCHK (Nursing Council of Hong Kong, 2017b). As such, students cannot participate in
essential practices. Matching Benner’s (1984) suggestion to explore the culture of a new
learning environment, such as HT-integrated CLE, is difficult. Arguably, the tense learning
atmosphere presented by students in this study is created by hospital policy and managerial
staff. Such a tense atmosphere increases the pressure on nurses and affects not only the

supervisory intent of nurses but also reduces the learning opportunity of nursing students.

Under the influence of ward atmosphere and policy, all students reflect on not having many
practice opportunities. This lack is linked to the WM. Maggie recalled:

‘The atmosphere was harmonious and I would be bold enough to ask
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questions. The atmosphere was not fusion. | should ask which nurse ...
A medical ward, its atmosphere was not harmonious, so | asked a
nurse who would be more familiar with me. | would not be bold
enough to ask other nurses ... the ward manager is easily to scold staff
for minor issues ... I would be more careful if I talked to WM.’
(Maggie (S4): Interview, 2020, Lines: 445-446, 450-451)

Given this analysis and discussion of the factors using the CLES+T data and findings
emerged from interviews. Interestingly, findings from this study reveal similar factors which

influence students’ learning in CLE, these factors are illustrated in Figure Y, below.

Fig. Y: Factors affecting student learning in the study
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Figure Y is a representation of the factors affecting students’ learning in this study. The
diagram primarily shows two forces, not necessarily in opposition to each other, but do
interact with each other. In the diagram, it can be seen that three pressures: ‘health policy,
leadership, and atmosphere’, are exterting pressure the HT-integrated CLE. In the opposite
direction, there are four pressures: clinical supervisor, ward nurses, clinical mentors, and

academic mentors exterting an oppositional pressure on the HT-integrated CLE.

5.3.3 Proactive learning attitudes in HT-integrated CLE

In this study, the ‘active’ strategy is used by students for their learning in HT-integrated CLE.
Six students reinforce that their active attitudes to asking questions when they encounter
problems, including the equipment operation during clinical training, satisfy them. They also
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value the responses given by staff. Ting, Sally, Maggie, and Sharon claimed:

‘When they distributed (medication), I approached them intentionally,
said “Miss, | wanted to see”.” (Ting (S5): Interview, 2020. Line: 217)

‘... commonly you needed, they did not teach if you hadn’t requested.’
(Sally (S4): Interview, 2020. Line: 332)

‘Yes, because you didn 't know the reason about the noise making of
the infusion pump, I had tried many ways to understand at that
moment ..." (Maggie (S4): Interview, 2020. Line: 1011)

I felt you needed to learn actively when you had clinical placement.
Maybe they were not actively asking you to observe together, that
meant you noted them having (nursing activities), approached and
asked whether I could observe or not together.” (Sharon (S4):
Interview, 2020. Lines: 614-615)

However, this strategy does not help students to learn actively in all cases. Sally said:

‘One night, I had night shift together with her (supervisor), | asked

her whether | could practise or not, she replied “next time”.” (Sally

(S4): Interview, 2020. Lines: 299-300)
Students also mentioned asking for opportunities to observe if they were not allowed to
participate in high-risk procedures. Such opportunities are considered valuable. Students

expect that observation can allow enhancing their memory. Sharon stated:

‘For nurses, not supervise you closely and even not let you distribute
medication, might ask you to observe nearby how the steps had been
done.’ (Sharon (S4): Interview, 2020. Lines: 370-371)

Four students remarked that they talk with classmates after duty, to vent their emotions about
making mistakes or to clarify questions encountered in the wards or departments. They
remembered that they searched for answers online rather than asking other people. Angel and

Mathew said:

‘Yes, I had discussion with classmates sometimes ... yes, so | had
heard more, more classmates also said (same answers), then |
believed really.’ (Angel (S4): Interview, 2020. Lines: 802, 807)

‘ECG (electrocardiogram), its function, this machine, all of us learnt
online at that moment. | didn’t know the reason. | heard a student
from University S, also had learnt by own through online.” (Mathew
(S5): Interview, 2020. Lines: 452-453)
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Both health streams of students value the chance to practise. Behaviourism relies on the
instruction given, observation in a situation and communication with mentors (Bottomley &
Pryjmachuk, 2018). Based on the analysis from the above sections, the availability of
equipment, hospital policy, supervisory relationship, pedagogical atmosphere, and mentoring
design can affect the learning opportunity of students. All respondents experience gaps in
learning, such as the lack of teaching from clinical supervisors, participation in procedures,
feedback from supervisors and specific task completion in their clinical training. In addition,
two respondents also stated that nurses’ dependence on readings from measuring devices
prevents approaching the patient for any assessment. Thus, students miss the chances to learn
from ward staff on how to care for patients in specific situations. O’Connor (2015) stated that
students can learn the philosophies of nursing care through review and reflection on the
actions of each nursing staff, thus understanding the general attitudes of concern and

compassion toward patients.

Another finding is that poor supervisory relationships among the hospital staff can hinder
student learning. In this study, password assignment has a considerable effect on students’
exposure to several procedures. Fewer practice opportunities and observations only reduce
clinical experiences and cause uncertainties among students (L6fmark and Wikblad, 2001;
Carlson et al., 2003; Mikkonen et al., 2016).

Regarding learning, including HT operations, the students and the academic staff have
varying feedback. Students are eager to learn more in laboratory sessions and through
exposure in the wards. However, academic mentors determine that the contents taught in
school and wards sufficiently cover basic skills. Concerns about more complex and high-risk
procedures lead to their preference that students learn these tasks in later clinical training.
The reasons include the liability of access rights and time constraints. Academic mentors
have limited spare time to teach more complicated skills or equipment operation. This finding
resonates with the idea of Benner (1984) regarding the different expectations and reality
regarding the perception and understanding of skilled performance between the healthcare
providers and nurse educational institutions. Chan and IP (2007) identified differences
between CLE and the educational setting in HK CLE. Sercekus and Baskale (2016) also
repeated similar results of a discrepancy between theory and practical contexts in their

country.
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Parallel to the concept from Gopee (2011), scattered learning with incomplete participation,
observation and feedback for students during clinical training must severely limit the new
knowledge accumulation as required under the theories of behaviourism, constructivism and
situated learning. Zerwekh and Garneau (2018) encouraged nursing students to gain
knowledge from classroom and clinical settings. A positive learning organisation encourages
nursing students to participate in patient care, which can build their knowledge and improve
their critical thinking.

5.4 Kolb’s Experiential Learning Theory in Current CLE

Kolb (1984) emphasised the importance of learning to build knowledge. Figure Z shows four
stages in which learners develop their concrete experiences based on observation and
reflection. Then, conceptual formation begins after reviewing and reflecting on the
experience. Knowledge from the experience can be concluded and generalised in practice.
According to Kolb, effective learning is dependent on the completion of all four stages,
otherwise, learning can be interrupted and conceptualisation of the experience cannot be
constructed. Kolb also discussed that acquiring experience is shaped by various factors, such

as the interaction between a person and the environment.

Figure Z: Experiential Learning Cycle (Kolb, 1984)
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The premise of nursing can enhance students’ learning opportunities. Students can gain

concepts through observation and further consolidate their knowledge through repeated
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practice (Saarikoski et al., 2008). This study discovers that learning in a chaotic environment
and observation are common, and thus students cannot undergo all the learning stages or
consolidate their knowledge through repeated practices. Kolb comments that incomplete
learning can reduce the memory gained, and students cannot experience the transfer of
knowledge from the beginning to subsequent development steps (Kolb, 1984). In the
interviews of the present study, the academic mentors and graduated nurses are asked ‘which
factor is the most influential on student learning during clinical training?’. Both groups of
respondents stated that opportunity is the most important in contemporary clinical settings.
Apart from the shortage of staff leading to the inadequate number of supervisors, the
restriction of access rights to advanced technological systems may also be a factor shaping

student learning in this study.

5.5 Clinical Facilitating Model in Wu-Zee University

Feedback to the reviews indicated that technology had affected the mentoring in CLE. As
advocated by Jokelainen et al. (2011), building a mutual relationship between students and
mentors and providing adequate resource support to academic mentors from the managerial
organisation are vital to facilitating effective mentoring. They were also concerned with the
development of HT in clinical settings impacting on nursing education. Given that the
nursing clinical training is an essential part of nurse education and clinical facilitation is
indispensable in clinical training, the current CLE may affect the CFM used by Wu-Zee
University. Facilitating models vary with nursing clinical training phases. Each education
institution or provider can apply one model or combine models in their nursing programmes.
This study found that students were well-supported by using the preceptor and facilitator
models. Wu-Zee University employed a facilitating model interchangeably, aligned with the
paper summarised by McKellar and Graham (2017).

5.5.1 Mentoring in HT-integrated CLE
Regardless of which models were chosen, Ren shared considerable experiences in local
supervision and mentoring. Ren reinforced that various role of academic mentors or nurse

teachers were still needed. She stated:

‘They couldn’t be compared [academic mentor, NSD nurse (clinical
mentor) and ward clinical supervisor]. Nurse might not supervise
(students) closely, it was difficult to measure how much they have
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taught. They would teach student if they had encountered some
students. For academic mentor, they had close supervision for six
weeks during first clinical training. For clinical mentor from hospital,
they set specific time to visit individual student for specific
procedures. All of them had their specific role.’ (Interview: Ren (Al):
Interview, 2020, Lines: 542-552)

Each academic mentor played a specific role in student learning. Notably, all academic
mentors of Wu-Zee University commonly had multiple roles during their mentoring, such as
preparing course materials for the next academic terms, acting as supervisors to student
research projects, and other administrative duties. This also echoed previous studies (Landers,
2000; Jokelainen et al., 2011) and students sentiment in present study that reflected the

inadequate support from academic teachers of the university during clinical training.

Appendix P showed that the role of teaching staff was integrated into the CFM (Clinical
Facilitating Model) and discussed its relationship. Among the models, the last two (Dedicated
Education Unit and Mentor) may not be appropriate to the students’ experience in this study.
A dedicated unit needs a well-designed ward and staff support, which may not yet exist in
HK. A dedicated mentor also needs a long-term relationship, such as one year. However, the
formal relationship between mentor and mentee only lasted for a few weeks for the students
from Wu-Zee university. The findings revealed that a clinical supervisor acting as a preceptor
is assigned from wards to students during the second clinical training of the general health
stream and whole clinical training of the mental health stream. The assumption is that the
preceptor and students have regular interaction, but the unmatched roster and double role of
the clinical supervisor lead to the ineffectiveness of this model (Jokelainen et al., 2011;
Broadbent et al., 2014). Ren justified this by saying:

... It’s because there is not enough nursing staff in the ward. They
may want to guide students but there is not enough nursing staff. And
this is the main reason that they cannot provide the guidance.’ (Ren
(AL): Interview, 2020. Lines: 121-122)

The second was the facilitation/supervision model, in which an academic mentor from Wu-
Zee University was assigned to supervise students for a few weeks during the first clinical
training. For the first clinical training, a 1:8 mentoring ratio was requested by NCHK (2017).
Students could be mentored by their own university, potentially reducing the barriers to

familiarise themselves with the ward environment because the academic mentor helped in the
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coordination and communication. Thus, students learnt how to act appropriately from this
role model. However, more attention should be given to students who had a solo clinical
training later. This stage could decrease retention in the programme because they needed to
experience the practice in the wards, where anxiety and unfamiliarity are common to students
(Gopee, 2018). In this study, students reported that would feel reassured with an academic
mentor assigned from the school to accompany them during clinical training. More visitation
and assigning a fixed academic mentor or resource person can provide strong support to
students, especially to the senior ones. The students highly valued the contribution of
mentorship and aligned with the findings of previous study by Hall-Lord et al. (2013). The
students’ feedback was also aligned with the findings of Croxon & Maginnis (2009); the
students preferred to have a fixed clinical facilitator which they commented was better than
being supervised by a clinical preceptor (ward nurse). The reason was the varying supervision
experience, academic background and passion, as well as inadequate support from
educational institution and health providers. Regardless of the supervisory relationship or
mentoring model used, Ren reinforced the critical point that influences the learning of
students. She stated:

‘The most influencing factor to their learning is that whether there is
any opportunity to students to provide nursing care or not ... Yes la! It
means that they have opportunity to perform nursing care. If they lack
of it, they cannot learn anymore even they desire to learn ... The
reason they lack of it because no one is available to supervise them.
Take Catheterisation as a example, academic mentor can supervise as
much as she can but they would lack this chance to exercise this
procedure if there is no academic mentor to supervise. May be you
ask nurse staff to supervise but whether they have time or not ... They
would express this problem during reflection session or feedback
collection.” (Ren (Al): Interview, 2020. Lines: 98 & 102, 106-107
&111)"

In this study, students also desired to have a fixed supervisor and appreciated the contribution
of a clinical mentor provided by the hospital. They preferred to extend the supervision by
clinical mentors rather than by the supervisor from a ward or an academic mentor from the
university. Students expected to learn with greater support from the university and still
appreciated the important role of academic mentors that facilitate their familiarity with the

new clinical environment during the first clinical training.

However, exposure to advanced equipment such as IPMOE depends on the availability of a
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password, either from an academic mentor or ward staff. In addition, even though ward staff
may be willing to access the system, the academic mentor could decide whether to teach the
procedures. Students also reflected that academic mentors were not fully equipped to mentor

students in terms of being familiar with the equipment and ward routines. Ren added:

... Actually, there was a lot of skills to be learnt for students in that
period. It was better to learn the basic skills. Regarding student
practising drug distribution, they have assessment of drug in second
clinical training, they can drill frequently in that period. So it’s better
to practise the basic skills during the first clinical training placement.
Those like AT (aseptic techniques), Foley insertion, stomach tube
insertion, vital sign should be practised well. It is enough that you just
know what is IPMOE and have observed its usage once. It is not a
necessary to let them practise it.” (Ren (Al): Interview, 2020. Lines:
619-624)

Given this background, students may lack of competence to manage the HT which in turn

would affect their learning. Ren said:

... Yes (this a learning problem)! ... regarding to the technology
influencing their learning. I think it is better to have more machines
available for students exploring and practising in ward before
implementing to the patients.’ (Ren (Al): Interview, 2020, Lines: 800;
819-823)

... Yes, they are not competent. | get back to my mentioned reason. It
is because the learning in school is simulation. The scenario of case is
simulated but equipment is not exactly the same to ward. It just likes a
mobile phone, the models are various. Students need to relearn
because the models in each hospital are different but principle is
same. Thus | think that students need to explore early, like learning in
school, learning in ward, let them to touch the equipment. Principle is
same. If a new model of equipment is developed, let them learn again.’
(Ren (A1): Interview, 2020. Lines: 379-383)

Regarding supervision from the clinical supervisor, this model was commonly used for the
general health stream students after their first clinical training and for the entire clinical
training of mental health stream students. The advantage of this model is providing support to
students, and learning one by one in wards. However, previous studies showed that various
barriers hindered the clinical supervisor from fulfilling their teaching role, despite their
passion to supervise students in the wards (Broadbent et al., 2014). In relation to the support
from Wu-Zee University after the first clinical training, a resource person was assigned to

visit the students in the later training. During visits, the resource person might observe a
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student carrying out procedures and provide feedback during a briefing or listen to the
comments from students or staff in the wards. Several groups of resource persons were
established and responsible for various hospitals. In the general health stream, resource
persons planned the date on which students visit the ward in the same hospital. Academic
staff distributed the schedule among the members of their group. Unfortunately, this
arrangement might not work well because students in this study said that they had different
rosters in visiting schedule and they missed the visit due to being occupied with nursing care.
The guideline and review areas of the visit was designed by the resource person and not the

university, and thus might not facilitate student learning in the current CLE.

Regarding the supervision of the mental health stream students, only five academic staff in
Wu-Zee University were responsible for teaching theory and providing clinical training
support. From the perspective of students, academic mentors or resource persons might not
be as important as a ward nurses because all practical assessments of the mental health stream
students were carried out by ward nurse rather than by academic staff. Thus, the academic
staff acted as emotional and technical supporters, apart from sharing knowledge. Academic
staff visited the students and commonly provided briefings and case sharing. There also
presented a risk of missing to meet one or two students who might have conflicting meeting
times with the roster schedule because of random meeting schedules applied by academic
staff. Therefore, mental health stream students might feel more stress during clinical training
than the general health students who had academic mentors accompanying them. Supportive

resources should be increased for mental health stream students.

Regardless of streams, the problem remains of mentoring related to inadequate visits to
students. Students complained that they met resource persons 1-2 times only during the
clinical training. One student met the resource person only once within the whole nurse
educational programmes. This arrangement indicated that the availability of supervision was
more important than the impact of HT development on students in a clinical setting. Ren’s
experience also revealed the impact of HT on student’s learning in terms of inadequate
knowledge of technology operation and access rights not being available. These issues need

to be solved with the cooperation between educational institutions and health care providers.
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5.6 Summary

In this Chapter, themes including the perception of the HT from the view of students,
students learning experience and their learning opportunities under this HT-integrated CLE
were discussed. Applying Kolb’s experiential learning theory, the students’ learning situation
was analysed. Through analysing the mentoring system of Wu-Zee University to the CFM,
the students learning phenomenon was complemented in the current CLE. The students
reflected on the important impact on their learning because of fewer opportunities, inadequate
supervisory relationships and poor learning atmosphere in the HT-integrated CLE in this

study. Relevant intertwined factors were also discussed.

Based on this study, poor time arrangement and a qualified nurse with dual roles for
mentoring were the main problems that students encountered during their clinical training.
Santucci (2004) evaluated and concluded several ideas that the shortage of nurses led to the
low supply of clinical preceptors (supervisors). Thus, fresh graduates might be supervised by
multiple preceptors in graduate mentoring programmes, resulting in poor communication,
inconsistent assessment tools and standards and lack of follow-through. Burnout was
common when mentoring workload falls to one person. Given that this problem occurred in
the mentoring of graduated staff by Santucci (2004), the present study suggests that nursing
students could not be excluded from the effect of shortages of nurses on their clinical
mentoring. Of importance was an awareness of Kolb’s experiential learning theory to support
students in the CLE.
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Chapter 6: Conclusion

6.1 Introduction
This chapter offers a conclusion to this study. It provides a summary of its contribution to the
existing literature, as well as the implication, limitation and recommendation of this study. It

also comments on possible research recommendation for future research.

6.2 Contribution of the Study

All respondents recognised that HT enabled nursing students to carry out patient care faster.
HT enabled the storing of information in an accurate and systematic way. Nurses need to
update their knowledge and development through education. Students are concerned about
issues of HT inside their CLE during clinical training as well. Students learning experience
was identified by using Kolb’s experiential learning theory. Relevant factors were shaped by
the development of HT in the present CLE and how they interacted to impact student learning

in a clinical setting.

6.2.1 Student learning as regards to Kolb’s Experiential Learning Theory

Regarding student learning in HT-integrated CLE, this study enriched the information on
how students learn in the current CLE. Students could not go through all learning processes
by integrating Kolb’s experiential learning theory. Observation tended to be the main
learning route in their current CLE. However, students reported that they lacked supervision
and valuable feedback. Students found it difficult to receive supervision because supervisors
were occupied by other duties, and a misaligned roster schedule contributed to their
frustrations. This phenomenon could not facilitate the subsequent learning processes of
consolidating abstract conceptualisation, gaining active experience, and needing to
accumulate concrete learning experiences. Chang and Daly (2016) also discussed that the
learning of nursing students was not complete, and knowledge could not be accumulated
under contemporary CLE with technology developments in healthcare systems.

6.2.2 Student learning concerns in HT-integrated CLE

This study also aligned with previous literature about the CLE factors (leadership,
atmosphere, supervisory relationship, nurse teacher, learning opportunity) in an HT-
integrated CLE. Unfortunately, student learning opportunities were limited due to limited

conducive settings and a lack of managerial support in the current CLE. Students felt
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awkward and distressed with asking questions to engage with their supervisor. Despite this,
all nursing professionals sharing the settings with different purposes, students considered that
supervision was the most decisive factor for their learning during clinical training. Students
did attempt to develop better relationships with their clinical supervisor during clinical
training. In this study, students reinforced that busy staff’ and ‘ward atmosphere’ were key
aspects of their clinical training that required mastery of the clinical environment and which
exerted leverage on student learning opportunities. They valued the role of their supervisor,
clinical mentors and nurse teacher. In terms of the ward atmosphere, managerial impact could

shape the CLE, thereby influencing the students’ learning opportunities.

Crombie et al. (2013) pointed out several factors that enhance rates of completion and
reasons why students stay in the nursing field. Findings showed that poor support from
clinical supervisors, nurse teachers and senior nurses could affect student retention in nursing
programmes. Senior nurses should create a supportive culture to shape a successful
mentoring environment. Similar situations were experienced by students, namely, that poor
supervision, relationship and attitudes affect opportunities for student practice. Poor
supervision resulted in reduced feedback to students and affected their knowledge
construction. Modification measures of mentoring and supervision from nursing staff to

students may be designed for future education.

Although student’s reflection did not highlight the impact of HT on their learning, both
students and academic mentors encountered barriers to accessing and operating some devices
or systems. A previous study also found that students had insufficient knowledge of HT
(Lofmark and Wikblad, 2001). Students reflected on the effect of HT on their practice in
theoretical and practical settings, regardless of how many times the respondents repeated that
they embraced an active learning approach during their clinical training. Specific HT
systems, including ePAF, IPMOE and CMS were commonly restricted from student use.
Understandably, these systems involved patients’ privacy data. Students also indicated that
they carefully used unfamiliar equipment models and reinforced the effect of access rights to
real-life student learning opportunities. Dependency on HT was also another concern among
students in this study, such that their critical thinking and traditional nursing skills were
limited in this CLE. Students noted that several nurses worked in a depersonalised way,
ignoring assessment and reducing counter-checking the readings generated from electronic

equipment. Students found difficulties in learning and observing required procedure steps
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from nurses. Thus, they could not reflect on the tasks in practice.

6.2.3 Mentoring in HT-integrated CLE

In this study, both survey and interviews revealed that the term ‘busy’ was most used by
students to reflect their relationship with their mentors, regardless of whether the latter were
assigned from Wu-Zee university or the wards. Other comments from graduated nurses and
academic mentors also used identical descriptive terms to explain the rare opportunities for
student practice. By integrating the CFM into Wu-Zee university and analysing their
mentoring model shows that academic staff of the Wu-Zee university took multiple roles and
had various duties during the clinical training period. Their mentoring quality to students

was, therefore, negatively affected.

As noted, nurse teachers had supervised and supported students but not systematically. In
contemporary terms, the design of the clinical training and supervision is complex. However,
its design was expected to be more structured to students. Thus, both educational institutions
and healthcare providers would benefit from closer collaboration and open communication in
order to ensure a positive CLE for students. Although representative academic mentors with
assigned passwords were employed in several hospitals to support the assessment of IPMOE,
HT education for students remained inadequate. Written guidelines, curriculum design and
resource support must be addressed.

6.2.4 Summary of the Thesis

This case study provided insight into the HT development in the CLE and its impact on
students’ learning, including the perception and characteristic of HT from the view of the
nursing students. As a member of the health staff working in hospitals, | witnessed the
change to a paperless and HT-equipped healthcare system. HT has been present in every
corner of the clinical setting. Respondents were aware that HT would affect the next
generation of nurses. They also emphasised the importance of professional knowledge and
clinical judgment to patients rather than the dependence on the record generated from the HT.
In sum, a competent nurse educational programme does not only rely on students’ motivation
in learning and participation but also need the responsibility of educational institutions and
coordination and support from industrial partner to minimise barriers to learning. Moreover,
the education and skills training on HT need enhancement for students to develop their skills

in information sharing in this technologically challenging clinical setting. The findings can
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provide information to HT manufacturers and policymaker to enhance their support of
healthcare education. Overall, this study demonstrated the importance of examining the
impact on student learning in the current HT-integrated CLE. A critical perspective has been
a better understanding of the CLE regarding the impact of HT to nursing education and the

students’ learning.

6.3 Recommendations and Implications of the Study

At least seven possible recommendations have emerged. First, nursing educational providers
would benefit from improving the curriculum on nurse education to strengthen the adaptation
of students to HT-integrated CLE. Second, increasing contact hours of HT before clinical
training and content covering critical thinking can be considered. Third, with regard to the
usage of HT, during demonstration, nursing educational providers should introduce various
models of technology devices to students and integrate sharing sessions about their use.
Fourth, with respect to teaching and learning, more tutors could be available to provide
feedback about the required skills to students during laboratory session in university.
Academic staff can visit the mentoring area and update their clinical knowledge before
mentoring students to refresh and enhance their knowledge to support students during clinical
training. Fifth, with respect to health care providers, more support should be provided
regarding their access rights when using HT during clinical training. Sixth, the role of clinical
mentors can be expanded to supporting nursing students during clinical training; and,
seventh, the supervisor role should be clearly delineated from their clinical duty during

supervising students during clinical training.

With respect to HT manufacturers, the designed system and equipment of any HT should be
more user-friendly. Cooperation with educational institutions should be increased as regard
practising with mock technological devices or systems. More relevant design of devices or

systems can be developed .

Regarding government, they should ensure enough financial support to enhance HT
education for the health sector. Government policy also enacts a relevant authoring body to
discuss any improvement on the curriculum regarding to the development of HT in nursing

education.
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6.4 Limitation of the Study

The study’s philosophical framework aligned with social constructionism, and utilized a case
study methodology, using both interviews and a questionnaire as methods of data collection.
The study had not considered more participatory forms of research, and this may have been a
potential limitation. Participatory action research involves the sharing of knowledge between
researcher and participants, it allows empowering participants to voice out their ideas and
reflect on issues. It contributes to collaborating changes throughout the research . It takes
account of the different views of participants. Given future opportunities, participatory styles
of research could be considered. This would involve inviting participants to review their own
transcripts, to conduct follow-up interviews, for participants to offer feedback on the analysis
of data, and to review/comment on the conclusions to the study, for example, read Chapter 7
and Chapter 12 by Gray (2009) and Chapter 1, 2, 6 and 9 by De Chesnay (2015). Particpatory

research methods would also involve attending to ethical issues.

Another major limitation of this case study emerged due to the restriction imposed by the
COVID-19 pandemic. This posed challenges with recruiting interview candidates. Another
limitation was related to the commitment of student participants when they were already
under pressure to focus on their own course programmes, needing to complete assessments
and further clinical training. Final-year students also have to focus on their own final-year
projects, potentially limiting their motivation to participate in research studies of this kind.
Another possible perceived limitation relates to this study being carried out in a single

institution with eight interviewees.

6.5 Future Research

Further research on HT is needed from the perspective of students. Other relevant CLE
factors can be covered and explored in future case study research. Recruiting more
programmes edcuation institutions and participants would extend the insights into nursing
students within HT-integrated CLE. The perspectives of additional different parties would
also widen the perspectives of healthcare providers, potentially adding to future research
findings. Research about the relationship between HT and nursing curriculum design can be
considered. Further research about the relationship between critical thinking and operating
HT could be included. For healthcare providers, research on clinical support to nursing
students and graduate staff can be conducted to enhance the quality of care. In the future, it is

hoped that an identified journal (for example, the ‘Journal of Nursing Education’) would be a
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place to disseminate the research findings. Also it is hoped there may be opportunity to share

the findings from this study with professional colleagues in the clinical settings where | work.

123



References

Ahpra. (2019). Fact sheet: For education providers on student registration. Retrieved from:
https://www.ahpra.gov.au/Registration/Student-Registrations.aspx

Ainsley, B. & Brown, A. (2009). The impact of informatics on nursing education: a review of
the literature. Journal of Continuing Education in Nursing, 40(5), 228-232.

Alvernia University. (2020). The Hierarchy of Nursing. Retrieved from:
https://online.alvernia.edu/program-resources/hierarchy-of-nursing/

Andrews, M. & Wallis, M. (1999). Mentorship in nursing: a literature review. Oxford UK:
Blackwell Science Ltd. Journal of advanced nursing, 29(1), 201-207.

Arkan, B., Ordin, Y. & Yilmaz, D. (2018). Undergraduate nursing students' experience
related to their clinical learning environment and factors affecting to their clinical
learning process. Nurse Education in Practice, 29, 127-132.

Arpanantikul, M. & Pratoomwan, A. (2017). Clinical Learning Experiences of Second-Year
Thai Nursing Students: A Phenomenological Study. Pacific Rim International Journal
of Nursing Research, 21(2), 121-134.

Ary, D., Jacobs, L. C., Sorensen, C. K. & Walker, D. A. (2019). Introduction to research in
education. Boston: Cengage.

Aston, L. & Hallam, P. (2011). Successful mentoring in nursing. Exeter England: Learning
Matters.

Ball, M. J. (2011). Nursing informatics : where technology and caring meet. New York:
Springer.

Barnard, A. & Locsin, R. C. (2007). Technology and nursing practice: practice, concepts and
issues. Basingstoke: Palgrave Macmillan.

Bastable, S. B. (2014). Nurse as educator: principles of teaching and learning for nursing
practice. Burlington, MA: Jones & Bartlett Learning.

Benner, P. (1984). From Novice to expert: Excellence and Power in Clinical Nursing
Practice. Addison-Wesley Publishing Company.

Benner, P. E. & Wrubel, J. (1989). The primacy of caring: stress and coping in health and
illness. Menlo Park, Calif: Addison-Wesley Pub. Co.

Berragan, L. (2013). Conceptualising learning through simulation: An expansive approach
for professional and personal learning. Nurse education in practice, 13(4), 250-255.

Bhattacharya, 1. & Ramachandran, A. (2015). A path analysis study of retention of healthcare

professionals in urban India using health information technology. Human resources for
health, 13(1), 65-65.

124


https://www.ahpra.gov.au/Registration/Student-Registrations.aspx
https://online.alvernia.edu/program-resources/hierarchy-of-nursing/

Bigdeli, S., Pakpour, V., Aalaa, M., Shekarabi, R., Sanjari, M., Haghani, H. & Mehrdad, N.
(2015). Clinical learning environments (actual and expected): perceptions of Iran
University of Medical Sciences nursing students. Medical journal of the Islamic
Republic of Iran, 29, 173-173.

Birks, M., Bagley, T., Park, T., Burkot, C. & Mills, J. (2017). The impact of clinical
placement model on learning in nursing: A descriptive exploratory study. Australian
Nursing & Midwifery Federation. Australian Journal of Advanced Nursing, 34(3), 16-
23.

Bisholt, B., Ohlsson, U., Engstrém, A. K., Johansson, A. S. & Gustafsson, M. (2014).
Nursing students' assessment of the learning environment in different clinical settings.
Nurse Education in Practice, 14(3), 304-310.

Boore, Jennifer. R. P., Deeny, P. & EBSCO Industries. (2012). Nursing education: planning
and delivering the curriculum. Los Angeles: Sage.

Bottomley, J. & Pryjmachuk, S. (2018). Critical thinking skills for your nursing degree:
critical study skills. St Albans: Critical Publishing.

Bransford, J., EBSCO Industries., National Research Council (U.S.). Committee on
Developments in the Science of Learning. & National Research Council (U.S.).
Committee on Learning Research and Educational Practice. (2000). How people learn
brain, mind, experience, and school. Washington, D.C.: National Academy Press.

Braun, V. and Clarke, V. (2006). Using thematic analysis in psychology. Qualitative
Research in Psychology, 3(2), 77-101.

Braun, V. & Clarke, V. (2021). Thematic analysis: a practical guide. SAGE.
British Educational Research Association (BERA). (2018). Ethical Guidelines for

Educational Research, (4 eds). Retrieved from:
https://www.bera.ac.uk/publication/ethical-guidelines-for-educational-research-2018

Broadbent, M., Moxham, L., Sander, T., Walker, S. & Dwyer, T. (2014). Supporting bachelor
of nursing students within the clinical environment: Perspectives of preceptors. Nurse
education in practice, 14(4), 403-4009.

Brooks, R., Te Riele, K. & Maguire, M., (2014). Ethics and education research. Los
Angeles: SAGE.

Browne, M. & Cook, P. (2011). Inappropriate trust in technology: implications for critical
care nurses. Oxford, UK: Blackwell Publishing Ltd. Nursing in critical care, 16(2), 92-
98.

Bryman, A. (2016). Social Research Methods. 5th Eds. Oxford: Oxford University Press.

Bulman, C. & Schutz, S. (2013). Reflective practice in nursing. Oxford, UK: Wiley-

125


https://www.bera.ac.uk/publication/ethical-guidelines-for-educational-research-2018

Blackwell.

Butterworth, T., Faugier, J. & Burnard, P. (2011). Clinical supervision and mentorship in
nursing. Australia: Cengage Learning.

Byrne, D. (2021). A worked example of Braun and Clarke’s approach to reflexive thematic
analysis. Quality & quantity. Retrieved from:
https://link.springer.com/content/pdf/10.1007/s11135-021-01182-y.pdf

Carlson, S., Kotzé, W. J. & Van R. D. (2003). Accompaniment needs of first year nursing
students in the clinical learning environment. Curationis, 26(2), 30-9.

Chang, E. & Daly, J. (2016). Transitions in nursing: preparing for professional practice.
Chatswood, N.S.W.: Elsevier Australia.

Chan, D. (2002a). Development of the Clinical Learning Environment Inventory: using the
theoretical framework of learning environment studies to assess nursing students'
perceptions of the hospital as a learning environment. Journal of Nursing Education,
41(2), 69-75.

Chan, D. (2002b). Associations between student learning outcomes from their clinical
placement and their perceptions of the social climate of the clinical learning
environment. International Journal of Nursing Studies, 39(5), 517-524.

Chan, D. & Ip, W. Y. (2004). Hong Kong nursing students’ perception of the clinical
environment: a questionnaire survey. International Journal of Nursing Studies, (42),
665-672.

Chan, D. & Ip, Wan Y. (2007). Perception of hospital learning environment: A survey of
Hong kong nursing students. Nurse Education Today, 27(7), 677-678.

Chang, E. & Daly, J. (2016). Transitions in nursing: preparing for professional practice.
Chatswood, N.S.W.: Elsevier Australia.

Cherry, B. & Jacob, S. R. (2015). Contemporary nursing: issues, trends, & management. St.
Louis, Missouri: Elsevier.

Chuan, O. L. & Barnett, T. (2012). Student, tutor and staff nurse perceptions of the clinical
learning environment. Nurse Education in Practice, 12(4), 192-197.

Cipriano, P. F. (2011). The future of nursing and health IT: the quality elixir. Nursing
economic, 29(5), 286.

Clarke, D. J. & Copeland, L. (2003). Developing Nursing practice through work-based
learning. Nurse education in practice, 3(4), 236-244.

Conole, G., de Laat, M., Dillon, T. & Darby, J. (2008). ‘Disruptive technologies’,

‘pedagogical innovation’: What’s new? Findings from an in-depth study of students’
use and perception of technology. Computers and education, 50(2), 511-524.

126


https://link.springer.com/content/pdf/10.1007/s11135-021-01182-y.pdf

Cooper, J., Courtney-Pratt, H. & Fitzgerald, M. (2015). Key influences identified by first year
undergraduate nursing students as impacting on the quality of clinical placement: A
qualitative study. Nurse education today, 35(9), 1004-1008.

Cope, P., Cuthbertson, P. & Stoddart, B. (2000). Situated learning in the practice placement.
Journal of advanced nursing, 31(4), 850-856.

Cornell, P., Herrin-Griffith, D., Keim, C., Petschonek, S., Sanders, A. M., D' Mello, S.,
Golden, T. W. & Shepherd, G. (2010a). Transforming Nursing Workflow, Part 1: The
Chaotic Nature of Nurse Activities. The Journal of Nursing Administration, 40(9), 366-
373.

Cornell, P. Riordan, M. & Herrin-Griffith, D. (2010b). Transforming Nursing Workflow, Part
2: The Impact of Technology on Nurse Activities. The Journal of Nursing
Administration, 40(10), 432-439.

Craig, K & Smith, B. (2015). The nurse mentor's companion. London: SAGE Publications
Ltd.

Creswell, J. W. (2008). Educational research: planning, conducting, and evaluating
quantitative and qualitative research. Upper Saddle River, N.J.: Pearson/Merrill
Prentice Hall.

Creswell, J. W. (2014). Research design: qualitative, quantitative, and mixed methods
approaches. Thousand Oaks: SAGE Publications.

Crombie, A., Jane, B., Debbie, H., Di Marks-Maran. & Trish, Morris T. (2013). Factor that
enhance rates of completion: what makes student to stay. Nurse Education Today. 33,
1282-1287.

Cronin, P., Coughlan, M. & Smith, V. (2015). Understanding nursing and healthcare
research. Los Angeles: SAGE.

Croxon, L. & Maginnis, C. (2009). Evaluation of clinical teaching models for nursing
practice. Nurse education in practice, 9(4), 236-243.

Damewood, A. M. (2016). Current Trends in Higher Education Technology: Simulation.
TechTrends, 60(3), 268-271.

Davis, B. D. (1990). How nurses learn and how to improve the learning environment. Nurse
education today, 10(6), 405-4009.

De Chesnay, M. (2015). Nursing research using participatory action research: qualitative
designs and methods in nursing. New York, N.Y: Springer Publishing Company, LLC.

Dean, S., Williams, C. & Balnaves, M. (2015). Practising on plastic people: Can | really

care? Contemporary nurse: a journal for the Australian nursing profession, 51(2-3),
257-271.

127



Dey, I. (1993). Qualitative Data Analysis: A User Friendly Guide for Social Science.
London: Routledge.

Doyle, K., Sainsbury, K., Cleary, S., Parkinson, L., Vindigni, D., Mcgrath, I. & Cruickshank,
M. (2017). Happy to help/happy to be here: Identifying components of successful
clinical placements for undergraduate nursing students. Nurse Education Today, 49, 27-
32.

Dragon, N. (2009). Nurse education: our students our future. Australian Nursing Journal,
16(7), 22-25.

D'Souza, M. S., Karkada, S. N., Parahoo, K. & Venkatesaperumal, R. (2015). Perception of
and satisfaction with the clinical learning environment among nursing students. Nurse
Education Today, 2015-06, 35(6), 833-840.

Dunn, S. V. & Hansford, B. (1997). Undergraduate nursing students' perceptions of their
clinical learning environment. Journal of Advanced Nursing, 25(6), 1299-1306.

Dunphy, H., Finlay, J. L., Lemaire, J., MacNairn, I. & Wallace, J. E. (2011). Hands-Free
Communication Technology: A Benefit for Nursing? The Journal of nursing
administration, 41(9), 365-368.

eHR Office. (2014). Electronic health Record Sharing System. The Government of the Hong
Kong Special Administrative Region. Retrieved from:
https://www.ehealth.gov.hk/en/about_ehrss/electronic_health_record/index.html

Erlandson, D. A. (1993). Doing naturalistic inquiry: a guide to methods. Newbury Park:
SAGE.

Eskilsson, C., Carlsson, G., Ekebergh, M. & Horberg, U. (2015). The experiences of patients
receiving care from nursing students at a Dedicated Education Unit: A
phenomenological study. Nurse Education in Practice, 15(5), 353-358.

Estrada, N. A. & Dunn, C. R. (2012). Standardized Nursing Diagnoses in an Electronic
Health Record: Nursing Survey Results. International journal of nursing knowledge,
23(2), 86-95.

Evans, J. (2009). Prevalence, risk factors, consequences and strategies for reducing
medication errors in Australian hospitals: A literature review. Contemporary nurse: a
journal for the Australian nursing profession, 31(2), 176-189.

Fetter, M. S. (2009a). Baccalaureate Nursing Students' Information Technology Competence-
Agency Perspectives. Journal of professional nursing, 25(1), 42-49.

Fetter, M. S. (2009b). Collaborating to Optimize Nursing Students' Agency Information
Technology Use. Computers, informatics, nursing, 27(6), 354-362.

Fernandez-Aleman, J. L., Sdnchez-Henarejos, A., Toval, A., Sanchez-Garcia, A. B.,

Hernandez-Hernandez, I. & Fernandez-Luque, L. (2015). Analysis of health
professional security behaviors in a real clinical setting: An empirical study.

128


https://www.ehealth.gov.hk/en/about_ehrss/electronic_health_record/index.html

International journal of medical informatics (Shannon, Ireland), 84(6), 454-467.

Finkelman, A. W. (2012). Leadership and management for nurses: core competencies for
quality care. Boston: Pearson.

Flick, V. (2014). An Introduction to Qualitative Research. London, Sage.

Flott, E. A. & Linden, L. (2016). The clinical learning environment in nursing education: a
concept analysis. Journal of Advanced Nursing, 72(3), 501-513.

Foolchand, D. & Maritz, J. E. (2020). Experience of nurses regarding the clinical mentoring
of student nurses in resource-limited settings. Health SA = SA Gesondheid, 25(3),
1434-1434.

Foronda, C., Gattamorta, K., Snowden, K. & Bauman, E. B. (2014). Use of virtual clinical
simulation to improve communication skills of baccalaureate nursing students: A pilot
study. Nurse education today, 34(6), 53-57.

Franklin, N. (2013). Clinical supervision in undergraduate nursing students: A review of the
literature. The e - Journal of Business Education & Scholarship of Teaching, 7(1), 34-
42,

Garvey, B., Stokes, P. & Megginson, D. (2014). Coaching and mentoring: theory and
practice. Thousand Oaks, CA: SAGE Publications Ltd.

Gail, P. C., Audrey, L. N. & Emily, S. P. (2008). Patient Care Technology and Safety. In
Ronda, H (Ed.). Patient Safety and Quality: An Evidence-Based Handbook for Nurses
(pp. 206-208). Agency for Healthcare Research and Quality US.

Gardner, P. (2003). Nursing process in action. Australia: Thomson, Delmar Learning.

Gibbs, G. (1988). A guide to teaching learning methods. Oxford: Oxford Brookes University.

Glandon, G. L., Slovensky, D. J., Smaltz, D. H. & EBSCO Industries. (2014). Information
Systems for Healthcare Management. Chicago, IL: Health Administration Press.

Gopee, N. (2008). Mentoring and Supervision in Healthcare. London: SAGE.
Gopee, N. (2011). Mentoring and Supervision in Healthcare. London: SAGE.

Gopee, N. (2015). Mentoring and Supervision in Healthcare. London, U.K.: SAGE
Publishing Limited.

Gopee, N. (2018). Supervision and mentoring in healthcare. Los Angeles: SAGE.
George, T. P., DeCristofaro, C., Murphy, P. F. & Sims, A. (2017). Student Perceptions and
Acceptance of Mobile Technology in an Undergraduate Nursing Program. Healthcare

(Basel), 3, 35.

Gray, D. E. (2009). Doing research in the real world. London: SAGE.

129



Greene, J. C., Caracelli, V. J. & Graham, W. F. (1989). Toward a Conceptual Framework for
Mixed-Method Evaluation Designs. Educational evaluation and policy analysis, 11(3),
255-274.

Greenfield, S. (2007). Medication error reduction and the use of PDA technology. The
Journal of nursing education, 46(3), 127-131.

Gustafsson, M., Blomberg, K. & Holmefur, M. (2015). Test-retest reliability of the Clinical
Learning Environment, Supervision and Nurse Teacher (CLES + T) scale. Nurse
Education in Practice, 15(4), 253-257.

Ha, C. M. & Verishagen, N. (2015). Applying Kolb’s Learning Theory to Library Instruction:
An Observational Study University of Alberta. Evidence based library and information
practice, 10(4), 186.

Hall-Lord, M. L., Theander, K. & Athlin, E. (2013). A clinical supervision model in bachelor
nursing education—Purpose, content and evaluation. Nurse education in practice, 13(6),
pp.506-511.

Hall, C. & Ritchie, D. (2009). What is nursing?: exploring theory and practice. Exeter:
Learning Matters.

Hancock, D. R. & Algozzine, R. (2006). Doing case study research: a practical guide for
beginning researchers. New York: Teachers College Press.

Hancock, D. R. & Algozzine, R. (2017). Doing case study research: a practical guide for
beginning researchers. New York: Teachers College Press.

Hansbrough, W., Dunker, K. S., Ross, J. G. & Ostendorf, M. (2020). Restrictions on Nursing
Students’ Electronic Health Information Access. Nurse educator, 45(5), 243-247.

Harvey, S. & Uren, C. D. (2019). Collaborative learning: Application of the mentorship
model for adult nursing students in the acute placement setting. Nurse education today,
74, 38-40.

Heinonen, Antti-T., K&&ridinen, M., Juntunen, J. & Mikkonen, K. (2019). Nursing students’
experiences of nurse teacher mentoring and beneficial digital technologies in a clinical
practice setting. Nurse education in practice, 40, 102631-102631.

Henderson, A. & Tyler, S. (2011). Facilitating learning in clinical practice: Evaluation of a
trial of a supervisor of clinical education role. Nurse education in practice, 11(5), 288-
292.

Henderson, A., Cooke, M., Creedy, D. K. & Walker, R. (2012). Nursing students' perceptions
of learning in practice environments: A review. Nurse education today, 32(3), 299-302.

Holden, R. J., Asan, O., Wozniak, E. M., Flynn, K. E. & Scanlon, M. C. (2016). Nurses'

perceptions, acceptance, and use of a novel in-room pediatric ICU technology: testing
an expanded technology acceptance model. BMC medical informatics and decision

130



making, 16(1), 145-145.

Holden, R. J., Asan, O., Wozniak, E. M., Flynn, K. E. & Scanlon, M. C. (2016). Nurses'
perceptions, acceptance, and use of a novel in-room pediatric ICU technology: testing
an expanded technology acceptance model. BMC medical informatics and decision
making, 16(1), 145-145.

Hosoda, Y. (2006). Development and testing of a Clinical Learning Environment Diagnostic
Inventory for baccalaureate nursing students. Journal of Advanced Nursing, 56(5), 480.

Hospital Authority. (2016). Hospital Authority Convention 2016. Hospital Authority.
Retrieved from:
https://www.ha.org.hk/haconvention/hac2016/proceedings/downloads/T1.2.pdf

Hospital Authority Head Office. (2001). Hospital Authority Annual Plan 2000-2001. Hospital
Authority. Retrieved from:
https://www.ha.org.hk/visitor/template106.asp?Parent ID=10221&Content 1D=21244
1&Dimension=100&Lang=ENG&Ver=HTML&Change Page=1

Hospital Authority Head Office. (2008). Annual Report on Sentinel & Serious Untoward
Events (Oct2007 - Sept2008). Hospital Authority. Retrieved from:
https://www.ha.org.hk/visitor/ha_visitor_index.asp?Parent 1D=137734&Content 1D=1
38342&Ver=HTML

Hospital Authority Head Office (HAHO). (2009). Hospital Authority Press Release “HA
Initiatives to Enhance Patient Safety and Accountability”. Hospital Authority Press.
Retrieved from: http://www.ha.org.hk/haho/ho/pad/090921Eng.pdf

Hospital Authority Head Office. (2010). HA Quality & Risk Management Annual Report (Apr
09-Mar10). Hospital Authority. Retrieved from:
https://www.ha.org.hk/visitor/ha_visitor_index.asp?Parent 1D=10142&Content ID=23
1515&Ver=HTML

Hospital Authority Head Office. (2013). Hospital Authority Annual Plan 2012-2013. Hospital
Authority. Retrieved from:
http://www.ha.org.hk/visitor/ha_view_content.asp?Content_ID=209214&Lang=ENG&
Dimension=100&Ver=HTML

Hospital Authority Head Office. (2014). Annual Report on Sentinel & Serious Untoward
Events (Oct2012 - Sept2013). Hospital Authority. Retrieved from:
https://www.ha.org.hk/visitor/ha_visitor_index.asp?Parent_ID=137734&Content ID=1
38342&Ver=HTML

Hospital Authority Head Office. (2016). Hospital Authority Annual Plan (2015-2016).
Hospital Authority. Retrieved from:
https://www.ha.org.hk/visitor/ha visitor_index.asp?Content_ID=235572&L ang=ENG

Hospital Authority Head Office. (2019a). Annual Report on Sentinel & Serious Untoward
Events (Oct2017 - Sept2018). Hospital Authority. Retrieved from:
https://www.ha.org.hk/visitor/ha_visitor_index.asp?Parent 1D=137734&Content 1D=1

131


https://www.ha.org.hk/haconvention/hac2016/proceedings/downloads/T1.2.pdf
https://www.ha.org.hk/visitor/template106.asp?Parent_ID=10221&Content_ID=212441&Dimension=100&Lang=ENG&Ver=HTML&Change_Page=1
https://www.ha.org.hk/visitor/template106.asp?Parent_ID=10221&Content_ID=212441&Dimension=100&Lang=ENG&Ver=HTML&Change_Page=1
https://www.ha.org.hk/visitor/ha_visitor_index.asp?Parent_ID=137734&Content_ID=138342&Ver=HTML
https://www.ha.org.hk/visitor/ha_visitor_index.asp?Parent_ID=137734&Content_ID=138342&Ver=HTML
http://www.ha.org.hk/haho/ho/pad/090921Eng.pdf
https://www.ha.org.hk/visitor/ha_visitor_index.asp?Parent_ID=10142&Content_ID=231515&Ver=HTML
https://www.ha.org.hk/visitor/ha_visitor_index.asp?Parent_ID=10142&Content_ID=231515&Ver=HTML
http://www.ha.org.hk/visitor/ha_view_content.asp?Content_ID=209214&Lang=ENG&Dimension=100&Ver=HTML
http://www.ha.org.hk/visitor/ha_view_content.asp?Content_ID=209214&Lang=ENG&Dimension=100&Ver=HTML
https://www.ha.org.hk/visitor/ha_visitor_index.asp?Parent_ID=137734&Content_ID=138342&Ver=HTML
https://www.ha.org.hk/visitor/ha_visitor_index.asp?Parent_ID=137734&Content_ID=138342&Ver=HTML
https://www.ha.org.hk/visitor/ha_visitor_index.asp?Content_ID=235572&Lang=ENG
https://www.ha.org.hk/visitor/ha_visitor_index.asp?Parent_ID=137734&Content_ID=138342&Ver=HTML

38342&Ver=HTML

Hospital Authority Head Office. (2019b). HA Quality & Safety Annual Report (2018).
Hospital Authority. Retrieved from:
https://www.ha.org.hk/visitor/ha_visitor _index.asp?Parent ID=10142&Content ID=23
1515&Ver=HTML

Hospital Authority Head Office. (2020). Annual Report on Sentinel & Serious Untoward
Events (Oct2018 - Sept2019). Hospital Authority. Retrieved from:
https://www.ha.org.hk/visitor/ha_visitor_index.asp?Parent_ID=137734&Content_ID=1
38342&Ver=HTML

Houghton, C. E., Casey, D., Shaw, D. & Murphy, K. (2013). Students’ experiences of
implementing clinical skills in the real world of practice. Journal of Clinical Nursing,
22(13-14), 1961-1969.

Husebg, A. M. L., Storm, M., Vaga, B. B., Rosenberg, A. & Akerjordet, K. (2018). Status of
knowledge on student-learning environments in nursing homes: A mixed-method
systematic review. Journal of clinical nursing, 27(7-8), 1344-1359.

Huston, C. (2013). The impact of emerging technology on nursing care: warp speed ahead.
Online journal of issues in nursing, 18(2), 1-1.

Huston, C. J. (2017). Professional issues in nursing: challenges and opportunities.
Philadelphia : Wolters Kluwer Health//Lippincott Williams & Wilkins.

Hyysalo, S. (2010). Health technology development and use: from practice-bound
imagination to evolving impacts. New York: Routledge.

Institute of Medicine. (2011). Health IT and Patient Safety: Building Safer Systems for Better
Care. Washington, D.C: National Academies Press.

Jarvis, P. Holford, J. & Griffin, C. (1998). The theory and practice of learning. London: K.
Page; Sterling, VA: Stylus Pub. Inc.

Jeong, HyeSun. (2017). Effects of Nursing Students' Practices Using Smartphone Videos on
Fundamental Nursing Skills, Self-Efficacy, and Learning Satisfaction in South Korea.
Science & Technology Education, 13(6), 2351-2366.

Jessee, M. A. (2016). Influences of Sociocultural Factors Within the Clinical Learning
Environment on Students' Perceptions of Learning: An Integrative Review. Journal of
professional nursing, 32(6), pp.463-486.

Johns, C. (2004). Becoming a reflective practitioner. Oxford: Blackwell Publishing Ltd.

Johnson, R. B. & Onwuegbuzie, A. J. (2004). Mixed Methods Research: A Research
Paradigm Whose Time Has Come. Educational researcher, 33(7), 14-26.

Jokelainen, M., Turunen, H., Tossavainen, K., Jamookeeah, D. & Coco, K. (2011). A
systematic review of mentoring nursing students in clinical placements. Journal of

132


https://www.ha.org.hk/visitor/ha_visitor_index.asp?Parent_ID=137734&Content_ID=138342&Ver=HTML
https://www.ha.org.hk/visitor/ha_visitor_index.asp?Parent_ID=10142&Content_ID=231515&Ver=HTML
https://www.ha.org.hk/visitor/ha_visitor_index.asp?Parent_ID=10142&Content_ID=231515&Ver=HTML
https://www.ha.org.hk/visitor/ha_visitor_index.asp?Parent_ID=137734&Content_ID=138342&Ver=HTML
https://www.ha.org.hk/visitor/ha_visitor_index.asp?Parent_ID=137734&Content_ID=138342&Ver=HTML

Clinical Nursing, 20(19-20), 2854-2867.

Jonassen, D. H. & Land, S. M. (2000). Theoretical foundations of learning environments.
Mahwah, N.J.: Lawrence Erlbaum Associates, Publishers.

Jonassen, D. H., Land, S. M. & ProQuest (Firm). (2012). Theoretical foundations of learning
environments. New York: Routledge.

Johansson, Unn-B., Kaila, P., Ahlner-Elmqvist, M., Leksell, J., Isoaho, H. & Saarikoski, M.
(2010). Clinical learning environment, supervision and nurse teacher evaluation scale:
psychometric evaluation of the Swedish version. Journal of advanced nursing, 66(9),
2085-2093.

Goldmark, J. (1923). Nursing and Nursing Education in United States. Books.google.com
https://books.google.co.uk/books?hl=zhTW&Ir=&id=8QIUAWAAQBAJ&oi=fnd&pg
=PA1&dqg=nursing+and-+nursing+education+in+united+states&ots=qy2xikcp 3&sig=m
gsl9mOha3MLal83ArldVIgLOn8#v=onepage&q=nursing%20and%20nursing%20educa
tion%20in%20united%20states&f=false

Kahouei, M., Babamohamadi, H., Sadat Ghazavi shariat panahi, S. & Mahdi Zadeh, J.
(2013). The impact of IT infrastructures on Iranian nurses' and students' health
information-seeking strategies. Program: electronic library and information systems,
47(4), 369-383.

Karlan, D. & Appel, J. (2018). Inappropriate Research Setting. Princeton University Press.

Keating, S. B. (2015). Curriculum development and evaluation in nursing. New York:
Springer Publishing Company.

Kelley, C. G. (2015). Using a virtual patient in an advanced assessment course. The Journal
of nursing education, 54(4), 228-31.

Khishigdelger, L. (2016). Real Life Experience of Nursing Students at the Clinical Practice.
International journal of nursing education, 8(4), 24.

Kidd, L. I., Knisley, S. J. & Morgan, K. I. (2012). Effectiveness of a Second Life Simulation
as a Teaching Strategy for Undergraduate mental Health nursing Students. Journal of
psychosocial nursing and mental health services, 50(7), 28-37.

Kolb, D. A. (1984). Experiential learning: experience as the source of learning and
development. Englewood Cliffs, N.J.: Prentice-Hall.

Kowitlawakul, Y., Chan, Sally W. C., Pulcini, J. & Wang, W. (2015). Factors influencing
nursing students' acceptance of electronic health records for nursing education
(EHRNE) software program. Nurse education today, 35(1), 189-194.

Kristofferzon, M-L., Martensson, G., Mamhidir, A-G. & Lofmark, A. (2013). Nursing

students' perceptions of clinical supervision: The contributions of preceptors, head
preceptors and clinical lecturers. Nurse Education Today, 33(10), 1252-1257.

133


https://books.google.co.uk/books?hl=zh-TW&lr=&id=8QIUAwAAQBAJ&oi=fnd&pg=PA1&dq=nursing+and+nursing+education+in+united+states&ots=qy2xikcp_3&sig=mgsI9m0ha3MLaI83ArIdVlgLQn8#v=onepage&q=nursing%20and%20nursing%20education%20in%20united%20states&f=false
https://books.google.co.uk/books?hl=zh-TW&lr=&id=8QIUAwAAQBAJ&oi=fnd&pg=PA1&dq=nursing+and+nursing+education+in+united+states&ots=qy2xikcp_3&sig=mgsI9m0ha3MLaI83ArIdVlgLQn8#v=onepage&q=nursing%20and%20nursing%20education%20in%20united%20states&f=false
https://books.google.co.uk/books?hl=zh-TW&lr=&id=8QIUAwAAQBAJ&oi=fnd&pg=PA1&dq=nursing+and+nursing+education+in+united+states&ots=qy2xikcp_3&sig=mgsI9m0ha3MLaI83ArIdVlgLQn8#v=onepage&q=nursing%20and%20nursing%20education%20in%20united%20states&f=false
https://books.google.co.uk/books?hl=zh-TW&lr=&id=8QIUAwAAQBAJ&oi=fnd&pg=PA1&dq=nursing+and+nursing+education+in+united+states&ots=qy2xikcp_3&sig=mgsI9m0ha3MLaI83ArIdVlgLQn8#v=onepage&q=nursing%20and%20nursing%20education%20in%20united%20states&f=false

Landers, M. G. (2000). The theory—practice gap in nursing: the role of the nurse teacher.
Journal of Advanced Nursing, 32(6), 1550-1556.

Lave, J. & Wenger, E. (1991). Situated learning: legitimate peripheral participation.
Cambridge: Cambridge University Press.

Leberman, S. M. L. & Doyle, S. (2006). The transfer of learning: participants' perspectives
of adult education and training. Aldershot, England: Gower.

Lee, J. J., Clarke, C. L. & Carson, M. N. (2018). Nursing students’ learning dynamics and
influencing factors in clinical contexts. Nurse education in practice, 29, 103-1009.

Lehoux, P. (2006). The Problem of Health Technology: Policy Implications For Modern
Health Care Systems. Routledge.

Levett-Jones, T., Lathlean, J., Higgins, I. & McMillan, M. (2008). The Duration of Clinical
Placements: A Key Influence on Nursing Students' Experience of Belongingness.
Australian Journal of Advanced Nursing, 26(2), 8-16.

Levett-Jones, T., Bourgeois, S. & Luke, L. E. (2009a). The clinical placement: a nursing
survival guide. New York: Bailliere Tindall.

Levett-Jones, T., Lathlean, J., Higgins, I. & Mcmillan, M. (2009b). Staff-student
relationships and their impact on nursing students’ belongingness and learning. Journal
of Advanced Nursing, 65(2), 316-324.

Levett-Jones, T., Reid-Searl, K. & Bourgeois, S. C. (2018). The clinical placement: an
essential guide for nursing students. N.S.W: Elsevier Australia.

Lincoln, Y. S. & Guba, E. G. (1985). Naturalistic inquiry. Beverly Hills, California: Sage.

Linda, T. K., Janet M. C. & Molla S. D. (2000). To Err Is Human: Building a Safer Health
System. National Academies.

Locsin, R. C. (2001). Advancing technology, caring and nursing. Westport, Conn.: Auburn
House.

Locsin, R. C. (2017). The Co-Existence of Technology and Caring in the Theory of
Technological Competency as Caring in Nursing. The journal of medical investigation,
64 (1.2), 160-164.

Lofmark, A. & Wikblad, K. (2001). Facilitating and obstructing factors for development of
learning in clinical practice: a student perspective. Journal of Advanced Nursing, 34(1),
43-50.

Lofmark, A., Thorkildsen, K., Rdholm, M-B. & Natvig, G. K. (2012). Nursing students’

satisfaction with supervision from preceptors and teachers during clinical practice.
Nurse education in practice, 12(3), 164-169.

134



Lopez, K. D. & Fahey, L. (2018). Advocating for Greater Usability in Clinical Technologies:
The Role of the Practicing Nurse. Critical care nursing clinics of North America, 30(2),
247-257.

Mak, K. F. (2003). Future Direction of Nursing Development in Hong Kong. Retrieved from:
http://hksne.org.hk/newsletter/200309-02.htm

Mansutti, 1., Saiani, L., Grassetti, L. & Palese, A. (2017). Instruments evaluating the quality
of the clinical learning environment in nursing education: A systematic review of
psychometric properties. International Journal of Nursing Studies, 68, 60-72.

Marden, S. F. (2005). Technology dependence and health-related quality of life: a model.
Journal of advanced nursing, 50(2), 187-195.

Mays, N. & Pope, C. (2006). Qualitative research in health care. Malden, Mass: Blackwell.

McCallum, J., Ness, V. & Price, T. (2011). Exploring nursing students' decision-making skills
whilst in a Second Life clinical simulation laboratory. Nurse education today, 31(7),
699-704.

McCartney, P. R. (2016). The Electronic Health Record and Nursing Practice. MCN, the
American journal of maternal child nursing, 41(2), 126-126.

Mckellar, L. & Graham, K. (2017). A review of the literature to inform a best-practice
clinical supervision model for midwifery students in Australia. Nurse Education in
Practice, 24, 92-98.

Mckellar, L., Fleet, J., Vernon, R., Graham, M. K. & Cooper, M. (2018). Comparison of three
clinical facilitation models for midwifery students undertaking clinical placement in
south Australia. Nurse education in practice, 32, 64-71.

Merriam, S. B. (1988). Case study research in education: a qualitative approach. San
Francisco: Jossey-Bass.

Merriam, S. B. (1998). Qualitative research and case study applications in education. San
Francisco: Jossey-Bass Publishers.

Mikkonen, K., Elo, S., Kuivila, Heli-M., Tuomikoski, Anna-M. & Kaaridinen, M. (2016).
Culturally and linguistically diverse healthcare students’ experiences of learning in a
clinical environment: A systematic review of qualitative studies. International Journal
of Nursing Studies, 54, 173-187.

Moscaritolo, L. M. (2009). Interventional strategies to decrease nursing student anxiety in the
clinical learning environment. The Journal of nursing education, 48(1), 17-23.

Moscato, S. R., Miller, J., Logsdon, K., Weinberg, S. & Chorpenning, L. (2007). Dedicated
education unit: An innovative clinical partner education model. Nursing outlook, 55(1),
31-37.

Morris, T. H. (2020). Experiential learning—a systematic review and revision of Kolb's model.

135


http://hksne.org.hk/newsletter/200309-02.htm

Abingdon: Routledge. Interactive learning environments, 28(8), 1064-1077.

Moscato, S. R., Miller, J., Logsdon, K., Weinberg, S. & Chorpenning, L. (2007). Dedicated
education unit: An innovative clinical partner education model. Nursing outlook, 55(1),
31-37.

Munyisia, E. N., Yu, P. & Hailey, D. (2010). The changes in caregivers’ perceptions about
the quality of information and benefits of nursing documentation associated with the
introduction of an electronic documentation system in a nursing home. International
journal of medical informatics (Shannon, Ireland), 80(2), 116-126.

Nachmias, D. & Frankfort-Nachmias, C. (1996). Research Methods in the Social Sciences.
London: Arnold.

National Academies of Sciences. (2011). Institute of Medicine (IOM) report. Retrieved from:
http://nationalacademies.org/hmd/reports/2011/health-it-and-patient-safety-building-
safer-systems-for-better-care/report-brief.aspx

Nepal, B., Taketomi, K., Ito, Y. M., Kohanawa, M., Kawabata, H., Tanaka, M. & Otaki, J.
(2016). Nepalese undergraduate nursing students' perceptions of the clinical learning
environment, supervision and nurse teachers: A questionnaire survey. Nurse Education
Today, 39, 181-188.

NKosi, Z. Z., Asah, F. & Pillay, P. (2011). Post-basic nursing students’ access to and
attitudes toward the use of information technology in practice: a descriptive analysis.
Oxford, UK: Blackwell Publishing Ltd.

Nolan, C. A. (1998). Learning on clinical placement: the experience of six Australian student
nurses. Nurse education today, 18(8), 622-629.

Nolan, P. (2007). A History of Apprenticeship Nurse Training in Ireland. Nurse Researcher,
15(1), 89-90.

Nurse Council of Hong Kong. (2017a). Handbook for Accreditation of Training Institutions
“Clinical Training Arrangement”. Hong Kong Government. Retrieved from:
http://www.nchk.org.hk/filemanager/en/pdf/Accreditation_Handbook.pdf

Nurse Council of Hong Kong. (2012). Core-Competencies and Reference Guides. Retrieved
from: https://www.nchk.org.hk/filemanager/en/pdf/core comp english.pdf

O'Connor, A. B. (2015). Clinical instruction and evaluation: a teaching resource. 3rd Ed.
Burlington, Mass.: Jones & Bartlett Learning.

O'Connor, S. & Andrews, T. (2015). Mobile Technology and Its Use in Clinical Nursing
Education: A Literature Review. Journal of Nursing Education, 54(3), 137-144.

Ogier, M. E. (1989). Working and Learning. Scutari Press, London.

O’Mara, L., McDonald, J., Gillespie, M., Brown, H. & Miles, L. (2014). Challenging clinical
learning environments: Experiences of undergraduate nursing students. Nurse

136


http://nationalacademies.org/hmd/reports/2011/health-it-and-patient-safety-building-safer-systems-for-better-care/report-brief.aspx
http://nationalacademies.org/hmd/reports/2011/health-it-and-patient-safety-building-safer-systems-for-better-care/report-brief.aspx
http://www.nchk.org.hk/filemanager/en/pdf/Accreditation_Handbook.pdf
https://www.nchk.org.hk/filemanager/en/pdf/core_comp_english.pdf

Education in Practice, 14(2), 208-213.

Or, C., Dohan, M. & Tan, J. (2014). Understanding Critical Barriers to Implementing a
Clinical Information System in a Nursing Home Through the Lens of a Socio-Technical
Perspective. Journal of Medical Systems, 38(9), 1-10.

Overton, P., Schneck, R. & Hazlett, C B. (1977). An Empirical Study of the Technology of
Nursing Subunits. Administrative science quarterly, 22(2), 203-219.

Papastavrou, E., Dimitriadou, M., Tsangari, H. & Andreou, C. (2016). Nursing students'
satisfaction of the clinical learning environment: a research study. BMC Nursing, 15(1).

Papathanasiou, I. V., Tsaras, K. & Sarafis, P. (2014). Views and perceptions of nursing
students on their clinical learning environment: Teaching and learning. Nurse education
today, 34(1), 57-60.

Papp, I., Markkanen, M. & Von Bonsdorff, M. (2003). Clinical environment as a learning

environment: student nurses’ perceptions concerning clinical learning experiences.
Nurse education today, 23(4), 262-268.

Peyrovi, H., Yadavar-Nikravesh, M., Oskouie, S. F. & Berterd, C. (2005). Iranian student
nurses’ experiences of clinical placement. International Nursing Review, 52(2), 134-
141.

Pitkanen, S., K&aridinen, M., Oikarainen, A., Tuomikoski, Anna-M., Elo, S., Ruotsalainen,
H., Saarikoski, M., Karsamanoj, T. & Mikkonen, K. (2018). Healthcare students'
evaluation of the clinical learning environment and supervision—a cross-sectional study.
Nurse Education Today, 62, 143.

Piscotty, R. J., Kalisch, B. & Gracey, T. A., (2015). Impact of Healthcare Information
Technology on Nursing Practice. Journal of Nursing Scholarship, 47(4), 287-293.

Polifko, K. A. (2010). The practice environment of nursing: issues & trends. Clifton Park, N:
Delmar Cengage Learning.

Poore, J. A, Cullen, D. L. & Schaar, G. L. (2014). Simulation-Based Interprofessional
Education Guided by Kolb's Experiential Learning Theory. Clinical simulation in
nursing, 10(5), 241-247.

Prak, M., Wallis, P. & Cambridge University Press. (2020). Apprenticeship in early modern
Europe. Cambridge: Cambridge University Press.

Quiail, T. M. (2015). Technology in Health Care: Forensic Implications. Critical Care
Nursing Quarterly, 38(1), 49-80.

@vretveit, J., Scott, T. Rundall, T. G., Shortell, S. M. & Brommels, M. (2007). Improving
quality through effective implementation of information technology in healthcare.
International Journal for Quality in Health Care, 19(5), 259-266.

Ragin, C. C. & Becker, H. S. (1992). What is a case?: exploring the foundations of social

137



inquiry. New York, USA: Cambridge University Press.

Rafati, F., Nouhi, E., Sabzehvari, S. & Dehghan-Nayyeri, N. (2017). Iranian Nursing
Students' Experience of Stressors in Their First Clinical Experience. Journal of
Professional Nursing, 33(3), 250-257.

Raschick, M., Maypole, D. E. & Day, P. A. (1998). Improving Field Education Through
Kolb Learning Theory. Journal of social work education, 34(1), 31-42.

Risling, T. (2017). Educating the nurses of 2025: Technology trends of the next decade.
Nurse education in practice, 22, 89-92.

Robson, C. (2011). Real world research: a resource for users of social research methods in
applied settings. Chichester, West Sussex: Wiley.

Ryan, C., Young, L. & McAllister, M. (2017). The impact of an online learning platform
about nursing education on enrolled nurse preceptor teaching capabilities: A pre—post-
test evaluation. Contemporary Nurse, 53 (3), 335-348.

Saarikoski, M. & Leino-Kilpi, H. (2002). The clinical learning environment and supervision
by staff nurses: developing the instrument. International Journal of Nursing Studies,
39(3), 259-267.

Saarikoski, M., Marrow, C., Abreu, W., Riklikiene, O. & Ozbicakgi, S. (2007). Student
nurses’ experience of supervision and Mentorship in clinical practice: A cross cultural

perspective. Nurse education in practice, 7(6), 407-415.

Saarikoski, M., Isoaho, H., Warne, T. & Leino-Kilpi, H. (2008). The nurse teacher in clinical
practice: Developing the new sub-dimension to the clinical learning environment and
supervision (CLES) scale. International Journal of Nursing Studies, 45(8), 1233-1237.

Sabatino, L., Rocco, G., Stievano, A. & Alvaro, R. (2015). Perceptions of Italian student
nurses of the concept of professional respect during their clinical practice learning
experience. Nurse Education in Practice, 15(4), 314-320.

Salamonson, Y., Everett, B., Halcomb, E., Hutchinson, M., Jackson, D., Mannix, J., Peters,
K. & Weaver, R. (2015). Unravelling the complexities of nursing students' feedback on
the clinical learning environment: A mixed methods approach. Nurse Education Today,
35(1), 206-211.

Samaranayake, N. R., Cheung, S. T. D., Chui, W.C.M. & Cheung, B. M. Y. (2012).
Technology-related medication errors in a tertiary hospital: A 5-year analysis of
reported medication incidents. International Journal of Medical Informatics, 81(12),
828-833.

Samaras, G. M. (2012). Reducing latent errors, drift errors, and stakeholder dissonance. Work
(Reading, Mass.), 41(1), 1948-1955

Santucci, J. (2004). Facilitating the Transition Into Nursing Practice: Concepts and Strategies
for Mentoring New Graduates. Journal for nurses in staff development, 20(6), 274-284.

138



Sand-Jecklin K. (2009). Assessing nursing student perceptions of the clinical learning
environment: refinement and testing of the SECEE inventory. Journal of nursing
measurement, 17(3), 232-246.

Scott, 1., Spouse, J. & EBSCO Industries. (2013). Practice Based Learning in Nursing,
Health and Social Care: Mentorship, Facilitation and Supervision. Chichester, West
Sussex: Wiley-Blackwell.

Sergekus, P. & Baskale, H. (2016). Nursing students' perceptions about clinical learning
environment in Turkey. Nurse Education in Practice, 17, 134-138.

Sharifian, R., Askarian, F., Nematolahi, M. & Farhadi, P. (2014). Factors Influencing Nurses'
Acceptance of Hospital Information Systems in Iran: Application of the Unified Theory
of Acceptance and Use of Technology. Health Information Management Journal,
43(3), 23-28.

Sims, D. & Cook, D. (2013). Canterbury DEUs foster collegiality. Nursing New Zealand, 19
(1), 16-17.

Singh, B. (2016). Nurse's attitude towards computerization in private hospitals of Tamil
Nadu, India. Research journal of pharmacy and technology, 9(12), 2205.

Skaalvik, M. W., Normann, H. K. & Henriksen, N. (2011). Clinical learning environment and
supervision: experiences of Norwegian nursing students - a questionnaire survey.
Journal of Clinical Nursing, 20(15-16), 2294(11).

Smedley, A. (2005). The Importance of Informatics Competencies in Nursing: An Australian
Perspective. Computers, informatics, nursing, 23(2), 106-110.

Stabler-Haas, S. (2012). Fast facts for the student nurse nursing student success in a nutshell.
New York: Springer Publishing Company.

Stake, R. E. (1995). The art of case study research. Thousand Oaks: Sage Publications.
Stevenson, J. E. & Nilsson, G. (2012). Nurses' perceptions of an electronic patient record
from a patient safety perspective: a qualitative study. Journal of Advanced Nursing,

68(3), 667-676.

Stuart, C. C. (2013). Mentoring, learning and assessment in clinical practice: a guide for
nurses, midwives and other health professionals. Oxford: Churchill Livingstone.

Sullivan, E. J. (2013). Effective leadership and management in nursing. Boston: Pearson.
Sun, F. K., Long, A., Tseng, Y. S., Huang, H. M., You, J. H. & Chiang, C. Y. (2016).
Undergraduate student nurses' lived experiences of anxiety during their first clinical

practicum: A phenomenological study. Nurse education today, 37, 21-26.

Sundler, A. J., Bjork, M., Bisholt, B., Ohlsson, U., Engstrom, A. K. & Gustafsson, M. (2014).
Student nurses' experiences of the clinical learning environment in relation to the

139



organization of supervision: A questionnaire survey. Nurse Education Today, 34(4),
661-666.

Swanborn, P. G. (2010). Case study research: what, why and how?. London: SAGE.

Swart, R. (2017). Critical thinking instruction and technology enhanced learning from the
student perspective: A mixed methods research study. Nurse education in practice, 23,
p.30-39.

Tarrant, M., Dodgson, J. E. & Law, Beatrice V.K.K. (2007). A curricular approach to
improve the information literacy and academic writing skills of part-time post-
registration nursing students in Hong Kong. Nurse Education Today, 28, 458-468

The University of Auckland. (2019). Answers to frequently asked questions about thematic
analysis. Retrieved from: Answers to frequently asked questions about thematic
analysis April 2019.pdf (auckland.ac.nz)

The Open University. (2020). NMC curriculum hours. Retrieved from:
http://wels.open.ac.uk/overview/school-health-wellbeing-and-social-care/professional-
programme-nursing/pre-registration/nmc-curriculum-hours

Thomas, G. (2009). How to do your research project: a guide for students in education and
applied social sciences. Los Angeles: SAGE.

Thomas, J., Jack, B. A. & Jinks, A. M. (2012). Resilience to care: A systematic review and
meta-synthesis of the qualitative literature concerning the experiences of student nurses
in adult hospital settings in the UK. Nurse education today, 32(6), 657-664.

Ting, S. L., Kwok, S. K., Tsang, A., Lee, W. B. & Yee, K. F. (2011). Experiences Sharing of
Implementing Template-Based Electronic Medical Record System (TEMRS) in a Hong
Kong Medical Organization. Journal of Medical Systems, 35(6), 1605-1615.

Tubaishat, A., Aljezawi, M., Al-Rawajfah, O. M., Habiballah, L. & Akhu-Zaheya, L. M.
(2016). Exploring changes in nursing students' attitudes towards the use of technology:
A four-wave longitudinal panel study. Nurse education today, 38, 101-106

Ulrich, D., Farra, S., Smith, S. & Hodgson, E. (2014). The Student Experience Using Virtual
Reality Simulation to Teach Decontamination. Clinical simulation in nursing, 10(11),
546-553

Urquidi-Martin, A., Tamarit-Aznar, C. & Sanchez-Garcia, J. (2019). Determinants of the
Effectiveness of Using Renewable Resource Management-Based Simulations in the
Development of Critical Thinking: An Application of the Experiential Learning
Theory. Sustainability, 11(19), 5469

Valiga, T. M. Terry. (2012). Nursing Education Trends: future implications and predictions.
The Nursing clinics of North America, 47(4), 423-434.

Vince, R. (1998). Behind and Beyond Kolb's Learning Cycle. Thousand Oaks, CA: Sage
Publications. Journal of management education, 22(3), 304-319

140


https://cdn.auckland.ac.nz/assets/psych/about/our-research/documents/Answers%20to%20frequently%20asked%20questions%20about%20thematic%20analysis%20April%202019.pdf
https://cdn.auckland.ac.nz/assets/psych/about/our-research/documents/Answers%20to%20frequently%20asked%20questions%20about%20thematic%20analysis%20April%202019.pdf
https://cdn.auckland.ac.nz/assets/psych/about/our-research/documents/Answers%20to%20frequently%20asked%20questions%20about%20thematic%20analysis%20April%202019.pdf
https://cdn.auckland.ac.nz/assets/psych/about/our-research/documents/Answers%20to%20frequently%20asked%20questions%20about%20thematic%20analysis%20April%202019.pdf
http://wels.open.ac.uk/overview/school-health-wellbeing-and-social-care/professional-programme-nursing/pre-registration/nmc-curriculum-hours
http://wels.open.ac.uk/overview/school-health-wellbeing-and-social-care/professional-programme-nursing/pre-registration/nmc-curriculum-hours

Walker, S., Rossi, D., Anastasi, J., Gray-Ganter, G. & Tennent, R. (2016). Indicators of
undergraduate nursing students' satisfaction with their learning journey: An integrative
review. Nurse Education Today, 43, 40-48.

Warne, T., Johansson, Unn-B., Papastavrou, E., Tichelaar, E., Tomietto, M., Den Bossche, K.
V., Moreno, M. F. V. & Saarikoski, M. (2010). An exploration of the clinical learning
experience of nursing students in nine European countries. Nurse Education Today,
30(8), 809-815.

Ward, A. E. & Mccomb, S. A. (2018). Formalising the precepting process: A concept
analysis of preceptorship. Journal of Clinical Nursing, 27(5-6), 873-881.

Watkins, N., Kennedy, M., Lee, N., O’Neill, M., Peavey, E., DuCharme, M. & Padula, C.
(2012). Destination Bedside: Using Research Findings to Visualize Optimal Unit
Layouts and Health Information Technology in Support of Bedside Care. The Journal
of nursing administration, 42(5), 256-265.

Weber, M. (1958). The Protestant ethic and the spirit of capitalism. New York: Charles
Scribner's Sons.

Whittle, R., Casey, M., Hale, J., Kilkenny, T., Sims, D. & Jamieson, I. (2008). Dedicated
education units-a new way of supporting clinical learning: a new way of supporting
student nurses in their clinical placements has been successfully piloted at Canterbury
District Health Board. Nursing New Zealand, 14(11)

Wignes, L. (2006). Optimising learning through practice. Cheltenham: Nelson Thornes.

Willemse, J. J. (2015). Undergraduate nurses reflections on Whatsapp use in improving
primary health care education. Curationis (Pretoria), 38(2), 1512-1512

Williamson, G. R., Callaghan, L., Whittlesea, E. & Heath, V. (2011). Improving student
support using Placement Development Teams: staff and student perceptions. Journal of
Clinical Nursing, 20(5-6), 828(9).

Wulf, G., Shea, C. & Lewthwaite, R. (2010). Motor skill learning and performance: a review
of influential factors. Medical Education, 44(1), 75-84.

Yin, Robert. K. (2003). Applications of case study research. Newbury Park, Calif.: SAGE
Publications

Yin, Robert. K. (2009). Case study research: design and methods. Los Angeles, Calif.: Sage
Publications.

Yousefy, A., Yazdannik, A. R. & Mohammadi, S. (2015). Exploring the environment of
clinical baccalaureate nursing students' education in Iran; A qualitative descriptive
study. Nurse Education Today, 35(12), 1295-1300.

Yung, Hilary. H. P. (1997). Ethical decision-making and the perception of the ward as a
learning environment: a comparison between hospital-based and degree nursing

141



students in Hong Kong. International Journal of Nursing Studies, 34(2), 128-136.

Zimmermann, D. (2013). A case study: using technology to build a culture of safety.
American Nurse Today, 8(11), SR14(2).

Zerwekh, J. G. & Garneau, A. Z. (2018). Nursing today: transition and trends. St. Louis,
Mo.: Elsevier.

142



Appendices

143



Appendix A: Interview schedule of Student

A: Personal perception

1.

C

What do you think about the development of the Health Technology in clinical area? How
and why do you have these ideas?

What do you think about the impact of the HT-integrated CLE to your clinical learning?
How and why do you have these ideas? Can you describe with example?

How effective of HT development in the clinical learning environment as practice in
health care institution?

How do you think the HT can develop in future?

: Supervisor relationship impact on the learning in a health technology (HT) integrated CLE
Do you have any supervisor to follow your learning in the HT-integrated CLE?
Please describe your relationship with your supervisor regarding to the learning in clinical
area.
What type of activities do you do/learn with your supervisor?
What do you think about the role of supervisor relationship on the nursing students’

learning in the HT-integrated CLE?

: Leadership style of ward manager impact to the learning of nursing student in a HT

integrated CLE

1.

Can you describe with example the leadership style of your ward manager in a HT
integrate CLE

How do you think about the underlying reason of suggested leadership style?

What do you think about impact of leadership style of ward manager on the nursing

student’s learning in the HT-integrated CLE? Why?

D: Nurse teacher (academic mentor from academic institution) impact to the learning the

learning of nursing student in a HT integrated CLE

Can you describe your relationship with your nurse teacher (academic mentor) regarding
to the learning in clinical area.

What do you think about impact of nurse teacher (academic mentor) on the student’s
learning in the HT-integrated CLE? Why so you have these ideas?

How does the nurse teacher (academic mentor) adapt in this HT integrated CLE?

Can you comment the underlying reason for his/her adaptation?
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5. Do you think about this adaptation to be changed in future? How to change?

E: Pedagogical atmosphere impact to the learning of nursing student in a HT integrated CLE

1. Can you comment the atmosphere you experienced in a HT integrated CLE with
example?

2. Can you comment which factor to contribute this atmosphere ? Please describe with
example.

3. What do you think about the impact of the atmosphere on the nursing student's learning in

the HT-integrated CLE?

F: Premises of nursing on the ward that impact student’s learning in a HT integrated CLE
What do you think about the relationship between nurse and patient under a HT-integrated
CLE?

2. Following question 1, what do you think about the impact of their relationship influencing
the relationship between student to patient

3. What do you think about the impact of their relationship to the learning of nursing student
in a HT-integrated CLE?

4. Can you share your experience of learning through premise of nursing with using HT in
clinical? Please describe with example?

5. What is the main reason for your experience?

G: What is challenge to student’s learning in a HT-integrated CLE in contemporary and

future?

H: Any other comments on the impact of HT-integrated in clinical learning environment to
the learning of nursing student?
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Appendix B: Interview schedule of Academic Mentor

A: Personal perception

1. What do you think about the development of the health technology in clinical area? How
and why do you have these ideas?

2. What do you think about the impact of the HT-integrated CLE to the learning of nursing
students? How and why do you have these ideas? Can you describe with example?

3. What do you think about its development in future? Why?

B: Supervisor relationship in ward
1. What do you think about the role of supervisor relationship on the nursing students’

learning in the HT-integrated CLE?

C: Leadership style of ward manager
1. What do you think about impact of leadership style of ward manager on the nursing

student’s learning in the HT-integrated CLE?

D: Nurse teacher (academic mentor)
1. What do you think about impact of nurse teacher (academic mentor) on the student’s

learning in the HT-integrated CLE?

E: Pedagogical atmosphere on the ward
1. What do you think about the impact of the pedagogical atmosphere on the ward on the

nursing student's learning in the HT-integrated CLE?

F: Premises of nursing on the ward
1. What do you think about the Premises of nursing on the ward to the nursing student’s

learning in the HT-integrated CLE?

G: What is challenge to student’s learning in the HT-integrated clinical areas?

H: Any other comments on the impact of HT-integrated in clinical learning environment to
the learning of nursing student?
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Appendix C: Interview schedule of graduate nurse

A: Personal perception

1. What do you think about the development of the Health Technology in clinical area? How
and why do you have these ideas?

2. What do you think about the impact of the HT-integrated CLE to the learning of nursing
students? How and why do you have these ideas? Can you describe with example?

3. What do you think about its development in future? Why?

B: Supervisor relationship in ward
1. What do you think about the role of supervisor relationship on the nursing students’

learning in the HIT-integrated CLE?

C: Leadership style of ward manager
1. What do you think about impact of leadership style of ward manager on the nursing

student’s learning in the HT-integrated CLE?

D: Nurse teacher: from educational institution (relationship with supervisor and mentor from
Health organization)
1. What do you think about impact of nurse teacher (academic mentor) on the student’s

learning in the HT-integrated CLE?

E: Pedagogical atmosphere on the ward
1. What do you think about the impact of the pedagogical atmosphere on the ward on the

nursing student's learning in the HT-integrated CLE?

F: Premises of nursing on the ward
1. What do you think about the Premises of nursing on the ward to the nursing student’s

learning in the HT-integrated CLE?
G: What is challenge to student’s learning in HT-integrated clinical areas?

H: Any other comments on the impact of HT-integrated in clinical learning environment to

the learning of nursing student?
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Appendix D: Information sheet

University of Bristol
A Research Study of the School of Educetion

Participant Informsticn Sheet

The impact of the health techmology integrated clinical eavircoment to
the learning of the nursisg student

¥hat will the project researcher(s) do?

Ny name |s Lam Lal Chun, a doctoral candidate from Bristol University.
1 sincerely imvite you to participate in this rescarch study oa the
clinical learning of mursing students, You are selected as a possible
participant because you are a major stakebolder in clinical area, your
information will be valuable 1o the study, Please read this form asd ask
any questions you may have before agreeing to be in the study.

That s this project sbout?

This rescarch aims 10 study om the clinical loarning of sursing stodents.

That {s the purpcee of the project?
The purpose of the study is to Isvestigate the learning enviromment of

the sursing stodent. In particular, contesporary clinical eavironseat has
been changed corresponding 1o the reform of health care system globally.
Updated information will be beneficial to the improvemeat for enhancing
clinical learning of nursing students,

That do I have to do?

This research will require about 15 sinutes of your time. During this time,
you will be invited 10 answer five sheets of guestions about your learning
experiences in your latest / current clinical area.

That happens to my persceal details?
All of the response in this study will be recorded ancaymously and

confidentinlly. Data can only be accessed by resecarcher. All the data will
be used in this stodycaly. Your provided information will not be disclosed
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to health organizations and irrelevant persons. The information will be
kept in a locked cabinet.

How long will you be using the informaticon you collect?

All information will be kept till the academic writing complete or journal
published. The resultis from this study will be presented in academic
writing and journals read by nursing education professionals to help them
better understand the experience of nursing students.

What happens if I change my mind?

There are noanticipated risks and inconvenience resulting from this study.
If there are any questions posed to you during the study that cause
discomfort or embarrassment or you feel are infringing on your personal
privacy, you are free to refuse answering the questions. Your
participation in this research is completely woluntary. HKefusal to
participate or withdrawal of your consent or discontinued participation
in the study will not result in any penalty or loss of henefits. All
information from you will be also destroyed.

¥ho can I contact if I have any questions?
If you require any information about this study, please call Lam Lai Chun

at YZIT1EEY at the University of Bristol. If you have any other questions
regarding your rights as a participant in this research, you may also
contact the ethics coordinators at: gsoee—ethics@bristol. ac. uk

Many thanks for reading this information sheet.
By completing and returning this gquestionnaire you will have given
voluntary consent to participate this study.
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Appendix E: Ethical Approval of Bristol University

From: Research Governance and Ethics Officer <Liam. McKervey(@hnsiol ac.uk>
Sent: 05 September 2019 08:53

To: Lat Chun Lam

Subject: Ethics Online Tool: application signed off

Your online ethics application for your research project "The perception of technology imipact
to he leaming of mursing Student" has been granted ethucal approval. Please ensure that any
additional requred approvals are in place before you undertake data collection. for example
NHS R&D Trust approval. Research Govemance Regustration or Stte Approval.

For your reference, detatls of your online efhics application can be found online here:

hitp: hwonw bstol ac.ukired) ethes-online-tool applications 92763
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Appendix F: Letter for access

MEMO
Tz Mls Celine Lam Lai Chun, Lecturer, MN&HS
Ce: Frofiessor Linda Lee Yin King, Acting Dean, N&HS

From: [ K C Li, Secretary, REC
Drate: 17 September 2019

Ethical Review regarding Human Research

REC Reference No.: HE-SFX01%0%

Principal Investigator: Ms Celine Lam Lai Chun

Project Title: The perception of technology impact to the learning of nursing
Student

This informs you that, according to the University’s guidelines and procedures for ethical review
regarding human research, your ethical clearance application for the project listed above has been
approved by the Research Ethics Committes (REC). Kindly note the following standard terms:

Standard Terms of Approval

l.  Ethics approval effective period: the ethics approval period will be from | October 20019 10
31 December 2020,

2. Future correspondence: please guote the REC reference no. and the project title above in any
future correspondence relating o ethical isswees of your project

3. Ethical conduct for your research: you should ensure that all investigators (if any) are aware
of the terms of approval and take reasonable care to ensure that the study is conducied in
accordance with the University’s Guidelines and Procedures for Etkica! Review regonding
Human Research.

4. Amendments to the approved project: any amendments o the project (including
applications of exiension of ethics approval effective period and changes in resesarch protocol)
should be reported to REC by completing the dmendmens Application Farm, For cases when
there are svbstantial wvarations or the amendment involves any major change to the
methodology described in the research propesal for application, a new application for ethical
review will be required.

5. Monitering: yvour project may be subject to an auwdit or any form of monitoring by REC
(which will include eg. review of the signed consent forms for participams and the data
storage arrangements) at any time 10 ensure that ethical requirements are met.

K CLi, PRI
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Appendix G: Instrument Approval Letter of CLES+T Usage

Adikko Saacikoskl Agreenyt oo
RN, P> Adpmcer Professor Docent

Crantlla Stiandeil-Lause

RN, MNS<. Docroval canludate

£l LE3

Lhvessity of Tualon Deparunenst of Nwusing Science Fiulad OLO) 2015

Agresmenst for using the Clintcal Learming Enviromumment. Supervision and Nurse
Teacher (CLES-T) evaluation scale

I amee toabide by the following pormcipliess w nsaug e CLES ~ 7 evaluation scale o n 1ecearchy ool m
ey o empaical stsdy

= IThe CLES-T shoukl caly te used w its ongzual foan (noanor altssussicns are pennsssabie. tor
examnpde in ordesr 10 evsute e Termumnolegy of CLES=T reflects differetst cudtural aspects). All
other clianges slbwuid Le repoerted 10 1lie authors

~  Any resear<h reports 1har hiave used the CLES ~ T should ncknovwledge the ongiunl sovace by
using the ollowing reference: Saartkosks €1 ol 2008 The meuse teachi=r in clinscal practice
Developmaz the new sub-dinension ro rias Clinical Leammg Enviacaunean and Sapervision
1CLES) scale. Treraatwonal fourmad of Nursing Srtudees §5: 12331217,

#  The musannbenl cuusot be published @ os cagusal form (e.g as Appendicd wirhiour tle
penission of the copynght holder Elsevier Sciece Lud UK The CLES—T scale bas been
poblished ongmally e above mncke

= Awthors shomld be sens ope Copy of publicaces m wihach the CLES—T scale hins been nsed as a
res=asrch mssnmeent (see the nddiess sborve)

Noie of tlie re-uset Celine Lam 1.7 € A Lim

o]

WO SIgnana e

Research cagmnsanon Un Ty s o Rz ts/
# ¥

Address Répcoen Houce s dUceng
oo 4 ,Erﬁ‘fa_L}_KS.LLQM_} Wi

Nawme of the yesearch clin ek [ Paryin & n \(..':KD,&JV‘(’)\-{ S
o8 Lesens ¢l propecs) ;
Lausange vernswon; k

We give the perinission

T Cauilia Standell-Laine
Diate '8 6 - Za (6

Flease, compleic this sgreement foim nformiag abent your study aud send the swanned ~ pilf docmunent -
1o the follomime cmadl: gastiniv utn 1 . The fiked formm (signed by Strasdedd Laiur) will be refurmed to yon
e el
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Appendix H: Last clinical setting of students

Appendix H: Respondents of the study (N=211)

Current Health Sector Gender Academic
Stream
Public Hospital Private | Male | Female | General | Mental
n=209 Hospital | n=52 | n=159 | health | health
n=2 stream | stream
n=145 | n=66
Last Clinical Setting
Nature of ward No. of respondents
n  Percentage (%)
Surgical Ward 59 27.96
Medical Ward 51 24.17
Orthopaedic Ward 3 1.42
Oncology Ward 3 1.42
Accident and Emergency Department 2 0.95
General Acute Ward 14 6.64
General Rehabilitation Ward 8 3.79
Mental Acute Ward 23 10.9
Mental Rehabilitation Ward 20 9.48
Community Psychiatric Nursing 14 6.64
Psychiatric Day Center 6 2.84
Unknown 8 3.97
Total 211 100%

153



Appendix I: Ward can be regarded as a good learning environment

Appendix | : Ward can be regarded as a good learning environment (n=211)

No. of
respondent
General health stream 145
Mental health stream 66
Total 211

Distribution of rating “The ward can be regarded as a good learning environment”

between streams

Frequency | Mental | General
health health
stream | stream

Fully Disagree 12 4 8
(6.06%) | (5.52%)
Disagree to some extent 15 7 8
(10.61%) | (5.52%)
Neither agree nor disagree 79 32 47
(48.48%) | (32.4%)
Agree to some extent 98 21 77
(31.81%) | (53.1%)
Fully Agree 7 2 5
(3.03%) | (3.45%)
Total 211 66 145
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Appendix J: Supervisor assigned to student

Appendix J Supervisor assigned to student

No. of student Percent (%)
Assigned 193 91.5
NO Assigned 18 8.5
Total 211 100.0

Occurrence of Supervision

No. of | Percent (%)
student
Statement
I did not have a supervisor at all 8 3.8
A personal supervisor was named, but the relationship with this 47 22.3
person did not work during the placement
The named supervisor changed during the placement, even though no 21 10.0
change had been planned
The supervisor varied according to shift or place of work 40 19.0
Same supervisor had several students and was a group supervisor 32 15.2
rather than an individual supervisor
A personal supervisor was named and our relationship worked during 63 29.9
this placement
Total 211 100.0

(without nurse teacher)

How often did you have separate private unscheduled supervision with the supervisor

No. of
Statement student | Percent (%)
Not at all 67 31.8
Once or twice during the course 59 28.0
Less than once a week 27 12.8
About once a week 28 13.3
More often 30 14.2
Total 211 100
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Appendix K: Content of supervisory relationship

characterized by a sense of
trust

Appendix K: Content of supervisory relationship
Fully | Disagree | Neither | Agree Fully | Percent
Disagree | tosome | agree | tosome | Agree
extent nor extent
Statement disagree
My supervisor showed a 6 14 81 93 17
positive attitude towards (2.8%) | (6.6%) | (38.4%) | (44.1%) | (8.1%) 100
supervision
| felt | that received 8 35 67 83 18
individual supervision (3.8%) | (16.6%) | (31.8%) | (39.3%) | (8.5%) 100
I continuously received 10 30 79 73 19
feedback from my (4.7%) | (14.2%) | (37.4%) | (34.6%) | (9%) 100
supervisor
Overall | am satisfied with 11 21 72 88 19
the supervision | received (5.2%) (10%) | (34.1%) | (41.7%) | (9%) 100
The supervision was based 8 18 79 91 15
on a relationship of equality | (3.8%) | (8.5%) | (37.4%) | (43.1%) | (7.1%) 100
and promoted my learning
There was mutual 7 30 74 81 19
interaction in the (3.3%) | (14.2%) | (35.1%) | (38.4%) | (9%) 100
supervisory relationship
Mutual respect and 6 20 78 85 22
approval prevailed in the (2.8%) | (9.5%) | (37%) | (40.3%) | (10.4%) | 100
supervisory relationship
The supervisory 9 15 83 80 24 100
relationship was (4.3%) | (7.1%) | (39.3%) | (37.9%) | (11.4%)
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Appendix L: Leadership style of ward manager

Appendix L: Leadership style of ward manager
Fully |Disagree| Neither |Agree to| Fully |Percent
Statement Disagree | to some |agree nor| some | Agree
extent | disagree | extent

The WM regarded the staff on her/his 4 13 76 96 22
ward as a key resource (1.9%) | (6.2%) | (36%) |(45.5%)|(10.4%)| 100

10 34 69 80 18
The WM was a term member (4.7%) |(16.1%) | (32.7%) | (37.9) |(8.5%) | 100
Feedback from the WM could easily be 9 31 94 68 9
considered (4.3%) | (14.7%) |(44.5%) |(32.2%) |(4.3%) | 100
The effort of individual employees was 4 17 83 95 12
appreciated (1.9%) | (8.1%) |(39.3%) | (45%) |(5.7%) | 100
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Appendix M: Pedagogical atmosphere

Appendix M: Pedagogical atmosphere
Fully Disagree | Neither | Agreeto | Fully | Percent
Disagree | tosome | agree nor | some Agree (%)
Statement extent | disagree | extent
The staffs were easy to 6 20 72 97 16
approach (2.8%) | (9.5%) | (34.1%) | (46%) | (7.6%) | 100
| felt comfortable going to 19 33 69 80 10 100
the ward at the start of my (9%) (15.6%) | (32.7%) | (37.9%) 4.7%)
shift 70
During staff meeting (e.g.
before shifts) | felt 16 47 96 45 7 100
comfortable taking partin | (7.6%) | (22.3%) | (45.5%) | (21.3%) | (3.3%)
the discussion
There was a positive
atmosphere on the ward 11 26 81 83 10 100
(5.2%) | (12.3%) | (38.4%) | (39.3%) | (4.7%)
The staff were generally
interested in student 23 40 73 70 5 100
supervision (10.9%) (19%) (34.6%) | (33.2%) | (2.4%)
The staff learned to know
the student by their 25 35 72 68 11 100
personal names (11.8%) | (16.6%) | (34.1%) | (32.2%) | (5.2%)
There were sufficient
meaningful learning 9 21 81 90 10 100
situations on the ward (4.3%) (10%) (38.4%) | (42.7%) | (4.7%)
The learning situations
were multi-dimensional in 10 20 85 87 9 100
terms of content (4.7%) (9.5%) | (40.3%) | (41.2%) | (4.3%)
The ward can be regarded
as a good learning 12 15 79 98 7
environment (5.7%) (7.1%) | (37.4%) | (46.4%) | (3.3%) 100
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Appendix N: Nurse Teacher

Appendix N: Nurse teacher as enabling the integration of theory and practice

Statement Fully Disagree Neither Agree to Fully
Disagree | tosome | agree nor some Agree
extent disagree extent
In my opinion, the 7 11 75 102 16
nurse teacher was (3.3%) (5.2%) (35.5%) (48.3%) (7.6%)
capable to integrate
theoretical
knowledge and
everyday practice of
nursing
The teacher was 7 15 74 102 13
capable of (3.3%) (7.1%) (35.1%) (48.3%) (6.2%)
operationalising the
learning goals of this
clinical placement
The nurse teacher 9 18 75 96 13
helped me to reduce (4.3%) (8.5%) (35.5%) (45.5%) (6.2%)
the theory-practice
gap
Cooperation between placement staff and nurse teacher
Statement Fully Disagree Neither Agree to Fully
Disagree to some agree nor some Agree
extent disagree extent
The nurse teacher was 13 27 83 75 13
like a member of the (6.2%) (12.8%) (39.3%) (35.5%) (6.2%)
nursing team
The nurse teacher was 11 18 93 79 10
able to give his or her | (5.2%) (8.5%) (44.1%) | (37.4%) (4.7%)
pedagogical expertise
to the clinical team
The nurse teacher and 17 13 93 79 9
the clinical team (8.1%) (6.2%) (44.1%) | (37.4%) (4.3%)
worked together in
supporting my
learning
Relationship among student, mentor and nurse teacher
Statement Fully Disagree | Neither | Agreeto Fully
Disagree | tosome | agree nor some Agree
extent disagree extent
The common 14 18 97 77 5
meetings between (6.6%) (8.5%) (46%) (36.5%) (2.4%)
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myself, mentor and
nurse teacher were
comfortable
experience

In our common 19 33 93 57 9
meetings | felt that we (9%) (15.6%) (44.1%) (27%) (4.3%)
are colleagues

Focus on the meetings 12 20 92 79 8
was in my learning (5.7%) (9.5%) (43.6%) (37.4%) (3.8%)

needs
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Appendix O: Nursing care in the ward

Appendix O Nursing care in the ward
Statement Fully | Disagree | Neither | Agreeto | Fully | Percent
Disagree | to some agree some Agree
extent nor extent
disagree

The ward nursing 5 27 89 86 4 100
philosophy was clearly (2.4%) | (12.8%) | (42.2%) | (40.8%) | (1.9%)
defined
Patients received 3 23 74 98 13 100
individual nursing care (1.4%) | (10.9%) | (35.1%) | (46.4%) | (6.2%)
There were no problems in 3 17 98 90 3 100
the information flow (1.4%) | (8.1%) | (46.4%) | (42.7%) | (1.4%)
related to patients' care
Documentation of nursing 2 11 80 106 12 100
(e.g. nursing plans, daily (0.9%) | (5.2%) | (37.9%) | (50.2%) | (5.7%)

recording of nursing
procedures etc.) was clear
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Appendix P: Clinical Facilitating/Supervision Model

education unit

(1:1 and 1:6 both
assess students)
Whittle etal. 2008

preceptor and facilitator model;
One more role is nurse educator
who is a person communicating
with both hospitals and
universities.

Model Components of model Wu-Zee University (Institution P)
Preceptor 1:1 model that a registered nurse | - 1:1 Clinical supervisor assigned
is assigned to a student from ward, mentoring skill
trained provided from hospital.
They are commonly APN, senior
RN.

- First time and later clinical
training of the mental health
students and second time
clinical training of the general
health students

Facilitation/ A registered nurse is assigned to | - 1:8 Academic mentor assigned to
Supervision students in 1:6 or 1:8 model, first clinical training in general
facilitator can be either health students.
employed from hospitals or - Academic mentor is staff of Wu-
educational institutions. Zee University only
Facilitation/ is combination of preceptor and | - 1:1 Nurse from hospital
Preceptor facilitation/supervision model, in | - 1:8 Academic mentor from
which, a student is assigned to a | university
registered nurse for precepting - Concurrently used in the Wu-Zee
while a facilitator model University
supervise group of students such
as 1:8.
Dedicated A combined model of the Preceptor 1:1 and facilitator 1:6

- Both can assess each student
- Resource person (no assessment)
- Course Coordinator of clinical

training arrangement is available

Mentor

A model that is similar to the
preceptor model but is less
commonly used in
undergraduate clinical education
as the clinical supervision is
more often than not, indirect.
The mentor model involves a
long-term relationship between
the student and the registered
nurse.

1:1 longer relationship

Even though there is a Cohost
master role in the Wu-Zee
University. This role helps
students to go through five years
nursing program and solve
students’ problem on education.
It does not focus on clinical
training.

(Sources: Franklin, 2013; Mckellar & Graham, 2018; Whittle et al. 2008)
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